
 
  

PUBLIC TRUST BOARD MEETING TO BE HELD AT ON WEDNESDAY  
30 JULY 2014 AT 1.00 PM – 3.00 PM IN OCTAPUS CENTRE, 

HOSPITAL OF ST CROSS, BARBY ROAD, RUGBY, CV22 5PX 
 

PUBLIC BOARD AGENDA 
 

ITEM TITLE BOARD ACTION PAPER TIME 
1 Formalities; to declare the 

meeting quorate and called in 
accordance with the Trust’s 
Standing Orders 

 Verbal  

2 Apologies for Absence  
Chairman 

 Verbal  

3 Declarations of Interest 
Chairman 

 Verbal  

4 Minutes of Public Board Meeting 
Held on the 25 June 2014 
Chairman 

For Approval Enclosure 1  

5 Trust Board Action Matrix 
Chairman 

For Assurance Enclosure 2  

6 Matters Arising 
Chairman 

 Verbal   

7 Chairman’s Report 
Chairman 

For Assurance Verbal 5 

8 Chief Executive’s Report 
Chief Executive Officer 

For Assurance Enclosure 3 5 

Patient Quality and Safety   
9 Francis Inquiry & Other Related 

Inquiries Trust Action Plan 
Quarterly Update Report 
Chief Medical Officer 

For Assurance Enclosure 4 10 

10 Medical Revalidation and 
Appraisal 6 Monthly Update 
Chief Medical Officer 

For Approval Enclosure 5 10 

11 Sign Up To Safety Campaign 
Chief Executive Officer 

For Assurance Enclosure 6 5 

12 Together Towards World Class 
Update 
Chief Executive Officer 

For Assurance Enclosure 7 10 

To be a Leading Training and Education Centre 
13 ‘Joint Vision’ – University 

Hospital Coventry and 
Warwickshire and Warwick 
Medical School 
Chief Executive Officer 

For Approval Verbal 15 

  



 
ITEM TITLE BOARD ACTION PAPER TIME 
Performance   
14 Integrated Quality Performance 

and Finance Report Month – 
Month 3  
Chief Finance Officer 

For Assurance Enclosure 8 5 

15 NHS Trust Development Agency 
Oversight Monthly Self-
Certification Requirements -  July 
2014 
Chief Finance Officer 

For Approval Enclosure 9 5 

Feedback from Key Meetings   
16 Private Trust Board Meeting 

Session Report of 30 June 2014 
Chairman 

For Assurance Enclosure 10 5 

17 Quality Governance Committee 
Meeting Interim Report from 30 
June 2014  
Chair, Quality Governance 
Committee 

For Assurance Enclosure 11 5 

18 Finance and Performance 
Committee Interim Report from  
30 June 2014 
Chair, Finance and Performance  
Committee 

For Assurance Enclosure 12 5 

19 Audit Committee Interim Report 
from 7 July 2014 
Chair, Audit Committee 

For Assurance Enclosure 13 5 

Regulatory, Compliance and Corporate Governance   
20 Appointments to Trust Board 

Committees 
For Approval Enclosure 14 5 

21 Any Other Business  Verbal  
22 Questions from Members of the 

Public Relating to Agenda Items 
   

23 Date of Next Meeting:  
The next meeting of the Trust Board will take place on Wednesday  
24 September 2014 at 1.00 pm in the University Hospital Coventry and Warwickshire 

24 Resolution of Items to be Heard in Private (Chairman) 
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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MINUTES OF A PUBLIC MEETING OF THE BOARD OF UNIVERSITY HOSPITALS 
COVENTRY AND WARWICKSHIRE NHS TRUST HELD ON WEDNESDAY 25 JUNE 2014 AT 

1.00PM IN ROOM 20063/64, CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL,  
COVENTRY, CV2 2DX 

 
HTB 
14/584 

PRESENT 
 

 

 Mrs S Tubb Vice-Chair (Chair) (ST) 
 Mr I Buckley Non-Executive Director (IB) 
 Mr I Crich Chief Human Resources Officer (IC) 
 Mr D Eltringham Chief Operating Officer (DE) 
 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) 
 Professor M Radford Chief Nursing Officer (MR) 
 Mr T Robinson Non-Executive Director (TR) 
 Mrs R Southall  Director of Corporate Affairs (RS) 
 Professor P Winstanley Non-Executive Director (PW)  
   
 IN ATTENDANCE  
 Mr Robin Arnold (RA)  ICT Director (for Item HTB 14/592) 
 Ms Z Cox Minute Taker and Executive Assistant (ZC) 
 
HTB 
14/585 

APOLOGIES FOR ABSENCE  

 Mr Andrew Meehan                 Chairman (AM) 
Mr E Macalister-Smith             Non-Executive Director (EMS) 

 

 Mr Andy Hardy                        Chief Executive Office (AH)  
   
HTB 
14/586 

DECLARATIONS OF INTEREST  

 There were no declarations of interest.  
   
HTB 
14/587 

MINUTES OF TRUST BOARD MEETING HELD ON 28 MAY 2014  

 The Board approved the minutes as a true and accurate record of the meeting to be 
signed by the Chairman at the next Trust Board meeting on  
30th July 2014, subject to an amendment to an administrative error at HTB14/580 
and HTB14/581 which were duplicate items. 

 
RS 

   
HTB 
14/588 

TRUST BOARD ACTION MATRIX  
  
The completed actions were noted and the Trust Board APPROVED the removal of 
these. 

 

   
   
HTB 
14/589 

MATTERS ARISING  

 There were no matters arising that were not on the action matrix or the agenda.  
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HTB 
14/590 

CHAIRMANS REPORT  

 ST advised that she had no matters to report.  
   
HTB 
14/591 

CHIEF EXECUTIVE OFFICER REPORT  

 GN presented this report in the absence of the Chief Executive Officer.  She 
advised that the Trust’s annual accounts had been given an unqualified 
opinion and would be available at the Annual General Meeting (AGM) on 30th 
July 2014. 
 
GN went on to clarify that the visit by Kathy McLean, Medical Director from 
the Trust Development Authority (TDA) on 6 June focused on ‘Getting 
Emergency Care Right’ and added that the visit to the Trust by the Australian 
Healthcare Financial Management Association (HFMA) had focused on the 
Omnyx System and Anatomy Suite. 

 

   
HTB 
14/592 

INFORMATION AND COMMUNICATION TECHNOLOGY (ICT) ANNUAL 
REPORT 

 

 DE introduced the report and noted that RA was in attendance to answer any 
technical questions Board members may have around the content. 
 
DE advised that the report provided an update against the 2013/14 work-plan 
and set out the focus of the work-plan for 2014/15.  DE went onto highlight 
the amount of work that had been undertaken in the period and offered 
thanks to RA and his team.  DE concluded by advising that the next ICT 
strategy will be developed later this year and will be in line with the Trust’s 
Together Towards World Class (TTWC) initiative.   
 
IB commented that the report was generally very good but felt that many of 
the projects were piecemeal and wanted to further understand what was 
being done to ensure that a ‘World Class’ IT system was in place.  DE 
advised that there were challenges around this in terms of constraints around 
budgets and competing priorities and went on to say that identifying the best 
systems is a fundamental part of the journey the ICT team are presently on.  
DE further added that the Trust had already seen a leading Spanish 
healthcare organisation’s system for electronic records and this was still not 
as technically advanced as the Trust would like.  DE noted that it was only 
possible to look at the next 2/3 years’ because of how fast technology 
changes, but accepted that a 10-year plan was needed. 
 
IB urged that the Trust utilise as few systems as possible and  MR advised 
that the System Programme Board was carrying out a piece of work around a 
population based healthcare system, which will allow access by the Trust and 
local partners such as the Clinical Commissioning Group (CCG) to a fully 
shared and up to date system. MR furthered that a report would be submitted 
to the Trust Board when this piece of work is complete.  PWS emphasised the 
importance of ensuring that the required infrastructure was available prior to 
procuring any systems, and suggested that discussion take place with the 
Mathematics School and Institute of Digital Healthcare at Warwick University. 
 
ST noted that for the 2014/15 schemes the risk analysis around completing-v-
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not completing projects was missing.  DE explained that each programme 
was being run separately and individual risks were identified as part of the 
project management arrangements.  ST asked whether budgetary constraints 
were impacting and DE responded that capital was in short supply, but the 
Trust was doing the best job with the resources and funding available.  GN 
added that the Chief Officers had looked at prioritisation in terms of what 
needed to be addressed in terms of technology first and then what funding 
needed to be made available to meet those needs, as they were very mindful 
of the importance of getting the right level of systems in place and focusing on 
what needed to be achieved. 
 
IC formally thanked RA and the ICT team for their support in implementing 
ESR Manager Self-Service and the Board thanked RA and his team for the 
report. 
 
The Trust Board received ASSURANCE from the annual ICT report. 
 
RA left the Trust Board meeting. 

   
HTB 
14/593 

NATIONAL HEALTH SERVICE (NHS) TRUST DEVELOPMENT 
AUTHORITY (TDA) ACCOUNTABILITY FRAMEWORK 2014/15 

 

   
 GN presented the report and ST commented that she was pleased to see the 

item on the Public Trust Board agenda.  GN explained that it set out the key 
changes to the TDA framework and highlighted that it linked to a previous 
discussion at a Board Seminar around the refresh of the Information Strategy 
and the way that information is used within the Trust. GN went on to say that 
in addition to the TDA Framework, the report also set out the current 
performance managements arrangements and approach to Service Line 
Management. 
 
TR noted that on page 3 under ‘Improving Leadership’ it mentioned building 
on a programme of support being offered to Boards and commented that he 
was not aware of previous offerings.  GN felt that the TDA acknowledged that 
there was a gap and intended to deal with this on a bespoke basis.  RS 
advised that the TDA are putting together a training programme which will be 
launched towards the end of September 2014. 
 
ST asked when the Trust’s balanced score card would be aligned to the TDA 
metrics and GN advised that the first version would be presented to the Chief 
Officer Group in July 2014 and to the Trust Board in September 2014.  IB 
queried if there would be a need for a separate scorecard or whether the 
current one would be adapted and GN advised that this decision was to still to 
be taken and would be made at a Board level.  IB asked if there was any 
further information around the potential loss of autonomy of NHS Trust 
Boards and GN advised that there was no further information in this regard as 
it was an issue that the TDA was investigating at this stage. 
 
The Trust Board NOTED the TDA Accountability Framework for 2014/15 and 
implications for the Trust and received ASSURANCE from the summary of 
the Service Line Management and Performance Management arrangements 
in place.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GN 
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HTB 
14/594 

INTEGRATED QUALITY, PERFORMANCE & FINANCE REPORT – 
MONTH 2 2014/15 

 

   
 GN presented the month 2 report and highlighted that 37 of the key 

performance indicators (KPI) were being achieved and 22 breached.  She 
also drew specific attention to the Never Event that had occurred and under-
performance against the 4 Hour A&E Standard.   

 

   
 GN then went on to highlight the following: 

• Small overachievement against the CIP target 
• Slight deterioration in the liquidity position although GN gave 

assurance that this was not a cause for concern at this stage in the 
year 

• Net expenditure was in line with plan and the outturn position is 
unchanged. 

 
With regards to the Trust’s Financial Plan GN advised that the TDA were 
monitoring the Trust against the revised version that was submitted, although 
she cautioned that this had not yet received formal TDA sign off. 

 

   
 ST asked what progress had been made in terms of full identification of the 

CIP and GN responded that £6.5m was yet to be identified; GN added 
however that some speciality Groups had already identified the full amount of 
CIP and in excess of that in some cases, and where this applied performance 
management arrangements had been relaxed, which allows the Chief 
Officers’ to give their full support to Groups that require it.  GN also advised 
that any underspends to date within the Groups that have not achieved full 
CIP identification were being removed from budgets to bridge the gap and 
encourage full identification. 
 
TR queried the changes that had been made to the way that the consultant 
appraisal KPI is measured and MP advised that there were 501 Doctors with 
a prescribed connection to the Trust and for which she was the Responsible 
Officer; appraisal rate for this group was 84.6%.   MP went onto explain that 
there were however doctors from other hospitals working within the Trust for 
which she was not Responsible Officer and did not conduct their appraisals, 
and furthermore, that the Deanery was responsible for undertaking appraisals 
of Junior Doctors.  The KPI had therefore been disaggregated to reflect this 
position; MP gave assurance however that whilst appraisal information was 
held elsewhere, doctors would not be in a position to progress with training 
unless their appraisals were up to date. 
 
ST accepted the rationale but added that the Trust needed to be mindful that 
data regarding those doctors that the Trust does not have control over was 
still appearing within the Trust’s scorecard, and urged that verification be 
sought in relation to whether or not their appraisals had taken place.  IC 
supported this view commenting that although the Trust did not have control 
over appraisal rates for this group, they were Trust employees when working 
at the Trust.   
 
With regards to Junior Doctors, PWS added that they were overseen now 
more than ever which was an important factor in terms of ensuring patient 
safety. 
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 PWS expressed concern over the rise in the number of falls in April 2014 as 
compared to April 2013.  MR advised that the spike had already been 
identified by his team and that Root Cause Analysis had been undertaken.  
Although these had occurred within gerontology, there were no other common 
factors but learning had however been identified.  MR also gave assurance 
that a number of measures were in place to prevent falls including, Falls 
Champions, low rise beds and bed alarms and a Falls Summit held on 2nd 
May which was aimed at promoting learning across the organisation. 
 
PWS sought explanation of the issues around the ‘choose and book’ system 
and DE advised that a quarter of the Trust’s capacity is available on this 
system for patients to book directly onto, but owing to wider capacity issues 
across the Trust, these were being utilised very quickly, leading to a lack of 
availability. The issues with non-availability were predominately within the 
Outpatient Department (OPD), which confirmed the capacity challenge that 
the Board was already aware of. 
 
MP asked if there was a tool that could help with OPD clinic efficiency and DE 
advised that whilst some work had been undertaken further work was 
required. DE added that at present, OPD was within the Deputy Chief 
Operating Officer’s portfolio; he suggested that it would be better placed 
under a Clinical Group and confirmed that this was under review. 
 
IB referred to the number of serious incidents and sought assurance that 
incidents were being analysed and patterns or trends identified. MP gave 
assurance that the Serious Incident Group (SIG) met weekly to undertake this 
analysis and that there were no patterns or trends emerging.  She went on to 
say that where trends had occurred in the past, action had been taken and 
gave the example of a number of inappropriate transfers to the Trust from 
another hospital, which had been challenged through the SIG process. 
 
IB felt that the number of serious incidents remained high and MP responded 
that the Trust aspired to high reporting rates as this is reflective of a patient 
safety culture within which staff are encouraged to report all incidents; a lower 
number would therefore be of concern.  ST concurred with this view, 
commenting that the aim was to drive up reporting then manage it down 
through a robust investigation process.   
 
Referring to the ward staffing levels in Appendix 3, ST asked whether Non 
QIS staff referred to non-qualified staff.  MR emphasised that this definition 
referred to nursing staff that were full qualified, but were not qualified in one 
specific specialty, which is a top up qualification and is not mandated. MR 
advised that he would change the wording in the report to make this clear and 
went on to say that the Trust aspired to recruiting more QIS staff as opposed 
to non-QIS staff on an 80:20 ratio to reflect the Trust’s regional centre status.  
 
With regards to the referral to treatment target (RTT) DE advised that his 
team were working with waiting list experts in order to manage the backlog of 
elective patients that had built over the winter months.  He went on to confirm 
the involvement of the CCG in this piece of work and advised that it would be 
discussed at the Finance & Performance Committee once complete. 
 
DE advised that the Trust could not meet the 4-hour A&E standard for the 
quarter and anticipated performance to be at circa 94%. He went on to 
explain that there had been an increase of 11-14% in type 1 attendances 
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during March, April and May, which equated to a huge number of additional 
patients and confirmed that a recovery plan aimed at meeting 95% during 
July, which would be monitored by the TDA was in place.  DE cautioned 
however that this was not without risk given the continuing high number of 
attendances in the Emergency Department (ED).   
 
IB queried if there was a pattern to the increase in patients and DE advised 
that analysis suggests no single cause, although there did appear to be an 
increase in younger patients visiting the ED.  A suggestion was made that a 
breakdown of attendance and analysis should be presented to the Finance & 
Performance Committee and DE confirmed that he was also sharing a report 
with the CCG around ED demographics.  DE concluded by emphasising that 
the increase in demand in the ED was a national phenomenon and was not 
confined to the local area. 
 
TR referred to the MRSA case and asked for an explanation as to why this 
was attributed to the Trust.  MR responded that the Trust and ambulance 
service operated on a shared pathway and although it was thought to have 
occurred during the insertion of a cannula whilst the patient was being 
transported in an ambulance, it had not been possible to confirm this.  He 
gave assurance however that it had been classified as unavoidable and that 
the patient received exemplary care at the Trust once admitted. 
 
