
PUBLIC TRUST BOARD MEETING TO BE HELD ON WEDNESDAY 2 OCTOBER 2013
IN ROOM 20063/64, CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY, CV2 2DX

PUBLIC AGENDA

THE PUBLIC SESSION OF THE TRUST BOARD WILL COMMENCE PROMPTLY AT 1.00PM

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 Mr N Stokes, Acting Chairman N/A
1.2 Minutes of Meeting held on 31 July 2013* Enc 1 Mr N Stokes, Acting Chairman N/A
1.3 Actions Update Enc 2 Mr N Stokes, Acting Chairman N/A
1.4 Matters Arising Verbal Mr N Stokes, Acting Chairman N/A
1.5 Declarations of Interest Verbal Mr N Stokes, Acting Chairman N/A
1.6 Chairman’s Report Verbal Mr N Stokes, Acting Chairman N/A

1.7 Private Trust Board Meeting Session Report –
31 July 2013* Enc 3 Mr N Stokes, Acting Chairman N/A

1.8 Chief Executive’s Report Verbal Mr A Hardy, Chief Executive Officer N/A

1.9 Integrated Performance Report, Month 5 /
2013/14 Enc 4 Mrs G Nolan, Chief Finance Officer Quality & Safety

1.10 Provider Management Regime Enc 5 Mrs G Nolan, Chief Finance Officer Governance

1.11 Patient Lead Assessments of the Care
Environment (PLACE) Report Enc 6 Mr I Crich, Chief HR Officer Governance

2 To Deliver Excellent Patient Care and
Experience Paper Presenter Category

2.1 Trust response to the Report of the Francis Inquiry
and related documents Enc 7 Mrs M Pandit, Chief Medical Officer Governance

2.2 Patient Experience Report 2012/2013* Enc 8 Mrs M Pandit, Chief Medical Officer Quality & Safety

2.3 Cost Improvement Plan - Quality Impact
Assessments Enc 9 Professor M Radford, Chief Nursing

Officer Quality & Safety

2.4 Quality Governance Committee Meeting Report –
8 July and 13 August 2013 Enc 10 Mr N Stokes, Acting Chairman Governance

2.5 Risk Management (inc. H&S & Radiation
Protection) Annual Report – 2012/2013* Enc 11 Mr I Crich, Chief HR Officer Governance

3 To Deliver Value for Money Paper Presenter Category

3.1 Finance and Performance Meeting Report –
24 June 2013 Enc 12 Ms S Tubb, Senior Independent

Director Governance

3.2 Annual Audit Letter 2012/13 Enc 13 Mrs G Nolan, Chief Finance Officer Governance

4 To be an Employer of Choice Paper Presenter Category
4.1 Foundation Trust Project* Enc 14 Mr A Hardy, Chief Executive Officer Strategy

5 To be a Research Based Healthcare
Organisation Paper Presenter Category

5.1 Developing Nursing, Midwifery and AHP Research Enc 15 Professor M Radford, Chief Nursing
Officer Quality & Safety

6 To be a Leading Training and Education
Centre Paper Presenter Category

No reports under this section

7 Administrative Matters

7.1 Audit Committee Meeting Report – 8 July 2013 Enc 16 Mr T Robinson, Non-Executive
Director Governance

7.2 Briefing Paper on Non-Executive Director Position Enc 17 Mr A Hardy, Chief Executive Officer Governance
7.3 Remuneration Committee Terms of Reference Enc 18 Mr N Stokes, Acting Chairman Governance
7.4 Any Other Business Verbal Mr N Stokes, Acting Chairman
7.5 Work Programme* Enc 19 Mr A Hardy, Chief Executive Officer Governance

8 Questions from the Public up to 15 minutes

9 Date of Next Meeting:
Wednesday 30 October 2013 at 1:00pm, prior to Private Board

Please note: asterisked items (*) are for noting and, in general, do not require discussion.
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AND WARWICKSHIRE NHS TRUST BOARD HELD ON WEDNESDAY 31st JULY 2013 AT
3.00PM IN ROOM 20063/64, CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL,

COVENTRY, CV2 2DX

1

AGENDA ITEM DISCUSSION ACTION
HTB 13/331
PRESENT

Mr I Crich, Chief HR Officer (IC)
Mr A Hardy, Chief Executive Officer (AH)
Mrs G Nolan, Chief Finance Officer/Deputy Chief Executive Officer (GN)
Mrs M Pandit, Chief Medical Officer (MP)
Mr N Stokes, Acting Chair (NS)
Ms S Tubb, Senior Independent Director (ST)
Professor P Winstanley, Non-Executive Director (PW)

HTB 13/332
IN ATTENDANCE

Miss Alex Johnson, Executive Assistant (AJ)

HTB 13/333
APOLOGIES

Mr D Eltringham, Chief Operating Officer (DE)
Mr M Patel, Interim Director of Corporate Affairs (MPa)
Professor M Radford, Chief Nursing Officer (MR)
Mr T Robinson, Non-Executive Director (TR)

HTB 13/334
MINUTES OF
TRUST BOARD
MEETING HELD
ON 26 JUNE 2013

The Trust Board APPROVED the minutes of the meeting as a true and
accurate record of the proceedings.

HTB 13/335
ACTIONS UPDATE

There were no updates to the Action Log.

HTB 13/336
MATTERS
ARISING

There were no matters arising.

HTB 13/337
DECLARATIONS
OF INTEREST

There were no declarations of interest.

HTB 13/338
CHAIRMAN’S
REPORT

NS confirmed that he had been asked by the NHS Trust Development
Authority to continue as Acting Chairman and had agreed to do so. NS
also noted that the Trust is in the process of recruiting two more Non-
Executive Directors and a new Chair, and it is hoped that these
processes will be completed by September 2013.

NS stated that Una O’Brien, Permanent Secretary at the Department of
Health, had visited UHCW on 12 July 2013. She met student nurses
and mentors and NS stated it was a valuable session and thanked all
members of staff involved.

In accordance with the provisions of Section 1(2) of the Public Bodies (Admission to Meetings) Act 1960,
and the Public Bodies (Admissions to Meetings) (NHS Trusts) Order 1997, it is resolved that the
representatives of the press and other members of the public are excluded from the second part of the
Trust Board meeting on the grounds that it is prejudicial to the public interest due to the confidential nature
of the business about to be transacted. This section of the meeting will be held in private session.
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AGENDA ITEM DISCUSSION ACTION
HTB 13/339
PRIVATE TRUST
BOARD MEETING
SESSION REPORT
– 26 JUNE 2013

The Trust Board NOTED the report.

HTB 13/340
CHIEF
EXECUTIVE’S
REPORT

AH stated that the week ending 28 July 2013 had seen the most
emergency attendances ever at UHCW and that the Trust is actively
planning ahead for winter.

AH added that he had met with Healthwatch Coventry and Healthwatch
Warwickshire in July 2013 and that the Trust AGM takes place this
evening at 5.00pm.

HTB 13/341
INTEGRATED
PERFORMANCE
REPORT

GN presented this item and drew out the key issues. NS noted that this
report shows some improvements compared to the previous months
report and that mandatory training has been discussed at Board
committee level. ST added that she would anticipate further
improvements in the coming months.

PW highlighted that consultant appraisals are at 60% and asked if the
implications for revalidation are well understood. In response, MP said
that this has been made clear.

PW stated elective operations had risen and asked if there is evidence of
an upward trend. In response, MP noted that this is a reaction to bed
pressures and that it is reducing greatly.

In response to a query from NS on the recently publicised Friends and
Family Test results, MP stated that the Trust has utilised the Friends and
Family Test results since April 2013, in addition to the Trust own patient
feedback system and that our scores are improving constantly. She also
added that the Trust receives a large range of meaningful comments on
a daily basis and can extract themes from within that to focus on.

ST highlighted that there had been three pressure ulcers and asked if
there was any trend, such as all being in the same clinical area. MP
confirmed these incidences were not all in the same area.

The Trust Board NOTED the report.

HTB 13/342
PROVIDER
MANAGEMENT
REGIME

GN summarised the report, and highlighted an error on page 1 of the
report – the June Financial Risk Rating should read “Red (1.0)”.

The Trust Board APPROVED the report.

HTB 13/343
AUDIT
COMMITTEE
MEETING REPORT
– 13 MAY 2013

The Trust Board NOTED the report.
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AGENDA ITEM DISCUSSION ACTION
HTB 13/344
PATIENT TRUST
ASSURANCE
PROCESS STORY

NS stated that the attached commentary is positive and asked if the
Trust receive similar negative comments. MP confirmed that the Trust
does, however this particular report consists of 85% promoter comments.

ST commented that there are some sensible suggestions in the report
and asked how the Trust could utilise the feedback to improve services.
MP stated that the ‘impressions’ system collates themes and tells us that
the three key issues are, waiting times, discharge and car parking. These
are the three clear themes we need to improve on, MP observed that
there is a customer service element involved and confirmed that the
Trust has increased the quantity of wheelchairs and reduced the need to
access radiology via main reception.

It was agreed that the report was encouraging.

The Trust Board NOTED the report.

HTB 13/345
FRANCIS
ENQUIRY

ST confirmed that there would be a further update to this report in
September 2013 and stated it would be good to see continued
progression and focus on the key issues. MP stated that this is the way it
is planned to be and the usual report goes to COG each month.

ST asked all Chief Officers their thoughts on the most challenging
elements. MP stated that we need to articulate our vision and clinical
strategy. IC added that that there are some harder measures around
staff impressions, values and behaviours, employee feedback etc. that
need focus.

AH stated that the Trust had placed a lot of focus on Francis and
confirmed that any significant shortfalls and learnings would come to a
further Public Board session.

The Trust Board APPROVED the report and AGREED to schedule a
further discussion at the September 2013 Trust Board.

HTB 13/346
QUALITY
GOVERNANCE
COMMITTEE
MEETING REPORT
– FEBURARY TO
JUNE 2013

NS stated that a number of recent meetings had not been quorate but
that this was being addressed through the commencement of the
recruitment process to the vacant Non-Executive Director roles.

PW stated that it seemed possible to drive down mortality ratio figures in
line with UCLH or Addenbrookes and asked if we had an understanding
of how to do this. In response, MP stated that the Trust had undertaken
an analysis against UCLH and found elective admissions are higher than
emergency at UCLH and that at UCHW it is the opposite. In addition, the
area deprivation status is higher at UCLH. MP confirmed that an
analysis against Addenbrookes had not been completed.

The Trust Board NOTED the report.

HTB 13/347
MAJOR TRAUMA
NETWORK PEER
REVIEW REPORT

AH commented that this is an area of success for UHCW. NS added that
the Trust should follow up the recommendations with the other two
hospitals mentioned in the report and thanked Matthew Wise and team
for the work they are doing in this area. The Trust Board NOTED the
report.
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AGENDA ITEM DISCUSSION ACTION
HTB 13/348
FINANCE &
PERFORMANCE
MEETING REPORT
– 28 MAY 2013

The Trust Board NOTED the report.

HTB 13/349
FOUNDATION
TRUST
APPLICATION
UPDATE

AH stated that there had been limited further development with the NHS
Trust Development Authority and that they will feedback back to the
Trust in due course.

The Trust Board RECEIVED and ACCEPTED the report.

HTB 13/350
WEST MIDLANDS
SOUTH HEALTH
AND INNOVATION
EDUCATION
CLUSTER REPORT

The Trust Board NOTED the report.

HTB 13/351
A REVIEW OF
STANDING
ORDERS,
STANDING
FINANCIAL
INSTRUCTIONS
AND THE SCHEME
OF RESERVATION
AND DELEGATION

The Trust Board APPROVED the report.

HTB 13/352
ANY OTHER
BUSINESS

None raised for discussion.

HTB 13/353
DATE OF NEXT
MEETING

The next Public Trust Board Meeting will be on Wednesday 25
September 2013 at 1pm at University Hospitals Coventry & Warwickshire
NHS Trust.

HTB 13/354
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.
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AGENDA ITEM ACTION LEAD DATE TO BE
COMPLETED

COMMENT

ACTIONS COMPLETE
HTB 13/219
ICT REPORT

Trust Board REQUESTED Mr Eltringham to bring
back a report after talking to UHB to the
September 2013 Board.

DE September
2013

Completed.
Scheduled for
September
Board meeting

HTB 13/345 FRANCIS
ENQUIRY

The Trust Board APPROVED the report and
AGREED to schedule a further discussion at the
September 2013 Trust Board.

MPa September
2013

Completed.
Scheduled for
September
Board meeting

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

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

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.

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

JG

July 2013

As above

Ongoing.
Exec to Exec
meetings with
CCG’s on
24.10.12 and
21.11.12 both
cancelled by
CCG. CEO
confirmed with
CCG
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.As above

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

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 31st March 2013.

MP 4.3.13 Scheduled for
6.3.13; but B/S
cancelled. To
be
rescheduled.
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REPORT TO THE TRUST BOARD: PUBLIC

2 October 2013

Enc 3 - Chairman's report 2013 I/\trust board\templates\revised header public\Version 2\January 2010

Subject: Trust Board Meeting Session Report of 2 October 2013
Report By: Nick Stokes, Acting Chairman
Author: Moosa Patel, Interim Director of Corporate Affairs
Accountable Executive Director: Nick Stokes, Acting 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 meeting agenda of the Private Trust Board Session held 31 July 2013 and of any
key decisions/outcomes made by the Trust Board.

Trust Board Session of 31 July 2013

Chairman’s Report: Mr N Stokes, Acting Chair
The Trust Board NOTED the Chairman’s report.
Chief Executive’s Report: Mr A Hardy, Chief Executive Officer
The Trust Board NOTED the Chief Executive Officer’s report.
Senior Independent Director Report: Mrs S Tubb, Non-Executive Director
The Trust Board NOTED the Senior Independent Director Report.
Risk Register: Mrs M Pandit, Chief Medical Officer
The Trust Board RECEIVED and ACCEPTED the Risk Register
Draft Quality Governance Minutes of Meeting – 8 July 2013: Mr N Stokes, Acting Chairman
The Trust Board NOTED the minutes
Draft Finance and Performance Minutes of Meeting – 24 June 2013: Ms S Tubb, Senior Independent
Director
The Trust Board NOTED the minutes.
Finance and Performance Committee Chairs Meeting Report – 29 July 2013: Ms S Tubb, Senior
Independent Director
The Trust Board NOTED the report.
Tender Acceptance Report – Procurement of Adult General Intensive Therapy Unit Beds: Mrs G Nolan,
Chief Finance Officer
The Trust Board APPROVED the report.
External Support to the UHCW Transformation Programme: Mrs G Nolan, Chief Finance Officer
The Trust Board APPROVED the report.

SUMMARY OF KEY RISKS:
No risks were identified.

RECOMMENDATION / DECISION REQUIRED:
For Noting.
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Enc 3 - Chairman's report 2013 I/\trust board\templates\revised header public\Version 2\January 2010

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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Trust board/templates/header sheet (public) version 6 – August 2011

Subject: Integrated Performance Report – Month 5 – 2012/13
Report By: Gail Nolan, Chief Finance Officer
Author: Jonathan Brotherton, Director of Performance and Programme

Management
Lynda Cockrill, Head of Performance and Programme Analytics

Accountable Executive Director: Gail Nolan, Chief Finance Officer

GLOSSARY

Abbreviation In Full
A&E Accident and Emergency
ALOS Average Length of Stay
AMU Acute Medical Unit
CAB Choose and Book
CIP Cost Improvement Programme
DNA Did Not Attend
EBITDA Earnings Before Interest, Tax, Depreciation and Amortisation
ED Emergency Department
FRR Financial Risk Rating
FTE Full Time Equivalent
HRED Human Resources Equality and Diversity
HSMR Hospital Standardised Mortality Ratio
KPI Key Performance Indicator
NIHR National Institute for Health and Research
NPS Net Promoter Score
PMR Provider Management Regime
PPMO Performance and Programme Management Office
QIPP Quality Innovation Productivity and Prevention
QPS Quality and Patient Safety
RTT Referral To Treatment
SHMI Standardised Hospital-level Mortality Indicator
VTE Venous Thromboembolism
WTE Whole Time Equivalent
YTD Year To Date

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

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

Title
Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

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

In this report, 22 of the 53 KPIs reported against are breaching the standard / target. Further detail is contained
within the report.

Principal performance exceptions by Domain

Excellence in patient care and experience
• Patient falls per 1000 occupied bed days resulting in serious harm showed another slight decrease but

is above target.
• The Trust has had a case of MRSA bacteraemia in August. The Trust’s target is zero cases for the year.
• The Trust has recorded 78.40% for the 62 days urgent referral to treatment cancer target.
• Last minute non-clinical cancelled operations (elective) have fallen from last month to 0.92% but this still

breaches the target.
• Referral to Treatment non delivery was recorded across a number of specialties
• The Trust has recorded 431 minutes Total time in A&E - admitted patients (95th centile) which although

an improvement since last month still represents a continued breach.

Delivery of Value for Money
• The Trust is currently reporting a net deficit of £3.1m which is £0.9m adverse variance to the plan

signed off by the Trust Board and submitted to the NHS Trust Development Authority.
• The forecast outturn remains a £2.5m surplus for 2013/14.

Employer of Choice
• The Trust has recorded a 60.65% Appraisal rate. This is considerably below target.
• The Trust has recorded a 66.27% Consultant appraisal rate. This is below target and a slight decrease

on last month.
• The Trust has recorded a 63.47% attendance at mandatory training. This is below target.
• The Trust has recorded a 3.97% Sickness rate. This is above YTD plan.

SUMMARY OF KEY RISKS:

 Recovery of the 62 day urgent referral to treatment cancer target may not be delivered until Quarter 3
 Failure to deliver and sustain the A&E 4 hour standard at 95% or above
 Performance metrics around workforce are yet to show significant signs of improvement
 Development of CIPs to ensure recurrent savings needs to be accelerated which may require

transformational support

RECOMMENDATION / DECISION REQUIRED:

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

IMPLICATIONS:

Financial: CIP development and the impact of additional resources to deliver the A&E
targets and other RTT standards

HR / Equality & Diversity: Effective management of attendance, training and appraisal of staff
Governance: None
Legal: None
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REVIEW:

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

DATA QUALITY:

Data/information Source: Various
Data Quality Controls: DQ policies, PPMC and F&P
Data Limitations:
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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, 22 of the 53 KPIs reported against are breaching the standard / target.

Principal performance exceptions by Domain

Excellence in patient care and experience
• Patient falls per 1000 occupied bed days resulting in serious harm showed another slight decrease but is above target.

• The Trust has had a case of MRSA bacteraemia in August. The Trust’s target is zero cases for the year.

• The Trust has recorded 78.40% for the 62 days urgent referral to treatment cancer target.

• Last minute non-clinical cancelled operations (elective) have fallen from last month to 0.92% but this still breaches the target.

• Referral to Treatment non delivery was recorded across a number of specialties

• The Trust has recorded 431 minutes Total time in A&E - admitted patients (95th centile) which although an improvement
since last month still represents a continued breach.

Delivery of Value for Money
• The Trust is currently reporting a net deficit of £3.1m which is a £0.9m adverse deficit to the plan signed off by the Trust
Board and submitted to the NHS Trust Development Authority. The forecast outturn remains a £2.5m surplus for 2013/14.

Employer of Choice

• The Trust has recorded a 60.65% Appraisal rate. This is considerably below target

• The Trust has recorded a 66.27% Consultant appraisal rate. This is below target and a slight fall from last time.

• The Trust has recorded a 63.47% attendance at mandatory training. This is below target.

• The Trust has recorded a 3.97% Sickness rate. This is above YTD plan.

Integrated Quality, Performance and Finance Reporting Framework 4



PMR

PMR status for August is reported as below:

Executive Summary

Summary of performance

5Integrated Quality, Performance and Finance Reporting Framework



6Integrated Quality, Performance and Finance Reporting Framework

Executive Summary
Trust Scorecard – August 2013



7Integrated Quality, Performance and Finance Reporting Framework

Executive Summary

Trust Scorecard – August 2013



Domain 1:
Excellence in patient
care and experience
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Domain Summary – Excellence in Patient Care and Experience

9

Commentary

In this summary, we have outlined the overall performance for the Trust for all of the Excellence in Patient Care and Experience
indicators. The following areas are covered in more detail overleaf due to their current performance:
• Patient falls per 1000 occupied bed days resulting in serious harm showed another slight decrease for a second consecutive

month but is above target. This measure will need to remain under close scrutiny.

• The Trust has had a case of MRSA bacteraemia in August. The Trusts target is zero cases for the year.

• There has been one reported Dr Foster High Relative Risk for Intestinal Obstruction without Hernia

• Referral to Treatment non delivery was recorded across a number of specialties. An 18-week recovery group has been formed
to oversee and deliver the 18-week Recovery Plan.

• The Trust has recorded 78.40% for the 62 days urgent referral to treatment cancer target. This is a decrease for the third
consecutive month and is below the target of 85%.

• The Trust has recorded 431 minutes Total time in A&E - admitted patients (95th centile) which, although an improvement
since last month, represents a continued breach.

• The Trust has recorded 22.64% against the breaches of the 28 day treatment guarantee following elective cancellation. The
number of patients breaching this standard reduced from 13 to 12, whilst on the day cancellations also fell.

• Last minute non-clinical cancelled operations (elective) have fallen last month to 0.92% but is still above the target.

• The Trust has recorded 4.9 days as the Standardised ALOS (non elective). This is a reduction from last month but remains
above the benchmarked target of 4.6 days.

• The Successful Choose and Book KPI has improved again since last month with performance at 9.56%, however this remains
significantly above the target of 3%. Additional detail has been provided in this month’s commentary.

Indicators in a watching or amber status;

• The Trust has recorded an improvement in theatre utilisation at Rugby, main theatres and day surgery. Day surgery has

achieved target this month.

• The Trust has recorded 234 minutes Total time in A&E – non admitted patients (95th centile) this month and while the KPI

has been achieved, it remains close to the target of 240 minutes and will require continued close scrutiny.

• The Friends and Family Test target will be changed from September’s data onwards from 15% to 25% to support delivery of the

CQUIN.

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

MRSA Bacteraemia – Trust Acquired

Commentary

This indicator reports the total number of new MRSA Bacteraemia
in a calendar month cumulatively per annum. The organisation
has a target of 0 new incidences per annum. Reduction in MRSA
rates is a target set out in the Operating Framework for 2013/14.
By achieving this target, the organisation can demonstrate the
standard of practice in relation to Control of Infection, links to
quality of patient care and to managing its reputation as a
healthcare provider. Non-achievement can also affect registration
with the Care Quality Commission.

In August the Trust reported its first incidence of Trust Acquired
MRSA Bacteraemia for 2013/14.

The patient was positive for MRSA in abdominal fluid but had
swabbed negative for skin colonisation. Subsequently a blood
culture was also MRSA positive. As a potential source (abdominal
fluid ) had been identified as it was agreed that this was a
significant bacteraemia. However it was managed appropriately
and all screening protocols followed, therefore it was thought to
be unpredictable and not avoidable. It is highly likely that this was
acquired intra operatively but the patient had had a high risk
procedure at a neighbouring Trust (emergency cholecystectomy)
before emergency admission to UHCW for further surgery. It was
not thought to be possible to identify with any confidence at
which Trust it was acquired. Patient was a fast track oncology
patient but was not significantly unwell and has since been
discharged following appropriate antibiotic therapy.

Overall Trust position

Integrated Quality, Performance and Finance Reporting Framework
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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.

Augusts' reported position is slightly better to that of the previous
two months at 0.09 but still breaches the 0.05 threshold. This
represents 3 falls in this category this month. This remains above
the average performance throughout 2012/13.

The falls action plan that is led by the Chief Nursing Officer
remains active and is reviewed monthly at a Trust wide falls
forum.

This indicator remains under close scrutiny for further deviation
but performance has improved this month.

UHCW hosted a falls focus day in September and feedback from
this day will be reported at a future date.

Overall Trust position
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It is worth noting that the national safety thermometer shows
the Trust is performing well compared to the Regional and
National Benchmark for falls with harm.

Source: NHS Quality Observatories
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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 May was
for Intestinal Obstruction without Hernia - A clinical review has
been scheduled to report to Mortality Review Group.

There were 7 high relative risks last financial year and there have
been 2 so far this financial year (up to and inc May 2013).

Overall Trust position
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Excellence in patient care – area of underperformance

RTT non delivery in all specialties

Overall Trust position
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Commentary

Applicable Frameworks/Contracts:
Acute Contract – NHS Performance Framework

This indicator reports the number of specialties (treatment
functions) where RTT standards are not delivered. The
organisations target is 0. 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 1 month in
arrears.

The number of specialties failing RTT 18 weeks has remained
the same this month (14). Whilst significantly up on last year
this is in line with the performance trajectory associated with
the RTT recovery plan.

Delivery of the recovery plan would result in a month by
month reduction of the number of specialties not delivering
and expect all to be back on track by the end of October.



Excellence in patient care – area of underperformance

62 days urgent referral to treatment Overall Trust position

14

Commentary

Applicable Frameworks/Contracts:
TDA Accountability Framework
Monitor Compliance Framework
Acute Contract - Quality Schedule

This indicator reports the percentage of patients receiving their first
definitive treatment for cancer within 62-days of an urgent GP referral
for suspected cancer. The organisation's performance is measured
against a national target of 85%, as set out in the Operating Framework
for 2013/14. By achieving this target, the organisation demonstrates
their cancer patients receive fast access to treatment, which can
improve outcomes and reduce anxiety for the patient.

This indicator is reported 1 month in arrears and the Trust has failed to
achieve the target for 3 consecutive months.

A full analysis has revealed that this is due to both clinical reasons (40%
of breaches) and non clinical reasons (60% of breaches).

An action plan has been developed and is in implementation. The key
focus of the plan is as follows:
•Revised governance structure around the management of cancer
targets
•Improved rigour in the tracking of the cancer PTL, with a focus upon
ownership and accountability
•A complete clinical pathway review at MDT level starting with Urology,
Colorectal and Head & Neck. Gynaecology and Respiratory to follow.
•Pathway review meetings will be held every 6 weeks until
improvements in the pathways are evident
•Partnership working with neighbouring Trusts to address the issue of
late referrals which has been another significant problem

Integrated Quality, Performance and Finance Reporting Framework

A performance recovery trajectory has been developed which
suggests that Q2 is at risk of non delivery. Further validation and
mitigation work is being undertaken in this respect.

Performance against this standard is fully expected to be
restored in Q3.



Excellence in patient experience – area of underperformance

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

Overall Trust position
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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.

Whilst overall 4 hour emergency care performance was fragile in
August, there was an improvement in both overall performance
and this particular metric.

Further work, as part of both the 4 hour Recovery Plan and the
Winter Plan to increase the number of assessment & short stay
beds should further support improvements in this area.
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Excellence in patient experience – area of underperformance

Breaches of the 28 day treatment guarantee following elective cancellation

Overall Trust position
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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 deteriorated again this month and is
considerably above target with 22.64% of cancelled patients not
treated within 28 days. This is in contrast to the actual numbers of
patients (12 were not readmitted), but as the total numbers of
cancelled operations has reduced in August this has lead to a step
rise in the reported percentage.

This 28 day treatment guarantee remains a high priority. The
revised weekly access meeting will provide greater assurance of
operational grip and a zero tolerance to failure against this
standard.



Excellence in patient experience – area of underperformance

Delayed transfers as a percentage of admissions

Overall Trust position
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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 has a target of 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 3.4% and 5.5% across the year with August at
4.64%

Issues with access to and availability of nursing home beds along
with access to specialist neuro-rehabilitation were the reason for
a deteriorating position in August. The nursing home provision is
improving and active discussions are underway with
commissioners to resolve the neuro-rehabilitation capacity.



Excellence in patient experience – area of underperformance

Last minute non-clinical cancelled ops (elective)

Overall Trust position
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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. 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 has improved from last month
to 0.92% (53 cases). This is stronger than it has been at any point
in the last 8 months. However performance remains higher than
the target of 0.8%.

On going emergency pressures still lead to some but not all
cancellations. A full analysis of cancelled operations is taking place
weekly and cancelled operation guidelines have been re-issued to
focus more heavily upon avoidance of cancellations.

This is another area of focus in the revised weekly access meeting
now chaired by the Deputy Chief Operating Officer.



Excellence in patient experience – area of underperformance

Standardised ALOS (Non-Elective)

Overall Trust position
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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
benchmarked target of 4.6. This target has been set internally,
based on the average performance against a benchmark group of
ten other large acute/teaching hospitals in England.

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.

Trust ALOS for non-elective patients has improved from the
previous month and is at one of its lowest levels over the last 14
months. It remains 0.3 days above the benchmark.
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Excellence in patient experience – area of underperformance
Successful Choose and Book

Overall Trust position

20

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 3%. 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.

 Choose & Book 'Slot-Issue' performance has improved in
2013/14. Poor residual performance relates to two specialties (T&O
and Ophthalmology).

 The slot issues in the challenged specialties are generated as a
consequence of a tactical decision to assist with the delivery of 18-
weeks against a backdrop of insufficient OPD capacity. Specifically
the 'polling range' whereby slots are released to the Choose & Book
system is kept relatively short to prevent long out-patient waits & an
associated inability to then deliver the diagnostic & interventional
part of the pathway with the 18-week timescale.

 All patients who cannot book via the Choose & Book system are
contacted and offered a limited booking choice (usually within 3 days)

 Capacity plans are being reviewed in each speciality via the weekly
access meeting. Compliance is being planned for Q4.
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Excellence in patient experience – area of underperformance
Readmission rate

Overall Trust position
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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 6 months in arrears. No further data was
available on Dr Foster.

The Trust position has decreased marginally on the previous 2
months to just 0.33% above target and has been very close to target
for the past quarter.

Integrated Quality, Performance and Finance Reporting Framework



Excellence in patient experience – standard reporting item
Friends and Family Test

22

Overall Specialty Group position
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A&E position

The Friends and Family test forms a part of the Commissioning for Quality and Innovation (CQUIN) framework for 2013/14 which
aims to secure improvements in quality of services and better outcomes for patients. This test intends to improve the experience of
patients in line with Domain 4 of the NHS Outcomes Framework. The Friends and Family Test will provide timely, granular feedback
from patients about their experience.

The Trust is required to achieve a baseline response rate of at least 15% and by Q4 a response rate that is both (a) higher than the
response rate for Q1 and (b) 20% or over. A single response rate for each provider will be calculated by combining the response
rates from the A&E and acute inpatient areas. The position for August is 19.38% and therefore the target is being achieved.



Excellence in patient experience – standard reporting item

Friends and Family Test – Inpatient Survey
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Specialty position
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Ward position



Domain 2:
Deliver value for money
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Domain Summary – Value for Money

25

Commentary

In this summary, we have outlined the overall performance for the Trust for all of the Value for Money indicators.

In June the following areas are covered in more detail:

The Trust has recorded 5.3% YTD variance in pay expenditure against budget.

The Trust has recorded a score of 2 against the Monitor Financial Risk Rating. This is on plan for this point in the year and is green-
rated but it should be noted that the expectation of an applicant FT is FRR3 – no separate escalation is included.

The Trust has recorded failure against 5 out of 10 Provider Management Regime indices (PMR). Green rated performance requires
failure of no more than 1 indicator.

Total income YTD is currently on budget.
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Value for Money – area of underperformance

Pay expenditure (actual vs plan)

Overall Trust position
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The Trust has commissioned an external transformation partner to
assist in CIP identification and delivery.

