
PUBLIC TRUST BOARD MEETING TO BE HELD AT 1.00 PM ON WEDNESDAY 30
OCTOBER 2013 IN ROOM 20063/64, CLINICAL SCIENCES BUILDING, UNIVERSITY

HOSPITAL, COVENTRY, CV2 2DX

PUBLIC BOARD AGENDA

ITEM TITLE BOARD
ACTION

PAPER

1 Apologies for Absence
Acting Chairman

2 Declarations of Interest
Acting Chairman

3 Minutes of Public Board Meeting
Held on the 2 October 2013
Acting Chairman

For Approval Enclosure 1

4 Trust Board Action Matrix
Acting Chairman

For
Assurance

Enclosure 2

5 Matters Arising
Acting Chairman

Verbal

6 Acting Chairman’s Report
Acting Chairman

For
Assurance

Verbal

7 Chief Executive’s Report
Chief Executive Officer

For
Assurance

Verbal

Patient Quality and Safety
8 Trust Response to Report of Francis

Inquiry and Related Documents -
Update
Chief Medical Officer

For
Assurance

Enclosure 3

9 Infection Prevention and Control
Report
Chief Nursing Officer

For
Assurance

Enclosure 4

10 Foundation Trust Project Update
Chief Strategy Officer

For
Assurance

Enclosure 5

11 Update from the Dean of the
Warwick Medical School
Dean, Warwick Medical School and
Non-Executive Director

For
Assurance

Verbal

12 West Midlands Surgical Training
Centre Body Donation Centre
Chief Medical Officer

For Approval Enclosure 6

13 Emergency Preparedness Annual
Report 2012/13
Chief Operating Officer

For
Assurance

Enclosure 7

Performance
14 Integrated Performance Report

Month 6 2013/2014
Chief Finance Officer

For
Assurance

Enclosure 8

15 Provider Management Regime
Chief Finance Officer

For
Assurance

Enclosure 9



ITEM TITLE BOARD
ACTION

PAPER

Feedback from Key Meetings
16 Private Trust Board Meeting Session

Report of 2 October 2013
Acting Chairman

For
Assurance

Enclosure 10

17 Quality Governance Committee
Meeting Report Held on the 13
August 2013
Chair, Quality Governance Committee

For
Assurance

Enclosure 11

18 Finance and Performance Meeting
Report Held on the 29 July 2013
Chair, Finance & Performance
Committee

For
Assurance

Enclosure 12

Regulatory, Compliance and Corporate Governance
19 Nolan Principles, NHS Code of

Conduct & UHCW Code of Conduct
Policy Statement
Chief HR Officer

For
Endorsement

Enclosure 13

20 Revised Non-Executive Director
Portfolios
Acting Chairman

For Approval Enclosure 14

21 Any Other Business Verbal

22 Forward Work Programme For
Assurance

Enclosure 15

23 Date of Next Meeting: Wednesday 30
November 2013 at 1.00pm

Resolution of Items to be 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 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 13/354
PRESENT

Mr I Crich, Chief HR Officer (IC)
Mr D Eltringham, Chief Operating Officer (DE)
Mr A Hardy, Chief Executive Officer (AH)
Mr E Macalister-Smith, Non-Executive Director (EMS)
Mr D Moon, Chief Strategy Officer (DM)
Mrs G Nolan, Chief Finance Officer/Deputy Chief Executive Officer (GN)
Mrs M Pandit, Chief Medical Officer (MP)
Mr M Patel, Interim Director of Corporate Affairs (MPa)
Professor M Radford, Chief Nursing Officer (MR)
Mr T Robinson, Non-Executive Director (TR)
Mr N Stokes, Acting Chair (NS)
Ms S Tubb, Senior Independent Director (ST)
Professor P Winstanley, Non-Executive Director (PW)

HTB 13/355
IN ATTENDANCE

Miss Alex Johnson, Note Taker (AJ)
Miss Zoe Cox, Executive Assistant (ZC)

HTB 13/356
APOLOGIES

Mr I Buckley, Non-Executive Director (IB)

HTB 13/357 NS welcomed the new Non-Executive Directors and Mr David Moon to
the Board.

HTB 13/358
MINUTES OF
TRUST BOARD
MEETING HELD
ON 31 JULY 2013

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

HTB 13/359
ACTIONS UPDATE

TR referenced item HTB 12/410 on the Action Log and requested an
update. AH stated that UHCW holds a monthly Exec to Exec meeting
with the Coventry & Rugby CCG and expressed disappointment at the
cancellation of the recent Clinical Engagement Event which had been
scheduled to take place on 24 September 2013 (now rescheduled for
December 2013). AH added that UHCW will continue to work with the
CCG but agreed the process has been slow to date, which reflected the
fact that CCGs were in the early stages of development. PW updated on
the visit of Adrian Canale-Panola, Chair of the Coventry and Rugby
CCG, and it was agreed that AH/PW would discuss this further outside of
this meeting.

MP noted that she will work with MPa to agree a date for a Board
Seminar focused on HTB 13/012.

PW/AH

MPa

HTB 13/360
MATTERS
ARISING

There were no matters arising.

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 13/361
DECLARATIONS
OF INTEREST

There were no declarations of interest.

HTB 13/362
CHAIRMAN’S
REPORT

NS reminded all attendees that the Outstanding Care and Service
Awards is taking place on Friday 4 October 2013. He highlighted the
importance of this event and asked all Board members to attend if
possible.

NS added that recruitment for the position of the new Chairperson for
UHCW is ongoing and the Trusts is liaising closely with the NHS Trust
Development Authority in relation to it.

HTB 13/363
PRIVATE TRUST
BOARD MEETING
SESSION REPORT
– 31 JULY 2013

The Trust Board NOTED the report.

HTB 13/364
CHIEF
EXECUTIVE’S
REPORT

AH stated that NHS Trust Development Authority ‘Summer Report’ had
been published and that this sets out how Trust have performed in the
four months to July 2013 and that all NHS Trusts have been assigned a
category against certain criteria. There are 4 categories of escalation
and UHCW has been placed in Category 3. However, AH made it clear
that no acute trusts were placed in the higher categories. AH agreed to
circulate the report to the Board.

AH added that the Infection Control Team had won Team of the Year
Award on the evening of 1 October 2013. It was agreed that a thank you
letter would be sent to the Team by the Chair and Chief Executive Officer
on behalf of the Board.

AH

NS/AH

HTB 13/365
INTEGRATED
PERFORMANCE
REPORT

GN explained the purpose of the report and stated that UHCW continues
to report challenges, particularly with regards to the A&E 4 hour standard
and employer of choice metrics.

ST confirmed that a verbal update was provided at the Finance and
Performance Committee meeting regarding the A&E 4 hour standard. ST
added that it was positive that the Board could see performance, quality
indicators and finance in one place.

TR added that a presentation was given at the Quality Governance
Committee meeting and Finance & Performance Committee meeting
regarding Employer of Choice metrics and he stated that the general
trend of the figures showed improvement.

In response to a query from EMS regarding a potential quality issue
shown in the figures, DE stated that this is a reflection of the capacity
challenge and this is being looked into closely to ensure that patients are
not waiting for long periods of time in A&E but efficiently managed. MP
added that that this is not about patients discharged but is about patients
who are returning for surgery.
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AGENDA ITEM DISCUSSION ACTION
HTB 13/365
INTEGRATED
PERFORMANCE
REPORT
(continued)

PW referred to page 13 of the Report (RTT non-delivery in all
specialities) and requested explanation on the degree of change
between figures for years 2012/13 and 2013/14. DE stated that it is
about managing emergency pressures in winter and that UHCW is
unable to do this in 28 days. DE acknowledged that the data in the
graphs would be better presented as raw data as opposed to
percentages.

In response to a query from ST regarding the recent MRSA case, MR
confirmed that UHCW had recently seen its first case of MRSA in 7
months. MR stated that the case was highly complex and unusual and
he confirmed that all UHCW infection control assessments were
performed. MR confirmed that the patient had in the first instance been
admitted to another service provider, however it was not possible to say
if the case was contracted at that provider or at UHCW. In response to a
query from NS, MR confirmed that the responsibility sits with UHCW and
cannot be shared with the other provider. MR added that UHCW is
completing root cause analysis on this case and highlighted that it is
positive that UHCW are able to apply such scrutiny to individual cases
due to low incidences. It was agreed that it was important to apply
learnings from this case going forward. MR thanked the team for leading
this case and confirmed that the patient was now doing well.

The Trust Board CONFIRMED their understanding of the contents of the
IPR and NOTED the appropriate actions.

HTB 13/366
PROVIDER
MANAGEMENT
REGIME

GN highlighted that due to the change in Board Meeting dates, this paper
was submitted to the NHS Trust Development Authority at the end of
September 2013/14 and is being presented to the Board for information.
GN added that the information contained within the paper, reflects that
shown within the IPR and that there are some new issues. GN stated
that the NHS Trust Development Authority scrutinises UHCW on this and
that monthly meetings are held to discuss the A&E standard and RTT
and GN will be meeting with the NHS Trust Development Authority on
a 1:1 basis in the near future.

ST asked if it is likely, due to UHCW being unable to self certify against
Board Statement 4, that the NHS Trust Development Authority would
place UHCW in category 4 when the next Trust performance report is
published. AH stated that this would not necessarily be the case but the
NHS Trust Development Authority is looking at performance against plan
and to date UHCW is forecasting to plan.

In response to a question from NS regarding the figure UHCW had been
provided for the A&E 4 hour standard, AH confirmed that £4m will be
provided for Coventry and that this figure will come from the CCG on a
date to be confirmed.

The Trust Board APPROVED the Provider Management Regime Return
and CONFIRMED its support for the Governance Declaration.
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AGENDA ITEM DISCUSSION ACTION
HTB 13/367
PATIENT LED
ASSESSMENTS OF
THE CARE
ENVIRONMENT
(PLACE) REPORT

IC confirmed that the PLACE report replaces the previous PEAT reports
and stated that the dashboard results of PLACE audit will be circulated
after today’s meeting.

TR referred to the table on page 2 of the report and highlighted the
difference in the “Food” figure against the other categories shown. TR
asked for clarification on why the figures for St Cross are so much lower
than UHCW. IC confirmed this would require further investigation and
added that no comparative data was currently available. NS added that
David Hardman may be able to provide further insight.

The Trust Board NOTED the report.

IC

IC

HTB 13/368
TRUST REPSONSE
TO THE REPORT
OF THE FRANICS
INQUIRY AND
RELATED
DOCUMENTS

MP stated that this report shows progress and actions following the
publication of the Francis Report and that it now includes an overarching
Trust plan. The report will cross reference to the FT action plan going
forward.

ST referred to the commentary on page 3 within the report and the
references to transparency and culture. ST asked how UHCW can
embed cultural change within the performance management process. IC
stated that the core of the development programme is around values and
behaviours and these need to be discussed, debated and added that this
year it will become evident that as part of performance management,
UHCW is holding people to account for their behaviours. For example,
looking at appraisals and PDRs and putting an emphasis on not just
what they have done but how they have done it. MP added that
revalidation process is part of this as well.

AH added that after the Francis Report was published, UHCW made it
clear that we would report in public on the actions we are taking against
those recommendations.

TR referred to paragraph 1 on page 1 of the report and highlighted that in
addition to Francis, there are four other reports mentioned. TR stated
that he understood the need to take on board the content of these
reports but expressed his concern that with so many reports, there is an
increased chance of the recommendations from the various reports
contradicting each another. AH agreed there is some overlap but is not
aware of any contradiction. UHCW is creating a fully integrated action
plan to address all recommendations.

The Trust Board APPROVED the report and a further update will be
scheduled for October Trust Board meeting.

HTB 13/369
PATIENT
EXPERIENCE
REPORT 2012/13

MP stated that the report highlighted developments over 2012/13 in
relation to various patient experience initiatives.

In response to a query from NS regarding the number of patients
involved in the Listening Booth, MP, AH and IC stated that many patients
have taken part to date. NS asked if Non-Executive Directors should be
involved with the Listening Booth and AH confirmed they should as it has
been a useful learning and engagement forum.
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AGENDA ITEM DISCUSSION ACTION
HTB 13/369
PATIENT
EXPERIENCE
REPORT 2012/13
(continued)

EMS raised the issue of complaints and asked whether these are
reported to the Board annually. MP stated that the complaints report
goes to Quality Governance Committee and if any specific issue is raised
it is brought to Board if necessary. AH confirmed that he signs off the
majority of complaints letters and is vigilant for any trends which may
emerge.

ST asked about the status of the TMI project and the importance of
keeping focussed given the large number of areas. MP stated that the
approach will focus on the four key areas. MR added that UHCW is using
‘pathfinders’ to lead the way and in October 2013, they will present to the
Patient Experience Group. IC added that “customer service” is the
responsibility of everyone and that there will be more generic activity
going forward which will involve everyone.

The Trust Board RECEIVED assurance from the ongoing work of the
Trust on patient experience.

HTB 13/370
COST
IMPROVEMENT
PLAN – QUALITY
IMPACT
ASSESSMENTS

MR presented this report and drew out the key issues.

TR asked if the Board would receive more assurance if a quarterly report
was submitted. ST stated that she is happy for the report to be presented
bi-annually and added that this is the first time that this level of
information has been presented and that it increases her understanding
and structure of how UHCW is performing in this area. NS stated that
striking a balance between what the Committee receives and what
comes to Board will be established going forward.

PW highlighted the opportunity for this information to be used nationally
and MR confirmed that he had been contacted by other organisations
who wanted to learn from our approaches in this area.

ST stated that UHCW should build in post assessment in order to
capture the learnings. MR gave assurance to the Board that this will be
picked up at Quality Governance Committee. MP added that UHCW that
should carry out quality assurance on 10% of the QIAs so that UHCW
knows we are carrying them out correctly. In response to query from NS
regarding bringing in external help, MR confirmed UHCW could do this,
however it would be useful to get the full year completed and assess
then for the future.

The Trust Board RECEIVED and ENDORSED the report.

HTB 13/371
QUALITY
GOVERNANCE
COMMITTEE
MEETING REPORT
– 24 JUNE 2013

NS presented the report and drew out the key issues.

The Trust Board NOTED the report.
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AGENDA ITEM DISCUSSION ACTION
HTB 13/372
RISK
MANAGEMENT
ANNUAL REPORT
2012/13

TR referred to item 2.0 (Risk management and governance) and asked if
any positive steps had already implemented. IC confirmed that work on
clinical representation is progressing.

The Trust Board NOTED the report.
HTB 13/373
FINANCE AND
PERFORMANCE
MEETING REPORT
– 24 JUNE 2013

The Trust Board REVIEWED and ACCEPTED the minutes.

HTB 13/374
ANNUAL AUDIT
LETTER 2012/13

The Trust Board RECEIVED and NOTED the report.

HTB 13/375
FOUNDATION
TRUST PROJECT

AH stated that UHCW is required to continue to focus on this project and
report on its status.

NS queried if Janet White is still on secondment and AH confirmed that
she had now returned to UHCW in a different role.

The Trust Board RECEIVED AND ACCEPTED the report.

HTB 13/376
DEVELOPING
NURSING,
MIDWIFERY AND
AHP RESEARCH

MR stated the need for UHCW to be seen as a centre of excellence and
AH added that UHCW strives to be a research based healthcare
organisation and the progress made on this research contributes to that,
along with our partnerships with local universities. PW agreed and
requested MR supply the report as a stand alone document, so he can
circulate more widely within the University of Warwick.

PW requested a separate meeting with MR to discuss this item in more
detail, with a view to developing clinical faculty.

PW confirmed that Professor Richard Lilford will soon be at the
University of Warwick and will continue to direct the Collaboration for
Leadership in Applied Heath Research and Care (CLAHRC). MR and
PW to discuss further.

NS mentioned the Sunday Times league tables in which Coventry
University was shortlisted. EMS added that this was positive news and
he would like to be involved in R&D related projects.

The Trust Board ACCEPTED the report.

MR

MR/PW

MR/PW

HTB 13/377
AUDIT
COMMITTEE
MEETING REPORT
– 8 JULY 2013

The Trust Board REVIEWED and ACCEPTED the report.
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AGENDA ITEM DISCUSSION ACTION
HTB 13/378
BRIEFING PAPER
ON NON-
EXECUTIVE
DIRECTOR
POSITION

AH stated that that a potential risk had been identified due to the reduced
number of Non-Executive Directors. Although two Non-Executive
Directors have since been appointed, ST requested that this item
remains on the Risk Register, until such a time UHCW has a full Board.

MPa highlighted the need to retrospectively approve the decision of the
Acting Chair to appoint TR as a member of the Quality Governance
Committee.

The Trust Board NOTED, RECEIVED ASSURANCE, and APPROVED
the recommendations contained in the report.

HTB 13/379
REMUNERATION
COMMITTEE
TERMS OF
REFERENCE

The Trust Board APPROVED the report.

HTB 13/380
ANY OTHER
BUSINESS

AH stated that the Winter flu jab campaign had begun and that UHCW is
aiming for a 75% rate this year.

MP highlighted concerns were expressed during the Level 3 Acute
Medicine visit on 19 September 2012 and that there will be an additional
visit, possibly with the GMC in December 2013 or January 2014.

MR advised that UHCW had a CQC inspection at the Hospital of St.
Cross week commencing 23 September 2013 and although some
recommendations were given, UHCW was deemed compliant with all the
relevant standards.

HTB 13/381
WORK
PROGRAMME

The Trust Board NOTED the work programme.

HTB 13/382
DATE OF NEXT
MEETING

The next Public Trust Board Meeting will be on Wednesday 30 October
2013 at 1pm at University Hospitals Coventry & Warwickshire NHS Trust.

HTB 13/383
APPROVAL OF
MINUTES

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

SIGNED …………………………………………...

CHAIRMAN

DATE …………………………………………...
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AGENDA ITEM ACTION LEAD DATE TO BE
COMPLETED

COMMENT

ACTIONS COMPLETE

TB 13/367
PATIENT LED
ASSESSMENTS OF
THE CARE
ENVIRONMENT
(PLACE) REPORT

IC confirmed that the PLACE report replaces the
previous PEAT reports and stated that the
dashboard results of PLACE audit will be
circulated after today’s meeting.

IC Complete Circulated
07.10.13

HTB 13/364
CHIEF EXECUTIVE’S
REPORT

AH stated that NHS Trust Development Authority
‘Summer Report’ had been published and that
this sets out how Trust have performed in the four
months to July 2013 and that all NHS Trusts have
been assigned a category against certain criteria.
There are 4 categories of escalation and UHCW
has been placed in Category 3. However, AH
made it clear that no acute trusts were placed in
the higher categories. AH agreed to circulate the
report to the Board.

AH added that the Infection Control Team had
won Team of the Year Award on the evening of 1
October 2013. It was agreed that a tank you
letter would be sent to the Team by the Chair and
Chief Executive Officer on behalf of the Board.

AH

NS/AH

Complete

Complete

Circulated to
all

Letter sent
to all
concerned

HTB 13/376
DEVELOPING
NURSING,
MIDWIFERY AND
AHP RESEARCH

MR stated the need for UHCW to be seen as a
centre of excellence and AH added that UHCW
strives to be a research based healthcare
organisation and the progress made on this
research contributes to that, along with our
partnerships with local universities. PW agreed
and requested MR supply the report as a stand
alone document, so he can circulate more widely
within the University of Warwick.

MR Complete Report
circulated

ACTIONS IN PROGRESS
HTB 12/410 (26.9.12)
PERFORMANCE
REPORT

AH stated that UHCW holds a monthly Exec to
Exec meeting with the local CCG and expressed
disappointment at the cancellation of the recent
Clinical Engagement Event which had been
scheduled to take place on 24 September 2013
(now rescheduled for December 2013). AH added
that UHCW will continue to work with the CCG but
agreed the process has been slow to date, which
reflected the fact that CCGs were in the early
steps of development. PW updated on the visit of
Adrian Canale-Panola, Chair of the Coventry and
Rugby CCG, and it was agreed that AH/PW
should discuss this matter outside of this meeting.

PW/AH 04.11.13 AH/PW
discussion
to take
place
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AGENDA ITEM ACTION LEAD DATE TO BE
COMPLETED

COMMENT

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

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

JG Ongoing Trust/CCG
dialogue
ongoing

HTB 13/367
PATIENT LED
ASSESSMENTS OF
THE CARE
ENVIRONMENT
(PLACE) REPORT

TR referred to the table on page 2 of the report
and highlighted the difference in the “Food” figure
against the other categories shown. TR asked for
clarification on why the figures for St Cross are so
much lower than UHCW. IC confirmed this would
require further investigation and added that no
comparative data was currently available. NS
added that David Hardman may be able to
provide further insight.

IC 04.11.13 Ongoing

HTB 13/376
DEVELOPING
NURSING,
MIDWIFERY AND
AHP RESEARCH

PW requested a separate meeting with MR to
discuss this item in more detail, with a view to
developing clinical faculty.

PW confirmed that Richard Lilford will soon be at
the University of Warwick and will continue to
direct the Collaboration for Leadership in Applied
Heath Research and Care (CLAHRC). MR and
PW to discuss further.

MR/
PW

MR/
PW

04.11.13

04.11.13

Ongoing

Ongoing

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 31

st
March 2013.

MP/
MPa

4.3.13 Scheduled
for Board
Seminar on
13.11.13,
subject to
MP
agreement.
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Subject: Trust response to the Report of the Francis Inquiry and Related
Documents - Update

Report By: Jenny Gardiner, Associate Director of Governance
Author: Peter Short, Compliance Manager
Accountable Executive Director: Meghana Pandit, Chief Medical Officer

PURPOSE OF THE REPORT:

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

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

SUMMARY OF KEY ISSUES:

 The Francis Report instigated a significant programme of work for the Trust

 The gap analysis for the Francis Report recommendations has been 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 Trust’s programme of change takes 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

 Presently there are 138 action lines consisting of 4 not started, 17 delayed, 87 on target and 30
complete/compliant

 The Action Plan has been reviewed by Action Leads and Executive Leads and considered by the Chief
Officers Group

 RED ratings do not imply immediate risks to patient safety or quality of services.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre

RECOMMENDATION / DECISION REQUIRED:

The Trust Board are asked to receive assurance from the report and note the progress made.

IMPLICATIONS:
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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
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 executives 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.

NHS Constitution: Implementing the actions arising from this report will enable the Trust to be fully
compliant with the requirements of the NHS Constitution, in particular those
relating to meeting the ‘Duty of Candour’

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

Failure to make changes consistent with Francis’ recommendations will have a
negative impact on the Trust’s public reputation

Failure to meet those recommendations reflected in CQUINs 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

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee 28.10.2013` Remuneration Committee N/A
Finance and Performance Committee N/A Chief Officers Group 16.10.2013
Audit Committee N/A
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4

5

6

7

C D E F G H I J K

Recommendation and references Actions Update
Time

frame

Executive

lead

Action

leads
Evidence of compliance

Assurance

Rating

Progress

Rating

Francis: 01

All commissioning, service provision

regulatory and ancillary organisations in

healthcare should consider the findings

and recommendations of this report

and decide how to apply them to their

own work;

Each such organisation should

announce at the earliest practicable

time its decision on the extent to which

it accepts the recommendations and

what it intends to do to implement

those accepted, and thereafter, on a

regular basis but not less than once a

year, publish in a report information

regarding its progress in relation to its

planned actions; [...]

Establish Steering Group to oversee and monitor

implementation of recommendations in this action plan

Ensure that Board, Governance Committees, staff,

stakeholders and public are kept informed of trust actions in

relation to Francis

Terms of reference agreed and first meeting organised

Regular programme of reporting to Board, QGC and

external stakeholders

Apr-14
Meghana

Pandit

Paul Martin

Peter Short
Minutes and agendas of Steering Group

some

assurance

(Serious

Impact)

on target

Francis: 02

The NHS and all who work for it must

adopt and demonstrate a shared

culture in which the patient is the

priority in everything done. This

requires:

-A common set of core values and

standards shared throughout the

system;

-Leadership at all levels [...]

committed to and capable of involving

all staff with those values and

standards;

-A system which recognises and

applies the values of transparency,

honesty and candour;

-Freely available, useful, reliable and

full information on attainment of the

values and standards;

-A tool or methodology such as a

cultural barometer to measure the

cultural health of all parts of the system

Design and implement the trustwide organisational

development project (TTWC)

Establish Steering Group to oversee and monitor

implementation of recommendations in this action plan

TTWC to be launched on 14.11.2013

CQUINs will include targets related to 'Duty of Candour

in 2013/14

Cultural barometer will be evaluated when available for

use (not before april 2014)

Oct-14 Andy Hardy

Robin Arnold

Paul Martin

Jonathan

Brotherton

CQRG minutes and CQUIN plan for 2013/14

some

assurance

(Serious

Impact)

on target

Cross-referenced to and updated from the Foundation Trust Action Plan

Cross Referenced to and updated from the HR response to the Cavendish Report [for Training and Education Research Committee]

'Duty of Candour' recommendations

High level actions: Leadership and Accountability

1
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C D E F G H I J K

Recommendation and references Actions Update
Time

frame

Executive

lead

Action

leads
Evidence of compliance

Assurance

Rating

Progress

Rating

8

9

10

11

Francis: 79

There should be a requirement that all

directors of all bodies registered by the Care

Quality Commission as well as Monitor for

foundation trusts are, and remain, fit and

proper persons for the role. Such a test

should include a requirement to comply with

a prescribed code of conduct for directors.

Adopt and comply with 'Fit and Proper Persons' Test

Adopt and comply with a prescribed Code of Conduct and

incorporate into appraisal for Directors

Awaiting publication of proposals from DH

Board presently complies with Nolan Principles; new members

access national and regional induction programme

Dec-13 Andy Hardy Moosa Patel not yet applicable

some

assurance

(Impact NOT

serious)

on target

Berwick 02

All leaders concerned with NHS healthcare –

political, regulatory, governance, executive,

clinical and advocacy – should place quality

of care in general, and patient safety in

particular, at the top of their priorities for

investment, inquiry, improvement, regular

reporting, encouragement and support.

Support all staff to acquire the skills necessary to identify and reduce

risks to the safety of patients. Leaders, managers and clinical leaders

have a duty to provide the environment, resources and time to

enable staff to acquire these skills.

Consider TERC discussion

All staff are expected to undertake an annual Appraisal (PDR)

within work time, to identify skills gaps /acquiring advanced

skills, and agree a PDP to ensure this happens. For AFC staff

the PDR paperwork was reviewed and relaunched in mid

September 2013.

To embed this, refresher training for both managers and

employees will take place during Oct-Nov.

PDR policy will be reviewed by the beginning of November

Dec-13

Ian Crich

Andy Hardy

Andrew

McMenemy

Moosa Patel

Corporate objectives

risk management systems

Board reporting and minutes

external validation (eg PWC of QGF)

some

assurance

(Impact NOT

serious)

on target

Berwick 02 FT plan: UHCW-BGAF-142

All leaders concerned with NHS healthcare –

political, regulatory, governance, executive,

clinical and advocacy – should place quality

of care in general, and patient safety in

particular, at the top of their priorities for

investment, inquiry, improvement, regular

reporting, encouragement and support.

Define strategic aims in patient safety, and regularly review data and

actions on quality, patient safety and continual improvement.

Boards and leadership bodies should engage regularly and fully with

patients and carers, to understand their perspectives on and

contributions to patient safety.

Currently no strategic approach. COO has commenced a

process with internal senior leaders to deliver a future

leadership development approach. As part of this we could

test out the viability of the proposed programme with patients

and carers.

The Independent Advisory Group (IAG)-Equality, Diversity &

Human Rights) includes community reps and other

stakeholders meets quarterly and will look at patient safety

and continual improvement.in relation to ED&HR issues;

The Trust is compliant with present requirements.

Reviewed 4/10. Leadership work is progressing and listening

events are being planned. One of these events will be

undertaken with patient / patient groups and representatives.

The aim of the listening event s will be to establish leadership

challenges for the organisation.

Mar-14

David Eltringham

Meghana Pandit

Andrew

McMenemy

Moosa Patel

Andrea Philips

Barbara Hay

Anita Kane

Sarah Phipps

Corporate objectives

risk management systems

Board reporting and minutes

external validation (eg PWC of QGF)

minuted discussion of BAF

COG minutes

some

assurance

(Impact NOT

serious)

on target

Berwick 02

All leaders concerned with NHS healthcare –

political, regulatory, governance, executive,

clinical and advocacy – should place quality

of care in general, and patient safety in

particular, at the top of their priorities for

investment, inquiry, improvement, regular

reporting, encouragement and support.

Help patient representatives and community champions to become

safety leaders, in part by offering the opportunity to learn safety

leadership behaviours and skills.

The Independent Advisory Group (IAG)-Equality, Diversity &

Human Rights)) includes community representatives and other

stakeholders will be working on the next ED&HR plan (2014-

21017) where training for safety leadership could be

incorporated. Francis et al to be discussed at next IAG

Patients council is changing. The council members will become

patient advisors aligned to specialty groups. As part of this a

training package will be identified. Can explore giving them a

basic introduction/induction in to the QPS Agenda.

Mark Radford

Barbara Hay

Yvonne Gatley

Julie Edwards

some

assurance

(Impact NOT

serious)

not started

2
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C D E F G H I J K

Recommendation and references Actions Update
Time

frame

Executive

lead

Action

leads
Evidence of compliance

Assurance

Rating

Progress

Rating

12

13

14

15

Francis: 84

FT Plan: GT-UHCW-009

Where the contract of employment or

appointment of an executive or non-

executive director is terminated in

circumstances in which there are reasonable

grounds for believing that he or she is not a

fit and proper person to hold such a post,

licensed bodies should be obliged by the

terms of their licence to report the matter to

Monitor, CQC and NTDA

Adopt a system for reporting dismissals or non-appointments based

on breaches of the 'Fit and Proper Persons' test to CQC, Monitor and

NTDA

compliant with present requirements; review when guidance

on Fit and Proper Person Test is available
complete Ian Crich

Moosa Patel

(until Director of

Corporate Affairs

in place)

Remuneration committee protocols; annual

appraisal of Executive; compliance with statutory

requirements for Trust Boards

full assurance complete

Francis: 86; Francis: 204; Keogh 02; FT Plan

GT-UHCW-007FT Plan GT-UHCW-016FT

Plan UHCW-BGAF-006/012/013/019/021;

QGF 2a/PWC 15

A requirement should be imposed on

foundation trusts to have in place an

adequate programme for the training and

continued development of directors.

Use collective appraisal to identify Board skill or expertise gaps;

Devise and Implement a Board development and Director's training

programme, based on collective and individual appraisal of

capabilities and skills

Eliminating discrimination and/or dignity issues as part of appraisals

Training programme and evaluation process in place;

director's appraisals reflect level of participation in

programme. Further progress awaits appointment of

substantive Board

Jul-13 Ian Crich Christine Emerton
Individual appraisals; minutes of Remuneration

Committee

some

assurance

(Serious

Impact)

delayed

Francis 04: Francis 173:

The core values expressed in the NHS

Constitution should be given priority of place

and the overriding value should be that

patients are put first, and everything done

by the NHS and everyone associated with it

should be informed by this ethos.

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 core values expressed in the NHS Constitution should be given

priority of place and the overriding value should be that patients are

put first.

Integrate revised NHS constitution, Nolan principles, Board Code of

Conduct and statements of professional ethics.

Implement the whole organisation improvement programme.

(TTWC)

All HR Policies and Procedures re-designed, based on the Trust

values which encompass the NHS Constitution.

Ensure that patient information and Impressions reflects language

and assumptions of Francis: honest, open and truthful

Revised NHS constitution not yet available

Fostering the growth and development of all staff, including

resources to improve the processes in which they work. - The

Trust has a Learning and Development Strategy which informs

the HR Business Plan to enable the resources for further

improving staff development within the Trust overall. In

addition to this year's Business Plan there is a five year

Workforce Strategy which encompasses a number of ways of

developing staff

TTWC launch set for 14 November

HR policies and procedures under revision

Sep-14 Andy Hardy

Moosa Patel

Ian Crich

Paul Martin

Assurance available that trust policy and practice

is consistent with values of NHS Constitution;

some

assurance

(Serious

Impact)

on target

Keogh 08; FT plan UHCW-BGAF-079

All NHS organisations will understand the

positive impact that happy and engaged

staff have on patient outcomes, including

mortality rates, and will be making this a key

part of their quality improvement strategy.

Identify innovative ways of engaging staff

As part of the 2013-14 HR Business Plan there is an objective

to develop and launch a comprehensive engagement and

communication strategy (as part of the overall OD strategy) .

Some initial work has commenced on this as part of the

forthcoming TTWC programme

2014 Ian Crich

Kerry Beadling

Group Managers

Andrew

McMenemy

Staff surveys will demonstrate improved scores

for engagement

some

assurance

(Serious

Impact)

on target

3
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C D E F G H I J K

Recommendation and references Actions Update
Time

frame

Executive

lead

Action

leads
Evidence of compliance

Assurance

Rating

Progress

Rating

16

17

18

Keogh 03; FT plan UHCW-BGAF-

054/079/083/084; QGF 3c/PWC 10;

Patients, carers and members of the public

will increasingly feel like they are being

treated as vital and equal partners in the

design and assessment of their local NHS.

They should also be confident that their

feedback is being listened to and see how

this is impacting on their own care and the

care of others.

Patient and Public engagement must be central to how we manage

services. Awaiting dissemination and implementation of Quality

Strategy
Mark Radford

Anita Kay

Paul Martin

Group Managers

Auditable process for patient and public

engagement in place

Some

Assurance

(Serious

Impact)

on target

Berwick 08

All organisations should seek out the patient

and carer voice as an essential asset in

monitoring the safety and quality of care.

Include the patient voice as an essential resource for monitoring and

improving the safety and quality of care.

Needs discussion between the relevant leads (Patient

Engagement/Patient Safety/Complaints/PALS) to ensure a co-

ordinated response; work on-going to change the role of the

Patients' Council;

Patients representatives have been trained to participate in

PLACE inspections

Family And Friends test results are published to all specialty

groups. Verbatim comments from Impressions are emailed

directly to Ward managers, matrons and CDs to ensure there

is realtime feedback to staff so they can drive improvements.

Monitoring and recognising improvements need to be

reviewed to ensure it is more robust. This is likely to be a

CQUIN for 2014/15.

A Patient Experience Transformation programme will be

launched that will bring all patient experience activities under

one banner.

TBC Mark Radford
Yvonne Gatley

Anita Kane

PLACE feedback reports published by HSCIC on 18

September 2013

Creation of Patient Advisory Group

some

assurance

(Serious

Impact)

on target

Berwick 02

All leaders concerned with NHS healthcare –

political, regulatory, governance, executive,

clinical and advocacy – should place quality

of care in general, and patient safety in

particular, at the top of their priorities for

investment, inquiry, improvement, regular

reporting, encouragement and support.

Patients and their carers should be represented throughout

governance structures (e.g. safety and quality committees).

Consider experimenting with full patient and carer membership on

governing boards and on panels that hold boards to account.

Patients and carers should be given appropriate support and training

to take a full part in these structures, to understand safety science,

and to contribute meaningfully.

for initial discussion at Francis Steering Group TBC
Mark Radford

Andy Hardy

Moosa Patel

Anita Kane

Julia Flay

Julia Edwards

discussion will be minuted

some

assurance

(Serious

Impact)

on target

4
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Time

frame

Executive

lead

Action

leads
Evidence of compliance

Assurance

Rating

Progress

Rating

19

20

21

22

FT plan: QGF 3c/PWC 10

The Trust should develop a clear action plan

for addressing poor performance against

mandatory training and appraisals.

Action plans following patient surveys

should feed into performance meetings to

ensure owners for actions are held to

account.

The Trust should develop an action plan for addressing poor

performance against mandatory training and appraisals. Gerontology and Acute Medicine have an action plan to

address mandatory training and PDR compliance

Ian Crich

David Eltringham

Clinical Directors

Gillian Arblaster
Level of compliance with mandatory training and

appraisal

some

assurance

(Serious

Impact)

delayed

Francis 177

Any public statement made by a healthcare

organisation about its performance must be

truthful and not misleading by omission.

demonstrate that any public statement made by the Trust is truthful

and not misleading by omission.
compliant complete Andy Hardy

Kerry Beadling

Public statements are reviewed before release;

formal documents such as the Quality account are

subject to external audit for accuracy and

completeness

full assurance complete

Francis 197; FT plan UHCW-BGAF-032

Training and continuing professional

development for nurses should include

leadership training at every level from

student to director. A resource for nurse

leadership training should be made available

for all NHS healthcare provider organisations

that should be required under

commissioning arrangements by those

buying healthcare services to arrange such

training for appropriate staff.

Review and audit to ensure continuing compliance with provision of

leadership development programmes at all levels (and for all

professions)

In September 2013, The National Leadership Academy

commenced providing a 3 year rolling programme of a range

of leadership programmes for various levels of staff which 15

UHCW are accessing.

Regionally, the West Midlands HEE completed a region wide

scoping exercise in July to inform future leadership

commissioning.