The Trust Board RECEIVED ASSURANCE from the report of month 2.  

 
 
 
 
 
 
 
 
 
 
DE 

   
HTB 
14/595 

TRUST DEVELOPMENT AUTHORITY (TDA) OVERSIGHT MONTHLY 
SELF-CERTIFICATION REQUIREMENTS JUNE 2014 

 

 GN presented the report and firstly highlighted an error on Appendix A, 
number 11, in that the Trust did not achieve level 2 against the requirements 
of the Information Governance Toolkit, owing to the required mandatory 
training element not being met. 
 
The Trust Board APPROVED the statements in Appendix A subject to the 
amendment discussed around the IG Toolkit. 

GN 

   
HTB 
14/596 

PRIVATE TRUST BOARD MEETING SESSION REPORT 28 MAY 2014  

 ST and advised there was nothing further to add to the report. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

   
HTB 
14/597 

QUALITY GOVERNANCE COMMITTEE MEETING REPORT 3 JUNE 2014  

 IB presented this report on behalf of EMS and advised there was nothing 
further to add other than to highlight the excellent CQC report on the Mulberry 
Ward at the Hospital of St. Cross, Rugby. 
 
IB further noted the poor attendance at the ICT Committee which reported to 
QGC and confirmed that changes to the Committee would be made. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
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HTB 
14/598 

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORT 3 JUNE 
2014 

 

 ST advised that there was nothing further to add to the report. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

   
HTB 
14/599 

AUDIT COMMITTEE MEETING REPORT 2 JUNE 2014 
 

 

 TR advised there was nothing further to add to the report. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 
 

   
HTB 
14/600 

ANY OTHER BUSINESS  

 MP advised the Board that the Level 3 Health Education England visit in 
Neurosurgery had gone extremely well and they were very impressed with the 
changes and improvements the Trust had made in this area.   

 

   
HTB 
14/601 

QUESTIONS FROM MEMBERS OF THE PUBLIC ON THE AGENDA ITEMS  

 There were no questioned raised.  
   
HTB 
14/602 

NOTICE OF THE ANNUAL GENERAL MEETING  

 ST advised the Trust Board and members of the public that the UHCW 
Annual General Meeting (AGM) will take place at 5.30pm 30 July 2014 in the 
Outpatient Department at the Hospital of St. Cross, Rugby. 

 

   
HTB 
14/603 

DATE AND TIME OF NEXT MEETING  

 The next public meeting of the Board of University Hospitals Coventry & 
Warwickshire NHS Trust will take place at 1.00pm 30 July 2014 in the 
Octopus Centre, Hospital of St. Cross, Rugby.   

 

   
HTB 
14/604 

RESOLTION TO EXCLUDE MEMBERS OF THE PRESS AND THE PUBLIC  

 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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HTB 
14/605 

These minutes are approved. 
 
SIGNED 
 

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

  
CHAIRMAN 
 

 
DATE 

 
…………………………………………........................
.... 
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
ACTIONS UPDATE: PUBLIC TRUST BOARD MEETINGS 

30 JULY 2014 
 

The Trust Board is asked to note the progress made with regards to matters arising and to approve the removal of those matters 
marked completed and recommended for removal. 

 
 

 AGENDA ITEM ACTION CHIEF 
OFFICER 

DUE 
DATE 

UPDATE REMOVAL  

ACTIONS FROM MAY 2014 MEETING  
HTB 14/571 
REFERENCE 
COSTS REPORT 
2013/14 

TR to investigate whether the Audit Committee can 
arrange spot checks on the reference costs system 
by way of additional assurance. 

TR 30.07.14 Request made to internal 
audit; response awaited. 

No 

ACTIONS FROM JUNE 2014 MEETING 
HTB 14/587 
MINUTES OF 
TRUST BOARD 
MEETING 28 MAY 
2014 
 

Minutes to be amended to reflect the administration 
error noted at the meeting. 

RS 30.07.14 Completed  Yes 

HTB14/593 
TDA 
ACCOUNTABILIT
Y FRAMEWORK 

Revised balanced scorecard that reflects new TDA 
metrics to be submitted to the September Board. 

GN 24.09.14 Not due until September. No 

HTB14/594 
INTEGRATED 
PERFORMANCE 
REPORT 

Term QIS to be clarified within the Nurse Staffing 
section of the report 

MR 30.07.14 Completed Yes 

HTB14/594 
INTEGRATED 
PERFORMANCE 
REPORT 

Analysis of demographic breakdown of attendances 
at A&E to be submitted to the F&P Committee 

DE  03.09.14 Analysis complete; not 
submitted to F&P as there is 
no meeting until September.  
There are no specific trends 
identifiable.  Growth is 50% 
Coventry then fairly evenly 
distributed.  There is no age 
related mal-distribution. 

Yes 



Enclosure 2  

  

HTB 14/595 
TDA OVERSIGHT 
MONTHLY SELF-
CERTIFICATION 
REQUIREMENTS 
JUNE 2014 

Submission to be amended prior to submission to 
the TDA to indicate that the Trust has not achieved 
level 2 of the Information Governance Toolkit.   

GN 30.06.14 Report amended prior to 
submission to TDA. 

Yes 
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 

 
REPORT TO THE TRUST BOARD: PUBLIC 

 
30 JULY 2014 

   
Subject: Chief Executive Officers Report 
Report By: Andy Hardy, Chief Executive Officer 
Author: Andy Hardy, Chief Executive Officer 
Accountable Executive 
Director: 

Andy Hardy, Chief Executive Officer 

 
PURPOSE OF THE REPORT: 

 
To update the Trust Board of the key details of meetings and events attended by the Chief Executive 
Officer. 

 
SUMMARY OF KEY ISSUES: 

 
 

1. Healthcare Financial Management Association (HFMA) USA ANI Annual Conference (23–25 
June 2014) 

 
2. NHS England Arden 360° Diagnostic 

 
3. Academic Health Sciences Network South Spoke Council (8 July 2014) 

 
 

 
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. 
 
 

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    
 

 



 Enclosure 4 
 

PUBLIC TRUST BOARD PAPER  
 

Title Trust Response to the Francis Report: Quarterly Update Report 
Report by Jenny Gardiner, Associate Director of Quality 
Author Peter Short ,Compliance Manager 
Accountable Chief 
Officer Meghana Pandit, Chief Medical and Quality Officer 

Date  Wednesday 30 July 2014  
 
 
1. Purpose  
 
To update the Board and public on the progress made towards implementing the Trust’s 
response to the Francis Inquiry Report (published on 6 February 2013) and further 
relevant reports commissioned by the Secretary of State.  
 
2. Background and Links to Previous Papers 
 

• The recommendations arising from the Francis Report and related documents 
continue to influence developments across the Trust. The Francis Steering Group 
(chaired by Paul Martin, Director of Quality) meets monthly to monitor progress 
against the Action Plan and reports to Quality Governance Committee (QGC) and 
the Chief Officers Group (COG). The Board receives quarterly updates on 
implementation of the identified actions. 

• New Statutory Regulations, incorporating the Fundamental Standards of Safety 
and Quality will, subject to Parliamentary Approval, come into force from October 
2014. This new framework reflects the ethos of the Francis recommendations. 

• The Board last considered progress at the April 2014 meeting. 
 
3. Narrative 
 

Since the last report, the Trust has continued to implement changes that support the 
delivery of the Francis ethos.  
 

• Cultural Change 
o Together Towards World Class continues with its programme of staff 

engagement. The Friends and Family Test question has been 
incorporated into a re-launched Staff Impressions campaign with nearly 
1200 staff completing the questionnaire so far. 

o Implementation of the new Quality Strategy and the proposed 
Engagement Strategy will both help reshape the way the Trust engages 
with patients, staff and public. 

• Data, Information, Knowledge 
o Officers have been briefed on the proposed Information Strategy that will 

provide, for the first time, a coherent approach to the collection, 
management and usage of Trust Data. 

o The Information Governance Unit is developing trustwide Data Quality 
standards and a record of data ownership. 

• Learning by Experience 



o Re-configuring of PALS and Complaints processes is underway and 
should be completed by the autumn. This will improve access to and the 
responsiveness of to both services. 

o Trust safety data is now provided to NHS Choices for publication on their 
website.  

o Trust staffing data is now published (with a monthly update) on the Trust 
website. 

o The website now has a box on the front page inviting comment and 
enabling access to existing feedback 

 
 
From a total of 183 action points, the Trust has now fully implemented 79 with significant 
progress made on a further 75. Some 29 are overdue, either because of the re-timed 
launch of TTWC or because they are contingent on national initiatives not yet 
commenced. 
 
Eighteen months after the publication of the Francis Inquiry report, and with significant 
progress made, the Francis Steering Group is now reviewing the validity of the existing 
action plan to ensure that a focus on the delivery of safe care remains in the changing 
regulatory environment. In July and August the Care Quality Commission (CQC) are 
consulting on guidance to support the new Fundamental Standards; the action plan will 
require re-shaping to provide assurance of continuing compliance. 
 
 
4. Areas of Risk 
 

Financial: Francis recommendations have been incorporated into national and 
local KPIs, and into CQUINs with financial penalties for non-
delivery. 

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, complaints management and 
PALS. 

Governance: The Trust’s future strategic and operational direction and planning 
must continue to reflect relevant learning from Francis and related 
Inquiries. National strategy and policy has been significantly 
influenced by the Report. Delivery will support compliance with the 
NHS constitution which will be revised to fully incorporate the 
Francis report ethos. CQC will consider how the Trust complies with 
complaints management and staffing reporting requirements as part 
of the new inspection regime. 

Legal: A new regulatory framework for all providers is expected, subject to 
Parliamentary approval, from October 2014. Breaches of the 
Regulations may lead to subject to criminal prosecutions and there 
will be a new offence of wilful neglect or ill-treatment of patients. 

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. 
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Failure to meet those recommendations reflected in CQUINs will 
result in financial penalties.  

 
5. Governance  
 
Continuing implementation of 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’ 
 
The Francis Steering Group will continue to submit a report to the Public Board every 
quarter. The Group reports to the Quality Governance Committee and Chief Officers 
Group. 
 
6. Responsibility 
 
Executive Lead; Meghana Pandit 
 
The Francis Steering Group is chaired by the Director of Quality, Paul Martin 
 
7. Recommendations 
 
The Board is asked to NOTE the progress made in responding to the recommendations 
arising from the Francis Inquiry and associated reports and to RAISE any queries or 
concerns. 
 
 
Peter Short 
Compliance Manager 
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Enclosure 5 

 
PUBLIC TRUST BOARD PAPER  

 
Title Medical Revalidation and Appraisal Six Monthly Update   
Author Louise Siddall, Medical Revalidation Support Officer (MRSO) 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer and Responsible Officer 
(RO) 

Date  30th July 2014 
 
1. Purpose 
This report provides an update on Medical Appraisal and Revalidation within the Trust, 
confirming the actions taken to date and the steps that need to be taken following the 
Annual Organisational Audit (AOA). The report is provided for assurance purposes in 
order to allow the Trust Board to approve the Statement of Compliance at Enclosure A 
and to authorise the Chair and Chief Executive to sign this on behalf of the Board. 
 
2. Background 
Medical revalidation was confirmed as a statutory requirement, by the Secretary of 
State for Health, on the 3rd December 2012; and was introduced nationwide from April 
2013.  The aim is to improve the quality of care provided to patients, patient safety and 
increasing public trust and confidence in the medical system. Its purpose is to 
demonstrate that licensed doctors are up-to-date and provide greater assurance to 
patients, the public, employers and other healthcare professionals. 
 
The Trust is regarded as a Designated Body, and all Designated Bodies have a 
statutory duty to support their Responsible Officers (RO) in discharging their duties 
under the Responsible Officer Regulations1 and it is expected that Trust Boards and 
Executive Management Teams will oversee compliance by: 
 

• monitoring the frequency and quality of medical appraisals in their 
organisations; 

• checking there are effective systems in place for monitoring the conduct and 
performance of their doctors; 

• confirming that feedback from patients is sought periodically so that their views 
can inform the appraisal and revalidation process for their doctors; and 

• Ensuring that appropriate pre-employment background checks (including pre-
engagement for Locums) are carried out to ensure that medical practitioners 
have qualifications and experience appropriate to the work performed. 

 
3. Narrative 
 
3.1 Medical appraisal 
A recommendation for revalidation is based primarily on the outcome of regular annual 
appraisal; hence effective annual appraisal is at the heart of revalidation. Appraisals 
required for revalidation should support doctors in reflecting on their practice and 
improving the quality of care they provide. 

 
3.2 Appraisal Performance Data 
All doctors are required to undergo revalidation and the Trust is required to appraise 
and support all doctors with whom it has a prescribed connection in the process of 

1 The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The 
General Medical Council (Licence to Practise and Revalidation) Regulations Order of Council 2012’ 

                                                 



revalidation.  A prescribed connection is a formal connection with the Trust e.g. 
through a contract of employment. 
 
At the end of the last appraisal year (1st April 2013-31st March 2014) 81% of 
consultants and 32.14% of career grade doctors had taken part in an annual 
appraisal. Appraisal rates are now improving, driven in part through the Quarterly 
Performance Review process. However, issues still remain in relation to updating 
information onto the Electronic Staff Record (ESR). 
 
Since the last report to Board, Workforce Information have been instructed to change 
the validity period for appraisals for doctors with prescribed connections to between 9 
and 15 months, to reflect GMC guidance. This change will hopefully allow for more 
accurate reporting of appraisal rates. 
  
In addition, letters were issued at the beginning of June 2014, to all those who were 
showing as non-compliant. They were requested to provide evidence of their 
2013/2014 appraisal to the Medical Revalidation Support Officer (MRSO) and Group 
Manager as well as ensure that ESR is updated by the end of July 2014. Once all 
responses have been received an accurate record of those that remain non-compliant 
can be extracted and explanations sought. 

 
3.3 Appraisers 
The Trust currently has 70 appraisers who are trained to conduct ‘revalidation ready’ 
appraisals.  

In order to replenish appraisers and allow new appraisers to be appropriately trained, 
an in-house ‘revalidation ready’ training programme is in development. The 
programme of delivery this has been sourced from sample appraiser training materials 
developed by the NHS Revalidation Support Team. A session is expected to run on a 
6-monthly basis, depending on demand.  
 
Former appraisers who have yet to undertake top-up training, along with those new to 
facilitating appraisals have been encouraged to attend. 
 
3.4 Quality Assurance (QA) 
A QA of appraisals has been undertaken, initial findings suggest the majority of 
doctors are including the necessary supporting information. However, there appears to 
be a possible deficiency in availability of reflection. This will be closely monitored using 
the Revalidation Management System (RMS) and the findings of the first QA will be 
compiled into a report which will be shared with the respective appraisers for quality 
improvement purposes.  
 
3.5 Revalidation Management System (RMS) 
The electronic appraisal system is slowly being implemented within the Trust. From 
the beginning of the new appraisal year 31 appraisals have taken place using the 
RMS. 
 
Approximately 80 doctors are yet to book on to training even though all have been 
advised in several updates that they will not receive log-in details until this has been 
sought. As a result the period has been extended to the end of September 2014, when 
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the old paper pro-forma will be made redundant and use of the system will be 
compulsory. 

 
3.6 Supporting Information 
The Quality Department hold much of the data required to support a doctor’s 
appraisal. All prescribed connections have been informed that data on serious 
incidents, complaints and attendance at Quality, Improvement and Patient Safety 
(QIPS) meetings can be sourced by contacting the MRSO.  

 
Each doctor is currently required to request this information prior to appraisal but once 
all doctors are logged on to RMS and their appraisal rates input into the system, it is 
expected that this will be uploaded directly into their portfolios for them in the months 
prior to their appraisal date. 

 
3.7 Revalidation Recommendations 
The Trust currently has 530 prescribed connections, for which the RO is responsible. 
 
At the time of submitting this report, the RO had made 161 recommendations to the 
GMC, 136 of which have been positive.  
 
In total, 25 requests for deferral have been submitted due to incomplete paperwork. 
The majority of these have now had a positive recommendation made. Nevertheless, 
there are still 6 doctors showing as deferred on GMC connect; 2 of which are due to 
maternity leave.  Those doctors on maternity leave or having returned from maternity 
leave within the previous 6-months are not able to participate in the annual appraisal 
process and as a result are unable to provide sufficient evidence to support a positive 
recommendation; the same applies to those doctors that are new to the Trust.  
 
It is worth noting that recommendations for deferral are made at the RO’s discretion 
and a record of reasons for this request is kept by the MRSO.  
 
Currently a deferral period of 120 days is selected. This is the minimum period of time 
for which a deferral can be requested, as it matches the ‘under notice’ period in which 
a revalidation recommendation can be submitted. Compared to nationwide figures 
released by the GMC, the average requested period is 212 days and for NHS England 
Midlands and East this is 195 days (GMC, June 2014). 