Red Amber Green Plan YTD Forecast
> 1% < 1% < 0.5%

> 0.5%
CFO COO0.0% 5.3% 9.7% Q4 2013/14

Indicator Range: Performance Timeframe to meet Executive Lead
Standard

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 year to date variances are driven by:
• Operational pressures
• Vacancies being filled by agency staff
• Additional agency used to cover emergency medicine

The SOCI identifies that groups have forecast an adverse variance to plan
on operational expenditure of £35.5m, of which £27.3m is pay
expenditure. This is driven by:

• Operational pressures
• Unidentified CIPS allocated to pay

The response to an increase in emergency activity is being reviewed to
agree a substantive solution and reduce the use of temporary staff.

Groups are attending monthly performance meetings which continue to
supporting the identification and delivery of CIP targets.

The Trust has appointed its transformation partner to assist in CIP
identification and delivery.



Value for Money – area of underperformance

EBITDA margin

Overall Trust position

Red Amber Green Plan YTD Forecast
< 9% > 9% >=11%

< 11%
CFO8.2% 7.8% 9.7% Forecast non-

compliant for 2013/14

Indicator Range: Performance Timeframe to meet Executive Lead
Standard

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 is low at Month 5 given the unidentified CIP delivery phased into
the plan from Month 4 onwards and operational pressures.

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

The forecast margin remains below the 11% internal target set by the Trust.
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Value for Money – area of underperformance

I&E Surplus margin

Overall Trust position

Red Amber Green In Month YTD Forecast
< 0% > 0% >=1%

< 1%

Indicator Range: Performance Timeframe to meet Executive Lead
Standard

CFO-0.6% -1.4% 0.5% Forecast non-
compliant for 2013/14

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 M5 bottom line position shows a £3.1m revenue deficit

This is £0.9m below the plan approved by the Board and
submitted to the NHS Trust Development Authority

Income under-performance, driven by activity, and non
achievement of CIP plans are the primary drivers for the
YTD under-performance

The Trust is still forecasting delivery of a 0.5% surplus margin
for 2013/14

This is dependant on the robust management of income,
expenditure and risk during the financial year
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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:

1. I&E performance below planned levels.
2. High Creditor balances.
3. Low Cash Balances.
4. Future years CIP identification

Performance for Month 5 has 5 indicators in failure, compared
to 4 in Month 4 of 2013/14. EBITDA is now behind plan.



Domain 3:
Employer of choice
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Domain Summary – Employer of choice

31

Commentary

In this summary, we have outlined the overall performance for the Trust for all of the Employer of choice indicators.

The following areas are covered in more detail overleaf:

• The Trust has recorded a 60.65% Appraisal rate. This is considerably below target although marginal improvements have
been seen for 5 consecutive months.

• The Trust has recorded a 66.27% Consultant appraisal rate. This is below target and a slight fall from last time.

• The Trust has recorded a 63.47% attendance at mandatory training. This is below target.

• The Trust has recorded a 3.97% Sickness rate. This is above YTD plan.
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Employer of choice – area of underperformance

Appraisal rate Overall Trust position
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Commentary

This indicator reports all staff other than medical staff in relation to
whether they have received an appraisal in the previous 12 month
period. The Trust has established an overall target of 100% of those
eligible to undertake an appraisal process. However, this report
provides for a target of 80% achievement to move from red to amber
and then above 90% to move from amber to green.

The completion of an appraisal for staff alongside clear objectives and
performance development plan demonstrates a workforce that has
clarity in what they should be achieving in relation to their job and
aligned to the strategy, values and behaviours of the Trust.

Appraisal rates improved slightly to 60.65% from 56.38% in July

Group Performance
The monthly workforce key performance indicator report highlights
that, although remaining below target, in the last 2 months the
management teams of Women & Children’s (57% to 76%), Emergency
Department (20% to 48%) and Anaesthetics (38% to 69%)have made
significant progress.

The groups which remain below 50% compliance are: T & O (48%),
Emergency (49%), Cardiac & Respiratory (47%) Oncology/Haematology
(49%), Pathology (39%) and Surgery (35%).

St. Cross and Clinical Support are demonstrating excellent performance
of 80% plus.

Integrated Quality, Performance and Finance Reporting Framework

In order to provide improved performance alongside this
indicator the following actions are either in place or are
planned to take place:

• The review of the paperwork and procedure to support
the appraisal process has now been completed and has
been rolled out across the Trust following successful
feedback from pilot areas.

• The task and finish group are continuing to work on
initiatives to support areas of low compliance.

• That workforce targets including appraisal rates are
managed within the new performance framework and
management teams held accountable.



Employer of choice – area of underperformance

Consultant appraisal rate

Overall Trust position
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Commentary

This indicator reports the percentage of consultant doctors recorded as
having received an appraisal within the previous 12 months. The
organisation has an overall target of 100%. However, this report
provides for a target of 80% achievement to move from red to amber
and then above 90% to move from amber to green.

In addition, this is a contractual and professional requirement for all
consultants to ensure satisfactory revalidation. In addition, consultants
are required to demonstrate that they have undertaken a satisfactory
appraisal in the previous 12 months as a prerequisite for an application
to the clinical excellence awards.

Consultant Appraisal rates have slightly deceased since last month to
66.27%. The monthly workforce key performance indicator report
highlights that only two of the groups, T&O (56%) and Women’s &
Children’s (40%) are demonstrating rates below 60%. The groups that
are reporting fully compliant (100%) are Renal, Emergency
Department, Theatres and Care of the Elderly.

In order to provide improved performance alongside this indicator the
following actions are either in place or are planned to take place:

•The Chief Medical Officer to hold Clinical Directors to account.

•To establish a task and finish group to consider why appraisal rates are
low and what specific interventions need to take place to improve
performance.
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• The HR&ED Committee to continue to hold areas of
poor performance to account and request action
plans to demonstrate improved performance within
an agreed trajectory.

• Workforce targets are including appraisal rates are
managed within the new performance framework
and management teams held accountable.



Employer of choice – area of underperformance
Attendance at mandatory training

Overall Trust position
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Commentary
This indicator reports the percentage of staff compliant with their mandatory
training requirements that are required as part of their role on a rolling 12
month basis. The organisation has a target of 100% compliance for those
eligible staff. The achievement of full compliance not only reduces our clinical
and non-clinical risks regarding workforce but also enhances the skill base of
our staff.

As part of the 2013-14 HR Business Plan, the target for overall Trust
compliance is 80% by October 2013 and for 90% by the end of March 2014

which was ratified by the HR, Equality and Diversity Committee.

The Trust’s current overall compliance for August is 63.47% which is a fairly
insignificant rise from July 13 which was 62.14%. None of the groups have
demonstrated significant progress over the last month and there remain a
number of groups that are consistently highlighting compliance rates under
60%:-

Emergency – 55%
Neurosciences – 58%
Surgery – 56%
T&O - 57%
Ambulatory Care – 55%
Anaesthetics – 52%
Pathology – 55%

In order to provide improved performance alongside this indicator the
following actions are either in place or are planned to take place:

The Learning and OD Team have introduced supported E learning sessions in
key areas across the Trust; information about these sessions is available on
the Intranet.

The HR function has set up a specific working group to consider initiatives
which will contribute towards improvement in compliance.
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•The Subject Matter Experts (SMEs) within the Trust will examine
the compliance data and refocus their work in the clinical areas
where compliance remains low on key topics, as well as the staff
groups where this remains the case. This will be monitored by the
monthly Mandatory Training Committee (MTC).



Employer of choice – area of underperformance

Sickness rate

Overall Trust position
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Commentary
This indicator reports the percentage of sickness recorded in the
organisation against the overall hours. The rate of absence provides
an indication of the wider health of the business as it takes
consideration of various factors such as motivation and the general
health & well being of the workforce.

The absence rate for August has remained comparable with July and
stands at 3.97%. St Cross continues to be an area of high sickness
absence which currently reports 7%, whilst Anaesthetics reported a
significant decrease in August from 7.33% to 5.34%.

Groups which are performing well against targets are:
Oncology & Haematology – 3.10%
Surgery – 3.22%
Women and Children’s – 2.55%
Ambulatory Services – 2.84%
Clinical Support Services – 2.91%

In order to provide improved and sustained performance alongside
this indicator the following actions are either in place or are planned
to take place:

 The HR Team are working alongside particular areas where there
are high rates of sickness in order to provide interventions that can
assist with lowering absence rates.
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 There is an absence campaign underway and also
recognition of those with 100% in the previous 12
months.

 The task and finish group has worked closely with senior
management and clinical areas towards the introduction
of the Healthy Ward



Domain 4:
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.

The only KPI currently in this domain is the number of patients recruited into NIHR portfolio. This indicator has an year to
date outturn of 1,217, which is below the year to date target of 1,133.

It was previously noted that there would be 2 further indicators in this domain, 1 of which (the 70 day recruitment to
commencement of clinical trial) was due to be reported this month. Further work is however necessary to establish
reporting criteria and confirm National targets.

This will result in 3 additional KPIs in this domain:
1. Two indicators relating to the initiation and delivery of R&D trials through the breakdown of the 70 day target into its 40
and 30 day components.
2.Peer-reviewed publications from UHCW staff.

All of these indicators will be reported in October for September’s data.
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Domain Summary – Leading research based health care organisation
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UHCW Research, Development and Innovation: Comparative Data, June 2013 Quality Bar 2013/14:
A comparison of UHCW NHS Trust with national picture:
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Current Benchmark Against Vision

Raising the BarData

Key: colour represents
position of UHCW, absence of
colour means information not
yet available.

Improvement –
below target

Compliant –
meets target set

National Leader –
above mean

International Leader –
National Exemplar

Trial participation (National
Institute of Health Research
2011/12 data)

Outside Top 50 Trusts
in England for number
of research studies
open for recruitment

Within Top 50 Trusts in
England for number
of research studies
open for recruitment

Within Top 20 Trusts in
England for number of
research studies open
for recruitment

Within Top 10 Trusts in
England for number of
research studies open for
recruitment

Trial participation
(2011/12 NIHR data)

In bottom third of
Acute Teaching Trusts
in England for number
of patients recruited

In middle third of
Acute Teaching
Trusts for number of
patients recruited

In Top 1/3rd

of Acute Teaching
Trusts for number of
patients recruited

Within Top 5 Acute
Teaching Trusts in England
for number of patients
recruited

NIHR Research Capability
Funding (DH Grant income;
2012/13 data)

Funding less than
£100K pa (67% of
Trusts)

Funding £101 to
£999K pa (c.25% of
Trusts)

Funding over £1million
pa (top 8% of Trusts)

Funding over £5million pa
(top 2% of Trusts)

Local Comparison (NIHR 2011/12 data):

Trust Name
Number of
Recruiting Studies

2011/12
Recruitment

UNIVERSITY HOSPITAL OF NORTH STAFFORDSHIRE 109 3427

UHCW NHS TRUST 168 3160

UNIVERSITY HOSPITALS BIRMINGHAM 174 2442

Recruitment at UHCW increased from 3160 patients in 2011/12 to 5,072 in 2012/13. National comparative data will be released shortly.



Domain 5:
To be a leading training &
education centre
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Domain Summary – Leading training & education centre

40

Commentary

The Job Evaluation Survey Tool (JEST) is run by the West Midlands Deanery and includes responses from all trainee doctors
(foundation and specialty trainees). There are three key reporting dates throughout the year; April, August and December
and these updates will be included within the IPR upon release. The date range reported this time is August 2012 to July
2013.

A set number of questions are included in the survey with responses ranging from 5 (excellent) to 1 (unsatisfactory). Any
responses of 1 and 2 are considered low. The score represents an average of all responses. The target has been set at 3.5
to allow for future improvement. The figure included this month is 3.7 which is marginally above the target.

In this summary, we have outlined the 2 KPIs that are being scoped for inclusion in future reports to reflect the
organisations realisation of this objective.

GMC Annual Survey
This survey of all trainees’ is undertaken during March and April each year and results compiled by the Deanery. Information
could be presented as a Trust overview and may be comparable with other Trusts. It could also be shown at specialty level
for internal reporting as well as good practice identification and to highlight concerns and trends. The target would be no
unsatisfactory ratings.

GMC accreditation standards
These are new standards for all teachers / trainers of junior medical staff. The standards aren’t yet in force but will be by
2015. They will vary according to the specific role. UHCW are completing their initial gap analysis survey. Once complete this
could be reported and updated periodically throughout the year (3 monthly at most).

In theory 100% of undergraduate trainers and 100% of post graduate trainers should meet GMC requirements. As this is a
new requirement a 90% target is thought to be challenging yet realistic.
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Financial Statements

Integrated Quality, Performance and Finance Reporting Framework
41



Month 5 – 2013/14
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

Contract income from activities 435,435 434,123 (1,312) 182,387 181,931 (456) 36,392 37,226 834
Other income from activities 13,505 13,233 (272) 5,648 5,731 83 1,148 1,128 (20)
Other Operating Income 66,475 69,118 2,643 27,665 28,618 953 5,529 5,810 281

Total Income 515,415 516,474 1,059 215,700 216,280 580 43,069 44,164 1,095

Operating Expenses

Pay (282,950) (310,293) (27,343) (120,231) (126,594) (6,363) (23,576) (25,552) (1,976)
Non Pay (172,256) (180,415) (8,159) (73,629) (72,879) 750 (14,017) (14,422) (405)

CIP gap to target delivery 0 10,202 10,202
Additional savings required 0 15,953 15,953

Reserves (9,676) (1,593) 8,083 (4,075) (17) 4,058 (873) (422) 451

Total Operating Expenses (464,882) (466,146) (1,264) (197,935) (199,490) (1,555) (38,466) (40,396) (1,930)

EBITDA 50,533 50,328 (205) 17,765 16,790 (975) 4,603 3,768 (835)
EBITDA Margin % 9.8% 9.7% 8.2% 7.8% 10.7% 8.5%

Non Operating Items

Profit / loss on asset disposals 0 9 9 0 9 9 0 2 2
Fixed Asset Impairments 0 0 0 0 0 0 0 0 0
Depreciation (19,833) (19,833) 0 (8,264) (8,219) 45 (1,653) (1,644) 9
Interest Receivable 83 88 5 35 40 5 7 6 (1)
Interest Charges (272) (272) 0 (113) (113) 0 (23) (23) 0
Financing Costs (25,292) (25,292) 0 (10,538) (10,575) (37) (2,108) (2,171) (63)
PDC Dividend (2,719) (2,528) 191 (1,133) (1,053) 80 (227) (211) 16

Total Non Operating Items (48,033) (47,828) 205 (20,013) (19,911) 102 (4,004) (4,041) (37)

Net Surplus/(Deficit) 2,500 2,500 0 (2,248) (3,121) (873) 599 (273) (872)
Net Surplus Margin % 0.5% 0.5% -1.0% -1.4% 1.4% -0.6%

2013/14 Year To Date Month



Month 5 – 2013/14
Statement of Financial Position

43Integrated Quality, Performance and Finance Reporting Framework

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
340,122 Property, plant and equipment 362,328 355,965 (6,363) 346,822 339,404 (7,418) 136 (257) (393)

112 Intangible assets 112 112 0 112 113 1 0 0 0
3,515 Investment Property 3,515 3,515 0 3,515 3,515 0 0 0 0
36,902 Trade and other receivables 30,081 30,081 0 35,844 35,944 100 (1,047) (933) 114

380,651 Total non-current assets 396,036 389,673 (6,363) 386,293 378,976 (7,317) (911) (1,190) (279)
Current assets

9,864 Inventories 10,864 10,864 0 9,864 9,927 63 0 245 245
21,252 Trade and other receivables 18,685 18,679 (6) 22,883 28,911 6,028 (9,229) (5,306) 3,923
3,968 Cash and cash equivalents 2,562 2,562 0 2,423 1,046 (1,377) 155 (5,281) (5,436)
35,084 32,111 32,105 (6) 35,170 39,884 4,714 (9,074) (10,342) (1,268)

453 Non-current assets held for sale 0 0 0 0 0 0 0 0 0
35,537 Total current assets 32,111 32,105 (6) 35,170 39,884 4,714 (9,074) (10,342) (1,268)

416,188 Total assets 428,147 421,778 (6,369) 421,463 418,860 (2,603) (9,985) (11,532) (1,547)
Current liabilities

(40,000) Trade and other payables (37,902) (37,902) 0 (48,043) (51,287) (3,244) 8,046 11,550 3,504
(6,329) Borrowings (8,606) (8,606) 0 (7,440) (7,440) 0 0 0 0

0 DH Working Capital Loan (500) (500) 0 0 0 0 0 0 0
(1,500) DH Capital loan (2,160) (2,060) 100 (1,500) (1,500) 0 0 0 0
(5,953) Provisions (192) (144) 48 (3,453) (3,444) 9 2,500 (312) (2,812)
(18,245) Net current assets/(liabilities) (17,249) (17,107) 142 (25,266) (23,787) 1,479 1,472 896 (576)
362,406 Total assets less current liabilities 378,787 372,566 (6,221) 361,027 355,189 (5,838) 561 (294) (855)

Non-current liabilities:
Trade and other payables

(279,618) Borrowings (272,174) (271,892) 282 (275,328) (275,396) (68) 40 25 (15)
0 DH Working Capital Loan (4,500) (4,500) 0 0 0 0 0 0 0

(8,250) DH Capital loan (12,695) (11,790) 905 (8,250) (8,250) 0 0 0 0
(2,418) Provisions (2,359) (2,401) (42) (2,503) (2,546) (43) 0 0 0
72,120 Total assets employed 87,059 81,983 (5,076) 74,946 68,997 (5,949) 601 (269) (870)

Financed by taxpayers' equity:
24,870 Public dividend capital 24,870 24,870 0 24,870 24,870 0 0 0 0
9,234 Retained earnings 16,734 12,082 (4,652) 11,984 6,459 (5,525) 601 (269) (870)
38,016 Revaluation reserve 45,455 45,031 (424) 38,092 37,668 (424) 0 0 0

72,120 Total Taxpayers' Equity 87,059 81,983 (5,076) 74,946 68,997 (5,949) 601 (269) (870)

2013/14 Year To Date Month
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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 6,952 6,952 0 4,601 4,601 0 742 742 0

Forecast CRL for PFI 14,372 14,372 0 4,834 4,834 0 1,047 1,047 0
Forecast CRL for non PFI 7,823 6,536 (1,287) 0 0 0 0 0 0

Total Forecast CRL 29,147 27,860 (1,287) 9,435 9,435 0 1,789 1,789 0

Plan Forecast
Outturn Variance Plan Actual Variance Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000
Major Schemes
PFI lifecycle 14,372 14,372 0 4,834 4,834 0 1,047 1,047 0
Site Infrastructure/access development 2,450 1,202 1,248 0 26 (26) 0 0 0
Critical care beds 586 375 211 0 0 0 0 0 0
Pathology Replacement Project (Net UHCW) 620 365 255 112 31 81 13 9 4
PACS Replacement Project 692 947 (255) 692 749 (57) 0 2 (2)
E'Prescribing 710 120 590 20 0 20 10 0 10
Technology Refresh - PC and peripherals including 750 750 0 235 0 235 135 0 135
VitalPAC Replacement scheme 940 940 0 0 0 0 0 0 0

Aggregated Other Schemes 8,480 9,242 (762) 3,995 1,864 2,131 584 329 255
Total Capital Expenditure 29,600 28,313 1,287 9,888 7,504 2,384 1,789 1,387 402

Less: Donated/granted Asset Purchases 0 265 265 0 0 0 0 0 0

Less: Book value of assets disposed of: 453 453 0 453 453 0 0 0 0

Net Charge against CRL 29,147 27,595 1,552 9,435 7,051 2,384 1,789 1,387 402

Under/(Over)Commitment against CRL (total) 0 265 265 0 2,384 2,384 0 402 402

Capital Resource Limit (CRL)

2013/14 Year To Date

Capital Expenditure Programme

2013/14 Year To Date

Month

Month
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2013/14 Plan
£'000

Capital Expenditure
Gross Capital Expenditure 29,600
Less: PFI Capital Expenditure (14,372)
Total Non-PFI Capital Expenditure 15,228
Capital Financing
Depreciation
Gross Depreciation 19,833
Less: PFI Depreciation (12,492)
Net Depreciation 7,341
Movement in Capital Payables/Receivables
Finance Lease Repayments (non-PFI) (484)
New Finance Leases (non-PFI) 1,218
Other Capital Payables/Receivables (non-PFI) 0
Movement in Capital Payables/Receivables 734
Other Funding Sources
Grants and Donations 0
Net Book Value of Non-Current Asset Disposals 453
Other Funding Sources 453
Revenue Surplus
Surplus for the Year 2,500
Less: Applied to Finance PFI (905)
Less: Applied to Working Capital Loan Repayments 0
Less: Applied to Other Working Capital 0
Surplus Applied to Capital 1,595
Total Internally Generated Funds 10,123

External Funding
New Public Dividend Capital (PDC) 0
New Capital Investment Loans (CIL) 6,605
Capital Investment Loan Repayments (1,500)
Total External Funding 5,105
Total Capital Funding 15,228
Capital Surplus/(Deficit) 0
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PURPOSE OF THE REPORT / PRESENTATION:

UHCW is required by the TDA to submit the PMR and a self-certification for Monitor compliance (Appendix A)
and the second self-certification for Board statements (Appendix B) each month. The purpose of this return is
to highlight areas in exception and give assurance of respective remedial actions to recover performance.

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

SEP-12 Green (0.0) Red (2.0)
OCT-12 Red (4.0) Red (2.0)
NOV-12 Red (4.0) Red (2.0)
DEC-12 Red (4.0) Red (2.0)
JAN-13 Red (4.0) Red (2.0)
FEB-13 Red (4.0) Red (2.0)
MAR-13 Red (4.0) Red (2.0)
APR-13 Red (4.0) Red (1.0)
MAY-13 Red (4.0) Red (2.0)
JUN-13 Red (4.0) Red (1.0)
JUL-13 Red (4.0) Red (2.0)
AUG-13 Red (4.0) Red (2.0)

The Governance Risk Rating of Red (4.0) for August 2013 is because of the continuation of the application of
the overriding rule by the TDA which was first applied by the then SHA in January 2013. This automatically
gave an overall weighting of 4 and was retrospectively applied back to October 2012.

Appendix C is UHCW’s proposed submission to the TDA at the end of September 2013.

Specified areas of insufficient assurance and associated actions are:
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 MRSA
In August the Trust reported its first incidence of Trust Acquired MRSA Bacteraemia for 2013/14. The
patient was positive for MRSA in abdominal fluid but had swabbed negative for skin colonisation.
Subsequently a blood culture was also MRSA positive. As a potential source (abdominal fluid) had been
identified it was agreed that this was a significant bacteraemia. However it was managed appropriately and
all screening protocols followed, therefore it was thought to be unpredictable and not avoidable. It is highly
likely that this was acquired intra operatively but the patient had had a high risk procedure at a
neighbouring Trust (emergency cholecystectomy) before emergency admission to UHCW for further
surgery. It was not thought to be possible to identify with any confidence at which Trust it was acquired.
The patient was a fast track oncology patient who was not significantly unwell and has since been
discharged following appropriate antibiotic therapy.

 62 Day Urgent Referral to Treatment Cancer Target
Confirmed performance for Quarter 1 is 83% (previous reporting was based on fast track data). July
performance is 78.4% (fast track). An action plan has been implemented along with associated monitoring
to ensure performance against this standard is restored.

 A&E Clinical Quality Indicator
The maximum waiting time of four hours from arrival to admission/transfer/discharge indicator was
achieved. However, the overriding rule still applies since the Trust failed to meet the A&E target twice in
any two quarters over a 12-month period.

 Financial Risk Rating (FRR) - The governance declaration is based on the year to date FRR. The Trust
has recorded an FRR 2 for the month five position (which is the same as the financial plan submitted to the
TDA), driven by poor liquidity and a low surplus margin. This also results in the Trust being unable to self
certify against Board Statement 4 (that the Trust will continue to maintain a financial risk rating of at least 3
over the next 12 months). The Trust has identified the recovery plan actions needed to sustain forecast out
turn delivery of the financial plan. Performance management arrangements are to be reviewed by the Trust
Board in early October.

 Board Statement 4 asks the Board to confirm that the Trust will 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. The route to improving liquidity is to
target increasing revenue surpluses.

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 TDA.

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 for October, November

and December 2012 and January 2013 to August 2013 inclusive, although the maximum waiting
time indicator was achieved for August 2013.

 In line with the current 2013/14 financial plan, the Board does not self-certify against Board
Statement 4.

RECOMMENDATION / DECISION REQUIRED:

 Trust Board to approve the Provider Management Regime return based on August 2013 data for onward
submission to the TDA (Appendix C) and Appendices A and B.

 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 and the admitted 18-week performance.

 It is recommended that, in line with the current 2013/14 financial plan, the Board does 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 Trust’s 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:



NHS TRUST DEVELOPMENT 
AUTHORITY 

 

OVERSIGHT: Monthly self-certification requirements - Compliance Monitor 
                                  Monthly Data.

CONTACT INFORMATION:

Enter Your Name:

Enter Your Email Address

Full Telephone Number: Tel Extension:

SELF-CERTIFICATION DETAILS:

Select Your Trust:

Submission Date: Reporting Year:

Select the Month April May June

July August September

October November December

January February March

COMPLIANCE WITH MONITOR LICENCE REQUIREMENTS FOR 
NHS TRUSTS:



  
  
  
1. Condition G4 – Fit and proper persons as Governors and Directors (also applicable to those  
                                  performing equivalent or similar functions). 
2. Condition G5 – Having regard to monitor Guidance. 
3. Condition G7 – Registration with the Care Quality Commission. 
4. Condition G8 – Patient eligibility and selection criteria. 
  
5. Condition P1 – Recording of information. 
6. Condition P2 – Provision of information. 
7. Condition P3 – Assurance report on submissions to Monitor. 
8. Condition P4 – Compliance with the National Tariff. 
9. Condition P5 – Constructive engagement concerning local tariff modifications. 
  
10. Condition C1 – The right of patients to make choices. 
11. Condition C2 – Competition oversight. 
  

12. Condition IC1 – Provision of integrated care. 
  
  
  

Further guidance can be found in Monitor's response to the statutory consultation on the new NHS provider licence: 
The new NHS Provider Licence  
  
 

COMPLIANCE WITH MONITOR LICENCE REQUIREMENTS FOR 
NHS TRUSTS:

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance 
 

1. Condition G4 
Fit and proper persons as 
Governors and Directors.

 

 Timescale for compliance:

2. Condition G5 
Having regard to monitor 
Guidance.

 

 Timescale for compliance:

3. Condition G7 
Registration with the Care 
Quality Commission.

 

 Timescale for compliance:

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance 
 

4. Condition G8 
Patient eligibility and 
selection criteria.

 

 Timescale for compliance:

http://www.monitor-nhsft.gov.uk/sites/default/files/publications/ToPublishLicenceDoc14February.pdf
http://www.monitor-nhsft.gov.uk/sites/default/files/publications/ToPublishLicenceDoc14February.pdf


  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance

5. Condition P1 
Recording of information.

 

 Timescale for compliance:

6. Condition P2 
Provision of information.

 

 Timescale for compliance:

7. Condition P3 
Assurance report on 
submissions to Monitor.

 

 Timescale for compliance:

8. Condition P4 
Compliance with the 
National Tariff.

 

 Timescale for compliance:

 

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance

9. Condition P5 
Constructive engagement 
concerning local tariff 
modifications.

 

 Timescale for compliance:



  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 

                                                                                        Comment where non-compliant or                  
                                                                                        at risk of non-compliance

10. Condition C1 
The right of patients to 
make choices.

 

 Timescale for compliance:

11. Condition C2 
Competition oversight.

 

 Timescale for compliance:

  
  
 

12. Condition IC1 
Provision of integrated 
care.

 

 Timescale for compliance:
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OVERSIGHT: Monthly self-certification requirements - Board Statements 
                                  Monthly Data.

CONTACT INFORMATION:

Enter Your Name:

Enter Your Email Address

Full Telephone Number: Tel Extension:

SELF-CERTIFICATION DETAILS:

Select Your Trust:

Submission Date: Reporting Year:

Select the Month April May June

July August September

October November December

January February March

BOARD STATEMENTS:



  
CLINICAL QUALITY 
FINANCE 
GOVERNANCE 
  
  
The NHS TDA’s role is to ensure, on behalf of the Secretary of State, that aspirant FTs are ready to proceed for 
assessment by Monitor. As such, the processes outlined here replace those previously undertaken by both SHAs 
and the Department of Health.  
  
  
In line with the recommendations of the Mid Staffordshire Public Inquiry, the achievement of FT status will only 
be possible for NHS Trusts that are delivering the key fundamentals of clinical quality, good patient experience, 
and national and local standards and targets, within the available financial envelope.  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
 

BOARD STATEMENTS:

For CLINICAL QUALITY, that 
  
1. The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard 
to the TDA’s oversight model (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. 
  
 

1. CLINICAL QUALITY 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For CLINICAL QUALITY, that 
  
2. The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality 
Commission’s registration requirements. 
  
  
  
  
  
 

2. CLINICAL QUALITY 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For CLINICAL QUALITY, that 
  
3. 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. 
  
  
  
  
 

3. CLINICAL QUALITY 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For FINANCE, that 
  
4. The board is satisfied that the trust shall at all times remain a going concern, as defined by the most up to 
date accounting standards in force from time to time. 
  
  
  
  
 

4. FINANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
5. The board will ensure that the trust remains at all times compliant with the NTDA accountability framework 
and shows regard to the NHS Constitution at all times. 
  
  
  
 

5. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For GOVERNANCE, that 
  
6. All current key risks to compliance with the NTDA's Accountability Framework 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. 
  
  
 

6. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
7. The board has considered all likely future risks to compliance with the NTDA Accountability Framework and 
has reviewed appropriate evidence regarding the level of severity, likelihood of a breach occurring and the plans 
for mitigation of these risks to ensure continued compliance. 
  
  
 

7. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For GOVERNANCE, that 
  
8. The necessary planning, performance management and corporate and clinical risk management processes 
and mitigation plans are in place to deliver the annual operating plan, including that all audit committee 
recommendations accepted by the board are implemented satisfactorily. 
  
  
 

8. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
9. 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). 
  
  
 

9. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

http://www.hm-treasury.gov.uk
http://www.hm-treasury.gov.uk
http://www.hm-treasury.gov.uk
http://www.hm-treasury.gov.uk
http://www.hm-treasury.gov.uk


For GOVERNANCE, that 
  
10. The Board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing 
targets as set out in the NTDA oversight model; and a commitment to comply with all known targets going 
forward. 
  
  
 

10. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
11. The trust has achieved a minimum of Level 2 performance against the requirements of the Information 
Governance Toolkit. 
  
  
 

11. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For GOVERNANCE, that 
  
12. 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. 
  
  
 

12. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:

For GOVERNANCE, that 
  
13. 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. 
  
  
  
 

13. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance

BOARD STATEMENTS:



For GOVERNANCE, that 
  
14. The board is satisfied that: the management team has the capacity, capability and experience necessary to 
deliver the annual operating plan; and the management structure in place is adequate to deliver the annual 
operating plan. 
  
  
 

14. GOVERNANCE 
Indicate compliance.

Timescale for compliance:

RESPONSE: 
  
Comment where non-
compliant or at risk of non-
compliance



SELF-CERTIFICATION RETURNS

Organisation Name:

University Hospitals Coventry & Warwickshire NHS Trust
Monitoring Period:

August 2013

NHS Trust Over-sight self certification template

Returns to XXX by the last working day of each

1 Cover Sheet Page 1 of 12 Enc 5.3 - 22 - PMR August 2013 (V1.0)



2013/14 In-Year Reporting

Name of Organisation: Period: August 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 :

on behalf of the Trust Board Acting in capacity as:

Signed by : Print Name :

on behalf of the Trust Board Acting in capacity as:

If Declaration 2 has been signed:

Target/Standard:
The Issue :

Action :

Target/Standard:
The Issue :

Action :

Target/Standard:
The Issue :

Action :

Target/Standard:
The Issue :
Action :

Target/Standard:
The Issue :
Action :

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*

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.