Within the Trust there is not a leadership programme (see

above)

2013

onwards
Mark Radford

Andrew

McMenemy

Gillian Arblaster

Leadership Development Programmes for bands-5

to 7 clinical staff (In-house); Attendance

aspiring Directors Programme; Executive

Directors Development Programme;

Leadership/management programme for CD,

Group Managers and Modern Matrons;

Leadership Forum NHS Leadership Academy

some

assurance

(Impact NOT

serious)

on target

FT plan UHCW-BGAF-052; QGF 2a/PWC 5

The Trust should ensure that action plans

from external reviews are tracked and driven

forward at Executive level. Periodic

presentation to Board would help ensure

that action owners are being held to

account.

All reviews and action plans have a reporting schedule for Board,

COG and/or QGC and at specialty level.

Board has forward planner and work programme;

Policy for HLIs now in draft and Awaiting approval;

PPMO monitoring priority area action plans eg Francis, winter

pressures unpinned by governance process and monitored

through PPMC.

Nov-13 Meghana Pandit
Moosa Patel

Jenny Gardiner

Policies for responding to HLIs and other

reviews/reports will be in place and subject to

audit

some

assurance

(Impact NOT

serious)

on target

5
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leads
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Assurance

Rating
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23

24

25

FT Plan: QGF 1b/PWC3

The Board should develop the BAF further

to ensure that:

All risks are clearly described in sufficient

detail to enable Board members to

understand what the risk is;

Sources of assurance are documented and

monitored for all risks on the BAF; action

plans are developed and monitored for all

risks where the ‘current’ risk level differs

from the 'target’ risk level.

The BAF should be presented to Board

regularly [...]

All risks identified in the Board Assurance framework have

documented sources for assurance;

Where current risk differs from target risk there should be an action

plan with lead and timescale identified

Timetable BAF for regular Board discussion

compliant complete Meghana Pandit
Moosa Patel

Jenny Gardiner

Board minutes demonstrate BAF discussion,

evidenced evaluation for risks and proposed

actions

full assurance complete

FT Plan: QGF 2b/PWC 6

Board members should consider how

frequently they engage with frontline staff.

There may be a need for less structured,

informal interactions in addition to formal

Board member visits to Wards.

The Trust should ensure that all NEDs are

regularly participating in visits to Wards

through the structured ward visits.

Review how Board engages with frontline staff.

Create activity record for all Board members.

For review following appointment of substantive Board Jul-13
New Chairman

Andy Hardy
Moosa Patel

Published record of engagement activity such as

walkrounds

some

assurance

(Serious

Impact)

delayed

Francis 122

Where the trust is involved in a large-scale

failures of clinical service it should facilitate:

• Provision of prompt advice, counselling

and support to very distressed and anxious

members of the public;

• Swift identification of persons of

independence, authority and expertise to

lead investigations and reviews;

• A procedure for the recruitment of clinical

and other experts to review cases;

• A communications strategy to inform and

reassure the public [...];

• Clear lines of responsibility and

accountability for the setting up and

oversight [..]..

Where the trust is involved in a large-scale failures of clinical service

it should facilitate:

• Provision of prompt advice, counselling and support to very

distressed and anxious members of the public;

• Swift identification of persons of independence, authority and

expertise to lead investigations and reviews;

• A procedure for the recruitment of clinical and other experts to

review cases;

• A communications strategy to inform and reassure the public of

the processes being adopted;

• Clear lines of responsibility and accountability for the setting up

and oversight of such reviews.

Current policies include some of this but not specifically for

large scale public anxieties.

Review the Incident Management Policy & the Procedure for

Investigation & RCA to better capture this. To be incorporated

into Francis Steering Group agenda

Mar-14 Meghana Pandit Yvonne Gatley

Incident Management Policy (6.17 SIRI

procedure;6.17.1.3 hotline arrangements)

Procedure for Investigation & RCA 6.3

Being Open Policy - this is more for individual

patients

some

assurance

(Impact NOT

serious)

on target

6
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Executive
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Action
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Evidence of compliance

Assurance
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Progress

Rating

26

27

28

29

FT Plan: QGF/PWC 1

...Consideration should be given to

identifying an Executive lead for the self-

assessment in future to ensure this has a

higher profile, greater Board involvement

and reflects current practices in assessing

the Trust against Monitor’s QGF.

The self-assessment [...] would benefit from

further commentary on each of the areas

being assessed. Whilst the self- assessment

lists evidence sources there is little

commentary on why the Trust has scored

itself in the way it has for each element of

the self-assessment.

Identify executive lead for QGF self-assessment

support self-assessment conclusions with additional reflective

commentary

Now in the remit of CMO, supported by Quality and Patient

Safety department. Narrative to be included as part of next

self-assessment;

QGF now integrated into FT action plan.

Dec-13 Meghana Pandit Christine Emerton

Jenny Gardiner

There will be a further self-assessment (timetable

to be agreed)

some

assurance

(Impact NOT

serious)

on target

Berwick 01

The NHS should continually and forever

reduce patient harm by embracing

wholeheartedly an ethic of learning.

The trust should continually and forever reduce patient harm by

embracing wholeheartedly an ethic of learning.

Fostering the growth and development of all staff, including

resources to improve the processes in which they work. - The

Trust has a Learning and Development Strategy which informs

the HR Business Plan to enable the resources for further

improving staff development within the Trust overall. In

addition to this year's Business Plan there is a five year

Workforce Strategy which encompasses a number of ways of

developing staff

TTWC launch 14.11.13;

Dec-13 Meghana Pandit
Robin Arnold

Yvonne Gatley

SIG updates/RCA reports and actions plans; never

events presented at Grand round;

mortality alerts eg acute kidney injury investigated

and monitored through MRG;

patient safety thermometer reports to TB;

IPR metrics include Never Events and mortality

data

some

assurance

(Impact NOT

serious)

on target

Francis 03

The NHS Constitution should be the first

reference point for all NHS patients and staff

and should set out the system’s common

values, as well as the respective rights,

legitimate expectations and obligations of

patients.

In all Trust contexts, values statements should align with NHS

constitution

Initial survey completed with staff on current/previous values.

Discussion at Exec level to agree updated values with a view to

launch alongside new organisational strategy in mid-

November following which will be built in to delivery plans

14.11.2013 Andy Hardy
Dan Ibeziako

Sarah Phipps

The NHS Constitution is highlighted on every page

the external UHCW website. It also has a section

within the Trust Intranet. The Constitution also

receives its own section during Trust induction,

which includes playing of the NHS Constitution

film and new members of staff are encouraged to

look for the full document on the intranet. Hard

copies are available at the Health Information

Centre. Further information is provided to

members of the public via the Trust information

plasma screens.

It is also captured within the performance

monitoring framework and core standards.

some

assurance

(Impact NOT

serious)

on target

Theme 1: Cultural change - values, behaviours, relationships (TTWC)

7
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Progress
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30

31

32

33

34

Berwick 08

UHCW-BGAF-063

All organisations should seek out the patient

and carer voice as an essential asset in

monitoring the safety and quality of care.

All levels of the trust should seek out the patient and carer voice as

an essential asset in monitoring the safety and quality of care.

P+PE part of Quality strategy Mark Radford Paul Martin
Quality Strategy with Comms plan and

implementation plan

some

assurance

(Serious

Impact)

delayed

Keogh 02; FT Plan: UHCW-BGAF-064/067;

QGF: 1a, 1b, 2a, 3c

Patients, carers and members of the public

will increasingly feel like they are being

treated as vital and equal partners in the

design and assessment of their local NHS.

They should also be confident that their

feedback is being listened to and see how

this is impacting on their own care and the

care of others.

[Clwyd/Hart]

Assess the extent to which Realtime patient feedback and comment

is a normal part of customer service over and above the Friends and

Family Test.

Develop a strong relationship with Healthwatch to engage with and

actively involve patients, carers and public in our 'daily business'.

Embrace feedback, concerns and complaints to drive improvement

Integrate recommendations from Clwyd/Hart once report is

published

Impressions data is available and monitored in real time by

CDs, GM, MM, and execs.

IPR scorecards include FFT metrics;

Quality Strategy approved; implementation will strengthen the

patient experience agenda

TMI customer service initiative has been implemented; next

phase planned

Jul-13 Meghana Pandit

Paul Martin,

Julia Flay

Anita Kane

Progress will be evidenced in FFT scores and

participation rates; patient membership of key

committees; patient participation in Trust

processes such as PLACE;

We are listening campaign;

some

assurance

(Serious

Impact)

delayed

Berwick 02

All leaders concerned with NHS healthcare –

political, regulatory, governance, executive,

clinical and advocacy – should place quality

of care in general, and patient safety in

particular, at the top of their priorities for

investment, inquiry, improvement, regular

reporting, encouragement and support.

The Board and leadership bodies should engage regularly and fully

with patients and carers, to understand their perspectives on and

contributions to patient safety.

Patient stories to Board.

Impressions reports to Quality Governance Committee &

Board
TBC Mark Radford

Yvonne Gatley

Anita Kane
QGC & Trust Board minutes & agendas

some

assurance

(Impact NOT

serious)

on target

Berwick 02

All leaders concerned with NHS healthcare –

political, regulatory, governance, executive,

clinical and advocacy – should place quality

of care in general, and patient safety in

particular, at the top of their priorities for

investment, inquiry, improvement, regular

reporting, encouragement and support.

The trust should support patient representatives and community

champions to become safety leaders, in part by offering the

opportunity to learn safety-leadership behaviours and skills.

TEREMA programme has been initiated with Theatre teams

this year after some deferrals;

This needs to be expanded to other specialties.

Involving patient reps needs discussion.

completion

by October

2014

Mark Radford
Yvonne Gatley

Anita Kane

TEREMA training for Theatre staff -

programme/attendance list.

some

assurance

(Serious

Impact)

on target

Francis: 07; FT plan UHCW-BGAF-77

All NHS staff should be required to enter into

an express commitment to abide by the NHS

values and the Constitution, both of which

should be incorporated into the contracts of

employment.

Ensure appraisal reflects the values and commitments of the NHS

constitution

Strategy included in presentations to staff post Francis and on-

going from April 2013. Await content on values
Ian Crich

Andrew

McMenemy

Employee contracts, policies and guidance will

expressly cover these duties after review

some

assurance

(Impact NOT

serious)

on target

8
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Action
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Rating
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35

36

37

38

39

Berwick 06

The NHS should become a learning

organisation. Its leaders should create and

support the capability for learning, and

therefore change, at scale, within the NHS.

The trust commits to being a learning organisation by:

• Placing the quality of patient care, especially patient safety, above

all other aims.

• Engaging, empowering, and hearing patients and carers

throughout the entire system and at all times.

• Fostering the growth and development of all staff, including

resources to improve the processes in which they work.

• Embracing transparency unequivocally and everywhere.

Participating in one or more collaborative improvement network.

Fostering the growth and development of all staff, including

resources to improve the processes in which they work. - The

Trust has a Learning and Development Strategy which informs

the HR Business Plan to enable the resources for further

improving staff development within the Trust overall. In

addition to this year's Business Plan there is a five year

Workforce Strategy which encompasses a number of ways of

developing staff

Launch 14.11.2013

2013 - 14

HR

Business

Plan &

2013 -

2018

Workforce

Strategy.

Ian Crich Robin Arnold

Both the Business Plan and the Workforce

Strategy is monitored through the HRED

Committee which in turn reports through to the

Quality Governance Committee.

some

assurance

(Serious

Impact)

on target

FT plan UHCW-BGAF-064; QGF 1a/PWC 2;

The Quality Strategy, once finalised, should

be communicated to internal and external

stakeholders.

Devise and implement communications plan for Quality Strategy
Awaiting publication timetable for Quality Strategy

Meghana Pandit
Kerry Beadling

Paul Martin

A timetabled comms strategy for the QS will be

agreed

some

assurance

(Impact NOT

serious)

delayed

Keogh 04

Patients and clinicians will have confidence

in the quality assessments made by the CQC,

not least because they will have been active

participants in inspections.

Prepare for a CQC inspection regime that will adopt and build on the

Keogh Review methodology

Boards to consider how they might use the review methodology to

support quality improvement

Awaiting definitive CQC guidance on new inspection process

and methodology
2014? Mark Radford

Paul Martin,

Jenny Gardiner,

Ian Crich

UHCW has a number of internal quality review

processes utilising CQC framework. These are

employed on a proactive basis and reported

through Quality Governance Committee and

Nursing & Midwifery Committee

some

assurance

(Impact NOT

serious)

on target

Berwick 05

Mastery of quality and patient safety

sciences and practices should be part of

initial preparation and lifelong education of

all health care professionals, including

managers and executives.

Invest in a capability building programme that enables staff to

contribute to improvement of the quality and safety. A properly

resourced programme must be in place within 12 months.

Improve support of staff in implementing guidance on reporting of

serious incidents

Incident reporting guidance can be reiterated, though

reporting rates seem good.

Francis et al Steering Group to consider whether further

programme is required

August

2014

Meghana Pandit Yvonne Gatley

Reporting rates (900-1000 reports per month)

NPSA Feedback reports - Trust is in top half of

reporters nationally.

Support of staff - evidence seen in all RCA reports.

some

assurance

(Impact NOT

serious)

on target

Berwick 05

Mastery of quality and patient safety

sciences and practices should be part of

initial preparation and lifelong education of

all health care professionals, including

managers and executives.

The trust must be able to demonstrate that

-there are fully functional reporting systems for serious incidents,

-staff know how to use them

-the systems are used

-appropriate action is taken in response to incidents

-there is provision of appropriate support to the affected patients

and their carers.

systems in place; compliant complete Meghana Pandit Yvonne Gatley

Incident Management Policy

Procedure for Investigation & RCA;

Being Open Policy;

DATIX online reporting system;

NPSA Feedback reports;

SIRI RCA reports;

SI Group terms of reference;

SI Group monitoring reports;

Action plans & action plan tracker

full assurance complete

9
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40

41

42

43

FT plan: QGF 1b/PWC3

Risk registers for Service Groups should be

updated to ensure all documentation,

including sources of assurance are complete.

All Service Groups should have updated risk registers with

documented sources of assurance

Service groups have risk registers but some meet infrequently

or find insufficient time to discuss;

planned programme of risk management training to begin Jan

13

Apr-13 Meghana Pandit Yvonne Gatley
Procedure for Investigation & RCAs

agendas and minutes of specialty QIPs
full assurance complete

Francis: 08

Contractors providing outsourced services

should also be required to abide by these

requirements and to ensure that staff

employed by them for these purposes do so

as well. These requirements could be

included in the terms on which providers are

commissioned to provide services.

Review contracting terms to ensure compliance with principles of

NHS Constitution

Project Agreement stipulates and includes monitoring of

contractors providing Hard and Soft FM service

Liaison Committee monitors contract

Project Co monitor the performance of the providers

Soft services below supervisor staff are employed under Trust

T&Cs;

Awaiting confirmation that all contractors are employed on

the basis that their contracts are formally compliant.

Ian Crich Lincoln Dawkin
Confirmation via Project Co that all Pfi partners

contracts espouse these values.

some

assurance

(Impact NOT

serious)

on target

Keogh 0, 06 08; FT plan: SHA-IBP-

035/UHCW-BGAF-044; QGF 1b/PWC4;

The process for review of QIAs for CIPS

should be updated. QIAs should only be

signed off when the documentation,

including KPIs to measure on-going impact

on quality, are fully documented and agreed

with the Chief Medical Officer and Chief

Nursing Officer.

Ensure every CIP has a QIA

All QIAs agreed by Meghana Pandit and Mark Radford

Revised QIA process introduced in June to ensure all QIAs

reviewed by CMO and CNO. Electronic recording system

implemented to support the PPMO monitoring and reporting

to Trust Board of QIA status. As at M5 72% QIAs signed off by

Groups with 13% QIAs signed off by CMo & CNO.

Dec-13
Meghana Pandit

Mark Radford

Jonathan

Brotherton

PPMO reporting tool. Minutes of F&PC and Trust

Board

some

assurance

(Serious

Impact)

on target

FT Plan: QGF 3b/PWC8

The Trust should urgently re-establish

performance meetings with Service Groups.

Grouping together Service Groups or holding

meetings with groups every other month

(rotating the meetings) would contribute to

reducing time commitment for Executives.

Design and implement a Performance Management structure that

provides assurance from Specialty to Board.

3xDCOO posts established and multiple discussions with CD's

about this. Quarterly Performance Reviews and Monthly

Operational Delivery Meetings established. COG to have

discussion 3/9 about further revisions to structure and

corporate support to CDs.

A plan of updated internal communication tactics which could

be used to improve staff engagement has been given to CHRO.

Ideally this would be incorporated in the organizational

development plan; timings to be agreed

Jul-13 Gail Nolan
Jonathan

Brotherton
deputy COOs in place no assurance delayed

10



Francis, Keogh, Cavendish, Berwick, QGF

Integrated Action Plan v1.0 September 2013

1

C D E F G H I J K

Recommendation and references Actions Update
Time

frame

Executive

lead

Action

leads
Evidence of compliance

Assurance

Rating
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44

45

46

47

FT Plan: QGF 3b/PWC8

The Trust should develop a performance

management framework. The framework

should set out how Executives will manage

the quality performance of Service Groups

and how Service Group Management will

manage the quality performance of

Specialities.

Ensure performance management framework is in place that

monitors quality performance at all levels of the Trust

3xDCOO posts established and multiple discussions with CD's

about this. Quarterly Performance Reviews and Monthly

Operational Delivery Meetings established. COG to have

discussion 3/9 about further revisions to structure and

corporate support to CDs.

A plan of updated internal communication tactics which could

be used to improve staff engagement has been given to CHRO.

Ideally this would be incorporated in the organizational

development plan; timings to be agreed

Gail Nolan
Jonathan

Brotherton
deputy COOs in place

some

assurance

(Serious

Impact)

delayed

Keogh 05

No hospital, however big, small or remote,

will be an island unto itself. Professional,

academic and managerial isolation will be a

thing of the past

Active support for releasing staff to participate in Inspections, peer

review and education and training activities.
discussion on protocol for releasing staff required Ian Crich

Mark Radford

Maggie Allen

some

assurance

(Impact NOT

serious)

delayed

Francis 11

Healthcare professionals should be prepared

to contribute to the development of, and

comply with, standard procedures in the

areas in which they work. Their managers

need to ensure that their employees comply

with these requirements. [...] professional

disagreements [must be resolved] within

the trust [and] with external support where

necessary. [...]

Assess adoption of and compliance with standard procedures for

best practice.

Ensure practitioner contribution and compliance through appraisal

and performance monitoring

review NICE and clinical Guidelines policies and procedures by Apr.

14

PDPs will demonstrate involvement in developing procedures

Clinical guidelines, protocols, scope of practice documents:

Formal process for development, approval of all nursing,

midwifery documents

Apr-14
Meghana Pandit

Mark Radford

Andy Phillips

Karen Bond

Jenny Gardiner

Clinical guidelines on eLibrary and NICE guidance ;

both subject to clinical audit

some

assurance

(Impact NOT

serious)

on target

Berwick 02

All leaders concerned with NHS healthcare –

political, regulatory, governance, executive,

clinical and advocacy – should place quality

of care in general, and patient safety in

particular, at the top of their priorities for

investment, inquiry, improvement, regular

reporting, encouragement and support.

Actively address poor teamwork and poor practices of individuals,

using approaches founded on learning, support, listening and

continual improvement, as well as effective appraisals, retraining

and, where appropriate, revalidation.

Group 8 (T+O) recognises the value of appraisals in

highlighting the importance of teamwork and encouraging

reflection in practice and an 80% appraisal target. The group

has actively strengthened team work by organising the

department structure into sub specialties and trauma teams

which incorporates professional development and teaching.

For the nursing staff we have cross clinical leadership

meetings, rotation and cross cover on the wards. We have

MDT meetings in a number of areas e.g. Hip Service, ERP, MTC

Review Meeting.

The Equality and Diversity Dept. is exploring ways of

supporting teamwork, communications and workplace

behaviours ; TTWC launch date agreed

nov 13

onwards
Ian Crich

Andrew

McMenemy
reporting of appraisal compliance to QGC

some

assurance

(Serious

Impact)

on target

11
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48

49

50

Francis 12; Berwick 03

Reporting of incidents of concern relevant to

patient safety, compliance with fundamental

standards or some higher requirement of

the employer needs to be not only

encouraged but insisted upon. Staff are

entitled to receive feedback in relation to

any report they make, including information

about any action taken or reasons for not

acting.

Audit incident reporting to demonstrate feedback gets to relevant

staff

There should be a person accessible to patients 24/7 who is

responsible for patient safety.

A list of all closed incidents is produced and acknowledgement

letters are sent to the individual reporters.
complete Meghana Pandit

Yvonne Gatley

Dipak Chauhan

All staff are sent acknowledgement letters when

they report an incident. Letters detail the actions

taken as a result of the report.

DATIX shows evidence of this.

annual staff survey

staff impressions feedback

QIPS minutes

full assurance complete

Francis 37

[...] Quality Accounts, [should provide] full

and accurate information about their

compliance with each standard which

applies to them. To the extent that it is not

practical in a written report to set out detail,

this should be made available via each

trust’s website. [...] A full account should be

given as to the methods used to produce the

information.

To make or be party to a wilfully or

recklessly false statement as to compliance

with safety or essential standards in the

required Quality Account should be made a

criminal offence.

Project Initiation Document to address timely production of QA and

stakeholder involvement

review monitoring of QA preparation

Draft PID and draft QA 2013/14 complete 06-Sep-13 Meghana Pandit
Anita Kane

Named owner; Named author; Progress reports to

QGC; Scrutiny by and feedback from OCS, CCG

and Healthwatch; Content consistency check by

external auditors; Audit of Indicators by external

auditors; QA published on NHS Choices and Trust

website; QA signposts CQC website and NHS

Choices to provide detail information on quality

performance; QA signposts Clinical Audit and

CQUIN supplements to provide detail on quality

performance

some

assurance

(Impact NOT

serious)

on target

Francis 155

The General Medical Council should set out

a standard requirement for routine visits to

each local education provider, and

programme [...]

All healthcare organisations must be

required to release healthcare professionals

to support the visits programme. It should

also be recognised that the benefits in

professional development and dissemination

of good practice are of significant value.

Compliant with principles of medical training inspections compliant complete Meghana Pandit Maggie Allen
Reports & action plans for all UG and PG

inspections are available
full assurance complete
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51

52

53

54

Francis 157

The GMC should set out a clear statement of

what matters; deaneries are required to

report to the GMC either routinely or as they

arise. Reports should include a description of

all relevant activity and findings and not be

limited to exceptional matters of perceived

non-compliance with standards. Without a

compelling and recorded reason, no

professional in a training organisation

interviewed by a regulator in the course of

an investigation should be bound by a

requirement of confidentiality not to report

the existence of an investigation, and the

concerns raised by or to the investigation

with his own organisation.

Compliant with principle that confidentiality should not prevent

openness regarding inspections or inquiries
compliant complete Meghana Pandit Maggie Allen

UHCW reports concerns or investigations which

involve trainees or training direct to the Deanery

and would request advice where a matter might

require a direct reporting to the GMC. All

regulatory bodies have unrestricted access to

communicate with members of staff as they

require. This will be made explicit to staff

involved in any such investigation

full assurance complete

Francis 160

Proactive steps need to be taken to

encourage openness on the part of trainees

and to protect them from any adverse

consequences in relation to raising concerns.

Compliant with principle that trainees should be supported to be

open about concerns
compliant complete Meghana Pandit Maggie Allen

pathways for raising / escalating concerns are

made explicit at induction and reinforced at

junior doctors forums and similar meetings

full assurance complete

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.

Amend policy/procedure regarding full disclosure of circumstances

relating to death or serious injury to patient or representative if

necessary; audit practice

Duty of Candour to be included in performance indicators

2013/14 and monitored quarterly via the Clinical Quality

Review Group.

The Trusts Being Open policy complies with the NPSA

requirements. A revised policy will require staff to apologise

and explain what happened in an open, honest way and as

soon as possible following an incident. All staff must adhere to

the policy.

Revised Being Open policy not yet approved; Awaiting

response from commissions

Evaluate whether CQUIN for Duty of Candour is sufficient

assurance of compliance

Sep-14 Meghana Pandit
Andy Phillips

Yvonne Gatley

The Trust’s proforma for recording Root Cause

Analysis reports requires that details of patient/

family involvement and briefing of serious

untoward incidents are included in the report

which is reviewed by the Trust’s Serious Incident

Group.

some

assurance

(Serious

Impact)

on target

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).

Review inpatient survey, Impression and FFT results and agree

actions

Feedback from Impressions/FFT and the annual Inpatient

Survey is reviewed for concerns about the quality or content of

communication.

Meghana Pandit
Andy Phillips

Anita Kane

some

assurance

(Serious

Impact)

on target
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55

56

57

58

59

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.

Demonstrate that all statements made to a regulator or a

commissioner are completely truthful and not misleading by

omission.

A comprehensive whole organisation improvement

programme will be launched in the Autumn, underpinning

which will be the re-launch and embedding of a revised set of

Trust Values and Behaviours and this activity will emphasise

the duty of candour, honesty, openness and integrity.

Re-configuration of Equality and Diversity Group as IAG

Sep-14 Mark Radford
Robin Arnold

Barbara Hay

All employees bound by relevant Codes of

Conduct and for Board Directors by the Nolan

Principles

some

assurance

(Serious

Impact)

on target

Francis 177

Any public statement made by a healthcare

organisation about its performance must be

truthful and not misleading by omission.

All public statements made by the Trust about performance must be

truthful and not misleading by omission.
compliant complete Andy Hardy Kerry Beadling

All public statements (media enquiries, annual

report etc) issued by communications are

approved and signed off by a member of the

executive team. The same applies to FOI

responses and responses to complaints

full assurance complete

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.

Review contracts of employment, policies and guidance to ensure

that, where relevant, they expressly include and are consistent with

the principles of the NHS Constitution

Content identified for inclusion in contracts of employment.

Currently an exercise taking place that ensures policies are

aligned to NHS Constitution and Values & behaviours.

A review of contracts of employment is currently taking place

and will be completed shortly. In addition Policies and

Guidance are being updated, in line with NHS Constitution,

and Trust Wide Behaviours.

Implement

ation in

January

2014.

Ian Crich
Andrew

McMenemy

Revised template, contract of employment and

revised guidance and policies. Template contracts

of employment.

some

assurance

(Impact NOT

serious)

on target

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.

“Gagging clauses” or non disparagement clauses should be

prohibited in trust policies and contracts; change the standard

wording in relevant documents to ensure that there is no restriction

to staff regarding public interest disclosure.

There are no gagging clauses in Trust documentation. Where

this existed it has now been removed.
Complete Ian Crich

Andrew

McMenemy

Revised template, contract of employment and

revised guidance and policies. Template contracts

of employment.

full assurance complete

FT plan: QGF 3b/PWC 9

The Whistle-blowing policy should be

updated to reflect fact that anonymous

reports will be investigated.

update and approve whistle-blowing policy to include a commitment

to investigate anonymous complaints;

Policy to be amended and approved

policy under review Nov-14 Ian Crich Paul Martin Out for review and comment

some

assurance

(Impact NOT

serious)

on target
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60

61

62

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.

Policy update to ensure compliance with NPSA 'Being Open'

guidance

Being Open Policy has been reviewed and updated.

It is now pending direction from the commissioners regarding

their requirements in terms of supporting evidence. Once this

is clear, the policy will go through the Trust's ratification

process

Mar-14 Meghana Pandit Yvonne Gatley

Evidence of Duty of Candour is documented

within each SI and RCA report.

QPS monitors SIRIs for compliance - spreadsheet

held in QPS as evidence.

some

assurance

(Impact NOT

serious)

on target

Keogh 08; FT plan: QGF 3a/PWC 7

All NHS organisations will understand the

positive impact that happy and engaged

staff have on patient outcomes, including

mortality rates, and will be making this a key

part of their quality improvement strategy.

Timetable performance meetings for Clinical Directors

Review issues relating to service group management and agree

actions

review effectiveness of service management training content

training and development programme for SGM to be mandatory

3xDCOO posts established and multiple discussions with CD's

about this. Quarterly Performance Reviews and Monthly

Operational Delivery Meetings established. COG to have

discussion 3/9 about further revisions to structure and

corporate support to CDs.

A plan of updated internal communication tactics which could

be used to improve staff engagement has been given to CHRO.

Ideally this would be incorporated in the organizational

development plan; timings to be agreed

4/10 update - performance reviews are well established an dir.

metrics are discussed at all levels of performance

conversations.

31.03.14

Gail Nolan

David Eltringham

Ian Crich

Jonathan

Brotherton

Deputy COOs in place no assurance on target

Francis 186

Nursing training should be reviewed so that

sufficient practical elements are

incorporated to ensure that a consistent

standard is achieved by all trainees

throughout the country. This requires

national standards.

Compliant with national standards in nurse training compliant complete Mark Radford Gillian Arblaster

Coventry University have had approval for a new

value based developmental curriculum in nursing

that incorporates competency and behaviour

elements of nursing, nursing practice and

professionalism. Selection

of new recruits onto the existing programme is

already a valued based selection incorporating

caring and compassion

full assurance complete
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63

64

65

Francis 185; Francis 191

There should be an increased focus in nurse

training, education and professional

development on the practical requirements

of delivering compassionate care in addition

to the theory. [...]

Healthcare employers recruiting nursing

staff, whether qualified or unqualified,

should assess candidates’ values, attitudes

and behaviours towards the well-being of

patients and their basic care needs, and care

providers should be required to do so by

commissioning and regulatory requirements.

Scope selection processes that reflect values-based recruitment
new recruitment policy approved august 2013; not yet fully

compliant with expectations of Francis report
Mark Radford

Gillian Arblaster

Andrew

McMenemy

no assurance delayed

Keogh 07

Junior doctors in specialist training will not

just be seen as the clinical leaders of

tomorrow, but clinical leaders of today. The

NHS will join the best organisations in the

world by harnessing the energy and

creativity of its 50,000 young doctors.

Medical Director to consider how to use Junior doctors as powerful

agents for change

Director of Nursing to consider how to use Student Nurses to

promote innovative practice and become ambassadors for the

hospital.

Junior Doctor reps sought for MRG, PSC, SIG, MMC; candidates

are now being identified
Dec-13

Meghana Pandit

Mark Radford

Maggie Allen
Junior doctors currently fully engaged in leading

change in AMU/ emergency care pathways

some

assurance

(Impact NOT

serious)

on target

Francis 194

[nurses] should be required to demonstrate

in their annual learning portfolio an up-to-

date knowledge of nursing practice and its

implementation. [...] the appraisal and

portfolio should be signed by the nurse as

being an accurate and true reflection and be

countersigned by their appraising manager

as being such.

Ensure that all nurses have a learning portfolio that demonstrates

knowledge of current practice;

PDR process to specifically capture care, and compassion feedback

from patients

Plan to review current practice look at examples other Trust

include patient feedback (this is incorporated into the new

practice assessment for student nurses)

Current appraisal documentation works through KSF domains

which addresses nursing practice and evidence

Mark Radford Gillian Arblaster

some

assurance

(Impact NOT

serious)

delayed
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66

67

68

FT plan: QGF 3c/PWC 10

The Trust should develop a clear action plan

for addressing poor performance against

mandatory training and appraisals.

Action plans following patient surveys

should feed into performance meetings to

ensure owners for actions are held to

account.

Action plans following patient surveys should feed into performance

meetings to ensure owners for actions are held to account.
Awaiting FT plan update in October Jul-13 Mark Radford

Jonathan

Brotherton

Julia Flay

some

assurance

(Serious

Impact)

delayed

Keogh 06; Berwick 04

Nurse staffing levels and skill mix will

appropriately reflect the caseload and the

severity of illness of the patients they are

caring for and be transparently reported by

trust boards

The CNO should use evidence-based tools to determine appropriate

staffing levels for all clinical areas, shift by shift.

Boards should sign off and publish evidence-based staffing levels at

least every six months.

complete complete Mark Radford Moosa Patel

UHCW has used the AUKUH Acuity dependency

scoring twice yearly since 2006. This report is

revised at Quality Governance Committee, the

summary is shared with Board. In addition peer

benchmarking and establishment review is

conducted yearly.

Board minutes show six-monthly reports received

full assurance complete

Francis 195

Ward nurse managers should operate in a

supervisory capacity [...] They should know

about the care plans relating to every

patient on his or her ward. [...] make

themselves visible to patients and staff alike,

and be available to discuss concerns with all,

including relatives. Critically, they should

work alongside staff as a role model and

mentor, [...] monitor performance and

deliver training and/or feedback as

appropriate, including a robust annual

appraisal.

Review ward nurse management to ensure ability to fulfil

supervisory functions.

Identify ways of increasing appraisal rates

Implement supernumerary status where appropriate with clear

criteria, costing. and action plan.

Staff impressions and annual Staff Survey (CQC) ask about

leadership; PDPs should reflect leadership practice.

Not all managers have supernumerary status . A level of time

is allocated for this purpose including clinical work alongside

ward teams.

agree criteria for deciding on supernumerary status

Apr-14 Mark Radford Claire Bonniger

Review roles and responsibilities with agreed Job

descriptions and objectives for ward managers

will be in place

Patient impressions survey will ask about ward

leader visibility

some

assurance

(Impact NOT

serious)

on target
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69

70

71

Francis 198

Healthcare providers should be encouraged

by incentives to develop and deploy reliable

and transparent measures of the cultural

health of front-line nursing workplaces and

teams, which build on the experience and

feedback of nursing staff using a robust

methodology, such as the “cultural

barometer”.

Develop and deploy reliable and transparent measures of the

cultural health of front-line nursing workplaces and teams, which

build on the experience and feedback of nursing staff using a robust

methodology, such as the “cultural barometer”.

A comprehensive whole organisation improvement

programme will be launched in the Autumn, underpinning

which will be the re-launch and embedding of a revised set of

Trust Values and Behaviours and this activity will emphasise

the duty of candour, honesty, openness and integrity.

Additionally, through the Improvement programme, all HR

Policies and Procedures will be re-designed to be based on the

Trust values which encompass the requirements of the NHS

Constitution.

Cultural barometer will be evaluated when available (not

before April 2014)

This should be done along side of Equality and Diversity Dept.

teamwork, communications and workplace behaviours are

intrinsically linked to ED&HR

May-14 Mark Radford
Claire Bonniger

Barbara Hay
TTWC launch plan agreed by Trust Board

some

assurance

(Serious

Impact)

on target

Francis 199

Each patient should be allocated for each

shift a named key nurse responsible for

coordinating the provision of the care needs

for each allocated patient. The named key

nurse on duty should, whenever possible, be

present at every interaction between a

doctor and an allocated patient.

Consider named nurse and minute decision with rationale

Nurse participates in all patient/doctor interactions

patient impressions; annual inpatient survey provide feedback

from patients about interactions with doctors and nurses;

further discussion about practicability required

Mark Radford Karen Bond
Evidence that nurses participate in all

patient/doctor interactions

some

assurance

(Impact NOT

serious)

delayed

Francis 202

Recognition of the importance of nursing

representation at provider level should be

given by ensuring that adequate time is

allowed for staff to undertake this role, and

employers and unions must regularly review

the adequacy of the arrangements in this

regard.

Compliant with nursing representation on key committees complete complete Mark Radford Karen Bond

Chief Nurse at Board Level

Senior nurse representation on committees

feeding into Board;

Recognition and Partnership Agreement

full assurance complete
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72

73

74

75

Cavendish 13

Trusts should empower Directors of Nursing

to take greater Board level responsibility for

the recruitment, training and management

of HCAs, from day one.

Director of Nursing to take greater Board level responsibility for 'the

recruitment, training and management of HCAs, from day one'.

The L&OD team produced a paper for the Director of Nursing

in July providing a baseline of learning attainment for all

HCSWs, identifying gaps and recommendations as to how to

address these.

As a result, the 2 ADs for Nursing are leading 2 facilitated

workshops in October to consult and agree with internal

stakeholders a future approach.

Nov-13 Mark Radford
Andrew

McMenemy

some

assurance

(Impact NOT

serious)

on target

Francis 207; Cavendish 3; Cavendish 6

There should be a uniform description of

healthcare support workers, with the

relationship with currently registered nurses

made clear by the title.

The CQC should require healthcare

assistants in health and support workers in

care to have completed the Certificate of

Fundamental Care before they can work

unsupervised.

Nursing training should be reviewed [...] to

ensure that a consistent standard is achieved

by all trainees [...]

Review the recruitment, training and supervision of non-registered

staff to reflect values-based recruitment

Review of recruitment and training of non-registered staff

underway

summer

2014
Mark Radford

Andrew

McMenemy

Gillian Arblaster

Recognition and Partnership Agreement

some

assurance

(Impact NOT

serious)

on target

Cavendish: 11

Employers should allow HCAs to use the title

“Nursing Assistant” on completion of the

“Certificate of Fundamental Care”, where

appropriate.

Employers should allow HCAs to use the title “Nursing Assistant” on

completion of the “Certificate of Fundamental Care”, where

appropriate.

Now in the remit of CMO, supported by Quality and Patient

Safety department. Narrative to be included as part of next

self-assessment;

QGF now integrated into FT action plan.

November TERC will discuss Reports on Cavendish and agree

next steps

Oct. 13

nov 13

Ian Crich
Andrew

McMenemy

Gillian Arblaster

Tracey Bennett

some

assurance

(Impact NOT

serious)

on target

Francis: 208

Commissioning arrangements should require

provider organisations to ensure by means

of identity labels and uniforms that a

healthcare support worker is easily

distinguishable from that of a registered

nurse.