The Trust’s RO has made all recommendations in a timely manner; within the GMC 
‘under notice’ period. Designated bodies in England have made 379 late submissions 
in total (GMC, June 2014) with NHS England Midlands and East being responsible for 
68 of these.  

It is evident therefore that in comparison with other organisations, the Trust is 
sufficiently meeting this objective. 
 
4. Framework for Quality Assurance (FQA) 
In previous years every designated body had completed Organisational Readiness 
Self-Assessment (ORSA), to demonstrate their level of preparedness for delivering 
revalidation. Results of the ORSA for the year ending 31st March 2013 gave the Trust 
a RAG rating of Green. 
 
Now that revalidation is progressing, there is a similar need to provide assurance that 
the systems and processes in place comply with the requirements of the RO 



Regulations. This has led to the development of the FQA which includes the AOA 
exercise and Statement of Compliance. 
 
The aim of the AOA is to provide a tool that helps RO’s assure themselves and their 
Boards that the systems underpinning the recommendations they make to the GMC 
on doctors’ fitness to practise, the arrangements for medical appraisal and responding 
to concerns, are in place. This will also provide a mechanism for assuring these 
systems are effective and consistent. The Trust submitted its first AOA on 16th May 
2014 and the only unfavourable responses given were in respect of the following:  
 
• 2.3 - Every doctor with a missed or incomplete medical appraisal has an 

explanation recorded 
• 2.7 - Appraisers are supported in their role to calibrate and quality-assure their 

practice. 
 
In order to address these points an action plan has been developed which can be 
found in enclosure A.  
 
Given the relatively new introduction of the FQA process, there is no expectation that 
the Trust is fully compliant with each statement at this time.  There is however the 
expectation that the Trust will be fully engaged with the process and has a plan in 
place (enclosure A) to ensure compliance by the time of the next audit. 
 
5. Other Developments 
Following the last report to board in February, Dr M. Patteril, Consultant Anaethetist 
has been the appointment as Deputy Revalidation Lead. He will join the revalidation 
team which also comprises the Chief Medical Officer, Deputy Chief Medical Officer 
and MRSO forum for discussion to help support further developments in the 
revalidation process. 
 
6. Summary 
The Trust has made progress in ensuring that the appropriate infrastructure is in place 
to support revalidation. However, more needs to be done to ensure the principles are 
robust and fully embedded across the Trust. This will continue to be facilitated by the 
CMO and Deputy CMO as Revalidation Lead, supported by the Deputy Revalidation 
Lead and MRSO. 
 
7. Areas of Risk 
Financial: There are no direct financial consequences to this report. 
HR/Equality & 
Diversity: 

There are no HR/ED implications as medical revalidation is a 
requirement for all doctors. 

Governance: The report provides assurance that the requirements of medical 
revalidation are being met and identifies areas for improvement. 

Legal: Revalidation is a statutory obligation which the Trust is meeting. 
Risk: There are no areas of risk apparent at the present time as the 

Trust is compliant with requirements; the risk arises out of failing 
to comply in that this could impact negatively on the patient 
experience and the Trust’s reputation. 

8. Governance  
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The Trust is under a statutory obligation to comply with revalidation and it is a core 
element of the quality governance agenda.  It is for this reason that reports are made 
to Trust Board in order that members are assured that statutory provisions are being 
met and that quality governance arrangements are robust. 
 
9. Responsibility 
Meghana Pandit, Chief Medical Officer and Responsible Officer  
 
10. Recommendations 
The Trust Board is asked to NOTE the report and the requirement to share it with the 
higher level RO (NHS England Regional Medical Director – Midlands and East) and to 
RAISE any queries or concerns.  
 
The Board is also asked to APPROVE the action plan at Enclosure A and APPROVE 
the ‘Statement of Compliance’ (Enclosure B) confirming that the Trust as a designated 
body is compliant with regulations. 
 
Enclosures 
Enclosure A - Action Plan 
Enclosure B - Designated Body Statement of Compliance 



Agenda Item XX Enclosure A 

Action Plan 
Issue Action Timescale Responsible Assurance 

80 doctors still to 
participate in RMS 

training. 

Continue to communicate the 
requirement to participate and 
possible repercussions of failure to 
engage. 
Escalation to non-engagement if 
deemed appropriate. 

End of September 2014 MRSO 
Deputy Revalidation 
Lead  
Revalidation Lead  
 

All doctors with active 
accounts on RMS. 

Medical Appraisal 
Policy due for review 

Update the policy to reflect the 
implementation of the RMS and 
ensure this is in alignment with NHS 
England’s medical appraisal policy. 

− Review date: November 
2014 

− Scheduled for Human 
Resources, Equality and 
Diversity Committee in 
September 2014 

− Scheduled for consideration 
at Medical Negotiating 
Committee October 2014 

MRSO  
Reviewed by 
Revalidation Lead 

Uploaded on eLibrary 
following approval by 
Corporate Business 
Records Committee 

Quality Assurance of 
Appraisers 

Six monthly Appraiser Support 
Group Meeting set up to provide 
support, the opportunity to share 
experiences and calibrate 
appraisals. 

November 2014 Revalidation Lead  
& Deputy 
Revalidation Lead 

Meetings scheduled and 
communicated out to 
appraisers. 
Minutes and action plans 

Develop and implement in-house 
training for ‘revalidation – ready’ 
appraisers. To ensure the continued 
supply of quality trained medical 
appraisers 

September 2014 Revalidation Lead & 
Deputy Revalidation 
Lead assisted by 
MRSO & Learning 
and Development 
Team 

 

Quality Assurance of 
Appraisals 

 

Compile QA into a report and share 
outcomes with appraisers 

October 2014 MRSO Minutes of Appraiser 
Support Group Meeting 

Utilisation of the RMS report 
functions. 

February 2015 MRSO Monitoring of system and 
advanced  reviewed for 
inclusion in report 

 



More sophisticated data  
The 

acquisition/sharing 
of up-to-date 

information on 
prescribed 

connections within 
the Trust and 
to/from other 

organisations. 

Ensure revalidation engagement 
checks (requesting name of last RO, 
signed copy of last appraisal/s and 
revalidation date) are included in 
pre-employment checks to establish 
prescribed connections in a timely 
manner. 
Inclusion of a HR member of staff in 
Revalidation Team.  

February 2015 Revalidation Team 
& 
HR Director 

Meeting minutes and 
action plans. 
Sending of required 
information to MRSO 
before employee begins 
at Trust rather than in 
retrospect. 

Audit of all missed 
or incomplete 

appraisals 

With use of RMS, implement a 
robust process of gaining assurance 
from individuals who appear to be 
falling behind in the revalidation 
process 

February 2015 MRSO supported 
by Revalidation 
Team 

Record of reasons and 
more accurate data to 
present to board along 
with better figures for next 
AOA. 

Lack of reflection 
shown in appraisal 

Input process of reflection to follow 
Workshops  

2015 QA of appraisals Revalidation Team Number of doctors shown 
to be reflecting increases 
for 2015 QA. 

Need for MRSO 
procedures back-up 

Development of Strategic Operating 
Procedures 
and hiring of additional 
administrative support (latter already 
agreed under the Quality Strategy) 

February 2015 MRSO 
 

SOP’s Approved by 
Associate Director of 
Governance 

 



Agenda Item XX Enclosure B 

 
Designated Body Statement of Compliance 

 
The Board of University Hospitals Coventry and Warwickshire, NHS Trust has 
carried out and submitted an Annual Organisational Audit (AOA) of its compliance with 
The Medical Profession (Responsible Officers) Regulations 2010 (as amended in 
2013) and can confirm that: 
 

1. A licensed medical practitioner with appropriate training and suitable capacity 
has been nominated or appointed as a responsible officer;  

Mrs Meghana Pandit completed all modules of RO training in 2012 and 
continues to participate in the RO Network, also attending the RO annual 
conference in May. 

 
2. An accurate record of all licensed medical practitioners with a prescribed 

connection to the designated body is maintained;  

The MRSO keeps an accurate record using starter and leaver information 
provided by HR on a monthly basis. 

 
3. There are sufficient numbers of trained appraisers to carry out annual medical 

appraisals for all licensed medical practitioners;  

UHCW currently has 70 trained appraisers. The ratio of revalidation ready 
appraisers to doctors in the Trust is 1:7. A value between 1:5 and 1:20 is 
deemed sufficient under NHS England guidelines.  
There is a plan in place to deliver in house training on a 6 monthly basis to 
ensure this ratio is maintained. 

 
4. Medical appraisers participate in ongoing performance review and training / 

development activities, to include peer review and calibration of professional 
judgements (Quality Assurance of Medical Appraisers or equivalent);  

Currently no formal forum for this – refer to action plan Enclosure A 

 
5. All licensed medical practitioners2 either have an annual appraisal in keeping 

with GMC requirements (MAG or equivalent) or, where this does not occur, 
there is full understanding of the reasons why and suitable action taken;  

This is currently under review and will be assisted in theory with the 
implementation of the RMS. 

 
 

 
1 Doctors with a prescribed connection to the designated body on the date of reporting 

                                                 



6. There are effective systems in place for monitoring the conduct and 
performance of all licensed medical practitioners1, which includes [but is not 
limited to] monitoring: in-house training, clinical outcomes data, significant 
events, complaints, and feedback from patients and colleagues, ensuring that 
information about these is provided for doctors to include at their appraisal;  

The MRSO provides doctors with significant event and complaints data pulled 
from the Trusts risk management database (Datix). 
Quality improvement and patient safety meeting attendance can also be 
obtained from the MRSO. 
Mandatory training is logged on ESR and is therefore readily accessible to 
individuals. 
Equiniti 360 Clinical are the Trusts providers of multi-source feedback and any 
doctor requiring an assessment is registered accordingly. 

 
7. There is a process established for responding to concerns about any licensed 

medical practitioners1 fitness to practise;  

There is a ‘Conduct and Capability Concerns in Relation to Medical and 
Dental Staff Procedure’ in place which is inline with national framework 
“Maintaining High Professional Standards in the Modern NHS”  
The procedure provides comprehensive steps and principles for dealing with 
concerns raised regarding doctors and dentists and to enable prompt and 
appropriate action to be taken in the interests of patients, staff and the 
practitioner. 

 
8. There is a process for obtaining and sharing information of note about any 

licensed medical practitioners’ fitness to practise between this organisation’s 
responsible officer and other responsible officers (or persons with appropriate 
governance responsibility) in other places where licensed medical practitioners 
work;  

The MRSO is tasked with the transfer of information using the Medical 
Practice Information Transfer introduced by the NHS Revalidation Support 
Team.  
This is currently requested in excess of one month after employment contracts 
being as starter and leaver information provided retrospectively by HR. A 
more efficient process needs discussion. 

 
9. The appropriate pre-employment background checks (including pre-

engagement for Locums) are carried out to ensure that all licensed medical 
practitioners2 have qualifications and experience appropriate to the work 
performed; and 

Medical staffing undertakes all pre-employment checks prior to being issued 
with a contract. 

 

 



10. A development plan is in place that addresses any identified weaknesses or 
gaps in compliance to the regulations.  

Please see Action Plan – Trust board report July 2014 Enclosure A 

 
Signed on behalf of the designated body 
 
 
Name: Mr Andrew Meehan  Signed: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
[Chairman]  
 
 
 
Name: Mr Andrew Hardy  Signed: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
[Chief Executive]  
 
Date: 30th July 2014 

2 Doctors with a prescribed connection to the designated body on the date of 
reporting. 
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PUBLIC TRUST BOARD PAPER  
 

Title ‘Sign up to Safety’ – launch of a new campaign to strengthen 
patient safety in the NHS  

Author Andy Hardy, Chief Executive Officer  
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer 

Date  30th July 2014 
 
1. Purpose  
This paper seeks the commitment of the Trust Board to the new ‘Sign up to Safety’ 
Campaign and the approval of the proposed safety pledges that are detailed within this 
document.   
 
2. Background and Links to Previous Papers 
The Sign up to Safety campaign is a new campaign aimed at strengthening patient safety 
in the NHS that was launched on the 24th June 2014 and as such no previous papers 
have been received.   The Trust Board is however accustomed to receiving papers 
relating to the patient safety and quality agenda as these are fundamental responsibilities 
of the Boards of all NHS organisations.   
 
3. Narrative 
 
3.1  Background 
On 24th June 2014 the Secretary of State for Health launched a new campaign “to make 
the NHS the safest healthcare system in the world, building on the recommendations of 
the Berwick Advisory Group” as set out in the attached Sign up to Safety letter. 
 
The campaign sets out a 3-year shared objective to save 6,000 lives and halve avoidable 
harm, and is a campaign that will transcend organisational boundaries and will align the 
whole system to achieving the shared ambition. 
 
The Chief Executive Officers of all NHS organisations are invited to set out what their 
organisation will do to strengthen patient safety by:  
 
 Setting out the actions the organisation will undertake in response to five key 

pledges and agreeing to publish this on the organisation’s website for staff, 
patients and the public to see.  

 
 Committing to turn their proposed actions into a Safety Improvement Plan which 

will show how the organisation intends to save lives and reduce harm for patients 
over the next 3 years.  

 
 Within the Safety Improvement Plan we are asked to identify the patient safety 

improvement areas that we will focus on.  
 
Support will be available nationally for this as is detailed within sections 5 and 6 of the 
Sign up Pack which is attached.   
 



The campaign also wants organisations to commit to enhancing capacity and capability 
for safety improvement. For example, by supporting a number of staff, (they quote 3 each 
year for an average trust), to be safety leaders or champions who can lead the 
improvement work and who will be able to share their knowledge with the next generation 
of safety leaders.  
 
3.2 Safety Pledges 
The Trust’s draft safety pledges are set out in the table below; they describe the actions 
that the Trust will take over the next 3-years in response to the list of 5- safety pledges 
and once approved, will be published on the Trust’s website.  Following on from this, the 
pledges will be turned into a Safety Improvement Plan aimed at saving lives and reducing 
harm to patients over the next 3-years. 
Some of the pledges relate to the excellent work that is already underway; others are 
aspirational and are intended to support our Together Towards World Class programme. 
The Trust Board is asked to consider and approve the safety pledges as set out below, 
following which the Trust will formally ‘sign-up’ via the Sign up to Safety website. 
 

 
1. Put safety first. Commit to reduce avoidable harm in the NHS by half and make 

public our goals and plans developed locally. We will: 
 
• Work to achieve our vision of delivering world class levels of patient safety 

 
• Accomplish the patient safety priorities set out publicly in our Quality Account 

2013-2014 and in our Quality Strategy, namely: 
 

Achieve consistency and accurate conveyance of knowledge and information 
between all multidisciplinary team members by the utilisation of our electronic 
handover tool which is available to all staff. 
The aim of clinical handover is to achieve efficient transfer of high quality, 
comprehensive information when patient responsibility changes. Inadequate 
handover of clinical information carries significant risk for patients, clinicians 
and the organisation as a whole.  Current handover practices in the Trust vary 
in format and process.  Our aim is to develop a robust handover policy, 
communicate and roll out training and then measure and improve compliance 
with the electronic handover tool. 
 

• Re-launch the Sepsis 6 campaign which was designed to improve the reliability of 
sepsis care for patients.  Our aim is to raise awareness of this common, but often 
unrecognised condition and thereby reduce the mortality rate of those affected.  
We will provide training for not only healthcare professionals but also the wider 
public and patients in the recognition and immediate actions to take if they suspect 
sepsis. 

 
• Continue to implement our Getting Emergency Care Right campaign to ensure 

patients get the right care, at the right time, in the right location. 
 

• Ensure safe staffing - a critical component to safety is the greater focus on the 
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right staff in the right place to ensure that high standards of care are delivered.  
We have a long history of using the Safer Nursing Care Tool (SNCT) and 
workforce planning to support strategic and operational staffing to meet patient 
demand.  This program will be developed and enhanced including greater 
transparency within and outside the organisation to ensure safer staffing.  

 
• Continue to implement programmes to reduce harm – we have embedded the 

Patient Safety Thermometer (PST) which is a key tool in understanding patient 
harm and improvement areas.  A steady rise in our PST scores from the low 90s to 
being consistently above 95% harm free care has occurred.  Our ambition is to 
further refine safety programs in harms to reduce them in all areas to 98% harm 
free care, so our patients and community have a clear view of our ambition to 
improve safety. 
 

• Develop and enhance further technological solutions for patient safety.  We will 
upgrade the VitalPac monitoring system for patient observations and introduce 
more bedside solutions and alerts to help staff monitoring and identifying patient 
risk.  This will feed performance datasets to continue to drive up safety standards. 