The governance declaration is based on the year to date FRR. The Trust has recorded an FRR 2 for the month
five position, driven by poor liquidity and a low surplus margin. This also results in Trust being unable to self
certify against Board Statement 4 (that he Trust will continue to maintain a financial risk rating of at least 3 over
the next 12 months). The Trust has identified the recovery plan actions needed to sustain forecast out turn
delivery of the financial plan. Performance management arrangements are to be reviewed by the Trust Board in
early October.

Andrew Hardy

Chief Executive Officer

Nick Stokes

Deputy Chairman

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.

MRSA - is the Trust below the YTD ceiling
The Trust has reported 1 case of MRSA in August 2013

In August the Trust reported its first incidence of Trust Acquired MRSA Bacteraemia for 2013/14. The patient
was positive for MRSA in abdominal fluid but had swabbed negative for skin colonisation. Subsequently a blood
culture was also MRSA positive. As a potential source (abdominal fluid) had been identified it was agreed that
this was a significant bacteraemia. However it was managed appropriately and all screening protocols followed,
therefore it was thought to be unpredictable and not avoidable. It is highly likely that this was acquired intra
operatively but the patient had had a high risk procedure at a neighbouring Trust (emergency cholecystectomy)
before emergency admission to UHCW for further surgery. It was not thought to be possible to identify with any
confidence at which Trust it was acquired. The patient was a fast track oncology patient who was not
significantly unwell and has since been discharged following appropriate antibiotic therapy.

Financial Risk Rating

A&E Clinical Quality Indicator (Overriding rule)
Continuing pressures with a rise in both volume and acuity of medical admissions
The Trust has achieved the A&E: total time in A&E target in August 2013, however the overriding rule remains in
place.
Actions are continuing to ensure the Trust maintains delivery and include;
o ED recovery plan: The ED recovery plan is progressing and is being revised to include a broader suite of
escalation actions to deal with weekend / out-of-hours performance issues.
o Site Operations Team: Recruitment for the substantive site operations team is completed. The team will be in
place and fully operational by 1 October.
o ED Model:
 The Rapid Assessment and Treatment model commenced on 22 July
 Recruitment for the Emergency Nurse Practitioner service continues.
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For each statement, the Board is asked to confirm the following:
For CLINICAL QUALITY, that: Response

1 

2 
3 

For FINANCE, that: Response

4 No

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 Nick Stokes

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.

August 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

û
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Information to inform the discussion meeting

Unit Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13 Aug-13 Board Action

1 SHMI - latest data Score 106.1 107.4 107.4 107.4 103.4 103.4 103.4 103.0 103.0 103.0 99.6 99.6

The SHMI is produced and published quarterly by the NHS
IC. 99.6 relates to published data in August. SHMI's first
publication was end of October 2011

2 Venous Thromboembolism (VTE)
Screening % 92.6 93 93.68 93.66 93.87 95.88 95.73 95.88 96.05 95.53 95.87 95.73

3a Elective MRSA Screening % 137.37 137.6 140.8 129.96 131.39 122.37 125.6 120.2 114.67 121.04 120.22 118.35
1503 tests were undertaken on patients needing screening
out of the 1270 total number of admissions.

3b Non Elective MRSA Screening % 76.2 70.3 72 69.42 77.21 70.22 68.12 66.6966.6+ 69.5866.6+65.1866.6+64.7666.6+ 62.49

4 Single Sex Accommodation
Breaches Number 0 0 0 0 0 0 0 0 0 0 1 0

1 patient breached in an ITU ward in July

5 Open Serious Incidents Requiring
Investigation (SIRI) Number

21

7

21

5

22

7

28

1

22

2

36

8

30

4

25

2

29

4

26

2

19

3

16

4

Open SIRIs
Number that were over the 45 day target on the last day of
the month.
NB -

6 "Never Events" occurring in month Number 0 0 1 1 0 0 1 0 1 0 0 0 Never events - 1 wrong implant/prosthesis (May 13)

7 CQC Conditions or Warning Notices Number 0 0 0 0 0 0 0 0 0 0 0 0
compliant with all CQC Essential standards; no warning

notices issued

8 Open Central Alert System (CAS)
Alerts Number

8

2

8

1

7

2

5

2

3

2

9

0

9

3

8

4

14

5

14

4

10

3

8

3

8 open CAS alerts.

3 outstanding

9 RED rated areas on your maternity
dashboard? Number 2 4 3 3 3 3 3 1 0 3 1 0

10 Falls resulting in severe injury or
death Number 2 3 2 4 1 2 3 1 4 4 5 3

interpreted as those falls incidents graded as 'major' or
'catastrophic'

11 Grade 3 or 4 pressure ulcers Number 0 0 2 0 1 1 0 3 0 3 1 0

12 100% compliance with WHO
surgical checklist Y/N N N N N N N N Y Y N Y Y

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%, Mar 99.7%, Apr
99.7%, May-13 100% (99.97%), June 99.34%, July 100%
(99.9%), August 100% (99.7%)

13 Formal complaints received Number 47 40 37 36 38 40 38 39 35 27 38 41

14 Agency as a % of Employee Benefit
Expenditure % 2.84 4.23 3.7 3.17 4 3.86 5.17 5.51 6.28 6.44 6.99 7.43

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 % 4.56 4.79 5.23 5.00 5.06 4.46 4.24 4.43 4.19 2.87 3.95 3.97

16
Consultants which, at their last
appraisal, had fully completed their
previous years PDP

% 55.62 57.49 59.94 63.93 64.35 65.41 63.45 62.06 58.24 54.65 68.06 66.27

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

University Hospitals Coventry & Warwickshire NHS Trust

Insert Performance in Month

QUALITY

Criteria

Refresh Data for new Month
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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 3 4 3 4

Achievement
of plan EBITDA achieved % 10% 100 85 70 50 <50 4 4 4 4

Net return after financing % 20% >3 2 -0.5 -5 <-5 2 3 2 3

I&E surplus margin % 20% 3 2 1 -2 <-2 2 2 2 2

Liquidity Liquid ratio days 25% 60 25 15 10 <10 1 1 1 1

100% 2.2 2.7 2.2 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 3 3
1
2

* Trust should detail the normalising adjustments made to calculate this rating within the comments box.

Plan not submitted complete and correct

Financial
efficiency

Two Financial Criteria at "2"

One Financial Criterion at "1"
One Financial Criterion at "2"

PDC dividend not paid in full

Rule

Two Financial Criteria at "1"

Weighted Average

Overriding rules

Overall rating

Plan not submitted on time

Risk Ratings

FINANCIAL RISK RATING

Insert the Score (1-5) Achieved for each
Criteria Per Month

Reported
Position

Normalised
Position*

University Hospitals Coventry &
Warwickshire NHS Trust
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FINANCIAL RISK TRIGGERS

Criteria Qtr to
Dec-12

Qtr to
Mar-13

Qtr to
Jun-13 Jul 13 Aug-13 Sep-13 Qtr to

Sep-13 Board Action

1 Unplanned decrease in EBITDA margin in two consecutive
quarters Yes Yes Yes No Yes

2
Quarterly self-certification by trust that the normalised
financial risk rating (FRR) may be less than 3 in the next
12 months

Yes Yes Yes Yes Yes
The FRR is forecast to be less than 3 for 2013/14 given the
poor liquidity position

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 No No

5 Creditors > 90 days past due account for more than 5% of
total creditor balances 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

7 Interim Finance Director in place over more than one
quarter end No No No No No

8 Quarter end cash balance <10 days of operating expenses Yes Yes Yes Yes Yes
Improvement requires ongoing increases in liquidity - M5
2013/14 position also <10 days of operating expenditure

9 Capital expenditure < 75% of plan for the year to date No No No No No

10 Yet to identify two years of detailed CIP schemes Yes 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
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See 'Notes' for further detail of each of the below indicators

Area Ref Indicator Sub Sections Thresh-
old

Weight-
ing

Qtr to Dec-
12

Qtr to
Mar-13

Qtr to
Jun-13 Jul 13 Aug-13 Sep-13 Qtr to

Sep-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

The target has been achieved for August 2013 but actions remain in place to ensure
delivery.
ACTIONS:
o An 18-week recovery group had been formed to oversee and deliver the 18-week
Recovery Plan.
o The Recovery Plan focuses on the following actions:
 Improving theatre efficiency
 Reducing hospital cancellations
 Undertaking additional ‘out of hours’ work at University Hospital and Rugby St. Cross
 Utilising Surgical Day Unit over the weekend to undertake additional work (whilst 
protecting the inpatient bed base)
 Working with private health care partners to undertake elective activity

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

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

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

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

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 No No No Yes

During August 2013, 749 patients out of 16,114 attendances at A&E were seen outside of
4 hours. This means that UHCW’s performance was at 95.35% so acheived the minimum
performance threshold of 95%.
ACTIONS:
o ED recovery plan: The ED recovery plan is progressing and is being revised to include a
broader suite of escalation actions to deal with weekend / out-of-hours performance issues.
o Site Operations Team: Recruitment for the substantive site operations team is completed.
The team will be in place and fully operational by 1 October.
o ED Model:
 The Rapid Assessment and Treatment model commenced on 22 July
 Recruitment for the Emergency Nurse Practitioner service continues.

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 Yes Yes Yes

Is the Trust below the YTD ceiling
Enter

contractual
ceiling

Yes No Yes Yes Yes

Is the Trust below the de minimus 6 Yes Yes Yes Yes Yes

Is the Trust below the YTD ceiling
Enter

contractual
ceiling

Yes Yes Yes Yes No

CQC Registration

A
Non-Compliance with CQC Essential
Standards resulting in a Major Impact on
Patients

0 2.0 No No No No No

B Non-Compliance with CQC Essential
Standards resulting in Enforcement Action 0 4.0 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

TOTAL 2.0 2.0 2.0 2.0 0.0 0.0 0.0
RAG RATING : AR AR AR AR G G G

N/aN/aN/a

In August the Trust reported its first incidence of Trust Acquired MRSA Bacteraemia for
2013/14. The patient was positive for MRSA in abdominal fluid but had swabbed negative
for skin colonisation. Subsequently a blood culture was also MRSA positive. As a potential
source (abdominal fluid) had been identified it was agreed that this was a significant
bacteraemia. However it was managed appropriately and all screening protocols followed,
therefore it was thought to be unpredictable and not avoidable. It is highly likely that this
was acquired intra operatively but the patient had had a high risk procedure at a
neighbouring Trust (emergency cholecystectomy) before emergency admission to UHCW
for further surgery. It was not thought to be possible to identify with any confidence at
which Trust it was acquired. The patient was a fast track oncology patient who was not
significantly unwell and has since been discharged following appropriate antibiotic therapy.

Year to date to August 2013 there have been 15 c-diff infections in UHCW against a target
of 26. The SHA have confirmed the spreadsheet is applying a weighting of 1 for this metric
where Trusts are exceeding the de minimus.

Yes Yesyes

N/a N/a

Yes

N/a

AMBER/GREEN = Score greater than or equal to 1, but less than 2

AMBER / RED = Score greater than or equal to 2, but less than 4

RED = Score greater than or equal to 4

Yes

Yes

N/a

GREEN = Score less than 1

1.0MRSA

Category A call –emergency response within
8 minutes

Clostridium Difficile 1.0

GP Referral - Confirmed performance for Q1 is 83% (previous reporting was based on fast
track data). July performance is 78.4% (Fast track).

Screening service performance is above 90% consistently

Cancer: 2 week wait from referral to date
first seen, comprising: Yes

1.0

1.0

Yes

N/aN/a

Yes

Yes No No

Yes yes

University Hospitals Coventry & Warwickshire NHS
Trust

Historic Data

N/a

Current Data

N/aN/a

Yes

Insert YES, NO or N/A (as appropriate)

Ef
fe

ct
iv

en
es

s N/a1.0 N/a

4b

GOVERNANCE RISK RATINGS

3d

3f Care Programme Approach (CPA) patients,
comprising:

Pa
tie

nt
Ex

pe
rie

nc
e

1a

1b Data completeness, community services:
(may be introduced later)

Data completeness: Community services
comprising:

1.0

4a

Sa
fe

ty

3a

3b All cancers: 62-day wait for first treatment:

3j

Q
ua

lit
y

0.5

All cancers: 31-day wait for second or
subsequent treatment, comprising:

Refresh GRR for New Quarter
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See 'Notes' for further detail of each of the below indicators

University Hospitals Coventry & Warwickshire NHS
Trust

Historic Data Current Data

Insert YES, NO or N/A (as appropriate)

GOVERNANCE RISK RATINGS

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 Yes Yes

UHCW did not achieve the 95%, 4-hour A&E target in Q3 2012/13. The target was not
achieved in Q4 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, December 2012 or January, February, March, April, May, or July 2013. The
target has been achieved for August 2013. The SHA advised UHCW in January 2013 that
the overriding rule will be applied retrospectively from October 2012 because this target has
been failed in the subsequent nine-month period from Q1 2012/13

viii) Any other Indicator weighted 1.0

Adjusted Governance Risk Rating 4.0 4.0 4.0 4.0 4.0 0.0 0.0
R R R R R G G

Ambulance Response Timesvi)

vii) Community Services data completeness

Fails to maintain the threshold for data completeness for:

the category A 8-minute response time target for a third
successive quarter

Breaches the indicator for three successive quarters.

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

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

Breaches either:

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.

The admitted patients 18 weeks waiting time measure for a third
successive quarter

The incomplete pathway 18 weeks waiting time measure for a
third successive quarter

Breaches:

Meeting the C-Diff Objective
Reports important or signficant outbreaks of C.difficile, as
defined by the Health Protection Agency.

The non-admitted patients 18 weeks waiting time measure for a
third successive quarter

Greater than six cases in the year to date, and breaches the
cumulative year-to-date trajectory for three successive quarters

v)

Breaches the cumulative year-to-date trajectory for three
successive quarters

Greater than 12 cases in the year to date, and either:

Cancer Wait Times

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

ii)

iii) RTT Waiting Times
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Qtr to
Dec-12

Qtr to
Mar-13

Qtr to
Jun-13 Jul 13 Aug-13 Sep-13 Qtr to

Sep-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

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

The Trust has currently been issued with
performance notices around:
A&E 4 hr performance
18 weeks RTT
Ambulance Turnaround times
Cancelled Operations

9 Have any penalties been applied? No No Yes Yes Yes

Penalties have been applied for:
18 weeks RTT
Ambulance Turnaround times
Cancelled Operations

*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
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TFA Progress

Sep-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 - detailed timeline

provided to TDA 20th June

On track to deliver

12 IBP to Board for review Sep-13 On track to deliver Board seminar scheduled

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 NTDA/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 NTDA Mar-14 On track to deliver

17 Final IBP LTFM and supporting appendices to NTDA 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 Advised by NTDA that formal consultation required

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 NTDA 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

9 TFA Progress Page 10 of 12 Enc 5.3 - 22 - PMR August 2013 (V1.0)



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%.
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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 provide the Board with a summary update of the outcome of the latest Patient-Led Assessments
of the Care Environment 2013. Background information to PLACE is described in appendix 1.

SUMMARY OF KEY ISSUES:

 An annual PLACE assessment is carried out across the country at all NHS patient
organisations. The PLACE programme, previously known as Patient Environment
Action Team (PEAT) offers a non-technical view of the buildings and non-clinical
services provided across hospitals, hospices and independent treatment centres
providing NHS funded care. It is based on visual assessments, not relying on the
application of any technical or scientific tools.

 The audit process assessed a number of key indicators in developing the PLACE
score and is acknowledge as being an NHS nationally recognised standard of
performance. The outcome of this assessment also reports into the Care Quality
Commission (CQC).

 The team consisted of:
UHCW
Patient Assessors:

Ms Rita Stewart, Mr David Hardiman and Mr Malcolm Gough

Inspection Team:
Kate Prevc, David Powell, Fiona Wells, Allison Bradley

St Cross
Patient Assessors:

Ms Rita Stewart, Mr David Hardiman and Mr Malcolm Gough

Inspection Team:
Kate Prevc, Judith Lewis, David Powell
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 The audit covers a number of areas, reported under the following four headings:

 Patient Food - reviews the meal service and presentation, hydration and also
sampling the meals on offer to the patients.

 Privacy and Dignity - asses the ward privacy, dignity and wellbeing of the patients.
 Environment - asses the external of the site including car parking, décor and

signage and also the internal areas of the hospital including public toilets décor
and internal signage.

 Cleanliness - asses the cleaning standards around the site ensuring areas are free
from all visible removable dirt including dust, stains, litter, blood, body substances,
hair, cobwebs and insects. This list covers the majority of the issues during an
assessment however other items are recorded when seen.

 The Trust has again achieved positive results in a number of areas compared to
other (Private Finance Initiative) PFI hospitals of similar size. This is particularly the

case with regards to cleanliness, privacy, dignity and well-being. However as this is the
first year of the PLACE audit and we are unable to make comparisons against last
years results from the PEAT assessment.

 Attached to the report are copies of the dashboard results of PLACE audit for both
sites, UHCW and Hospital of St Cross.

 Results were as follows:

Cleanliness Food Privacy, Dignity, and
Wellbeing

Condition, Appearance and
Maintenance

UH 94.28% 85.04% 96.21% 93.27%
St Cross 96.65% 74.81% 94.37% 93.10%

 Although improvements have been made in 2012/13 following the PEAT audits, a
series of initiatives will be adopted across the organisation to improve PLACE audit
scores for next year, these include:

 Catering services - as part of the standards we need to introduce the serving of
separate hot courses at meal time separately to patients ie soup course first
then the main meal. A trail of this has already started on ward 40.

 Further utilisation of two painter/decorators to continually maintain the décor in
public spaces and clinical rooms.

 An enhanced maintenance program in the emergency department and General
Critical Care (GCC) to address ongoing décor issues, this will also be
accompanied by a clinical clean and sanitization.

 A Revised menu is to be implemented across both sites.
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SUMMARY OF KEY RISKS:

 The maintenance of a high standard of Patient environment is linked closely to
minimising hospital acquired Infections (HAI) at the organisation – any reduction in
standards would potentially lead to an increase in HAI’s.

 The annual PLACE score feeds into the CQC, a reduction in current standards would
have a detrimental affect on the outcome of CQC assessments undertaken at the
Trust.

RECOMMENDATION / DECISION REQUIRED:

To Note content of the above report and the proposed approach to further improvements for PLACE
2014

PUBLIC DISCLOSURE OF BOARD DECISION REQUIRED IN PUBLIC SESSION? Yes No

IF YES, PLEASE DETAIL KEY POINTS YOU WISH TO SHARE IN THE PUBLIC SESSION

NATURE OF MATTER RESERVED FOR PRIVATE TRUST BOARD:

Information relating to
future publication security issues
criminal or civil investigations / proceedings audit functions
Health and Safety legal claims / legal proceedings

Information that is
prejudicial to law enforcement prejudicial to effective conduct of public affairs
provided in confidence commercially sensitive / competitive
covered by the Data Protection Act 1998 other (please specify)

.………………………………………………………………………………………………………….

IMPLICATIONS:

Financial:
HR / Equality & Diversity:
Governance: Infection Control, Patient Experience
Legal:

REVIEW:
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Trust Standing Committee Date Trust Standing Committee Date
Clinical Governance Committee Remuneration Committee
Finance Committee Executive Meeting
Audit Committee
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Patient-Led Assessments of The Care Environment (PLACE) Programme 2013 
 
Background Information  
 
The PLACE programme, previously known as patient environment action team (PEAT) offers 
a non-technical view of the buildings and non-clinical services provided across hospitals, 
hospices and independent treatment centres providing NHS-funded care. It is based on visual 
assessments, not relying on the application of any technical or scientific tools (for example 
adenosine triphosphate - ATP). Assessors therefore, in some instances need to exercise a 
degree of judgement.  
 
The purpose of PLACE assessments is to assess hospitals across a range of environmental 
aspects against common guidelines. It is recognised that hospitals vary in age and design 
sometimes limiting the ability to meet the higher criteria. Whilst there may be nothing that the 
organisation can do about some of these things, it is important that the assessment is based 
on standard criteria and no allowances made for such factors. The scores awarded must 
reflect what was seen on the day. 
 
The key changes to the programme are as follows: 
 
Patient/Public involvement 
 

• In accordance with the Prime Minsters commitment to give patients a real voice in 
assessing the quality of healthcare, including the environment for care, at least 50% of 
those undertaking the assessments must meet the definition of ‘patient’. 

• ‘Anyone whose relationship with the Trust is a user rather than a provider of services’. 

• The definition allows for anyone to act as a ‘patient’ representative except: 
o Current employees of the Trust. 
o Former employees of the Trust who have left employment within the preceding 

two years.  
o Anyone with a professional relationship with the Trust e.g. as a facilities service 

provider. 
 
Members of Trust Board of Governors or members of the Trust are eligible to act as patient 
representatives within their own Trust since their primary role is to represent the interests of 
patients/the public. However it is good practice that patient assessors are not drawn solely 
from this group. 
 
Local publication of results and action plans 
 
Each PLACE visit will generate a score in four separate domains of cleanliness, food, privacy 
and dignity and general maintenance/décor. The results must be published locally with 
accompanying action plans that set out how the organisation expects to improve the services 
before the next assessment. 
 
Date of Assessments  
 
The Trust will no longer be able to determine the date on which to undertake assessments. 
The Health and Social Care Information Centre (HSCIC) will give the Trust six weeks notice of 
the week in which the assessments at the Trust should be undertaken, the Trust will be free to 
select the day of the week on which to organise the assessment. 
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Assessment of Food Services  
The number of wards on which an assessment for food should be undertaken will vary 
depending on the number of wards within the Hospital as follows: 

Up to 6 wards – one 
7 to 12 wards – Two 
13 to 18 wards – Three 
19 to 24 wards – Four 
25 wards or more – Five 

 
Hospital of St Cross site the food audit to be undertaken on one ward. 
UHCW site the food audit to be undertaken on five wards. 
 
Patient Assessment Summary 
There is now an additional free-text form to be completed only by the patient Assessor. This 
form will not play any part in the scoring of the process, the comments included in it will need 
to be entered onto the EFM report website with the rest of the assessment forms. The centre 
can monitor the performance of the Trusts against the standards and then issue the scores to 
the Trusts. The Trust will be expected to respond to any comments that have been raised by 
the Patient Assessors and to include any issues in action plans as necessary. 
 
The Programme  
The details of the 2013 programme are as follows: 
 
The assessment period will be 2nd April 2013 to 21st June 2013. 
As in previous years all sites will undertake a self-assessment using standard assessment 
forms that are provided. 
 
The Assessment Team  
UHCW and Hospital of St Cross - The team needs to be made up of 50% patient assessors 
and 50% Trust Staff. 
 
It is recommended a team of six people undertake the audits and this would include: 
3 patient assessors and 3 Trust staff made up of Chief Nursing Officer, Modern Matron for 
Infection Control, and a member of the Estates and Facilities team. 
 
Patient Assessors are: 

• Ms Rita Stewart 

• Mr David Hardiman  

• Mr Malcolm Gough  
 
Programme of Inspections 
 
Hospital of St Cross site - audit to be undertaken within the day 
 
UHCW site - audit will need to be programmed over the five days as follows: 

Day 1 food assessment 
Day 2 outpatient areas  
Day 3 wards 
Day 4 wards and evening food assessment  
Day 5 completion of assessment forms 
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Subject: Trust response to the Report of the Francis Inquiry and related
documents

Report By: Meghana Pandit, Chief Medical Officer
Jenny Gardiner, Associate Director of Governance

Author: Peter Short, Compliance Manager
Accountable Executive Director: Meghana Pandit, Chief Medical Officer

GLOSSARY

Abbreviation In Full
Publications:
Berwick A promise to learn– a commitment to act: Improving the Safety of Patients in England

National Advisory Group on the Safety of Patients in England Chaired by Don Berwick

Cavendish The Cavendish Review: An Independent Review into Healthcare Assistants and Support
Workers in the NHS and social care settings

Clwyd/Hart Review of the NHS Complaints System:

Keogh Review into the quality of care and treatment provided by 14 hospital Trusts in England:
overview report

Francis Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry

Health Select Committee After Francis: making a difference HC657
Other abbreviations
CCG Care Commissioning Group
CQC Care Quality Commission
CQUIN Commissioning for Quality and Innovation
DH Department of Health
HSE Health and Safety Executive
KLOE Key lines of Enquiry
KPI Key Performance Indicator

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:

1. To update the Board and public on progress in implementing the Trust’s response to the Francis Inquiry
Report (published on 6 February 2013).

2. To consider the reports from Professor Sir Bruce Keogh and Don Berwick commissioned by the Secretary
of State and published in July and August 2013.

3. To outline the next phase of the Trust’s response

4. To integrate all relevant actions into a single overarching action plan (cross referencing as appropriate to
the FT action plan).

SUMMARY OF KEY ISSUES:

 Undertaking a self assessment and implementing the recommendations of the reports involves a
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significant programme of work for the Trust

 The gap analysis for the Francis Report recommendations is to be developed into an integrated action
plan incorporating the relevant recommendations from subsequent reports by Keogh, Cavendish and
Berwick

 To fully comply with the recommendations requires continuing action at Corporate and Clinical
Speciality levels. An implementation process with appropriate governance arrangements has been
developed and is now in place

 Listening to and acting upon the patient’s experience is central to meeting the recommendations

 The programme of change should take account of those national initiatives that are still to be
published. In particular, the Clwyd/Hart review of the NHS complaints procedure, the final DH
response to Francis and CQC’s implementation of a new system of regulation and inspection for all
health and social care providers.

SUMMARY OF KEY RISKS:

 Failure to demonstrate continuing Board engagement through the response to Francis, Berwick,
Keogh and Cavendish will have a negative impact on reputation in general and the Foundation Trust
aspiration in particular

 Failure to make changes consistent with recommendations will have a negative impact on the quality
of patient care and the Trust’s reputation

 Failure to meet those recommendations reflected in CQUIN will result in financial penalties

 Failure to integrate and align change processes will result in duplication, gaps, waste and ineffective
outcomes

 Change will not be sustained unless the process allows for cultural change to be embedded in
everyday practice

RECOMMENDATION / DECISION REQUIRED:

The Trust Board are asked to approve the report and schedule a further update discussion for October 2013.

IMPLICATIONS:

Financial: There are potential implications for Nurse Staffing costs, information and
intelligence analysis and complaints management;
Some recommendations are being incorporated into national and local KPIs,
and into CQUINs with financial penalties for non-compliance.

HR / Equality & Diversity: The Report will have an impact on recruitment and training of all staff; there
may be specific requirements for additional resources in nursing, data gathering
and analysis and complaints management.

Governance: The Trust’s future strategic and operational direction and planning must reflect
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relevant learning from this review. National strategy and policy will also be
significantly influenced by the Report.
Patients and commissioners and other stakeholders will be more closely
engaged in many Trust Governance processes
Delivery will support compliance with the NHS constitution

Legal: Named Board members will be held legally accountable for Quality and Patient
Safety; there will be legal accountability for the accuracy and honesty of
information shared with public, commissioners and regulators. The awaited
response from DH will clarify how this is to be enacted.

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee COG
Audit Committee

DATA QUALITY:

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



The Francis Report and related documents: Report for the Trust Board held on 25
September 2013

1 Introduction

Since the last update to Board in July 2013 three of the reports commissioned by the Secretary of
State following Francis have been published: Keogh looked at 14 Trusts identified as having higher
than expected mortality ratios; Cavendish considered the position of non-registered clinical staff in
health and social care; Berwick was asked to consider the measures required to consolidate learning
and development across the health sector and ‘move on’ from Francis itself; and Clwyd and Hart
were tasked with reviewing the NHS complaints system. Their report is expected in the next few
weeks. There will also be a final response from the Department of Health.

Following completion of the gap analysis, corporate leads have been asked to make an initial
response to the actions that arise. The recommendations from all four published reports are being
integrated into an over-arching SMART action plan. A steering group, chaired by the Director of
Governance, is now overseeing the implementation phase.

2 Implementation phase

Wherever possible specific actions are being incorporated into existing or planned change
programmes; progress will be reported to the Board and its sub-committees.

Actions have been grouped into four broad themes:

 Leadership and accountability: ensuring that the Trust has competent, trained and supported
leaders at every level capable of delivering high quality care through openness and partnership
with patients and staff. Broadly these actions fall into the remit of the FT action plan in general,
and the QGF in particular. All relevant actions have now been cross-referenced to avoid
duplication of effort and clarify responsibility.

The Steering Group will support three time limited teams to pick up each of the remaining three
themes. Initial meetings will be held in October:

 Cultural Change: values, behaviours, relationships: Listening to and acting upon the Patients
voice is at the heart of the Francis report and we shall expect to demonstrate how we achieve
this to deliver a learning organisation that consistently delivers safe care. The team will liaise with
the Organisational Development Project led by the HR Department

 Data, Information, Knowledge Using the rich data and intelligence gathered by the Trust and our
partners to optimise learning, create change where appropriate and provide assurance to
regulators, commissioners and public that our services are safe and effective. This team will liaise
with the Performance and Programme Management Office.

 Redesign of the complaints process consistent with the proposals of Francis et al and the
forthcoming Clwyd/Hart report. Any such system must provide independent assurance that
complaints management is open, fair and thorough. The Trust will begin a review of its
complaints management once the Clwyd/Hart report is available.

Each of these themes will continue to be influenced by further national, regional and local discussion
arising from the Francis Report. The detail required to operationalise many of the recommendations
remains subject to emergent national guidance. Whilst initiating a programme of change we also
need to avoid making significant change to systems and processes in advance of anticipated national
guidance unless there is a concern regarding patient safety.
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Amongst the detailed actions the Trust has identified as requiring further action are:

 The training and continued development of Directors, individually and collectively

 Nomination of an executive lead for Information

 Placing the patient voice at the heart of our safety and quality agenda (our ‘daily business’)

 Recruitment practice should explicitly assess candidates values, attitudes and behaviours
towards the well-being of patients

 Engaging with staff in innovative ways to improve safety, enhance patient experience and
increase clinical effectiveness

 Demonstrating that we listen to and learn from patient and staff feedback

 Publish and review a speciality level statistical dataset on efficacy of treatment, to be
available online and shared with partner organisations and regulators.

3 Duty of candour: This lies at the Heart of Francis’ vision for a safe NHS. Francis identified
openness, honesty and transparency as the key to avoiding a repeat of the mid-Staffordshire
crisis. These are the specific recommendations relating to NHS Trusts and the Trust’s response to
date:

Francis:
recommendation

173

Every healthcare organisation and everyone working for them must be honest,
open and truthful in all their dealings with patients and the public, and
organisational and personal interests must never be allowed to outweigh the
duty to be honest, open and truthful.

The Trust places as much information as possible into the public domain: the
website, Board minutes, the Quality Account, Annual Report and information for
the media and public.

Francis: 174 Where death or serious harm has been or may have been caused to a patient by
an act or omission of the organisation or its staff, the patient (or any lawfully
entitled personal representative or other authorised person) should be informed
of the incident, given full disclosure of the surrounding circumstances and be
offered an appropriate level of support, whether or not the patient or
representative has asked for this information.

The Trust will audit practice against this recommendation as part of the annual
audit cycle

Francis: 175 Full and truthful answers must be given to any question reasonably asked about
his or her past or intended treatment by a patient (or, if deceased, to any
lawfully entitled personal representative).