Support workers should be clearly distinguished from nursing staff

There will be 'who's who' guides on all wards and in the patient

handbook

Name badges as identification badges are worn but not clearly

visible to patients. Posters on some wards.

Grade specific colours are used for uniforms

November TERC will discuss Reports on Cavendish and agree

next steps

Mark Radford Gillian Arblaster

Annual staff uniform audit;

Guide to staff uniforms available as poster in

some clinical areas

some

assurance

(Impact NOT

serious)

on target
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76

77

78

79

Francis: 230

The profile of the Nursing and Midwifery

Council needs to be raised with the public,

[...] All patients should be informed, by

[providers] of the existence and role of the

NMC together with contact details. […]

Ensure NMC (and other professional body) information and contact

details are incorporated in patient information
Awaiting next update of patient information folder Mark Radford

Karen Bond

Dan Ibeziako
no assurance not started

Francis: 231

It is essential that [NMC] procedures do not

obstruct the progress of internal disciplinary

action in providers. […]

Internal disciplinary processes are not delayed due to outstanding

NMC hearings
compliant complete Mark Radford Claire Bonniger

Disciplinary Policy

HR Case evidence

full assurance complete

Francis: 236

Hospitals should review whether to reinstate

the practice of identifying a senior clinician

who is in charge of a patient’s case, […]

Identify a senior clinician to be in charge of each patient’s case, so

that patients and their supporters are clear who is in overall charge

of a patient’s care.

All in-patients are under a named clinician. Medical Outliers

are under locum staff at present & consultant may change

depending in part on cover arrangements.

Audit of IPM data planned;

issue of medical responsibility for outliers to be resolved;

There are designated outlier teams responsible for outliers on

non-medical wards. All teams have a consultant responsible

for those patients.

Each week a list is sent out to wards confirming the make-up

of the outlier team for that week. Where possible the

consultant is kept the same, but at present those consultants

are locums; on occasion the consultant for a particular ward

might change.

Meghana Pandit Mike Iredale Weekly outlier team list

some

assurance

(Impact NOT

serious)

delayed

Berwick 03

A specific named clinician, known to the

patient, is responsible for the coordination

of care for every patient at every phase of

treatment

Patients and their carers should always have access to and be given

on request a clear, understandable and relevant summary of their

health needs and preferences, which states how these needs will be

met including information about risks and alternatives.

All patients in T+O have the option to request a copy of their

GP letter. Procedure specific/information sheets which include

information re complications for the majority of patients.

Comprehensive booklets for THR,TKR,ACL reconstruction;

Therapy led education classes for patients undergoing joint

replacements. Many patients are treated as part of clinical

trials and inclusion involves comprehensive information

regarding treatment and alternatives. Ward staff and junior

doctors are available for face to face meetings with family and

carers.

Mar-14 Meghana Pandit
Andy Phillips

Clinical Directors

all carers and patients have access to staff to

obtain information about their care in addition to

the discharge summary; Consent policy updated

and audited annually

some

assurance

(Impact NOT

serious)

on target
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80

81

82

83

Francis 237; Berwick 04

There needs to be effective teamwork

between all the different disciplines and

services that together provide the collective

care often required by an elderly patient; the

contribution of cleaners, maintenance staff,

and catering staff also needs to be

recognised and valued.

Foster good teamwork by expecting teams to:

• set challenging and measurable objectives;

• facilitate better communication and coordination within and

among teams;

• regularly take time out to review performance and plan

improvement.

Implement TTWC - effective teamwork for all patients

 Each ward / department ensures a co-ordinated approach to

patient care through a Multidisciplinary approach to care,

which involves a wide range of interventions and assessments.

Ranging from; Documented morning Board reviews followed

by a ward round, individual patient assessment against

established tools to assess Falls risk, Dementia, nutrition,

occupational and physiotherapy review.   Regular fortnightly

meetings take place between portering, catering and cleaning

support to raise issues of demand or concern with regard to

their part of patient support.      

Sep-14
Mark Radford

Robin Arnold

Group managers

Clinical Directors

Board Round documentation;

Board and ward round audit;

all specialities will be able to evidence multi-

disciplinary teamwork

some

assurance

(Impact NOT

serious)

on target

Berwick 07

Transparency should be complete, timely

and unequivocal. All data on quality and

safety, whether assembled by government,

organisations, or professional societies,

should be shared in a timely fashion with all

parties who want it, including, in accessible

form, with the public.

The Trust should make use of peer review outside of formal systems

to facilitate learning.

Several specialist societies run regional peer review schemes.

We have also made use of College based review. Teaching

activities have been peer reviewed by WMS faculty

development staff

Sep-14 Meghana Pandit
Maggie Allen

Yvonne Gatley

some

assurance

(Impact NOT

serious)

on target

Berwick 04

Government, Health Education England and

NHS England should assure that sufficient

staff are available to meet the NHS’s needs

now and in the future. Healthcare

organisations should ensure that staff are

present in appropriate numbers to provide

safe care at all times and are well-supported.

Actively support staff by:

• fostering excellent human resource practices,

• promoting staff health and well-being,

• cultivating a positive organisational climate,

• involving staff in decision-making and innovation,

• providing staff with helpful feedback

• recognising good performance,

• addressing systems problems,

• making sure staff feel safe, supported, respected and valued at

work.

Collaborate with professional regulators to adopt systems for

supportively assessing the performance of all clinical staff, building

on the introduction of medical revalidation.

launch 14.11.2013 Sep-14 Ian Crich Robin Arnold

some

assurance

(Serious

Impact)

on target

Francis: 238

Regular interaction and engagement

between nurses and patients and those

close to them should be systematised

through regular ward rounds […]

Audit to demonstrate that all wards have ward round, bed rounds PLACE feedback expected by end September

2013/14

audit

programm

e

Meghana Pandit

Mark Radford

Nick Balcombe

Karen Bond

David Powell

Compliance against board rounds is monitored

through collection of attendance sheets

Some

Assurance

(Serious

Impact)

on target
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84

85

86

87

Francis: 238

Regular interaction and engagement

between nurses and patients and those

close to them should be systematised […] All

staff need to be enabled to interact

constructively, in a helpful and friendly

fashion, with patients and visitors.

Staff receive 360 feedback on communication skills using real time,

appraisal and Impressions

All medical appraisals include 360 degree appraisal containing

feedback on communication

Impressions feedback shared with CDs, GMs and MMs

Meghana Pandit

Mark Radford

Andy Phillips

Karen Bond

medical appraisal documentation;

impressions feedback

Some

Assurance

(Serious

Impact)

on target

Francis: 238

Regular interaction and engagement

between nurses and patients and those

close to them should be systematised […]

Where possible, wards should have areas

where more mobile patients and their

visitors can meet in relative privacy and

comfort without disturbing other patients.

Review PLACE assessments to identify privacy issues
PLACE feedback available on HSCIC website as of 18.09.2013 Sep-13

Mark Radford David Powell

Lincoln Dawkin

Some

Assurance

(Serious

Impact)

on target

Francis: 238

Regular interaction and engagement

between nurses and patients and those

close to them should be systematised […]

The NHS should develop a greater

willingness to communicate by email with

relatives.

Continue to review value of social media;

Trust uses a wide range of social media to communicate with

patients, carers and public eg UHCW twitter feed nhsuhcw.

ICT Security Policy prohibits use of email to communicate any

patient identifiable data because the system is insecure and

there is no mechanism for validating the identity of the

recipient.

Mark Radford Kerry Beadling

some

assurance

(Impact NOT

serious)

on target

Francis: 238

Regular interaction and engagement

between nurses and patients and those

close to them should be systematised

[…]The currently common practice of

summary discharge letters followed up some

time later with more substantive ones

should be reconsidered.

[...]

Review discharge communications as part of the Safe and Timely

Discharge action plan

Discharge policy currently under review including review of

communication
Apr-14 Meghana Pandit

Nick Balcombe

Michelle Linnane

Anita Kane
All patients have a discharge letter on discharge

which is also sent to the GP

Some

Assurance

(Serious

Impact)

on target
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Francis: 238

Regular interaction and engagement

between nurses and patients and those

close to them should be systematised […]

Information about an older patient’s

condition, progress and care and discharge

plans should be available and shared with

that patient and, where appropriate, those

close to them, who must be included in the

therapeutic partnership to which all patients

are entitled.

Share relevant information with patients and (where appropriate)

carers, GPs and other providers.

Discharge related communications is a component of the 'Safe

and Timely Discharge' quality improvement priority.; next

progress report due Oct 13

Apr-14 Mark Radford

Nick Balcombe

Michelle Linnane

Anita Kane

All patients have a discharge letter on discharge

which is also sent to the GP as shown in patient

records

Some

Assurance

(Serious

Impact)

on target

Francis: 239

The care offered by a hospital should not

end merely because the patient has

surrendered a bed – it should never be

acceptable for patients to be discharged in

the middle of the night, still less so at any

time without absolute assurance that a

patient in need of care will receive it on

arrival at the planned destination. Discharge

areas in hospital need to be properly staffed

and provide continued care to the patient.

Review discharge processes as part of the safe and Timely Discharge

action plan

Discharge action plan and recommendations in place. Trust

policy dictates that inpatients not be discharged after

20.00hrs. Regular review of patient discharge time to ensure

compliance ; CAE's are raised for breaches.

The integrated Discharge team are planning for discharge for

all patients from the point of admission and will identify and

secure and document any requirement as part of support to

safe discharge.

A new procurement programme for next generation electronic

patient observation system has begun.

4/10 reviewed - remains accurate

01/03/201

4

David Eltringham

Richard Parker

Nick Balcombe

Michelle Linnane

UHCW has the VitalPAC system which enables bed

side observation recording through PDA on a

Trust wide server. This is configured to alert staff

to signs of deterioration and actions. It also

includes email alert to Critical Care Outreach.

The Discharge Lounge provides a safe level of

patient support and care and assessment of

patient throughput / workload are regularly

reviewed . 

Getting emergency Care Right and Impressions

data monitored by CDs, MM, GM and Chief

Officers

some

assurance

(Serious

Impact)

on target

Francis: 240

All staff and visitors need to be reminded to

comply with hygiene requirements. Any

member of staff, however junior, should be

encouraged to remind anyone, however

senior, of these.

compliance with hygiene regulations and policy is subject to regular

audit
compliant complete Mark Radford Kate Prevc

Auditable processes in place via IPCT,

Performance team and Project co. All

disseminated and addressed at the bi weekly

operational cleaning meeting. Daily walkabout

checks from performance team, IPCT and service

provider a process for immediate rectification via

help desk. This is also fully auditable.

Self-assessment against CQC essential standard

outcome 8

full assurance complete

Francis: 241

The arrangements and best practice for

providing food and drink to elderly patients

require constant review, monitoring and

implementation.

provision of food and drink to patients compliant complete Mark Radford Michelle Linanne

good practice guidelines; Essence of Care

Benchmarking; monthly nutrition walkarounds;

Education and training

Self-assessment against CQC essential standard

outcome 4

full assurance complete
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93

94

95

Francis: 243

The recording of routine observations on the

ward should, where possible, be done

automatically as they are taken, with results

being immediately accessible to all staff

electronically in a form enabling progress to

be monitored and interpreted. [...]

contemporaneous recording of observations compliant complete Mark Radford Karen Bond
Vital pac

Performance pack
full assurance complete

Keogh: 01

We will have made demonstrable progress

towards avoiding reducible deaths in our

hospitals, rather than debating what

mortality statistics can and can't tell us

about the quality of care hospitals are

providing.

Implement/review early warning system and escalation procedures

for deteriorating high-risk patients (especially at weekends and

overnight)

UHCW has the VitalPAC system which enables bedside

observations recording trust-wide. Configured to alert staff of

deteriorating signs with alerts to critical care outreach.

A new procurement programme for next generation electronic

observation programme has begun.

Mark Radford Claire Bonniger
VitalPAC equipment in place; systems in use; new

procurement process

some

assurance

(Impact NOT

serious)

on target

Francis: 256

A proactive system for following up patients

shortly after discharge would not only be

good “customer service”, it would probably

provide a wider range of responses and

feedback on their care.

Implement the Safe and Timely Discharge action plan and consider

use of FFT post follow-up

Quality Improvement Plan for Safe and timely Discharge to be

updated in October 2013.

FFT now offered to patients 48 hours post-discharge. Patients

can reply by social media or postcard

Reconfiguration of discharge process in collaboration with

Medihome is under consideration

Meghana Pandit

Nick Balcombe

Michelle Linnane

Anita Kane

Discharge agreed as a quality improvement

priority by TB in June 2013;

In-patients and A&E attendees are given the

opportunity to feedback on services as at May

2013. Feedback evaluated and shared on a

monthly basis; FFT outcomes evaluated at PEEG

and reported to QGC

some

assurance

(Impact NOT

serious)

on target

Francis: 263

It must be recognised to be the professional

duty of all healthcare professionals to

collaborate in the provision of information

required for such statistics on the efficacy of

treatment in specialties.

Compliant with provision of information on efficacy of treatment complete complete

Meghana Pandit

Mark Radford

Gail Nolan

Karen Bond

Jonathan

Brotherton

Staff have willingly collaborated in providing

information to support KPIs/CQUIN measures e.g.

VTE, dementia etc where required to do so.

Royal College of surgeons returns on

individualised outcome data

full assurance complete

24



Francis, Keogh, Cavendish, Berwick, QGF

Integrated Action Plan v1.0 September 2013

1

C D E F G H I J K

Recommendation and references Actions Update
Time

frame

Executive

lead

Action

leads
Evidence of compliance

Assurance

Rating

Progress

Rating

96

97
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Francis: 279

So far as is practicable, the responsibility for

certifying the cause of death should be

undertaken and fulfilled by the consultant,

or another senior and fully qualified clinician

in charge of a patient’s case or treatment.

Evaluate existing guidance to ensure that certifying the cause of

death is undertaken by the consultant, or another senior and fully

qualified clinician in charge of a patient’s case or treatment; audit

process for issuing death certificates

Routine practice is for junior medical staff to complete death

certificates. There is an instruction that in all cases the

certifying doctor should discuss the case and death certificate

entry with the responsible consultant.

No information/data on how often consultants are involved in

discussion around death certificate entries. Need to review

process, issue guidance and then audit practice.

New national guidance on cause of death letters is expected

TBC Meghana Pandit
Andy Phillips

Mike Iredale
cause of death letter placed with case notes

some

assurance

(Serious

Impact)

on target

Keogh 07

Junior Doctors must routinely participate in

Trusts' mortality review meetings.

Junior Doctors must routinely participate in Trusts' mortality review

meetings.

Trainees participate in Departmental M&M meetings., often

involved in preparing & presenting data. Trainees have agreed

to put a representative on patient safety & SIG committees

and MRG.

Dec-13 Meghana Pandit Maggie Allen Junior doctors have

some

assurance

(Serious

Impact)

on target

Francis: 280

Both the bereaved family and the certifying

doctor should be asked whether they have

any concerns about the death or the

circumstances surrounding it, and guidance

should be given to hospital staff encouraging

them to raise any concerns they may have

with the independent medical examiner.

Review how we meet the needs of bereaved families.
The Medical Examiners posts have not been established

beyond a few national pilots.
Mar-14 Meghana Pandit

Andy Phillips

Mike Iredale

The Bereavement Office provides advice and

support to families and assists in identifying

additional services including PALS. A Trust Patient

Information document explains processes for

registering deaths and identifies additional

sources of support including the Chaplaincy, Social

Worker and Senior Ward Nursing staff. Contact

organisations for external agencies who can act as

a source of external support are listed.

Training, including a presentation available on the

Intranet identifies the process and circumstances

where a discussion or referral to the Coroner’s

Office is appropriate prior to issuing certification

of death. The Bereavement Team provide advice

to doctors on the appropriate issuing of

certificates.

some

assurance

(Impact NOT

serious)

on target

Francis: 280

Both the bereaved family and the certifying

doctor should be asked whether they have

any concerns about the death or the

circumstances surrounding it, and guidance

should be given to hospital staff encouraging

them to raise any concerns they may have

with the independent medical examiner.

.

Ensure all staff have access to mortality reviews The ability to record secondary mortality reviews within CRRS

is currently being investigated.

Mar-14 Meghana Pandit
Andy Phillips

Mike Iredale

Primary mortality review requests are sent to the

named consultant following an in-patient death.

The completed form is available to be reviewed by

all users of CRRS. Mortality data and secondary

mortality reviews are managed within

Department’s QPS agendas;

Mortality reviews newsletters highlighting lesson

learned.

Mortality reviews presented at QIPs

some

assurance

(Impact NOT

serious)

on target

Theme 2: Data, Information and Knowledge
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102

103

104

Cavendish: 12

Regulators, employers and commissioners in

health and social care should define a single

common dataset for their purposes, and

commit to using it, to relieve the pressure on

first line managers and other staff.

[Regulators, employers and commissioners in health and social care

should define a single common dataset for their purposes, and

commit to using it, to relieve the pressure on first line managers and

other staff.]

Awaiting national and/or regional initiatives on common

datasets

4/10 reviewed - remains accurate

TBC David Eltringham

Jonathan

Brotherton

Robin Arnold

Jon Barnes

not yet applicable

some

assurance

(Impact NOT

serious)

not started

Berwick 07

Transparency should be complete, timely

and unequivocal. All data on quality and

safety, whether assembled by government,

organisations, or professional societies,

should be shared in a timely fashion with all

parties who want it, including, in accessible

form, with the public.

Leaders must understand variation within the trust and by

comparison with others

Part of our information strategy development is to expand the

breadth of benchmarking both internally and with other

providers. This includes improved accessibility for clinicians

and other leaders.

Leadership programme is likely to pick up the way that hard

and soft data are used to influence planning and service

delivery.

Sep-14 David Eltringham
Jonathan

Brotherton
reporting on information strategy

some

assurance

(Impact NOT

serious)

on target

Berwick 07

Transparency should be complete, timely

and unequivocal. All data on quality and

safety, whether assembled by government,

organisations, or professional societies,

should be shared in a timely fashion with all

parties who want it, including, in accessible

form, with the public.

Share all data on quality of care and patient safety with anyone who

requests it, in a timely fashion, with due protection for individual

patient confidentiality

Reduce reliance on external agencies as the guarantors of safety and

quality and toward proactive assessment and accountability.

Being Open Policy has been reviewed and updated.

It is now pending direction from the commissioners regarding

their requirements in terms of supporting evidence. Once this

is clear, the policy will go through the Trust's ratification

process

needs discussion to integrate Complaints perspective.

Update4/10 correct

Sep-13 David Eltringham

Yvonne Gatley

Paul Martin

Jonathan

Brotherton

Jon Barnes

RCA reports are shared at the request of

patients/carers

some

assurance

(Impact NOT

serious)

delayed

Berwick 07

Transparency should be complete, timely

and unequivocal. All data on quality and

safety, whether assembled by government,

organisations, or professional societies,

should be shared in a timely fashion with all

parties who want it, including, in accessible

form, with the public.

Patient or carers affected by a Serious Incident should be notified

and supported; patients need not be informed of every error or near

miss but should be given all the information they ask for.

Included in Being Open Policy

Being Open Policy has been reviewed and updated.

It is now pending direction from the commissioners regarding

their requirements in terms of supporting evidence. Once this

is clear, the policy will go through the Trust's ratification

process

Sep-14 Meghana Pandit Yvonne Gatley

Being Open Policy

Incident Management Policy

Procedure for Investigation & RCA

RCA reports include a section on sharing with

patients/carers.

some

assurance

(Impact NOT

serious)

on target
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105

106

107

108

Francis: 88

The information contained in reports for the

Reporting of Injuries, Diseases and

Dangerous Occurrences Regulations should

be made available to healthcare regulators

through the serious untoward incident

system in order to provide a check on the

consistency of trusts’ practice in reporting

fatalities and other serious incidents.

Update H&S policy to include more clearly the reporting of RIDDOR

at SIG and PSC to inform regulators.

SIG needs to decide whether it will review RIDDOR reports via

a monthly/quarterly report.

Paul Martin (chair) to raise.

D Chauhan/L Dawkin to update H&S Policy accordingly.

Nov-13 David Eltringham
Dipak Chauhan

Lincoln Dawkin

Trust Policy on HS includes RIDDOR reporting

Riddors discussed at Trust HSC meeting

Riddors are discussed by exception at SIG

H&S audits introduced program of audits for

compliance has been developed.

Risk Assessments in place and Risk Management

Policy/Strategy are in place

internal audit of Risk management

Inspections and audits are reported on at the HSC

some

assurance

(Serious

Impact)

on target

Francis: 88

The information contained in reports for the

Reporting of Injuries, Diseases and

Dangerous Occurrences Regulations should

be made available to healthcare regulators

through the serious untoward incident

system in order to provide a check on the

consistency of trusts’ practice in reporting

fatalities and other serious incidents.

All departments to be included in H+S inspection programme compliant: All areas of the Trust are subject to H+S inspection complete
David Eltringham

Dipak Chauhan

Lincoln Dawkin

H+S inspection programme and reports full assurance complete

Francis: 89

Reports on serious untoward incidents

involving death of or serious injury to

patients or employees should be shared with

the Health and Safety Executive.

Update H&S policy

Consider how/if RIDDORs should be incorporated into the SIG

reporting schedule to inform HSE

SIG needs to decide whether it will review RIDDOR reports via

a monthly/quarterly report.

Paul Martin (chair) to raise.

D Chauhan/L Dawkin to update H&S Policy accordingly.

Nov-13
Meghana Pandit

Yvonne Gatley

Lincoln Dawkin

Dipak Chauhan

All RIDDOR reportable incidents are reported via

Risk management and discussed at the Trust HSC.

They are also discussed by exception at the SIG if

the incident is a SIRI.

Trust Risk Manager attends SG meetings.

some

assurance

(Serious

Impact)

on target

Francis: 139

The first priority for any organisation

charged with responsibility for performance

management of a healthcare provider

should be ensuring that fundamental patient

safety and quality standards are being met.

Such an organisation must require

convincing evidence to be available before

accepting that such standards are being

complied with.

Schedule discussion at CQRG to agree acceptable evidence-base for

assessing compliance quality and patient safety standards

Performance Management Framework

KPIs are shared via CQRG, CPPM, the IPR which goes to public

Trust Board; PMR returns to the TDA and the CQC;

Unannounced visits/observations incorporated in the Acute

Service Provider contracts (TBC)

Dec-13 Gail Nolan
Jonathan

Brotherton

Assurance required from commissioners following

discussion at CQRG that evidence is sufficient,

convincing and demonstrate standards are being

complied with.

CQRG minutes demonstrate agreement in place;

some

assurance

(Serious

Impact)

on target
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109

110

111

112

Francis: 140

Where concerns are raised that such

standards are not being complied with, a

performance management organisation

should share, wherever possible, all relevant

information with the relevant regulator,

including information about its judgement as

to the safety of patients of the healthcare

provider.

Schedule discussion at CQRG re sharing patient safety information

Terms of reference for the CQRG meeting.

Performance shared via the PMR to the TDA and other

meeting forums;

Assurance will be available from commissioners following

discussion at CQRG that evidence is sufficient, convincing and

demonstrates standards are being complied with.

Dec-13 Gail Nolan
Jonathan

Brotherton
not yet applicable

some

assurance

(Impact NOT

serious)

on target

Francis: 142

For an organisation to be effective in

performance management, there must exist

unambiguous lines of referral and

information flows, so that the performance

manager is not in ignorance of the reality.

Schedule discussion at CQRG and PPMO re information flows to

ensure managers at all levels are well-informed regarding

performance issues

Internal processes identify designated leads on spreadsheet of

KPIs when targets and/or monitoring is being set up e.g.

CQRG, CPPM, CQUIN.

For the IPR, these are listed on the dashboard.

Leads/information flow contacts have not been identified in

these sources for CCGs/SCTs

Assurance will be available from commissioners following

discussion at CQRG that evidence is sufficient, convincing and

demonstrates standards are being complied with.

Dec-13 Gail Nolan
Jonathan

Brotherton
not yet applicable

some

assurance

(Impact NOT

serious)

on target

Francis 143; FT plan: QGF 4b/PWC 12

Metrics need to be established which are

relevant to the quality of care and patient

safety across the service, to allow norms to

be established so that outliers or progression

to poor performance can be identified and

accepted as needing to be fixed.

Continuing discussion with Commissioners re patient safety metrics

Metrics need to be established which are relevant to the

quality of care and patient safety across the service, to allow

norms to be established so that outliers or progression to poor

performance can be identified and accepted as needing to be

fixed; discussion to be scheduled at CQRG

Assurance will be available from commissioners following

discussion at CQRG that evidence is sufficient, convincing and

demonstrates standards are being complied with.

Dec-13 Gail Nolan
Jonathan

Brotherton
not yet applicable

some

assurance

(Serious

Impact)

on target

Francis 244

[...]

Patients need to be granted user friendly,

real time and retrospective access to read

their records, and a facility to enter

comments. They should be enabled to have

a copy of records in a form useable by them,

if they wish to have one. If possible, the

summary care record should be made

accessible in this way.

Consider how patient access to records can comply with

recommendations

agenda item for Francis et al Steering Group Apr-14 Meghana Pandit Paul Martin not yet applicable no assurance on target
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Francis: 244

There is a need for all to accept common

information practices, and to feed

performance information into shared

databases for monitoring purposes. [...]

Systems should

be designed to include prompts and defaults

[...]

include a facility to alert supervisors [...] be

capable of collecting performance

management and audit information [...] be

designed by healthcare professionals in

partnership with patient groups [.and] be

capable of reflecting changing needs and

local requirements.

Continue collaboration with the development of the Arden

Community Health Portal; consider need for UHCW portal should the

scheme fail

Ensure that all systems are appropriately commissioned and

procured to include appropriate prompts and defaults.

The majority of Trust systems collect performance

management and audit information automatically, but this is

not anonymised direct from entries. The data is collated and

processed by the Trust’s business intelligence system, InSite,

and is anonymised or pseudonymised on reporting and

presentation, as appropriate.

In-house Trust systems are designed with direct

representation from a broad range of healthcare professionals

but patient group involvement is limited to involvement in the

EPR Programme Board. Relevant professional, managerial and

regulatory requirements are included in specifications, as

appropriate.

There are some minimum standards that external systems

should adhere to (e.g. HL7 messaging), but there appears no

overall minimum set of requirements. Further discussion

required to achieve shared Portal

External suppliers – as per contract agreements – are expected

to meet national requirements.

Apr-14 Mark Radford

David Eltringham

Robin Arnold

Jonathan

Brotherton

Jon Barnes

Critical systems used Trust-wide (such as VitalPAC

and CRRS – EPR) provide defaults as appropriate

and based on previously declared information.

Observations also alert users to data that may be

out of expected ranges.

VitalPAC

CRRS Results Acknowledgement

CRRS VTE & Dementia Risk Assessments

CRRS (EPR) provides users with a list of results for

review, including as alert system for managers

where review is overdue.

CRRS provides RAG reporting on Dementia and

VTE Risk Assessment, with non-compliance charts.

This includes restricting user access until Risk

Assessments are completed.

Minutes of EPR programme board

contracts with external suppliers are compliant

with standards

some

assurance

(Impact NOT

serious)

on target

Francis: 246

[Providers should] publish in their annual

quality accounts information in a common

form to enable comparisons to be made

between organisations, to include a

minimum of prescribed information about

their compliance with fundamental and

other standards, their proposals for the

rectification of any non-compliance and

statistics on mortality and other outcomes.

Quality Accounts should be required to

contain the observations of commissioners,

overview and scrutiny committees, and Local

Healthwatch.

Review content/format of Quality Account

First draft of 2013/14 QA in preparation

These requirements are part of the existing Regulatory

framework for the QA; the Trust is fully compliant
06-Sep Meghana Pandit

Peter Short

Anita Kane

Draft QA for 2013/14 available; for consultation

with stakeholders

Quality accounts are subject to both internal and

external audit with results published within the

QA itself

full assurance complete
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115

116

117

Keogh 02; FT plan: UHCW-BGAF-181;

QGF 4a/PWC 13

The Boards and Leadership of provider and

commissioning organisations will be

confidently and competently using data and

other intelligence for the forensic pursuit of

quality improvement. They, along with

patients and the public, will have rapid

access to accurate, insightful and easy to use

data about quality at service line level.

Develop a report which summarises potential quality hotspots within

Service Groups

An integrated performance and quality report for the QGC as part of

a quality dashboard .

Regular reporting to Trust on Quality Improvement priorities.

Implement monitoring of QIA KPIs.

QGC should review monthly quality dashboard

Map and review the flow of quality reporting from Speciality level up

to Board to ensure that information received at each level is timely.

The IPR identifies hotspots for some quality metrics but these

are not presented at speciality level; paper going to COG to

address issues

There is a data quality assessment within the current IPR

although this needs further development and analysis. This is

being taken forward by the Head of PPM Analytics; QGC

meetings moved to facilitate monthly review of IPR;

paper to COG addressing need for additional monitoring of

quality metrics.

Review of three Quality Improvement Priorities scheduled for

October, with subsequent report to Board and QGC

All CIPS have a Quality Impact Assessment. This forms part of

the PID process for new CIPs. Weekly monitoring to COG and

Monthly to Board via F&P

Mar-14

Gail Nolan

Meghana Pandit

Mark Radford

Jonathan

Brotherton

Jenny Gardiner

Anita Kane

Group management have oversight and control of

their specialities;

data quality assessment in IPR

some

assurance

(Serious

Impact)

on target

Francis: 247

Healthcare providers should be required to

lodge their quality accounts with all

organisations commissioning services from

them, Local Healthwatch, and all systems

regulators.

Agree QA publication timetable Quality Account PID in draft complete Meghana Pandit
Anita Kane

Peter Short

publication timetable will be comply with

requirements of DH guidance and statutory

regulation;

previous Qas have complied with the Statutory

timetable

full assurance complete

Francis: 248

Healthcare providers should be required to

have their quality accounts independently

audited. Auditors should be given a wider

remit enabling them to use their

professional judgement in examining the

reliability of all statements in the accounts.

agree arrangements for external audit of Quality Account contracted to PWC complete Meghana Pandit
Anita Kane

Peter Short

Audit completed annually with outcome published

in QA
full assurance complete
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Francis: 249

Each quality account should be accompanied

by a declaration signed by all directors in

office at the date of the account certifying

that they believe the contents of the account

to be true, or alternatively a statement of

explanation as to the reason any such

director is unable or has refused to sign such

a declaration.

compliant with publication requirements for QA compliant complete Meghana Pandit Paul Martin

The Trust's Quality Account is published

consistent with the Regulations; accuracy and

openness of content is supported by a declaration

signed by relevant Directors to provide.

full assurance complete

Francis: 252

It is important that the appropriate steps are

taken to enable properly anonymised data

to be used for managerial and regulatory

purposes.

anonymised data available for management and regulatory purposes

Awaiting outcome of new proposals for data sharing across

health economy

Reporting only includes count or use of hospital PID where

individual records are listed. Personal details only shared

where necessary to aid care of the patient.

Data Protection Policy will be approved at IGC

Gail Nolan
Jonathan

Brotherton

Data Protection Policy (draft to be approved at

IGC following final amendments)

IG Training records

some

assurance

(Impact NOT

serious)

on target

Francis: 255

Results and analysis of patient feedback

including qualitative information need to be

made available to all stakeholders in as near

“real time” as possible, even if later

adjustments have to be made.

share patient feedback with stakeholders as near to 'realtime' as

possible with later adjustment if necessary

information sharing with patients will be reviewed as part of

the Quality Strategy implementation
Meghana Pandit

Anita Kane

Julia Flay

evidence held on Impressions; minuted discussion

at speciality QIPs

some

assurance

(Serious

Impact)

delayed
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122

123

Francis: 262

FT plan: QGF 4b/PWC 12

All healthcare provider organisations, in

conjunction with their healthcare

professionals, should develop and maintain

systems which give them effective real-time

information on the performance of each of

their services against patient safety and

minimum quality standards [and] of their

consultants and specialist teams in relation

to mortality, morbidity, outcome and patient

satisfaction. [...]

Information [...] should, to the extent

practicable, be published and in any event

made available in full to commissioners and

regulators, on request, and with appropriate

explanation, and to [...] patients, to assist in

choice of treatment.

Prepare proposal for realtime performance information;

A structured approach to be taken to real time reporting of

mortality, morbidity, outcome and patient satisfaction to be in place.

To be scheduled for I&ICT committee in January 14

The A&E daily dashboards provide as close to real time

reporting as possible at the current time. This is however of

limited distribution.

The Dr Foster tool is unable to deliver current month

reporting timescale;

FFT data is now available from A&E and Inpatients and will

extend to Maternity from Oct 13.

Impressions data is shared with CDs, MMs, GMs, and Chief

Officers

Apr-14

Meghana Pandit

Mark Radford

Gail Nolan

David Eltringham

Karen Bond

Jonathan

Brotherton

Jon Barnes

some

assurance

(Serious

Impact)

on target

FT plan: QGF 4b/PWC 12

The Trust should consider sourcing further

assurance over data quality. [and] how

internal audit can be used to provide

assurance over quality metrics reported to

Board. [and] raising the profile of the DQC by

ensuring it is Executive led [...]

Clinical Directors and other Speciality group

staff should be invited to discuss concerns

they have around data quality in order to

ensure that work that the DQC leads on

around data quality is appropriately

focussed.

The data quality column on the IPR [...]

should only be used if the Board fully

understand what the information is assuring

them over [...] consideration should be given

to including adherence to the standards

within personal performance appraisal

process

Implement data quality improvement recommendations

DE to take on Information Governance and to appoint a Head

of Info Governance and Data Quality. This will bring the 'Head

of ...' into the weekly Operations Meeting and will create a

platform for this work. Jonathon Lloyd tasked with conducting

a review of resources around Trust and securing into a team.

DE to then appoint and establish a work programme. Robin

currently leads on this and will handover once established

Expect IG Review to be complete Mid Oct after which would

expect to be able to set out a work plan which deals with this

and other IG issues

TBC
David Eltringham

Gail Nolan

Jonathan

Brotherton

Jonathan Lloyd
no assurance on target

Francis: 264

FT plan: QGF 4b/PWC 12

In the case of each specialty, a programme

of development for statistics on the efficacy

of treatment should be prepared, published,

and subjected to regular review.

Determine what is required, undertake gap analysis and agree plan

to address gap. Deliverable is the development plan. This requires a

development programme for each specialty thus is an extensive

piece of work.

Discussion required on how to measure and capture efficacy of

treatment
Gail Nolan

Jonathan

Brotherton
Development plan covering all specialties no assurance not started
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124

125

126

127

Francis: 267

FT plan: QGF 4b/PWC 12

All such statistics should be made available

online and accessible through provider

websites, as well as other gateways such as

the Care Quality Commission.

Agree policy on information sharing to be scheduled for I&ICT committee in January 14 Mar-13 Gail Nolan
Jonathan

Brotherton
policy amended and approved no assurance on target

Francis: 268

Resources must be allocated to and by

provider organisations to enable the

relevant data to be collected and forwarded

to the relevant central registry.

compliant with information sharing requirements

Contingent on completion of related recommendations

(identify and agree new data requirements, post-Francis).

The Trust has nominated leads/resources to ensure all data

required to be submitted to the relevant central registry is

complied with. E.g. the TARN co-ordinator, SUS data leads.

May-13 Gail Nolan
Jonathan

Brotherton

data submitted in compliance with current

requirements is available on relevant websites (eg

HSCIC, NPRS, HES etc)

some

assurance

(Impact NOT

serious)

on target

Francis: 269

FT plan: QGF 4b/PWC 12

The only practical way of ensuring

reasonable accuracy is vigilant auditing at

local level of the data put into the system.

This is important work, which must be

continued and where possible improved.

Identification of a programme of regular audits for other major

systems in the Trust.

Work with internal audit/DQ committee to aid progression of this

indicator.

July (2013) audit of A&E CDS by internal audit. DQ audit

schedule requires developing - approval from audit committee

needed. Coding / PbR audits routinely occur

Feb-13 Gail Nolan
Jonathan

Brotherton
audit programme, audit reports

some

assurance

(Serious

Impact)

on target

FT plan: QGF 4c/PWC 14

As part of the roll out of the speciality

governance charter, the central governance

function should further communicate the

importance of discussing risk registers and

quality information within quality and

patient safety meetings.

Review accuracy and usefulness of risk register

Ensure specialty risk registers are in place

Await implementation of the Quality Strategy

Deliver planned implementation of Risk Management Training

All Specialties have risk registers for discussion at QIPs.

There may be insufficient time for discussion and some QIPs

meet infrequently.

Clinical audit completion rates are uneven across specialties.

Jan-14 Meghana Pandit
Yvonne Gatley

Anita Kane

Risk registers are in place. Review of them for

quality and appropriateness is s continuous cycle.

They are now presented to specialty groups at

their Performance Management meetings as part

of the Quality metrics.

A training proposal is due to be presented at the

October Risk Committee - this will provide risk

training for the Trust's senior managers.