 
2. Continually learn. Make our organisation more resilient to risks, by acting on the 

feedback from patients and by constantly measuring and monitoring how safe our 
services are. We will: 
 

• Strengthen our current learning processes by: 
o Expanding and advertising our Clinical Evidence-Based Information Service 

(CEBIS) to improve evidenced based clinical decision-making.  
o Utilising CEBIS to identify national and international safety excellence and 

develop local initiatives that build on that learning. 
o Building upon the success to date of our primary and secondary mortality 

review system. 
o Fully utilising the modules and enhancements to our risk management 

system (Datix) to ensure incidents, complaints and claims are efficiently 
reviewed and acted upon and staff receive timely feedback.  We aim 
specifically to improve the reporting uptake and direct feedback for our 
doctors in training so that we maximise the learning opportunity available 
through this group of staff. 

 
• Continue to learn from our hospital-acquired pressure ulcers and falls incidents to 

minimise the risk to our patients and work collaboratively with our health partners 
to share our initiatives. 

 
• Learn from our patient feedback system, “Impressions” and the Friends & Family 

Test (FFT), what it is that our patients and families expect of us and work with 
them to improve those services. 

 
• Publish information relating to patient feedback and complaints. 

 
• Introduce the concept of “always events” to the organisation, i.e. we pledge to 

always….  We plan to start with a Theatre Always Events list which will become a 
poster on display in all of our theatres to remind staff of their pledge.  We aim then 
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to roll this out to other departments, both clinical and non-clinical so that staff can 
pledge their own always events. 

 
3. Honesty. Be transparent with people about our progress to tackle patient safety 
issues and support staff to be candid with patients and their families if something goes 
wrong. We will: 
 
• Communicate fully with patients and families when things go wrong and develop 

our existing processes to fully implement the new “Duty of Candour”, monitoring 
those processes to ensure openness and transparency are the norm. 

 
• Provide training for staff to equip them to be able to manage difficult conversations 

with patients and families when adverse incidents occur. 
 

• Further promote our Putting Patients First leaflets to encourage our patients and 
families to speak up with their questions and concerns so that they are fully 
involved with their care – ‘no decision about me without me’. 

 
• Publish our quality and safety outcomes to patients and the public. 

 
• Continue to ask our patients via our feedback system ‘Impressions’ whether they 

felt safe in our care. 
 
4. Collaborate. Take a leading role in supporting local collaborative learning, so that 
improvements are made across all of the local services that patients use. We will: 
 
• Share our experience of Human Factors training and initiatives to support the 

national Clinical Human Factors Group in establishing a resource centre and 
knowledge network for human factors thinking to improve patient safety. 

 
• Engage with our local commissioners and other health providers by attending the 

quarterly Learning Forum, taking the lead in areas such as root cause analysis 
tools and templates, falls prevention and pressure ulcer prevention. 

 
• Continue to support the National Institute of Health Research Collaborations for 

Leadership in Applied Health Research and Care West Midlands (NIHR CLAHRC 
WM), whose aim is to conduct imaginative, high-quality health service evaluations 
to improve patient care.  This is a collaboration of patients and the public, service 
personnel and applied health researchers. 

 
• Work with our international and national partners on the Dr Foster Global 

Comparators programme to continually improve quality and safety.  Current 
collaborations include sharing our work on reducing sepsis. 

 
 
5. Support. Help people understand why things go wrong and how to put them right. 
Give staff the time and support to improve and celebrate the progress. We will: 

 
• Establish an online staff “library” of key learning from serious incident 
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investigations 
 
• Nominate and train quality/safety champions in all departments and specialties. 

 
• Celebrate the success of our staff by encouraging nominations in various 

categories and recognising and rewarding them at our annual Outstanding Service 
and Care Award (OSCA’s) ceremony. 

 
• Conduct regular Executive Quality Walkrounds, enabling staff and patients to 

discuss safety concerns directly with our Board members. 
 

• Introduce a system of awards for quality, which celebrates (through systematic 
monitoring and inspection) world class safe quality care, excellent quality 
governance and world class patient experience. 

 
4. Areas of Risk 
 
There are no areas of risk arising out of developing the safety pledges as they build upon 
existing work and provide the Trust with aspirational goals which will support the 
Together Towards World Class organisational development programme.  The main risk 
arises out of failing to approve the pledges and not signing up to the campaign in terms of 
the Trust’s reputation. 
 
5. Governance  
 
The Patient Safety Improvement plan will be submitted to the Trust Board for approval 
once developed, with the recommendation that progress be monitored by the Patient 
Safety Committee, with quarterly updates to the Quality Governance Committee. 
 
6. Responsibility 
 
Andy Hardy, Chief Executive Officer 
Meghana Pandit, Chief Medical Officer 
 
7. Recommendations 
 
The Board is invited to: 
 

1. Note the requirements of the Sign up to Safety campaign and the next steps as 
outlined in the paper. 

2. Commit to signing up to the Campaign 
3. Approve the Safety Pledges 
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CAMPAIGN LAUNCH 
 




 

Chief Executives of NHS Trusts and NHS Foundation Trusts,  

Chief Officers of Clinical Commission Groups, and through them General Practitioners and General 

Practice Managers, 

NHS England Area Teams,  

Other providers of NHS-funded healthcare,  

 

24 June 2014 

Dear Colleague, 

Sign up to Safety – launch of a new campaign to strengthen patient safety in the NHS 

Today, the Secretary of State for Health launched a new campaign to make the NHS the safest 

healthcare system in the world, building on the recommendations of the Berwick Advisory Group.  

The campaign has set out a 3-year shared objective to save 6,000 lives and halve avoidable harm as 

part of our journey towards ensuring patients get harm free care every time, everywhere.   

The Sign up to Safety campaign is for everyone in the NHS. We want the campaign to generate a 

movement which places the safety of patients as a top priority in everything that we do. We have all 

agreed to sign up to safety and have made a commitment to align our organisations’ work with the 

campaign.  

We hope that you will wholeheartedly support the campaign and sign up to become part of creating 

the movement for safety. We ask you to harness the talent and enthusiasm within your organisation 

and connect with others across the NHS.  

 



 

 

The power to make enduring changes, which can have huge impact on the patients we serve, will 

come from your willingness to commit to this campaign, your support for ideas that arise from your 

people, and from excellent implementation.  

We ask you to join us and to give your personal support to this important initiative.  

Yours sincerely,  

       

 

 

David Behan, Chief Executive    David Bennett, Chief Executive  

Care Quality Commission    Monitor 

  

      

    

 

David Dalton, Chief Executive    Catherine Dixon, Chief Executive 

Salford Royal NHS Foundation Trust   NHS Litigation Authority 

 

 

 

     

 

David Flory, Chief Executive    Simon Stevens, Chief Executive 

NHS Trust Development Authority   NHS England  

 

 

 

 

 

 



 

 

Annex 1 

What does Sign up to Safety mean? 

 

Our vision is for the whole NHS to become the safest healthcare system in the world, aiming to 

deliver harm free care for every patient every time. This means aligning all the activities and 

programmes of our organisations to achieve this single common purpose. 

As Chief Executive or leader of your organisation, we invite you to set out what your organisation 

will do to strengthen patient safety by  

 Setting out the actions your organisation will undertake in response to the five key pledges 

(Annex 2) and agree to publish this on your organisation’s website for staff, patients and the 

public to see.  You may like to share and compare your ideas before you publish and support 

will be available to you.  

 Committing to turn your proposed actions into a safety improvement plan which will show 

how your organisation intends to save lives and reduce harm for patients over the next 3 

years. Again, support will be available, if you wish to access it, to assist in the description of 

these plans. 

 Within your safety improvement plan you will be asked to identify the patient safety 

improvement areas you will focus on.  You will be supported to identify 2 or more areas 

from a national menu of high priority issues and 2 or more from your own local priorities. 

 

Additionally: 

 As described in the ‘Berwick Review’ it is essential that boards and other leaders of 

organisations understand all of the ways to really know how safe their organisation is.  We 

anticipate that boards and leaders will wish to review their practices against the ‘gold 

standard’ approaches cited in the document ‘The Measurement and Monitoring of Safety’ 

by Charles Vincent et al. (http://www.health.org.uk/publications/the-measurement-and-

monitoring-of-safety/). We will ask for your support to do this. 

 We know you understand the importance and power of measurement to support 

improvement.  It is vital that our measures are standardised, simple and in widespread use 

already.  We know new and improved measurement tools are under construction but until 

these are available our measures should include existing methodologies, such as the 

mortality measures and the NHS Safety Thermometers.  We will ask for your agreement to 

use nationally agreed methods to measure relevant harms and improvement. 

 We would like you to commit to enhancing capacity and capability in the NHS for safety 

improvement. For example, we would expect you to support a number of your staff, perhaps 

3 each year for an average trust, to be safety leaders or champions who can lead your 

improvement work and who will be able to share their knowledge with the next generation 

of safety leaders.  We anticipate that this will, for example, support the development of the 

5,000 strong ‘Fellows’ Programme that NHS England is developing. 

 We would also like you to adopt or adapt a ‘safety briefing’ for all patients so that they may 

understand how to be active in support of their own safe care in the NHS. We will provide 

more details on this as part of the campaign. 

http://www.health.org.uk/publications/the-measurement-and-monitoring-of-safety/
http://www.health.org.uk/publications/the-measurement-and-monitoring-of-safety/


 

 

What support is available?  

The campaign team for Sign up to Safety will comprise a small central team who will use social 

movement principles to create a bottom up approach to change and bring together local safety leads 

to ensure the campaign is for all care providers in all care settings. The campaign team will be led by 

Dr Suzette Woodward, Campaign Director.   

A National Co-ordination and Support Group, chaired by Sir David Dalton will provide cross system 

support and ensure overall co-ordination, brand and leadership support for all the national patient 

safety initiatives including the patient safety collaborative programme, the Safety Action for England 

team (see below) and the safety fellows.   

Improvement support and advice will be initially provided by the Improvement Alliance - a 

combination of improvement and measurement experts from across the NHS.  This will be enhanced 

by the collaborative programme and safety fellows as they are developed and recruited.  

 

Other Information 

NHS Litigation Authority Contribution  

The NHS Litigation Authority (NHS LA) will support those organisations who have patient safety 

improvement plans which demonstrate a reduction in their higher volume, higher value claims.  The 

NHS LA is committed to support these organisations financially. 

Intensive support  

A new Safety Action for England (SAFE) team will be developed to provide short-term support to 

individual trusts in the area of patient safety. Modelled on the existing emergency and elective care 

intensive support teams, the SAFE team will provide trusts with a clinical and managerial resource to 

assist and develop organisational and staff capabilities to help improve the delivery of safe 

treatment and care. The team will be piloted later this year.  

Transparency  

A new suite of hospital patient safety data on NHS Choices has also been launched today. The 

website provides hospital level patient safety data in a tabular form and trusts can be compared 

against each indicator. There are seven indicators, three of which are composites made up of 

subsidiary indicators and each indicator is or will be RAG rated. The seven indicators cover the 

following:  

 Care Quality Commission (CQC) National Standards  

 Open and honest reporting  

 Infection control and cleanliness  

 Patients assessed for risk of blood clots 

 Responding to patient safety alerts 

 Recommended by staff to their relatives and friends 

 Nursing and midwifery staffing levels  

The safety website can be found at: www.nhs.uk 



 

 

Role of other national bodies  

Monitor and the NHS Trust Development Authority are supporting this campaign and will coordinate 

their efforts to offer advice on sources of support, expertise and information to participating NHS 

Trusts and NHS Foundation Trusts developing their improvement plans for patient safety.  The work 

of NHS Improvement Quality through the Patient Safety Collaborative Programme and more widely 

will be aligned to this campaign. 

CQC has agreed to review trusts improvement plans for safety as part of its inspection programme. 

CQC will not offer a judgment on the plans themselves but consider them as a key source of 

evidence for trusts to demonstrate how they are meeting the expectations of the five domains of 

safety and quality.  

 

What to do next?  

Visit the Sign up to Safety website (www.SignuptoSafety.nhs.uk) where you will find more 

information about the campaign and what you need to do to sign up your organisation. There are 

also resources to download to help kick off your local communications work, information about 

what the first 12 Sign up to Safety trusts are doing locally with their campaign, and links to useful 

patient safety improvement tools and resources. You can join the patient safety conversation on 

Twitter at #SignuptoSafety @SignuptoSafety.  

http://www.signuptosafety.nhs.uk/
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The five ‘Sign up to Safety’ pledges 

 

By signing up, the trusts have pledged a commitment to: 

 

 Put safety first.  Commit to reduce avoidable harm in the NHS by half and make 

public the goals and plans developed locally. 

 

 Continually learn.  Make their organisations more resilient to risks, by acting on the 

feedback from patients and by constantly measuring and monitoring how safe their 

services are. 

 

 Honesty. Be transparent with people about our progress to tackle patient safety 

issues and support staff to be candid with patients and their families if something 

goes wrong. 

 

 Collaborate.  Take a leading role in supporting local collaborative learning, so that 

improvements are made across all of the local services that patients use. 

 

 Support. Help people understand why things go wrong and how to put them right.  

Give staff the time and support to improve and celebrate the progress.  
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SIGN UP PACK 
 
 
 

 
Welcome to Sign up to Safety 
 
Listen, Learn, Act 
 
Listening to patients, carers and staff, learning from what they say when things go 
wrong and take action to improve patients’ safety.  
 
Our vision is for the whole NHS to become the safest healthcare system in the world, aiming to deliver 
harm free care for every patient every time. This means taking all the activities and programmes that 
each of our organisations undertake and aligning them with this single common purpose. Sign up to 
Safety has an ambition of halving avoidable harm in the NHS over the next three years and saving 
6,000 lives as a result 
 
As Chief Executive or leader of your organisation, we invite you sign up to the campaign by setting 
out what your organisation will do to strengthen patient safety by  
 

• Describing the actions your organisation will undertake in response to the five Sign up to 
Safety pledges (see page 3 and 4) and agree to publish this on your organisation’s website for 
staff, patients and the public to see. You may like to share and compare your ideas before you 
publish – this support will be available to you.  

• Committing to turn your proposed actions into a safety improvement plan which will show 
how your organisation intends to save lives and reduce harm for patients over the next 3 years. 
Again, support will be available, if you wish to access it, to assist in the description of these 
plans. 

• Within your safety improvement plan you will be asked to identify the patient safety 
improvement areas you will focus on. You will be supported to identify 2 or more areas from a 
national menu of high priority issues and 2 or more from your own local priorities. 

 
To officially sign up your organisation to the campaign, please complete the following sign up form 
and return via email to england.signuptosafety@nhs.net or post to Sign up to Safety, Skipton House, 
Area 2B, 80 London Road, London SE1 6LH 
 
 

mailto:england.signuptosafety@nhs.net
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SIGN UP FORM 
 
 

 

Organisation name:  
 
 

 
In signing up, we commit to strengthening our patient safety by: 

• Describing the actions (on the following pages) we will undertake in response to the five 
campaign pledges  

• Committing to turn these actions into a safety improvement plan which will show how our 
organisation intends to save lives and reduce harm for patients over the next three years.  

• Identify the patient safety improvement areas we will focus on within the safety plans.  
• Engage our local community, patients and staff to ensure that the focus of our plan reflects 

what is important to our community  
• Make public our plan and update regularly on our progress against it.  

 

Chief Executive Sponsor: 
 
 

Name    Signature                   Date 

 

Please tell who will be the key contact in your organisation for Sign up to Safety: 
 

Title: 
 
 

First name:  Last name: 
 

Email: 
 
 

Job title: 
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The five Sign up to Safety pledges 
 
1. Put safety first. Commit to reduce avoidable harm in the NHS by half and make public our goals 
and plans developed locally. 
We will 
 

 
 

 
 
 
 
 

 
 
 

2. Continually learn. Make our organisation more resilient to risks, by acting on the feedback from 
patients and by constantly measuring and monitoring how safe our services are. 
We will 
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3. Honesty. Be transparent with people about our progress to tackle patient safety issues and support 
staff to be candid with patients and their families if something goes wrong. 
We will 

 

 
 

 
 
 
 
 

 
 
 

4. Collaborate. Take a leading role in supporting local collaborative learning, so that improvements 
are made across all of the local services that patients use. 
We will 
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5. Support. Help people understand why things go wrong and how to put them right. Give staff the 
time and support to improve and celebrate the progress. 
We will 
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FREQUENTLY ASKED QUESTIONS 
 
 

 

1. What is Sign up to Safety? 
 
Sign up to Safety is a campaign that aims to make the NHS the safest healthcare system in the world, 
building on the recommendations of the Berwick Advisory Group. The ambition is to halve avoidable harm 
in the NHS over the next three years and save 6,000 lives as a result. By signing up to the campaign 
organisations commit to listening to patients, carers and staff, learning from what they say when things go 
wrong and taking action to improve patient’s safety helping to ensure patients get harm free care every 
time, everywhere.  
 

2. What does Sign up to Safety mean? 
 
This campaign and its mission are bigger and much more important than any individual’s or organisations’ 
programmes or activities. We want to establish and deliver a single vision for the whole NHS to become the 
safest healthcare system in the world, aiming to deliver harm free care for every patient every time. This 
means taking all the activities and programmes that organisations currently own and aligning them with 
this single common purpose. 
 