The Trust is considering how it might best demonstrate compliance for all such
interactions; data from patient feedback and complaints Is evaluated to identify
specific concerns.

Neither the Trusts ‘Impressions’ survey nor the national in-patient survey
specifically ask this question, but the latter does ask about ‘mixed messages’.
There is likely to be further national discussion about how to proceed

Francis: 176 Any statement made to a regulator or a commissioner in the course of its
statutory duties must be completely truthful and not misleading by omission.

Key Trust documents and reports are externally audited to validate accuracy of
content

Francis: 177 Any public statement made by a healthcare organisation about its performance
must be truthful and not misleading by omission
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The Trust is committed to maintaining open and honest communication with all
stakeholders. Performance data is subject to external scrutiny and validation.

Francis: 178 The NHS Constitution should be revised to reflect the changes recommended
with regard to a duty of openness, transparency and candour, and all
organisations should review their contracts of employment, policies and
guidance to ensure that, where relevant, they expressly include and are
consistent with above principles and these recommendations.

The Trust is presently reviewing and revising all its HR policies and procedures to
ensure compliance with Francis’ principle. There is no timetable as yet for
publication of a revised NHS Constitution.

Francis: 179 “Gagging clauses” or non disparagement clauses should be prohibited in the
policies and contracts of all healthcare organisations, regulators and
commissioners; insofar as they seek, or appear, to limit bona fide disclosure in
relation to public interest issues of patient safety and care.

The Trust has reviewed the phrasing of contracts to ensure compliance

Francis: 180
Guidance and policies should be reviewed to ensure that they will lead to
compliance with Being Open, the guidance published by the National Patient
Safety Agency.

The Trust’s ‘Being Open’ policy is under review; This will be completed when the
CCG has finalised its agreement on information sharing across the local health
economy.

There is continuing debate about how Trusts can best demonstrate compliance with transparency.
For example, the CQC has proposed a range of indicators for assessing the quality of service (117 to
date) but none yet directly reflect the duty of candour. However, recognising the importance of
cultural change, a comprehensive whole organisation improvement programme will be launched later
in the year, including the re-launch and embedding of a revised set of Trust Values and Behaviours
that will emphasise the duty of candour, honesty, openness and integrity.

4 Changes to the Regulation and Inspection of the Trust

Following Francis’ critique of the regulatory system, CQC have consulted on a new strategic vision,
and their approach to surveillance and inspection . This falls into three elements:

1. A new system of information and intelligence gathering will be used to make judgements
about which Trusts to prioritise for inspection. A data pack will be created for each Trust
combining quantitative measures from such sources as HSCIC and Dr Foster with qualitative
intelligence from patient feedback, thematic reviews, partner organisations such as
Healthwatch and local media. CQC will use the local Quality Surveillance Groups as a major
source of information.

2. Inspection, based on the methodology adopted by Keogh, will be significantly more
challenging. Comprehensive inspections will involve a national team of perhaps 15-20 people
(including clinical experts and ‘experts by experience’) will visit Trusts for up to 15 days.
There will be public listening events, focus groups for staff and unannounced visits to clinical
areas. Following publication of the inspection report there will be ‘quality summit’ involving
the Trust and local stakeholders.

CQC will also provide follow-up and responsive inspections as required.

3. After inspection the Trust will be publicly rated as ‘outstanding’, ’good’, ‘requires
improvement’ or ‘inadequate’. There is widespread interest in having ratings available at
service level but that will not happen immediately. The first wave of 18 Trusts are currently
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undergoing inspection; the second wave will be inspected in January and February and will
include Trusts seeking Foundation status. CQC is committed to inspecting all Acute Hospital
Trusts using either old or new methodologies within the present financial year. There will be
a consultation on ratings for providers starting in October 2013.

A further briefing paper on Surveillance, Regulation and Inspection will be presented to the Board
when CQC make available sufficient detailed information.

5 Enforcement: Inspection and legal accountability

There will be statutory accountability and enforcement to support compliance and punish breaches.
Francis suggests legal sanctions for named individuals shown to have breached fundamental
standards or the duty of candour (recommendation 28); Berwick is more nuanced suggesting that
criminal sanctions ‘should be extremely rare, and should function primarily as a deterrent to wilful or
reckless neglect or mistreatment’ (recommendation 10). The initial DH response (Patients First and
Foremost) supported the idea of criminal sanctions; a definitive response from DH is awaited.

A prosecution has now been instigated by the HSE against Mid-Staffordshire NHS Trust in one case,
but as yet no criminal proceedings have been taken against individual officers or staff.

6 Work in progress

 The Clwyd/Hart report on NHS complaints systems is due to be delivered to the Secretary of State
in September/October. It is likely to embrace the Patients Association (PA) standards for
complaints management but also to make a wider range of recommendations than those from
the PA.

 The DH Consultation Strengthening Corporate Accountability in Health and Social Care will inform
their detailed response to Francis; this is expected in the autumn.

 The National Trust Development authority (NTDA) is developing its own strategic thinking about
quality improvement and performance, adopting a range of measures for assessing Trusts.

 Monitor have recently published a new Risk Assessment Framework that the Trust will have to
comply with as a pre-condition for attaining Foundation Trust status

 Significant changes to the Quality Account can be expected for 2014/15; Guidance should be
available later this year.

In responding to this complex agenda the Trust has previously decided to:

 Begin the process of change wherever practicable.

 Use existing and proposed change processes as much as possible.

 Engage with stakeholders and partner organisations in achieving the changes we need.

 actively engage patients in all aspects of the programme

 Build in a process of reflection and review – we are unlikely to get to the best solutions at once.

 Keep abreast of national and regional initiatives; learn from others.

7 Timetable for Q3 and 4

Date Action

End September Implementation Steering Team and workstream groups established

End October Detailed action planning in place for each workstream; detailed
implementation phase has begun; report to COG

November Initiate review of complaints management (contingent on publication of
Clwyd/Hart)

January 2014 Board update
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This report details the key developments undertaken by the Patient Experience 
section of the Quality and Patient Safety Department during 2012/2013. 
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1.  Friends and Family Test (FFT) 
 
Background: The Trust has been participating in the Friends and Family Test since 
its introduction by the SHA Midlands and East in April 2012.   The initiative was rolled 
out nationally on 1st April 2013 which involved several significant changes to the 
initial implementation in this Region. 
 
The main features of the FFT, which are subject to the Patient Experience CQUIN 
2013/2014, are shown in the table below: 
 

Friends and Family Test  
Target Group April 2013: In-Patients and A&E attendees (i.e. those not 

admitted via A&E) over 16 years of age 
October 2013: Women using Maternity Services  
By March 2014: Possible roll out to OP (tbc)  

Response Rate 15% each week.  The Guidance states that this 
response rate is a target and not mandatory. 
 
To achieve the Patient Experience CQUIN the response 
rate in Q4 has to improve on that achieved in Q1 and be 
at least 20% or over 

Opportunity to Respond The Trust has to offer 100% of those patients within the 
target groups the opportunity to respond to the question. 

Data collection methods 
allowed 

Not allowed: face to face interviews 
Recommended methods: SMS/Text Message, 
Smartphone Apps, Voting Booth kiosks, telephone 
interviews, post card solutions 

Data collection methods 
used at UHCW  

Post cards, text, intermittent use of telephony service. 
 

Question for IP & A&E 
Attendees 

How likely are you to recommend our ward/A&E 
Department to friends and family if they needed similar 
care or treatment? 

Response Categories Have to use the text scale: 
 
Extremely Likely 
Likely 
Neither Likely nor unlikely 
Unlikely 
Extremely Unlikely 
Don’t know 

 
1.1 Scores & Response Rate, to date, 2013/2014: 
 
The Trust achieved a response rate of 22.54% in Q1.  To receive the full Patient 
Experience CQUIN, the Trust needs to improve on this percentage in Q4. 
 
The table below shows the results broken down by month, area, score and 
amalgamated response rate to date: 
 



 

Area Score Amalgamated 
Response Rate 

In-Patients 62 

 
April 2013 

A&E 22 

22% 

 

Area Score Amalgamated 
Response Rate 

In-Patients 57 

May 2013 

A&E 35 

19.65% 

 

Area Score Amalgamated 
Response Rate 

In-Patients 60 

 
June 2013  

A&E 50 

19.18% 

 

Area Score Amalgamated 
Response Rate 

In-Patients 59 

 
July 2013 

A&E 49 
19.34% 

 

Area Score Amalgamated 
Response Rate 

In-Patients 66.76 

  
August 2013 

A&E 51.75 

19% 

 
1.2 Publication of Results Externally 
 
Since July 2013, results for the In-patient and A&E FFTs have been published on the 
NHS England website. The data is displayed in Trust code alphabetical order and not 
in response rate or score rate order.  Also since July 2013, results have been 
published on the NHS Choices website.   
 
In line with their existing presentation of performance data, NHS Choices have made 
the FFT results (from June 2013) available on their website.  They have split the 
Trust by hospital with the results for University Hospital and the Hospital of St Cross 
shown separately.  Results for Trusts nationally have been split into three quintiles.   
University Hospital falls within the worst 20% of hospitals in the country with the 
Hospital of St Cross falling within the normal range. 
 
1.3 Publication of Results Internally 
 
The Trust’s Patient Involvement Facilitator informs key Trust staff of the FFT results 
each month via email.  In addition, the FFT scores for both In-patients and A&E are 
added to the Specialty Group performance dashboards.  The lowest 5 scoring wards 
are to attend the Patient Experience and Engagement Group during October and 
November 2013 to outline the measures they will take to improve their scores.  This 
is viewed as the first in a series of on going measures to improve [the FFT scores 
and/or response rates]. 
 
 
 
 



1.4 FFT in Maternity Services 
 
There is a national requirement to roll out the FFT into Maternity Services from 
October 2013.  In anticipation of this, the Trust began surveying women using 
Maternity Services on 12th August 2013.  This implementation differs to those in In-
Patients and A&E in that the question must be asked four times at three touchpoints: 
 

1. 36 week ante natal appointment 
2. Labour Ward/birthing unit/homebirth service and Post Natal Ward 
3. Postnatal community service 

 
For the three weeks beginning 12th August 2013 the response rate was 45% and the 
score 69. 
 
1.5 Other Implementations 
 
Guidance/confirmation is awaited regarding the probable implementation of the FFT 
into Out-Patients by March 2014. 
 
2.  National Survey Programme 
 
The Trust continues to participate in the NHS Survey Programme overseen by the 
Care Quality Commission.    
 
2.1 Annual In-Patient Survey 2012/2013 
 
UHCW didn’t score better when compared to most trusts in the In-Patient Survey in 
any questions.  However, it scored worse compared to most other trusts in the survey 
in its results to the following questions: 

 

In-Patient Survey – worse scoring questions 

Were you ever bothered by noise at night from hospital staff? 
Do you think the hospital staff did everything they could to help control your pain? 
Did the doctors or nurses give your family or someone close to you all the information 
they needed to care for you? 
Were the letters written in a way that you could understand? 
Did you see, or were you given, any information explaining how to complain to the 
hospital about the care you received 
 

The Trust didn’t have a statistically significant increase in the results to any question.  
However, it had a statistically significant decrease in the results to the following 
questions: 

 

In-Patient Survey – significant decrease questions 
While you were in the A&E Department, how much information about your condition 
or treatment was given you to? 
Were you ever bothered by noise at night from other patients? 
Were hand-wash gels available for patients and visitors to use? 
 

 
 



 
2.2 Other Surveys 
 
A Maternity Services Survey has also been conducted with women who gave birth 
during February 2013 being surveyed.  The results are expected during September 
2013.  An Out-Patient Survey will also take place before the end of this financial year; 
the exact date has yet to be confirmed by the Care Quality Commission.  
 
 
3.  Patient Revolution – Putting People First 
 
In late 2012, UHCW successfully applied to the NHS Midlands and East to become 
one of five Patient Revolution Pathfinder Sites selected to work with management 
consultancy TMI to improve patient experience. 
 
TMI, a well know expert in service-based culture change within the public and private 
sectors (with large scale clients such as Marks and Spencer, National Express, 
Stena Line, Superquinn and British Airways) duly led a three month patient 
improvement project at the Trust between January – March 2013. 
 
TMI, after reviewing the Trust’s patient experience feedback, decided to focus on the 
following four areas of the Trust: 
 

The welcome in A&E 
The welcome in Main Out-patient Department 
Some elements of the Imaging Department 
The discharge process 
 

As a result of this preliminary 3 month project evaluating well, the Trust, keen to 
expand on the methodology used by TMI [to improve patient experience] has a 
initiated a patient experience improvement project entitled Patient Revolution – 
Putting People First.  The Project Initiation Document is in its final stages of approval 
with the Project expected to begin in Autumn 2013. 
 
4.  Patients’ Council 
 
The past decade has seen the introduction of the following at UHCW: 
 

� National Patient Survey Programme (which sees an annual In-patient survey 
and, every 2/3 years, surveys of Maternity Services, Out-patients and A&E 
Services);  

� Care Quality Commission’s Benchmark Reports (which compare the results 
from the surveys undertaken in the National Patient Survey Programme 
across the country); 

� Patient Recorded Outcome Measures (PROMS); 
� Friends and Family Test (FFT); 
� NICE’s Quality Standards for Patient Experience in Adult NHS Services; 
� Impressions (local to UHCW). 

 
As a consequence the Trust, when it needs to assess patient feedback from a 
significant number [of patients], now tends to refer to the results from these 
mechanisms which, due to the number and diversity of respondents, undoubtedly 
provide more statistically sound data than the Patients’ Council.    
 



This along with other contributing factors has led to dissatisfaction amongst Council 
members with their current remit and workload.  Therefore it has been agreed that 
the Trust will initiate a 9 month pilot whereby members of the Council will become 
Patient Advisors working at Specialty Group level providing a lay perspective on 
issues relating to the various specialities with each Group.  This will allow the 
Advisors to work closely with front line staff and enable them to influence service 
developments directly linked to patients.  In effect, they will become the voice of the 
patient at Specialty Group level. 
 
In addition the Patient Advisors will meet as a Group, to be known as the Patient 
Advisory Group on a quarterly basis to share experiences, provide support and 
promote ideas and good practice etc. 
 
The pilot will run for a 9 month period beginning in January 2014 in 5 Specialty 
Groups after which an evaluation will take place and a decision taken as to whether 
to roll out to other Specialty Groups. 
 
5.  Impressions 
 
5.1 Developments 
 
During Autumn 2102, the Trust commissioned a major review of its bespoke patient, 
carer, visitor satisfaction monitoring system, Impressions.  Impressions allows for 
feedback from all users of the Trust’s services on line and via paper questionnaires, 
the latter are available throughout the Trust.  This review has seen a streamlined 
version of the system being implemented from 1st April 2013.  A much shorter on line 
questionnaire is accessible via the Trust’s website and QR code and paper 
questionnaires and comment cards are available to ensure that patients etc are 
easily able to feedback about their experiences of our hospitals.    
 
5.2 Verbatim Comments – ‘Ward to Board in Real Time’ 
 
Comments given by respondents (either on line by the respondent themselves or by 
our Volunteers inputting the comments from the Impressions’ paper questionnaires) 
are sent in emails to key Trust staff on a daily basis. This facility was rolled out to the  
Executive Directors, Associate Directors of Nursing and the Modern Matrons in 
June/July 2013. By 4th October 2013 this is to be rolled out to the Clinical Directors, 
Clinical Leads, Group Managers and Ward Managers. 
 
6. We Are Listening Campaign 
 
Partially in response to Francis and Keogh, and in an endeavour to improve on its 
FFT scores etc, in June 2013 the Trust launched a We Are Listening Campaign.   
 
Through an ongoing programme of activities, the aim of the campaign is to highlight 
improving patient experience at the Trust and to draw attention to the feedback 
mechanisms such as Impressions and the Friends and Family Test. 
 
Below is an initial list of events/actions which either have taken place or will do so  by 
the end of March 2014.  This list will be added to as the campaign progresses. 
 

Event Detail 
We Are Listening Poster and Cut Outs A poster has been designed which 

shows 12 members of staff, including 
representation from all levels 



(Executive to Porter), standing 
holding signs saying We Are 
Listening and encouraging feedback 
on Trust services.  The poster has 
been put between Perspex 
throughout the Trust.  A QR code has 
been included to enable those with 
smart phones easy access to the 
Trust’s Impressions survey.  
 
 
Five foot cut outs have been 
produced of the staff [in the poster] 
holding their signs and these will be 
installed on walls throughout the 
Trust in September.  The cut outs will 
have holders containing the 
Impressions questionnaires for 
picking up by patients and visitors 
etc. 

Launch in Main Reception of University 
Hospital 

The Campaign was launched in the 
main reception of University Hospital 
on Monday, 10th June 2013 with a 
photo opportunity of those staff in the 
posters standing next to their cut 
outs.  A press release detailing the 
Campaign accompanied by the 
photograph was issued.  

 
 

Listening Booth A bespoke mobile listening booth, 
using the Trust’s own branding and 
motif designed for the campaign, has 
been set up in main reception along 
with two large vertical posters.  During 
June, July, August & September a 
mixture of Executives and appropriate 
staff ‘manned’ the stand to carry out 
quick, high level ‘interviews’ with 
patients and visitors passing through 
main reception asking for their 
lmpressions of the Trust during their 
visit.  The re-designed paper 
Impressions questionnaires were 
handed out also.The Listening Booth 
will tour the hospital over the next 12 
months.   

Short DVD for playing on Plasma 
Screens 

A short film is being produced to be 
shown on the plasma screens to 
encourage patient, carer etc feedback 
via Impressions including reference to 
the FFT.   This short film is to use a 
mixture of stills and live footage, the 
latter already in existence.  



 
We Are Listening Motif A Trust motif has been designed and 

is being used throughout the campaign 
on various media including the paper 
Impressions questionnaire and is 
shown on the front cover of this report. 

   
 
7. Patient Story Programme to Trust Board 
 
The Patient Story Programme to Trust Board has included reports regarding the 
implementation of FFT and its associated scores and response rates as well as the 
following: 
 
March 2013: A member of the Consultant Staff attended.  The following actions were 
inititated: 

� Review of Physiotherapy and the Pain Service provision over the weekend; 
� Change of medical staff to be kept to a minimum; 
� Ward moves to be kept to a minimum; 
� Appeal submitted in August 2013 (to hospital charity) for funding of seating 

along corridors. 
 
May 2013: Letter from a patient’s daughter regarding her elderly Mother’s care was 
submited.  The following actions were initiated: 

� All staff reminded of urgency of answering call bells.  Use of night function on 
call bells banned during 7am – 11pm.  Intentional rounding  to include staff 
asking if a patient wishes to use the toilet rather than waiting for patient to 
call; 

� Need to contact family following changes discussed at board rounds; 
� Estimated date of discharge to be discussed as close to admission as 

practicable;   
� Lead Nurse for Nursing Care Standards and Discharge has been provided 

with additional nursing resource enabling “Effective Discharge” training 
sessions to commence trust wide.   

� Greater emphasis placed on the importance of early involvement of patients 
and their relatives in discharge planning.   

� Patients outlying in day surgery are identified as early in the day as possible.   
� Ward staff discuss suitability of moving patients with night sisters. 

 
July 2013: Report on promoter comments given on Impressions for all A&E 
Departments for Quarter 1. 

 
Note: September 2013’s Trust Board meeting has been postponed until October 
2013.  A patient is due to appear in person to give an account of his experience at 
the Trust.   
 
 
 
 
Julia Flay 
Patient Involvement Facilitator 
Quality & Patient Safety Department 
September 2013 
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1

QUALITY IMPACT ASSESSMENT PROCESS

Part One

1. BACKGROUND

The National Quality Board (NQB)1 published guidance for commissioners and
provider organisations in June 2012 regarding how to undertake an assessment of
provider cost improvement plans (CIPs) and the potential impact on quality. This is
also set out in the NHS Trust Development Authority (NTDA) publication: Toward
High Quality, Sustainable Services: Planning Guidance for Trust Boards for
2013/142.

A Quality Impact Assessment tool is designed to provide assurance that
organisational and service changes, particularly cost improvement programmes, take
into account potential negative impacts on patient services or experiences. The
operating framework for 2012/13 sets out the following:

“Where cost improvement programmes are required, these must be
agreed by Medical Directors and Directors of Nursing, involve patients in
their design and include in-built assurance of patient safety and quality.”

The NTDA specifically will seek evidence of the assessment of quality and
productivity plans, CIPs and workforce plans by Nurse Directors and Medical
Directors and the presentation of their Quality Impact Assessments (QIAs) to the
Board in public for consideration and endorsement.

UHCW guidance on the process for completing Quality Impact Assessments (QIAs)
was first initiated in 2010, to ensure that quality was maintained and improved as a
result of CIP programme.

UHCW guidelines for undertaking QIAs have been revised and updated alongside
this to reflect the national guidance issued by the NQB and the NTDA as well as
internal development of the PPMO infrastructure. The QIA process can and is used
to assess all CIPs. It also includes a risk assessment matrix to support the process
and makes explicit the roles of the Executive Officers on behalf of the Board,
including the Chief Nursing Officer, Chief Medical Officer, and the Chief Finance
Officer.

This process has been discussed with commissioners at Coventry & Rugby CCG and
they have confirmed their support to this approach.

2. PRINCIPLES

A Quality Impact Assessment (QIA) promotes a systematic exploration of both
quantitative and qualitative information and encourages orderly triangulation of this to
help assess the quality impact of CIPs and service changes. The approach is
intended to promote and facilitate clinical sign-up to ensure that staff involved in the

1 National Quality Board , Quality Impact Assessment of Provider Cost Improvement Plans London
2 NTDA, Toward High Quality, Sustainable Services: Planning Guidance for Trust Boards for 2013/14
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Catastrophic 5 L M H H H

Major 4 L M M H H

Moderate 3 VL L M M H
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provision of direct care to patients are engaged in the process of assessing the
potential impact of service changes including CIPs on quality and safety.

The role of clinicians is central to this process. The responsibility for signing off a QIA
rests with the Chief Nursing Officer and Chief Medical Officer. The final responsibility
for the impact assessment of CIPs rests with the Trust Board who must be assured
that QIAs are undertaken with the required level of diligence. Whilst the Chief
Nursing Officer and Chief Medical Officer lead on the process on behalf of the Board,
they must be supported in this and work collaboratively with colleagues such as the
Chief Finance Officer and Chief Operating Officer.

3. PROCESS FOR UNDERTAKING QIAs

A QIA is undertaken for all CIPs and service changes that have a potential impact on
quality, safety, workforce or on the working arrangements for staff. This is undertaken
by the group management team including Clinical Director, Modern Matron and
general Manager. The requirement to undertake an enhanced QIA will be based on
a risk score using the risk assessment matrix.

This includes local CIPs and service changes and also large-scale projects and QIPP
changes. The majority of QIAs will be undertaken as part of the annual planning
cycle when CIPs are agreed by individual group and at Trust level as part of the ODP
planning process. QIAs will also be undertaken when further in-year CIPs or service
changes that may impact on quality and safety are agreed or identified.

A proforma for undertaking a QIA, including approval/sign off is included in Appendix
1.

3.1 Risk assessment of CIPs

CIPs and service changes will be risk assessed to identify the potential severity/level
of risk to inform the QIA review process, using the Trusts established risk
assessment matrix system. This will be based on the potential impact on quality and
safety of the service change and the likelihood of occurrence.

Severity of Impact and Likelihood of Occurrence

The potential impact on quality and safety will be RAG rated using the risk
assessment matrix: likelihood of adverse event occurring and the impact of the
potential adverse event, in line with the Trust’s risk management policy guidance and
the Monitor framework for determining decision rights (Monitor, 2009).

Key:

VL = Very Low

L = Low

M = Moderate

H = High
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The following risk factors will be considered when assessing the potential impact in
terms of likelihood of occurrence and severity of impact (see further guidance on risk
matrix/assessment in Appendix 2a).

 Quality of care provided to patients
 Delivery of Contract requirements as agreed with commissioners
 Trust/employee relations
 Reputational/external relationships
 Impact on overall Trust strategy
 Impact on other clinical areas/CSUs
 Impact on clinical support services
 Financial value of CIP or service change (saving)
 One-off investment cost impact
 Recurring cost or revenue impact

A QIA will be completed in full when the risk score is greater than 7 (Appendix 2b).

3.2 Local CIPs and service changes relating to Clinical Groups

The responsibility for completing a QIA relating to a CIP or service change in a
Clinical groups rests with the Clinical Director and Modern Matron, supported by the
General Manager for the particular area.

The approach to undertaking a QIA must be team-based, led by clinical staff and
supported by managers. This will enable a broad view to be undertaken on the
potential impact of the changes that are proposed. Senior clinical staff and their
teams will need to agree the measures they will use to judge how quality is affected
by the change, based on domains of quality. Examples of these measures include:

 Patient safety

o feedback from patients, including complaints relating to quality of care
o incident reports, including serious incidents
o healthcare associated infection
o response to the deteriorating patient
o Key quality and safety indicators (dashboard) - pressure ulcers, falls, VTE risk

assessment, dementia

 Patient experience

o feedback from patients on quality of care through local and national surveys
including friends and family test

o complaints
o waiting times
o cancelled operations or procedures on the day of admission
o breaches in same-sex accommodation
o breaches in the 4 hour emergency care standard

 Clinical outcomes and effectiveness

o rate of 30 day readmissions
o length of stay
o mortality rates, including alerts issued by Dr Foster
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Measures may also include feedback from staff to assess the potential impact on
quality, eg: staff sickness absence/turnover rate, staff satisfaction - survey,
willingness to recommend hospital to friends and family and bank and agency usage.

The completed QIA will be reviewed and signed off by the Clinical Director, Modern
Matron and General Manager, liaising with the Chief Medical Officer and Chief
Nursing Officer where actions are required to mitigate risks to quality that may have
an impact on performance and operational delivery.

The PPMO is responsible for holding a list of CIPs that can be cross-referenced to a
completed QIA, where this is required. This is held on a central database system,
where CNO, CMO, PPMO and clinical groups can coordinate assessment and action
(See figure 1)

Figure 1 - Screenshot of CIP/QIA database

3.3 Large-scale service changes and QIPP programmes

Where changes relate to large-scale, Trustwide service changes and QIPP
programmes that are driven corporately through the transformation team, the QIA is
completed and signed by the Project Manager, Project Lead, Clinical Lead(s) and
Executive Sponsor. Review will also include input from the Chief Medical Officer and
Chief Nursing Officer.
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4. PROCESS FOR REVIEW, SIGN OFF AND ONGOING MONITORING OF QIAs

The completed QIA for CIPs and service changes will be reviewed corporately by the
Chief Medical and Chief nursing Officer. Feedback will be provided to the Clinical
Director, Modern matron and General Manager, or Transformation Programme team,
where further assurance is required to confirm that all potential risks have been
considered and mitigated and the appropriate measures are included to monitor the
impact of the CIP or service change on quality and safety (See figure 1). Once this
has been completed, a further review will be undertaken by the Chief Nursing Officer
and Chief Medical Officer, with an agreed mid point review for all QIAs.

QIAs will be reviewed and signed off (or further information requested to assist with
the review process). The service change will not take place until the QIA has been
endorsed or signed off by the Chief Nursing Officer and Chief Medical Officer.

Completed QIAs relating to all CIPs and large-scale QIPP schemes will be held in a
library on the Trust’s shared Drive, managed by the PPMO; a structure for this has
been established PPMO.

5. PERFORMANCE MONITORING

The CNO and CMO will be responsible for monitoring and reviewing QIAs through
the performance management route, to ensure that any risks identified are mitigated.

QIAs for local CIPs and service changes will be monitored and reviewed by the group
through their governance structure to ensure that the risks identified are successfully
mitigated. A list of all CIPs and corresponding QIAs will be held by the group for
monitoring purposes.

QIAs for large-scale service changes and QIPP changes that are driven corporately
through the Transformation Programme Office will be monitored through the
Programme Board.

6. ASSURANCE

The Chief Nursing Officer and Chief Medical Officer will be jointly responsible for
assuring the Board that QIAs are undertaken and completed to the required
standard, working in conjunction with the PPMO and CFO.

A summary of assurance relating to all QIAs will be provided in a twice yearly report
to the Trust Board. Specific assurance on QIAs relating to service changes and CIPs
where the impact on quality and safety is considered to be significant will be provided
to the Trust Board.
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QUALITY IMPACT ASSESSMENTS

Part Two

1. Introduction

This paper provides an update on the Q1 and Q2 position of the Group Quality
Impact Assessments process of the 2013 / 2014 Cost Improvement Programmes
(CIPs) within clinical services.

The Groups continued to assess the impact of CIPs during 2013 / 2014 in line with
the Monitor Best Practice Guidance.

During 2013 / 2014 the recording and reporting of the agreed cost improvement
programmes is captured utilising the CIP Assurance Framework provided by the
PPMO.

In addition to providing an overall RAG rating status of QIA quality, also provides a
more in-depth opportunity to gain assurance on those CIP schemes that score more
than 7 which is in line with the Board Assurance and Escalation Framework.

2. Overall position of UHCW QIA Program

497 CIPs have been submitted by Clinical groups, and are reviewed via the PID/QIA
process by the PPMO. Those CIPs are logged, and have been reviewed by the CNO
and CMO.

The assessment outcome of those schemes is included in appendix 3.

Outline points and next steps

 The general quality of the group’s assessments is variable. There are some
inconsistencies in the scoring and narrative required for the CNO and CMO to
make accurate assessment. The feedback system via PPMO is effective in
ensuring this is addressed rapidly by the group, so that further review takes
place. Further support is being inputted to groups as required.

 A relatively small number (22 schemes) have required additional measures or
mitigations beyond those implemented by the group.

 6 schemes have been rejected, discontinued or escalated to board due to risk
assessment.

Examples are included in Appendix 4.

3. RECOMMENDATION

Trust Board are asked to receive the report on Quality Impact Assessments (QIAs)
process and to endorse the process for undertaking and approving QIAs for Cost
Improvement Programmes and service changes based on an assessment using the
risk matrix.
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Group * Project Lead  *
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Scheme Type  * Finance Lead  *

Scheme Sub-Type  * HR Lead  *

Scheme Category  * Executive Owner  *

What needs to be done and when *

Who is affected by the change

When will scheme be implemented *  

Financials

Benefits Expected in CIP Year Recurrent Annual Benefit

Enabling Costs Nett CIP Year Saving
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Context - Overview of Scheme *

Current State

Target State

DEVELOPMENT FIELD - NOT FOR COMPLETION

Scheme Name  *
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Stakeholders Impact of Change

Issues/Risks Details Rating

-£                                                            -£                                                                   

-£                                                            -£                                                                   

Dependencies Details Impact

Assumptions Details Impact if Untrue

Group sign off

Signed - Lead Date

Signed - Project Owner Date
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Corporate sign off
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Consultants Consultants

Junior Medical Staff Junior Medical Staff

Nursing Nursing

Scientific/ Professional/ Technical Scientific/ Professional/ Technical

Non-Clinical Staff Non-Clinical Staff

Agency Staff Agency Staff

Total Staffing Total Staffing

Drug Costs Drug Costs

Clinical Supplies & Services Clinical Supplies & Services

Other Non Pay Other Non Pay

Total Non-Staffing Total Non-Staffing

Income From Activities Income From Activities

Other Income For Patient Care Other Income For Patient Care

Other Operating Income Other Operating Income

Total Non-Staffing Total Non-Staffing

Total Savings Total Costs

  Month   Month

  April   April

  May   May

  June   June

  July   July

  August   August

  September   September

  October   October

  November   November

  December   December

  January   January

  February   February

  March   March

Total Total

Confidence Factor (as %)  *

APPENDIX 1

WTE Cost (£)

-£                                -£                                -£                                

Scheme Financials Status

light blue: -

Breakdown of Savings Breakdown of Enabling Costs

Pay WTE Year 1 Saving Value Recurrent Saving Pay

-£                                -£                                -£                                

-£                                -£                                -£                                

-£                                -£                                -£                                

-£                                -£                                -£                                

Non-Pay Year 1 Saving Value Recurrent Saving Non Pay Cost (£)

-£                                -£                                -£                                

-£                                -£                                -£                                

0.00 -£                                -£                                0.00 -£                                

 £                                -  £                                -  £                                - 

Income Year 1 Saving Value Recurrent Saving Non Pay Cost (£)

-£                                -£                                -£                                

-£                                -£                                -£                                

-£                                -£                                -£                                

 £                                -  £                                -  £                                - 

-£                                -£                                -£                                

-£                                -£                                -£                                

 £                                -  £                                -  £                                - 

Year 1 Saving - plan profile Year 1 Saving - delivery

Saving Value (WTE) Saving Value (£) Saving Value (WTE) Saving Value (£) Fav/(Adv) Variance 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

Delivery metrics

0.00  £                                - 0.00  £                                -  £                                - 

0.00  £                                - 0.00  £                                -  £                                - 

Description Baseline Target Actual
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Clinician Completing QIA

STAGE 1 explanation
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Clinical Effectiveness

Patient safety

Patient experience
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Is a stage 2 review required? Has the stage 2 review process been completed?