QIPs minutes demonstrate review of speciality risk

registers

some

assurance

(Serious

Impact)

on target

33



Francis, Keogh, Cavendish, Berwick, QGF

Integrated Action Plan v1.0 September 2013

1

C D E F G H I J K

Recommendation and references Actions Update
Time

frame

Executive

lead

Action

leads
Evidence of compliance

Assurance

Rating

Progress

Rating

128

129

130

131

132

133

FT Action Plan: QGF 4c/PWC 14

Ensure there is a process to add to the QIPS

agenda a 'QPS communications' item.

speciality level QPS reports are reviewed at QIPs but not intelligence

from other specialities

There is a cover section to all QIPS reports which highlights

current themes and trends in each of the subjects contained

within the report (these are corporate issues rather than just

specialty issues).

Ad-hoc items are forwarded to the officers and facilitators for

inclusion on agendas.

Nov-13 Meghana Pandit Yvonne Gatley QIP minutes and QPS reports

some

assurance

(Serious

Impact)

delayed

Francis: 273

The terms of authorisation, licensing and

registration and any relevant guidance

should oblige healthcare providers to

provide all relevant information to enable

the coroner to perform his function, unless a

director is personally satisfied that

withholding the information is justified in

the public interest.

All relevant information to be provided to the Coroner
compliant complete Andy Hardy Julie Midgley

Reports provided to Coroners; coroner's response

to UHCW reports

Where there are cases of concern these are

reported to SIG which undertakes an RCA. The

report always is disclosed in advance of any

Inquest to the Coroner and the family

full assurance complete

Berwick 03

Patients and their carers should be present,

powerful and involved at all levels of

healthcare organisations from wards to the

boards of Trusts.

The trust should have a process for continually improving the

complaint system.

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures and Trust review
Meghana Pandit Anita Kane not yet applicable

some

assurance

(Serious

Impact)

on target

Francis 40; Keogh 02,03,08; FT plan: QGF

3C/PWC 11

It is important that greater attention is paid

to the narrative contained in, for instance,

complaints data, as well as to the numbers.

The Trust should consider re-introducing presentation of significant

complaints to the Board

To be addressed as part of the complaints review and the

Quality Monitoring for Performance, Compliance and

Assurance review

from Oct.

13
Meghana Pandit Anita Kane

some

assurance

(Serious

Impact)

on target

Francis 109

Methods of registering a comment or

complaint must be readily accessible and

easily understood. Multiple gateways need

to be provided to patients, both during their

treatment and after its conclusion, although

all such methods should trigger a uniform

process, generally led by the provider trust.

Methods of registering a comment or complaint must be readily

accessible and easily understood. Multiple gateways need to be

provided to patients, both during their treatment and after its

conclusion giving access to a uniform process.

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures and Trust review
Meghana Pandit

Sharon Wyman

Anita Kane
Multiple gateways available

some

assurance

(Serious

Impact)

on target

Theme 3: Complaints management [Awaiting publication of the delayed Clwyd/Hart report on Complaints management in the NHS]
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134

135

136

137

Francis 110

Actual or intended litigation should not be a

barrier to the processing or investigation of a

complaint at any level. It may be prudent for

parties in actual or potential litigation to

agree to a stay of proceedings pending the

outcome of the complaint, but the duties of

the system to respond to complaints should

be regarded as entirely separate from the

considerations of litigation.

Ensure complaints policy complies with the principle that actual or

intended litigation is not a barrier to the processing or investigation

of a complaint.

Agree a protocol whereby parties may agree to a stay of proceedings

pending the outcome of the complaint.

compliant

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures and Trust review

complete Meghana Pandit
Sharon Wyman

Anita Kane

Complaints process runs alongside Trust litigation

processes, unless it is deemed to prejudice the

outcome.

full assurance complete

Francis 111

Provider organisations must constantly

promote to the public their desire to receive

and learn from comments and complaints;

constant encouragement should be given to

patients and other service users, individually

and collectively, to share their comments

and criticisms with the organisation.

the trust systematically learns from complaints and encourages

comment from patients

compliant

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures

complete Meghana Pandit

Clinical Directors

Group Managers

Modern Matrons

Complaints leaflets and PALs information

distributed around Trust and on website.

Advertisement of Impressions around Trust.

full assurance complete

Keogh 03

Patients, carers and members of the public

will increasingly feel like they are being

treated as vital and equal partners in the

design and assessment of their local NHS.

They should also be confident that their

feedback is being listened to and see how

this is impacting on their own care and the

care of others.

Embrace feedback, concerns and complaints to drive improvement

Transparent reporting of issues, lessons and actions arising from

complaints

FFT starts in Maternity from Oct 13; Inpatient and A&E FFT

reports already shared with CDs, GMs, MMs, and COG; further

work Awaiting publication of Clwyd/Hart review of NHS

complaints procedures and Trust review

TBC Meghana Pandit

Paul Martin,

Anita Kane

Sharon Wyman

PALS

not yet applicable

some

assurance

(Serious

Impact)

on target

Francis 112

Patient feedback which is not in the form of

a complaint but which suggests cause for

concern should be the subject of

investigation and response of the same

quality as a formal complaint, whether or

not the informant has indicated a desire to

have the matter dealt with as such.

Consider how patient feedback which is not in the form of a

complaint but which suggests cause for concern should be the

subject of investigation and response of the same quality as a formal

complaint.

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures
TBC Meghana Pandit

Sharon Wyman

PALS

Complaints documentation. PALS database.

Patient Feedback system only partial evidence.

some

assurance

(Serious

Impact)

on target
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138

139

140

141

Francis 113

The recommendations and standards

suggested in the Patients Association’s peer

review into complaints at the Mid

Staffordshire NHS Foundation Trust should

be reviewed and implemented in the NHS.

The recommendations and standards suggested in the forthcoming

Clwyd/Hart report and the Patients Association’s peer review into

complaints at the Mid Staffordshire NHS Foundation Trust should be

reviewed and implemented.

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures
TBC Meghana Pandit

Anita Kane

Sharon Wyman

Complaints files.

There are some gaps in the recommendations of

the PA's peer review recommendations which

need to be further considered.

some

assurance

(Serious

Impact)

on target

Francis 114

Comments or complaints which describe

events amounting to an adverse or serious

untoward incident should trigger an

investigation.

Ensure that comments or complaints which describe events

amounting to an adverse or serious untoward incident trigger an

investigation.

compliant

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures

complete Meghana Pandit Sharon Wyman

Complaints documentation and CAE information

shared with QGC and escalated as necessary to

SIG, PSG and/or QGC

full assurance complete

Francis 115

Arms-length independent investigation of a

complaint should be initiated by the provider

trust where [...] a complaint

• amounts to an allegation of a serious

untoward incident;

• Subject matter involving clinically related

issues is not capable of resolution without an

expert clinical opinion;

• raises substantive issues of professional

misconduct or the performance of senior

managers;

• involves issues about the nature and

extent of the services commissioned.

The trust has criteria that clarify the circumstances in which

independent investigation of a complaint is initiated

compliant

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures

complete Meghana Pandit

Anita Kane

Sharon Wyman Complaints documentation and CAE information. full assurance complete

Francis 116

Where meetings are held between

complainants and trust representatives or

investigators as part of the complaints

process, advocates and advice should be

readily available to all complainants who

want those forms of support.

when meeting with trust representatives, complainants have access

to support and advice if they so wish

compliant

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures

complete Meghana Pandit Sharon Wyman Complaints documentation and CAE information. full assurance complete
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142

143

144

145

Francis 117

A facility should be available to Independent

Complaints Advocacy Services advocates and

their clients for access to expert advice in

complicated cases.

Discuss with Advocacy organisations how to improve access to

specialist advice in complex cases

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures
TBC Meghana Pandit

Anita Kane

Sharon Wyman not yet applicable no assurance on target

Berwick 03

Complaints information should be gathered

and responded to in a timely way. Trusts

should continually improve their local

complaint systems.

Complaints information should be gathered and responded to in a

timely way.

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures
TBC Meghana Pandit Sharon Wyman

Complaints documentation and CAE information

shared with QGC and escalated as necessary to

SIG, PSG and/or QGC

some

assurance

(Serious

Impact)

on target

Francis 118

Subject to anonymisation, a summary of

each upheld complaint relating to patient

care, in terms agreed with the complainant,

and the trust’s response should be published

on its website. In any case where the

complainant or, if different, the patient,

refuses to agree, or for some other reason

publication of an upheld, clinically related

complaint is not possible, the summary

should be shared confidentially with the

Commissioner and the Care Quality

Commission.

The trust should have in place a system that anonymise, summarises

and publishes each upheld complaint, in terms agreed with the

complainant, with the trust’s response .

where that is not possible, the summary should be shared

confidentially with the Commissioner and the Care Quality

Commission.

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures
TBC Meghana Pandit

Anita Kane
not yet applicable no assurance on target

Francis 119

Overview and scrutiny committees and Local

Healthwatch should have access to detailed

information about complaints, although

respect needs to be paid in this instance to

the requirement of patient confidentiality.

Overview and scrutiny committees and Local Healthwatch should

have access to detailed information about complaints, although

respect needs to be paid in this instance to the requirement of

patient confidentiality.

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures
TBC Meghana Pandit Anita Kane not yet applicable

some

assurance

(Serious

Impact)

on target
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146

147

148

149

150

151

152

153

154

155

156

157
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160

161

162

163

164

165

166

167

168
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Francis 120

Commissioners should require access to all

complaints information as and when

complaints are made, and should receive

complaints and their outcomes on as near a

real-time basis as possible. This means

commissioners should be required by the

NHS Commissioning Board to undertake the

support and oversight role of GPs in this

area, and be given the resources to do so.

The trust should share with Commissioners access to all complaints

information as and when complaints are made, receiving complaints

and their outcomes on as near a real-time basis as possible.

Awaiting publication of Clwyd/Hart review of NHS complaints

procedures
TBC Meghana Pandit Anita Kane not yet applicable

some

assurance

(Serious

Impact)

on target

This action plan integrates recommendations from the following reports:

Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry Chaired by Sir Robert Francis (HC 898-I) (London: The Stationery Office, 6 February 2013)

Review into the quality of care and treatment provided by 14 hospital trusts in England: overview report by Professor Sir Bruce Keogh KBE (NHS England, 16 July 2013)

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 (DH, London, August 2013)

The Cavendish Review: An Independent Review into Healthcare Assistants and Support Workers in the NHS and social care settings (DH London July 2013)

Cross references are to UHCW's Foundation Trust Action plan that now incorporates QGF2 (from October 2013)

as at 11.10.2013 there are 138 action lines of which

30 complete

87 on target

17 delayed

4 not started

38



Reference Recommendation

Berwick 1
The NHS should continually and forever reduce patient harm by embracing wholeheartedly an ethic of

learning.

Berwick 2

All leaders concerned with NHS healthcare – political, regulatory, governance, executive, clinical and

advocacy – should place quality of care in general, and patient safety in particular, at the top of their priorities

for investment, inquiry, improvement, regular reporting, encouragement and support.

Berwick 3
Patients and their carers should be present, powerful and involved at all levels of healthcare organisations

from wards to the boards of Trusts.

Berwick 3

Patients and carers should be helped to establish effective relationships with clinicians. There should be clear

information about who is working on the ward and who will be each patient’s primary nurse that day and

night

Patients and (if the patient wishes) carers should be involved as much as possible in care planning including

all significant clinical meetings.

A specific named clinician, known to the patient, is responsible for the coordination of care for every patient

at every phase of treatment

There should be a person accessible to patients 24/7 who is responsible for patient safety.

Incidents should be investigated appropriately and transparently, with the full involvement of the patient and

their carers, who should be kept informed at every step.

Patient feedback should be collected as far as possible in real time and be responded to as quickly as possible.

Berwick 3
Complaints information should be gathered and responded to in a timely way. Trusts should continually

improve their local complaint systems.

Berwick 4

Government, Health Education England and NHS England should assure that sufficient staff are available to

meet the NHS’s needs now and in the future. Healthcare organisations should ensure that staff are present in

appropriate numbers to provide safe care at all times and are well-supported.

Berwick 5
Mastery of quality and patient safety sciences and practices should be part of initial preparation and lifelong

education of all health care professionals, including managers and executives.

Berwick 6
The NHS should become a learning organisation. Its leaders should create and support the capability for

learning, and therefore change, at scale, within the NHS.



Berwick 7

Transparency should be complete, timely and unequivocal. All data on quality and safety, whether assembled

by government, organisations, or professional societies, should be shared in a timely fashion with all parties

who want it, including, in accessible form, with the public.

Berwick 8
All organisations should seek out the patient and carer voice as an essential asset in monitoring the safety

and quality of care.

Cavendish: 3
The CQC should require healthcare assistants in health and support workers in care to have completed the

Certificate of Fundamental Care before they can work unsupervised.

Cavendish: 6
Nursing training should be reviewed so that sufficient practical elements are incorporated to ensure that a

consistent standard is achieved by all trainees throughout the country. This requires national standards.

Cavendish: 11
Employers should allow HCAs to use the title “Nursing Assistant” on completion of the “Certificate of

Fundamental Care”, where appropriate.

Cavendish: 12
Regulators, employers and commissioners in health and social care should define a single common dataset

for their purposes, and commit to using it, to relieve the pressure on first line managers and other staff.

Cavendish: 13
Trusts should empower Directors of Nursing to take greater Board level responsibility for the recruitment,

training and management of HCAs, from day one.

Francis: 1

All commissioning, service provision regulatory and ancillary organisations in healthcare should consider the

findings and recommendations of this report and decide how to apply them to their own work;

Each such organisation should announce at the earliest practicable time its decision on the extent to which it

accepts the recommendations and what it intends to do to implement those accepted, and thereafter, on a

regular basis but not less than once a year, publish in a report information regarding its progress in relation to

its planned actions;

In addition to taking such steps for itself, the Department of Health should collate information about the

decisions and actions generally and publish on a regular basis but not less than once a year the progress

reported by other organisations;

The House of Commons Select Committee on Health should be invited to consider incorporating into its

reviews of the performance of organisations accountable to Parliament a review of the decisions and actions

they have taken with regard to the recommendations in this report.



Francis: 2

The NHS and all who work for it must adopt and demonstrate a shared culture in which the patient is the

priority in everything done. This requires:

-A common set of core values and standards shared throughout the system;

-Leadership at all levels from ward to the top of the Department of Health, committed to and capable of

involving all staff with those values and standards;

-A system which recognises and applies the values of transparency, honesty and candour;

-Freely available, useful, reliable and full information on attainment of the values and standards;

-A tool or methodology such as a cultural barometer to measure the cultural health of all parts of the

system

Francis: 3
The NHS Constitution should be the first reference point for all NHS patients and staff and should set out the

system’s common values, as well as the respective rights, legitimate expectations and obligations of patients.

Francis: 4

The core values expressed in the NHS Constitution should be given priority of place and the overriding value

should be that patients are put first, and everything done by the NHS and everyone associated with it should

be informed by this ethos.

Francis: 7
All NHS staff should be required to enter into an express commitment to abide by the NHS values and the

Constitution, both of which should be incorporated into the contracts of employment.

Francis: 8

Contractors providing outsourced services should also be required to abide by these requirements and to

ensure that staff employed by them for these purposes do so as well. These requirements could be included

in the terms on which providers are commissioned to provide services.

Francis: 11

Healthcare professionals should be prepared to contribute to the development of, and comply with, standard

procedures in the areas in which they work. Their managers need to ensure that their employees comply

with these requirements. Staff members affected by professional disagreements about procedures must be

required to take the necessary corrective action, working with their medical or nursing director or line

manager within the trust, with external support where necessary. Professional bodies should work on

devising evidence-based standard procedures for as many interventions and pathways as possible.

Francis: 12

Reporting of incidents of concern relevant to patient safety, compliance with fundamental standards or some

higher requirement of the employer needs to be not only encouraged but insisted upon. Staff are entitled to

receive feedback in relation to any report they make, including information about any action taken or reasons

for not acting.



Francis: 37

Trust Boards should provide, through quality accounts, and in a nationally consistent format, full and accurate

information about their compliance with each standard which applies to them. To the extent that it is not

practical in a written report to set out detail, this should be made available via each trust’s website. Reports

should no longer be confined to reports on achievements as opposed to a fair representation of areas where

compliance has not been achieved. A full account should be given as to the methods used to produce the

information.

To make or be party to a wilfully or recklessly false statement as to compliance with safety or essential

standards in the required quality account should be made a criminal offence.

Francis: 40

QGF 3c

PWC 11

Keogh 2, 3, 8

It is important that greater attention is paid to the narrative contained in, for instance, complaints data, as

well as to the numbers.

Francis: 79

There should be a requirement that all directors of all bodies registered by the Care Quality Commission as

well as Monitor for foundation trusts are, and remain, fit and proper persons for the role. Such a test should

include a requirement to comply with a prescribed code of conduct for directors.

Francis: 84

Where the contract of employment or appointment of an executive or non-executive director is terminated

in circumstances in which there are reasonable grounds for believing that he or she is not a fit and proper

person to hold such a post, licensed bodies should be obliged by the terms of their licence to report the

matter to Monitor, the Care Quality Commission and the NHS Trust Development Authority.

Francis: 86
A requirement should be imposed on foundation trusts to have in place an adequate programme for the

training and continued development of directors.

Francis: 88

The information contained in reports for the Reporting of Injuries, Diseases and Dangerous Occurrences

Regulations should be made available to healthcare regulators through the serious untoward incident system

in order to provide a check on the consistency of trusts’ practice in reporting fatalities and other serious

incidents.

Francis: 89
Reports on serious untoward incidents involving death of or serious injury to patients or employees should be

shared with the Health and Safety Executive.

Francis: 109

Methods of registering a comment or complaint must be readily accessible and easily understood. Multiple

gateways need to be provided to patients, both during their treatment and after its conclusion, although all

such methods should trigger a uniform process, generally led by the provider trust.

Francis: 110

Actual or intended litigation should not be a barrier to the processing or investigation of a complaint at any

level. It may be prudent for parties in actual or potential litigation to agree to a stay of proceedings pending

the outcome of the complaint, but the duties of the system to respond to complaints should be regarded as

entirely separate from the considerations of litigation.

Francis: 111

Provider organisations must constantly promote to the public their desire to receive and learn from

comments and complaints; constant encouragement should be given to patients and other service users,

individually and collectively, to share their comments and criticisms with the organisation.



Francis: 112

Patient feedback which is not in the form of a complaint but which suggests cause for concern should be the

subject of investigation and response of the same quality as a formal complaint, whether or not the

informant has indicated a desire to have the matter dealt with as such.

Francis: 113
The recommendations and standards suggested in the Patients Association’s peer review into complaints at

the Mid Staffordshire NHS Foundation Trust should be reviewed and implemented in the NHS.

Francis: 114
Comments or complaints which describe events amounting to an adverse or serious untoward incident

should trigger an investigation.

Francis: 115

Arms-length independent investigation of a complaint should be initiated by the provider trust where any

one of the following apply:

• A complaint amounts to an allegation of a serious untoward incident;

• Subject matter involving clinically related issues is not capable of resolution without an expert clinical

opinion;

• A complaint raises substantive issues of professional misconduct or the performance of senior managers;

• A complaint involves issues about the nature and extent of the services commissioned.

Francis: 116

Where meetings are held between complainants and trust representatives or investigators as part of the

complaints process, advocates and advice should be readily available to all complainants who want those

forms of support.

Francis: 117
A facility should be available to Independent Complaints Advocacy Services advocates and their clients for

access to expert advice in complicated cases.

Francis: 118

Subject to anonymisation, a summary of each upheld complaint relating to patient care, in terms agreed with

the complainant, and the trust’s response should be published on its website. In any case where the

complainant or, if different, the patient, refuses to agree, or for some other reason publication of an upheld,

clinically related complaint is not possible, the summary should be shared confidentially with the

Commissioner and the Care Quality Commission.

Francis: 119
Overview and scrutiny committees and Local Healthwatch should have access to detailed information about

complaints, although respect needs to be paid in this instance to the requirement of patient confidentiality.

Francis: 120

Commissioners should require access to all complaints information as and when complaints are made, and

should receive complaints and their outcomes on as near a real-time basis as possible. This means

commissioners should be required by the NHS Commissioning Board to undertake the support and oversight

role of GPs in this area, and be given the resources to do so.



Francis: 122

where the trust is involved in a large-scale failures of clinical service it should facilitate:

• Provision of prompt advice, counselling and support to very distressed and anxious members of the public;

• Swift identification of persons of independence, authority and expertise to lead investigations and reviews;

• A procedure for the recruitment of clinical and other experts to review cases;

• A communications strategy to inform and reassure the public of the processes being adopted;

• Clear lines of responsibility and accountability for the setting up and oversight of such reviews.

Francis: 139

The first priority for any organisation charged with responsibility for performance management of a

healthcare provider should be ensuring that fundamental patient safety and quality standards are being met.

Such an organisation must require convincing evidence to be available before accepting that such standards

are being complied with.

Francis: 140

Where concerns are raised that such standards are not being complied with, a performance management

organisation should share, wherever possible, all relevant information with the relevant regulator, including

information about its judgement as to the safety of patients of the healthcare provider.

Francis: 142
For an organisation to be effective in performance management, there must exist unambiguous lines of

referral and information flows, so that the performance manager is not in ignorance of the reality.

Francis: 143

QGF 4b

PWC 12

Metrics need to be established which are relevant to the quality of care and patient safety across the service,

to allow norms to be established so that outliers or progression to poor performance can be identified and

accepted as needing to be fixed.

Francis: 155

The General Medical Council should set out a standard requirement for routine visits to each local education

provider, and programme in accordance with the following principles:

• The Postgraduate Dean should be responsible for managing the process at the level of the Local Educational

Training Board, as part of overall deanery functions.

• The Royal Colleges should be enlisted to support such visits and to provide the relevant specialist expertise

where required.

• There should be lay or patient representation on visits to ensure that patient interests are maintained as

the priority.

• Such visits should be informed by all other sources of information and, if relevant, co-ordinated with the

work of the Care Quality Commission and other forms of review.

The Department of Health should provide appropriate resources to ensure that an effective programme of

monitoring training by visits can be carried out.

All healthcare organisations must be required to release healthcare professionals to support the visits

programme. It should also be recognised that the benefits in professional development and dissemination of

good practice are of significant value.



Francis: 157

The General Medical Council should set out a clear statement of what matters; deaneries are required to

report to the General Medical Council either routinely or as they arise. Reports should include a description of

all relevant activity and findings and not be limited to exceptional matters of perceived non-compliance with

standards. Without a compelling and recorded reason, no professional in a training organisation interviewed

by a regulator in the course of an investigation should be bound by a requirement of confidentiality not to

report the existence of an investigation, and the concerns raised by or to the investigation with his own

organisation.

Francis: 160
Proactive steps need to be taken to encourage openness on the part of trainees and to protect them from

any adverse consequences in relation to raising concerns.

Francis: 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.

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.

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).

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.

Francis: 177
Any public statement made by a healthcare organisation about its performance must be truthful and not

misleading by omission.

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.

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.

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.



Francis: 185

There should be an increased focus in nurse training, education and professional development on the

practical requirements of delivering compassionate care in addition to the theory. A system which ensures

the delivery of proper standards of nursing requires:

• Selection of recruits to the profession who evidence the:

− Possession of the appropriate values, attitudes and behaviours;

− Ability and motivation to enable them to put the welfare of others above their own interests;

− Drive to maintain, develop and improve their own standards and abilities;

− Intellectual achievements to enable them to acquire through training the necessary technical skills;

• Training and experience in delivery of compassionate care;

• Leadership which constantly reinforces values and standards of compassionate care;

• Involvement in, and responsibility for, the planning and delivery of compassionate care;

• Constant support and incentivisation which values nurses and the work they do through:

− Recognition of achievement;

− Regular, comprehensive feedback on performance and concerns;

− Encouraging them to report concerns and to give priority to patient well-being.

Francis: 186
Nursing training should be reviewed so that sufficient practical elements are incorporated to ensure that a

consistent standard is achieved by all trainees throughout the country. This requires national standards.

Francis: 191

Healthcare employers recruiting nursing staff, whether qualified or unqualified, should assess candidates’

values, attitudes and behaviours towards the well-being of patients and their basic care needs, and care

providers should be required to do so by commissioning and regulatory requirements.

Francis: 194

As part of a mandatory annual performance appraisal, each Nurse, regardless of workplace setting, should be

required to demonstrate in their annual learning portfolio an up-to-date knowledge of nursing practice and

its implementation. Alongside developmental requirements, this should contain documented evidence of

recognised training undertaken, including wider relevant learning. It should also demonstrate commitment,

compassion and caring for patients, evidenced by feedback from patients and families on the care provided

by the nurse. This portfolio and each annual appraisal should be made available to the Nursing and Midwifery

Council, if requested, as part of a nurse’s revalidation process.

At the end of each annual assessment, the appraisal and portfolio should be signed by the nurse as being an

accurate and true reflection and be countersigned by their appraising manager as being such.



Francis: 195

Ward nurse managers should operate in a supervisory capacity, and not be office-bound or expected to

double up, except in emergencies as part of the nursing provision on the ward. They should know about the

care plans relating to every patient on his or her ward. They should make themselves visible to patients and

staff alike, and be available to discuss concerns with all, including relatives. Critically, they should work

alongside staff as a role model and mentor, developing clinical competencies and leadership skills within the

team. As a corollary, they would monitor performance and deliver training and/or feedback as appropriate,

including a robust annual appraisal.

Francis: 197

Training and continuing professional development for nurses should include leadership training at every level

from student to director. A resource for nurse leadership training should be made available for all NHS

healthcare provider organisations that should be required under commissioning arrangements by those

buying healthcare services to arrange such training for appropriate staff.

Francis: 198

Healthcare providers should be encouraged by incentives to develop and deploy reliable and transparent

measures of the cultural health of front-line nursing workplaces and teams, which build on the experience

and feedback of nursing staff using a robust methodology, such as the “cultural barometer”.

Francis: 199

Each patient should be allocated for each shift a named key nurse responsible for coordinating the provision

of the care needs for each allocated patient. The named key nurse on duty should, whenever possible, be

present at every interaction between a doctor and an allocated patient.

Francis: 202

Recognition of the importance of nursing representation at provider level should be given by ensuring that

adequate time is allowed for staff to undertake this role, and employers and unions must regularly review the

adequacy of the arrangements in this regard.

Francis: 204

All healthcare providers and commissioning organisations should be required to have at least one executive

director who is a registered nurse, and should be encouraged to consider recruiting nurses as non-executive

directors.

Francis: 207
There should be a uniform description of healthcare support workers, with the relationship with currently

registered nurses made clear by the title.

Francis: 208
Commissioning arrangements should require provider organisations to ensure by means of identity labels

and uniforms that a healthcare support worker is easily distinguishable from that of a registered nurse.

Francis: 230

The profile of the Nursing and Midwifery Council needs to be raised with the public, who are the prime and

most valuable source of information about the conduct of nurses. All patients should be informed, by those

providing treatment or care, of the existence and role of the Nursing and Midwifery Council, together with

contact details. The Nursing and Midwifery Council itself needs to undertake more by way of public

promotion of its functions.

Francis: 231

It is essential that, so far as practicable, Nursing and Midwifery Council procedures do not obstruct the

progress of internal disciplinary action in providers. In most cases it should be possible, through cooperation,

to allow both to proceed in parallel. This may require a review of employment disciplinary procedures, to

make it clear that the employer is entitled to proceed even if there are pending Nursing and Midwifery

Council proceedings.



Francis: 236
Hospitals should review whether to reinstate the practice of identifying a senior clinician who is in charge of a

patient’s case, so that patients and their supporters are clear who is in overall charge of a patient’s care.

Francis: 237

There needs to be effective teamwork between all the different disciplines and services that together provide

the collective care often required by an elderly patient; the contribution of cleaners, maintenance staff, and

catering staff also needs to be recognised and valued.

Francis: 238

Regular interaction and engagement between nurses and patients and those close to them should be

systematised through regular ward rounds:

• All staff need to be enabled to interact constructively, in a helpful and friendly fashion, with patients and

visitors.

• Where possible, wards should have areas where more mobile patients and their visitors can meet in

relative privacy and comfort without disturbing other patients.

• The NHS should develop a greater willingness to communicate by email with relatives.

• The currently common practice of summary discharge letters followed up some time later with more

substantive ones should be reconsidered.

• Information about an older patient’s condition, progress and care and discharge plans should be available

and shared with that patient and, where appropriate, those close to them, who must be included in the

therapeutic partnership to which all patients are entitled.

Francis: 239

The care offered by a hospital should not end merely because the patient has surrendered a bed – it should

never be acceptable for patients to be discharged in the middle of the night, still less so at any time without

absolute assurance that a patient in need of care will receive it on arrival at the planned destination.

Discharge areas in hospital need to be properly staffed and provide continued care to the patient.

Francis: 240
All staff and visitors need to be reminded to comply with hygiene requirements. Any member of staff,

however junior, should be encouraged to remind anyone, however senior, of these.

Francis: 241
The arrangements and best practice for providing food and drink to elderly patients require constant review,

monitoring and implementation.

Francis: 243

The recording of routine observations on the ward should, where possible, be done automatically as they are

taken, with results being immediately accessible to all staff electronically in a form enabling progress to be

monitored and interpreted. If this cannot be done, there needs to be a system whereby ward leaders and

named nurses are responsible for ensuring that the observations are carried out and recorded.



Francis: 244

There is a need for all to accept common information practices, and to feed performance information into

shared databases for monitoring purposes. The following principles should be applied in considering the

introduction of electronic patient information systems:

• Patients need to be granted user friendly, real time and retrospective access to read their records, and a

facility to enter comments. They should be enabled to have a copy of records in a form useable by them, if

they wish to have one. If possible, the summary care record should be made accessible in this way.

• Systems should be designed to include prompts and defaults where these will contribute to safe and

effective care, and to accurate recording of information on first entry.

• Systems should include a facility to alert supervisors where actions which might be expected have not

occurred, or where likely inaccuracies have been entered.

• Systems should, where practicable and proportionate, be capable of collecting performance management

and audit information automatically, appropriately anonymised direct from entries, to avoid unnecessary

duplication of input.

• Systems must be designed by healthcare professionals in partnership with patient groups to secure

maximum professional and patient engagement in ensuring accuracy, utility and relevance, both to the needs

of the individual patients and collective professional, managerial and regulatory requirements.

Systems must be capable of reflecting changing needs and local requirements over and above nationally

required minimum standards.

Francis: 246

Department of Health/the NHS Commissioning Board/regulators should ensure that provider organisations

publish in their annual quality accounts information in a common form to enable comparisons to be made

between organisations, to include a minimum of prescribed information about their compliance with

fundamental and other standards, their proposals for the rectification of any non-compliance and statistics

on mortality and other outcomes. Quality accounts should be required to contain the observations of

commissioners, overview and scrutiny committees, and Local Healthwatch.

Francis: 247
Healthcare providers should be required to lodge their quality accounts with all organisations commissioning

services from them, Local Healthwatch, and all systems regulators.

Francis: 248

Healthcare providers should be required to have their quality accounts independently audited. Auditors

should be given a wider remit enabling them to use their professional judgement in examining the reliability

of all statements in the accounts.

Francis: 249

Each quality account should be accompanied by a declaration signed by all directors in office at the date of

the account certifying that they believe the contents of the account to be true, or alternatively a statement of

explanation as to the reason any such director is unable or has refused to sign such a declaration.

Francis: 252
It is important that the appropriate steps are taken to enable properly anonymised data to be used for

managerial and regulatory purposes.

Francis: 255
Results and analysis of patient feedback including qualitative information need to be made available to all

stakeholders in as near “real time” as possible, even if later adjustments have to be made.



Francis: 256
A proactive system for following up patients shortly after discharge would not only be good “customer

service”, it would probably provide a wider range of responses and feedback on their care.

Francis: 262

QGF 4b

PWC 12

All healthcare provider organisations, in conjunction with their healthcare professionals, should develop and

maintain systems which give them:

• Effective real-time information on the performance of each of their services against patient safety and

minimum quality standards;

• Effective real-time information of the performance of each of their consultants and specialist teams in

relation to mortality, morbidity, outcome and patient satisfaction.

In doing so, they should have regard, in relation to each service, to best practice for information management

of that service as evidenced by recommendations of the Information Centre, and recommendations of

specialist organisations such as the medical Royal Colleges.

The information derived from such systems should, to the extent practicable, be published and in any event

made available in full to commissioners and regulators, on request, and with appropriate explanation, and to

the extent that is relevant to individual patients, to assist in choice of treatment.

Francis: 263
It must be recognised to be the professional duty of all healthcare professionals to collaborate in the

provision of information required for such statistics on the efficacy of treatment in specialties.

Francis: 264

QGF 4b

PWC 12

In the case of each specialty, a programme of development for statistics on the efficacy of treatment should

be prepared, published, and subjected to regular review.

Francis: 267

QGF 4b

PWC 12

All such statistics should be made available online and accessible through provider websites, as well as other

gateways such as the Care Quality Commission.

Francis: 268
Resources must be allocated to and by provider organisations to enable the relevant data to be collected and

forwarded to the relevant central registry.

Francis: 269

QGF 4b

PWC 12

The only practical way of ensuring reasonable accuracy is vigilant auditing at local level of the data put into

the system. This is important work, which must be continued and where possible improved.

Francis: 273

The terms of authorisation, licensing and registration and any relevant guidance should oblige healthcare

providers to provide all relevant information to enable the coroner to perform his function, unless a director

is personally satisfied that withholding the information is justified in the public interest.

Francis: 279
So far as is practicable, the responsibility for certifying the cause of death should be undertaken and fulfilled

by the consultant, or another senior and fully qualified clinician in charge of a patient’s case or treatment.



Francis: 280

Both the bereaved family and the certifying doctor should be asked whether they have any concerns about

the death or the circumstances surrounding it, and guidance should be given to hospital staff encouraging

them to raise any concerns they may have with the independent medical examiner.

Keogh: 1
We will have made demonstrable progress towards avoiding reducable deaths in our hospitals, rather than

debating what mortality statistics can and can't tell us about the quality of care hospitals are providing.

Keogh: 2

QGF: 1a, 1b,

2a, 3c,

The Boards and Leadership of provider and commissioning organisations will be confidently and competently

using data and other intelligence for the forensic pursuit of quality improvement. They, along with patients

and the public, will have rapid access to accurate, insightful and easy to use data about quality at service line

level.

Keogh 3

Patients, carers and members of the public will increasingly feel like they are being treated as vital and equal

partners in the design and assessment of their local NHS. They should also be confident that their feedback is

being listened to and see how this is impacting on their own care and the care of others.

Keogh 3

QGF: 3c

PWC 10

Patients, carers and members of the public will increasingly feel like they are being treated as vital and equal

partners in the design and assessment of their local NHS. They should also be confident that their feedback is

being listened to and see how this is impacting on their own care and the care of others.

Keogh 4
Patients and clinicians will have confidence in the quality assessments made by the CQC, not least because

they will have been active participants in inspections.

Keogh 5
No hospital, however big, small or remote, will be an island unto itself. Professional, academic and

managerial isolation will be a thing of the past

Keogh 6
Nurse staffing levels and skill mix will appropriately reflect the caseload and the severity of illness of the

patients they are caring for and be transparently reported by trust boards

Keogh 7

Junior doctors in specialist training will not just be seen as the clinical leaders of tomorrow, but clinical

leaders of today. The NHS will join the best organisations in the world by harnessing the energy and creativity

of its 50,000 young doctors.

Keogh 7

QGF: 2b, 3a,

3c

Junior doctors in specialist training will not just be seen as the clinical leaders of tomorrow, but clinical

leaders of today. The NHS will join the best organisations in the world by harnessing the energy and creativity

of its 50,000 young doctors.

Keogh 8
All NHS organisations will understand the positive impact that happy and engaged staff have on patient

outcomes, including mortality rates, and will be making this a key part of their quality improvement strategy.

QGF 1a

PWC 2
The Quality Strategy, once finalised, should be communicated to internal and external stakeholders.



QGF 1b

PWC3

The Board should develop the BAF further to ensure that:

All risks are clearly described in sufficient detail on the BAF to enable Board members to understand what

the risk is;

Sources of assurance are documented and monitored for all risks on the BAF; and

action plans are developed and monitored for all risks where the ‘current’ risk level differs from the target’

risk level.

The BAF should be presented to Board regularly where it should be used as a means for assuring the Board

with regard to risks to quality.

Risk registers for Service Groups should be updated to ensure all documentation, including sources of

assurance are complete.

QGF 1b

PWC4

Keogh 3, 6 8

The process for review of QIAs for CIPS should be updated. QIAs should only be signed off when the

documentation, including KPIs to measure ongoing impact on quality, are fully documented and agreed with

the Chief Medical Officer and Chief Nursing Officer.

QGF 2a

PWC 15

Keogh 2

A formal Board development programme that informs the appraisal process should be developed for

implementation in 2013/14.

Ongoing development should consider an assessment of individual Board members capabilities and skills and

an assessment of the effectiveness of the Board as a whole which feeds into an appraisal process.

QGF 2a

PWC 5

The Trust should ensure that action plans from external reviews are tracked and driven forward at Executive

level. Periodic presentation to Board would help ensure that action owners are being held to account.

QGF 2b

PWC 6

Board members should consider how frequently they engage with frontline staff. There may be a need for

less structured, informal interactions in addition to formal Board member visits to Wards.

The Trust should ensure that all NEDs are regularly participating in visits to Wards through the structured

ward visits.