3. What is different about Sign up to Safety from previous campaigns? 
 
What is unique and fundamentally different is that this campaign is for everyone. It transcends 
organisational boundaries and will align the whole system to achieving our shared ambition. There will be 
no targets or ‘performance management’ from the centre – the energy, ideas and expertise will be found 
deep inside the NHS and within your organisation. The Chief Executives of NHS England, the Care Quality 
Commission (CQC), the NHS Trust Development Authority, Monitor, NHS Improving Quality (NHS IQ) and 
the NHS Litigation Authority (NHS LA) have all signed up to align their work with this campaign.  
 
The idea is to harness the talent and enthusiasm within organisations and connect this to others in our 
National Health Service. 
 

4. Who can sign up to the campaign? 
 
Sign up to Safety is for everyone, everywhere. Whether you work in primary, secondary, or tertiary care; 
whether you work in acute, mental health, learning disabilities, ambulance, or community care settings; 
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whether you work in a national body or a general practice, Sign up to Safety applies to you.  
 

5. How is the campaign being organised and supported? 
 
A National Co-ordinating and Support Group has been established, chaired by Sir David Dalton who is 
supported by Dr Suzette Woodward as Campaign Director. 
 
The following national organisations have committed to system wide support of Sign up to Safety: 
 
• NHS England will provide expert clinical patient safety input to the development of improvement plans 

and framework for plan assessment. They will also play a key leadership role in the campaign and will 
ensure all their programmes of work described above are actively working to support the campaign. 

• Monitor and the NHS Trust Development Authority will offer leadership and advice to trusts and 
foundation trusts who participate in Sign up to Safety and who will develop and own locally their 
improvement plans. They will also sign post to partner organisations for specific expertise where 
required.  

• NHS Litigation Authority which indemnifies NHS organisations against the cost of claims, will review 
trusts’ plans and if the plans are robust and will reduce claims, they will receive a financial incentive to 
support implementation of the plan. Any savings made in this way will be redirected into frontline care. 
This is just one way that we can tackle some of the financial costs of poor care. Any savings made in 
this way will be redirected into frontline care. 

• The Care Quality Commission will support trusts signed up by reviewing their improvement plans for 
safety as part of its inspection programme. CQC will not offer a judgment on the plans themselves but 
consider them as a key source of evidence for Trusts to demonstrate how they are meeting the 
expectations of the five domains of safety and quality. 

• The Department of Health will provide Government-level support to the campaign and work with the 
Sign up to Safety partners to ensure that the policy framework does all it can to support the campaign 
and the development of a culture of safer care. 
 

6. What support is available to organisations who sign up to the campaign? 
 
The National partners will work together with improvement experts to establish what a good improvement 
plan looks like and to support organisations to learn from each other in drawing up and delivering theirs. It 
is crucial that the leadership of the campaign is exercised locally but equally that this work is completely 
aligned with and mutually supportive of the work that is already underway or planned in relation to patient 
safety improvement.  
 
In this first phase, an ‘Alliance of Improvement Experts’ will be asked to come together and offer provider 
organisations who sign up the opportunity to have improvement support and advice. The Improvement 
Alliance will also combine their sign up coaching with supporting the local patient safety collaborative to 
help enhance and align the activities of both. The level of advice and support will depend on what local 
organisations ask for, but the Improvement Alliance will act to bolster the development of these linked 
initiatives where they can, transferring skills to collaboratives and provider organisations, as well as 
supporting the development of the Patient Safety Fellows Programme. 
 
Over time we expect that the Campaign will be self-supporting as capacity is created locally to harness 
enthusiasm and develop capability, not least through the developing patient safety collaboratives.   
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At the outset of the campaign a National Co-ordinating and Support Group will be established chaired by 
Sir David Dalton, with NHS England leadership provided by Dr Mike Durkin. The CQC, Monitor, the NHS LA 
and TDA will be part of the Group alongside representation from professional bodies, patient groups and 
improvement experts. The Group will encourage organisations to commit to the campaign and will listen to 
what they need for support. The Group will also work to ensure the alignment with and support the 
establishment of related system activities including the patient safety collaborative programme, the Patient 
Safety Fellows Programme and the core development and support activity of the Trust development 
Authority and Monitor already in place. It is crucial that this campaign is seen as bringing the activity of the 
whole system together with a common and urgent single purpose. 
 

7. How should organisations get patients, families and carers involved in Sign up to Safety 
 
We strongly encourage organisations that sign up to be actively engaging with patients in a meaningful 
and productive way. Patients, their families and carers have a vital role in patient safety and their perception 
of safety and opinions on where improvement can be made should form part of the development of the 
improvement plans. Their opinions are one of the most powerful influencers of other people and their 
choices and their voice a powerful force for change if listened to and learned from. This could be through a 
patient suggestion scheme, inviting patient representatives to be part of committees or forums to develop 
the plans, holding consultation events etc. More suggestions on including patients in the campaign are 
available on the website and case studies will be added as more and more organisations sign up to the 
campaign. 
 

8. How does Sign up to Safety align with other patient safety programmes and initiatives? 
 
The following linked initiatives to improve patient safety will be aligned with the campaign so that the 
whole system supports involvement. 
 
Patient Safety collaboratives – These are regionally based safety improvement networks led by Academic 
Health Science Networks that will work across whole local systems and all health care sectors, to deliver 
locally designed safety improvement programmes drawing on recognised evidence based methods. They 
will begin their work later in the year. Organisations that sign up to safety can commit to join their local 
collaborative as part of their plan (although they are open to all organisations).  
 
Patient safety Fellows – work is underway to create a group of 5,000 respected, enthusiastic and effective 
safety improvers who will become the backbone of patient safety improvement over the coming decade, 
making an active contribution to improving safety. The group will launch later this year and organisations 
who participate in Sign up to Safety are involved in the collaboratives will benefit from the expertise of the 
fellows and can also support their own staff to become fellows. 
 
New National Reporting and Learning System (NRLS) – work is underway to review and re-commission the 
NRLS. We already have the world’s most comprehensive incident reporting system and this will be 
developed further to make incident reporting as easy, effective and rewarding as possible, so that learning 
and improvement continue to grow across the system.  
 
SAFE team – A new Safety Action for England team will be developed to provide short-term support to 
individual trusts in the area of patient safety. SAFE will provide trusts with a clinical and managerial resource 
to help to develop organisational and staff capabilities to help improve the delivery of safe treatment and 
care. SAFE will be piloted later this year and could help support signed up organisations, and others, who 
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require additional help. 
 
Safety website – A new set of hospital patient safety data is now available on NHS Choices enabling trusts 
to be compared against each indicator. Putting key safety information into the public domain supporting 
transparency and helping patients to make informed choices about their care and exercise their right to 
challenge their local healthcare providers on safety issues. Organisations that have signed up to safety can 
use this public data to inform their plans and conversations with their local communities. 
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PUBLIC TRUST BOARD PAPER  
 

Title Together Towards World Class – Progress Update 
Author Donna Griffiths, Associate Director of Human Resources  & 

Organisational Development 
Responsible 
Chief Officer 

Andy Hardy, Chief Executive Officer 

Date  30th July 2014 
 
1. Purpose  
 
This paper provides an update on the progress that has been made towards 
implementing the Together Towards World Class (TTWC) Organisational Development 
Programme since March 2014, and the continuing actions that are planned to take place 
between August and October 2014.  
 
2. Background and Links to Previous Papers 
 
The Trust Board last received an update against the TTWC programme at the March 
Public Trust Board meeting following the launch on 3rd March 2014.   
 
3. Narrative 
 

3.1 Listening Events 

Twenty 2-hour ‘listening events’ were held during April and May to help shape the 
programme and these were attended by 327 staff comprising a wide range of specialities, 
departments, staff groups and professions. 

Over 1,500 pieces of feedback, ideas and suggestions for improvement were gathered 
through these events and in addition, feedback was also gathered on the behaviours that 
staff associate with each of the Trust values. Throughout June and July, the 
Organisational Development (OD) Team, with the support of a researcher from Warwick 
Business School conducted a thematic analysis (paper-based and using  a research tool 
‘ATLAS’) of the information relating to the World Class Conversations, World Class 
Leadership, World Class Services & World Class Experiences work-streams.  From this 
analysis, key themes have been determined and these were presented to the TTWC 
Programme Board on 17th July 2014. 

Next Steps: 

The Chief Officer for each work-stream is currently reviewing the scope and content of 
their work-streams with the aim of developing a 12-month plan which will be presented to 
the TTWC Programme Board in mid-August 2014.   

3.2 Change Makers  

Change Makers have been appointed and launch events for those that volunteered for the 
role, supported by the Chief HR Officer and OD Team were held on 29th May and 3rd June 
2014.  Change Makers were tasked with ‘continuing the conversation’ in local areas regarding 
the desired behaviours associated with the Trust values in order to ensure that momentum 



was maintained, to enrich and add to the discussions that had taken place at the listening 
events and to demonstrate the keenness to continually engage with staff as opposed to the 
listening events being regarded as one off initiatives.  The information that has been gathered 
by the Change Makers has been included within the overall feedback from the listening events 
and has been subject to the analysis described above. 

Although the Change Makers are relatively new in role, it has been pleasing to note their 
positive practice, both as a collective and by particular individuals.  Examples of this are the 
internal competition ran by the Change Makers in the Women and Childrens’ Group aimed at 
achieving a high response rate to the staff impressions survey (see below) and the opportunity 
taken by another Change Maker at a Nutrition Conference to promote the staff survey to over 
80 attendees.  Further examples are one of the Neuro-radiologists taking the survey to their 
team meeting and undertaking a mini-listening event, and the use of social media by Change 
Makers to send tweets about their role and the positive launch event that they attended. 

A follow-up event for Change Makers was held on 17th July 2014 to evaluate the role, 
celebrate their success in promoting Staff Impressions and the Trust Values; feedback the 
themes and results from the listening events and Staff Impressions, and to consider how they 
could further support the TTWC work streams.   

Next Steps: 

The OD Team is liaising with the work-stream leads to determine how the Change Makers can 
support each area of TTWC going forward.  

A dedicated intranet presence for the Change Makers is also under development to ensure 
they are visible and approachable and they have been asked to complete a pen-portrait 
outlining how they demonstrate the Trust values.  

The first development session, Introduction to Change, has been scheduled for October 2014.   

3.3 Staff Impressions 

The staff ‘Impressions’ survey was launched on 2nd June 2014 and ran until 30th June 
2014, and also incorporated the nationally mandated Family and Friends test for staff. 

Various communication approaches were utilised to encourage staff to complete the 
survey, including a direct all staff email from the Chief Executive Officer and Chief 
Officers, distribution of posters and paper copies of the survey throughout the 
organisation and an on-line survey on the Trust’s intranet site.  Change Makers were also 
utilised to support the roll-out of the survey, promoting this in local areas and departments 
as detailed above.  

Throughout June, Group Management Teams, alongside Directors and Heads of 
Department were provided with a weekly response rate for their areas along with the 
headline results, in order to encourage them to promote completion of the survey in their 
areas.  Change Makers were also provided with the same information to support 
discussions with staff to encourage participation. 
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Next Steps: 

There will be no Corporate Action Plan arising out of the Staff Impressions Survey this 
year as the feedback that has been obtained has been combined with the information 
gathered through the Listening Events and is being utilised to re-scope the TTWC work-
streams. 

Actions will however be taken at local level in response to the survey results, with an 
action planning toolkit, being sent to Group Management Teams, Directors, Heads of 
Department and Change Makers by the end of July 2014.  Action plans are due to be 
returned and published at the end of September 2014 with on-going monitoring and 
governance becoming part of the Quarterly Review process.  

The results of the Staff Family and Friends Test for quarter 1 will be reported to NHS 
England via Unify on the 28th July 2014 in line with requirements.  

4. TTWC Next Steps  

4.1  Feedback to Staff  

On the 16th July 2014 the TTWC Programme Board received recommendations regarding 
methods for feeding back to staff following the Listening Events and Staff Impressions. These 
recommendations were based on feedback given by staff around the best ways to 
communicate with them.  

A multi-channel approach will be utilised throughout September to advise staff of the key 
messages that they have given related to each of the TTWC work-streams, the action that will 
be taken over the next 12-months and the actions that cannot be undertaken at this time.   

This approach will include formal presentations to staff and ‘Back on the Floor’ events 
facilitated by the Chief Officers, TTWC Programme Leads and Change Makers, a special 
version of In-Touch plus (a paper format) and the use of existing communication methods, 
such as all user emails, posters and the intranet. 

4.2 Values and Behaviours  

The feedback on the desired behaviours associated with the underpinning values of the Trust 
that has been gathered and combined with feedback from the listening events has been used 
to develop a set of core behaviours aligned to each value (e.g. you will see UHCW staff being 
compassionate by XYZ).  The Trust’s Values Behaviour Framework that has been developed 
will underpin and direct the work streams in the TTWC programme. 

Additionally, the World Class Leadership Development Group, led by the Chief Operating 
Officer, has used the feedback to develop a draft Leadership Values Behaviours Framework 
and Competency Framework, the latter of which will be taken forward as the basis for any 
leadership development programmes and/or activities.  

The draft UHCW and Leadership Frameworks were presented to TTWC Board in July; the 
finalised versions and associated communications plan will be presented to the TTWC Board 
in August 2014 for approval.  The frameworks will then be ready for launch into the 
organisation through the briefing events in September 2014.  
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At present the draft Leadership Values Behaviour Framework is being tested and 
validated with various groups and the Change Makers are testing the draft Trust-wide 
framework with staff in their local areas throughout July. The Trust-wide framework is also 
being validated with feedback from Independent Advisory Group and the Patient Advisors 
Forum. 
 
5. Areas of Risk 
There are no risks associated with the TTWC Programme at this stage as it has been 
developed and shaped by the Trust’s staff to ensure maximum engagement and is 
progressing in line with plan.  
 
6. Governance  
The TTWC Programme Board will continue to meet on a monthly basis and a further 
progress report will be submitted to the Trust Board in September 2014. 
 
7. Responsibility 
 
Overall Lead: Andy Hardy, Chief Executive Officer 
 
Work-Stream Leads:  
World Class Experience: Meghana Pandit, Chief medical Officer 
World Class Services: Mark Radford, Chief Nursing Officer 
World Class Conversations: Ian Crich, Chief Human Resources Officer 
World Class Leadership: David Eltringham, Chief Operating Officer 
World Class People: Ian Crich, Chief Human Resources Officer 
 
8. Recommendations 
 
[A] The Board is invited to note: 
 

1. the progress made to date in the implementation of the Together Towards  
World Class organisational development programme. 
 

2. The proposed next steps in respect of feeding back to staff and launching the 
Values and Behaviours Framework. 

and  
 
[B] to raise any questions or concerns.  
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Responsible 
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Date  31 July 2014 
 
1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of July 2014. 
 
2. Narrative 
 
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, 24 of the 60 KPIs for which data is available and reported against are 
breaching the standard / target.   
 
Principal performance exceptions by Domain 
 
Excellence in Patient Care and Experience 

• The Trust reported 13 Serious Incidents in June. 
• The Trust reported one Overdue Serious Incident in June. 
• The Trust reported three grade 3 Pressure Ulcers in June. 
• The number of last minute non-clinical cancelled ops (elective) was 2.58% (160 

cancellations) for June. 
• Five patients breached the 28 day guarantee for treatment following elective 

cancellation. 
• Theatre efficiency remains below target in all theatre areas. 

 
Delivery of Value for Money 

• The Trust has a YTD liquidity days ratio of -27.8 compared to a YTD plan of -27.6.  
• The Trust is forecasting £28.2m CIP to be delivered against its target of £33.5m.  

 
Employer of Choice 

• The Trust has recorded a 81.92% Personal Development Reviews (Non-medical 
staff)  

• The Trust has recorded a 74.07% Personal Development Reviews (Medical staff)  - 
within this Consultant only PDRs achieved 88.14% 

• The Trust has recorded 78.00% compliance with Mandatory Training.  This is a 
further marginal increase but remains below target. 



• The Trust has recorded a 3.58% Sickness rate.  This achieves the Trust target of 
4%. 

• The Trust has recorded a 3.6% Sickness rate.  This achieves the Trust target of 4%. 
 

Leading Research Based Health Care Organisation 
 

• The number of patients recruited into NIHR portfolio for 2014/15 is 250 which is 56 
below the newly reduced target. Further details regarding the issues around 
recruitment are given in the relevant slide. 

 
3. Areas of Risk 
 
Key risks are: 
• Delivering the A&E 4 hour standard at 95% or above and the associated impact on 

elective operation cancellation rate. 
• Performance metrics around workforce continue to show improvement in some areas 

but performance in all areas remains below target, particularly Mandatory Training. 
• Failure to deliver the £33.5m CIP target will put delivery of the planned surplus at risk. 