Comments:-

APPENDIX 2

Quality Impact Assessment Status

light blue: -

0

0

0 0

Area of Quality IMPACT QUESTION: Could the proposal impacy negatively on any of the following: Yes/No
If yes, what is the score?

Consequence Likelihood Score Full QIA required (8 

Will there be an impact on the Trust's commitment to provide quality care? NO

Is there potential for an impact on Patient Safety? NO

Do the changes impact on Clinical Effectiveness such as pathways, evidence based NO

Does the scheme impact on the workforce in any way? NO

Does the scheme have potential for impacting on Patient Experience? NO

NO

Details

Mitigation (for schemes not requiring a 

stage 2 review

Has Consultation raised issues? NO

Sign off

Signed - Clinical Director Date

Signed - Modern Matron Date

Signed - General Manager Date



Appendix – 2a
Quality Impact Consequence score (severity levels) and examples of descriptors

Domains 1 - Negligible 2 - Minor 3 – Moderate 4 - Major 5 - Catastrophic

Statutory duty / inspections  No or minimal impact or
breech of guidance/
statutory duty

 Breech of statutory
legislation

 Reduced performance
rating if unresolved

 Single breech in
statutory duty

 Challenging external
recommendations/
improvement notice

 Enforcement action
 Multiple breeches in

statutory duty
 Improvement notices
 Critical report

 Multiple breeches in
statutory duty

 Prosecution
 Complete systems

change required
 Severely critical report

Effectiveness /audit  Peripheral element of
treatment or service
suboptimal

 Overall treatment or
service suboptimal

 Single failure to meet
internal standards

 Minor implications for
patient safety if
unresolved

 Treatment or service has
significantly reduced
effectiveness

 Repeated failure to meet
internal standards

 Major patient safety
implications if findings
are not acted on

 Non-compliance with
national standards with
significant risk to
patients if unresolved

 Totally unacceptable
level or quality of
treatment/service

 Gross failure of patient
safety if findings not
acted on

 Gross failure to meet
national standards

Impact on the safety of
patients, staff or public
(physical/psychological
harm)

 Minimal injury requiring
no/minimal intervention
or treatment.

 Minor injury or illness,
requiring minor
intervention

 Increase in length of
hospital stay by 1-3 days

 Moderate injury
requiring professional
intervention

 Increase in length of
hospital stay by 4-15
days

 An event which impacts
on a small number of
patients

 Major injury leading to
long-term
incapacity/disability

 Increase in length of
hospital stay by >15
days

 Mismanagement of
patient care with long-
term effects

 Incident leading to
death

 Multiple permanent
injuries or irreversible
health effects

 An event which impacts
on a large number of
patients

Adverse publicity/
reputation / patient
experience

 Rumours
 Potential for public

concern
 Reduced quality of

experience / clinical
outcome not directly
related to delivery of
clinical care

 Local media coverage –
 short-term reduction in

public confidence
 Elements of public

expectation not being
met

 Unsatisfactory patient
experience / clinical
outcome directly related
to care provision –
readily resolvable

 Local media coverage –
 long-term reduction in

public confidence
 unsatisfactory patient

experience / clinical
outcome; short term
effects – expect recovery
<1wk

 National media coverage
with <3 days service well
below reasonable public
expectation

 Unsatisfactory patient
experience / clinical
outcomes; long-term
effects – expect recovery
>1 wk

 National media coverage
with >3 days service well
below reasonable public
expectation.

 MP concerned
(questions in the House)

 Total loss of public
confidence

 Unsatisfactory patient
experience /clinical
outcome; continued
ongoing long term
effects



Human resources/
organisational
development/staffing/
competence

 Short-term low staffing
level that temporarily
reduces service quality
(< 1 day)

 Low staffing level that
reduces the service
quality

 Late delivery of key
objective/ service due to
lack of staff

 Unsafe staffing level or
competence (>1 day)

 Low staff morale
 Poor staff attendance for

mandatory/key training

 Uncertain delivery of key
objective/service due to
lack of staff

 Unsafe staffing level or
competence (>5 days)

 Loss of key staff
 Very low staff morale
 No staff attending

mandatory/ key training

 Non-delivery of key
objective/service due to
lack of staff

 Ongoing unsafe staffing
levels or competence

 Loss of several key staff
 No staff attending

mandatory training /key
training on an ongoing
basis



APPENDIX 2b
Stage 2 – Full Quality Impact Assessment

Assessment could include analysis of current processes (e.g. variation in care, patient safety standards), benchmarking data (e.g. bed
occupancy, nurse/bed ratio compared to other hospitals) and historical evidence (e.g. trends over time).

Duty of Quality Description of impact (positive or
negative) Im

pa
ct

Li
ke

lih
oo

d

Sc
or

e Mitigation strategy and monitoring
arrangements

Does this scheme impact on
the Trust’s commitment to
continuously drive quality
improvement?

Is there impact on other
parts of the Trust and on the
wider health community
including commissioning?

Will this impact on the
organisations duty to protect
children, young people and
adults?

Is there appropriate clinical
workforce, capability and
skills to support the change?



Clinical Effectiveness Description of Impact (positive or
negative) Im

pa
ct

Li
ke

lih
oo

d

Sc
or

e Mitigation Strategy & Monitoring
Arrangements

Will the scheme impact on
for example

-Patient outcomes

-Achievement of targets

-Mortality

-30 day readmissions

-LOS

-Appropriate place of
care/potential to increase
outliers

-Delay to
diagnosis/treatment

-Variations in care

-Equity of care in terms of
access/provision

-Other



Patient Safety Description of impact (positive or
negative)

Im
pa

ct

Li
ke

lih
oo

d

Sc
or

e Mitigation strategy and monitoring
arrangements

Will the scheme impact on
for example

-Rates of avoidable harm

-Infection rates

-Medication errors

-Delay to
diagnosis/treatment

-Patient Safety
Thermometer – falls,
pressure ulcers, catheter
care, VTE Risk Assessment

-Other



Patient Experience Description of impact (positive or
negative) Im

pa
ct

Li
ke

lih
oo

d

Sc
or

e Mitigation Strategy & Monitoring
Arrangements

Will the scheme impact
on for example

-Self-reported patient
experience (e.g
complaints/survey
responses, PROMS)

-Privacy &dignity

-Personalised care

-Patient choice

-Seamless transfer of
care to primary care/other
services

-Patient pathways

-Trust reputation

Has an equality impact
assessment been
undertaken in relation to
services (access,
provision etc)



Workforce
Description of impact (positive or

negative)

Im
pa

ct

Li
ke

lih
oo

d

Sc
or

e Mitigation strategy and monitoring
arrangements

Will the scheme impact
on for example

-Numbers of staff

-Skill mix requirement

-The development of new
or enhanced skills

-Other

Has an equality impact
assessment been
undertaken in relation to
the workforce?



Consultation Description of impact (positive or
negative) Im

pa
ct
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d

Sc
or

e Mitigation Strategy & Monitoring
Arrangements

Have staff been consulted
on the scheme?

-Who has been consulted

-When did this occur

-What issues were raised
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CMO CNO

Cardiac Respiratory 10 28 2 0 40

Renal 18 5 1 0 24

Emergency Care 11 13 0 0 24

Neurosciences 14 9 2 2 27

Haematology & Oncology 17 18 0 0 35

Surgery 11 33 0 0 44

Trauma & Orthopeadics 13 4 0 1 18

Womens & Childrens 37 13 1 0 51

Ambulatory 5 9 0 0 14

Anaesthetics 9 13 1 0 23

Theatres 11 11 3 0 25

Elderly Care & Acute Med 8 16 2 1 27

Imaging 6 16 0 0 22

Hospital of St. Cross 8 4 2 0 14

Clinical Support Services 10 3 0 0 13

Pathology 18 7 3 0 28

Delivery Unit 1 10 0 0 11

PFI 12 2 4 2 20

Core 15 21 1 0 37

Totals 234 235 22 6 497

%

APPENDIX 3

Group

G
ro

u
p

Q
IA

A
ss

e
ss

m
e

n
t

Q
u

al
it

y

D
u

e
in

O
ct

o
b

er

D
u

e
in

O
ct

o
b

er

1st review Assessment outcome Mid Point Review



Appendix 4
QIA outcome assessment examples

Further information and or assessment required

7.25
Scheme
QIA

Theatre consumable peer
benchmarking

Needs further detail to assess QIA

7.16
Scheme
QIA

Best Practice Tariff - Convert
Elective Inpatient to Daycase

Needs further detail to assess QIA

Further mitigations or measures required

9.15
Scheme
QIA

Reduce DNA
rates in paeds
and neonates

Needs metrics for OPD
monitoring in place

How will this be monitored? Needs a
Group level monthly system

Monthly report produced for DNA across the Group. Have
worked on a 5% reduction and the increase in income if
these slots are filled.

19.10
Scheme
QIA

Introduction
of Eatgood
service model

monitor FFT/Impressions and
feedback.

Need detail and opinions from patients /
PEEG



Rejected

8.09
Scheme
QIA

reduction in On Call frequency
/payments (Paediatrics)

Discontinued – further job
plan review

13.02
Scheme
QIA

Cease current arrangements
for Outlier Team

Rejected – new plan to be
devised including substantive
appointments
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PURPOSE OF THE REPORT / PRESENTATION:

To advise Trust Board of the details of the Quality Governance Committee meeting on 8 July 2013

SUMMARY OF KEY ISSUES:
 Minutes, actions, and matters arising from June 2013 meeting were all agreed.
 HRED – This report was noted and approved by the Committee
 TER – An update on the acute medical and education situation was given, and advice regarding transfusion training,

plus an update on the Trust’s Consent Policy. Report noted and approved by the Committee.
 Patient Experience Committee – There was no report for this meeting as it had been cancelled due to lack of availability

of key personnel. The next meeting was scheduled for later in the month.
 Patient Safety Committee – a verbal update was given for this meeting. The Committee were advised that NPSA alerts

were reviewed and the outstanding one was spinal epidural. Reports on Safeguarding and Dermatology were given and
confirmation that the Trust is compliant with the VTE assessments, actions are in place to ensure this continues.
The Dr Foster mortality report was received, and the SI report was presented. UHCW are performing well compared to
its peers.

 Information and IT Committee – the last meeting had been cancelled due to the high numbers of apologies received.
The next meeting is due to be held in August 2013.

 Risk Committee – This report was agreed and approved by the Committee. The Risk Register was also presented.
 Ad Hoc Reports -

 8.1 Nursing Indicators Report was presented and the Committee were advised that 200 vacancies have now been
agreed and are going out to advert. It was felt that the trend line was not considered helpful given the small amount of
data available. This is to be investigated. Mandatory training figures were questioned and it was explained that April
every year these figures are returned to zero so it may not be reflective of the current position. Within the next 6
months the current method of reporting will be changed and therefore should give a more valid reflection of the
situation.

 8.2 Safeguarding report was presented and the Committee were advised new post interviews are taking place
imminently. Domestic Violence and Abuse figures showed marked variation especially for January and details are to
be ascertained if there is any reason for this. A report back was requested about the research project involving
Coventry University and UHCW.

 AOB - From September QGC meetings will be aligned with other meetings in an endeavour to avoid priority meetings
overlapping which can then impact on attendance figures. The situation regarding NEDs was discussed and it was
generally agreed that the new representatives will be formalised towards the latter part of this year and that an NED
should be identified as the permanent Chair of QGC.
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

{2 October 2013}

Trust board/templates/header sheet (public) version 6 – August 2011

SUMMARY OF KEY RISKS:

 Failure to comply with statutory requirements may lead to prosecution and/or fines.

 Both NHSLA and CQC require compliance with regard to health and safety law. Failure to do

so can impact on both litigation and licence to practice.

RECOMMENDATION / DECISION REQUIRED:

That continued leadership be provided in championing Non Clinical Risk Management
The report is predominantly for information.

IMPLICATIONS:

Financial: Compliance with Health and Safety Law requires financial resources. However,
failure to comply can result in substantial financial losses both actual and hidden.

HR / Equality & Diversity: Nil to Note

Governance: Sound Health and Safety Risk management practice assures the Trust Board
that a, the organisation is compliant with the law and b, that the Trust is fulfilling
its duties as required by the Health and Safety Legislation.

Legal: Compliance with the legislation helps mitigate claims and also ensures an
improved delivery of a quality service.

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:



File Path: Health safety/Annual Report/2013
Page 1 of 15

Risk Management (Non Clinical Health and
Safety)

Annual Report

2012/13

Lincoln Dawkin
Director of Estates and Facilities
Date: 31st August 2013
Version 1.2



File Path: Health safety/Annual Report/2013
Page 2 of 15

Contents
CONTENTS............................................................................................................................................ 2

1.0 INTRODUCTION....................................................................................................................... 3

2.0 RISK MANAGEMENT AND GOVERNANCE........................................................................... 3

3.0 HEALTH AND SAFETY LEGISLATION .................................................................................. 3

4.0 TRAINING ................................................................................................................................. 4

4.1 MANDATORY TRAINING ................................................................................................................ 4
4.2 STATUTORY TRAINING PROVISION ................................................................................................ 4

5.0 HEALTH, SAFETY, SECURITY AND FIRE COMMITTEE (HEALTH AND SAFETY
COMMITTEE [HSC])................................................................................................................. 5

5.1 ATTENDANCE AT THE HEALTH AND SAFETY COMMITTEE ................................................................ 5

6.0 GENERAL INCIDENT REPORT............................................................................................... 6

6.1 ALL NON-CLINICAL INCIDENTS ...................................................................................................... 6
6.2 RIDDOR REPORTABLE INCIDENTS - HEALTH & SAFETY EXECUTIVE............................................... 7

6.2.1 RIDDOR Reportable Incidents .....................................................................................................7

6.2.2 Type of Person Affected ...............................................................................................................8

6.2.3 Type of RIDDOR incident .............................................................................................................8

6.2.4 RIDDOR incidents followed up by HSE......................................................................................9

7.0 AUDITS AND RISK ASSESSMENT......................................................................................... 9

7.1 HEALTH AND SAFETY INSPECTION CHECKLIST ............................................................................... 9

8.0 EXTERNAL HSE INSPECTIONS AND ENQUIRIES ............................................................. 10

9.0 FIRE SAFETY ......................................................................................................................... 10

9.1 FIRE SERVICE ATTENDANCE....................................................................................................... 11
9.2 STORAGE ON CORRIDORS.......................................................................................................... 12
9.3 FIRE RISK ASSESSMENTS........................................................................................................... 12
9.4 FIRE SAFETY TRAINING FOR STAFF............................................................................................. 12
9.5 OFF SITE PREMISES .................................................................................................................. 13
9.6 PROJECT MANAGEMENT ............................................................................................................ 13

10.0 SECURITY MANAGEMENT................................................................................................... 13

10.1 ACCESS CONTROL..................................................................................................................... 13
10.2 SECURITY ADVICE ..................................................................................................................... 14
10.3 RUGBY ST CROSS ..................................................................................................................... 14
10.4 SECURITY, LONE WORKING AND VIOLENCE AND AGGRESSION RISK ASSESSMENTS ...................... 14
10.5 INCIDENTS ................................................................................................................................. 14
10.6 SIRS ........................................................................................................................................ 15



FILE PATH: Health safety/Annual Report/2013
Page 3 of 15

1.0 INTRODUCTION

This report summarises the activities of the Trust Health, Safety, Security and Fire
Committee (HSC) as part of the Trust’s on-going commitment to Health and Safety, for the
period 2012 to 2013.

The report highlights key issues in regard to non-clinical risk management and further
progress that has been made in regard to embedding safety and risk across the Trust by the
non-clinical risk team.

Some of the key issues that the committee has addressed are:

 The revision and updating of the Access Control system to make it robust and
current.

 The mandatory training programme saw a step change and all the mandatory
training is now via E Learning, except fire which is a mixture of face to face and E
Learning.

 Governance arrangements for Rugby St Cross HSC have been reviewed and the
Terms of Reference are being finalised in 2013/14.

 The committee met on 6 occasions and now has participation from both staff side
and the Trust’s PFI partners.

Work is on-going in a number of areas including:

 Storage issues along the service corridors.

 Access audit review and implementation project is near completion and measures
implemented to ensure on-going compliance.

2.0 RISK MANAGEMENT AND GOVERNANCE

The HSC has reviewed the Terms of Reference and these will be finalised in line with the
new group structure for the organisation. Rugby’s Hospital of St Cross has a dedicated
health and safety committee and as such the terms of reference for this committee have
been reviewed and revised.

Progress in aligning clinical and non-clinical risk continues. This year has seen involvement
of the risk manager in the workings of the Serious Incident Group. Work to explore how this
progress can be strengthened continues, hence work is on-going to better align clinical and
non-clinical risk representation across the Trust. Clinical representation requires
strengthening at the HSC.

3.0 HEALTH AND SAFETY LEGISLATION

The main piece of legislative change in the past 12 months that the Trust has both
commented on nationally and implemented is the work around compliance with the Health
and Safety (Sharps Instruments in Healthcare) Regulations 2013.
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The Trust has responded to this Directive by setting up a working group chaired by Clinical
Director from the surgical division. The group undertook a review of working practices
across the Trust as well as a corporate risk assessment. The group has also held open
days and trialled numerous products.

Some safe sharps were already in use at the Trust before the Directive came into effect.
However, as a result of the working group a business case is currently being prepared for
changing over to a wider range of sharps to include safe scalpels.

4.0 TRAINING

4.1 Mandatory Training

This year saw a significant change to the manner in which induction training occurs across
the Trust. The Trust’s Mandatory Training Committee undertook a root and branch review of
the corporate induction and concluded that the existing face to face training should be
replaced with E learning using material supplied by Skills – 4 – Health. The Trust has
implemented a totally revamped induction/mandatory training programme with a reduction in
face to face training.

However, two courses on Directing Safely were delivered, as face to face sessions as part
of Consultants Mandatory Training. This programme of training continues to be delivered in
a classroom setting.

4.2 Statutory Training Provision

This year the risk management team as part of a cost improvement measure and to ensure
a range of training courses were available to meet statutory needs, reviewed alternate
means. As well as a Cost Improvement Programme exercise, this review looked at the
ability of the team to offer a range of training which has been difficult to deliver due to limited
resources in the team. The risk management team have reviewed alternative training
materials which were considered generally to be superior in both content and reporting.
This package will be reviewed by ICT in the coming year before it is implemented.

The “Be Awaken” package will include the DSE training and risk assessment methodology
and in addition it will include a whole range of other E learning material which can also be
adapted to suit and meet the Trust’s requirements. The package covers a wide range of
subject matters: e.g. Risk Assessment/Management, Lone working, COSHH, Fire Safety
and numerous other subjects for the same cost as the previous Trust DSE package. It is
envisaged that this package will be implemented across the Trust in the coming year.

The revised package, when implemented, will considerably improve the non-clinical risk
management team’s ability to offer a broad range of statutory training with the resources
available.

The E learning will be supported with practical hands on guidance to staff and managers.
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Courses
Offered

Delivered Trained

Risk Assessor (HIRA) 2 (2) 2 (2) 29 (18)

DSE Assessor 1 (1) 1 (1) 10 (1)

Total 3 (3) 3 (3) 39 (19)

The table above summarises training that has been provided over the past year, figures for
the previous year are in (Brackets). As can be seen there is no change in the number of
courses offered.

5.0 HEALTH, SAFETY, SECURITY AND FIRE COMMITTEE (HEALTH AND SAFETY
COMMITTEE [HSC])

The HSC reviewed its business plan later in 2012 and reverted to quarterly meetings.

The committee has improved representation from staff side which includes a representative
from therapies and another from pathology.

The committee has now established a formal robust consultative and cooperative approach
between its key PFI partners. The committee is fully represented by all the PFI
organisations and all matters relating to health, safety, security and fire risk management
are now reported and reviewed regularly at the Trust HSC.

5.1 Attendance at the Health and Safety Committee

The HSC was attended by the following representatives;

Member Member Member

Director of Estates and
Facilities

Manual Handling
representative

Pathology network
representative

Trust Risk Manager (non-
clinical)

Divisional lead Staff side Health and
Safety Representative

Health & Safety Adviser Human Resources Advisor PFI Performance
manager

Trust Fire Safety Manager Infection Control Trust Security (LSMS)

Vinci representative GEMS representative ISS representative

Warwick University
representative

Research Associate
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6.0 GENERAL INCIDENT REPORT

6.1 All Non-Clinical Incidents

There were a total of 1375 (1455 in previous year) non-clinical incidents in the reporting
period (including RIDDOR). The Pie Chart below provides a breakdown of the incidents.

Incident by Adverse Event 01/04/12 to 31/03/13

Abuse - Staff by patients
29%

Sharps
12%

STF and collisions
11%

Accident - other means
11%

Security - Personal property
9%

Lifting accidents
5%

Expo Elec and Haz substance
5%

Abuse - other
4%

Security - Estate
4%

Security - other
3%

Security - Vehicles
2%

Fire alarms
1%

Abuse - staff by other staff
1%

Security - Equipment
1%

Self harm - primary care, / not
24-hour care

0%

Injury - physical or mental
strain
0%

Public order, Protests, Bomb
0%

Abuse - patient by patient
0% Self-harm during 24-hour care

0%

29% compared with 23% last year, of these incidents were to do with violence and
aggression or security issues and this figure increases to 51% compared with 53% in the
last year, if other security issues and all abuse related incidents are included. Sharps
incidents accounted for 12% of incidents.

As with RIDDOR incidents – a key focus for the HSC is to learn from all these incidents and
further reduce RIDDOR reportable incidents in 2012/13.

Table of Top 5 Adverse Events
2011/12 2012/13 Trend

Abuse-Staff by patients 330 Abuse-Staff by patients 393 

Needle stick injury 162 Needle stick injury 158 

Slips, Trips and Falls 151 Slips, Trips and Falls 152 

Accident caused by some
other means

151 Accident caused by some
other means

148 
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Security – personal
property

135 Security – personal
property

122 

Incident by Type 01/04/12 to 31/03/13

Public / Visitor ,
87, 6%

Staff, 1163, 86%

Trust Premises,
102, 8%

Public / Visitor

Staff

Trust Premises

6.2 RIDDOR Reportable Incidents - Health & Safety Executive

The Trust is required to report to the HSE a specific range of work related events under
RIDDOR (Reporting of Injuries, Diseases and Dangerous Occurrences Regulations, 1995).

All RIDDOR incidents are reported by the Non Clinical Risk Management Team and all
RIDDOR reportable incidents are discussed at the HSC to ensure lessons are learned and
recurrence prevented.

There was a slight increase to 52 RIDDOR reportable incidents in the past year compared to
50 in 2011/12. The significant changes from the previous year were:

 A change in the legislation to reporting Over 7 Day absence instead of Over 3 day
absence has resulted in a reduction in the number of incidents reported due to time off.

 The number of Dangerous Occurrences has increased significantly from 7 to 14. These
include exposure to Biological Agents from 12 Needle stick and sharps injuries, 1
laboratory incident and one accidental ingestion of body fluid.

6.2.1 RIDDOR Reportable Incidents
The tables below show the breakdown for these incidents.

Category 2010/11 2011/12 2012/13 Trend

Over 3 day Injury 55 32 4 
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Over 7 day Injury
(since 6/4/12)

- - 26 -

Major Injury 1 10 8 

Dangerous
Occurrence

7 7 14 

Fatality 0 1 0 

Total 63 50 52 

6.2.2 Type of Person Affected
2010/11 2011/12 2012/13 Trend

Staff 61 41 47 

Patients 1 4 2 

Public 0 5 3 

Students 0 0 0 -

Other 1 0 0 -

Total 63 50 52 

6.2.3 Type of RIDDOR incident
Injuries from Manual Handling incidents accounted for 31% of RIDDOR reports usually due
to Over 7 day absence, however, one incident resulted in a fractured wrist. Needlestick and
sharps injuries accounted for 25% of RIDDOR reports.

Most of the Major Injuries were due to Slips, Trips or Falls resulting in a fracture, usually of
the arm. The one exception was a fractured wrist due to lifting a stool. Steps have been
taken to prevent recurrence of these incidents. Most of the major injuries affected staff, but 2
patients and 1 visitor sustained fractures.

The graph below indicates the type of incident leading to a RIDDOR report.



FILE PATH: Health safety/Annual Report/2013
Page 9 of 15

6.2.4 RIDDOR incidents followed up by HSE
This past year saw a steep change in the number of incidents that the HSE actively followed
up. The incidents were all investigated and evidence provided to the HSE to assure them
that the Trust had investigated the incidents and that they were not as a result of any
statutory Breach. (see below, 9.0 HSE Inspections and Enquiries)

7.0 AUDITS AND RISK ASSESSMENT

7.1 Health and Safety Inspection Checklist

The Health and Safety Inspection checklist launched in February 2012 continued to be
successfully used to audit departments throughout the year. The checklist enables
managers to both assure themselves, their groups/speciality and the Trust Board that they
are compliant with the Trust’s Policies and Procedures in regard to Health and Safety. The
audit programme will continue in 2013/14

Health and Safety Audit Checklist Progress and Summary

Action Result

April-June
2012

Checklists returned from
departments

A total of 102 departments returned
completed checklists

July –
September
2012

Provide feedback and advice on
the completed checklists to
managers.

All managers and Group Speciality
Managers received feedback on the
positive aspects of their completed
checklist and advice on what action, if
any, was needed.

Summary 64% of departments had completed and returned a checklist. The
responses were very positive and showed that the majority of departments
were compliant. For example; 90% were compliant with manual handling
risk assessments, 96% had an established system for passing on Health
& Safety information, 83% had a Health & Safety Folder, and 99% of staff
had completed a local safety induction.

Response from the satellite sites regarding the number of returned
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completed checklists was poor. Only 1 satellite service returned a
completed checklist.

2013/14
Action
Plan

Due to the poor response from the satellite sites a rolling programme of
audits and inspections will be carried out on all satellite sites. The audit
checklist will be issued for completion one month prior to the inspection.
The inspection will include interviews with the staff, review of the checklist,
audit of the local risk assessments and a walkabout survey. Feedback will
then be provided regarding any actions required by the department.

8.0 EXTERNAL HSE INSPECTIONS AND ENQUIRIES

Changes introduced by the Lofsted review and more recently the Francis Report have
resulted in the HSE taking a much more hands on approach. This year has seen a
considerable increase in the number of RIDDOR reportable incidents being followed up both
as an enquiry by HSE visiting officers and subsequently by HSE inspectors if appropriate
and requiring escalation.

During 2012/13 the HSE contacted the Risk Management team regarding 2 RIDDOR
incidents and a national initiative. They required considerable information and supporting
evidence prior to their visits to ensure the Trust complied with statutory requirements, the
HSE visits are tabled above.

In all instances where the HSE sought further information and in the case of the formal
planned inspection, the Trust performed well and was able to provide sufficient evidence to
assist the HSE to decide on not taking the matter further.

9.0 Fire Safety

Good progress continues to be made with fire safety compliance across all areas of the
Trust during 2012/13. Robust fire safety systems throughout Trust premises ensure

Date Reason for contact Summary
January 2013 RIDDOR investigation A patient fell off a trolley in ED and

sustained major injuries. HSE Visiting
Officer required details of the investigation
and procedures for assessing patients for
their risk of falls on admission to ED.

March 2013 RIDDOR investigation Nurse sustained a needle stick injury after
administering a drug to a patient with a
high risk of blood borne virus.

March 2013 HSE Programme - Preventing
Dermatitis Initiative

Two HSE Inspectors visited the Trust for
a day. They interviewed NHS and ISS
staff throughout the day regarding hand
care and health surveillance.
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continued compliance with fire safety legislation and have also contributed to a minimal
disruption to our services.

Maintaining this high level of general fire safety awareness continues to be one of the key
objectives for the Trust Fire Safety Manager.

9.1 Fire Service Attendance

The Fire Service attended a total of 113 fire alarm activations across both Trust sites during
the year. The table below shows a breakdown of these figures with last year’s totals shown
in brackets.

Fire Alarm Activations 2012/13 University
Hospital

St Cross

Fire 0 (3) 0 (0)

Cooking Fumes / Burnt Toast 14 (12) 2 (2)

Electrical / Overheating Appliance 12 (13) 2 (2)

Fire Panel / Equipment Fault 15 (15) 4 (0)

System procedures not complied with 3 (1) 0 (0)

Smell of Burning 19 (10) 6

Accidentally broke fire alarm glass 3 (4) 0 (0)

Malicious use of the alarm system 2 (2) 0 (0)

Environmental 10 (10) 0 (0)

Dust 7(7) 1 (5)

Steam 3 (2) 1 (3)

Smoking 0 (1) 0 (1)

Plant / Equipment 2 (1) 0 (0)

Unknown 6 (2) 1 (0)

Total 96 (80) 17 (19)

These figures continue to be within the acceptable limits for 2 large hospital sites, and the
Fire Safety Manager continues to work with the local fire authority to discuss what can be
done to bring these unwanted fire signals down.

It is pleasing to be able to report that once again there were no fire incidents on any Trust
premises during this period.
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9.2 Storage on Corridors

The issue of excessive storage on hospital corridors still continues to be a concern. The
amount of items being stored on hospital corridors represents a risk to the organisation and
as such a risk assessment has been completed and a working group has been established
to attempt to address the issue.

The ‘Hospital Storage Working Group’ formed by the Director of Estates and Facilities
continues to meet with the brief of looking at the amount and type of equipment being stored
on the corridors throughout the hospital.

The Group has concentrated its efforts on the fifth and forth floors of the main University
hospital and has managed to resolve specific storage issues relating to storage overflow on
these floors. The Group will progressively look at each floor level with the view to addressing
the health, safety, security and fire issues.

Further work is planned working alongside our PFI providers to ensure the hub areas within
the site remain clear.

9.3 Fire Risk Assessments

All fire risk assessments have been reviewed since the last report. The review process is
continuous and will start again in 2013/14. A master record of all fire risk assessment data
is held by the Trust Fire Safety Manager.

The Trust is only responsible for carrying out fire risk assessments in areas under which it
has direct management control. Areas such as plant rooms, electrical cupboards and areas
which fall under the control of ISS, Vinci and Project Co are risk assessed by those
respective organisations.

9.4 Fire Safety Training for Staff

Following a review of the induction and mandatory training programme, the Trust decided to
remove the face to face staff fire training lecture from the Mandatory staff training day.