QGF 3a

PWC 7

Keogh 8

Performance meetings should be urgently re-established with expectations regarding responsibilities of

Clinical Directors clearly communicated within these forums

The Trust Board should urgently meet with the Service Group Management to discuss their concerns around

support and form an action plan to address any issues.

Feedback should be sought on the service management training and development programme in order to

assess how effective it is and how it can best fit in with commitments and to ensure better attendance.

The training and development programme should be mandatory for Service Group management.

QGF 3b

PWC 9
The Whistle-blowing policy should be updated to reflect fact that anonymous reports will be investigated.

QGF 3b

PWC8

The Trust should urgently re-establish performance meetings with Service Groups. Grouping together Service

Groups or holding meetings with groups every other month (rotating the meetings) would contribute to

reducing time commitment for Executives.

The Trust should develop a performance management framework. The framework should set out how

Executives will manage the quality performance of Service Groups and how Service Group Management will

manage the quality performance of Specialities.

QGF 3c

PWC 10

The Trust should develop a clear action plan for addressing poor performance against mandatory training and

appraisals.

Action plans following patient surveys should feed into performance meetings to ensure owners for actions

are held to account.



QGF 4a

PWC 13

Keogh 2

The Trust should develop a report which summarises potential quality hotspots within Service Groups to

enable Service Group management to have oversight and control of their specialities. An integrated

performance and quality report would benefit the Trust further, enabling triangulation of quality and

performance issues.

The report can be collated for presentation to the QGC as part of a quality dashboard which enables QGC to

provide assurance to the Board over quality.

The Trust should consider how progress against the Trust priorities can be reported during the year to ensure

Board members are sighted on whether these are on track to be achieved.

The Trust should seek to implement specific monitoring of QIA KPIs.

As identified in 4a the QGC does not receive a monthly dashboard for quality. Coupled with development of

a report detailing quality within speciality groups for the QGC, the Trust should map out the flow of quality

reporting from Speciality level up to Board to ensure that information received at each level is timely.

QGF 4b

PWC 12

The Trust should consider sourcing further assurance over data quality. The Trust should consider how

internal audit can be used to provide assurance over quality metrics reported to Board.

The Trust should consider raising the profile of the DQC by ensuring it is Executive led and that data quality

and the importance of data quality is communicated through forums with staff.

Clinical Directors and other Speciality group staff should be invited to discuss concerns they have around data

quality in order to ensure that work that the DQC leads on around data quality is appropriately focussed.

The data quality column on the IPR is good practice but should only be used if the Board fully understand

what the information is assuring them over and should only indicate positive assurance if a robust, well

understood and pre-agreed source of assurance is available for the data in question. Currently this is not the

case and thus there is a risk of false assurance being provided.

Once data quality standards have been established by the DQC and embedded within the Trust,

consideration should be given to including adherence to the standards within personal performance appraisal

process

QGF 4c

PWC 14

As part of the roll out of the speciality governance charter, the central governance function should further

communicate the importance of discussing risk registers and quality information within quality and patient

safety meetings.



QGF/PWC 1

Completion of the QGF self-assessment is led by the central governance team. Consideration should be given

to identifying an Executive lead for the self-assessment in future to ensure this has a higher profile, greater

Board involvement and reflects current practices in assessing the Trust against Monitor’s Quality Governance

Framework.

The self-assessment as it currently stands would benefit from further commentary on each of the areas being

assessed. Whilst the self- assessment lists evidence sources there is little commentary on why the Trust has

scored itself in the way it has for each element of the self-assessment.



This action plan integrates recommendations from the following reports:

Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry Chaired by Sir Robert Francis (HC 898-I) (London: The Stationery Office, 6 February

2013)

Review into the quality of care and treatment provided by 14 hospital trusts in England: overview report by Professor Sir Bruce Keogh KBE (NHS England,

16 July 2013)

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 (DH, London, August 2013)

The Cavendish Review: An Independent Review into Healthcare Assistants and Support Workers in the NHS and social care settings (DH London July 2013)
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REPORT TO THE TRUST BOARD: PUBLIC

30 OCTOBER 2013
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Subject: Infection Prevention and Control Report
Report By: Infection Prevention and Control Team
Author: Kate Prevc, Modern Matron
Accountable Executive Director: Professor Mark Radford, Chief Nursing Officer

PURPOSE OF THE REPORT:

To provide reassurance that the Trust has a robust and effective Infection Prevention and Control strategy.

SUMMARY OF KEY ISSUES:

 Reduction of C diff rates for 2013-14. Trust stands at 12 below its Trajectory of 29 at the end of
September (53% reduction on last year)

 The Infection Prevention and Control team are winners of the Infection Prevention Society team of the
year UK and Ireland 2013.

 MSSA rates have dropped by 37% on last year.
 Two MRSA bacteraemia cases constitute a breach of a zero trajectory but both cases were deemed

unavoidable.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre

RECOMMENDATION / DECISION REQUIRED:

To provide assurance and continue to provide the support required to provide the safest environment for our
patients.

IMPLICATIONS:

Financial: HCAI potential contractual measures

HR/Equality & Diversity: None identified

Governance: Clinical Quality; Patient Safety

Legal: None identified

NHS Constitution: Patient experience

Risk: Patient safety

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee N/A Remuneration Committee N/A
Finance and Performance Committee N/A Chief Officers Group N/A
Audit Committee N/A
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Infection Prevention & Control Report

September 2013

1. Aim of the report

The purpose of the report is to brief the Trust Board on;
 the business of the Infection Prevention and Control (IPC) Team
 challenges encountered, and
 an update on the Trust’s progress against the local and national performance

targets.

2. Progress against National Performance Targets

2.1 MRSA Bacteraemias

Quarter 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14

1st Quarter 3 3 1 1 0 0

2nd Quarter 10 2 1 0 1 2

3rd Quarter 2 2 1 0 0

4th Quarter 2 1 1 1 1

We have breached our Zero tolerance targets for MRSA with two positive results.

Case one was thought to be unavoidable, and practice could not be criticised

The second was also deemed unavoidable but there were lessons to be learned.
The Surgery Group has an action plan which includes re-swabbing patients who
have multiple hospital admissions, improving internal communication around
alerts on CRRS and improving the communication system when or if swabs are
taken.

Although both cases occurred within the Surgery Group the typing of the isolate
has shown that the cases are not linked. As per policy both of these cases will
be followed up with a meeting with the Chief Executive Officer and Chief Nursing
Officer.

The Trust has agreed on the use of PDI wipe 2% Chlorhexidine and 70% alcohol
for cleaning skin prior to cannulation. This has been passed by the Trust Risk
Committee. 2% Chlorhexidine and 70% alcohol is considered best practice by
EPIC guidelines; the chlorhexidine is effective against staphylococcus aureus.
Only one company have taken its product through the licensing process required,
this is an extremely expensive process. PDI wipes have the same constituents
but have not taken the product through the licensing process for decontamination
of skin, but for devices. Companies cannot licence for two categories with the
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same wipe. Many Trusts have taken the same route and use PDI wipes with
agreement from the risk committee. This is being launched as a campaign linked
to ‘Ban the Bacteraemia’ called #SkinPrep. IPC are assisting Sharon Oulds, IV
Practitioner with the excellent work she is undertaking, much of the MSSA
improvement is a result of the work done by the IV team.

2.2 MSSA Bacteraemias

There is no target attributed to MSSA.

Quarter 2011/12 2012/13 2013/14
1

st
Quarter 10 16 10

2
nd

Quarter 8 14 9
3

rd
Quarter 7 8

4
th

Quarter 9 10

MSSA rates this year have seen a 37% improvement on this time last year.
However we are monitoring the situation very closely. The introduction of the
improved skin preparation using Chlorhexidine 2% and 70% alcohol will assist
with this.

A pilot was undertaken on the Renal Unit, this was one of a series of
interventions that have helped reduce their rates. Last year there were 9 cases of
MSSA bacteraemia across Renal from January to June, since the introduction of
this and other interventions they have had 4 in the same period.

2.3 Clostridium difficile (C diff)

There have been 17 cases of hospital attributed cases against a trajectory of 29.
Our year to end trajectory is 57. UHCW staff are to be congratulated for their
application of clinical judgement in assessing patients and symptoms through the
“Get Stool Smart” campaign under the guidance of the Infection Prevention and
Control Team (Appendix 1).

As a result of the campaign the Infection Prevention and Control Team have won
the Infection Prevention Society team of the year award for the UK and Ireland
over stiff competition from Guys and St Thomas. The Team are also finalists for
two categories in the Nursing Times Awards, the winners of which will be
announced at a gala dinner on the 30th October.

Working with both ISS and Estates the Trust is aiming to introduce a new
cleaning regime and are trialling a new cleaning product for 3 months, this is a
product used extensively in the food industry but this is the first healthcare
environment to trial Byotrol. Byotrol is a QUAT based agent which leaves a
residue that inhibits the build up of organisms. In tests undertaken by the ISS
Microbiologist it indicates that with continued use the number of organisms
cultured each day was reduced. This does not replace chlorine dioxide (Tristel)
which will still be used for barrier, outbreak and C diff issues. It is more cost
effective than the general purpose cleaner against which it is being trialled.
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C diff Toxin positive results. Reported by Quarter / Year
*As reported to CCG

Quarter 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14

1st Quarter 50 27 39 22 19 11

2nd Quarter 32 28 18 22 17 6

3rd Quarter 36 26 23 36 17

4th Quarter 29 35 24 10 23

Peer comparison
NHS Trust Name April - Sep 2013

outturn
C. diff Rate per 10,000

occupied beds*

George Eliot Hospital 3 0.52

University Hospitals Coventry & Warwickshire 17 0.83

South Warwickshire General Hospitals 10 0.92

The Royal Wolverhampton Hospitals 17 1.17

University Hospital of North Staffordshire 27 1.42

Heart of England 41 1.51

Sandwell & West Birmingham Hospitals 22 1.57

The Dudley Group of Hospitals 21 1.67

Mid Staffordshire 14 1.99

Walsall Hospitals 20 2.31

University College London Hospitals FT 38 2.44

University Hospital Birmingham 45 2.53
*average daily number of available and occupied beds overnight by sector

3. Cleaning Scores

The Infection Prevention and Control team continue to monitor the environment
using the ICNA auditing tool and comparing the outcomes with the ISS maximiser
tool. Both results are compared and interrogated at the Operational Cleaning
Group. The average scores by month have improved and it is hoped that the new
cleaning method being trailed by ISS will further assist in improving the
environmental scores.

1st Quarter 2
nd

Quarter 3
rd

Quarter 4
th

Quarter Overall year
UHCW
2012-13

78%( 45) 74% n(89) 79%n (97) 80% n(87) 78% n (318)

UHCW
2011-12

75.5% n (
(87)

82% n(120) 76.5% n
(113)

70% n (106) 77% n( 412)

UHCW
2013-14

82% n( 75) 81% n( 62)

Table showing the Infection Prevention and Control scores for environment
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4. Winter preparedness

Last year UHCW experienced challenges associated with patients being admitted
with Norovirus/Gastroenteritis that could have been cared for within their
community setting. In recognition of this, and in a joint venture with Coventry &
Rugby Clinical Commissioning Group (CCG), we are offering a Norovirus training
day. This is aimed at nursing, care and residential homes. Norovirus packs are
being collated by IPC.

A decontamination system know as TruD which disinfects using ultra violet light
and is very quick and easy to use will be trialled in the Emergency Department
from October. It does not have proven efficacy against C diff and Hydrogen
peroxide fogging will continue in these cases. 1 2 Papers have shown that it is
effective against non-sporicidal organisms such as the multi resistant organisms
(VRE, MRAB, etc) that are posing a challenge to healthcare environments, these
are an evolving problem that are linked to previous misuse of antibiotics and are
presenting as organisms that are resistant to many of our antibiotics. The unit is
quick and easy to use but will require approximately 20 minutes before side
rooms can be handed back to the organisation.

UHCW have signed up to the National WINCL research project which is looking
at causative effects of Norovirus outbreaks in the acute hospital setting.

ISS have started their fit testing for staff. Ward staff have been reminded to start
training in the run up to flu season. Infection Prevention and Control are
developing a flu plan for 2013-14.

5. Sepsis September

IPC worked with the IV team, Outreach Team and Helen Pickard Consultant
Nurse, for Sepsis September to raise awareness of Sepsis, how to recognise the
signs and what actions to take. This campaign used social media through Twitter
reaching approximately 700 people to spread the message and to share good
practice. Several Trusts and the Warwick Medical School have requested copies
of presentations etc. Duncan Watson, Sepsis lead for the Trust gave an
excellent presentation at Grand Round and we have received requests from
Heartlands Hospital and Warwick Medical School as to whether we could video
grand round and then teaching sessions like this could be given to medical
students and others who were unable to attend the session.

6. Team Changes

The Trust are now seeking to appoint an Infection Control Doctor and Director of
Infection Prevention and Control (DIPC). Dr Jenny Childs, Clinical lead for
Microbiology is covering Infection Control Doctor role in the interim. Mark Radford

1 “First UK Evaluation of an Ultraviolet-Room decontamination device. (TRU-D)” Journal of Hospital
Infection 2013. N Mahida, N Vaughan, T Boswell
2 “Room decontamination with UV Radiation” - ICHE, October 2013. William A Rutala, Maria F Gergen
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is covering the DIPC role until a substantive appointment is made. Dr Mike
Weinbren who was Director of Infection Prevention and Control and Infection
Control Doctor has taken up a new role at Chesterfield Royal Infirmary and we
wish him well in his new role.

Sharon Stuart, who was previously Matron of Infection Prevention and Control,
has also taken on a new role as commissioner for the CCG, we wish Sharon well
in her new role. The nursing side are also seeking to create new roles within
the team utilising hours for a band 6 audit and surveillance nurse and part time
band 7 Infection Prevention and Control Practitioner in a new role.

7. Conclusion

The team will continue to work using campaign based approaches, future plans
include looking at reducing Catheter associated infections using a national tool
called HOUDINI which seeks to make that catheter disappear.

To develop processes for surveillance of multi resistant organisms and to
continue to work with the antibiotic pharmacist to identify and tackle the emerging
resistant organisms.

Further work will be done around cannulae and line care and the introduction of a
line team to the Trust is seen as very beneficial to this work.

It is a very exciting time for Infection Prevention and Control and we are grateful
for the continued support of the CNO and Trust Board. Having won Team of the
year we are also working towards ensuring that we have the safest hospital
environment for our patients.



Appendix 1

ISS and Vinci have supported the Trust by providing prizes for each wards achievement
for 100 and 200 year clear. Twitter was then used to publicise the achievement.

For a year clear ISS provided a cup of Costa coffee for each and every member of staff
on the ward. Vouchers were produced as below along with static window stickers for a
Trust wide celebration.

Percentage of ward achieving

100 days free of C diff 100%

200 Days free of C diff 82%

A Year Clear 37%

University Hospital Coventry and

Warwickshire NHS Trust celebrates

Sponsored by
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REPORT TO THE TRUST BOARD: PUBLIC
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Subject: Foundation Trust Project Update
Report By: David Moon, Chief Strategy Officer
Author: Sarah Phipps, Head of Business Planning and Development
Accountable Executive Director: David Moon, Chief Strategy Officer

PURPOSE OF THE REPORT:

To update Trust Board on the main items relating to the FT application process, including the main items from
the FT Steering Committee and priorities for future work.

The report does not address the issues related to the quality and financial viability required to achieve FT status
as these are addressed through separate Board reports.

SUMMARY OF KEY ISSUES:

Work continues to prepare the organisation for FT status, including
 IBP – The current draft content will be shared at a forthcoming Board seminar and further updates will be

made as a result of the Annual Planning process and risk scenario modelling
 Finance/LTFM – Current content has been shared at F&P Committee and further modelling will be

undertaken and aligned with the BAF risk scenarios (as above).
 Membership – Continue with membership recruitment drive, particularly public membership
 Application Process – Revised Monitor guidance, along with other policy guidance, will be reviewed
 FT Timeline – The project plan will continue to be based on September 2015 for the application.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre

RECOMMENDATION / DECISION REQUIRED:

Trust Board to receive assurance from the work to date and future work plan.

IMPLICATIONS:

Financial: None identified

HR/Equality & Diversity: None identified

Governance: None identified

Legal: None identified

NHS Constitution: None identified

Risk: None identified

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee N/A Remuneration Committee N/A
Finance and Performance Committee N/A Chief Officers Group N/A
Audit Committee N/A
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Background:

The Trust’s Annual Plan 2013-2016, that was submitted to the National Trust Development Agency (NTDA),
identified September 2015 as the earliest date by which an application for Foundation Trust would be made to the
Department of Health.

The requirements for aspirant NHS Trusts are set out by Monitor, the FT regulator, in ‘Applying for NHS
Foundation Trust Status – Guide for Applicants’ that was recently updated (1 October 2013).

The following report addresses the issues related to the FT Application. It does not address the issues related to
the quality and financial viability required to achieve FT status as these are addressed through separate Board
reports.

Decisions made by the FT Steering Committee 18
th

September 2013

1. Integrated Business Plan (IBP)

A Board seminar is to be arranged to review the current draft Plan.

2. Finance/LTFM

A refresh of the LTFM was presented to the Finance and Performance Committee in September 2013

3. Quality Governance Framework

An action plan has been developed and is being implemented following a Board review of an assessment
commissioned from Price Waterhouse Cooper in June 2013. Further, a number of separate Quality
Governance Action plans arising from various reviews, for example Francis and Keogh, are being streamlined
into one integrated quality action plan.

4. Membership

Initiatives to increase membership are continuing to ensure the trust increases, in particular, its public
membership [see below].

5. FT Timeline

The Chief Finance Officer (CFO) and FT Programme Director met with the NTDA on 25
th

September to review
timeline and progress against key milestones [see below].

Future Workplan:

 IBP – Key messages to be presented at Board seminar (as above) and further updates made to include:
o Strategic service developments that will be identified from the current Annual Planning process
o Quality and financial impact of various risk scenarios that are linked to the current BAF.

 Finance/LTFM – Downside scenario modelling to be undertaken and aligned with risk scenarios of IBP (as
above).

 Membership – Continue with membership recruitment drive, particularly public membership that has
increased to 9194 [at 14.10.13 from 8791 at 30.07.13] and ensure that public membership exceeds staff
membership [8297 staff members at 14.10.13].

 Application Process - . The revised Monitor guidance issued in October 2013, along with other policy
guidance, will be reviewed and the project plan revised where necessary

 FT Timeline – Following the meeting with the NTDA on 25.09.13, the timescales set out in the Annual
Plan will continue to inform the project plan.
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Subject: West Midlands Surgical Training Centre Body Donation Centre
Report By: Brian Burnett & Dr David Snead
Author: Brian Burnett
Accountable Executive Director: Meghana Pandit

PURPOSE OF THE REPORT:

To receive approval from Trust Board to establish a cadaveric donation program for UHCW and the
surrounding area.

SUMMARY OF KEY ISSUES:

 National drive for simulation.
 High quality cadaveric and anatomy training.
 Supporting regional training for Registrars and Consultants in new and established procedures.
 Driving innovation and establishing UHCW at the forefront of medical education.

 Meeting the wishes of members of the local community who wish to donate.

 Supports research, innovative surgical training and medical education across many specialties.

 Serving health care professionals at UHCW and throughout the region.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre

RECOMMENDATION / DECISION REQUIRED:

Trust Board to approve to proceed with a cadaveric donation program.

IMPLICATIONS:
Financial: No capital outlay. Service will be provided from Surgical Training Centre revenue.

HR/Equality & Diversity: Service will be provided utilising current staff.

Governance: Human Tissue Authority licensed establishment 30019

Legal: None identified

NHS Constitution: None identified

Risk: None identified

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee N/A Remuneration Committee N/A
Finance and Performance Committee N/A Chief Officers Group 16.10.13
Audit Committee N/A
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

BUSINESS CASE SUMMARY

October 2013

Subject: Whole Body Donation Program

Report By: Brian Burnett & Dr David Snead

Author: Brian Burnett, Chris Moore

Executive Sponsor: Meghana Pandit

Financial: Mr Chris Moore, Group Accountant UHCW

Personnel: N/A

Healthcare/National
Policy:

NHS Next Stage Review: A High Quality Workforce. DH 2008

SINESS PLANNING AND DEVELOPMENT FORUM RECOMMENDATION(S)

Meeting Presented Approved Date
Pathology Board B Burnett D Snead 12.09.13
Chief Officer Group M Pandit M Pandit 16.10.13
Trust Board

Whole Body Donation Program

Executive Summary

The West Midlands Surgical Training Centre (WMSTC) is a state-of-the-art training
facility within UHCW.

Here, surgeons from all specialities learn to perform operations on human cadavers,
either trainees learning basic principles, or expert consultants learning new techniques.
Since opening it's doors in 2009, WMSTC has been recognised as one of the very best
such centres in Europe, training in excess of 4,000 surgeons and allied health
professionals, many from abroad, and currently providing more than 150 courses per
annum for surgical trainees, doctors, nurses, physiotherapists and medical students.

WMSTC is working towards the principle that ‘No surgeon should do an operation
for the first time on a living patient’. This is consistent with the NHS call for
simulation in all areas of training

1
and places UHCW at the forefront of high

quality training. Implementation of this principle requires a large increase in
provision of courses at WMSTC, especially for surgeons in training.

1 NHS Next Stage Review: A High Quality Workforce. DH 2008
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The proposed Whole Body Donation Centre will supply an increasing demand for
cadaveric donors to support medical teaching programs for the West Midlands Surgical
Training Centre

2
and Warwick Medical School (WMS), supporting the MBChB anatomy

teaching program.

1. SERVICE TO BE PROVIDED

This proposal will ensure the safe mechanism to receive, store and dispose of the
remains of persons wishing to bequeath their bodies to medical science.
The facility will serve the population of Coventry, Warwickshire and surrounding areas.

There is no such facility available at present and requests from the public are deferred
to other medical schools

3
. The WMSTC continues to import cadavers from the U.S at

considerable expense to meet its training needs
4
.

Facilities for the initial receipt of donors is proposed at the UHCW mortuary site, which
currently has capacity to store 98 deceased patients both from the community and those
who have died in hospital.

Of this available space a projected maximum fridge space for 5 whole bodies at any one
time will be required during the acceptance and procurement process, prior to off site
storage for 75 donor bodies at a refurbished Funeral Director’s premises, located in the
Coventry area.

2. THE CASE FOR CHANGE

2.1 Current Provision Import and Use

WMSTC currently imports self donated fresh frozen cadaveric specimens under UHCW
NHS Trust HTA licence 30019 from ‘Science Care,’ a US based accredited organisation
who accept whole body donors for the sole purpose of medical education and research
to approved sites throughout the world.

In February 2009, a site visit was conducted and full inspection report
5
completed by Mr

Brian Burnett and Dr David Snead of Science Care's premises, consent processes,
documentation and governance arrangements.

2 WMSTC reports a 219% activity growth rate since 2009. At present over 3,000 Surgeons and allied health professionals trained (excluding

student activity)

3 University of Leicester Medical School currently receives all requests to donate from UHCW. Currently this figure (without a donation

campaign) is approx 50 per annum. The HTA, which is responsible for regulating body donation and for advising members of the public

about how to go about the process, said in relation to a public drive for donation, an item on BBC1's The One Show in May 2010, had led to a

four-fold increase in calls. Donation increased from 123 in the month before the program to 505 in the four weeks after. Medical schools

around the country have also reported a "phenomenal" response. Keele University said it had seen a 250% rise in enquiries. Source

hta.gov.uk

4 Since opening in 2009, WMSTC expenditure for importing tissue from the US exceeds $1.2m with approved tissue supplier Science Care.

Science Care is incorporated as a taxable organization founded in 2000 with HQ in Phoenix, Arizona, It is an accredited whole body donation

program, providing human tissue for medical research and education and regulated by the American Association of Tissue Banks.

5 Inspection Summary Visit to Science Care, Phoenix, Arizona, U.S available upon request. Inspection conducted by Dr David Snead and Mr

Brian Burnett February 2009.
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Science Care is the sole tissue supplier for UHCW surgical training activities at present
and was chosen on the basis of ratified and fully auditable consent processes and
transparent policies.

Under previous U.K legislation, donors did not need to give their consent to donate and
family members were able to consent on behalf of the deceased relative.
The Implementation of the HT Act has therefore brought a significant change in the
donation process as now only the donor can consent.

As a result of the inspection report, a key difference in legislation was highlighted
between the US and UK, directly affecting the donation and consent process and
determined the tissue and body parts UHCW are able to receive into the Surgical
Training Centre.

As a result, UHCW, under the guidance of Dr Snead, has adopted a 3 month tissue lead
time, only accepting 'self donor' specimens to promote good practice across the sector.
Human tissue is requested directly from US tissue suppliers and transported directly to
WMSTC several days prior to training events.

Course organisers must complete a ‘Tissue Request Form’ (for each tissue Request)

The course organisers must demonstrate to the HTA Designated Individual (DI), the
medical education, training and scientific merit of the proposed programme.

All requests for human tissue use must be approved by the DI in writing and shall be
transported, stored, used and disposed of in accordance with HTA codes of practice and
UK laws and regulations.

All tissues are screened and serologically tested for HIV-1/2, Hepatitis B Surface
Antigen and Hepatitis C Virus Antibody by Science Care prior to shipment.

2.2 Current Disposal Arrangements

When surgical training activity is complete, disposal of imported material is disposed of
via incineration. The standard procedure is set out below;

The WMSTC Manager identifies specimens for disposal using the specimen’s unique ID
tag number affixed to each specimen.

Documentation received upon material receipt is rechecked to ensure donor disposal
instructions are fully adhered to. Any specific requests made by the deceased, regarding
disposal when consent was obtained abroad is carried out.

All material for incineration is documented in the WMSTC database and secure
pathology server and includes method and reason for disposal.

A multi-denominational service of thanksgiving for the gift of donation (performed by
representatives of UHCW NHS Trust Spiritual Care Department) is arranged prior to
disposal and recorded on the Pathology secure database.
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All human body parts are identified for disposal and placed into rigid yellow tamper proof
containers and sealed. The above containers are immediately placed into a 770 litre
container and locked; this is then transported into the mortuary secure waste hold to
await collection.

The Hazardous Waste Regulations 2005: Consignment note is completed by the
carrier/consignor upon collection of clinical waste material detailing unique ID tag
numbers, and consignment number. This note is retained in the WMSTC. An electronic
and hard copy of the form is retained in secure storage within a locked office presently
based within the WMSTC.

Material is kept and handled separately from all other clinical waste and is collected by a
specialist waste management firm and transported for separate incineration at a
licensed site.

2.3 Planned Disposal Arrangements

Ideally material used (body parts) for surgical training should be cremated.

The provision of a local whole body donation program would negate the need for
incineration of tissue in this manner.

Until this system is in place body parts will be incinerated according to the current
sensitive disposal policy.

2.4 Current Strategic Issues

West Midlands Surgical Training Centre (WMSTC)

University Hospitals Coventry and Warwickshire is one of the largest and busiest NHS
teaching trusts in the country, caring for over 500,000 people from across Coventry,
Warwickshire and beyond. The West Midlands Surgical Training Centre is working
closely with the Trust to achieve the best possible surgical training, education and
simulation available to date.

WMSTC has supported over 450 local and international training courses since its
opening in June 2009 and has established itself as a centre of excellence in training
medical and health care professionals throughout the world, with demand for surgical
educational courses rapidly increasing. This supports the Department of Health’s drive
to increase body donation to sustain medical education in the UK

6
.

In order for UHCW NHS Trust and Warwick Medical School to continue this high calibre
education, the need for a facility to store whole bodies for medical and surgical
education has been identified.

The West Midlands Surgical Training Centre is constantly expanding and looking for
new ways to improve, innovate and lead the field of surgical and medical education.

6 DoH report April 2007 Source

http://webarchive.nationalarchives.gov.uk/www.dh.gov.uk/en/Aboutus/MinistersandDepartmentLeaders/ChiefMedicalOfficer/Features/DH_41

20899
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The single largest limiting factor for the Surgical Training Centre in hosting more
courses is financial, namely the high cost of importing processed cadaveric material
from the US.

To have a local source of donors would serve the local community and UHCW NHS
Trust, allowing us to expand into new areas of training.

The proposal is to launch a donor donation program at UHCW NHS Trust incorporating
a new storage facility based at a Funeral Director’s. This will meet an increasing
demand for medical teaching programs for regional Surgical Trainees and fully support
UHCW and Warwick Medical School undergraduate and postgraduate teaching
programs.

2.5 Drivers for Change

 National drive for simulation.
 High quality cadaveric training.
 Supporting regional training for Registrars in training.
 Driving innovation and establishing UHCW at the forefront of medical education.

3. OPTION APPRAISAL

Option 1 (preferred option)

Off Site Body Store

We propose for the storage of 75 donor cadavers to be submitted to formal tender to the
network of Funeral Director establishments by refurbishing an existing area within their
funeral premises.

Advantages

 Carries minimal financial risk as this presents no capital expenditure
7
.

 The area will have good vehicular access, excellent security and be ideally located.
 Collaboration between the two parties can provide the following services:
 A basic dignified funeral service for donors and their families.
 Transport to convey donors to and from place of death/UHCW.
 24 hour security and fridge temperature monitoring.

Disadvantages

 Not located on Trust premises and therefore not the preferred option in terms of
governance arrangements and HTA licensing regulations.

 Costs of satellite license application and annual fee.

7 The capital costs in renovating the existing building will be met by the awarded Funeral Directors and reflected in a 5 year lease program

between the successful party and UHCW NHS Trust.
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Option 2

RSTX Body Store

Refurbish an existing building at Rugby St Cross Hospital to create a body donation
centre. The building is currently not used, and this plan is consistent with the intent to
relocate the existing mortuary at St Cross.

Advantages

 The Donation store will be ideally located on Trust premises and this is the preferred
option in terms of governance arrangements and HTA licensing regulations.

Disadvantages

 Option 2 proposes a considerable capital investment to be funded from the Capital
Programme.

8

Option 3

Shared Body Store

To investigate the possibility of collaborating with an established institution (local medical
school or training centre) to either;

Lease an area of freezer space within the establishment.

Draw up material transfer agreement (MTA) which will enable the use of another
establishment’s donors to be transferred to WMSTC for surgical training.

There are currently 35 licensed establishments in the Anatomy Sector across the UK.
Of these establishments 15 currently offer fresh frozen cadaveric teaching programs.

The remaining establishments have medical school undergraduate teaching programs,
using the traditional method of embalming bodies, with average retention of three to five
years.

In 15 establishments, suitable donors in excess of the required numbers for
undergraduate teaching are then used for surgical training.

All centres contacted are linked to a medical school or University with an established
donor program.
UHCW is the only known licensed establishment who solely import cadavers for this
purpose, without the support of a local donor program either at a hub or satellite
premises.
As a national average, Medical Schools contacted have in excess of 1,000 donor details
on file and the national average per annum of accepted donors is 40. This leads to an

8 Estimated between £800,000 and £1.2m
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excess of donors who are not accepted due to availability of space or strict
contraindications on donor acceptance.
As a result the option of leasing space from another institution seems unlikely.

Advantages

 No capital expenditure.
 Similar to current import arrangements without high import costs.
 Forms collaboration with other medical school(s).

Disadvantages
 Does not resolve UHCW storage issues prior to, during and following courses.
 Does not service the local community (who wish to donate to UHCW/WMS).
 Reliance on other establishments.
 The logistics of transferring procured body parts between surgical training centres

and the management of the receipt, storage and disposal of body parts makes this
an unattractive option.

Option 4
Do nothing and continue importing from the US.

Advantages
 Established and working system.
 No additional capital costs associated with continuing the status quo.

Disadvantages
 This option greatly prohibits the number of training courses available to surgical

trainees due to high cadaveric import costs.
 The current disposal methods are not ideal and cremation rather than incineration is

the preferred method of disposal for human tissue.

4. FUNDING/EQUIPMENT

Option 1 Off-site body store, carries minimal financial risk as this presents no capital
expenditure.

Equipment to process body parts has already been purchased by WMSTC.
Additional equipment for packaging and preserving bodies will appear as revenue costs
and is detailed below;

Cost Comparison for Acquisition of Cadaveric Body Parts

The costs associated with each method of acquiring the above human tissue specimens
are itemised below, based upon the following assumptions:

 A single body can be used for several courses.
 Funeral costs of c£1,500
 (Including hearse, funeral staff, packaging, preservation, screening & transport per

individual donor).
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 Initially assumed a turnover of 75 full bodies per annum, although this would
increase as number of courses increases.

 The human tissue used for comparison is those for which there have been frequent
requests for surgical courses.

Exchange rate of 1 pound = 1.6 dollar, and 18% transportation & processing costs

PLEASE NOTE: THERE IS NO CHARGE FOR HUMAN TISSUE AND THE
FOLLOWING FEES ARE FOR PROCESSING, ADMINISTRATION AND SHIPMENT

Current import from Science Care - Costs (including transportation)

Pelvis to Toe Tip £1,818
Torso £1,621
Head with spine £1,106
Arm with Shoulder £409
Total Body £4,954

(The above body costs are course disbursements and currently paid for by course
organisers)

Off-site body store costs (Option 1 – preferred option)

Approximate cost for the storage and disposal of 75 bodies

Revenue Costs

Capital expenditure £120,000 (capital investment from Funeral
Director’s)
Cost of constructing a body store

Rental cost of unit £55,000 per annum (for initial 5 year term)
(reduced to £25,000 after 5 years)

Contribution of 5% toward the annual
facility costs of UHCW mortuary

£TBC

Total Funeral Cost (based on x 75) £112,500 per annum (£1,500 per donor)
Total Revenue Cost £55,000

+£112,500
£167,500 per annum

Annual Income (excluding WMSTC hire)

Total body income per donor £4,000
(charged to course organisers for
processing and storage of cadavers)

Full donor program income (x75) £300,000

Total Income £132,500 (£300,000 – £167,500)
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Option 1
(Preferre
d option) Option 2 Option 3 Option 4

Off-site
body
store

Trust-
owned
body
store

Partnership
with other
University

Continue
with
Science
Care

£'000 £'000 £'000 £'000

Capital Cost 0 1,000 0 0

Option 1 Option 2 Option 3 Option 4
Off-site
body
store
(Preferre
d option)

Trust-
owned
body
store

Partnership
with other
University

Continue
with
Science
Care

£'000 £'000 £'000 £'000

Revenue Costs

Lease Charge 55 0 0 0

Charge for Cadavers 0 0 300 375

Funeral/package/transport
costs 112.5 112.5 150 0

Capital Charges (25 yrs)
- Depreciation 40
- PDC 35

Total Revenue Cost 167.5 187.5 450 375

Cadaveric Income from
Courses -300 -300 -300 -375

5. DESCRIPTION OF PROPOSED CHANGE

The proposed Whole Body Donation Centre will supply an increasing demand for
cadaveric donors to support medical teaching programs for the WMSTC

9
and Warwick

Medical School (WMS), primarily the MBChB anatomy teaching program.

9 WMSTC 219% activity growth rate since 2009. At present over 3,000 Surgeons and allied health professionals trained (excluding

student activity)
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The proposal will ensure the safe mechanism to receive, store and dispose of the
remains of persons wishing to bequeath their bodies to medical science.
The facility will serve the population of Coventry, Warwickshire and surrounding areas.

There is no such facility available at present and requests from the public are deferred
to other medical schools

10
. The WMSTC continues to import cadavers from the U.S at

considerable expense to meet its training needs
11

.

Facilities for the initial receipt of donors is proposed at the UHCW mortuary site, which
currently has capacity to store 98 deceased patients both from the community and those
who have died in hospital.

Of this available space a projected maximum fridge space for 5 whole bodies (5%) at
any one time will be required during the acceptance and procurement process, prior to
off site long term storage for 75 donor bodies at the Funeral Director’s premises.

5.1 Scope

This document outlines the process and resources required to enable a change from the
expensive import of human tissue from the US, to the local receipt, educational use and
final disposition of bodies donated to medical science within the Coventry and
Warwickshire area.

It covers the receipt of donor whole bodies and their frozen storage, facility for the
storage of embalmed bodies (off site) and an established mortuary preparation area to
facilitate the procurement of bodies for surgical training and research of specified bodies
for medical education and teaching purposes.

Each step in the process from point of death to final disposition will be outlined in
comprehensive policies, procedures and full risk assessments, with full information
available to the public.

Governance of activities will be overseen by the Designated Individual for the Human
Tissue Authority12.

At present, self consenting donors (or parts thereof) are obtained from the US and
imported directly to UHCW for education and training.

The body parts are disposed of by incineration. This is conducted off site by a licensed
incineration company.

10 University of Leicester Medical School currently receives all requests to donate from UHCW. Currently this figure (without a donation
campaign) is approx 50 per annum. The HTA, which is responsible for regulating body donation and for advising members of the public
about how to go about it, said in relation to a public drive for donation an item on BBC1's The One Show in May 2010 had led to a four-
fold increase in calls. Donation increased from 123 in the month before the program to 505 in the four weeks after. Medical schools
around the country have also reported a "phenomenal" response. Keele University said it had seen a 250% rise in enquiries. Source
hta.gov.uk

11 Since opening in 2009, WMSTC expenditure for importing tissue from the US exceeds $1.2m with approved tissue supplier Science

Care. Science Care is incorporated as a taxable organization founded in 2000 with HQ in Phoenix, Arizona, It is an accredited whole

body donation program, providing human tissue for medical research and education and regulated by the American Association of

Tissue Banks.