 
 
4. Recommendations 
 
The Board is asked to confirm their understanding of the contents of the June 2014 IPR 
and note the associated actions. 
 
The Board is recommended to sign off the PMR Board Statements on the basis there has 
been no change to their status. 
 
 
Name and Title of Author: Mr J Brotherton, Director of Performance and Programme 
Management 
Date: 24 July 2014 
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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, 24 of the 60 KPIs for which data is available and reported against are breaching the standard / target.   
 
Principal performance exceptions by Domain 
 
Excellence in Patient Care and Experience 
 
• Performance against the A&E 4 hour wait target was below standard for the 2nd consecutive month at 93.01%. 

• The Trust reported 13 Serious Incidents in June. 

• The Trust reported one Overdue Serious Incident in June. 

• The Trust reported three grade 3 Pressure Ulcers in June. 

• The number of last minute non-clinical cancelled ops (elective) was 2.58% (160 cancellations) for June. 

• Five patients breached the 28 day guarantee for treatment following elective cancellation. 

• Theatre efficiency remains below target in all theatre areas. 

 
Delivery of Value for Money 
 
• The Trust has a YTD liquidity days ratio of -27.8 compared to a YTD plan of -27.6.  

• The Trust is forecasting £28.2m CIP to be delivered against its target of £33.5m.  
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Executive Summary 
Summary of performance 

 

Employer of Choice 

• The Trust has recorded a rate of 81.92% for Personal Development Reviews (Non-medical staff)  

• The Trust has recorded a rate of 74.07% for Personal Development Reviews (Medical staff)  - within this Consultant only PDRs 
achieved 88.14% 

• The Trust has recorded 78.00% compliance with Mandatory Training.  This is a further marginal increase but remains below target. 

• The Trust has recorded a 3.58% Sickness rate.  This achieves the Trust target of 4%. 

 

Leading Research Based Health Care Organisation 

• The number of patients recruited into NIHR portfolio for 2014/15 is 250 which is 56 below the newly reduced target. Further details 
regarding the issues around recruitment are given in the relevant slide. 
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Executive Summary 

Trust Scorecard – June 2014 



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: 
 

• Performance against the A&E 4 hour wait target was below standard for the 2nd consecutive month at 93.01%. 

• The Trust reported 13 Serious Incidents in June. 

• The Trust reported one Overdue Serious Incidents in June. 

• The Trust reported three grade 3 Pressure Ulcers in June. 

• The number of last minute non-clinical cancelled ops (elective) was 2.58% (160 cancellations) for June. 

• Five patients breached the 28 day guarantee for treatment following elective cancellation. 

• Theatre efficiency remains below the target  in Main, Day and Rugby Theatres. Further explanation of the metric and 
challenges for each theatre area is contained in the report. 

• The Successful Choose and Book KPI has slightly improved in June with performance now 26.8% which remains significantly 
above the target of 3%.  

• The Friends and Family score for Inpatients (60.26) did not achieve its target. 

• The Friends and Family score for A&E (45.79) did not achieve its target. 

• Friends and Family Maternity (overall summary indicator for  the four individual maternity service touch points). The Trust has 
failed to achieve 15% coverage at two of the four touch points in June. 
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Domain Summary – Excellence in Patient Care and Experience 

10 

Commentary 
 
Indicators in a watching or amber status; 

 

• 18 week RTT standards for admitted and open pathways are deteriorating and pose a performance risk going forwards. 

• There were three overdue CAS alerts for June.  

• The Friends and Family Test A&E coverage is reported at 20.83% which is below the target of 25%. 

• The Friends and Family Test IP coverage was 39.01% and therefore below the Trust’s stretch target of 50%. 

• Deterioration in performance in Theatre utilisation has resulted in the three Theatre areas all being amber for June. 

• Admission of full term babies to Neonatal Care remains in amber. 

• The WHO Safer Surgery Checklist is recorded as 99.88% and therefore in amber status against the target of 100%. 

 

 

The Ward Staffing Levels and Wards in exception report for nursing staff has been included in Appendix 3.   
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Excellence in patient care – area of underperformance 
Serious incidents –number and overdue 

Commentary 

 
Applicable Frameworks/Contracts:  
Trust Development Authority Framework 
 
Serious Incidents (Number) - This is the total number of serious  
incidents that were reported to STEIS within the month. 
These are the serious incidents as monitored by the Significant  
Incident Group (SIG). 
 
There have been 13 Serious Incidents reported for June: 
6 pressure ulcers, 3 serious falls, 1 MRSA bacteraemia, 1 Maternity 
incident, a patient transfer issue and a surgical error. 
 
Serious Incidents Overdue (i.e. open for more than 45 days)  
This is the number of serious incidents that have not been closed within 45 
working days (as at last working day of the month).  This is used as the 
baseline since most SIRIs fall within this category. 

 
Exceptions are Never events and other specific listed incidents, which have 
60 working days and investigations conducted by independent bodies, 
which have up to 6 months for completion. 
 
UHCW reports cases  as “closed” once the RCA report has been submitted 
to the CCG.  However, since each case can only be closed on STEIS by the 
CCG,  the TDA may perceive more incidents are open when reviewing SIRIs 
via STEIS due to the time lag in cases being closed by the CCG.  
 
There was one Serious Incident open for more than 45 days at the end of 
June.   This is a joint investigation with George Eliot Hospital and is 
therefore allowed six months for completion. 

 
 

Overall Trust position 
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Excellence in patient care – area of underperformance 

Pressure Ulcers 3 and 4 (Trust Associated) 

Commentary 
 
Applicable Frameworks/Contracts:    
Acute Contract - Quality Schedule 
 
This indicator reports the number of incidences of grade 3 and 4 
avoidable pressure ulcers acquired by inpatients in the care of the 
organisation in the calendar month.   The organisation has a target of 
0.  Monitoring this will encourage best practice in prevention and 
management for all patients at risk of developing pressure ulcers.  
 
There have been three grade 3 pressure ulcers in June across two 
wards.   Root Cause Analyses (RCAs) have been completed and they 
were identified as avoidable as further actions could have been taken 
that may have prevented their development. 
 
These relate to: 
 
• Daily skin inspections not completed underneath a Philadelphia 

collar and damage was not reported when first identified as a 
grade 2. 

• Inconsistent documentation, skin assessments and pressure ulcer 
not reported and  identified when picked up on transfer to 
another ward. 

• Delay in skin assessment under bandages applied to patient for 
leg ulcer management. 

 

Overall Trust position 
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Performance monitoring meetings are planned to discuss 
results and actions that have been put in place with the 
ward managers. 
 
The learning is being implemented into practice and 
outcomes shared with other clinical teams. 
 



Excellence in patient experience – area of underperformance 

Theatre efficiency 

Commentary 
 
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 
without suffering under-runs or over-runs. 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. 
 
Cancelled operations continue to impact on overall  theatre efficiency. Non-clinical 
cancellations and the route to reducing these are outlined in the cancelled 
operations section. The current project to standardise and centralise the pre-
operative assessment process is intended to reduce clinical cancellations that also 
impact on theatre efficiency. The initial phase (six specialties) is planned to go live 
in September. 
 
The recent initiatives to improve start times and reduce over-runs as previously 
reported are being sustained, with work in progress to implement a more robust 
start schedule and improve start times at all sites. 
  
Other projects are now active for theatre rota reconfiguration, theatre scheduling 
and increasing elective day case rates. These enabling projects are expected to 
begin to take effect from September. Improvements to the emergency care 
pathway are also necessary to enable improvement in this KPI given its knock on 
effect on cancelled operations owing to lack of bed availability. 

13 
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Excellence in patient experience – area of underperformance 

Last minute non-clinical cancelled ops (elective) Overall Trust position 

14 
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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. 
 
Performance for last minute cancelled operations in June was 
2.58% (160 cases). The Trust has breached the 0.8% target for the 
seventh consecutive month.  
 
The majority of cancelled operations  continue to be as  result of 
the impact of pressures on the emergency pathway, particularly 
its limitations on timely patient ‘flow’ through inpatient wards. 
Day case cancellations are heavily driven by the continued use of 
the day case facility to provide inpatient beds to support pressures 
within the emergency pathways.   

All cancelled operations (on the day of surgery) continue to be 
scrutinised via the twice daily operational meetings held with the 
Surgical Groups.  Measures to limit the numbers of on the day 
cancellations remain in place.  The following projects continue to 
be the focus of the Elective Care Transformation Board: 
 
•  Improved scheduling  
•  Increasing the amount of day case procedures undertaken in                           

day surgery by converting activity from main theatres 
•  Theatre rota reconfiguration 
•  Availability of a second emergency theatre 
 

This programme of work is underway with scheduled updates 
delivered ultimately to Trust Board via Finance and Performance 
Committee. 



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. 
 
There were five breaches of the 28 day treatment guarantee for 
June. Two patients have now been treated, two have dates in 
early July and the remaining patient remains undated due to their 
holiday commitments. 
 
The processes in place and overseen via the weekly access 
meeting scrutinise and challenge the re-scheduling of cancelled 
patients. The twice daily reviews of the planned operating lists 
with each specialty provides a high degree of rigour in ensuring 
these patients are not cancelled for a second time.  
 
The high numbers of cancelled operations in conjunction with 
some of the capacity issues faced by certain specialties create 
significant difficulties in eliminating breaches.  



Excellence in patient experience – area of underperformance 

Successful Choose and Book 
Overall Trust position 

16 

Commentary 
Applicable Frameworks/Contracts: Acute Contract - Quality Schedule 
 
This indicator reports the percentage of patients who could not book into 
an appointment slot on the Choose and Book system at the first attempt.  
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 and Book 'Slot-Issue' performance remains significantly above 
target this month at 26.8% against the 3% target.  
 
June’s poor performance was largely driven by the following specialties:  
• Dermatology                                         
• Orthopaedics         
• Ophthalmology  
• Urology 
• Gastroenterology 
 
• Dermatology provided  extra appointment slots and this has cleared two 
thirds of the backlog. A new consultant has been appointed and once 
clinics are built this will largely clear the ASI backlog and allow patients to 
book up front.  
 
• Urology is still challenged. The planned recruitment of a consultant will 
bring ASI % within tolerance. 
 
• Gastroenterology are in the process of requesting extra clinic capacity to 
support delivery of ASIs. 

Integrated Quality, Performance and Finance Reporting Framework 

•Orthopaedics have a significant capacity issue 
affecting performance. A new consultant appointment 
is due in late August which will improve the situation 
although further work is needed to deliver a 
sustainable position. 
 
•Ophthalmology’s plans have yet to improve 

performance. A longer recovery period will be 
required as part of this solution and involves the 
recruitment  of a Locum Consultant.  

 
The weekly access meeting reviews specialty action plans 
and challenges their recovery trajectories. Progress is 
also supported and challenged via Group performance 
meetings. 



Excellence in patient experience – area of underperformance 

A&E 4 hour wait 
Overall Trust position 

17 

Commentary 
 
Applicable Frameworks/Contracts:  
NHS Performance Framework 
Monitor Compliance Framework 
Acute Contract - Quality Schedule 
 
This indicator reports the percentage of A&E attendances where the 
patient spends four hours or less in A&E from arrival to transfer, 
admission or discharge.  The is a measure against the national waiting 
time standard, for which the target is 95%.  By achieving this target, 
the organisation can demonstrate  their patients receive fast access to 
treatment, which can improve outcomes and reduce anxiety for the 
patient. 
 
The Trust achieved 93.01% against a target of 95% for June. 
 
The Trust continues to work hard to achieve the 95% standard.  The 
significant rise in attendances to its Emergency Departments through 
the early part of Q1 2014 continued through June with a 13.17% 
growth in Type 1 (ED  and CED) attendances compared to 2013/14. 
During the same period there have been an additional 2450 
ambulance attendances, an increase of 10.9% and an additional 1565 
admissions from A&E – a 14.2% increase. The increase in ED 
attendances, ambulance conveyances and resulting admission has 
increasingly pressurised the Emergency Departments. 

Integrated Quality, Performance and Finance Reporting Framework 

Despite contingency capacity and an enhanced command and 
control structures remaining in place, bed occupancy, driven 
by the rise in emergency admissions, remains under 
significant pressure, often in excess of 95%. Therefore, 
securing adequate patient flow, particularly in the early part 
of the working week, has been very difficult and has directly 
impacted on the Trust's underperformance on the A&E 4 hour 
target. 



18 

Excellence in patient care – area of underperformance 

30 Day Emergency Readmissions 

       

Applicable Frameworks/Contracts  
TDA Accountability Framework 
 
This indicator reports those patients who readmit within 30 
days as an emergency following discharge from inpatient 
care. 
 
The target is set based upon the Trust’s performance for the 
previous financial year. 
 
UHCW performance against this target has remained stable over 
the last 4 months, although just above the performance target. 
 
Details of all readmitted patients are now being sent to Groups 
on a monthly basis for their assessment and action where 
appropriate (at the request of Chief Medical Officer). 
 
Individual Ward data on readmissions is available as part of the 
Trust’s FREED metrics (KPIs to reflect the Getting Emergency Care 
Right campaign) for assessment and action where appropriate by 
ward and specialty teams. 
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Overall Trust position 



Excellence in patient experience – area of underperformance 
Delayed transfers as a percentage of admissions 

Overall Trust position 
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Commentary 
 
Applicable Frameworks/Contracts:  
Acute Contract - Quality Schedule 
 
This indicator reports the percentage of Delayed Transfers of Care.  
This should be maintained at a minimum level.  The organisation has 
a target of less than 3.5%.  By achieving this target, the organisation 
can demonstrate that it offers accessible and responsive services that 
are delivered in a timely and efficient manner. 
 
The performance for this indicator for June is 5.49%. 
 
The continued increased health care dependencies of admitted 
patients has resulted in a larger number of referrals to Continuing 
Healthcare. This  demand has  directly impacted on delays awaiting 
healthcare assessments. Continuing Healthcare have sourced support 
within their service to address these issues and further work is being 
undertaken to improve their processes. The Trust will play an active 
role in any future redesign of the service to support the Trust’s 
position.  
 
Access into short term dementia beds remains an issue and partners 
continue to work on alternative solutions including the launch of vital 
Telecare equipment. 
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The Friends and Family test forms a part of the Commissioning for Quality and Innovation (CQUIN) framework for 2014/15.  This test 
intends to improve the experience of patients in line with Domain 4 of the NHS Outcomes Framework. The Friends and Family Test  
requires the Trust to ask ‘How likely are you to recommend our ward/department to friends and family if they needed similar care or 
treatment?’ A descriptive six-point response scale is used to answer the question: Extremely likely, Likely, Neither likely nor unlikely, 
Unlikely, Extremely unlikely, Don’t know.  
 
To  Achieve the 14/15 patient FFT CQUIN indicators the Trust must meet the following indicators: 
•  Early Implementation of the FFT into Day case and Outpatients by October 2014 
• Increase in response rate for Inpatients (IP) and A&E patients by March 2015  
• Inpatients: 25% response rate for Q1 , 30% for Q4, an additional payment if 40% is met  in March 2015 
• Emergency Department: 15 % for Q1, 20% for Q4 
• Internal stretch targets have been set. 

Excellence in patient experience – standard reporting item 
Friends and Family Test -  Patients 
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Friends and Family Test – A&E 



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

Specialty position 
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Ward position 
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Excellence in patient experience – standard reporting item 

Friends and Family Test- Trend Analysis 
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How  the Score is calculated: 
The number of promoters are subtracted from the number of detractors, 
and the resulting number divided by the total number of responses 
(excluding the don’t knows). 
‘Likely’ is being considered by NHSE to be reclassified as a Promoter. 
 

 

 

 

 

 

 

Response Categories Classification of 
Respondents 

Extremely Likely Promoters 
Likely Passives 
Neither Likely nor Unlikely 
Unlikely 
Extremely Unlikely 
Don’t know 

Detractors 

 

 

 

 

 

 

 

The likely reason for the big increase in inpatient coverage in June is 
due to the use of telephony services being utilised and the 
implementation of a 50%  target put across each ward area as part of 
the Integrated performance management framework. 



Excellence in patient experience – standard reporting item 
Friends and Family Test- Maternity 
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Women will be surveyed at three touch points: 
i. Antenatal care (question 1) – to be surveyed at the 36 week antenatal appointment 
ii. Birth and care on the postnatal ward (questions 2 and 3) – to be surveyed at discharge from the ward/birth unit/following a home 
birth 
iii. Postnatal community care (question 4) – to be surveyed at discharge from the care of the community midwifery team to the care 
of the health visitor/GP (usually at 10 days postnatal) 

The Friends and Family Test (FFT) aims to provide a simple, headline metric which, when combined with follow-up questions, can be 
used across the maternity pathway to drive a culture change of continuous recognition of good practice and potential improvements in 
the quality of the care received by service users. 