As a result of this, and in an attempt to ensure that the Trust continues to meet its statutory
obligations, a number of face to face fire lectures have been rescheduled by the Fire Safety
Manager for the remainder of 2013 on both hospital sites. These are being run separately
from the Trust Mandatory Training Day and the dates and times of these sessions have
been published separately.

The Trust Fire Safety Manager continues to be actively involved with the Mandatory Training
Committee and works closely with other committee members to improve the effectiveness of
all staff training throughout the Trust.

Attendance at fire lectures during 2012/13 has continued to be good with approximately
6500 staff attending.
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9.5 Off Site Premises

The Trust Fire Safety Manager continues to provide advice and technical fire safety
guidance to, and regularly visits staff at the following ‘off site’ premises:

Whitnash Renal
Stratford Renal
City of Coventry Health Centre
Newfield House
Watch Close

9.6 Project Management

The Fire Safety Manager under the direction of the Hard FM Manager has greatly improved
the level of co-operation with the Trust’s project managers. This improved level of co-
operation ensures that the fire safety design requirements for small works schemes and
modernisation projects are included at the initial design stage of the scheme. This ensures
that the Trust continues to be compliant under building design guidance.

10.7 Fire Safety Website

The Fire Safety website has been regularly updated and it continues to be a valuable
resource for staff to find information about general fire safety matters and Trust specific fire
safety information. It also contains details of staff fire lecture programmes and how to do
your fire lecture ‘online’.

10.0 SECURITY MANAGEMENT

This year was consumed by a root and branch review of the Trust Access Control system.
The LSMS developed a broad work plan which was issued to the NHS Protect.

10.1 Access Control

The Director of Estates and Facilities established a working party which reviewed with the
Project partners the current Access Control system and the audit gaps that had been
identified.

The review has resulted in cleansing of the database to improve and implement a revised
procedure to ensure that the system is maintained and can be regularly audited. This will
assure the Trust and Trust Board that suitable and sufficient systems are in place and
monitored to minimise breaches to a reasonably practicable level.
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10.2 Security Advice

A child abduction policy was implemented and stress tested twice. This identified a number
of gaps which have been investigated and the procedure revised to ensure it is robust. This
will be stress tested once more to ensure that the new procedure is fit for purpose.

10.3 Rugby St Cross

Considerable improvements have been made in security measures at St Cross Rugby and
the LSMS continues to foster strong relationships with Business Improvement District (BID)
and the ISS security team.

10.4 Security, Lone Working and Violence and Aggression Risk
Assessments

Risk assessments have been completed by departments and a review of lone working
devices available to staff has been undertaken. It is planned that this information will enable
the Trust to review the contractual arrangement with Reliance.

10.5 Incidents

A large proportion of incidents of physical assault result from the clinical condition of the
patient. These invariably result in staff being offered support and guidance on sanctions
available to them. However, in the majority of instances staff refuse to take the matter
forward as they appreciate that the actions of the patient were as a result of the patient’s
clinical condition.

There were 162 physical assaults compared to a 105 incidents last year. The majority of the
physical assaults (140) were due to an existing clinical condition such as Dementia, Head
Injury etc. The reported numbers for violence and aggression provided in the table below
have not been approved by NHS Protect and are for indicative purposes.

There has been a marked increase in the number of physical assaults reported in 2012/13.
The increase was expected after the Trust employed a full time Security Manager who has
encouraged staff to report all violent incidents. The increase should be seen as a positive by
the Trust as the message is getting out to staff to report all incidents so that they can be
investigated in a timely manor with the appropriate support being offered to staff.
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2010/11 2011/12 2012/13

Number of physical assaults 98 105 162

Number of physical assaults
reported to the police

8 20 19

Number of assaults due to an
existing clinical condition

69 (70%) 80 (76%) 140

Sanctions implemented 6 14 9

10.6 SIRS

In 2012/13 NHS protect piloted the SIRS systems to integrate with Datix. This work was
completed and the Trust is now looking to introduce online integrated SIRS reporting via
Datix in the coming year.
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PURPOSE OF THE REPORT / PRESENTATION:

To advise the Board of the Finance and Performance Committee meeting agenda for 24 June 2013 and of any
key decisions/outcomes made by the Finance and Performance Committee.

SUMMARY OF KEY ISSUES:

DEVELOPMENT REPORTS – RISK REVIEW: SCENE SETTING – FINANCE AND PERFORMANCE RISKS
Mrs Nolan presented the paper which outlined the outcome of the recent Board Seminar and Board Assurance
Framework process to identify risks, specifically in relation to the finance and performance risks identified. A
review of the Datix system was carried out and the results set out within the paper. It was agreed that guidance
would be sought on standardisation of reporting and that a further review take place by the Risk Committee.
DEVELOPMENT REPORTS – TOGETHER, TOWARDS WORLD CLASS
The Committee received an update on progress regarding the organisational development work ongoing within
the Trust. The Organisational Development Programme is planned for launch throughout the Trust in
September.
PLANNING REPORTS – PLANNING PERFORMANCE POLICY AND PROCEDURE DEVELOPMENTS
An update on the process for preparing Plans for 2014/15 and beyond was presented to the Committee.
Attention was drawn to the timescale set out which culminates in an annual plan for 2014/15 being available in
January 2014. The Committee agreed to sign off the Planning Framework Documents.
PERFORMANCE REPORTS - INTEGRATED PERFORMANCE REPORT
The Integrated Performance Report was presented to the Committee with key issues being highlighted. It was
noted that there had been an improvement in the Trust’s performance in a number of areas. The Committee
confirmed their understanding of the contents of the report and noted the associated actions.
DEVELOPMENT REPORTS – SERVICE TRANSFORMATION: PROGRESS WITH EXTERNAL SUPPORT
Professor Radford presented a report to the Committee which provided an update of progress in moving
forward with the new Transformation Programme and the commissioning of external support to assist the
Groups to deliver the Programme.
PERFORMANCE REPORTS – TRANSFORMATION PROGRAMME: DELIVERY REPORT
The purpose of the report is to update the Committee on current progress with the efficiency agenda for
2013/14. The Committee noted the update and agreed to receive a further update at the next meeting.
FINANCE REPORTS – INTEGRATED FINANCE REPORT
An update on the financial position of the Trust for Month 2 of the 2013/14 financial year was presented and
attention was drawn to salient points within the report. The report noted that there had been a decrease in
planned activity and that additional activity over the coming months may be required which will increase income
to the Trust.The Committee confirmed their understanding of the financial position for Month 2 of the 2013/14
financial year.
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FINANCE REPORTS – REFERENCE COSTS (INCLUDING SLR/PLC) Q4
The report presented to the Committee outlines the Patient Level Costing (PLC) and Service Line Reporting
(SLR) results for Quarter 4 of the previous financial year (2012/13). The Committee noted the progress and
plans in relation to SLR/PLC.

SUMMARY OF KEY RISKS:

No key risks were identified.

RECOMMENDATION / DECISION REQUIRED:

The Board is asked to review and accept the minutes of the Finance and Performance Committee meeting held
on 24 June 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 29.07.13 Executive Meeting
Audit Committee

DATA QUALITY:

Data/information Source:
Data Quality Controls:
Data Limitations:
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PURPOSE OF THE REPORT / PRESENTATION:

To provide the Trust Board with the Annual Audit Letter for 2012/13. The report provides a high level summary
of the work undertaken by PricewaterhouseCoopers LLP (the Trust’s appointed statutory auditor) relating to the
financial year ended 31st March 2013.

This is a public report which will in due course be published on the Audit Commission website.

SUMMARY OF KEY ISSUES:

The report refers to various more detailed reports previously issued to the Trust including:
 The audit plan;
 The audit opinion on the financial statements for 2012/13;
 The report to those charged with Governance (ISA 260); and
 The report on the Trust’s Quality Accounts.

The key conclusions in the report are:
 The Trust submitted its accounts on time and an unqualified audit report was issued by PWC on 6th June

2013;
 The Trust was generally well prepared for the audit of the accounts although some delays were

encountered in the provision of certain information to support the Trust’s valuation of land and buildings and
further information required in connection with the financial plan for 2013/14;

 The report confirms that there were no material misstatements in the draft accounts but highlighted the
following significant matters:

 The revaluation of the Trust’s land and buildings during the year resulted in an impairment of
approximately £41 million;

 The PFI lifecycle prepayment had grown to £33 million as at 31st March 2013; and
 The Trust received a significant increase in income from PCT commissioners in year and had

made several provisions against income received from commissioners based on failure to
achieve performance targets.

 Good progress had been made in respect of prior year audit recommendation and no material control
deficiencies were identified;

 The Trust was issued with an unqualified value for money conclusion, following receipt of additional
assurances around the Trust’s savings programme for 2013/14.

 The Trust’s Annual Governance Statement was found to be compliant with relevant guidance and
consistent with the auditor’s knowledge and understanding of the Trust.
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 No significant matters were identified in relation to the Trust’s Quality Account for 2012/13 and an
unqualified limited assurance report was issued.

The report noted two key recommendations which had been made in earlier reports to the Trust:
 The Trust should seek to formally agree the PFI Lifecycle Model (“BoQ 2011”);
 The Trust should agree and timetable a process for the audit of the Quality Account earlier in the year.

The Annual Audit Letter was reviewed at the Audit Committee meeting on 9th September 2013 where it was
agreed that it should be recommended to be received and noted by the Trust Board.

SUMMARY OF KEY RISKS:

Financial resilience
The report highlights that additional information was sought from the Trust to gain assurance in respect of its
cost improvement target for 2013/14.

RECOMMENDATION / DECISION REQUIRED:

The Trust Board is asked to receive and note the contents of the Annual Audit Letter for 2012/13.

IMPLICATIONS:

Financial: The Trust met its financial duties in 2012/13.
HR / Equality & Diversity: N/A
Governance: The Trust’s statutory auditor is required to provide the Trust Board with an

Annual Audit Letter summarising their work for the financial year.
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 9-Sep-13

DATA QUALITY:

Data/information Source: Trust Annual Accounts 2012/13
Data Quality Controls: The auditor has tested the Trust’s financial systems and controls as part of

their review of the accounts.
Data Limitations: N/A



www.pwc.co.uk 

 

 

 

 

 

University Hospitals 
Coventry and 
Warwickshire  

NHS Trust 
Annual Audit Letter 

2012/13 Audit 

 

July 2013 





UHCW NHS Trust – Annual Audit Letter July 2013 

 

 

 

 
 
 
 
 
 
Members of the Audit Committee 
University Hospitals Coventry & Warwickshire NHS Trust 
Clifford Bridge Road 
Coventry 
CV2 2DX 
 

15th July 2013 

Ladies and Gentlemen 

We are pleased to present our Annual Audit Letter summarising the results of our 
2012/13 audit. We hope it provides a useful source of reference for you. 

  

Yours faithfully 

 

 

 

PricewaterhouseCoopers LLP  

 

 

 

 

 

 

 

 

 

 

Code of Audit Practice and Statement of Responsibilities of Auditors and of Audited Bodies 

In April 2010 the Audit Commission issued a revised version of the ‘Statement of responsibilities of 

auditors and of audited bodies’.  It is available from the Chief Executive of each audited body. The 

purpose of the statement is to assist auditors and audited bodies by explaining where the responsibilities 

of auditors begin and end and what is to be expected of the audited body in certain areas.  Our reports 

and management letters are prepared in the context of this Statement. Reports and letters prepared by 

appointed auditors and addressed to members or officers are prepared for the sole use of the audited 

body and no responsibility is taken by auditors to any Member or officer in their individual capacity or 

to any third party.

PwC 
Cornwall Court 

19 Cornwall Street 
Birmingham 

B3 2DT 
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The purpose of this letter 

This letter provides the Audit Committee with a high level summary of the results of our audit work 
for the financial year ended 31 March 2013, in a form that is accessible for you and other interested 
stakeholders. 

We have already reported the detailed findings from our audit work to the Audit Committee in the 
following reports:  

 Annual Audit Plan – November 2012; 

 Audit Committee Update Reports for work carried out during 2012/13 – quarterly; 

 Audit opinion for the 2012/13 financial statements, incorporating the value for money 

conclusion – June 2013; 

 Report to those charged with Governance (ISA (UK&I) 260) – June 2013; 

 Report on the Annual Quality Account – June 2013; 

We have included in this report our significant audit findings. You can find a summary of our key 
recommendations on page 4. 

Scope of work 

We carry out our audit work in accordance with the Audit Commission’s Code of Audit Practice 
(NHS), International Standards on Auditing (UK and Ireland) and other relevant guidance issued by 
the Audit Commission. 

You are responsible for preparing and publishing the Trust’s financial statements, including the 
governance statement.  You are also responsible for putting in place proper arrangements to secure 
economy, efficiency and effectiveness in your use of the Trust’s resources.  

As auditors we need to: 

 form an opinion on the financial statements; 

 review the Trust’s annual governance statement; 

 form a conclusion on the arrangements that you have in place to secure economy, efficiency 

and effectiveness in your use of the Trust’s resources; and 

 carry out any other work specified by the Audit Commission, which this year comprised work 

on the Trust’s Quality Account. 

We have carried out our audit work in line with our 2012/13 Audit Plan that we issued in November 
2012. 

 

 

 

 

 

Introduction 
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The table below summarised our view of your accounts and audit performance: 

 
 

 Comments 

Quality of accounts 
and working papers 

 
Your accounts were submitted to the Department of Health on 
time.  Supporting working papers were provided on time in the 
majority of cases, although there was some delay with information 
to support the valuation of your land and buildings. 

 

Readiness for start of 
audit 

 
Working papers were generally ready and key staff were available 
so that we could start our work on the first day we arrived. 

Availability and 
responsiveness of 
staff 

/ 
The finance team were generally available during the audit and 
responded readily to our audit questions and requests for 
information.  We encountered some delays in a few cases and you 
continue to rely on a relatively small number of people to prepare 
your final accounts and manage the processing elements of the 
finance function. 

 

 

 

Significant audit and 
accounting issues 

/ 
We identified some audit and accounting issues during the audit 
which are explained later in this report. 

Deficiencies in 
internal control 
systems 

 
We have not identified any significant deficiencies in Internal 
Control.  However, we noted some issues with the base data you 
supplied to your professional valuers.  

Follow up of prior 
year 
recommendations 

 
The Trust has made some good progress in addressing our prior 
year recommendations. 

Value for money 
opinion 

 There were some delays in receiving details of the Cost 
Improvement Programme (CIP) for 2013/14, although we were 
able to obtain enough audit evidence to issue an unqualified value 
for money opinion. 

Quality Accounts  We issued an unqualified limited assurance report on the Quality 
Accounts. 

Key 

 Red  – significant improvements required       

 Amber  – some improvements required 

 Green  – no or some minor improvements required 
 

Executive Summary 
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Accounts 
We audited the Trust’s accounts in line with approved Auditing Standards and issued an unqualified 
audit opinion on 6th June 2013.  

We identified the following key issues: 

Accounting issues 
 

 Valuations – you undertook a full revaluation of your land and buildings, resulting in an 
impairment of £36million (approximately 10%). This was as a result of some more granular 
information on your assets being provided to GVA and some changes to your assumptions 
regarding car parking. We identified an error due to inaccurate base data being provided by 
the Trust to the external valuer. This resulted in a further reduction of the buildings valuation 
of £5.155m, which you adjusted for within your final accounts. 

 PFI Lifecycle – your prepayment balance grew again during 2012/13 to over £33million 
(prior year £27million). This amount represents payments made to the PFI company that 
have not yet been spent on asset lifecycle replacements.  
 

 Income from Commissioners – you received an increase in income from Primary Care 
Trusts of 5% during 2012/13. You included several provisions against income received from 
commissioners based on failure to achieve performance targets. 

Adjustments to the Accounts 
We identified no material misstatements in the draft accounts. Two immaterial misstatements were 
identified, one of which was adjusted for by the Trust (£5.155m) the other was not (£0.205m). This 
did not impact on our audit opinion. 

Financial Standing 
The Trust is responsible for ensuring that it has arrangements in place to secure its financial standing. 
One of our key responsibilities as auditors is to fully consider the financial standing of the Trust.  
Performance in 2012/13 against financial reporting targets that the Trust is summarised below: 
 

Performance Target 2012/13 Performance 

To achieve its statutory 
duty to break-even 

The Trust reported an in-year retained deficit of £23.565 million.  
However, the break-even position after the required adjustments to 
this figure was a surplus of £1.916 million. 

To absorb the cost of 
capital 

Achievement of the 3.5% prescribed absorption rate. 

To remain within the 
Capital Resource Limit 

(CRL) 

The Trust reported an under spend of £1.801 million against its 
CRL. 

To remain within the 
External Financing 
Limit (EFL) 

The Trust undershot its notified EFL by £3.463 million. 

 

Audit Findings 
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Going Concern 
As part of our audit programme we are required to consider whether there are any events or 
conditions that may cast significant doubt on the Trust’s ability to continue as a going concern.  

We reviewed your financial plans for 2013/14 as part of our work noted above.  In particular we have: 

 

 Reviewed the status of your agreed income contracts for 2013/14, to ensure that the most 

significant amounts of income included in your plans are supported by signed contracts; 

 Challenged the status of your CIP schemes to establish whether they are in place and will 

drive out costs sufficiently for your plan to be delivered.  It is here where we need more 

evidence;  

 Considered the impact of your plans on the cash flow of the Trust; and 

 Assessed the status of your CIP plans for 2013/14. 

 

We concluded that the Trust’s use of the going concern principle in the accounts was appropriate. 

Our value for money conclusion 
 

We carried out sufficient, relevant work in line with the Audit Commission’s guidance, so that we 
could conclude on whether you had in place, for 2012/13, proper arrangements to secure economy, 
efficiency and effectiveness in your use of the Trust’s resources.  

In line with Audit Commission requirements, our conclusion was based on two criteria: 

 the organisation has proper arrangements in place for securing financial resilience; and 

 the organisation has proper arrangements for challenging how it secures economy, efficiency 
and effectiveness.  

 
To reach our conclusion, we carried out a programme of work that was based on our risk assessment.  
We experienced some delays in receiving supporting evidence, in particular to support the Trust’s CIP 
plan for 2013/14.  
 
Once we received the evidence we were able to issue an unqualified value for money conclusion.   
 
Governance Statement  
The aim of the Governance Statement (“the GS”) is to give a sense of how successfully the Trust has 
coped with the challenges it faces and of how vulnerable the organisation’s performance is, or might 
be, drawing on evidence on governance, risk management and controls.  

We reviewed the GS to see whether it complied with relevant guidance and whether it was misleading 
or inconsistent with what we know about the Trust.   

We found no areas of concern to report in this context.  

Quality Account 

The Trust has a legal duty to publish a Quality Account which must contain the elements required by 
Quality Accounts Regulations. The Department of Health agreed with the Audit Commission that 
Trust auditors would carry out work on the Quality Account in 2012/13 and issue a limited assurance 
opinion that nothing has come to our attention which suggests that: 
 

1. your Quality Account has not been prepared in accordance with the Regulations;  
2. your Quality Account is not materially consistent with the sources of information in the NHS 

Quality Accounts - Auditor Guidance 2012/13 issued by the Audit Commission in April 2013; 
and 
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3. the specified indicators in the Quality Account subject to limited assurance have not been 
prepared in all material respects in accordance with the Section 10c of the NHS (Quality 
Accounts) Amendment Regulations 2012 and the six dimensions of data quality set out in the 

Guidance. 

This work was carried and reported to you in June 2013.  As a result of that work we identified no 
significant matters to report, although a number of changes to the draft Quality Account were 
required.  We were able to issue a limited assurance opinion for all 3 parts of our work. 
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The key recommendations we made during the year were as follows: 

Source of 
Recommendation 

Finding Recommendation 

 
ISA260 Report 

 
All parties have not yet formally 
agreed the ‘BOQ 2011’ version of 
the PFI lifecyle model. 

You should formally agree the ‘BOQ 
2011’ version of the lifecycle model 
ensure this provides value for money 
and mitigates the risk that planned 
future lifecycle events will not be 
delivered as planned.  The timing of 
future significant lifecycle spend 
makes the agreement of this model 
increasingly important – if the 
planned significant expenditure in the 
next two years does not materialise, 
there is a risk that you may need to 
recognise an impairment against your 
prepayment.  
 

 
Quality Account Report 

 
The feedback from 
commissioners was requested 
and received very late in the 
process which delayed finalising 
the audit work. 
 
We understand that the Trust 
wanted to ensure that the best 
possible draft was prepared 
before sharing with 
commissioners and that the time 
scales for their responses is 
outside of the control of the 
Trust and a set period of time is 
required. 
 

 
It would be useful to agree and 
timetable a process for the audit 
earlier in the year but understand that 
this is dependent upon the dates that 
guidance is released. 

 

 

Summary of recommendations 



 

 

 

 

 

 

 

 

 

 

 In the event that, pursuant to a request which you have received under the Freedom of Information Act 2000 
(as the same may be amended or re-enacted from time to time) or any subordinate legislation made 
thereunder (collectively, the “Legislation”), you are required to disclose any information contained in this 
report, we ask that you notify us promptly and consult with us prior to disclosing such information.  You 
agree to pay due regard to any representations which we may make in connection with such disclosure and 
to apply any relevant exemptions which may exist under the Legislation to such information.  If, following 
consultation with us, you disclose any such information, please ensure that any disclaimer which we have 
included or may subsequently wish to include in the information is reproduced in full in any copies disclosed. 

©2013 PricewaterhouseCoopers LLP.  All rights reserved.  'PricewaterhouseCoopers' refers to 
PricewaterhouseCoopers LLP (a limited liability partnership in the United Kingdom) or, as the context 
requires, other member firms of PricewaterhouseCoopers International Limited, each of which is a separate 
and independent legal entity. 
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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 12th August 2013 to review the Master Action Plan
and progress against the NTDA FT timeline. 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 is working towards an FT timeline for submitting an application to the Secretary of State in
June 2015. The current risks impacting upon achievement of foundation trust status are:

 The ongoing challenges in meeting the A&E 4-hour standard
 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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11th September for September Trust Board

Actions since last month:

Decisions made by the FT Steering Committee 12th August 2013

1. Integrated Business Plan

Section 6 Finance was reviewed by the FT SC in August. This now completes the review of all sections of the
IBP and a board seminar session is now planned for early October for the Board to receive and review the
IBP.

2. Other actions:

 Finance/LTFM – A refresh of the LTFM was reported to the Finance and Performance Committee in July
including updates to the modelling to reflect the month 2 financial position. Downside scenario models are
now being developed for inclusion in the next stage IBP.

 Membership –Membership now stands at Public 8,791nd Staff 8,511. This represents a slight decrease
in numbers since last month mainly caused by not switching staff members leaving the trust over to public
members. Initiatives to increase membership have been implemented by the Communications Team to
ensure the trust achieves its target of 10,000 public members by the end of September 2013. These
initiatives include focussed recruitment campaigns using local media mail shots and work with the Friends
of St Cross.

 Monitoring the Quality Governance Framework – This was reported to the Board in June 2013 with an
action plan to address data quality issues identified. All actions from the QGF have been incorporated into
the FT Master Action Plan and issued to lead officers for review and update. The QGF action plan will be
submitted to the Board in October 2013.

 Quality Governance Assurance Framework – A baseline self assessment is planned and individual lead
officers assigned.

Activities for coming month:

 Planning and IBP – Make final amendments to the IBP and present overview to Board.
 FT Timeline – CFO and FT Programme Director to meet with NTDA 25th September to review timeline

and progress against key milestones.
 Finance/LTFM – Complete downside scenario modelling and align with other sections of IBP.
 Membership – Continue with membership recruitment drive to achieve 10,000.

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

 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.
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 Initiatives to improve the flow of patients through the emergency department are being prioritised
including the implementation of ambulatory care pathways and additional Extended Nurse Practitioner
resources to support the see and treat/minors work flow. Partnership working with Virgincare Walk In
Centre Coventry being pursued.

 A detailed review of the Quality Governance Framework has been completed with external support to
identify areas of weakness and actions required.

 PPMO process established to monitor delivery of CIP.
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AHP Allied Health Professional
CARE Clinical Academic Research Environment
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PURPOSE OF THE REPORT / PRESENTATION:

To provide the Board with an overview of collaborative research model for nursing, midwifery and allied
healthcare professionals with partner health education institutes and the objectives and strategic work plan for
2013-2016.

SUMMARY OF KEY ISSUES:

UHCW as set out a vision which is to be a national leader in healthcare research and innovation and as
committed to a research strategy that develops nursing, midwifery and AHP research.

The CARE Model as been developed to evolve existing research projects into more coordinated programs.

The key attributes of the model are:
 Focus on the requirement to deliver research for direct patient benefit
 A developmental approach to embed research
 An accreditation system to ensure academic and clinical rigour
 Prioritise resources on areas of research and teams with passion and enthusiasm.

There are 4 levels to the model which range from Aspirational – which is initial stage of research awareness
and use to a Level 1 Unit – which is HEI linked independent research facility undertaking large scale research
projects (>100k) with independent researchers

A number of strategic research themes have been identified as:
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 Women’s Health and Maternity
 Child Health
 Cancer and Oncology
 Workforce and innovation
 Health Technology in Clinical Practice

Collaborative partnerships have already been developed in relation to these themes and there is evidence of
achievements. The key collaborative partnerships are with Coventry University, the University of Warwick and
Birmingham City University.

The collaborative partnerships are based on clinical and academic expertise and will further develop these
research themes and evolve the CARE Model.

The objectives and strategic work plan provides an overview of achievements and the objectives and expected
outcomes for each year of a 3 year plan. The plan as been developed in collaboration with the HEI’s.

SUMMARY OF KEY RISKS:

Resources both financial and personnel to support the development of the research themes

RECOMMENDATION / DECISION REQUIRED:

The Board are asked to accept the report, its recommendations and strategic plan.

IMPLICATIONS:

Financial: Research income
HR / Equality & Diversity: -
Governance: Research 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:



Developing Nursing, Midwifery & 
AHP research 
 
 
Collaboration for future healthcare improvement 



The relentless focus on improving outcomes for patients in 
a challenging economic environment requires innovative 
solutions to be applied.  UHCW has made it a strategic 
priority to do this through research and innovation. 
 
This includes developing Nurse, Midwife and AHP research 
alongside established medical programs. 

 
 
 
 
 
 
Professor Mark Radford 
Chief Nursing Officer 
 
September 2013 

    Introduction 

University Hospitals Coventry and Warwickshire NHS trust is 
a major Teaching Hospital in the West Midlands. The 
mission of the organisation is to Care, Achieve and Innovate 
this encapsulates the ethos to meet the needs of the 
patients, staff and wider community by delivering high 
quality, efficient services within a framework of research 
and education.   
 
This document outlines a model to develop collaborative 
nursing, midwifery and AHP research with partner HEIs.  
This model is based upon expertise, shared strategic 
interest and a common vision for developing research for 
patient benefit. 
 
The aims are to develop a number of research themes, that 
are truly collaborative in nature and produce defined 
measurable outputs of: 
   

• Patient care benefit and improvements 
• Building research capacity and capability 
• Increasing grant income 
• Increasing REF Publications 
• Strategic partnerships 
• Enhanced organisational reputation 
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UHCW has set out a vision 
which is to be ‘a national and 
international leader in 
healthcare, research & 
innovation. 



Trust Mission 
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Research at UHCW 

To be an international leader in research  
 
UHCW has set a challenging vision which is to be ‘a 
national and international leader in healthcare 
research’, together with the goals of becoming an 
exemplar organization that is discussed in the same 
breath as other leaders such as UCLH and Mayo Clinic. 
Underpinning the goals there are four aims;  
 

– To enhance patient and staff experience,  
– To provide world class local health care for the local 
population,  
– To be an international leader of specialist care and  
– To be driven by research and innovation.  

 
The overall Trust research strategy has  been revised 
and adopted by the Trust Board.  The research strategy 
aims to build upon the existing programs including: 
 

 Trauma and orthopaedics 
 Cardiovascular 
 Endocrine 
 Renal and transplantation 
 Reproductive medicine 

Developing Nurse, Midwifery and AHP research  

 
UHCW has committed to a research strategy that develops 
Nurse, Midwifery and AHP research.  A model has been 
developed to evolve existing research projects into more 
coordinated programs.  However an existing base of 
research exists , including: 
 
Nursing & Midwifery research 
 

•Renal 
•Infection control 
•Advanced Practice 
•Oncology 
•Nutrition 
•Orthopaedics 
•Dementia and Learning disabilities 
•Educational tools (Clinical Apps) 

 
AHP research 
 

•Musculoskeletal physiotherapy research 
•Pharmacy 
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Research Facilities at UHCW 
  
 
 
 
 
 
 
 
 
 
 
 
 
 

University Hospital Coventry and Warwickshire NHS trust is 
a 1200 bed £500m PFI hospital and one of the most 
technologically advanced healthcare facilities in Europe.  
Built in 2006, University Hospital is designed to facilitate 
research, including; 
 

•Clinical Sciences building  
•Patient research interface wards 
•Ward based educational rooms 
•Surgical skills lab (Above right) 
•Metabolic unit (Below right)   
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Developing a collaborative research model 

Developing Nurse, Midwifery and AHP research
  
 
UHCW has developed a model to support individuals 
and units in their aspirations to achieve the Trust 
vision and goals.  This model is called CARE : 
 

Clinical 
Academic 
Research & innovation 
Environment 

 
The CARE model of research has a number of key 
attributes, namely : 
 

• Focuses on the requirement to deliver 
research for direct patient benefit 
• A developmental approach to embed 
research 
• An accreditation system to ensure academic 
and clinical rigour 
• Prioritise resources on areas of research and 
teams  with passion and enthusiasm 

 

 

Key personnel  in the CARE model  

 

Executives 

 

• Mr Andy Hardy (Chief Executive Officer) 

• Professor Mark Radford (Chief Nursing Officer) 

• Mrs Meghana Pandit (Chief Medical Officer) 

 

Key Research Staff 

 

• Professor Chris Imray (Director of R&D) 

• Ms Gillian Arblaster (Associate Director of Nursing 
for Research & Education) 

• Professor Annie Young  (Professor of Nursing) 

• Mrs Ceri Jones (R&D Manager) 

• Mr Mark Easter (Chief Pharmacist) 
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‘Aspirational’/ Developing 
in Research or Innovation 

LEVEL 3 
(40 areas) 

LEVEL 2 
(20 areas) 

LEVEL 1 
(1-3 areas) 

Audit   Innovation  Research Quality Training 
 

Can you do your job better? 

 

CARE model – Aspirational Level 

‘Aspirational’/ Developing 

in Research or Innovation 
 

Initial stage of research awareness and 
use.  Using EBM/C in practice with 

Medical programs on unit/ward 
 

Metrics 
 

•  Recruiting patients to trials 
•  Journal club or seminars 

• Mentorship / Tutorial programme to  

• identify team for development 
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‘Aspirational’/ Developing 
in Research or Innovation 

LEVEL 3 
(40 areas) 

LEVEL 2 
(20 areas) 

LEVEL 1 
(1-3 areas) 

Audit   Innovation  Research Quality Training 
 

Can you do your job better? 

 

CARE model – Level three 

Level 3 Unit 
 

Small scale research projects (< £10k).  
Developing research skills in core 

workforce 
 

Metrics 
 

• MSc / MRes students  

• Presentations at conferences 

• Publications at 1 or 2* at REF 
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‘Aspirational’/ Developing 
in Research or Innovation 

LEVEL 3 
(40 areas) 

LEVEL 2 
(20 areas) 

LEVEL 1 
(1-3 areas) 

Audit   Innovation  Research Quality Training 
 

Can you do your job better? 