12 Current Designated Individual Dr D.Snead HTA license 30019
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5.2 Body Store Proposal Outline

In order to provide cadavers from UK, deceased persons we require a frozen storage
facility that can store bodies for up to 3 years in a fresh state suitable for cadaveric
surgical dissection. This represents a significant capital outlay and we have considered
several locations across the UHCW Site which might serve this purpose. All these
options require between £800k - £1.2m to develop.

Furthermore there would be significant staffing costs to keep such a facility working
satisfactorily and management costs. Finally, such a facility would need to establish a
working relationship with an undertaking firm to look after the disposal of the bodies
once they had been used for training.

This current proposal will utilise a Funeral Director’s to provide the storage and
undertaking services. In this arrangement we agree an annual fee for this service, but
retain complete control of the storage area and the way it is used.

We propose for a Funeral Director’s to establish an area within their funeral premises.
The area proposed should have good vehicular access, excellent security and be ideally
located.

As the donation numbers rise and the program is fully established, an onsite storage
area at UHCW or Rugby St Cross would be sought to allow further expansion of the
program.

The final design must have capacity to store 75 donor bodies
13

.

The capital costs in renovating the existing building will be met by the Funeral Director’s
and reflected in a 5 year lease program between the Funeral Director’s and UHCW NHS
Trust.

5.3 Required Facilities Overview

Two facilities are proposed to ensure these activities are carried out in a dignified yet
cost effective manner.

Site 1 – UHCW Mortuary site HTA license 30018 – Existing Facility

 Facilitating the receipt of donors.
 Storage of donors awaiting acceptance procedure checks.
 Preparation of bodies for surgical procedure via procurement (anatomical

separation).
 Storage of donors awaiting transport to the funeral directors (site 2).
 Shower and changing facilities for WMSTC staff.

13 Appendix A- Architects drawing of a proposed site.
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Site 2 – Funeral Director’s
WMSTC 30019 satellite license

14
- Facility needs to be established

 The Funeral Director’s provide safe transport to and from UHCW of donors.
 75 space storage to receive and store donors who have bequeathed their bodies to

science.
 The Funeral Director’s will provide 24/7 cover for freezer failure with on-call staff.
 Provision of a basic funeral service to meet the family’s wishes, ensuring the funeral

is dignified and that all aspects are delivered to the highest professional standards.

5.4 Procedure
Prior to Death

At first point of contact with the WMSTC bequethal secretary, potential donors will be
advised to discuss their intentions with next-of-kin and/or executor(s) prior to any final
decision being made.

Both of the forms supplied by the WMSTC (with full information pack for relatives in
various formats) must be completed and both copies signed by the donor in the
presence of a witness and the witness to sign both copies of the forms.

One form is returned to the WMSTC and kept on file.

The second bequethal form is retained by the donor with the information pack.

Potential donors will be advised that these forms should be kept in a safe place that is
known to them or next-of-kin or executor(s) preferably with their will or legal papers.

Procedure at Time of Death
Deaths outside UHCW

If death occurs at home, a nursing home or in the community, the GP should be called
as soon as possible and ascertain death has occurred.

The funeral director will then transfer the body to their premises (if donation wishes are
not known at the time) or (if known) UHCW Mortuary.

The Mortuary Manager or on call technician at UHCW should notify the WMSTC
Manager as soon as possible, so that arrangements can be made promptly to accept
the body onto the donation program.

The WMSTC telephones are open from 9.00 am to 5.00 pm from Monday to Friday but
closed on weekends and Bank Holidays. There is a voice mail system and relatives
should leave their name and telephone number as a recorded message so that it can be
dealt with promptly. The offer of a bequest will be considered immediately the WMSTC
re-opens.

14 Satellite HTA license will be applied for by Dr D.Snead and HTA Person Designate Mr B.Burnett
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During the major public holidays or during longer periods of closure, the WMSTC would
be unable to accept donations. During these times, next-of-kin are advised to make
private arrangements for a funeral at their own cost.

Deaths in UHCW

If the body lies in the hospital he/she should be transferred into the mortuary as per
protocol and held under refrigerated conditions in the hospital mortuary until the
WMSTC re-opens and can begin the acceptance process.

15

In both instances the death must be certified and registered with the local Registrar of
Births, Deaths and Marriages by the next-of-kin or executor(s). The Registrar will issue a
Green Form and a Death Certificate (a small charge may be levied in some cases). This
must be done before the acceptance procedure begins.

5.5 Three Phase Acceptance Process

Upon notification of a registered donor arriving at the mortuary facility where the death
has not been referred to the Coroner or for organ donation

16
, and receipt of the

registrars form, the WMSTC technicians will perform a three phase examination of the
donor prior to acceptance.

Phase 1 - Full External Examination/body Map to Determine Suitability and Check
Against

 Gross peripheral oedema
 Severe obesity
 Severe tissue damage including bruising
 Scars and medical intervention sites
 Skeletal deformity
 The final acceptance of the body may be subject to additional restrictions set by the

WMSTC and Designated Individual.

Phase 2 – Medical Social Summary

WMSTC staff will liaise with the donors GP and/or medical practitioner treating him/her
during their last illness to determine if the following was present;

 Transmissible diseases e.g. human transmissible spongiform encephalopathies (e.g.
Creutzfeldt Jakob Disease) or Prion Disease.

 WMSTC will only accept bequethal with history of dementia on the condition that the
dementia has lasted more than 2 years without:

15 There are restrictions placed on accepting donation, these are covered in separate policies available on request.

16 Post mortem examination (sometimes referred to as an ‘autopsy’) is an important reason why a medical school might decline the

offer of a body donation. We recommend that potential donors and their families are prepared to consider alternative arrangements in these

circumstances, which can arise unexpectedly. Depending on the circumstances of a person’s death, a Coroner might require, by law, that a

post-mortem examination takes place. Medical schools will usually decline a body donation if the person has undergone surgery to remove

organs for transplantation. However, if after their death, the person is found unsuitable to be an organ donor, then body donation to a medical

school can be taken forward by the relatives, solicitor or executor of the will; assuming valid consent is in place. Source hta.gov.uk
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 Family history of dementia
 History of myoclonus, visual or cerebellar problems, pyramidal/extrapyramidal signs

or akinetic mutism
 Any other history suggestive of Creutzfeldt-Jakob, prion disease or other

transmissible disease
17

Phase 3 – Serological Testing

WMSTC staff will retrieve a post-mortem blood sample from the donor (or admission
blood sample if available) and arrange a routine screen for HepB, HepC and HIV/AIDS.
The donor must be serologically negative prior to acceptance. This service will be
performed at UHCW.

Upon Acceptance

Following the acceptance process, the WMSTC Manager will decide if the donor will be
acceptable and inform the next-of-kin or executor(s) of the decision.

If the body is to be accepted, final document checks will be performed and the next-of-
kin or executor(s) informed that the WMSTC is grateful and pleased to accept the donor
onto the donor program.

5.6 Procurement, Preparation and Preservation

Procurement, preparation and preservation can now be performed dependent upon the
scheduled teaching activity assigned for each donor.

WMSTC staff will procure the donor to ensure the maximum amount of educational
benefit can be achieved.

The 2013 Summer Education Program
18

delivered at the WMSTC for regional registrars
and allied health professionals, demonstrated effective use of just 7 cadavers by training
almost 400 local health professionals. This combined with the ongoing practical
cadaveric surgery (CAD) courses from UHCW and Warwick Orthopaedics will ensure a
full program of annual events for trainees in the region.

In addition to surgical training, eight whole bodies per year will be assigned for Warwick
Medical School to support the MBChB program alongside current plastinates teaching.

19

These bodies will be embalmed off site, using a 'soft fix' technique
20

, allowing tissue
manipulation and joint movement with the benefits of preserving the tissue, this will

17 WMSTC will follow Department of Health guidance which advises against embalming bodies known to carry anthrax, cholera, lassa

fever, invasive group A streptococcal infection, plague, rabies, typhus, viral haemorrhagic fevers, yellow fever and viral hepatitis

18 ‘Cadshare’ was a WMSTC pilot program held in June/July 2013 for surgical trainees and health professionals. Almost 400 delegates

attended and WMSTC hosted 12 disciplines from across the region using 7 imported bodies. Departments involved at UHCW were

Urology, Emergency Dept, Air Ambulance, Cardiothoracic dept, Clinical Skills, Orthopaedic, Ophthalmology Osteopathy, Dermatology,

neurosurgery, airway management team, Anaesthetics, as well as training groups of WMS medical students. All costs were covered

from delegate fees and deanery grants.

19 Dr R.Tunstall, Principal Teaching Fellow & Lead for Clinical Anatomy and Imaging and Director of Clinical Anatomy Education, has

integrated fresh tissue dissection into the 2012-13 WMS MBChB program with excellent student feedback. Further plans to integrate this

method of teaching are planned for all future anatomy sessions.
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greatly enhance the current program and serve to benefit students throughout the
academic year.

Procurement, Preparation and Preservation flow chart

5.7 Storage

The donors will now be carefully packed and stored in the mortuary fridge bank;
awaiting safe transportation between UHCW and the Funeral Director’s.

Transportation of donors between the two sites will be built into the SLA between UHCW
and the Funeral Director’s and forms part of a 5 year contract between the two parties.22

Unique numbering systems with bar coding designed to ensure the correct identification
of bodies will be used to ensure compliance with HTA standards for record keeping.

5.7.1 Preparation of Donors

The WMSTC is not suitable for body preparation for the following reasons:

 The WMSTC is in continual use for teaching and the set-up and breakdown of
surgical courses.

 The air flow, tables and drainage are inadequate within the centre to perform
procurement (separating the body) procedures.

 The Post Mortem room offers a separate, discreet area away from other activity and
is fully equipped and fit for purpose.

20 A chemical formula alteration at WMSTC in 2013 involving a reduced formaldehyde content and increased conditioner has produced

pliable tissue with viable flex and extension of joints, resulting in good results for medical students studying anatomy.

22 Mr Chris Moore, UHCW Group Accountant, will be responsible in overseeing the contractual and legal terms and conditions

of this contract.
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 All equipment for procurement, embalming and the materials for safe storage of
donors has been purchased by the WMSTC.

 The required work of the Mortuary Department and the Coroner's Service will take
priority when allocating time to the WMSTC for the donor acceptance phase and the
procurement, preparation and preservation of donors.

It is recommended that when the Mortuary reaches 80% of its storage capacity,
contingency plans for the WMSTC will take effect and a temporary alternative will be
deployed (the Funeral Director’s, Rugby St Cross and GEH Mortuary facility) until such
time the capacity falls to safe levels.

In the worst case, further donors would not be accepted onto the site.

Duration of Surgical and Anatomical Examination

The Human Tissue Act 2004 does not place a limit on the length of time that a donated
body can be used by Anatomy Schools. As the majority of donor bodies will be used for
surgical training, it is proposed to keep donated bodies for a maximum of 3 years, which
is approximately how long they remain in usable condition. The anticipated mean period
of storage will be one year, but is dependent upon demand for courses within the
WMSTC.

3 Year Restriction Without Retention of Parts
If donors wish to restrict the time that their body or its parts are used to a maximum,
they may do so by ticking the corresponding boxes on the bequethal form. All parts of
the body during the period of surgical and anatomical examination will be stored and
cremated together with the rest of the body within 3 years of death.

23

5.8 Disposal
When surgical and anatomical examination is complete, the WMSTC will arrange for the
final and complete remains to be cremated.

The Funeral Director’s will arrange for the cremation service, which will normally take
place at either Canley or Heart of England Crematorium and the next-of-kin or
executor(s) will be informed of arrangements if desired.

Families are welcome to contact the Funeral Director’s if they wish to order floral
tributes, obituary notices, additional limousines or alter other details such as coffin
requirements. These additional costs are borne by the family.

In addition, a yearly service of thanksgiving will be conducted at UHCW Faith Centre, to
which families and friends of donors would be invited to attend and hear testimonials
from students and surgeons on the contribution their loved ones have made to
advancing education and improving healthcare within UHCW and the wider region.

23 Some waste will be generated during the procurement process which will be destroyed by separate incineration, such disposal

mechanisms already exist within current departmental procedures.
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5.9 Expenses

No payment is made to the individual concerned or to relatives.
24

WMSTC will contribute 5% toward the annual facility costs of the mortuary.

WMSTC pays the Funeral Director’s an annual fee to cover all the costs of storage and
disposal. No claim is made by the WMSTC on any insurances payable at death and no
attempt is made to recover its expenses from the estate of the deceased or from
relatives.

Withdrawal of Consent

If, at any time after completing the bequethal process, there is a change of mind,
potential donors may withdraw consent (i.e. cancel the bequethal) by writing to the
WMSTC Manager, 4

th
floor Pathology Department, UHCW NHS Trust, Clifford Bridge

Road, Coventry CV2 2DX.

Confirmation of receipt and a formal acknowledgement of withdrawal of consent will be
sent in writing, and arrangements made for the return of the body.

6.0 ACCOMMODATION

UHCW
Mortuary Site HTA license 30018 – Existing Facility

It is proposed that the initial receipt and storage of the body whilst awaiting serology
results and medical/social checks will be within the existing UHCW Mortuary
Department.

It is proposed the examination and preparation of a detailed surface body map by
WMSTC staff and the procurement (dismemberment) of donors who are stored in the
adjacent fridge banks will be performed in the Post Mortem room at UHCW mortuary in
scheduled blocks of time allocated for this purpose.

Access to mortuary post-mortem room, waste disposal facilities and shower/changing
facilities for WMSTC staff is required.

Office space for 2 people has been established within the CSB building at UHCW and
will be fully utilised to implement the donation program, acquire and process data,
manage the WMSTC Surgical Training programs, aspects of clinical training and
anatomy teaching programs, in addition to performing the necessary checks and daily
management of the tissue database.

24 “You will not receive any payment for donating your body. Some medical schools may request that the donor’s estate contribute to the

cost of transporting the body, particularly if the donation falls outside of the medical school’s local area.” Full details can be obtained directly

from the medical school. Source hta.gov.uk.
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The Funeral Director’s Site
To be Governed by WMSTC 30019 Satellite License

25
- Facility needs to be

Established

 Provision of a 75 space purpose built off-site facility within the established funeral
premises. The unit must be temperature alarmed with freezer failure back-up
systems in place.

 The Funeral Director’s will provide 24/7 cover for freezer failure with on-call staff.

6.1 Staffing Accountability and Responsibility

Current WMSTC staff (4) will be responsible for:

1 WTE AFC Band 7 Surgical Training Centre Manager.
 Accountable to the Designated Individual and Cellular Pathology Manager.
 Responsible for the day to day management of the donor program and WMSTC

activities.

1 WTE AFC Band 5 Senior Surgical Training Technician.
 Accountable to the Surgical Training Centre Manager.
 Assists Manager in the day to day running of the donor program and WMSTC.
 1 WTE AFC Band 5 Events Organiser.
 Accountable to the Surgical Training Centre Manager.
 First point of contact for donation enquiries, course organisation, A&C WMSTC

activities.

1 WTE AFC Band 3 Trainee Technician.
 Accountable to the Surgical Training Centre Manager.
 Reports to Senior Technician.
 Assists in the day to day running of the WMSTC.

The Funeral Director

 Responsible for maintaining the freezer facility.
 Responsible for the safe transport of donors to and from UHCW.
 Responsible for staffing, equipping and conducting a basic funeral service.

6.2 Timescale

We would like to establish the body donation centre as soon as possible. The building is
currently available and there is considerable national momentum around the idea of
simulation in medical training. We are increasingly uncomfortable with the concept of
flying frozen cadavers from Arizona to UHCW, and the high cost of doing so is limiting
our ability to provide training.

25 Satellite HTA license will be applied for by Dr D.Snead and HTA Person Designate Mr B.Burnett



19

7. OBJECTIVES

 Establish local donor program to serve Coventry & Warwickshire.
 Continue ground breaking surgical training and research projects.
 Increase cost effective local Registrar training.
 Improve access to surgical training for Registrars and WMS medical students.
 Further develop the collaboration with UHCW/Warwick Medical School, improving

our centre of excellence for surgical training and anatomy teaching.
 Lead in delivering integrated surgical, clinical skills and anatomy training programs

which can be transferred across Europe.

8. STAKEHOLDER IMPACT

Patients
 Improved results in surgery through knowledge and practical skills via accredited

training programs.
 Improved skills for surgeons and allied health professionals

Clinicians

 Improved surgical outcomes
 Local training in a leading multi-disciplinary training environment
 In-house training reduces time away from clinic with the ability to call on local

Registrars for one on one training opportunity.
 Improved quality of service and reduction of 'never' events

UHCW

 Flagship Surgical training Centre.
 Increasing and promoting good practice through award winning education programs.
 UHCW at the forefront of surgical training and innovation.
 Providing a much requested service for the population of Coventry & Warwickshire

allowing donors to 'give something back' to the hospital.

UHCW Staff/ WMS MBChB Students

 Access to world class training facilities.
 Opportunity to discuss clinical cases (peer to peer) with real time anatomical

exposure.
 Improved access to human tissue for anatomy teaching/research.
 Unique opportunity to learn with leading Consultants in a relaxed training

environment.
 Realistic surgical/clinical working environment.
 Opportunity to develop roles in anatomy demonstration, organise courses, publish

papers.

UHCW/WMS Collaboration

 Centrally located state of the art facilities to demonstrate unique plastinated
specimens.
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 Experienced WMSTC/WMS staff to develop state of the art training programs.
 Experienced academic partners to drive research and development of 3D programs

and 3D printing technology.
 Key partnership to develop further national and international links offering academic

and financial support.

DoH/NHS

 Promoting innovation in the NHS.
 Facilitates and encourages the development of integrated multi-disciplinary training

at UHCW.
 Consistent with the NHS call for simulation in all areas of training

.

 NHS Next Stage Review: A High Quality Workforce. DH 2008.

9. EXIT STRATEGY

Withdraw from Whole Body Donation Program and revert to importing donors from the
US. Assuming the planned proposal for the donation program does not go ahead, we
would continue to import bodies at significant expense, limiting the training opportunity
for local surgical trainees and medical students enrolled on WMS MBChB program.

10. CONCLUSION

The WMSTC has successfully trained several thousand health care professionals since
2009.

The unique combination of surgical training, plastinated anatomical specimens and e-
learning programs incorporating revolutionary HD 3D teaching, have received
recognition from around the world.

It stands as one of the best training suites in Europe and has been published and
promoted in hundreds of medical publications and press articles in countless locations.
The centre has been responsible for bringing delegates from every continent to UHCW,
improving healthcare and benefiting patients through leading surgical and medical
education, sharing good practice.

The centre has been awarded national and local prizes for ‘Innovation and Service
Development’ in 2012 and honorariums from HRH Her Majesty the Queen in 2013 for
the work contributed to the Edinburgh Festival exhibition ‘Leonardo, mechanics of Man’
at the Palace of Holyroodhouse.

In order to advance the services provided, increase efficiency and improve the current
disposal arrangements, the provision of a body donation program is essential.
This will reduce the need to import cadavers from the US, ensuring tissue can be
provided to local trainees and medical students without the current prohibitive costs.

Capital investment for off-site storage of donors will be met initially by the Funeral
Director’s and recouped in a 5 year lease arrangement with UHCW NHS Trust.
This ensures expenditure related to building works for the venture is met by revenue
costs and is detailed in item 4, funding and equipment.
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1. The Board are required, under the terms of the Civil Contingencies Act
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1.0 Introduction

This report outlines the activity and work of the Emergency Planning Team undertaken during the

year 2012-2013. This builds upon the foundations already established in previous years to ensure

the Trust meets the requirements of the Civil Contingencies Act 2004 and related NHS Emergency

Planning guidance, and the NHS EPRR framework. The Department of Health guidelines set out a

requirement that all NHS Boards receive regular reports, at least annually on emergency planning.

1.1 Civil Contingencies Act 2004

The Civil Contingencies Act 2004 (CCA) provides a framework for all emergency preparedness

activities undertaken across the public sector. As part of this legislation, the Trust is classed as a

Category 1 Responder along with the emergency services, local authority and other frontline NHS

organisations.

As a Category 1 Response, the Trust is responsible for a number of civil protection duties. These

include:

 Assess the risk of emergencies occurring and use this to inform contingency planning;

 Put in place emergency plans;

 Put in place Business Continuity Management arrangements;

 Put in place arrangements to warn, inform and advice the public in the event of an

emergency;

 Share information with other local responders to enhance co-ordination; and

 Co-operate with other local responders to enhance co-ordination and efficiency.

The work that is undertaken by the Emergency Planning Team ensures that we, as a Trust are

compliant with those duties placed upon by the Civil Contingencies Act (2004), along with the

associated guidelines; Emergency Preparedness, Emergency Response and Recovery and the

NHS Emergency Planning Guidance 2005.

1.2 NHS Emergency Planning Guidance 2005
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NHS Emergency Planning Guidance 2005 describes a set of general principles to guide all NHS

organisations in developing their ability to respond to a major incident and manage recovery, within

the context of the requirements of the CCA 2004. It is important that the organisation can

demonstrate that it is meeting criteria set out in the guidance.

1.3 NHS Operating Framework

The NHS Operating Framework for 2012/13 sets out clearly that emergency preparedness

continues to be a core function for the NHS. It states that all NHS organisations, other contracted

healthcare providers, local authorities and other local organisations should give high priority to

putting in place and testing places and arrangements to deliver an effective response to threats

and hazards. This should include chemical, biological, radioactive and nuclear (CBRN) threats ,

conventional terrorism, fuel and supplies disruption, flooding and public health incidents, and any

impact from climate change.

1.4 NHS Emergency Preparedness, Resilience and Response (EPRR)

The NHS needs to plan for, and respond to, a wide range of incidents and emergencies that could

affect health or patient care. These could be anything from extreme weather conditions to an

outbreak of an infectious disease or a major transport accident. Under the Civil Contingencies Act

(2004), NHS organisations and sub-contractors must show that they can deal with these incidents

while maintaining services to patients. This work is referred to in the health service as ‘emergency

preparation, resilience and response (EPRR).

The EPRR framework went into operation from the 1st April 2013. As part of this framework Acute

Trusts will be measured against a set of Core Standards relating to Emergency Planning and

Business Continuity.

These arrangements coincided with a restructuring of the NHS and associated bodies such as the

SHA and the HPA have now formed Public Health England (PHE).
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2.0 Emergency Planning Overview

2.1 Accountabilities

The Chief Executive has overall responsibility and accountability for ensuring the organisation has

tried and tested processes to manage the response to any major incident.

The Chief Operating Officer is the Executive Director Lead for Emergency Planning within the Trust

with responsibility for setting the strategic direction.

Jon Barnes, Deputy Chief Operating Officer (Corporate), is the Trust Lead for Emergency

Planning. This role manages the day to day emergency planning function.

Gary Ward, Consultant – Emergency Medicine, is the Trust Clinical Lead for Emergency Planning.

This role provides a clinical perspective on all emergency planning activities, with specific regard to

the reception of casualties during Major Incidents.

Michael Weinbren, Consultant Microbiologist is the Trust Pandemic Influenza Lead and provides

technical input and leadership around any potential influenza pandemic.

Alistair Nutting is the Emergency Planning Officer (secondment) for the Trust and provides the day

to day operational input into emergency planning activities.

2.2 Resources

2.2.1 Staffing

The staffing resource for the Emergency Planning Unit was 1 WTE in the form of the Trust

Resilience and Capacity Planning Manager, with management time dedicated from the Emergency

Planning Lead (Deputy Chief Operating Officer - Corporate).

From February 2013 the Trust appointed a Resilience and Capacity Planning Officer on a six

month secondment position.
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2.2.2 Emergency Planning On Call

The Emergency Planning On Call function came about following Pandemic Influenza in 2009. The

Emergency Planning Team were required to be on call to provide advice and information on the

appropriate operational management of patients suspected of having influenza.

The on call is designed to ensure that the Major Incident Team has support from an individual with

emergency planning knowledge who can act as a Tactical Advisor to the Hospital Silver

Commander. The On Call rota is currently made up from a team of three;

 Deputy Chief Operating Officer (Corporate) (Emergency Planning Lead).

 Associate Director of Nursing and,

 Resilience and Capacity Planning Officer.

2.2.3 Budget

There is a dedicated non-pay budget for emergency planning of £20 000 per annum. This amount

is provided to develop training and exercises within the Trust, and also maintain equipment related

to emergency planning.

2.2.4 Equipment

The Emergency Planning Team manage, on behalf of the Trust, a range of equipment which

includes decontamination equipment for patients who are contaminated by chemical, biological,

radiological or nuclear material and the Trust Radio equipment.

The team also ensure that the Major Incident Room and the Trust Board Room (secondary Major

Incident Room) is prepared for use and is able to function appropriately as a control centre.

2.2.5 MTPAS – Mobile Telephone Privileged Access Scheme

To ensure that there are resilient communications within the Trust we have access to a number of

mobile telephones that are registered with the Mobile Telephone Privileged Access Scheme. The

details of which can be obtained from the Resilience and Capacity Planning Officer.

2.2.6 Decontamination Equipment

The Trust currently has 39 operational decontamination suits that are certified until August 2014. A

number of these suits are located within the Urgent Care facility at the Hospital of St Cross, Rugby
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in order to facilitate patient care until a Hazardous Area Response Team (HART) are able to

attend, decontaminate and transport the casualty to University Hospital Coventry and

Warwickshire. The HART crew are a division within the Ambulance Service that specialise in

dealing with hazardous incidents.

The annual service for the decontamination structures is scheduled to take place in May 2013 by

NBC Group International, the suppliers of the units. This will ensure they are fit for purpose and

entered into a 12 month service / repair agreement.

2.2.7 National Resilience Extranet

The Trust holds two licences to utilise the National Resilience Extranet (NRE). The primary

sponsor account is held by the Resilience and Capacity Planning Officer while the second will be

used as a role based account for the Emergency Planning On Call. The NRE is a secure

information sharing platform developed by the Cabinet Office, hosted by Ultra Electronics that can

store and share information upto and including that marked RESTRICTED. The classification for

restricted documents has been set by the Cabinet Office. The NRE is a multi-agency information

sharing device that is not specific for the NHS.

2.3 Emergency Planning Steering Committee

The Emergency Planning Steering Committee is a multi-disciplinary group established to monitor

and guide the work of the Emergency Planning work stream. This group reviews the work of the

Emergency Planning Manager and provides opportunity to influence ongoing planning within the

Trust. This committee has been chaired by the Emergency Planning Lead.

During 2012/2013, the committee met on a number of occasions:

 15th May 2012

 17th July 2012

 18th September 2012

2.4 Multi-Agency Forums
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The Trust is represented on various multi-agency forums, working with partners across the health

economy and the region to ensure plans and responses to incidents are integrated. These include;

 Local Health Resilience Partnerships in both West Midlands and Warwickshire.

 Arden, Herefordshire and Worcestershire Emergency Planning Action Group.

 West Midlands Health Emergency Planning Group.

 Pandemic Influenza Planning Meetings.

 Council Emergency Planning Groups.

 Coventry Airport Emergency Planning Group.

2.5 Risk Register

There are currently no open risks on the risk register belonging to James Bister, or Alistair Nutting.

3.0 Major Incident Planning

The Trust must be able to respond to Major Incidents, as one of its core capabilities and

responsibilities. Training and exercising is crucial to ensure staff are made aware of their role

during a Major Incident.

3.1 Major Incident Plan

In accordance with the regional and national structural changes to the NHS the Trust Major

Incident Plan has been reviewed to reflect these changes (Version 14.1) and disseminated

accordingly.

3.1.1 ERMA

The ERMA (Emergency and Resilience Management Arrangements) CONOPS and Addendum

have been officially stood down from 31st March 2013. Plans are in place for a revised replacement

for the arrangements with the Birmingham, Solihull and Black Country NHS England Area Team

taking the lead for the development.

3.2 Major Incident Declarations
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During the previous 12 month period, there have been no activations of the Major Incident Plan.

however the Emergency Planning Team have been involved in the response to the Black Alerts

declared during March.

3.3 Training

The Emergency Planning Team have delivered a number of training events for Trust staff to

ensure that the Trust is prepared to respond to a Major Incident.

3.3.1 On Call Manager Training – June 2012

On Call Managers form a crucial element of the Trust Major Incident response team and as such

training was provided to them in the management of major incidents. The training was attended by

First and Second On Call Managers and also by managers of the Project Co Service Providers.

This training culminated in a short walk-through exercise which was designed to get all of the

individuals involved to work together through a specific major incident scenario.

3.3.2 Executive Director Training/Exercise – June 2012

In preparation for the Olympics, the Executive Directors were invited to participate in a training

event to both develop their understanding of major incidents, but also provide information

regarding specific responses required in relation to major incidents effecting the Olympics. The

training allowed the Executive Directors to experience a major incident environment and to

understand better, the roles associated with major incident response.

3.3.3 Emergency Department Receptionist Training – June 2012

As the frontline of the Emergency Departments, it is important that the Emergency Department

receptionists are prepared to respond to a major incident, but also recognise the warning signs of

self presenting casualties from a Chemical incident. Also, the receptionist had a key role during the

Olympics in identifying and acting upon an accredited individual attending the Trust, therefore this

training combined standard major incident training and also Olympics specific training.

3.3.4 Regional SpR/ACCS Emergency Medicine Trainees – June 2012

The Emergency Planning Manager was approached to deliver a session at the regional SpR/ACCS

Emergency Medicine Trainee training sessions. This session focussed on the role of doctors in
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major incidents, the potential problems which may be experienced and generic emergency

planning knowledge.

3.3.5 Emergency Department SHO and Consultant Training – October 2012

The Emergency Planning Manager provided a training presentation for the Emergency Department

SHO’s and Consultants. This presentation covered the essential elements of Emergency Planning

along with the expectations the Trust has of those positions.

3.4 Exercises

During 2012/2013 the Trust has not been involved with as many exercises as in the previous year

and the build up to the Olympic Games, although we have maintained our duties under the Civil

Contingencies Act 2004. The exercises that the Trust have been involved with are detailed below;

3.4.1 RapidReach (Communications)

This exercise was carried out in line with the expectations placed upon the Trust under the Civil

Contingencies Act 2004. This was a communications exercise aimed at testing the Major Incident

call out notification system.

The exercise proved an overall success with over 350 calls attempted to be made within a fifteen

minute timeframe, whilst some calls were unsuccessful we were able to monitor who had received

notifications and their response.

3.4.2 Exercise Amber 2 (Observing)

Exercise Amber 2 was addressing the response of the emergency services to a Marauding

Terrorist Firearms Attack (MTFA). An MTFA has been identified as a new style of terrorism looking

whereby a group of attackers are armed with multiple high velocity weapons, Improvised Explosive

Devices (IEDs) in order to inflict maximal damage, confusion and casualties. It has been accepted

that those carrying out an MTFA will attempt to prolong the episode for as long as people with no

desire to remain alive at the end. As such emergency services need to be able to respond to this

threat by being able to operate safely inside the warm zone and within a dynamic cordon. This was

a multi agency involving; numerous ambulance trusts, HART teams, Police, Fire, Air Ambulance,

and the Military.
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4.0 Pandemic Influenza Planning

Following the restructuring of the NHS and associated bodies on the 1st April 2013, the National

Flu Plan became redundant, as many of the bodies that the plan centred around no longer exist.

We are currently awaiting the National Flu Guidance and Plans to be produced and disseminated

via Public Health England.

4.1 Plans

Version 4.0 of the Pandemic Influenza Plan was published in February 2012 and draws together

the original Pandemic Influenza plan and also learning from the 2009/10 H1N1 Influenza

pandemic. The plan provides a framework from which to manage any future influenza pandemic

which may occur and is able to be scaled depending on the impact of that pandemic.

4.2 MERS-Cov / Novel Coronavirus

The Trust has received a patient that presented with the correct symptoms and history for Novel

Coronavirus, otherwise known as Middle East Respiratory Syndrome. The patient subsequently

tested negative. The Emergency Department have an isolation room separate from the main

department that can be utilised should a patient present with the qualifying history and symptoms.

This room is prepared for isolation nursing with the correct PPE located outside the room on a

permanent basis.

5.0 Business Continuity Planning

Business Continuity Management is the process of ensuring continuity in the deliver of core

services through an incident or business interruption. It involves identifying core services,

understanding the requirements of delivery for those services and developing a plan on how to

maintain or re-start that service. Business Continuity Plans are a Core Standard as expected

identified by the NHS EPRR Core Standards.

5.1 Trust BCP

Version 2.0 of the Trust Business Continuity Plan was published in May 2012. The primary

purpose of the document is to set out the activities carried out by the Trust which would be critical

during the first 1 – 5 days of any incident affecting the Trust. These activities would need to be re-
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established within this period of time in order to ensure patient care in these areas was not

compromised.

Work is now currently underway to establish a more comprehensive yet user friendly plan that will

address service interruptions within the Trust. Each plan will be specific for each department as

the critical services within one department will differ from another.

6.0 Summary

The Trust continues to deliver against the requirements of the Civil Contingencies Act 2004 and

the NHS Emergency Planning Guidance 2005. With the introduction of the NHS EPRR standards

and the restructuring of the NHS and the associated bodies there is work to do to ensure the trust

is compliant against those standards, and plans are in line with refreshed regional and national

plans/guidance.

Comprehensive plans are in place to ensure the Trust is able to respond to a range of incidents

and emergencies. Working both internally, and externally with partner organisations, the Trust has

tested these plans in exercises and has delivered training to staff involved in the management of

incidents.

The Trust was chosen as a Designated Hospital by the London Organising Committee of the

Olympic Games to provide emergency and acute services to the Olympic Football events being

held at the City of Coventry stadium. This led to the Trust being heavily involved with local, regional

and national planning and exercises to test the resilience and preparedness of organisations which

assisted in delivering a safe and secure Games.

The work undertaken in 2012-13 has ensured the Trust has robust, tested plans and has trained

and able staff to respond to incidents.
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7.0 Year to Date – Post April

7.1 Staffing

The WTE Emergency Planning Manager resigned from the Trust in search of a career with the

Metropolitan Police on 12th April 2013. A replacement for this position was appointed in

September.

The six month secondment position for the Resilience and Capacity Planning Officer has been

extended through to December 2014.

It is expected that the Emergency Planning Manager will join the Emergency Planning On Call

Rota taking it to a team of four, offering a more resilient and sustainable rota.

7.2 Emergency Planning Steering Committee

The Emergency Planning Steering Committee have met in July and are planning to meet again in

November. There should have been another meeting in between these dates but due to

unforeseen circumstances in the Trust we had to postpone. The reports of the meeting have been

distributed to Risk Committee for review.

7.3 Incidents

To the point of publication the Trust has not initiated a Major Incident Standby or Declared

response however the Emergency Planning Team has been involved in a number of internal

incidents.

7.3.1 Black Alerts

There have been three Black Alerts declared since April 1st 2013 with the Emergency Planning

Team providing support to the Hospital Silver Command during this time;

 5th April 2013.

 21st May 2013.

 22nd July 2013.
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7.3.2 Hospital of St Cross, Rugby – Theatres

The Emergency Planning Team provided support to the response to an incident that had taken

place within the main Theatre Suite at the Hospital of St Cross, Rugby that occurred on the 1st

October 2013.

7.4 Training and Exercising

Recognising that we need to provide more Training and Exercising than the previous year (April

2012/13) the Emergency Planning Team has attended a number of External Events, along with

delivering in house training and exercising sessions.

7.4.1 External – Exercise Arden – 30th August 2013

Exercise Arden was a multi agency exercise looking at a major communicable disease outbreak

across Coventry and Warwickshire, delivered by Public Health England. The event was attended

by David Eltringham, Jon Barnes and Alistair Nutting as representatives from University Hospitals

Coventry and Warwickshire.

7.4.2 External – NHS England EPRR Regional Exercise Day – 24th September

2013

The NHS EPRR Regional Exercise Day was attended by Jon Barnes as the representative from

University Hospitals Coventry and Warwickshire. The purpose of this day was to address any

issues with escalation plans through the Clinical Commissioning Groups to the Area Teams along

with roles and responsibilities.

7.4.3 Internal – Anaesthetics Major Incident Response – 11th July 2013

Alistair Nutting provided a Major Incident Training Session to the Anaesthetics department via

PowerPoint. The purpose of this session was to identify the reasons for emergency planning, the

roles of the NHS and UHCW NHS Trust in a response, the alerting mechanisms for Consultants

and the actions associated with a Major Incident Response.
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7.4.4 Internal – Emergency Department Band 6 and 7 Major Incident Training

– 19th September

The training for the Emergency Department staff has been changed to reflect the roles associated

to a persons position within the department. This specific training focused on the roles associated

with Band 6 and 7 Nursing staff. The session covered the Major Incident Plan and the associated

Standard Operating Procedures to cover specific threats. The session concluded with two table top

exercises looking at a mass casualty event and a CBRN incident.

7.4.5 Internal – Major Network Disruption Exercise – 9th October 2013

The Emergency Planning Team delivered a table top exercise looking at the effect of a

catastrophic network failure. The event was well attended with representation from across the

Trust. The event was well received will clear lessons learned that will enable a plan to be

generated on how to move forward to improve the resilience of the Trust.