The published guidance states an expectation of a 15% overall response rate -  However NHSE have recently advised they are looking at 
15% response rate for each touch point. Each midwifery service will receive a score (assuming they provide all these services) for antenatal 
services, birth (for a labour ward, birth centre/midwife led unit or homebirth), postnatal ward  and postnatal community provision. 

There has been an improvement across all touch points since January 2014 and the Maternity Team have worked very hard in promoting 
and encouraging completion of the postcards. There are still improvements to be made in terms of the postnatal return which is still low. 



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

25 

Commentary 
 
This summary details the overall performance for the Trust for all of the Value for Money indicators in June. 
 
The Trust has a YTD liquidity days ratio of -27.8 compared to a YTD plan of -27.6.  
 
The Trust’s YTD capital services ratio is on plan at 0.3 
 
The Trust’s combined risk rating is also on plan at 1.  
 
The Trust’s forecast financial position is on plan at £1.8m surplus.  
 
The Trust is forecasting £28.2m CIP to be delivered against its target of £33.5m.  
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Value for Money – area of underperformance 

Liquidity ratio 

Commentary 
 

This indicator reports the Trust’s liquidity ratio and shows the 
number of days of operating costs held in cash or cash-
equivalent form. It is calculated as working capital balance x 360 
days divided by operating costs. To achieve a Monitor rating of 3 
or above,  the Trust must achieve a score of at least -7 days. 
Based on the 2014/15 financial plan submitted to the TDA the 
Trust has a YTD plan of -27.6 days for June.  
 
The variance is driven by minor deviations from plan in the 
components used in the calculation. The variance from plan is 
not significant and does not represent any significant unplanned 
changes in the month.  
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Overall Trust position 



Value for Money – area of underperformance 

Forecast recurrent and non recurrent efficiency (CIP) 

Commentary 
 

This indicator reports the forecast delivery of efficiencies. The 
Trust has a target of £33.5m for 2014/15. Reporting on the target 
enables the organisation to assess the progress of efficiency 
savings. 
 
The Trust is forecasting delivery of £28.2m savings against a plan 
of £33.5m. The shortfall of £5.3m is comprised of £1.8m which is 
potential slippage against identified schemes and £3.5m that is 
the balance of the target not identified.  The plan profile for 
identifying schemes recognises the delay in achieving this and 
anticipates that all schemes are identified by month 4. 
  
The PPMO continues to monitor and report Group performance 
against targets. Groups are challenged on their CIP performance 
through monthly operational delivery meetings. 
 
The CIP Steering Group continues to meet weekly to discuss 
schemes with Groups and identify any obstacles to 
implementation and delivery. The Group is chaired by the CFO and 
attended by the COO to ensure operational representation.   

Overall Trust position 
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Weekly CIP positions updates are provided to Chief Officers and 
Groups to ensure there remains a continued focus at all levels 
in the organisation on identifying and delivering CIP. 
 



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

29 

Commentary 
 
This summary outlines the overall performance for the Trust for all of the Employer of choice indicators. 
 
 The areas of exception are covered in more detail overleaf: 
 
• The Trust has recorded a rate of 81.92% for Personal Development Reviews (Non-medical staff)  

• The Trust has recorded a rate of 74.07% for Personal Development Reviews (Medical staff)  - within this Consultant only PDRs 
achieved 88.14% 

• The Trust has recorded 78.00% compliance with Mandatory Training.  This is a further marginal increase but remains below target. 

• The Trust has recorded a 3.58% Sickness rate.  This achieves the Trust target of 4%. 

 

The results of the quarter one staff impressions survey will be included in next month’s report. 
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Employer of choice – area of underperformance 

Personal Development Review (Non-medical Staff)  
Overall Trust position 

30 

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 improved once again and currently stand at 
81.92%. This shows slight improvement and allows the Trust 
overall to reach an amber position.   
  
However, there are teams/groups that do not allow the Trust to 
produce even better results.  
 
The groups which remain below 80% compliance are: Core 
(70.52%), Care of the Elderly (73.28%), Ambulatory Services 
(74.02%), Cardiac & Respiratory (76.32%), Neurosciences 
(78.71%) and T&O (76.54%). 
 

In order to provide improved performance alongside this 
indicator the following actions are either in place or are planned 
to take place:  
  
• The review of the paperwork and procedure to support the 

appraisal process has now been completed and has been 
rolled out across the Trust following successful feedback from 
pilot areas.  
 

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

• The HRED Committee to consider further analysis and action 
as to the reasons why the three areas indicated continue to 
perform poorly. 
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Employer of choice – area of underperformance 
Personal Development Review (Medical staff)  

 
Overall Trust position 

31 

 
 

Commentary 
 

This indicator reports the percentage of all medical and dental staff 
recorded as having received an appraisal within the previous 15 
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 15 months as a prerequisite for an application 
to the clinical excellence awards.  
 
All medical and dental staff are now reported together as apposed to 
consultant only.  This has had an affect on the overall figures for both 
medical and non medical staff compliance as career grade doctors 
move from one category to another.   The overall Trust position for June 
2014 is 74.07% for medical staff. 
  
Only the following groups are above 80% compliance for medical staff: 
Anaesthetics (81.82%), Imaging (95.83%), Pathology (84.62%), Surgery 
(87.34%) and Theatres (100%). 
  
When the information is distilled further to show only consultant 
appraisal rates the compliance rate rises to 88.14% with only the 
following areas under 80% compliance:  
Neurosciences (78.26%), Oncology/Haematology (79.17%) and Renal 
(61.11%). 

Integrated Quality, Performance and Finance Reporting Framework 

In order to provide improved performance for this indicator the 
following actions are either in place or are planned to take 
place:  
  
• The Chief Medical Officer to hold Clinical Directors to 

account.  
 

• 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.  
 

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



Employer of choice – area of underperformance 

Attendance at mandatory training 
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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.   
 
The Trust’s current overall compliance for June 2014 has again 
improved to 78.00%, but is still short of the target. 
 
The areas that highlight performance above 80% and therefore 
are the best performers in this area are: Care of the Elderly 
(83.63%), Clinical Support (92.59%), St. Cross (88.95%), Imaging 
(81.93%), Renal (84.92%), Surgery (81.27%) and Theatres 
(91.32%). 
  
Advanced Life Support training continues to be the area of lowest 
compliance.  
 
In order to provide improved performance alongside this 
indicator the following actions are either in place or are planned 
to take place: 

 
• The Learning and OD Team have introduced supported e-

learning sessions in key areas across the Trust; information 
about these sessions is available on the Intranet. 

 
  

  

 
• The Subject Matter Experts (SMEs) within the Trust will examine 

the compliance data and refocus their work in the clinical areas 
where compliance remains low on key topics, as well as the staff 
groups where this remains the case. This will be monitored by the 
monthly Mandatory Training Committee (MTC). 
 

• HR Business Partners to indicate specific risks associated to no-
compliance with particular emphasis on clinical risks alongside 
specific staff groups/areas.    
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Domain 4: 
Leading research based 
health organisation 
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Domain Summary – Leading research based health care organisation 
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Commentary 
 
In this summary, we have outlined the overall performance for the Trust for the Leading research based health care organisation 
indicators.   
 
• The number of patients recruited into NIHR portfolio for 2014/15 is 250 which is 56 below the newly reduced target. Further details 

regarding the issues around recruitment are given in the relevant slide. 
 

• Current performance in initiating clinical research is at 17.39% against the 80% target resulting in exception. 
 
• Performance in delivering clinical research is currently at 64.44% against the 80% target, which is a significant improvement from the 

previously reported position. This KPI is now in amber status.  
 

The two metrics for clinical research are updated on a quarterly basis. 
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Employer of choice – area of underperformance 
Number of patients recruited into NIHR portfolio 
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Commentary 
 
This indicator reports the number of patients recruited into NIHR 
portfolio trials each calendar month expressed cumulatively over 
the year. The national ambition is to double the number of 
patients taking part in clinical trials and other well-designed 
research studies over a five year period by the end of 2013/14 as 
set by the NHS Operating Framework. 
 
By achieving this target, the organisation can demonstrate links to 
quality of care and its reputation as a healthcare provider. 
 
Aprils figures report that the Trust has recruited 250 patients into 
the NIHR portfolio so far this year. 
 
The portfolio recruitment target has been reduced due to the 
impact of the transition this year to a centralised West Midlands 
Network which has further eroded the support that the Trust is 
receiving from the Network, with a resultant dip in 
recruitment.  In particular: 
  
• The transition process has created a number of vacancies 

(currently around 20% in the former Arden Cancer Research 
Network team) and the Trust has not secured network 
agreement to fund replacement posts.   
 

• Despite repeated efforts, the department is experiencing a lack 
of engagement and support from the new West Midlands 
Clinical Research Network. A resolution meeting has been 
requested with either the Clinical Director or Chief Operating 
Officer of the Network.  
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Overall Trust position  

A bid was submitted on 21st June 2014 to the West 
Midlands Research Network for additional short-term 
resource to provide ‘quick win’ support and address 
blockages in the short term.  There has been no outcome to 
this bid at the time of writing. 



Leading research based health care organisation 

Overall Trust position 
1st April 2013 to 31st March 2014  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 1st April 2013 to 31st March 2014 a 
total of 17% of studies achieved the 70 day target, the top 4 
justified reasons (those that occur most frequently) are as 
follows: 
• Delays caused by sponsor (57%) 
• Delays caused by sponsor and NHS Provider (0%) 
• Delays caused by neither the sponsor or NHS Provider (28%) 
• Delays caused by NHS Provider (15%) 
 
Delivering Clinical Research- time and target 
Recruitment of commercial clinical trials to time and target (i.e. 
whether or not the target number of patients have been 
recruited within the agreed specified timeframe). 

Benchmark  Assessment criteria  

> 80% 60 > x < 

80% 

< 60% 

Initiating Clinical Research 

– 70 day benchmark 

17% 

Delivering Clinical 

Research 

- time and target 

64%  

  

Performance in Initiating and Delivering Clinical Research  

For the reporting period 1st April 2013 to 31st March 2014 , a 
total of 64% of studies recruited to time and target.   
 
Reasons for not recruiting to time and target include:  

• Care pathway changed  
• Study closed earlier than planned  
• Difficult to recruit patient groups  
• Studies being closed earlier than planned 

 
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 July 2014 for the period 1st July 
2013 to 30th June 2014. 
 
NB: The Trust has been undergoing extensive data cleansing and 
while it is unlikely that this will have an immediate effect on the 
data, it should be reflected over the next two quarters (July and 
October 2014).  
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Domain 5: 
To be a leading training & 
education centre 
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Domain Summary – Leading training & education centre 
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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, the two KPIs that are being scoped for inclusion in future reports to reflect the organisations realisation of 
this objective have been outlined.  
 
GMC Annual Survey 
This survey of all trainees is undertaken during March and April each year and results compiled by the Deanery.  Results will 
be available and reported through the IPR next month. 
  
GMC accreditation standards 
These are new standards for all teachers / trainers of junior medical staff. The standards are not 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 (three 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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Statement of Comprehensive Income – Primary Statement 
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Statement of Comprehensive 

Income

Revised 

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 449,207 464,893 462,374 (2,519) 110,272 108,311 (1,961) 38,331 37,388 (943)

Other income from activities 25,031 13,370 11,959 (1,411) 3,259 2,953 (306) 1,092 1,005 (87)

Other Operating Income 64,702 63,654 66,699 3,045 15,210 16,235 1,025 5,028 5,318 290

Total Income 538,940 541,917 541,032 (885) 128,741 127,499 (1,242) 44,451 43,711 (740)

Operating Expenses

Pay (300,296) (312,233) (318,586) (6,353) (79,872) (78,358) 1,514 (27,146) (25,951) 1,195

Non Pay (177,506) (178,681) (184,831) (6,150) (46,245) (46,332) (87) (15,702) (15,551) 151

CIP gap to target delivery 5,412 5,412

Additional savings required 6,673 6,673

Reserves (11,723) (1,588) (300) 1,288 52 0 (52) 454 0 (454)

Total Operating Expenses (489,525) (492,502) (491,632) 870 (126,065) (124,690) 1,375 (42,394) (41,502) 892

EBITDA 49,415 49,415 49,400 (15) 2,676 2,809 133 2,057 2,209 152

EBITDA Margin % 9.2% 9.1% 9.1% 2.1% 2.2% 4.6% 5.1%

Non Operating Items

Profit / loss on asset disposals 0 1 1 0 1 1 0 1 1

Fixed Asset Impairments 0 0 0 0 0 0 0 0 0

Depreciation (17,795) (17,795) (17,795) 0 (4,448) (4,446) 2 (1,483) (1,482) 1

Interest Receivable 100 100 114 14 25 29 4 8 10 2

Interest Charges (228) (228) (228) 0 (57) (57) 0 (19) (19) 0

Financing Costs (26,665) (26,665) (26,665) 0 (6,648) (6,642) 6 (2,192) (2,214) (22)

Unwinding Discount (49) (49) (49) 0 (49) (49) 0 0 0 0

PDC Dividend (3,078) (3,078) (3,078) 0 (770) (770) 0 (256) (257) (1)

Total Non Operating Items (47,715) (47,715) (47,700) 15 (11,947) (11,934) 13 (3,942) (3,961) (19)

Net Surplus/(Deficit) 1,700 1,700 1,700 0 (9,271) (9,125) 146 (1,885) (1,752) 133

Net Surplus Margin % 0.3% 0.3% 0.3% -7.2% -7.2% -4.2% -4.0%

Note: After technical adjustments for donated assets, the net surplus of £1.7m is adjusted to £1.8m.

2014/15 Year To Date Month
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Statement of Financial Position 
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Statement of Financial Position Plan
Forecast 

Outturn
Variance Plan Actual Variance

Planned 

Change

Actual 

Change
Variance

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

Non-current assets

Property, plant and equipment 393,325 389,770 (3,555) 351,721 351,405 (316) (751) (1,065) (314)

Intangible assets 1,143 1,143 0 1,143 1,143 0 0 0 0

Investment Property 5,007 5,007 0 5,007 5,007 0 0 0 0

Trade and other receivables 15,173 15,173 0 35,697 35,714 17 (344) (528) (184)

Total non-current assets 414,648 411,093 (3,555) 393,568 393,269 (299) (1,095) (1,593) (498)

Current assets

Inventories 10,293 10,293 0 10,293 10,553 260 0 130 130

Trade and other receivables 21,365 21,420 55 28,225 27,383 (842) (5,560) 717 6,277

Cash and cash equivalents 893 893 0 3,750 5,671 1,921 (3,717) (4,102) (385)

32,551 32,606 55 42,268 43,607 1,339 (9,277) (3,255) 6,022

Non-current assets held for sale 0 0 0 0 0 0 (352) (250) 102

Total current assets 32,551 32,606 55 42,268 43,607 1,339 (9,629) (3,505) 6,124

Total assets 447,199 443,699 (3,500) 435,836 436,876 1,040 (10,724) (5,098) 5,626

Current liabilities

Trade and other payables (43,062) (43,062) 0 (58,394) (61,209) (2,815) 7,898 628 (7,270)

Borrowings (6,470) (6,351) 119 (8,156) (8,020) 136 0 0 0

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

DH Capital loan (1,500) (1,500) 0 (1,500) (1,500) 0 0 0 0

Provisions (196) (196) 0 (2,421) (691) 1,730 1,000 2,730 1,730

Net current assets/(liabilities) (18,677) (18,503) 174 (28,203) (27,813) 390 (731) (147) 584

Total assets less current liabilities 395,971 392,590 (3,381) 365,365 365,456 91 (1,826) (1,740) 86

Non-current liabilities:

Trade and other payables

Borrowings (267,367) (267,486) (119) (269,612) (269,650) (38) 23 (11) (34)

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

DH Capital loan (5,250) (5,250) 0 (6,750) (6,750) 0 0 0 0

Provisions (2,422) (2,422) 0 (2,568) (2,618) (50) 48 0 (48)

Total assets employed 120,932 117,432 (3,500) 86,435 86,438 3 (1,755) (1,751) 4

Financed by taxpayers' equity:

Public dividend capital 48,470 44,970 (3,500) 33,870 33,870 0 0 0 0

Retained earnings 23,638 23,638 0 11,915 11,918 3 (1,755) (1,751) 4

Revaluation reserve 48,824 48,824 0 40,650 40,650 0 0 0 0

Total Taxpayers' Equity 120,932 117,432 (3,500) 86,435 86,438 3 (1,755) (1,751) 4

2014/15 Year To Date Month
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Cash Flow Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Total

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £'000

EBITDA 394 207 2,209 6,287 1,624 4,346 6,973 4,350 6,344 6,222 2,595 7,850 49,401

Donated assets received credited to revenue but non-cash 0 0 0 0 (50) (50) (50) (69) 0 0 0 0 (219)

Interest paid (6,704) 0 (22) (6,663) (11) (58) (6,690) (42) 0 (6,545) (158) 0 (26,893)