 

CARE model – Level two 

Level 2 Unit 
 

HEI linked  - Larger scale research projects 
(> £10k).  Developing a research focus and 

skills in workforce.  Independent 
researchers 

 
Metrics 
 

• Increasing grant income  

• PhD students  

• Presentations at conferences 

• Publications at 1 or 2* at REF 
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‘Aspirational’/ Developing 
in Research or Innovation 

LEVEL 3 
(40 areas) 

LEVEL 2 
(20 areas) 

LEVEL 1 
(1-3 areas) 

Audit   Innovation  Research Quality Training 
 

Can you do your job better? 

 

CARE model – Level one 

Level 1 Unit 
 

HEI linked  - Independent research facility.  
Larger scale research projects (> £100k).  
Independent researchers and academic 

unit 
 

Metrics 
 

• Sustainable grant income  

• PhD students +++ 

• Presentations at international 
conferences 

• Publications at 3 or 4* at REF 
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Research themes at UHCW 
Strategic Themes for Nursing, Midwifery and AHP research 
have been identified as: 
 

– Women's Health & Maternity 
– Child Health  
– Cancer and Oncology   
– Older person, Dignity & dementia 
– Workforce innovation 
– Health technology in clinical practice  

 
Women’s Health & Maternity 
 
As a regional centre performing over 6000 births per 
annum, the reconfiguration of maternity services will see 
further expansion of complex maternity activity at UHCW.  
Medical obstetrics research is  currently undertaken by 
Professor Quenby with specific focus on  labour outcomes.  
 
Midwifery research is led by Head of Midwifery , Carmel 
McCalmont and a number of projects have evolved in 
areas such as normalising birth, educational tools for 
midwives and maternal health in the antenatal period.  It 
is anticipated with greater HEI collaboration that CARE- 
Level 2 will be achieved in 12 months and a full 
professorial led unit in 18 months. 

 

 

 

 

Child Health 
 
As a regional centre for paediatrics and neonatology 
UHCW provides complex and DGH services across 
Coventry & Warwickshire.  Reconfiguration of paediatric 
services will see further expansion of complex activity at 
UHCW.   
 
Nursing and Midwifery Child Health research is its early 
stages.  However, with an Advanced Nurse Practice Led 
workforce, research interest is high and strong support to 
develop a CARE level 3 unit in 2 years. 
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Research themes at UHCW 
Cancer & Oncology  

 
A strategic clinical priority for UHCW is its continued 
development as a cancer centre.  Research is critical to this 
development and significant investment has been made to 
develop research in this area, and operates as a CARE level 3 
unit. 

 
Cancer & Oncology nursing research is led by Professor Annie 
Young from Warwick University.  Professor Young  has a track 
record of attracting grant income and REF publications.  
Expansion of research capacity is a key focus , with Professor 
Young supporting other PhD students at UHCW and has helped 
define the current strategy with the CNO. 
 
Professor Young’s current research include: 
 
• BAYER - Investigator led research proposal: *SELECT-D* 
Duration of anticoagulation therapy in SELECTeD patients with 
advanced cancer at risk of recurrence of venous 
thromboembolism 
• Duration of Anticoagulation Therapy in SELECTeD patients 
with advanced cancer at risk of recurrence of venous 
thromboembolism 
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Research themes at UHCW 
Older person, dignity and dementia 

 
The demographic changes in UK society have given high 
priority to the needs and care of the older patient.  From a 
nursing perspective this provides an ideal opportunity to focus 
research activity on the needs of this patient group and carers, 
their common diseases and condition management.    
 
Dignity for older people and dementia care have been a high 
priority for UHCW nursing, and a number of small scale 
projects have been undertaken.  In particular focus has been 
given to: 

 
– Falls in the older patient 
– Environment for dementia patients (Dementia lounge –  

above right) 
– Activities management of patients with dementia 

 
Innovations such as the ‘Teggy Toothbrush (MidTech award) 
and Communication tool  PictoComm have highlighted simple 
and effective care solutions for this group.  The clinical 
outcomes for patients have improved, and also engaged staff 
in innovation and research.  This has supported the ambition 
to develop a CARE level 3 unit in two years. 
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Research themes at UHCW 
Health Technology in clinical practice 

 

The hospital PFI is a significant asset for the hospital Trust and 
healthcare in Coventry & Warwickshire.  Within the PFI, is the 
strong link with health technology and improving patient 
outcomes.  This includes some of the most state of the art 
equipment, from scanners to bed side monitoring. 

 

As a result of technology adoption, UHCW has become a pilot 
site for many  healthcare technology applications.  Nursing and 
midwifery have adopted many technology innovations such as 
Vitalpac, track and trigger system for patient monitoring and 
Patient safety thermometer. 

 

Developing a HT innovation ward, where novel technologies 
are evaluated and trialled within a real clinical environment is 
a key aim of the CARE program. These HT hubs would also 
establish technology research on clinical outcomes and the use 
of technology.   
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Research themes at UHCW 
Workforce Innovation 
 

Delivering healthcare of the future will require innovative 
models of care and adapting the skills of healthcare 
professionals to deliver.  UHCW has developed a strong 
reputation for workforce innovation in collaboration with 
Birmingham City University and other HEIs.  This includes: 
 

– Assistant theatre practitioners in operating theatres 
– Maternity support worker roles 
– Assistant practitioner roles in wards 
– Advanced Practice roles in: 

– Trauma and orthopaedics 
– Cardiac surgery 
– Acute Medicine 
– Colorectal surgery 
– Hepatico-bilary 
– Respiratory Medicine 
–  Physiotherapy 
–  Hospital at night 

 
These roles are supported through research by Professor Mark 
Radford, the CNO and BCU link.  This also includes involvement 
in NIHR projects of support workers (York University) and nurse 
staffing levels. (KCL) 

 

 

 

 

 

As a regional centre trauma centre, development new roles 
and with this research has been critical to improve clinical 
outcomes.  An international  RAAK (Holland) funded program , 
in collaboration with Birmingham City University started in 
2009. Led by Professors Joy Notter and Mark Radford 
alongside Saxion University and MST Hospital  into ‘seamless 
orthopaedic care’ developed a number of projects including 
trauma PSP roles, infection control, pre operative assessment 
in arthroplasty and leadership. A CARE - Level 3 unit is the 
target for this program in 12 months. 

Page 16 



    Summary 

University Hospitals Coventry and Warwickshire NHS trust is 
a major Teaching Hospital in the West Midlands. The 
mission of the organisation is to Care, Achieve and 
Innovate. This encapsulates the ethos to meet the needs of 
the patients, staff and wider community by delivering high 
quality, efficient services within a framework of research 
and education.  UHCW has made a strategic aim to do this 
through research and innovation. 
 
This document sets out a vision to develop collaborative 
nursing, midwifery and AHP research with partner HEIs. The 
strategic themes for Nursing, Midwifery and AHP research 
have been identified as: 

 
–Women's Health & Maternity 
–Child Health  
–Cancer and Oncology   
–Older person, Dignity & dementia 
–Workforce innovation 
–Health technology in clinical practice 

 

  
 

 
 

  

University Hospital Coventry and Warwickshire NHS trust 
wishes to align its ambitions to those of HEIs with an 
interest and passion in developing world class research 
programs. 
 
In doing so , a strategic partnership can be developed for 
the benefit of patients, researchers and organisations.   
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Contact details: 
 
Professor Mark Radford 
Chief Nursing Officer 
University Hospital Coventry & Warwickshire NHS Trust 
Clifford Bridge Road 
Coventry  
CV2 2DX 
 
Email : mark.radford@uhcw.nhs.uk 
Tel: 024 7696 4000 



Developing Nursing, Midwifery & 
AHP research 
 
 
Objectives and strategic work plan  - 2013 - 2016 



Together 
towards 

world class 

Women's health 
• Strategic partner – Coventry university 
• CARE Level 2 
• Staff (Research Fellow/Carmel 

McCalmont) 
Achievements  
• Research Fellow appointed 
• Midwifery Led Unit 
• Post traumatic Syndrome after delivery 
• Bio medical Research Unit 
Objectives  
i. To develop greater links between CU and   
  UHCW 
i. Initiate research capacity development   
  programme for UHCW workforce 

Year two Year three 

Objectives  
i. To increase research capacity in Nurses 

& AHPs at UHCW via MScR with a 
UHCW focussed project. 

ii.Support Research Fellow to draw 
together research group within 
Midwifery unit. 

iii.Midwifery PhD x1 
Outputs 
• 2 x grant applications to national 

research funds 
• Publications ( 2 x REF 3*) 
• Presentations: National 

 Objectives:  
i. Research fellow upgrade to SRF/Reader, 

with view to professorial role within 5 
years. 

ii.Working toward a professorial unit 
 Outputs:   
• Grant income (£100k+) 
• Publications ( 3 x REF 3-4*) 
• Presentations: International 

Children and Young person 
• Strategic partner – Coventry university 
• CARE Level 2 
• Staff (Prof  Jane  Coad CCFAR/Carmel 

McCalmont) 
Achievements  
• Honorary Contract for Prof Coad (to be 

explored) 
• Funding fro national lottery Judy Barlow AHP 

evaluation effectiveness of preventative 
services between pregnancy and 3 years 

Objectives:  
i. To explore joint funding for a Research Fellow 

to work to increase research capacity in 
Children and Young People nursing 

Objectives:  
i. To increase research capacity in 

Nurses & AHPs at UHCW – through 
key staff undertaking an MScR with a 
UHCW focussed project. 

ii.Clear post holder development linking 
CU/CCFAR and UHCW  

Outputs 
• 1 x Collaborative Grant from national 

Research funds 
• Publications ( 2 x REF 3*) 
• Presentations (National)  

 Objectives 
•Support for Research Fellow to develop profile 
and upgrade to SRF / Reader 
•Work towards full professorial unit status 
 Outputs 
• 2 x Grants from national Research funds 
• Publications ( 3x REF 3*) 
• Presentations (International)  



Together 
towards 

world class 

Year two 
Year three 

Cancer & Oncology 
• Strategic partner – University of Warwick &  
                                 Coventry University 
• CARE Level 3 
• Staff (Prof Young) 
 
 Achievements 
•3 nurse/AHP Led research projects  
•Publications  
•Presentations  national and  international 
 
 Objectives  
•To deliver on the above projects 
•To build oncology research team 

Older Person, Dignity & dementia 
•  Strategic partner – Coventry university 
•  CARE Level : Aspirational 
•  Staff (Prof s Guy Daly, Jason Powell, Howard 

Davis & Gill Furze/Gillian Arblaster) 
Achievements 
• Care Bundle for Dementia 
• Discharge programme Age UK 
• Falls Care Bundle Audit 
• ASKIN Care Bundle 
• Masters older people x 2 
• Health technology assessment funding for Clinical 

trial UHCW exercise for patients with dementia 
(AHP)- 

Objectives  
i. To bring together key people at CU and UHCW to 

explore potential themes for future grant 
submissions. 

ii.Evaluation bundles 
iii.Systematic review falls 

Objectives 
i. Identify those with potential for 

clinical academic careers and 
increase their research capacity 
via MScR  degree with a UHCW 
focussed project. 

ii. Develop qualitative research 
skills of staff  

Outputs 
• Grant applications to national 

funder which will include joint 
posts. 

• Support UHCW staff to publish 
• Complete systematic review 
• Publications x2 

Objectives 
I. Senior Research Fellow/Reader 

Gerontology 
II. Clinical staff registered for PhD with 

an honorary CU research post 
III. Recognition of Level 3 Unit 
Outputs 
• 2x 3* papers 
• 2x grant applications (national/EU) 
• International presentations 
• Increased % research active 

N&AHPs at UHCW 

Objectives 
i. Oncology AHP nurse led team  
           developed (excluding clinical 

trials  
Ii          Nurse AHP led Projects 

additional x3 
i. Develop staff along the Clinical 

Academic Pathway 
Outputs 
• 2 grants from national research 

funds (>£500k) 
• Publications (2x REF 3*) 
• Presentations (4 international,  
• 4 national) 

Objectives 
I. Full professorial unit of 
Symptomatic care 
Outputs 
• Sustainable grant income  
               (>£500k per annum) 
• Publications (4xREF 3*-4*) 
• National Advice Centre for 

research findings 
• ensure research into local practice 



Together 
towards 

world class 

Year two Year three 

Workforce Innovation 
•Strategic partners – Coventry University & 
Birmingham City University 
•CARE Level 3 
•Advanced Practice (Prof Radford/Alastair 
Gray) 
•Key workers (AFC 1-4) (G Arblaster/Steve 
O’Brien) 
•International development (Prof Notter) 
Achievements 
•Collaborative working with Saxion 
University 
•International exchanges Holland and Japan 
Objectives 
• Strategic partners working collaboratively 
to explore workforce themes  for funding 
submissions 
 

 

Health Technology 
•Strategic partner –Coventry University, Birmingham City 
University 
•CARE Level - Aspirational 
•Staff Simon Fielden / Gill Ward/Darren Awang 
Achievements 
Objectives  
•To explore the potential for joint working between CU HDTI 
and UHCW on a grant application for telehealth / telecare, with 
a view to including a joint post.  

Objectives 
• Facilitate those Advanced practitioners 

with potential for a clinical academic  
career to  register for Prof Doc / PhD  

• Outputs 
 

• Grant applications to national funders to 
support workforce innovation 
• Support publication production 
• National Presentations 
 

 Objectives 
•Joint research fellow post  
•Progression to Level 2 unit  
 

 Outputs 
• International  Presentations 
• Increased % research active N&AHPs at UHCW 
 
 

Objectives 
i. Identify staff with potential for clinical 

academic careers for an MScR  
degree with a UHCW focussed 
project. 

Outputs 
• Grant applications to national / EU 

funders for telehealth / telecare / App 
development. 

• 1x3* Publication 
• Presentations: National 

Objectives 
• Joint grant funded post to upgrade 

to SRF/Reader  
• Level 2 Unit 
Outputs 
• 3-4 x 3-4* papers 
• 3-4 x grant applications 

(national/EU), at least one >£1m 
• International presentations 
• Increased % research active 

N&AHPs at UHCW 



Women's Health 
Mission : development of an academic unit for Women’s Health within UHCW with sustainable grant income, with the aim 
of achieving level one of the proposed CARE strategy within 5 years.  
 
Key research areas: Maternal health,  Female Genital Mutilation, Efficacy of educational  web or app tools for midwives 

Key Personnel : Elizabeth Bailey (Research Fellow joint post), Carmel McCalmont + Others from UHCW midwifery 
CLRN,CCFAR team: Maureen Brown, Collette Clay, Professor Jane Coad, Jane Barlow 

Year one i. Meeting with Key personnel  as above to agree action plan and outputs. Submit to Trust Board.  
ii. Identify key staff in Midwifery services to take plans forward 
iii. Initiate research capacity development programme  

Year two i. Submit grant applications to national funders with aim of achieving at least 1 at over £10k. 
ii. Support RF to draw together research group within Midwifery unit 
iii. identify potential staff for clinical academic careers for MScR with a UHCW focussed project 
iv. Support publication at 3* or above by RF and UHCW staff. 
v. Presentations: National 

Year three i. Research fellow upgrade to SRF/Reader, with view to professorial role within 5 years. 
ii. Grant income (>£100k) through applications to National or EU funders 
i. Publications ( 3 or more  x REF 3-4*) 
iii. Presentations:  International 



Child & Young person 
Mission : To foster collaboration between UHCW and Coventry University to enhance the Trust’s research profile in terms 
of health and well being of children, young people and their families.  
Key research areas: Children, Young People and Families; Acute and Complex Care; Improved care and treatment 
pathways; New service models of delivery; Transition across services (to community and across NHS Hospital Trusts); 
Patient choice and voice; Specialist services such as A&E; advancing skills and improving training; improving health 
outcomes of children and young people  

Key Personnel : Carmel McCalmont UHCW; Professor Jane Coad (Centre for Children and Families Applied 
Research - CCFAR)  
Sue Ellis ; Dr Kate Blake  

Year One  i. Develop the Strategic partner – Coventry university (Professor Jane Coad Hon Contract)  
ii. Meeting with Key personnel  as above to agree action plan and outputs. Submit to Trust Board.  
iii. Identify key staff in children’s services to take plans forward  

Year two i. Develop post holder linking CCFAR and UHCW  
ii. Increase research capacity with key staff undertaking MScR 
iii. 1 x Collaborative grants from national Research funds 
iv. Publications ( 2 x REF 3*) 
v. Presentations (National) - sharing model and project work  
vi. Monitor and feedback on achievements  

Year three i.  Monitor and measure Outputs achieved and impact  
ii. Support for RF to develop profile and upgrade to SRF / Reader 
iii. Work towards full professorial unit status within 5 years 
iv.  2 x Collaborative grants from national Research funds 
v.  Publications (3+ x REF 3/4*) 
vi.  Presentations (National and International)  



Cancer & Oncology 
Mission :Development of professorial unit for Cancer Care with sustainable grant income 
 
Key research areas: Telehealth, Symptomatic Care (thrombosis, alopecia. Nausea and vomiting) 

Key Personnel : Professor Annie Young, Catherine Bailey Internship, Azar Arif HCSW for telehealth 
Arden Cancer Network 

Year One To build oncology research team 
Deliver on 3 nurse/AHP research projects. 
Presentation x 2  
Publications x 2 

Year two Develop staff along the clinical Academic Pathway 
Additional 3 nurse/AHP led projects 
2x grants from national research funds (.£500K) 
Publications (2x REF 3*) 
Presentations (4 national and 4 international) 

Year three Sustainable grant income (£500k per annum) 
Publications (4xREF 3*-4*) 
National Advice Centre for research findings 
Presentations national x4 international x4) 



Older person, dignity & dementia 
Mission : To undertake research to improve dignity within care for the older person and / or those with dementia. 
 
Key research areas: Falls in the hospitalised older, improving self-management skills in people with recently diagnosed 
dementia, activities management of patients with dementia, Care bundles, therapeutic interventions 

Key Personnel : Gillian Arblaster UHCW/Profs Guy Daly, Jason Powell and Howard Davis, Dr Malcolm Fisk, Susan 
Leonard –Wesson,  Katherine Wimpenny, members of the Health Research: People, Policy and 
Practice Applied Research Group led by Prof Gill Furze, including Vicky Kean,  

Year one i. Identify key staff in Older People’s services to take plans forward, and work with them to develop 
research theme to improve care older people 

ii. agree action plan and outputs.  
iii. Honorary contract  at UHCW for Gill Furze 
iv. Evaluation Care Bundles 
v. Systematic review falls 

Year two i. Identify those with potential for clinical academic careers and increase their research capacity via 
MScR  degree with a UHCW focussed project. 

ii. Grant applications which include joint posts, aim to achieve at least 1>£0K.  
iii. Grant applications to national funder which will include joint posts. 
iv. Publications x 2 
v. Presentations x2 National 

Year three i. Clinical staff with an honorary CU research post and registered for a PhD 
ii. Senior Research Fellow/Reader Gerentology 
iii. Recognition of Level 3 Unit 
iv. 2x 3* papers 
v. Grant applications (national/EU) with aim of gaining >£50k 
vi. International presentations 
vii.Increased % research active N&AHPs at UHCW 



Workforce innovation 
Mission : Through collaborative research, including practice development initiatives, engage in projects that develop and 
enhance workforce innovation through the whole career framework; healthcare support worker to advanced practitioners 
Key research areas: Advancing practice, Role Development , Assistant Practice 

Key Personnel : Professor Radford/Gillian Arblaster UHCW/Steve O’Brien, Sarah Baxter/ Alastair Gray Coventry 
University 

Year one i. Identify key staff to take plans forward, and work with them to develop research theme  
ii. agree action plan and outputs.  
iii. Consider Joint appointments 
 

Year two i. Advanced Practitioners  registered for Professional Doctorate/PhD 
ii. Grant applications to National  Funders  
iii. Publications x2 
iv. National Presentations x2  

 

Year three i. Monitor and measure Outputs achieved and impact 
ii. Joint research fellow post  
iii. 2 x Collaborative grants from national Research funds 
iv. Publications (3-4 x REF 3/4*) 
v. Presentations (National and International)  
 



Healthcare technology 
Mission: In collaboration with Coventry University and the Health Design Technology Institute (HDTI), develop a HT 
innovation ward, where novel technologies are evaluated and trialled within a real clinical environment is a key aim of the 
CARE programme.  
Key research areas: Development and evaluation of Telehealth / Telecare / Apps and Serious Games.  

Key Personnel : UHCW /Simon Fielden (Director HDTI), Gill Ward / Darren Awang (OTs), Dr Malcolm Fisk.  

Year One i. Identify key staff in from HDTI and Health Technology ward  to take plans forward,  
ii. agree action plan and outputs. Submit to Trust Board. 
iii. develop a grant application for telehealth / telecare, and include a joint post.  

Year two i. Identify staff with potential for clinical academic careers for an MScR  degree with a UHCW 
focussed project. 

ii. Grant applications to national / EU funders for telehealth / telecare / App development. 
iii. 1x3* Publication 
iv. Presentations: National 

Year three i. Joint grant funded post to upgrade to SRF/Reader  
ii. Increased % research active N&AHPs at UHCW 
iii. Level 2 Unit 
iv. 3-4 x grant applications (national/EU), at least one >£1m 
v. International presentations 
vi. Publications 3+ x 3-4* papers 



Key Achievements 
Duration of anticoagulation therapy in SELECTeD patients with advanced cancer at risk of 
recurrence of Venous Thromboembolism 

£980,236 

Evaluation of Health buddy £24,267 

The development and trial of two programmes of rehabilitation for cancer patients £246,000 

Evaluation of dementia care bundle in practice £20,000 

Evaluation Advanced Practice Roles £27,000 

International RAAK (Holland) Best Practice £340,000 

Exploring potential barriers and solutions to delivering quality diabetes care to people from ethnic 
minority groups 

£120.803 

The implementation, trialling and evaluation of educational intervention components for pre dialysis 
patients with established renal failure 

£53,235 

The effects of cardiac rehabilitation exercise training on cardiac function £31,977 

Delivery of standardised self management at the time of discharge after an acute exacerbation of 
COPD – is it effective 
 

£74,050 

Carer and patient led development for people with dementia from hospital discharge to community 
understanding what is important 

£231,615 

Improvements in the management of preterm labour £121,568 

Molecular diagnosis of embryo viability £124,088 

Total £2,394,831 



Previous research participation 
2012-13 
• ‘Developing Best Practice in care for older people with special needs’ 
     UHCW, BCU, Saxion University,  Zojiin, Orlis 
 
• ‘Evaluation of Coventry University Depression and anxiety Support  (CUDAS)-’ 
     UHCW Gastroenterology and Coventry University 
 
• Educational tools and apps for midwifery care e.g shoulder Dystocia, breech  
    Delivery  
    UHCW and Coventry University 
 
• Implementation care bundles – ASKIN, Falls  
    UHCW 
 
2011-12 
• ‘Neonatal Unit Clinician Assessment (NUCAT) and e portal’ 
     UHCW and Coventry University. 
 
 

 



Previous research participation 
2010-2012 
RAAK International Programme 
“Best Practice in Orthopaedics” 
Enschede, Saxion University/Birmingham City University 
 
2011 
“Developing a high performance support worker in acute care” 
University of Oxford/NIHR 
 
2009 
“CONSTRUCT Trial” 
 University of Wales 
“Cultural Issues and Organisational issues around patient safety” 
 Middlesex University 
‘‘Evaluation of the implementation of Advanced Clinical Nurse Practitioner 
  Hospital of St Cross’’ 
  UHCW 
 
 



    Summary 

University Hospital Coventry and Warwickshire NHS trust is 
a major Teaching Hospital in the West Midlands. The 
mission of the organisation is to Care, Achieve and Innovate 
which encapsulates the ethos to meet the needs of the 
patients, staff and wider community by delivering high 
quality, efficient services within a framework of research 
and education.  UHCW has made a strategic aim to do this 
through research and innovation. 
 
This document sets out a vision to develop collaborative 
nursing, midwifery and AHP research with partner HEIs. The 
strategic themes for Nursing, Midwifery and AHP research 
have been identified as: 

 
–Women's Health & Maternity 
–Child Health  
–Cancer and Oncology   
–Older person, Dignity & dementia 
–Workforce innovation 
–Health technology in clinical practice 

 

  
 

 
 

  

University Hospital Coventry and Warwickshire NHS trust 
wishes to align its ambitions to those of HEIs with an 
interest and passion in developing world class research 
programs. 
 
In doing so , a strategic partnership can be developed for 
the benefit of patients, researchers and organisations.   
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Contact details: 
 
Professor Mark Radford 
Chief Nursing Officer 
University Hospital Coventry & Warwickshire NHS Trust 
Clifford Bridge Road 
Coventry  
CV2 2DX 
 
Email : mark.radford@uhcw.nhs.uk 
Tel: 024 7696 4000 



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

2 October 2013

Trust board/templates/header sheet (public) version 6 – August 2011

Subject: Audit Committee Meeting Report – 8 July 2013
Report By: Mr T Robinson, Non-Executive Director
Author: Mrs G Nolan, Chief Finance Officer
Accountable Executive Director: Mrs G Nolan, Chief Finance Officer

GLOSSARY

Abbreviation In Full
BAF Board Assurance Framework
E-Rostering Electronic Rostering
FM Facilities Management
PDR Personal Development Review
SOs Standing Orders
SFIs Standing Financial Instructions
SoRDs Scheme of Reservation and Delegation

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 Audit Committee meeting agenda for 8 July 2013 and of any key issues or decisions
arising from the meeting.

SUMMARY OF KEY ISSUES:

ACTIONS FROM PREVIOUS MEETING/ACTION MATRIX – HEALTH TOURISM UPDATE
An update on progress made in regard to the current status of health tourism compliance within the Trust.
The Committee noted the report and agreed to receive a further update in February 2014.
INTERNAL AUDIT – PROGRESS REPORT
The Progress Report was presented to the Committee which summarised the work of Internal Audit for the
period to 30 June 2013. The Committee noted the contents of the report.
INTERNAL AUDIT REPORTS
A number of internal audit reports were presented as follows:
 End of Year BAF Report
 Nurse Bank Review
 Charitable Funds
 Agency Staffing Review
 E-Rostering Follow Up
 Data Quality – PDR/Appraisals
 Data Quality – Sickness
 ISS Soft FM Retained Staffing Review
 Financial Management
 Coventry and Warwickshire Pathology Services Year End Report
 Coventry and Warwickshire Pathology Services – Mandatory Training
 Coventry and Warwickshire Pathology Services – Consultant Appraisals
 Coventry and Warwickshire Pathology Services – Accountability Agreement Review
 Coventry and Warwickshire Pathology Services – Financial Systems
EXTERNAL AUDIT - PROGRESS REPORT
An update on the work of External Audit since the last meeting of the Audit Committee was presented. The
Committee noted the report.
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EXTERNAL AUDIT – QUALITY ACCOUNTS
PricewaterhouseCoopers, as the Trust’s External Auditors, are required to undertake work on the Quality
Account under the Audit Commission’s Code of Practice. The report was presented which outlined the findings
of the External Auditors, together with recommendations for improvement. The Committee noted the report.
COUNTERFRAUD MATTERS – NHS PROTECT – STANDARD FOR PROVIDERS 2013/14
The report informed the Committee of the recently issued standards for providers by NHS Protect with regard to
anti-fraud and corruption work and their related assurance and assessment processes. The Committee noted
the report and agreed that an action plan should be submitted for consideration by the Committee at the
September meeting.
REVIEW/APPROVAL FUNCTIONS – LOSSES AND SPECIAL PAYMENTS
The report informed the Committee of the losses and special payments made for the period 1 April 2013 to 30
June 2013. The Committee noted and approved the Losses and Special Payments report.
REVIEW/APPROVAL FUNCTIONS – DEBT WRITE-OFFS
The report provided a schedule of outstanding debts which the Trust has been unable to collect. The
Committee approved the write off of the uncollectable debt.
OVERALL GOVERNANCE ARRANGEMENTS – REVIEW OF SOs/SFIs/SoRD
It is good practice to review the Trust’s Standing Orders, Standing Financial Instructions and the Scheme of
Reservation and Delegation at least annually. A recent review was undertaken which indicated that a number
of proposed amendments are required which were set out in the report presented. The Committee reviewed
the proposed changes and recommended their submission to the Trust Board for approval.
ADMINISTRATIVE MATTERS – REVIEW OF BOARD COMMITTEES’ ANNUAL REPORTS –
REMUNERATION COMMITTEE
As part of the Audit Committee’s responsibility to review the Trust’s overall governance arrangements, the
Annual Report of the Remuneration Committee was presented for consideration. The Committee reviewed and
noted the Annual Report for 2012/13.

SUMMARY OF KEY RISKS:

No key risks were identified.

RECOMMENDATION / DECISION REQUIRED:

The Board is asked to review and accept the minutes of the Audit Committee held on 8 July 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 09.09.13

DATA QUALITY:

Data/information Source:
Data Quality Controls:
Data Limitations:
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Subject: Mitigating the Impact of a Reduced Number of Non-Executive Directors
Report By: Moosa Patel, Interim Director Corporate Affairs
Author: Moosa Patel, Interim Director Corporate Affairs
Accountable Executive Director: Andy Hardy, Chief Executive Officer

GLOSSARY

Abbreviation In Full
NED Non-Executive Director

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

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

Title NA
Approx. Length NA

PURPOSE OF THE REPORT / PRESENTATION:

To provide members of the Trust Board with an update on the actions being taken currently to mitigate the
impact of a reduced number of Non-Executive Directors on the Trust which prevailed until the 1 October 2013
and to approve a number of recommendations.

SUMMARY OF KEY ISSUES:

As a result of NED departures and terms of office ending simultaneously, the Trust was until the 1 October
2013 in a position where it held a number of NED vacancies.

For a period of time, this position created a number of potential issues and these are set out in the attached
paper, along with the actions taken to mitigate them.

The appointment on the 1 October 2013 of two new substantive NEDs has significantly resolved these issues.

SUMMARY OF KEY RISKS:

Potential quoracy difficulties for Board and Committee meetings of a reduced number of NEDs until the 1
October 2013.

Pressure on a reduced number of NEDs to provide effective scrutiny, challenge, monitoring and oversight until
the 1 October 2013.

A reduced number of NEDs potentially had an impact on the quality of overall decision making by the Board
and its Committees until the 1 October 2013.

A reduced number of NEDs could potentially have slowed down the strategic development of the Trust, or the
deferring of any significant decisions on strategic developments.

A reduced number of NEDs had the potential to create an imbalance between NEDs and Executive Directors
on the Board until the 1 October 2013.

The reduced number of NEDs had the potential to impact on the serving NED’s ability to fulfil their wider roles
and responsibilities until the 1 October 2013.
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RECOMMENDATION / DECISION REQUIRED:

The Board is asked to:

Note the current position, and receive assurance from the actions taken to address and mitigate that situation.

Note the position regarding the membership of the Audit Committee at the present time until new NED
portfolios are agreed.

Retrospectively approve the decision of the Acting Chair to appoint Trevor Robinson as a member of the
Quality Governance Committee until new NED portfolios are agreed.

Note that the Interim Director of Corporate Affairs will work with the Acting Chairman and the new Trust
Chairman when they are in post, to ensure robust succession planning arrangements are in place, to mitigate
such a scenario emerging in future.

Note that the risk register and Board Assurance Framework will be amended to reflect these actions.