7.5 Policies and Plans

7.5.1 Major Incident Plan

The Emergency Planning Team continues to update the Major Incident Plan to reflect the

necessary changes within the organisation and the wider health economy.

7.5.2 Business Continuity

Business continuity plans will continue to be developed focusing primarily on the critical functions

and areas within the Trust. A new business continuity policy has been produced as I awaiting

review, along with a change to the Trust Business Continuity Plans to ensure that the Trust is in

line with NHS EPRR requirements.

7.5.3 Exercise Planning Policy

Following a number events it was decided that the Emergency Planning Team would compile a

policy on how to plan and deliver safe emergency response exercises. This policy will be

presented to the Corporate Business Records Committee on the 23rd October 2013.
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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, 23 of the 58 KPIs reported against are breaching the standard / target.

Principal performance exceptions by Domain

Excellence in patient care and experience
• The Trust has had a second case of MRSA bacteraemia for the year to date. The Trust’s target is zero cases for the year.

• Last minute non-clinical cancelled operations (elective) was 1% of activity and so remains above target.

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

• A&E 4 hour wait fell below the 95% target for September with a performance of 93.24%.

• The Trust has recorded 521 minutes Total time in A&E - admitted patients (95th centile) which represents a continued breach
of this measure.

• Delayed Transfers of Care remain of concern with a level of 5.09%.

Delivery of Value for Money
• The Trust is currently reporting a YTD net deficit of £4.1m which is a £1.7m adverse deficit to the plan signed off by the Trust
Board and submitted to the NHS Trust Development Authority. The forecast outturn is a £2.6m surplus for 2013/14.

Employer of Choice

• The Trust has recorded a 70.22% Appraisal rate. This remains below target but shows a 9.57% improvement from last month.

• The Trust has recorded a 76.42% Consultant appraisal rate. This is below target but is a 10.42% increase since last month.

• The Trust has recorded a 66.75% attendance at mandatory training. This is below target.
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PMR

PMR status for September is reported as below:

Executive Summary

Summary of performance
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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:

• The Trust has had a further case of MRSA bacteraemia in September. The Trusts target is zero cases for the year. There have
been 2 cases year to date.

• There has been one reported Dr Foster High Relative Risk for Coronary Angioplasty (PTCA).

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

• A&E 4 hour wait fell back below the 95% Target for September with a performance of 93.24%.

• The Trust has recorded 512 minutes Total time in A&E - admitted patients (95th centile) which represents a continued breach
in this indicator.

• The Trust has had 4 breaches of the 28 day treatment guarantee following elective cancellation. This is significantly fewer
than previous months.

• Last minute non-clinical cancelled operations (elective) was 1% of activity which was a slight increase and so remains above
the target.

• The Trust has recorded 4.8 days as the Standardised ALOS (non elective) thus remaining slightly above the benchmarked
target of 4.6 days.

• The Successful Choose and Book KPI has marginally improved with performance at 9.14%, however this remains significantly
above the target of 3%. Additional detail has been provided in this month’s commentary.

• Delayed Transfers of Care remain an area of concern with current levels of delay at 5.09%.

• New indicators have been included this month for theatre efficiency. Main and Rugby theatre efficiency is currently below the
threshold. Further explanation of the metric is contained in the report.
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Domain Summary – Excellence in Patient Care and Experience

10

Commentary

Indicators in a watching or amber status;

• The Trust has recorded an improvement in theatre utilisation at Rugby. There has been a very slight drop in performance for

Main theatres. However day surgery has deteriorated slightly and therefore is now below its 70% target, falling into amber

status.

• The Trust has recorded an improvement in theatre efficiency in day surgery. It is therefore now in a watching rather than

failing status.

• The Trust has recorded 236 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 has now been changed from September’s data onwards from 15% to 23% to support

delivery of the CQUIN. Current performance is 20.34%. A graph showing trend in coverage and actual score has been

included this month. This will be supplemented with accompanying narrative from next month. It should be noted the

imminent introduction of the FFT within maternity services poses a potential risk to the coverage rate going forwards. Work is

currently underway to maximise the coverage rate in this area.

• 2 week cancer wait was just on target with a performance of 93.01% against the standard of 93%.

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. A second incidence has been
reported for September.

The second case of MRSA that was identified in the Trust in
September was distinct from the first as defined by typing, and
therefore was not related to the first case.

A pre-op screening was carried out prior to the examination
under anaesthetic (EUA) for which the patient was admitted in
July and this result was negative. Following subsequent
admission for a resection in September, rescreening took place
post-operatively. This screening produced a positive result for
MRSA. A blood culture taken returned a positive result and
MRSA was also grown from the wound swab.

Overall Trust position
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The patient returned to theatre for an EUA, during which a
haematoma was found which could have been the source. No
specimens were sent for culture. On balance, the wound or the
haematoma are the most likely sources.

Lessons learned are that the patient should have been re-
screened prior to their admission for their resection. The
positive result would have led to the patient being decolonised
pre-operatively.
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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.

There was one alert in June – for procedure group Coronary
Angioplasty (PTCA). A brief investigation has been carried out and
reported to Mortality Review Committee. However a final report
still needs to be submitted to the committee, this will be done in
due course.

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 reduced
to 10 this month. 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 experience – area of underperformance

A&E 4 hour Wait Target

Commentary

Applicable Frameworks/Contracts:
This indicator reports the percentage of A&E attendances where the
patient spends four hours or less in A&E from arrival to transfer,
admission or discharge. The is a measure against the national waiting
time standard, for which the target is 95%. By achieving this target, the
organisation can demonstrate their patient's receive fast access to
treatment, which can improve outcomes and reduce anxiety for the
patient.

Performance in September remained below the National Contract
Standard. A significant programme of work (Getting Emergency Care
Right) was launched on 6 September. Whilst focussing on embedding a
number of ‘safety standards’ within the non-elective pathway, it is
expected that this work will deliver significant 4-hr transit time
improvements in the final half of 2013/14.

Overall Trust position
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Excellence in patient experience – area of underperformance

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

Overall Trust position

15

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.

Performance in September remained below the National Contract
Standard. A significant programme of work (Getting Emergency
Care Right) was launched on 6 September. Whilst focussing on
embedding a number of ‘safety standards’ within the non-elective
pathway, it is expected that this work will deliver significant 4-hr
transit time (& admitted patient pathway) improvements in the
final half of 2013/14.
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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 number 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. By
achieving this standard, 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.

The 28 day treatment guarantee remains a high priority and has
reduced significantly to 4 in September. The revised weekly access
meeting provides greater assurance of operational grip and a zero
tolerance to failure against this standard going forward.



Excellence in patient experience – area of underperformance
Delayed transfers as a percentage of admissions

Overall Trust position

17

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.

Issues with access to and availability of nursing home beds along with
access to specialist neuro-rehabilitation continue to be the main
reason for an increase in DTOC. Health economy partners are
working to resolve this issue within the City.
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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 settled at 1% this month (59
cases). Performance for the previous latest 2 months remains
stronger than it has been over the 7 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
Theatre efficiency - Main

Commentary Overall Trust positionCommentary

This indicator reports on how efficiently the surgical operative
pathway is performing.

An efficient theatre session is one during which there are no
avoidable cancellations and all scheduled operations are
completed within the time available.

This has benefits for patients through shorter waiting times,
avoidance of the stress of operations being cancelled at short
notice, and a reduced length of pre-operative fasting. Staff also
benefit through a reduction in unplanned late finishes.

An efficient theatre session is calculated using the following
formula:
Efficiency score = [(fraction of scheduled time utilised) - (fraction
of scheduled time over-running)] x [fraction of scheduled
operations completed]

Although the overall utilisation in main theatres is high (83.23%),
the fact that some theatre lists start and finish late results in a low
efficiency score. A project to address late starts in Main theatres
commenced in September, which has thus far led to changes to
the process for collecting the 1st patient. As a result of this work it
is expected that further work streams will be developed to
address the efficient running of operating lists.
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Excellence in patient experience – area of underperformance

Theatre efficiency - Rugby

Overall Trust positionCommentary

This indicator reports on how efficiently the surgical operative
pathway is performing.

An efficient theatre session is one during which there are no
avoidable cancellations and all scheduled operations are
completed within the time available.
This has benefits for patients through shorter waiting times,
avoidance of the stress of operations being cancelled at short
notice, and a reduced length of pre-operative fasting. Staff also
benefit through a reduction in unplanned late finishes, reducing
stress and tiredness.

An efficient theatre session is calculated using the following
formula:

Efficiency score = [(fraction of scheduled time utilised) - (fraction
of scheduled time over-running)] x [fraction of scheduled
operations completed]

The vast majority of surgery undertaken at Rugby is Orthopaedics.
Due to a shift in case-mix caused by procedures being outsourced
to BMI theatres, there has been a lack of minor cases to fill time
on theatre lists (often there is only <1 hour of space left which
cannot be used for a major case). This has resulted in sessions
finishing early.

Cancellations on-the-day due to patients not being fit for surgery
are common, which also impacts on the efficiency score.
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Excellence in patient experience – area of underperformance

Standardised ALOS (Non-Elective)

Overall Trust position

21

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 0.2 days above the benchmark.
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Excellence in patient experience – area of underperformance
Successful Choose and Book

Overall Trust position
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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 increased marginally on last month and is
0.54% above target.
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Excellence in patient experience – standard reporting item
Friends and Family Test

24

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 September is 20.34% and therefore the target is being achieved.



Excellence in patient experience – standard reporting item

Friends and Family Test – Inpatient Survey

25

Specialty position
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Ward position



Excellence in patient experience – standard reporting item

Friends and Family Test- Trend Analysis
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Domain 2:
Deliver value for money
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Domain Summary – Value for Money

28

Commentary

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

In September’s reporting the following areas are covered in more detail:

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

The Trust continues to underperform against its CIP target for the year recording 76% YTD delivery versus plan.

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 6 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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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 continue to be driven by:
• Operational pressures
• Vacancies being filled by agency staff
• Additional agency used to cover emergency medicine

The Statement of Comprehensive Income (SOCI) identifies that groups have
forecast an adverse variance to plan on operational expenditure of
£26.6m, of which £20.6m 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.

Red Amber Green Plan YTD Forecast

> 1% < 1% < 0.5%

> 0.5%
Q4 2013/14 CFO COO0.0% 4.8%

Indicator Range: Performance Timeframe to meet
Executive Lead

Standard

7.2%



Value for Money – area of underperformance

CIP (actual vs plan)

Commentary

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

CIP delivery is below plan due to £8.1m of the total plan remaining
unidentified and delivery slippage of £1.8m on identified schemes

CIPs are forecast to deliver £15.1m of the £25m target.

Monthly performance meetings are being held with all clinical groups
which address finance and CIP performance. In addition to this,
Groups are required to attend fortnightly Financial recovery
panels with a focus on CIP performance and the actions required
to identify schemes to meet targets

CIP Steering Group continues to performance manage further
development of the strategic schemes.

Overall Trust position

Executive leads have been assigned to all strategic themes
and are looking at ways to accelerate both identification and
delivery of schemes in their areas. The Trust has
commissioned an external transformation partner to assist in
CIP identification and delivery.
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Value for Money – area of underperformance

EBITDA margin

Overall Trust positionCommentary

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 6 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.

The current performance of 7.4% does not have a detrimental effect (all
other things being equal) on the forecast FRR for 2013/14 due to the
current forecast outturns for the 4 other components of the FRR.
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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-2.3% -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 M6 bottom line position shows a £4.1m revenue deficit.

This is £1.7m 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 dependent 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 five main areas:

1. I&E performance below planned levels.
2. High Creditor balances.
3. Low Cash Balances.
4. Future years CIP identification.
5. Delayed capital spend due to slippage on the capital plan.

Performance for Month 6 has 6 indicators in failure, compared
to 5 in Month 5 of 2013/14. Capital spend is now behind
plan. In month 6 the Trust received notification from the
Trust's PFI equipment partner, GEMS, that the total PFI
equipment lifecycle replacement spend for 2013/14 will
reduce from £14.7m to £8.9m. The slippage of £5.8m for the
year has a year to date impact of a £4.54m variance from
plan. Key reasons for this slippage provided by GEMS are the
some procurements have slipped into 2014/15 due to the
complexity of the turnkey works.

In addition, the forecast outturn variance has been adversely
affected by the proposed reduction in the capital
programme.

The Trust is continuing to work with GEMS to improve the capital
replacement forecasting information that they provide to the Trust.

The Trust will also continue to pursue the approval of the capital
investment loan which is still required as part of the Trust’s revised
capital programme.



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

35

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 70.22% Appraisal rate. This remains below target but shows a 9.57% improvement from last
month, continuing the upward trend seen over the last six consecutive months.

• The Trust has recorded a 76.42% Consultant appraisal rate. This is below target but has shown a significant increase of
10.42% from last month.

• The Trust has recorded a 66.75% attendance at mandatory training. This is below target but has demonstrated a small
improvement.

• The Trust has recorded a 3.17% Sickness rate. This continues the improving trend seen over recent months and is below
the target of 3.39%.
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Employer of choice – area of underperformance

Appraisal rate Overall Trust position

36

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 have significantly improved to 70.22% (an
increase of 9.57% from August 2013).

Group Performance
The monthly workforce key performance indicator report
highlights the management teams of Oncology & Haematology
(44%) Ambulatory (52%), Cardiac (54%), T&O (54%), as being
the lowest performing groups in this area.
In contrast St. Cross and Clinical Support are demonstrating
excellent performance with 91% and 86% for compliance rates
respectively. In addition, Pathology has increased from 50% to
74%, Neurosciences has increased from 69% to 81%, Emergency
from 48% to 71% and Care of the Elderly from 54% to 79%.
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In order to improve performance the following actions are either
in place or are planned to take place:
•The reviewed paperwork and procedure has been ratified and
made available to all Trust Managers.
Since the beginning of September the Learning and
Organisational Development team have held 4 ‘Effective PDR
Workshops’ which have been attended by 33 Manager from with
the Trust.
In addition Ad-hoc updates, at team meetings and 1:1s, have
captured an additional 41 managers.
3 additional Workshops have been planned for the remainder
of October.
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 improved since last month to 76.42%
(an increase of 10.42%) reversing a long standing trend. The monthly
workforce key performance indicator report highlights the
management teams of Renal (37%); Neurosciences (54%) and
Ambulatory Care (57%) and T&O (61%) are the lowest performers.

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 hold ing Clinical Directors to account.

•A task and finish group has been established 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 (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 is 66.75%. There are now
only 5 Groups identified below as being consistently under 60%
compliant and 2 groups: Renal and Theatres who have both
achieved the Trust 80% target.

 In response to concerns specifically from nursing management
about staff competence and confidence about using e-learning,
the Learning and OD Team continue to have a rota of supported e
learning sessions.
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 Sufficient capacity for ‘face to face’ training has been built for
the remainder of 2013/2014, whereby individual employees
book themselves onto a convenient session.

 The Subject Matter Experts (SMEs) within the Trust 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 is to 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 September 2013 has reduced for the fourth
consecutive month and now stands at 3.17%. Sickness absence
prevails within Anaesthetics (4.48%), St Cross (5.56%), Radiology
(5.23%) and the Delivery Unit (5.3%).

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.

• There is an absence campaign underway and also recognition of
those with 100% in the previous 12 months.

• 3.5% of the total workforce are on absence targets or stage 3
reviews.
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Domain 4:
Leading research based
health organisation
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Domain Summary – Leading research based health care organisation

41

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 number of patients recruited into NIHR portfolio has increased this month to 2079 against a year to date plan of 1416 and
therefore achieves the target.

Two new indicators have been introduced this month. These indicators will be updated quarterly.

1. Performance in initiating clinical research (70 day benchmark)
2. Delivering clinical research (time and target)

The following areas are covered in more detail overleaf:

•Current performance in initiating clinical research is at 13% against the 80% target resulting in a red rating.

•Performance in delivering clinical research is currently at 60% against the 80% target and is rated as amber.

A further indicator on peer-reviewed publications will be reported from next month.
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Leading research based health care organisation

Overall Trust position
30th June 2012 to 30th June 2013

Commentary

Applicable Frameworks/Contracts:

For clinical trials, from 2012, the NIHR has published outcomes
against contract NIHR benchmarks. The NIHR has established
2 performance benchmarks that NHS providers are measured
against. The two benchmarks are as follows:

Initiating Clinical Research – 70 day benchmark
Clinical trials to be set-up and operational within a 70 day
period (basically this looks at how quickly studies are set-up and
recruited to).

The submission requires justified reasons for not meeting the
benchmark. These are legitimate reasons outside of University
Hospitals Coventry & Warwickshire (UHCW’s) control that have
caused a delay to the set-up and initiation of a clinical trial.

For the reporting period 30th June 2012 to 30th June 2013, the
top 3 justified reasons (those that occur most frequently) are as
follows:
• Delays caused by sponsor (33%)
• No eligible patients seen during the reported period (15%)
• Staff availability issues (13%)

Delivering Clinical Research- time and target
Recruitment of commercial clinical trials to time and target
(basically this looks at whether or not we've recruited the target
number of patients in the specified timeframe we said we
would).

Benchmark Assessment criteria

> 80% 60 > x <
80%

< 60%

Initiating Clinical Research
– 70 day benchmark

13%

Delivering Clinical Research
- time and target

60%

Performance in Initiating and Delivering Clinical Research

For the reporting period 30th June 2012 to 30th June 2013, a
total of 60% of studies recruited to time and target. Of these
47 studies, 1 study was put on hold by the Sponsor meaning
the recruitment target in 6 studies was exceeded.

Reasons for not recruiting to time and target include:
• Care pathway changed
• Study closed earlier than planned
• Difficult to recruit patient groups

UHCW is required to submit data for the Performance in
Initiation and Delivery of clinical research (PID) on a web-
based submission system on a quarterly basis.

The next submission date is 31st October 2013 for the period
31st September 2012 to 30th September 2013.
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Domain Summary – Leading research based health care organisation

43

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 2012/13 data):

Trust Name
Number of Recruiting
Studies

2012/13
Recruitment

UNIVERSITY HOSPITAL OF NORTH STAFFORDSHIRE 121 3448

UHCW NHS TRUST 166 5072

UNIVERSITY HOSPITALS BIRMINGHAM 249 5079

Recruitment at UHCW increased from 3160 patients in 2011/12 to 5,072 in 2012/13.



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

45

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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Appendix 1:
Financial Statements
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Month 6 – 2013/14
Statement of Comprehensive Income – Primary Statement
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Statement of Comprehensive

Income
TDA Plan Plan

Forecast

Outturn
Variance Plan Actual Variance Plan Actual Variance

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

Income

Contract income from activities 434,305 437,605 436,958 (647) 218,643 218,139 (504) 36,256 36,208 (48)

Other income from activities 13,558 12,344 11,928 (416) 6,193 6,157 (36) 545 426 (119)

Other Operating Income 68,217 66,625 68,502 1,877 33,280 34,316 1,036 5,615 5,698 83

Total Income 516,080 516,574 517,388 814 258,116 258,612 496 42,416 42,332 (84)

Operating Expenses

Pay (280,206) (287,418) (308,055) (20,637) (144,995) (152,006) (7,011) (24,763) (25,412) (649)

Non Pay (171,518) (174,425) (180,413) (5,988) (88,560) (87,369) 1,191 (14,930) (14,491) 439

CIP gap to target delivery 0 9,890 9,890

Additional savings required 0 10,760 10,760

Reserves (13,755) (4,198) (99) 4,099 (2,931) 12 2,943 1,144 29 (1,115)

Total Operating Expenses (465,479) (466,041) (467,917) (1,876) (236,486) (239,363) (2,877) (38,549) (39,874) (1,325)

EBITDA 50,601 50,533 49,471 (1,062) 21,630 19,249 (2,381) 3,867 2,458 (1,409)

EBITDA Margin % 9.8% 9.8% 9.6% 8.4% 7.4% 9.1% 5.8%

Non Operating Items

Profit / loss on asset disposals 0 0 9 9 0 9 9 0 2 2

Depreciation (19,833) (19,833) (18,819) 1,014 (9,917) (9,331) 586 (1,653) (1,112) 541

Interest Receivable 83 83 87 4 42 43 1 7 4 (3)

Interest Charges (272) (272) (272) 0 (136) (142) (6) (23) (29) (6)

Financing Costs (25,360) (25,292) (25,292) 0 (12,646) (12,676) (30) (2,108) (2,101) 7

PDC Dividend (2,719) (2,719) (2,528) 191 (1,359) (1,264) 95 (227) (211) 16

Total Non Operating Items (48,101) (48,033) (46,815) 1,218 (24,016) (23,361) 655 (4,004) (3,447) 557

Net Surplus/(Deficit) 2,500 2,500 2,656 156 (2,386) (4,112) (1,726) (137) (989) (852)

Net Surplus Margin % 0.5% 0.5% 0.5% -0.9% -1.6% -0.3% -2.3%

2013/14 Year To Date Month



Month 6 – 2013/14
Statement of Financial Position
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Prior Year

Outturn
Statement of Financial Position Plan

Forecast

Outturn
Variance Plan Actual Variance Plan Actual Variance

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

Non-current assets

340,122 Property, plant and equipment 362,328 349,089 (13,239) 346,790 334,867 (11,923) (32) (4,537) (4,505)

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 34,757 4,676 34,798 39,117 4,319 (1,046) 3,173 4,219

380,651 Total non-current assets 396,036 387,473 (8,563) 385,215 377,612 (7,603) (1,078) (1,364) (286)

Current assets

9,864 Inventories 10,864 10,864 0 10,364 9,363 (1,001) 500 (564) (1,064)

21,252 Trade and other receivables 18,685 18,414 (271) 16,504 20,441 3,937 (6,379) (8,470) (2,091)

3,968 Cash and cash equivalents 2,562 2,562 0 948 3,975 3,027 (1,475) 2,929 4,404

35,084 32,111 31,840 (271) 27,816 33,779 5,963 (7,354) (6,105) 1,249

453 Non-current assets held for sale 0 0 0 0 260 260 0 260 260

35,537 Total current assets 32,111 31,840 (271) 27,816 34,039 6,223 (7,354) (5,845) 1,509

416,188 Total assets 428,147 419,313 (8,834) 413,031 411,651 (1,380) (8,432) (7,209) 1,223

Current liabilities

(40,000) Trade and other payables (37,902) (37,902) 0 (40,537) (46,410) (5,873) 7,506 4,877 (2,629)

(6,329) Borrowings (8,606) (8,606) 0 (7,440) (7,473) (33) 0 (33) (33)

0 DH Working Capital Loan (500) (500) 0 0 0 0 0 0 0

(1,500) DH Capital loan (2,160) (1,830) 330 (1,500) (1,500) 0 0 0 0

(5,953) Provisions (192) (144) 48 (3,453) (2,878) 575 0 566 566

(18,245) Net current assets/(liabilities) (17,249) (17,142) 107 (25,114) (24,222) 892 152 (435) (587)

362,406 Total assets less current liabilities 378,787 370,331 (8,456) 360,101 353,390 (6,711) (926) (1,799) (873)

Non-current liabilities:

Trade and other payables

(279,618) Borrowings (272,174) (271,571) 603 (275,288) (275,338) (50) 40 58 18

0 DH Working Capital Loan (4,500) (4,500) 0 0 0 0 0 0 0

(8,250) DH Capital loan (12,695) (9,720) 2,975 (7,500) (7,500) 0 750 750 0

(2,418) Provisions (2,359) (2,401) (42) (2,503) (2,546) (43) 0 0 0

72,120 Total assets employed 87,059 82,139 (4,920) 74,810 68,006 (6,804) (136) (991) (855)

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 12,238 (4,496) 11,848 5,468 (6,380) (136) (991) (855)

38,016 Revaluation reserve 45,455 45,031 (424) 38,092 37,668 (424) 0 0 0

72,120 Total Taxpayers' Equity 87,059 82,139 (4,920) 74,810 68,006 (6,804) (136) (991) (855)

2013/14 Year To Date Month
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Cash Flow Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Total

£000 £000 £000 £001 £002 £003 £000 £000 £000 £000 £000 £000 £'000

EBITDA 1,563 3,390 2,113 5,956 3,774 2,453 7,429 4,504 5,862 5,506 2,740 4,183 49,473

Donated assets received credited to revenue but non-cash 0 0 0 0 0 0 0 0 0 0 0 (265) (265)

Interest paid (6,299) (118) (17) (6,293) (109) (41) (6,294) (40) (40) (6,293) (39) (42) (25,625)

Dividends paid 0 0 0 0 0 (1,364) 0 0 0 0 0 (1,262) (2,626)

Increase/(Decrease) in provisions 9 (716) (5) (1,981) 312 (566) (1,483) 0 0 (48) (40) (1,308) (5,826)

Operating cash flows before movements in working capital (4,727) 2,556 2,091 (2,318) 3,977 482 (348) 4,464 5,822 (835) 2,661 1,306 15,131

Movements in Working Capital 32,147 (24,444) (1,112) 9,881 (7,852) 53 (647) (2,434) (3,960) 5,042 3,665 (8,288) 2,051

Net cash inflow/(outflow) from operating activities 27,420 (21,888) 979 7,563 (3,875) 535 (995) 2,030 1,862 4,207 6,326 (6,982) 17,182

Capex spend (1,409) (3,575) (2,360) (1,771) (1,387) 3,165 (1,107) (1,207) (1,708) (3,074) (3,493) (2,029) (19,955)

Interest received 13 5 4 11 6 4 7 7 7 8 8 7 87

Cash receipt from asset sales 226 0 227 0 0 260 0 0 0 0 0 713

Net cash inflow/(outflow) from investing activities (1,396) (3,344) (2,356) (1,533) (1,381) 3,169 (840) (1,200) (1,701) (3,066) (3,485) (2,022) (19,155)

CF before Financing 26,024 (25,232) (1,377) 6,030 (5,256) 3,704 (1,835) 830 161 1,141 2,841 (9,004) (1,973)

Public Dividend Capital received

Public Dividend Capital repaid

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

Capital Element of payments in respect of finance leases and PFI (25) (1,482) (25) (1,499) (25) (25) (1,515) (20) (25) (1,485) (25) (27) (6,178)

Drawdown of new DH loans 0 0 0 0 0 0 0 0 0 0 0 8,300 8,300

Net cash inflow/(outflow) from financing (25) (1,482) (25) (1,499) (25) (775) (1,515) (20) (25) (1,485) (25) 7,523 622

Net cash outflow/inflow 25,999 (26,714) (1,402) 4,531 (5,281) 2,929 (3,350) 810 136 (344) 2,816 (1,481) (1,351)

Opening Cash Balance 3,913 29,912 3,198 1,796 6,327 1,046 3,975 625 1,435 1,571 1,227 4,043 3,913

Closing Cash Balance 29,912 3,198 1,796 6,327 1,046 3,975 625 1,435 1,571 1,227 4,043 2,562 2,562
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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 5,176 5,176 0 575 575 0

Forecast CRL for PFI 14,372 9,696 (4,676) 5,880 1,340 (4,540) 1,046 (3,494) (4,540)

Forecast CRL for non PFI 7,823 3,763 (4,060) 0 0 0 0 0 0

Total Forecast CRL 29,147 20,411 (8,736) 11,056 6,516 (4,540) 1,621 (2,919) (4,540)

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 9,696 4,676 5,880 1,340 4,540 1,046 (3,494) 4,540

Site Infrastructure/access development 2,450 1,100 1,350 0 134 (134) 0 108 (108)

Critical care beds 586 375 211 586 0 586 586 0 586

Pathology Replacement Project (Net UHCW) 620 365 255 130 30 100 18 (1) 19

PACS Replacement Project 692 947 (255) 692 752 (60) 0 3 (3)

E'Prescribing 710 120 590 30 0 30 10 0 10

Technology Refresh - PC and peripherals including

PDA's 750 750 0 285 0 285 50 0 50

VitalPAC Replacement scheme 940 0 940 0 0 0 0 0 0

Aggregated Other Schemes 8,480 7,065 1,415 3,906 2,115 1,791 (89) 251 (340)

Total Capital Expenditure 29,600 20,418 9,182 11,509 4,371 7,138 1,621 (3,133) 4,754

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

Less: Book value of assets disposed of: 453 713 260 453 453 0 0 0 0

Net Charge against CRL 29,147 19,440 9,707 11,056 3,918 7,138 1,621 -3,133 4,754

Under/(Over)Commitment against CRL (total) 0 971 971 0 2,598 2,598 0 214 214

Year To Date Month

Capital Resource Limit (CRL)

2013/14 Year To Date Month

Capital Expenditure Programme

2013/14
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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 with impairments added back

(excluding donated income) 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:

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

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)
SEP-13 Red (4.0) Red (2.0)

The Governance Risk Rating of Red (4.0) for September 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 October 2013.

Specified areas of insufficient assurance and associated actions are:

 MRSA
The second case of MRSA that was identified in the Trust in September was distinct from the first as
defined by typing, and therefore was not related to the first case.

The patient has a number of conditions that mean communication was extremely difficult even via the
family or interpreter. A pre-op screening was carried out prior to the EAU for which the patient was
admitted in July and this result was negative. Following subsequent admission for a resection in
September, rescreening took place post-operatively. This screening produced a positive result for MRSA.
Decolonisation therapy was not commenced. A blood culture taken returned a positive result and MRSA
was also grown from the wound swab. The patient returned to theatre for an EAU, during which a
haematoma was found which could have been the source. No specimens were sent for culture. On
balance, the wound or the haematoma are the most likely sources.

IV access was difficult as the patient repeatedly removed their cannulae. Due to the patient’s conditions,
staff were unable to explain to the patient what they were for. Oral linezolid has now been prescribed.
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Lessons learned are that the patient should have been re-screened prior to their admission for their
resection. The positive result would have led to the patient being decolonised pre-operatively. It is unlikely
that changes would have been made to the intra-operative antibiotic regime since concerns are mainly with
Gram-negatives and anaerobes.

With respect to the previous case identified, the operations were carried out in different theatres, no theatre
personnel were present at both operations and there was no link between the two organisms on typing.

 62 Day Urgent Referral to Treatment Cancer Target
Performance for July against this target is 79.72%. August has achieved 85% (fasttrack), in line with the
projected recovery target. September is forecast to achieve in excess of 85% although the quarter two
position at this stage looks to have failed to achieve the target due to July’s performance. However, we are
on target to meet 85% by quarter four. 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 not
achieved in September (93.24%) and subsequently the quarter two position also failed to achieve 95%
(93.71%). The overriding rule remains in place since the Trust failed to meet the A&E target twice in any
two quarters over a 12-month period.
Actions being taken to address this include;

o ED recovery plan: The ED recovery plan is progressing and is being revised to include a broader
suite of escalation actions to incorporate the 'Getting Emergency Care Right' Safety Standards

o Site Operations Team: Recruitment for the substantive site operations team is completed. The
team will be in place and fully operational by 31 October

o ED Model: Recruitment for the Emergency Nurse Practitioner service continues.

 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 six 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 the Trust will continue to
maintain a financial risk rating of at least 3 over the next 12 months). The normalised position with non-
recurrent solutions removed gives a risk rating of 1. The Trust has identified the recovery plan actions
needed to sustain forecast out turn delivery of the financial plan. Performance management arrangements
were approved 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.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre
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RECOMMENDATION / DECISION REQUIRED:

 Trust Board to approve the Provider Management Regime return based on September 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, the MRSA case, the A&E clinical quality indicator
and the 62 day urgent referral to treatment cancer target.

 It is recommended that, in line with the current 2013/14 financial plan, the Board does not self-certify
against Board Statement 4.

IMPLICATIONS:

Financial: None identified

HR/Equality & Diversity: None identified

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

Legal: None identified

NHS Constitution: None identified

Risk: Performance against the PMR submission will impact on the Trust’s ability to
move forward with its Foundation Trust application

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee N/A Remuneration Committee N/A
Finance and Performance Committee N/A Chief Officers Group N/A
Audit Committee N/A



SELF-CERTIFICATION RETURNS

Organisation Name:

University Hospitals Coventry & Warwickshire NHS Trust
Monitoring Period: 
September 2013

NHS Trust Over-sight self certification template

Returns to XXX by the last working day of each 
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2013/14 In-Year Reporting

Name of Organisation: Period: September 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:

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

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) 1

Declaration 1 or declaration 2 reflects whether the Board believes the Trust is currently performing at a level compatible with FT authorisation.

Please complete sign one of the two declarations below. If you sign declaration 2, provide supporting detail using the form below. Signature may be either 
hand written or electronic, you are required to print your name.

The Board is sufficiently assured in its ability to declare conformity with all of the Clinical Quality, Finance and Governance elements of the Board 
Statements. 

Governance Risk Rating (RAG as per SOM guidance) R

NHS Trust Governance Declarations : 

University Hospitals Coventry & Warwickshire 
NHS Trust

Each organisation is required to calculate their risk score and RAG rate their current performance, in addition to providing comment with regard to any 
contractual issues and compliance with CQC essential standards: 

Key Area for rating / comment by Provider Score / RAG rating*
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The Issue :

Action :

Target/Standard:

The Issue :

Action :

Target/Standard:
The Issue :

Action :

Target/Standard:
The Issue :
Action :

Target/Standard:
The Issue :
Action :

A&E Clinical Quality Indicator (Overriding rule)
Continuing pressures with a rise in both volume and acuity of medical admissions

The Trust did not achieve the A&E: total time in A&E target in September 2013 and 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 incorporate the 'Getting Emergency Care Right' Safety Standards
o Site Operations Team: Recruitment for the substantive site operations team is completed.  The team will 
be in place and fully operational by 31 October
o ED Model:  Recruitment for the Emergency Nurse Practitioner service continues.

The governance declaration is based on the year to date FRR. The Trust has recorded an FRR 2 for the 
month six 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 normalised position with non-recurrent solutions 
removed gives a risk rating of 1.  The Trust has identified the recovery plan actions needed to sustain 
forecast out turn delivery of the financial plan. Performance management arrangements were approved by 
the Trust Board in early October.

The Trust has reported 1 case of MRSA in September 2013

The second case of MRSA that was identified in the Trust in September was distinct from the first as 
defined by typing, and therefore was not related to the first case.
The patient has a number of conditions that mean communication was extremely difficult even via the 
family or interpreter.  A pre-op screening was carried out prior to the EAU for which the patient was 
admitted in July and this result was negative.  Following subsequent admission for a resection  in 
September, rescreening took place post-operatively.  This screening produced a positive result for MRSA.  
Decolonisation therapy was not commenced.  A blood culture taken returned a positive result and MRSA 
was also grown from the wound swab.   The patient returned to theatre for an EAU, during which a 
haematoma was found which could have been the source.  No specimens were sent for culture. On 
balance, the wound or the haematoma are the most likely sources.
IV access was difficult as the patient repeatedly removed their cannulae.  Due to the patient’s conditions, 
staff were unable to explain to the patient what they were for.  Oral linezolid has now been prescribed.
Lessons learned are that the patient should have been re-screened prior to their admission for their resectio
With respect to the previous case identified, the operations were carried out in different theatres, no theatre

Financial Risk Rating

The Trust is reporting an FRR of 2 based on the year-to-date position with a normalised position of 1.
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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 31/10/2013

Chair Nick Stokes 31/10/2013

September 2013

An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance 
framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury 
(www.hm-treasury.gov.uk).

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets (after the 
application of thresholds) as set out in the Governance Risk Rating; and a commitment to comply with all commissioned 
targets going forward.

The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the 
SOM's Oversight Regime (supported by Care Quality Commission information, its own information on serious incidents, 
patterns of complaints, and including any further metrics it chooses to adopt), the trust has, and will keep in place, 
effective arrangements for the purpose of monitoring and continually improving the quality of healthcare provided to its 
patients.

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

The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing care on 
behalf of the trust have met the relevant registration and revalidation requirements.

The board anticipates that the trust will continue to maintain a financial risk rating of at least 3 over the next 12 months.

All current key risks have been identified (raised either internally or by external audit and assessment bodies) and 
addressed – or there are appropriate action plans in place to address the issues – in a timely manner

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

The board is satisfied that all executive and non-executive directors have the appropriate qualifications, experience and 
skills to discharge their functions effectively, including setting strategy, monitoring and managing performance and risks, 
and ensuring management capacity and capability.

The board is satisfied that the trust shall at all times remain a going concern, as defined by relevant accounting 
standards in force from time to time.

ity Hospitals Coventry & Warwickshire NH

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.
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Information to inform the discussion meeting

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

1 SHMI - latest data Score 107.4 107.4 107.4 103.4 103.4 103.4 103.0 103.0 103.0 99.6 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 % 93 93.68 93.66 93.87 95.88 95.73 95.88 96.05 95.53 95.87 95.73 96.29

3a Elective MRSA Screening % 137.6 140.8 129.96 131.39 122.37 125.6 120.2 114.67 121.04 120.22 118.35 117.57
1539 tests were undertaken on patients needing screening 
out of the 1309 total number of admissions. 