IMPLICATIONS:

Financial: None identified
HR / Equality & Diversity: None identified
Governance: Several and these are set out in the paper
Legal: None identified

REVIEW:

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

DATA QUALITY:

Data/information Source: N/A
Data Quality Controls: N/A
Data Limitations: N/A
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University Hospitals Coventry and Warwickshire NHS Trust

Board Briefing Paper: Mitigating the Impact of a Reduced Number of
Non Executive Directors

1. Background

1.1 The UHCW NHS Trust Board comprises a total of twelve Directors,
which is made up of six Non Executive Directors (NEDs) plus the
Chairman and five voting Executive Directors, including the Chief
Executive.

1.2 As a result of NED departures and terms of office ending
simultaneously, the Trust was until the 1 October 2013 in a position
where it held two NED vacancies.

1.3 The Chairman role is currently vacant. Nick Stokes is currently fulfilling
the role of Acting Chairman until a permanent appointment is made. At
the stage when a permanent Trust Chairman is appointed, Nick Stokes
will step down from the Trust Board, creating a further NED vacancy.

2. Key Impacts of the Current Position

2.1 The most obvious impact of the position that prevailed until the 1
October 2013 was that it left open the potential for quoracy difficulties
for Board committee meetings. The membership of Board committees
during this period and quoracy requirements are shown below.

Board
Committee

NED Committee
Membership

Quoracy Arrangements

Finance and
Performance
Committee

Samantha Tubb (Chair)
Trevor Robinson

The quorum necessary for the
transaction of business shall be three
members, of which one must be a NED
and at least one must be an Executive
Director

Audit
Committee

Trevor Robinson
(Chair)
Nick Stokes

The quorum necessary for the
transaction of business shall consist of
at least two NEDs

Quality
Governance
Committee

Nick Stokes (Chair)
Peter Winstanley
Trevor Robinson (co-
opted during this
period)

To be quorate, at least half of the total
number of the members of the
Committee must be present, including
at least one of the Executive Directors
and one of the NEDs

Remuneration
Committee

Nick Stokes (Chair)
Samantha Tubb
Peter Winstanley
Trevor Robinson

The quorum necessary for the
transaction of business shall be three
members, of which one will be the
Committee Chairman or Deputy-
Chairman

Charitable
Trustee
Board

Nick Stokes (Chair)
Samantha Tubb
Peter Winstanley
Trevor Robinson

A quorum will consist of at least four
members, of which at least one must be
a NED and at least one must be an
Executive Director
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2.2 A further, perhaps less visible but nevertheless significant impact of the
situation that prevailed until the 1 October 2013 is that it placed greater
pressure on a reduced number of NEDs to provide effective scrutiny,
challenge, monitoring and oversight.

2.3 The reduced number of NEDs during this period could potentially have
had an impact on the quality of overall decision making by the Board
and its committees, though measuring this in any objective manner
would be difficult to do so.

2.4 The position that prevailed also had the potential to slow down the
strategic development of the Trust, or the deferring of any significant
decision on strategic developments.

2.5 The position that prevailed also created an imbalance between NEDs
and executive directors on the Board, which almost all corporate
governance guidance, whether aimed at the public or commercial
sector, strongly counsels against, as it creates the potential for an
individual or a small group of individuals to dominate the decision
making processes of the Board.

2.6 Finally, it is important to note that NEDs fulfil a wide range of roles
beyond sitting on the board and its committees, such as chairing
consultant appointment panel’s, and the reduced number of NEDs
during this period had the potential to impact on wider roles and
responsibilities of the serving NED’s.

3. Key Actions Taken to Mitigate the Current Position

3.1 The Acting Chairman and CEO have been working closely with the
NHS Trust Development Authority to resolve this position.

3.2 Interviews for the two vacant NED posts were held on the 23 August
2013 and two new NEDs have been appointed – taking up post at the
beginning of October 2013.

3.3 Following an initially unsuccessful campaign to recruit a new Trust
Chairman in July 2013, the post of Chairman was again advertised by
the NHS Trust Development Authority. The interviews for this post
were held in late September 2013 and the outcome of the recruitment
process is awaited.



3

3.4 In preparation for when a further NED vacancy arises upon the
departure of Nick Stokes, the Trust was given the agreement by the
NHS Trust Development Authority to identify a third NED on the 23
August 2013. This has happened and, at the appropriate juncture, this
will be a decision that the new Trust Chairman will need to take. If they
recommend that person to the NHS Trust Development Authority, then
the NHS Trust Development Authority will use the flexibilities available
to them to make the individual a Trust NED, without the need for a
further recruitment process.

3.5 Over and above these actions, Board and Committee meeting dates
were scrutinised by the lead directors for each committee and by the
Interim Director of Corporate Affairs to ensure quoracy did not become
an issue for any of these meetings.

3.6 As a consequence, the current Acting Chairman, Nick Stokes, is
currently a member of the Audit Committee, until new NED portfolios
are agreed. This arrangement has also ensured that quoracy is not an
issue for this key Committee. At its meeting on 9 September 2013, the
Committee noted that, in ordinary circumstances, the Trust Chairman
would not be eligible to be a member of the Audit Committee. However
it also noted that in this situation the Trust Chairman is fulfilling the role
on a temporary basis and that he was as a Non Executive Director,
previously a member of the Audit Committee. Consequently, the risks
of the Audit Committee not being quorate was deemed to be a far
bigger governance risk and the Committee, therefore, acknowledged
the issue and engaged both the views of the internal and external
auditors. Both internal and external auditors have supported these
temporary arrangements, noting it was important they were
documented, which this paper does.

3.7 In order to address quorum issues on the Quality and Governance
Committee, a decision was taken at the June 2013 board meeting
informally (but not formally recorded in the minutes) that Trevor
Robinson would become a member of the Committee, until new NED
portfolios are agreed. To ensure this arrangement was placed on a
firm footing, the Acting Chairman, outside of the normal Board meeting
cycle, on 28 August 2013 confirmed that Trevor Robinson became a
member of the Committee in June 2013. To ensure good governance,
the Board is asked, at this stage, to approve formally the decision
taken by the Acting Chairman outside of the formal Board meeting
process.
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3.8 The content of Board agendas has also been closely monitored by the
CEO and Interim Director of Corporate Affairs to ensure that they are
being carefully managed to ensure they do not become overloaded. At
the same time, the Chief Officers Group reviewed any areas of
significant strategic impact on the Trust that needed to be placed on
the Board agenda during this period, and where they needed to be,
measures were established, such as focused board seminar sessions
on specific topics, to ensure NEDs were fully briefed before hand to
enable them to discharge their scrutiny and monitoring role
appropriately and effectively.

3.9 Finally, this matter was identified on the Trust risk register and board
assurance framework, given its importance and has been closely
managed by the CEO and Interim Director of Corporate Affairs until it
resolved.

4. Conclusion

4.1 The Board is asked to:

4.1.1 Note the current position, and receive assurance from the actions
taken to address and mitigate that situation.

4.1.2 Note the position regarding the membership of the Audit Committee at
the present time until new NED portfolios are agreed.

4.1.3 Retrospectively approve the decision of the Acting Chair to appoint
Trevor Robinson as a member of the Quality Governance Committee
until new NED portfolios are agreed.

4.1.4 Note that the Interim Director of Corporate Affairs will work with the
Acting Chairman and the new Trust Chairman when they are in post, to
ensure robust succession planning arrangements are in place, to
mitigate such a scenario emerging in future.

4.1.5 Note that the risk register and Board Assurance Framework will be
amended to reflect these actions.

Andy Hardy
Chief Executive Officer

Moosa Patel
Interim Director of Corporate Affairs

24 September 2013
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GLOSSARY:

Abbreviation In Full

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

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

Title NA
Approx. Length NA

PURPOSE OF THE REPORT / PRESENTATION:

In line with best practice the Remuneration Committee is required to review and approve its terms of reference
annually.

The Remuneration Committee discussed and agreed its terms of reference at its meeting on 8th May 2013.
They were subsequently presented to the June 2013 Trust Board meeting for annual review and approval.

There were nevertheless a number of areas within the draft terms of reference which required review and
amendment against best practice and to ensure consistency with national guidelines. This work has been
undertaken by the Interim Director of Corporate Affairs and the revised draft terms of reference are now being
passed to the Trust Board for annual review and approval, having been presented to the Remuneration
Committee on the 28 August 2013.

SUMMARY OF KEY ISSUES:

The terms of reference attached, reflect best practice as defined by:

 ICSA guidance on terms of reference for Remuneration Committees
 Governing the NHS: A Guide for Boards
 The Trust Standing Orders
 The Healthy NHS Board 2013: Principles for Good Governance
 NHS Employers guidance for employers within the NHS on the process for making severance payments to

senior managers

There are no material changes to the terms of reference from those presented to the Trust Board in June
2013, other than a small number of amendments which are marked in red.

Currently the Trust does not have a separate Nominations Committee, however, if the Trust is successful in its
endeavours to become a NHS Foundation Trust it will formally establish a Nominations Committee once
licensed, which will be sit alongside the Trust Remuneration Committee.
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SUMMARY OF KEY RISKS:

Up to date terms of reference are required as part of the Board Governance Assurance Framework and will
form a part of the Trust Integrated Business Plan.

RECOMMENDATION / DECISION REQUIRED:

Remuneration Committee ask the Trust Board to approve the revisions to the terms of reference.

IMPLICATIONS:

Financial: The Remuneration Committee will determine the remuneration and terms of
service for voting Executive Directors of the Trust. This will include:

 All aspects of salary, including any performance related elements and bonuses
 Provisions for other benefits, including pensions and lease cars
 Arrangements for termination of employment, including the terms of any

compensation package and other contractual terms
HR / Equality & Diversity: As above
Governance: Formal sub-committee of Trust Board with delegated powers as defined within the

Trust Scheme of Delegation.
Legal: NA

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee NA Remuneration Committee August 2013
Finance and Performance Committee NA Executive Meeting NA
Audit Committee NA

DATA QUALITY:

Data/information Source: NA
Data Quality Controls: NA
Data Limitations: NA
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Remuneration Committee
Terms of Reference

1. Purpose

1.1 The Remuneration Committee is one of only two statutorily required committees
within the Trust. 1, 2

1.2 The Committee is responsible for determining the Trust policy on voting Executive
Director remuneration, and the specific remuneration packages of each Executive
Director, including compensation payments in the event of early termination. 1, 2

2. Membership

2.1 The Committee will be made up of the Non-Executive Directors of the Trust, and will
include the Chairman and Deputy-Chairman of the Trust Board and the Senior
Independent Director.

2.2 The Chief Executive Officer, Director of Corporate Affairs and Chief HR Officer will be
available to be in attendance at all meetings of the Committee at the discretion of the
Committee Chairman, dependent on the nature of the business to be discussed.

2.3 Additional colleagues will be invited to attend for specific items on the agenda, as and
when required.

2.4 Members should attend as many meetings as possible, and where unable to attend
should submit their apologies in advance of the meeting. Members will be required to
attend a minimum of half of all scheduled meetings per year.

3. Chairman

3.1 The Committee will be chaired by the Trust Chairman and in his absence the Deputy
Chairman.

4. Secretariat

4.1 The Director of Corporate Affairs, 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 will be the Committee Chairman or Deputy-Chairman.

6. Frequency of Meetings

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

6.2 The Committee Chairman may call ad hoc meetings as appropriate.
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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 Committee Chairman.

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

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

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

9. Minutes of Meetings

9.1 The 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 Committee Chairman within one week
of the meeting occurring, and shall be circulated promptly to all members of the
Committee thereafter.

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 Committee will determine on behalf of the Trust the appropriate remuneration
and terms of service for voting Executive Directors of the Trust. 1, 2

10.2 This will include:

 All aspects of salary, including any performance related elements and
bonuses

 Provisions for other benefits in kind, including pensions and lease cars
 To advise on, and oversee, appropriate contractual arrangements for such

staff including the proper calculation and scrutiny of termination payments
taking account of such national guidance and legal advice as is appropriate. 3

10.3 In discharging this responsibility the Committee will take into account independently
sourced benchmark information e.g. NHS Boardroom Pay Report (Income Data
Services Ltd), Hay Group, Foundation Trust Network, Association of United Kingdom
University Hospitals (AUKUH), Capita etc.
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10.4 The Committee will consider other NHS pay frameworks such as the Very Senior
Mangers and Agenda for Change annual pay reviews when awarding inflationary
uplifts.

10.5 The Committee will have retrospective oversight of all salaries within the Trust
exceeding £100,000 (excluding clinicians who only hold a consultant contract). The
setting of the terms and conditions for staff on spot salaries, including the award of
any annual uplifts, is delegated to the Chief Executive Officer, taking into
consideration national policy and locally defined pay awards of voting Executive
Directors.

10.6 The Committee will review and approve the remuneration report for voting Executive
Directors prior to inclusion in the annual report and the AGM.

10.7 Annually, the Committee will receive a report from the Chief Executive Officer on the
performance objectives and appraisal of individual Executive Directors.

10.8 The Committee will receive reports for proper calculation and scrutiny of all
termination payments to senior managers (defined as the Chief Executive Officer or
any director who reports to the Chief Executive Officer, whether or not they are an
Executive Member of the Board), including compromise agreements, which fall
outside of contractual terms. In discharging this responsibility the Committee should:

 Satisfy itself that it has the relevant information to make a decision

 Conscientiously discuss and assess the merits of the business case

 Consider the payment or payment range being proposed and address whether it
is appropriate, taking into account the issues set out under initial considerations.
The Committee should only approve such sum or range which it considers value
for money, the best use of public funds and in the public interest

 Keep a written record summarising its discussions and its decision (remembering
that such a document could potentially be subject to public scrutiny in various
ways e.g. by the Public Accounts Committee. 3

11. Reporting Responsibilities

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

11.2 The Committee will prepare an annual review of the performance, function and
effectiveness of the Committee, which will include an assessment of compliance with
its terms of reference, report on attendance disclosures, key decisions made, work
undertaken in relation to the forward work plan and future developments for
forthcoming year. This review will be prepared by the Secretary on behalf of the
Committee Chairman and presented to the Committee for agreement and to the Audit
Committee for approval.
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12. Authority

12.1 The 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 Committee is authorised by the Trust Board to investigate any activity within its
terms of reference.

12.3 The Committee is authorised to seek any information it requires from employees and
all employees are directed to co-operate with any request made by the Committee.

12.4 The Committee is authorised to obtain outside legal or other independent professional
advice from those with relevant experience, if it considers this necessary to enable it
to effectively discharge its duties.

References
1 NHS Leadership Academy (2013) The Healthy NHS Board 2013; Principles for Good
Governance.
2 Department of Health and NHS Appointments Commission (2003). Governing the NHS; A
guide for Boards.
3 NHS Employers guidance for employers within the NHS on the process for making
severance payments to senior managers (April 2013)

Approval
 Outline Terms of Reference were discussed at the Remuneration Committee meeting held

on 28 May 2009.
 These detailed Terms of Reference were approved at the Trust Board meeting and

incorporated into Standing Orders on 25 November 2009.
 Version 2.1 of the TOR considered by the Remuneration Committee meeting on 20 May

2010
 Version 3 of the TOR were approved by Trust Board at its meeting on 26 May 2010
 Version 3.1 of the TOR were agreed by Remuneration Committee on 12 May 2011
 Version 4.0 approved by Trust Board on 28 September 2011.
 Version 4.1 draft TOR discussed at Remuneration Committee meeting on 7 June 2012.
 Version 5.0 approved by Trust Board at its meeting on 27 June 2012.
 Version 5.1 draft TOR agreed at Remuneration Committee meeting on 8 May 2013 and

presented to Trust Board for approval 26 June 2013.
 Version 6.1 draft TOR presented to the Remuneration Committee – 28 August 2013 and

presented to the Trust Board for approval September 2013

Review date: May 2014
Version number: V6.1
Author: Interim Director of Corporate Affairs



5

Appendix 1 to Terms of Reference - Nominations Committee

If the Trust is successful in its bid to become a Foundation Trust it will formally establish a
Nominations Committee, which will be sit alongside the Remuneration Committee.

The Nominations Committee will be responsible for:

 Regularly reviewing the structure, size and composition of the Board of Directors and
make recommendations for changes where appropriate

 Giving full consideration to succession planning, taking into account the challenges and
opportunities facing the NHS Foundation Trust and the skills and experience required by the
Board

 Overseeing the nomination process for the identification and nominations of executive
and non-executive directors

 Evaluating the balance of skills, knowledge and experience on the board and, in the light
of this evaluation, prepare a description of the role and capabilities required for a particular
appointment of both executive and non-executive directors, including the chairman of the
foundation trust.

The chairman of the foundation trust or an independent non-executive director should chair
the Nominations Committee. The chairman of the foundation trust shall not chair the
committee when it is dealing with the matter of succession to the chairmanship, and shall not
participate in discussions concerning their performance or possible re-appointment.

The governors are responsible at a general meeting for the appointment, re-appointment and
removal of the chairman of the foundation trust and the other non-executive directors. They
should agree with the Nominations Committee a clear process for the nomination of a new
chairman of the foundation trust and non-executive directors. Once suitable candidates have
been identified the Nominations Committee should make recommendations to the board of
governors.

A separate section of the annual report should describe the work of the Nominations
Committee, including the process it has used in relation to Board appointments.

Please note that the above represents a very brief summary of the role and remit of the
Nominations Committee. At the relevant juncture, full terms of reference will need to be drawn
up using the Institute of Chartered Secretaries Guidance Note 100629 - Specimen terms of
reference – NHS Foundation Trust Non-Executive Directors Nomination Committee (June
2010) as a starting point.



Trust Board Work Programnme (Private Session)

Report Private Exec
Lead

Frequency No. Set date for in-year report? Report for
Noting /
Approval Jan Feb Mar Apr May Jun Jul Sept Oct Nov

Delivery of Action Plans from External Reviews Private AH Quarterly 4 Jan, Mar, Jun, Sept Approval √ √ √ √
Work Programme Private AH Monthly 10 Monthly Noting √ √ √ √ √ √ √ √ √ √
Board and Committee fit for purpose review Private AH Annual 1 Nov Approval p √
Clinical negligence, personal injury and ET claims report Private AH Bi-annual 2 Mar, Sep Noting √ √
Coventry and Rugby Hospital Company Board to Board* Private AH Twice Yearly 2 Mar / Oct Noting √ √
NHS Coventry Board to Board* Private AH Annual 1 As required Noting

Trust Strategy, Values and Objectives - Strategic Plan 2009 - 2015 (IBP) Private AH Quarterly 4 Jan, Apr, Jul, Oct Approval √ √ √ √
Annual Plan Private DE Annual 1 Mar Approval √
Major Incident Planning / Emergency preparedness Annual Report Private DE Annual 1 Oct Approval √
Safeguarding Children, Young People & Child Protection & Vulnerable Adults Report Private MR Annual 1 Sept Noting √
Adoption of Annual Report and Accounts (including Annual Governance Statement and Quality Account) Private GN Annual 1 June (EO meeting) Approval √
Annual Audit Letter Private GN Annual 1 Sept Noting √
Constitution (Review SOs, SFIs and Scheme of Delegation) Private GN Annual 1 November Approval √
Extra Ordinary Trust Board Meeting minutes to sign off accounts Private GN Annual 1 June Approval √
National Staff Attitude and Opinion Survey Results Private IC Annual 1 May Noting √
Update from the Dean Private N/A Quarterly 4 Jan, Apr, Jul, Oct Verbal √ √ √ √
Audit Committee Annual Report* Private NED Annual 1 Sept Noting √
Draft Audit Committee Minutes of Meeting Private NED 6 times per

year
6 As required Approval √ √ √ √ √ √ √ √ √ √

Draft Finance & Performance Minutes of Meeting Private NED 8 times per
year

8 As required Approval √ √ √ √ √ √ √ √ √ √
Draft Quality Governance Minutes of Meeting Private NED 10 times per

year
10 Monthly Approval √ √ √ √ √ √ √ √ √ √

Remuneration Report Private NED Twice Yearly 2 Jan & Jun Approval √ √
Board Assurance Framework Private MP Bi-annual 2 Jan, Jun Approval √ √
CQC Registration report Privare MP Annual 1 May Approval √
IG Toolkit Submission Private MP Annual 1 March Approval √
Quality Account Private MP Annual 1 EO TB June Approval √
Risk Register Report Private MP Quarterly 4 Jan, Apr, Jul, Oct Approval √ √ √ √
Number of Reports 58

Page 1 Enc 19 - Work Programme and Rationale 08 10 10 JG41



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 GN Simon Reed Monthly 10 Jan, Feb, Mar, Apr, May, Jun, Jul, Sep, Oct, Nov Approval √ √ √ √ √ √ √ √ √ √
Integrated Performance Report and Dashboard Public 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 √ √
PLACE Report Public IC Lincoln Dawkin Annual 1 September 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 June 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 11 11 13 11 12

Page 2 Enc 19 - Work Programme and Rationale 08 10 10 JG41


	Enc 0 - AGENDA SEPTEMBER 2013 (PUBLIC).pdf
	Enc 1 - DRAFT - Public Minutes - 31 July 2013.pdf
	Enc 2 - DRAFT July 2013 - Public Action Matrix.pdf
	Enc 3 - Chairman's report  2013.pdf
	Enc 4 - TB Committee Integrated Performance Report Header Sheet M5.pdf
	Enc 4.1 - IPR_September_2013 FINAL.pdf
	Enc 5 - Trust Board-PMR Report Aug-13 (V1 0).pdf
	Enc 5.1 - August 13_1.  OVERSIGHT_  Self-certification Compliance Monitor (Monthly)  APPENDIX A.pdf
	Enc 5.2 - August 13_2.  OVERSIGHT_  Self-certification Board Statement (Monthly) APPENDIX B.pdf
	Enc 5.3 - 22 - PMR August 2013 (V1.0).pdf
	Enc 6 - Board Report PLACE - Sept 2013.pdf
	Enc 6.1 - Appendix 1 - PLACE 09092013.pdf
	Enc 7 - Trust Board Header Sheet_Francis Update 25_09_2013_[02_10_2013]_final.pdf
	Enc 7.1 - Francis et al_ report_trust board_ september 2013_final.pdf
	Enc 8 - TB Header Sheet 2nd October 2013.pdf
	Enc 8.1 - Microsoft Word - Patient Experience Annual Report 2012 2013.pdf
	Enc 9 - QIA header Sheet (Public) version 6 - 2011.pdf
	Enc 9.1 - QIA paper_v6.pdf
	Enc 9.2 - Appendix 1.pdf
	Enc 9.3 - Appendix 2a.pdf
	Enc 9.4 - APPENDIX 2b.pdf
	Enc 9.5 - Appendix 3 CIP_QIA_Sept2013.pdf
	Enc 9.6 - Appendix 4.pdf
	Enc 10 - September Public Header Sheet for July QGC.pdf
	Enc 11 - Header Report  Annual Report Non-Clinical Risk Health and Safety Risk Management.pdf
	Enc 11.1 - Risk Management Non Clinical Health and Safety Annual Report 2013.pdf
	Enc 12 - F&P Meeting Report 24.06.13.pdf
	Enc 13 - Annual Audit Letter 2012-13 Header Sheet public.pdf
	Enc 13.1 - UHCW AAL 12-13 190713.pdf
	Enc 14 - FT Header Public  2013-09CE.pdf
	Enc 14.1 - FT Project Excpetion Report to Trust Board Sept 2013.pdf
	Enc 15 - Research Header Sheet (Public) version 6 - 2011.pdf
	Enc 15.1 - NM research_UHCW_outline document-1.pdf
	Enc 15.2 - NM_research_UHCW_outline_draft plan_4 9 13.pdf
	Enc 16 - Audit Meeting Report 08.07.13.pdf
	Enc 17 -   Public Header Sheet NED PaperV2.pdf
	Enc 17.1 - Brieifng paper on NED position V2.pdf
	Enc 18 - Remuneration Committtee TOR public board header sheet.pdf
	Enc 18.1 - Remco ToR.pdf
	Enc 19 - Work Programme and Rationale 08 10 10 JG41.pdf

	Name_18TwjZLewwv9gh7I*dLqlw: Lynda Cockrill
	Email_wuq1SPmm44lJhHpoAdc3Bg: lynda.cockrill@uhcw.nhs.uk
	Telephone_D4-727Ue7zX7*8QHk0x2lw: 02476 968405
	Extension_FS18a6acl5Awgk0YmtwZ4g: 28405
	Trust_cIk3Wh2G3X5FKw2Q13WKgg: [University Hospitals Coventry And Warwickshire NHS Trust]
	SubmissionDate_wzPEyNo5iKqGpGJgfYnk5A: 30/09/2013
	ReportingYear_*PuaJn3TZrXTuOvqyS7VJg: [2013/14]
	ReportingMonth_tVqGuVvJCRofrXjeIddo*w: August
	ComplianceG4_pwGnkgztvavh*MgOJr3SXQ: [Yes]
	G4Comments_J4kvGqiOsp51gor00p*jow: 
	G4Timescale_mWRMm9DtqoQayPT-0M5NVw: 
	ComplianceG5_dQMhglNKYkQciFqHB5h0Ag: [Yes]
	G5Comments_dNwXzleVN-NANOytIzgDBg: 
	G5Timescale_wMXFXb704Wg50Lc-WT7P3Q: 
	ComplianceG7_MceUZtQdVKuvVfbLwNe7uw: [Yes]
	G7Comments_8RlNnyNjuXknBOJX2OnwsA: 
	G7Timescale_sLszImdJ1ZvCWj0P4q37Ew: 
	ComplianceG8_g4CZFfw6RdK01Yug*71KcQ: [Yes]
	G8Comments_mu76IXz1*CRd5g3m4bFeZg: 
	G8Timescale_oX4U7retOXrvmSH92DnyDw: 
	ComplianceP1_rz*dH9V2gE8fT2OeTc2kzw: [Yes]
	P1Comments_lAoyHXoWrFEJHBv6LnweZw: 
	P1Timescale_6tsCQyTSyaiGSs0jED4ZeQ: 
	ComplianceP2_iSBViRwVyLltQgJXc6Bu6A: [Yes]
	P2Comments_xEZdQAbeDD52KPBTTcSw9w: 
	P2Timescale_0SkxbjLklcQNtMzo1Ci0TA: 
	ComplianceP3_1V4ChEK2mxYcwwK-o3a1xQ: [Yes]
	P3Comments_t9vh9egQproJOqFg5EQ68A: 
	P3Timescale_vhijx8dPkJWirlyGO22kGQ: 
	ComplianceP4_gSfzXeULQkEH7Hbti8o1cg: [Yes]
	P4Comments_UDXC7WZ4zsY4UppRqjVnnw: 
	P4Timescale_TbFKU5DkeAV-F59aAofHfQ: 
	ComplianceP5_mSeOAEPizwLhb0wvTRnBfw: [Yes]
	P5Comments_exZRMs*kpi0XkHH4VI8adA: 
	P5Timescale_4IJj2SPd1nRzddiItkNgDw: 
	ComplianceC1_I0jkkgIyQq2AYxScafs35w: [Yes]
	C1Comments_tO5epX-TiS4eaoepIrn1EQ: 
	C1Timescale_m-NLpL9V*P7gqMTzXMcrPQ: 
	ComplianceC2_0P3Oq0W6c0t9r6xs7u2aiQ: [Yes]
	C2Comments_kh6nVR3xnug86AWjKrzjuQ: 
	C2Timescale_P6ex0Typx9FAdwMy-o5eTQ: 
	ComplianceIC1_FZsPqfNtjnQPX9-BXna*6A: [Yes]
	IC1Comments_oBaNuwBN7sZIoiM2NPxi7Q: 
	IC1Timescale_l3Gjl7lCcfr9rmmWQtfEJQ: 
	fc-int01-submit: 
	fc-int01-dataModelVersion: 6080
	fc-int01-dateOrder: 2
	fc-int01-statusError: 
	fc-int01-status: 
	fc-int01-generateAppearances: FALSE
	Trust_nIsxXTgya6NSSBvHxKPt2Q: [University Hospitals Coventry And Warwickshire NHS Trust]
	ReportingMonth_TC7GSpm6EWsd4GNA1EFpTw: August
	_1ClinicalQuali_4qM0awBr*Z0cT9nPfKGd6Q: [Yes]
	_1ClinicalQuali_TGgB11QmuyjAjCsg-TDR-w: 
	_1ClinicalQuali_Nw8PXkGN0MlADr74HEhEgA: 
	_2ClinicalQuali_6QriNg9Azn8IpIzF4zE*Wg: [Yes]
	_2ClinicalQuali_RXtHgpOI8BIpWuZj8VKahA: 
	_2ClinicalQuali_LwJ5ojXkZPC5bLhqOjOhLg: 
	_3ClinicalQuali_5D2zILOTNnDWpOCXilBWHg: [Yes]
	_3ClinicalQuali_7gxAVFlOOFYHDIVFJ6bAIg: 
	_3ClinicalQuali_zWriMKgSZn*cFDX27*k6TA: 
	_4FinanceCompli_t0BKnxT5GzcGXdpdXt9ing: [Yes]
	_4FinanceTimesc_9qje5ptXDuI9CNv7B36NQQ: 
	_4FinanceRespon_Yb7pQv-eAXPng7Gi*ddTVQ: 
	_5GovernanceCom_6wEt2ZpzSMtw5HR5bi*WOQ: [Yes]
	_5GovernanceTim_YEvi35imKBaI8*WXN*yQ7Q: 
	_5GovernanceRes_imHFTwp4eGnXCgg7E1FxFQ: 
	_6GovernanceCom_Kcu9yElUVrjuXQF2oCW66A: [Yes]
	_6GovernanceTim_ToK2QbieH1cqOWT1*rJCgw: 
	_6GovernanceRes_s1qCiCO4wciO8PPgz5O4FA: 
	_7GovernanceCom_PUwlyW6i*aISHo4hsnCAoA: [Yes]
	_7GovernanceTim_oVLn19gKyhYIFp0cEnKhFQ: 
	_7GovernanceRes_z4fDscsf6PjDvIfR*McFTg: 
	_8GovernanceCom_QneoJJ*pvQ-YrKKgY81LQA: [Yes]
	_8GovernanceTim_929QOerSVbjLPab2AUSZHA: 
	_8GovernanceRes_dUdTtfEqz8Lo5gYLG0quoQ: 
	_9GovernanceCom_k6Ww-t2mlhpBPDJiloBzUA: [Yes]
	_9GovernanceTim_dM0k9OhNKcip-vLpOduSLA: 
	_9GovernanceRes_4KvyN0z6PyPykuoihRTEfw: 
	_10GovernanceCo_3O0gOrDXjLb0SnIlcj9ZrQ: [Yes]
	_10GovernanceTi_M8lKAJgbIr2TzPDs5g0HLg: 
	_10GovernanceRe_RGrMR8wNWJWCN0CZhxi00w: 
	_11GovernanceCo_oRHB5fUJpH*xf43SMG9kMw: [Yes]
	_11GovernanceTi_W8RHbJq1rCkB3RYIKIurrQ: 
	_11GovernanceRe_yH7rW0ho-irf1WzWink7*A: 
	_12GovernanceCo_4bnS1-KvStsptrTK7NbXmw: [Yes]
	_12GovernanceTi_Na4m4rwSRErHxZvTMt4frw: 
	_12GovernanceRe_zdQarV3D40U8inG8p8KJYg: 
	_13GovernanceCo_i20OnnhrI6NlNLcXSHgwFw: [Yes]
	_13GovernanceTi_*rtay99FeLEfCCpOQlRHtw: 
	_13GovernanceRe_ARD7RCSQ8DYWnSJJSD80eQ: 
	_14GovernanceCo_cKG8DyirgroZn3Z9s0cNxA: [Yes]
	_14GovernanceTi_pBnBWEF3YNfju8q4mXXIbA: 
	_14GovernanceRe_egajUNaS0XSE5bOmk3LMtw: 