3b Non Elective MRSA Screening % 70.3 72 69.42 77.21 70.22 68.12 66.69 6.6 69.58 6.6 65.18 6.6 64.76 6.6 62.49 6. 67.84

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

1 patient breached in an ITU ward in July

5 Open Serious Incidents Requiring 
Investigation (SIRI) Number

21
5

22
7

28
1

22
2

36
8

30
4

25
2

29
4

26
2

19
3

16
4

17
4

Open SIRIs 
Number that were over the 45 day target on the last day of 

6 "Never Events" occurring in month Number 0 1 1 0 0 1 0 1 0 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
1

7
2

5
2

3
2

9
0

9
3

8
4

14
5

14
4

10
3

8
3

6
2

6 open CAS alerts.
2 outstanding 

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

10 Falls resulting in severe injury or 
death Number 3 2 4 1 2 3 1 4 4 5 3 1 interpreted as those falls incidents graded as 'major' or 

'catastrophic' 

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

12 100% compliance with WHO 
surgical checklist Y/N N N N N Y Y Y Y N Y 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%), Sept 100% (99.8%)

13 Formal complaints received Number 40 37 36 38 40 38 39 35 27 38 41 42

14 Agency as a % of Employee Benefit 
Expenditure % 4.23 3.7 3.17 4 3.86 5.17 5.51 6.28 6.44 6.99 7.43 7.8

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 % 4.79 5.23 5.00 5.06 4.46 4.24 4.43 4.19 2.87 3.95 3.97 3.17

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

% 57.49 59.94 63.93 64.35 65.41 63.45 62.06 58.24 54.65 68.06 66.27 76.42

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 2 3

Achievement 
of plan EBITDA achieved % 10% 100 85 70 50 <50 4 4 1 3

Net return after financing % 20% >3 2 -0.5 -5 <-5 2 3 1 1

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

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

100% 2.2 2.7 1.3 1.7

2 2 1 1

2 2 1 1

Overriding Rules :

Max Rating
3 No
3 No
2 No
2 Unplanned breach of the PBC No
2 2 2
3 3 3
1 1 1
2

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

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

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
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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 Yes 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 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 No No

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

Issues around large intra-NHS balances

6 Two or more changes in Finance Director in a twelve 
month period No No No No No No No

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

8 Quarter end cash balance <10 days of operating expenses Yes Yes 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 Yes Yes

10 Yet to identify two years of detailed CIP schemes Yes Yes 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 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 activit

2b From point of referral to treatment in 
aggregate (RTT) – non-admitted Maximum time of 18 weeks 95% 1.0 Yes Yes Yes yes Yes Yes Yes

2c
From point of referral to treatment in
aggregate (RTT) – patients on an incomplete 
pathway

Maximum time of 18 weeks 92% 1.0 Yes Yes Yes yes Yes Yes Yes

2d
Certification against compliance with 
requirements regarding access to healthcare 
for people with a learning disability

N/A 0.5 Yes Yes Yes Yes Yes Yes Yes

Surgery 94%
Anti cancer drug treatments 98%

Radiotherapy 94%
From urgent GP referral for 

suspected cancer 85%

From NHS Cancer Screening
Service referral 90%

3c All Cancers: 31-day wait from diagnosis to 
first treatment 96% 0.5 Yes Yes Yes yes Yes Yes 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 No No

During September 2013, 900 patients out of 13,312 attendances at A&E were seen outside 
of 4 hours.  This means that UHCW’s performance was at 93.24% so failed to acheive the 
minimum performance threshold of 95%. For the July to September quarter the Trusts 
performance was 93.71% - so 1.29% below target. 

ACTIONS:
o ED recovery plan: The ED recovery plan is progressing and is being revised to include a 
broader suite of escalation actions to incorporate the 'Getting Emergency Care Right' Safety 
Standards
o Site Operations Team: Recruitment for the substantive site operations team is completed.  
The team will be in place and fully operational by 31 October
o ED Model:  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 o
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 No No No

Is the Trust below the YTD ceiling
Enter 

contractual 
ceiling

Yes No Yes Yes Yes Yes Yes

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

Is the Trust below the YTD ceiling
Enter 

contractual 
ceiling

Yes Yes Yes Yes No No 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 No No

B Non-Compliance with CQC Essential 
Standards resulting in Enforcement Action 0 4.0 No No No No No No No

C

NHS Litigation Authority – Failure to maintain
or certify a minimum published CNST level of
1.0 or have in place appropriate alternative 
arrangements

0 2.0 No No No No No No No

TOTAL 2.0 2.0 2.0 2.0 1.0 2.0 3.0
RAG RATING : AR AR AR AR AG AR AR

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:

4b

GOVERNANCE RISK RATINGS

3d

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

P
at

ie
nt

 E
xp

er
ie

nc
e

1a

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

Data completeness: Community services 
comprising:

Yes

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

E
ffe

ct
iv

en
es

s

N/a1.0 N/a

No

Yes

University Hospitals Coventry & Warwickshire NHS 
Trust

Historic Data

N/a

Current Data

N/aN/a

1.0 Yes

N/aN/a

YesYes yes

Yes

Yes Yes

YesNo

Yes

Yes1.0

Yes

RED                         = Score greater than or equal to 4

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

GP Referral -  August performance is 85%  (this figure is in line with projected recovery 
target).  September is forecast to achieve in excess of 85% and we are on target to meet 

85% by Q4
Screening service performance is above 90% consistently

MRSA

Category A call –emergency response within 
8 minutes

Clostridium Difficile 1.0

N/a

No

1.0

N/a N/a

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

GREEN                   = Score less than 1

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

N/a

Yes Yesyes

N/a N/a

The second case of MRSA that was identified in the Trust in September was distinct from the first as defined by typing, and 
therefore was not related to the first case.

The patient has a number of conditions that mean communication was extremely difficult even via the family or interpreter.  A 
pre-op screening was carried out prior to the EAU for which the patient was admitted in July and this result was negative.  
Following subsequent admission for a resection  in September, rescreening took place post-operatively.  This screening 
produced a positive result for MRSA.  Decolonisation therapy was not commenced.  A blood culture taken returned a positive 
result and MRSA was also grown from the wound swab.   The patient returned to theatre for an EAU, during which a 
haematoma was found which could have been the source.  No specimens were sent for culture. On balance, the wound or 
the haematoma are the most likely sources.

IV access was difficult as the patient repeatedly removed their cannulae.  Due to the patient’s conditions, staff were unable to 
explain to the patient what they were for.  Oral linezolid has now been prescribed.

Lessons learned are that the patient should have been re-screened prior to their admission for their resection. The positive resu

With respect to the previous case identified, the operations were carried out in different theatres, no theatre personnel were pre

Year to date to September 2013 there have been 18 c-diff infections in UHCW against a 
target of 29. The SHA have confirmed the spreadsheet is applying a weighting of 1 for this 
metric where Trusts are exceeding the de minimus.

YesYes

N/a

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

GOVERNANCE RISK RATINGS

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

University Hospitals Coventry & Warwickshire NHS 
Trust

Historic Data Current Data

Refresh GRR for New Quarter

Overriding Rules - Nature and Duration of Override at SHA's Discretion

i) Meeting the MRSA Objective

iv) A&E Clinical Quality Indicator Yes Yes Yes Yes Yes Yes Yes

UHCW did not achieve the 95%, 4-hour A&E target in Q4 in 2012/13.  The target was not 
achieved in Q1 or Q2 for 2013/14 and the Trust has therefore failed to meet the A&E target 
twice in any two quarters over the last 12 months.   No months in 2013/14 up to and 
including September with the exception of June and August achieved the target. 
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 4.0 4.0
R R R R R R R

ii)

iii) RTT Waiting Times

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

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:

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

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

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:

vi)

vii) Community Services data completeness

Ambulance Response Times

Fails to maintain the threshold for data completeness for:

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

2 Are all current year contracts* agreed and 
signed? Yes Yes 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 Yes Yes

4 Are both the NHS Trust and commissioner 
fulfilling the terms of the contract? Yes Yes Yes Yes Yes Yes Yes

5 Are there any disputes over the terms of the 
contract? No No No No No No No

6 Might the dispute require third party intervention 
or arbitration? No No No No No No No

7 Are the parties already in arbitration? No No No No No No No

8 Have any performance notices been issued? Yes Yes 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
62 day cancer target

9 Have any penalties been applied? No No Yes Yes 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
Oct‐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 Fully achieved in time On track to deliver
Revised timeline submitted to SHA 25th Janaury 2013 ‐ detailed timeline 
provided to TDA 20th June

12 IBP to Board for review Sep-13 Not fully achieved On track to deliver Delayed and Board seminar now scheduled for November 13th

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

TFA Milestone (All including those delivered)

University Hospitals Coventry & Warwickshire NHS Trust

Select the Performance from the drop‐down list
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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 rep

• 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.

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
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

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 natu

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

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 mon

For full details of the changes to the CPA process, please see the implementation guidance Refocusing the Care Programme Approach on the De

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.
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Notes

Ref Indicator Details
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 de
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

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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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:

  
  
  
  
  
 



NHS TRUST DEVELOPMENT 
AUTHORITY 

 

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



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

30 OCTOBER 2013

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

Subject: Private 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

PURPOSE OF THE REPORT:

To advise the Board of the substantive agenda items discussed at the Private Trust Board Session held 2
October 2013 and of any key decisions/outcomes made by the Trust Board.

SUMMARY OF KEY ISSUES:

The key items the Board discussed were:

Board Assurance Framework – Mrs M Pandit, Chief Medical Officer. The Trust Board NOTED and ACCEPTED
the report and ENDORSED the process followed.

Safeguarding Children and Vulnerable Adults Committee – Professor M Radford, Chief Nursing Officer. The
Trust Board ACCEPTED the report.

Update to the Review of the UHCW Trust Policies and Procedures Relating to the Independent Oversight of
NHS and Department of Health Investigations into Matters Relating to Jimmy Saville – Professor M Radford,
Chief Nursing Officer. The Trust Board ACCEPTED the report.

Emergency Recovery Plan – Mr D Eltringham, Chief Operating Officer. The Trust Board NOTED the report.

Site Development Outline Business Case – Mr I Crich, Chief HR Officer. The Trust Board APPROVED the
report and confirmation was given that the FBO would be presented at the November Trust Board Meeting.

George Eliot Hospital Procurement – Mr D Moon, Chief Strategy Officer. The Trust Board AGREED to the
submission of the PQQ and to SUPPORT the bid.

Clinical Negligence Personal Injury and ET Claims Report for the period 1 March 2013 – 31 August 2013 – Mr
A Hardy, Chief Executive Officer. The Trust Board NOTED the report.

Acceptance Report – Stoma Nursing and Advisory Service Sponsorship – Mrs G Nolan, Chief Finance Officer.
The Trust Board APPROVED the report.

Order Placement Proposal – Linear Accelerator Replacement – Mrs G Nolan, Chief Finance Officer. The Trust
Board APPROVED the report.

Granting of Lease for Lloyds Pharmacy – Mr I Crich, Chief HR Officer. The Trust Board AGREED this would
come back to the November 2013 Trust Board Meeting.

Foundation Trust Action Plan from External Reviews – Mr A Hardy, Chief Executive Officer. The Trust Board
NOTED the report.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

30 OCTOBER 2013

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

RECOMMENDATION / DECISION REQUIRED:

The Board is asked to receive assurance from this report.

IMPLICATIONS:

Financial: None identified

HR/Equality & Diversity: None identified

Governance: The paper is line with the principles of good governance

Legal: None identified

NHS Constitution: None identified

Risk: None identified

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee NA Remuneration Committee NA
Finance and Performance Committee NA Chief Officers Group NA
Audit Committee NA



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

30 OCTOBER 2013

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

Subject: Quality Governance Committee 13 August 2013
Report By: Paul Martin, Director of Clinical Governance
Author: Paul Martin, Director of Clinical Governance
Accountable Executive Director: Meghana Pandit, Chief Medical Officer

PURPOSE OF THE REPORT:

To advise Trust Board of the details of the Quality Governance Committee meeting on 13 August 2013

SUMMARY OF KEY ISSUES:

 Minutes, actions, and matters arising from July 2013 meeting were all agreed.
 HRED – Occupational Health Consultant recruitment is about attracting the correct calibre of person, so it is

now being considered whether it would be preferable to look at more than one person taking on the post.
 Patient Experience Committee – Patients’ Council has evolved so Patient Council members can take a

more interactive role, it was felt this could be an opportunity to gain a better service and involvement.
 Patient Safety Committee –Falls Forum has been running for 6 months and the whole situation regarding

falls has been discussed. Improvements have been made regarding Mandatory Training and it was
confirmed that the Patient Safety Committee receive reports on all mandatory training figures. The
Significant Incidents Report was presented and clarification given regarding the incident relating to ‘Dose or
strength was wrong or unclear’. This was an incorrect prescription received from the doctor, but the
officiating nurse had taken corrective action.

 Risk Committee – The decision has been taken to place mandatory training on every group risk register so
it would not be seen as just a corporate issue. It was felt this could become a Fitness to Practise issue and
also affect revalidation matters. BAF risks have been identified and those responsible have been advised,
this will be communicated to Board and Audit Committee in September.

 Ad Hoc Reports -
 Cancer Services – for the first time the 62 day treatment target had not been met during the last quarter.

The National Cancer Peer Review identified some actions needed and these are now in process.
Thanks were extended to the team for their excellent work. It was confirmed that the proposed work-
share between University Hospital Birmingham and UHCW could grant a significant opportunity for
cancer services in the future.

 CQC – CQC consultation could change the manner of reporting this information in future.
 Blood Transfusion – this report highlighted that blood product wastage is one of the biggest problems

and is in need of vast improvement. There is much scope to achieve this, especially with de-reserving
blood in satellite fridges. This to be discussed at Patient Safety Committee. The largest CAE was
reported as being provision of O negative blood, UHCW is the biggest user of this group. Keith Clayton
is stepping down as Chair of the Hospital Transfusion Committee after many years of sterling service.
No-one has yet been identified to replace him.

 Mandatory Training – this report has already been circulated to Finance and will ultimately return there in
September following any adjustments. Figures are being monitored on a monthly basis.

.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

30 OCTOBER 2013

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

RECOMMENDATION / DECISION REQUIRED:

To receive assurance from the Board of the ongoing work of the Quality Governance Committee.

IMPLICATIONS:

Financial: None Highlighted

HR/Equality & Diversity: None Highlighted

Governance: None Highlighted

Legal: None

NHS Constitution: None Highlighted

Risk: None Highlighted

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Chief Officers Group
Audit Committee
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REPORT TO THE TRUST BOARD: PUBLIC
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Subject: Finance and Performance Meeting Report – 29 July 2013
Report By: Ms S Tubb, Non-Executive Director
Author: Mrs G Nolan, Chief Finance Officer
Accountable Executive Director: Mrs G Nolan, Chief Finance Officer

PURPOSE OF THE REPORT:

To advise the Board of the Finance and Performance Committee meeting agenda for 29 July 2013 and of any
key decisions/outcomes made by the Finance and Performance Committee.

SUMMARY OF KEY ISSUES:

DEVELOPMENT REPORTS – RISK REVIEW: FINANCE AND PERFORMANCE RISKS
The Finance Risk Register was presented to the Committee. The Committee were advised that a working
group reporting to the Chief Operating Officer has been established which will be mandated by the Risk
Committee. The Committee received and noted the report.

DEVELOPMENT REPORTS – SERVICE TRANSFORMATION
Mr Arnold presented a report the purpose of which was to update the Committee with progress in moving
forward the new Transformation Programme structure and with key elements of the service improvement work
undertaken since the last report in June 2013. The Committee noted the transformation work undertaken and
progress made since the last report.

PLANNING REPORTS – ANNUAL PLAN 2014-15+ PROCESS UPDATE
An update on the process for preparing Plans for 2014/15 and beyond was presented to the Committee. The
Committee noted that a planning event had taken place on 17 July 2013 when all Groups presented their plans
to the Chief Officers. The Committee noted the updated report.

PLANNING REPORTS – LTFM UPDATE
The Committee were updated as to the Month 3 financial position of the Trust for the financial year 2013/14.
The Committee agreed changes for future iterations of the LTFM and agreed to receive at future meetings an
updated LTFM based on the assumptions contained within the paper. The Committee noted the update of the
LTFM.

PLANNING REPORTS – FINANCE DEVELOPMENT PLAN
The Finance Development Plan was presented to the Committee and a reminder given of previous discussions
regarding the Finance Strategy which indicated how finance would support the strategic aims of the Trust. The
paper described how the finance metrics would be taken from current performance to desirable levels. The
Chair of the Committee requested that an aggregated overview should be submitted with the full development
programme to a future meeting. The Committee received and noted the update on the Finance Development
Plan.

PERFORMANCE REPORTS - INTEGRATED PERFORMANCE REPORT
The Integrated Performance Report was presented to the Committee with key issues being highlighted. The
report identified that there had been further improvement in performance in a number of the domains. The
Committee confirmed their understanding of the contents of the report and noted the associated actions.

PERFORMANCE REPORTS – MANDATORY TRAINING AND APPRAISAL COMPLIANCE
The report presented to the Committee provided the main factors which influence the Trust’s performance in
relation to Mandatory Training compliance as well as PDR rates and Consultant Appraisal rates. Key points
from the report were highlighted by the Chief Human Resources Officer. The Committee received and noted
the contents of the report.

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 confirmed their understanding of the Cost Improvement Programme position as at
month 3 and noted the future reporting of CQUIN and QIPP in this report.



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

30 OCTOBER 2013

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

FINANCE REPORTS – INTEGRATED FINANCE REPORT
An update on the financial position of the Trust for Month 3 of the 2013/14 financial year was presented and
attention was drawn to salient points within the report. The Committee confirmed their understanding of the
financial position for Month 3 of the 2013/14 financial year.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre

RECOMMENDATION / DECISION REQUIRED:

The Board is asked to receive assurance for the work of the Finance and Performance Committee.

IMPLICATIONS:

Financial: None identified

HR/Equality & Diversity: None identified

Governance: None identified

Legal: None identified

NHS Constitution: None identified

Risk: None identified

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee N/A Remuneration Committee N/A
Finance and Performance Committee 23.09.13 Chief Officers Group N/A
Audit Committee N/A



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

30 OCTOBER 2013

Subject: Trust Code of Business Conduct Policy Annual Declaration
Report By: Mr Ian Crich, Chief HR Officer
Author: Mr Moosa Patel, Interim Director of Corporate Affairs
Accountable Executive Director: Mr Ian Crich, Chief HR Officer

PURPOSE OF THE REPORT:

Public service values must be at the heart of the NHS. High standards of corporate and personal conduct
based on a recognition that patients come first, have been a requirement throughout the NHS since its
inception. Moreover, since the NHS is publicly funded, it must be accountable to Parliament for the services it
provides and for the effective and economical use of taxpayers' money. The Trust Code of Business Conduct
Policy Annual Declaration confirms the Boards’ continued commitment to these principles.

SUMMARY OF KEY ISSUES:

The Trust Code of Business Conduct Policy is concerned with the potential abuse of power and the need for
openness, integrity and accountability in the decision making processes of the organisation. In particular, the
Code provides specific advice and guidance on declared interests, inducement and rewards. It also includes a
requirement for Board to confirm their commitment to the principles, embodied in the Trust Code of Business
Conduct Policy and NHS Constitution, annually in the form of a formal Board declaration.

By endorsing the Trust Code of Business Conduct Policy in the form of an annual declaration, the Board is also
subscribing to the standards laid down within a number of key documents, including the Department of Health
Code of Conduct and Code of Accountability for NHS Boards and the Nolan principles as well as the Trust
Strategy, Vision and Values and Trust Standing & Standing Financial Instructions.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre

RECOMMENDATION / DECISION REQUIRED:

UHCW Trust Board to ENDORSE its commitment to the Code of Business Conduct in the form of an annual
declaration and NOTE the declarations of eligibility and independence.

IMPLICATIONS:

Financial: None identified

HR/Equality & Diversity: None identified

Governance: Upholds the principles of good corporate governance

Legal: None identified

NHS Constitution: Upholds the NHS values set out in the NHS Constitution

Risk: None identified

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee NA Remuneration Committee NA
Finance and Performance Committee NA Chief Officers Group NA
Audit Committee NA
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Trust Code of Business Conduct Policy Annual Declaration

Executive Summary

1. Introduction

The Code of Business Conduct Policy is available to all staff via the e-library
document management system. It provides guidance and instruction for Trust
employees, managers and senior staff on declaring interests, gifts, benefits or
hospitality received in conjunction with NHS Business. Within the policy, specific
provisions are made under Section Five for Board members, which set out the values
and principles that govern the actions and behaviours of the Board of Directors which
are detailed as follows:

5.1 All Board Directors (Executive and Non-Executive) of NHS organisations are
required, on appointment, to subscribe to The Code of Conduct for NHS
Boards and the Code of Accountability for NHS Boards, and the Nolan
Committee Seven Principles of Public Life.

5.2 The Trust Board will confirm its commitment to these principles, embodied in
the Trust Code of Business Conduct and NHS Constitution, annually in the
form of a formal Board declaration.

5.3 Trust Board members are required to provide a signed declaration of interests
and gifts annually, even if it is a nil return.

2. Key Supporting Documents

By endorsing the Code, the Trust Board is also subscribing to:

 The standards laid down within the Department of Health Code of Conduct and
Code of Accountability for NHS Boards (1994)

 The Seven Principles of Public Life, also known as Nolan principles (1995)
 Code of Practice on Openness in the NHS (2003)
 The NHS Foundation Trust Code of Governance (2010)
 The commitments and values contained within the NHS Constitution (2013)

By endorsing the Code the Trust Board is also reaffirming its commitment to the
principles laid down within the:

 Trust Strategy, Vision and Values
 Trust Standing Orders, Scheme of Reservation and Delegation, and Standing

Financial Instructions
 Board and Committee Etiquette and Code of Conduct

The key points within the above underpinning documents are set out in Appendix 1.
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3. Making the Trust Code of Business Conduct Policy a Reality

University Hospitals Coventry and Warwickshire NHS Trust embraces the principles
outlined in the Code of Business Conduct and demonstrates its commitment to
transparency and openness in the following ways;

 All Trust Board meetings have a section on the agenda whereby Trust Board
members can declare any real or potential conflicts of interest in relation to items
within the agenda.

 All Trust Board members complete an annual declaration of interests, gifts and
hospitality form. This is updated contemporaneously and reported in the Public
Trust Board meeting in April each year. In the meantime, provision is available
through the Freedom of Information publication scheme to request this
information via the Interim Director of Corporate Affairs.

 At the discretion of the Chair, the Trust Board makes provision for members of
the public to ask questions outside of the Annual General Meeting by allocating
fifteen minutes at the end of each Public Trust Board meeting

 A high level summary of the agenda items and any key decisions are provided by
the sub-committee Chair for the formal sub-committee meetings – Audit
Committee, Finance and Performance Committee, Quality Governance
Committee and Remuneration Committee.

 Due to the nature of some items of business, the Trust also holds some of its
Trust Board meetings in closed private session. When this has happened the
Chair provides a high level overview of the agenda items and key decisions at the
next available Public Trust Board meeting.

 All new Board members are issued with an induction pack which contains the
Codes of Conduct for NHS Boards, Code of Accountability for NHS Boards,
Nolan Principles, NHS Constitution, Trust Standing Orders, Scheme of
Reservation and Delegation, and Standing Financial Instructions.

 From 2012/13 additional declarations were introduced to reflect the Monitor Code
of Governance requirements in relation to Board member eligibility and
independence of Non-Executive Directors. These are summarised in Appendix
2 and potential issues are highlighted in red within the tables.

 Board and Committee Etiquette were approved by Board in September 2012.

 The Interim Director of Corporate Affairs writes to new Board members to request
a declaration of interest, eligibility and independence on appointment.

4. Annual Declaration

All Board members agree to abide by the Code of Business Conduct for University
Hospitals Coventry and Warwickshire NHS Trust.

Moosa Patel
Interim Director of Corporate Affairs
10 October 2013



Appendix 1: 
Summary of Key Underpinning Documents 
 
Department of Health 
Code of Conduct and 
Code of Accountability 
for NHS Boards (1994) 
 

The Trust requires of its staff high standards of corporate and personal conduct, based on the recognition that patients come 
first.  The UHCW Trust Board reaffirms its commitment to the Code of Conduct and Accountability for NHS Boards and the three 
public service values which must underpin the work of the health service and the conduct of the staff employed therein: 
 
 Accountability - Everything done by Trust staff must be able to stand the test of Parliamentary scrutiny, public 

judgements on propriety and professional codes of conduct. 
 Probity - There must be an absolute standard of honesty in dealing with the assets of the Trust:  Integrity should be the 

hallmark of all personal conduct in decisions affecting patients, colleagues and suppliers, and in the use of information 
acquired in the course of NHS duties. 

 Openness - There must be sufficient openness about the business of the Trust to promote confidence from patients and 
the public. 

The Seven Principles of 
Public Life, also known 
as Nolan Principles 
(1995) 
 

The conduct of the Board of Directors will embrace and be governed by the Seven Principles of Public Life (Nolan Principles):  
 
1.   Selflessness  

Holders of Public Office should take decisions solely in terms of the public interest. They should not do so in order to gain 
financial or other material benefits for themselves, their family, or their friends.  

2.   Integrity  
Holders of Public Office should not place themselves under any financial or other obligation to outside individuals or 
organisations that might influence them in the performance of their official duties.  

3.   Objectivity  
In carrying out public business, including making public appointments, awarding contracts, or recommending individuals for 
rewards and benefits, holders of public office should make choices on merit.  

4.   Accountability  
Holders of public office are accountable for their decisions and actions to the public and must submit themselves to 
whatever scrutiny is appropriate to their office.  

5.   Openness  
Holders of public office should be as open as possible about all the decisions and actions they take. They should give 
reasons for their decisions and restrict information only when the wider public interest clearly demands.  

6.   Honesty  
Holders of public office have a duty to declare any private interests relating to their public duties and to take steps to resolve 
any conflicts arising in a way that protects the public interest.  

7.   Leadership  
Holders of public office should promote and support these principles by leadership and example.  
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Code of Practice on 
Openness in the NHS 
(2003) 
 

The code describes the information which NHS Trusts must publish or make publically available.  As an NHS Trust, UHCW is 
required to hold their board meetings in public and make provision for questions and comments to be put by the public.   

In accordance with the Freedom of Information Act 2000 (FOI) the Trust has developed a Publication Scheme which is a 
comprehensive guide to the information routinely published by University Hospitals Coventry and Warwickshire NHS Trust.  This 
is available on the Trust website along with details of public Trust Board meetings. 

The UHCW Trust Board also reaffirms its commitment to the principles laid down within the Trust Strategy, Vision and Values, 
and the Trust Standing Orders, Scheme of Reservation and Delegation and Standing Financial Instructions. 

The NHS Foundation 
Trust Code of 
Governance (2010) 
 

• The Code sets out the overarching framework for the corporate governance of NHS Foundation Trusts and complements 
the statutory and regulatory obligations on them.  It brings together best practice principles for the private sector and builds 
on the Combined Code of Corporate Governance.   

 
As an aspirant Foundation Trust, UHCW Trust Board embraces the principles embodied within the Monitor Code of 
Governance, and to support this has issued for the first time in 2012/13 eligibility and independence forms to all Board 
members.  These forms will now be issued on an annual basis to ensure declarations are up to date and are also included in the 
induction programme for all new Board Directors.   
 
The Monitor Code of Governance requires Board member eligibility to be assessed against a range of criteria. The completed 
eligibility and independence declaration forms are highlighted in Appendix 2.   

The NHS Constitution: 
NHS Values (2013)  
 

The NHS Trust Board endorsed the NHS Constitution when it was first published, which included the NHS Values, in September 
2009 and further revised in 2013. These values will guide the actions and behaviours of the Board of Directors: 
 
• Respect and Dignity - valuing each person as an individual, respecting their aspirations and commitments in life, and 

seeking to understand their priorities, needs, abilities and limits.  
• Commitment to quality of care - insisting on quality and striving to get the basics right every time: safety, confidentiality, 

professional and managerial integrity, accountability, dependable service and good communication.  
• Compassion - responding with humanity and kindness to each person’s pain, distress, anxiety or need.  
• Improving lives – striving to improve health and well-being and people’s experiences of the NHS.  
• Working together for patients - putting patients first in everything we do, by reaching out to staff, patients, carers, families, 

communities, and professionals outside the NHS.  
• Everyone counts - using our resources for the benefit of the whole community, and making sure nobody is excluded or left 

behind.  
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University Hospitals 
Coventry and 
Warwickshire NHS 
Trust, Strategy, Vision 
and Values 
 

During 2012/13 the Trust Board reviewed and refreshed its Organisational Strategy and developed its Clinical Strategy.  In 
support of our strategy, the UHCW Trust Board will continue to build on our mission to Care, Achieve and Innovate.  Over the 
last year, we have focused our work to deliver the best care for our patients, achieve excellence in education and teaching and 
to lead innovation through research and learning, and have used our organisational values to develop and maintain the culture 
needed to operate as an NHS Foundation Trust and improve the experience for our patients  
 
Care – patient centred care is core to UHCW and continually ensuring the best possible patient experience is the basis from 
which all other elements will follow 
Achieve – in providing patient centred care, there will be a focus on achieving challenging targets and benchmarks to 
demonstrate that care is high quality and efficient 
Innovate – as a major teaching hospital, with close links to Universities, there will be a continuous drive for innovation through 
clinical leadership and research 

University Hospitals 
Coventry and 
Warwickshire NHS 
Trust Standing Orders, 
Scheme of Reservation 
and Delegation and 
Standing Financial 
Instructions 
 

The Trust's Standing Orders (SO’s) and Standing Financial Instructions (SFI’s) are an essential part of the framework of 
controls which have been put in place to ensure that all activities are carried out in accordance with these fundamental values.  
They are revised and approved by Trust Board annually.  The Trust SO’s set out the formal structure of the Trust and the overall 
framework for conducting its business which include the rules for the conduct of Board meetings and its sub-committees; the 
appointment of Executive Directors; the powers delegated to senior officers and those powers reserved for the Board; and the 
procedures to be followed in tendering and contracting for goods and services. The Trust SFI’s detail the financial 
responsibilities, policies and procedures which apply to everyone working for the Trust.  They are designed to ensure that the 
Trust’s financial transactions, are carried out in accordance with the Law, and Government and Trust policy in order to achieve 
probity, accuracy, economy, efficiency and effectiveness. 

Board and Committee 
Etiquette and Code of 
Conduct 
 

As part of its ongoing Board development work with Deloitte, the Trust Board agreed to sign up to an Etiquette and Code of 
Conduct for Board and Committee meetings at its Board Seminar meeting on 12th September 2012.  This gave a commitment 
to mutual trust, respect and honesty by committing Board members to: the seven principles of public life (Nolan Principles); 
attending meetings and being well prepared; encouraging Board debate; monitoring confidentiality and corporate responsibility; 
attendance; and reviewing performance 
 
This was issued to all Board members and has been signed by everyone.  This is also included in the induction programme for 
all new Board members. 
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Appendix 2:
Eligibility and Independence Declaration Forms

Declarations of Independence 2013/14

Non-Executive
Director

Are you, or
have you ever
been an
employee of
the
organisation
within the last
five years?

Have you within
the last three
years, had a
material business
relationship with
the Trust directly,
or as a partner,
shareholder,
director or senior
employee of a
body that has a
such a
relationship with
the NHS Trust?

Do you or have
you received
additional
remuneration
from UHCW apart
from your Non-
Executive Director
fee (including
participation in the
trust’s pension
scheme)?

Do you have any
close family ties
with any of the
Trusts advisors,
directors or senior
employees?

Do you hold any
cross-
directorships or
have any
significant links
with other
directors through
involvement in
other companies
or bodies?

Have you served
on the Board for
more than nine
years from date of
first appointment?

Are you an
appointed
representative of
the university
medical school?

Is there any
other reason
you may be
considered not
to be
independent?

Do you
undertake
any political
activities or
have any
political
affiliations?

Comments

Ian Buckley No No No No No No No No No

Trevor Robinson No No No No No No No No No

Ed Macalister
Smith

No No No No No No No No No

Nick Stokes No Yes - From May
2005 to July 2012
Director of
Marketing and
Communications
at Coventry
University who
train healthcare
staff at UHCW.

No No No Yes - I reached
the end of a nine
year term in
March 2013. My
term has been
extended
specifically by the
NHS Trust
Development
Authority to
enable me to fulfil
the Acting
Chairman role
until a permanent
appointment is
made to that post

No No - I retired
from Coventry
University in
July 2012

No

Samantha Tubb No No No No No No No No No

Peter Winstanley No No No No No No Yes - University of
Warwick

No No
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Declarations of Eligibility 2013/14

Director name Are you a member
of the Assembly of
Governors or a
governor or (unless
the Board of
Directors approves)
a director of an NHS
body?

Are you a member of
a Local Involvement
Network covering
the Trust?

Are you the spouse,
partner, parent or
child of a member of
the Board of
Directors of the
Trust?

Are you a member of
the local authority’s
Scrutiny Committee
covering health
matters?

Have you been
subject of a
disqualification order
made under the
Company Directors
Disqualification Act
1986?

Have you within the
preceding two years
been dismissed,
otherwise that by
reason of redundancy
or ill-health, from any
paid employment with
an NHS body?

Are you a person
who has been
adjudged bankrupt
or whose estate has
been sequestrated
and (in either case)
has not been
discharged?

Are you a person who
has made a
composition or
arrangement with, or
granted a Trust deed
for, his creditors and
has not been
discharged in respect
of it?

Ian Buckley No No No No No No No No

Ian Crich No No No No No No No No
David
Eltringham No No No No No No No No

Andy Hardy No No No No No No No No

David Moon No No No No No No No No

Gail Nolan No No No No No No No No
Meghana
Pandit No No No No No No No No

Mark Radford No No No No No No No No
Trevor
Robinson No No No No No No No No
Ed Macalister
Smith No No No No No No No No

Nick Stokes No No No No No No No No

Samantha Tubb No No No No No No No No
Peter
Winstanley No No No No No No No No



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

30 OCTOBER 2013

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

Subject: Non-Executive Director Portfolio’s
Report By: Nick Stokes, Acting Chairman
Author: Moosa Patel, Interim Corporate Affairs Director
Accountable Executive Director: Andy Hardy, Chief Executive Officer

PURPOSE OF THE REPORT:

Following the appointment of the two new Non-Executive Directors (NEDs) on the 1 October 2013, their
Committee portfolios have been allocated to them following discussion with them and the existing NEDs. The
Board is receiving this paper for approval.

SUMMARY OF KEY ISSUES:

Following the appointment of the two new NEDs on the 1 October 2013, the Acting Chairman has taken the
opportunity to review and propose revisions to the membership of Board Committees. In line with the Trust
Standing Orders and Standing Financial Instructions these proposals are now being presented to the Board for
approval. These changes will come into effect from the 1 November 2013.

The Board will be aware that Samantha Tubb will be unable to fulfil the Senior Independent Director position
from 1 November 2013 onwards. It is proposed that Ian Buckley takes on this role of the Senior Independent
Director from 1 November 2013.

STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one):

To Deliver Excellent Patient Care and Experience

To Deliver Value for Money

To be an Employer of Choice

To be a Research Based Healthcare Organisation

To be a Leading Training and Education Centre

RECOMMENDATION / DECISION REQUIRED:

The Trust Board is asked to approve the new NED Portfolio for Board Committee’s and approve the
appointment of Ian Buckley as Senior Independent Director, with all changes taking effect from the 1 November
2013.

IMPLICATIONS:

Financial: None identified

HR/Equality & Diversity: None identified

Governance: Upholds the principles of good corporate governance

Legal: None identified

NHS Constitution: None identified

Risk: None identified

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee N/A Remuneration Committee N/A
Finance and Performance Committee N/A Chief Officers Group N/A
Audit Committee N/A



APPENDIX 1

1. Current Non-Executive Director Portfolio:

Board Committee NED Committee
Membership

Quoracy Arrangements

Audit Committee Trevor Robinson
(Chair)
Nick Stokes

The quorum necessary for the transaction of
business shall consist of at least two NEDs

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

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

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



2. Proposed Non-Executive Director Portfolio:

Board Committee NED Committee
Membership

Quoracy Arrangements

Audit Committee * Trevor Robinson
(Chair)
Ed Macalister-Smith

The quorum necessary for the transaction of
business shall consist of at least two NEDs

Charitable Trustee
Board

Nick Stokes (Chair)
Samantha Tubb
Peter Winstanley
Trevor Robinson
Ian Buckley
Ed Macalister-Smith

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

Finance and
Performance
Committee *

Samantha Tubb
(Chair)
Trevor Robinson
Ian Buckley

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

Quality Governance
Committee ***

Ed Macalister-Smith
(Chair)
Peter Winstanley
Ian Buckley

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
Ian Buckley
Ed Macalister-Smith

The quorum necessary for the transaction of
business shall be three members, of which one will
be the Committee Chairman or Deputy-Chairman

Notes

* Ed Macalister-Smith will become a full member of the Audit Committee from 1 November 2013 and
will attend his first full meeting on the 11 November 2013

** Ian Buckley will be present at Finance and Performance Committee on the 28 October 2013 so
that he can become better orientated with the work of the Committee and become a full member from
the 1 November 2013.

*** Ed Macalister-Smith and Ian Buckley will both attend Quality Governance Committee on 28
October 2013 so that they can become better orientated with the work of the Committee, but Trevor
Robinson will continue as Chair of the Committee for this meeting. Trevor Robinson will then stand
down so that Ed Macalister-Smith can then take over as Chair for the following meeting on 25
November 2013.



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
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