Dividends paid 0 0 0 0 0 (1,645) 0 0 0 0 0 (1,536) (3,181)

Increase/(Decrease) in provisions 0 0 (2,730) (48) (270) (225) (48) 0 0 (49) 0 (49) (3,419)

Operating cash flows before movements in working capital (6,310) 207 (543) (424) 1,293 2,368 185 4,239 6,344 (372) 2,437 6,265 15,689

Movements in Working Capital 12,790 7,867 (3,415) 903 2,352 (3,004) 6,691 (69) (1,974) 5,648 679 (3,688) 24,780

Net cash inflow/(outflow) from operating activities 6,480 8,074 (3,958) 479 3,645 (636) 6,876 4,170 4,370 5,276 3,116 2,577 40,469

Capex spend (2,137) (1,757) (380) (1,361) (1,615) (2,091) (5,514) (5,497) (5,388) (6,231) (6,889) (2,816) (41,676)

Interest received 9 11 9 9 9 9 9 9 10 10 10 10 114

Cash receipt from asset sales 216 207 250 0 0 0 0 0 0 0 0 0 673

Net cash inflow/(outflow) from investing activities (1,912) (1,539) (121) (1,352) (1,606) (2,082) (5,505) (5,488) (5,378) (6,221) (6,879) (2,806) (40,889)

CF before Financing 4,568 6,535 (4,079) (873) 2,039 (2,718) 1,371 (1,318) (1,008) (945) (3,763) (229) (420)

Public Dividend Capital received 0 0 0 0 0 0 1,127 1,140 891 2,514 4,109 1,319 11,100

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 (2,063) (137) (23) (2,074) (23) (23) (2,189) (144) (144) (2,187) (144) (29) (9,180)

Net cash inflow/(outflow) from financing (2,063) (137) (23) (2,074) (23) (773) (1,062) 996 747 327 3,965 540 420

Net cash outflow/inflow 2,505 6,398 (4,102) (2,947) 2,016 (3,491) 309 (322) (261) (618) 202 311 0

Opening Cash Balance 870 3,375 9,773 5,671 2,724 4,740 1,249 1,558 1,236 975 357 559 870

Closing Cash Balance 3,375 9,773 5,671 2,724 4,740 1,249 1,558 1,236 975 357 559 870 870
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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 3,853 3,853 0 0 0 0 0 0 0

Forecast CRL for PFI 25,129 25,129 0 1,030 1,030 0 344 344 0

Forecast CRL for Finance leases 3,135 3,135 0 472 34 (438) 363 34 (329)

Forecast CRL for non PFI 14,600 11,045 (3,555) (447) (329) 118 (327) (213) 114

Total Forecast CRL 46,717 43,162 (3,555) 1,055 735 (320) 380 165 (215)

Plan
Forecast 

Outturn
Variance Plan Actual Variance Plan Actual Variance

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

Major Schemes

PFI lifecycle 25,129 25,129 0 1,030 1,030 0 344 344 0

Onsite Developments 2,285 2,285 0 0 4 (4) 0 0 0

Endoscopes & Stack Systems 1,680 1,680 0 0 0 0 0 0 0

E'Prescribing 1,500 1,500 0 0 0 0 0 (2) 2

VitalPAC replacement system 2,062 2,127 (65) 0 (1) 1 0 (1) 1

4th Catheter lab 1,200 0 1,200 0 0 0 0 0 0

Move 3T MRI scanner to Rugby St. Cross

800 0 800 0 0 0 0 0 0

New PET-CT waiting area  750 0 750 0 0 0 0 0 0

0

Aggregated Other Schemes 12,203 11,333 870 698 375 323 388 74 314

Total Capital Expenditure 47,609 44,054 3,555 1,728 1,408 320 732 415 317

Less: Donated/granted Asset Purchases 219 219 0 0 0 0 0 0 0

Less: Book value of assets disposed of: 673 673 0 673 673 0 352 250 (102)

Net Charge against CRL 46,717 43,162 3,555 1,055 735 320 380 165 215

Under/(Over)Commitment against CRL (total) 0 0 0 0 0 0 0 0 0

Year To Date Month

Capital Resource Limit (CRL)

2014/15 Year To Date Month

Capital Expenditure Programme

2014/15
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2014/15  

Revised June 

Plan 

resubmission

£'000

Latest 

Forecast 

2014/15 

£000

Movements 

£'000 Comments

Capital Expenditure

Gross Capital Expenditure 47,609 44,054 -3,555 Reduction in the programme following reviews with

Deputy Chief Operating Officers and capital budget

holders.

Less: PFI Capital Expenditure -25,129 -25,129 0

Total Non-PFI Capital Expenditure 22,480 18,925 -3,555

Capital Financing

Depreciation

Gross Depreciation 17,795 17,795 0

Less: PFI Depreciation -10,888 -10,888 0

Net Depreciation 6,907 6,907 0

Movement in Capital Payables/Receivables

Finance Lease Repayments (non-PFI) -1,002 -1,002 0

New Finance Leases (non-PFI) 3,135 3,135 0

Other Capital Payables/Receivables (non-PFI) 24 -31 -55

Movement in Capital Payables/Receivables 2,157 2,102 -55

Other Funding Sources

Grants and Donations 219 219 0

Net Book Value of Non-Current Asset Disposals 673 673 0

Other Funding Sources 892 892 0

Revenue Surplus

Surplus for the Year (excl impairments/capital 

contributions)

0 0 0

Add: capital contributions 1,700 1,700 0

Less: Donated Assets (incl in surplus) -219 -219 0

Less: Applied to Finance PFI -2,057 -2,057 0

Less: Applied to Working Capital Loan Repayments 0 0

Less: Applied to Other Working Capital 0 0

Surplus Applied to Capital -576 -576 0

Total Internally Generated Funds 9,380 9,325 -55

External Funding

New Public Dividend Capital (PDC) 14,600 11,100 -3,500 Reduction in the forecast capital programme spend 

has reduced the requirement for PDC funding.

Capital Investment Loan Repayments -1,500 -1,500 0

Total External Funding 13,100 9,600 -3,500

Total Capital Funding 22,480 18,925 -3,555

Capital Surplus/(Deficit) 0 0 0
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The figures reported above are submitted to the DoH via Unify on a monthly basis to support NHS England Safer Staffing along with the 
ten expectations from the NQB. These figures show the previous months Trust wide nurse staffing, along with exceptions and actions 
being taken.  Patients are able to view this information  on the Trust’s Internet Site.  
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PUBLIC TRUST BOARD PAPER  
 

Title Trust Development Authority Oversight Monthly Self-certification 
Requirements 

Author Gail Nolan, Chief Finance Officer 
Responsible 
Chief Officer 

Lynda Cockrill, Head of Performance & Programme Analytics 

Date  Gail Nolan, Chief Finance Officer 
 
1. Purpose  
 
The Trust is required by the NHS Trust Development Authority (TDA) to submit a self-
certification against Board Statements (appendix A) and the requirements of the Monitor 
Licence (Appendix B) and this paper seeks approval of the submission for July 2014. 
 
2. Background and Links to Previous Papers 
 
The Trust Board receives the self-certification each month and is asked to consider the 
statements and certify that they are accurate prior to submission to the TDA on the last 
working day of the month. 
 
3. Narrative 
 
As in the previous months, the Trust is reporting non-compliance against statement 11 of 
appendix A because the Trust has not achieved level 2 of the Information Governance 
Toolkit.  Board members will recall that level 2 was not achieved because the Trust failed 
to meet the Information Governance mandatory training target. 
 
In reflection of this, the following will be recorded in the submission in respect of 
statement 11: 
 

• The Trust has been unable to achieve level 2 in requirement 11-112, which 
requires that all staff (including new starters, locum, temporary, student and 
contract staff members) have completed on at least one occasion, mandated IG 
training using the NHS IG Training Tool and that all staff receive annual IG 
training. 

• Whilst this mandatory training figure has significantly improved over 2013/14, it 
remains a challenge to train and update the 95% required each year.  Currently 
at June 2014, 71.43% of staff have been trained, which is an improvement on 
the last month. 

• An IG Improvement Plan is in place in order to achieve level two for the 
submission of version 12 of the IG Toolkit in March 2015.   

• Mandatory training, including IG training, remains a key performance indicator 
and objective for all groups and departments for 2014/15 and is monitored 
monthly through the performance management framework as well as reporting 
through the Information Governance Committee. 

 
Full compliance with the 12 conditions of the Monitor Licence is being reported.  Further 
detail on each of the conditions can be accessed via the links provided. 



 
4. Areas of Risk 
 
The main area of risk relates to non-compliance with level 2 of the Information 
Governance Toolkit as outline above; mitigating actions are detailed. 
 
5. Governance  
 
Following Trust Board approval the submission will be made to the TDA on the last 
working day of the month in line with requirements.  
 
6. Responsibility 
 
Gail Nolan, Chief Financial Officer 
 
7. Recommendations 
 
The Trust Board is asked to consider the statements contained in appendix A and 
appendix B and approve these for submission to the TDA. 
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APPENDIX A 

OVERSIGHT: Monthly self-certification requirements - Board Statements Compliance 

CLINICAL QUALITY 

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. 

YES 

2. The Board is satisfied that plans in place are sufficient to ensure on-going compliance with the Care Quality Commission’s registration requirements. YES 

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. YES 

FINANCE 

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. YES 

GOVERNANCE 

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. YES 

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. 

YES 

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. YES 

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. YES 

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). 

YES 

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

11. The trust has achieved a minimum of Level 2 performance against the requirements of the Information Governance Toolkit. NO 

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. 

YES 

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. 

YES 

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. 

YES 

 

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


APPENDIX B 

 

OVERSIGHT: Monthly self-certification requirements - Compliance Monitor 
Page 

Reference  
(PDF document) † 

Annex Page 

Number ‡ 
Compliance 

1. Condition G4 – Fit and proper persons as Governors and Directors (also applicable to those performing 
equivalent or similar functions).  

64 5 YES 

2. Condition G5 – Having regard to monitor Guidance.  66 7 YES 

3. Condition G7 – Registration with the Care Quality Commission.  68 9 YES 

4. Condition G8 – Patient eligibility and selection criteria.  69 10 YES 

5. Condition P1 – Recording of information.  74 15 YES 

6. Condition P2 – Provision of information.  76 17 YES 

7. Condition P3 – Assurance report on submissions to Monitor.  77 18 YES 

8. Condition P4 – Compliance with the National Tariff.  78 19 YES 

9. Condition P5 – Constructive engagement concerning local tariff modifications.  79 20 YES 

10. Condition C1 – The right of patients to make choices.  80 21 YES 

11. Condition C2 – Competition oversight.  81 22 YES 

12. Condition IC1 – Provision of integrated care. 82 23 YES 

 
†    https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/285008/ToPublishLicenceDoc14February.pdf 
 

‡    https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/285009/Annex_NHS_provider_licence_conditions_-_20120207.pdf 
 

 
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/285008/ToPublishLicenceDoc14February.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/285009/Annex_NHS_provider_licence_conditions_-_20120207.pdf


Enclosure 10 
UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 

 
REPORT TO THE TRUST BOARD: PUBLIC 

 
30TH July 2014 

 
Subject: Private Trust Board Meeting Session Report of 25th June 2014 
Report By: Andrew Meehan, Chairman 
Author: Rebecca Southall, Director of Corporate Affairs 
Accountable Executive Director: Andrew Meehan, Chairman 
 

PURPOSE OF THE REPORT: 
 
To report in public the substantive agenda items discussed at the private section of the Trust Board 
meeting held on 30th June 2014.   

 
SUMMARY OF KEY ISSUES: 
Items discussed included: 

• Patient Story; details of a patient’s experience at the Trust were discussed as part of the 
Patient Story Programme. This was heard in private for reasons of patient confidentiality. 

• Quality Account 2013/14 – this was approved by the Trust Board and is now publicly available 
on the Trust’s website. 

• Site Development Full Business Case; the business case aimed at making further 
improvements to site access and parking on the University Hospital site was approved.  
Approval from the NHS Trust Development Authority is now awaited. 

• Business Case for the upgrade of an electronic patient monitoring system was approved. 
• Business Cases for the appointment of new Consultants in the Radiology Department and a 

new Consultant Cardiologist were approved. 
• The Trust 5-Year Strategic Plan was approved. 

 
 
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 RECEIVE the report. 

 
      

 
 



ENCLOSURE NO: 11 
 
 

INTERIM COMMITTEE REPORT TO BOARD 
Committee Name: Quality Governance Committee  
Committee Meeting Date: 30 June 2014 
Quoracy: Yes 
Apologies: David Eltringham; Karen Bond; Paul Martin; Peter Winstanley; Rita Stewart 
Chair: Ed Macalister-Smith 
Report submitted by: Ed Macalister-Smith, Non-Executive Director 
1 The minutes of the June 3 2014 meeting were approved. 
• 2014/41 Document Control - All documents to be version controlled and no subsequent updates unless 

unavoidable.  Additional papers to be tabled at the meeting. 
• 2014/44 PEEC ToR –Terms of Reference presented for ratification by this Committee.  ToR ratified by the 

Committee. 
• 2014/46 – Quoracy Arrangements – to be carried over to next meeting 
• 2014/48 – Staffing Vacancies – to be carried over to next meeting 
• 2014/38 – Quality Schedule Report –Jackie Barnes visit to be confirmed 
• 2014/41 – Quality Account – scheduling details to be confirmed. 

1.Quality, Performance & Finance Report – Jonathan Brotherton   
Report highlighted areas of compliance and underperformance; the target relating to Serious Incidents to be 
investigated. 
2. HR Equality & Diversity – next report is due in July 2014. 
3. Training, Education and Research (TER) - The recent inspection of Neuro-Surgery had been very 
positive.  Report accepted 
4.  Patient Engagement and Experience Committee – The report was accepted by the Committee.   
5.  Patient Safety Committee – Key issues were Mortality Review; Medical Legal Cases/Inquest; Ward 22 
Action Plan.  Coding issue to be returned to the Committee. Caesarean section rates to be to be placed on 
July agenda.   The Annual Report was accepted by the Committee. 
6. Mortality HSMR & SHMI Report – There has been a delay in receiving the mortality download from Dr 
Foster; any red alerts be circulated to the Committee. 
7. Significant Incident Group (SIG) - SI instances are rigorously investigated and actions were being taken to 
try and improve processes wherever necessary.   
8. Information and ICT Committee – All efforts being made to try and resolve the issue regarding the 
frequent non-quorate status of meetings. 
9. Risk Committee - No specific issues which needed escalating to Quality Governance Committee.  Annual 
Report was accepted by the Committee. 
10. Cervical Screening Annual Report –It has been a very good year and the new service implemented from 
April 2014 was explained.  UHCW is the only Trust to have achieved the new standard.  Staffing issues 
improving. 
11. Infection Prevention & Control Report – The Committee were advised of the current targets achieved.  
Cleaning methods to be compliant within next 3 months. 
12. Patient Safety Thermometer – All issues have been actioned and to date the Trust has met the 100% 
data collection target. Peer group comparison places the Trust above the National average in all data sets. 
13. WMQRS Critically Ill/Injured Children review – The Committee was advised that the visit was very 
positive.   

14. Clinical Audit and Effectiveness Annual Report – The Committee accepted this report. 
15. August Meeting - QGC will meet on 4 August, but as there is no Trust Board meeting in August, there will 
be no follow on meeting of the QGC.for that month. 
16. Annual Reports – a reminder was given regarding annual reports required for the next QGC meeting and 
the Chairman of the Committee would like to receive all the Sub Committee annual reports. 
17. Patient Safety Walkarounds – Improvements to be discussed 
 
The Board is asked to note the business discussed at the meeting, to raise any questions in relation to the 
same. 



ENCLOSURE NO: 12 

 
INTERIM COMMITTEE REPORT TO BOARD 

Purpose: This report has two purposes; firstly to assure the Board that the 
committees that it has formally constituted are meeting in accordance with their 
terms of reference and secondly to advise Board Members of the business 
transacted at the most recent meeting and to invite questions from non-committee 
members thereon. 
Committee Name: Finance and Performance Committee  
Committee Meeting Date: 30th June 2014 
Quoracy: Yes 
Apologies: Mrs. G Nolan, Chief Finance Officer, Mr D Eltringham, Chief Operating 
Officer 
Chair: Sam Tubb 
Report submitted by: Su Rollason, Deputy Chief Finance Officer 
PERFORMANCE REPORTS - INTEGRATED PERFORMANCE REPORT; a 
detailed report on current performance against the A&E four hour standard and the 
impact upon elective activity and referral to treatment times was given.  The 
Committee confirmed their understanding of the report and the inherent risk to 
performance associated with the increased emergency growth. 

PERFORMANCE REPORTS – DELIVERY REPORT – CIPs CQUIN, QIPP; the 
report provided the Committee with an update on the identification of the Trust’s 
efficiency programme for 2014/15 and delivery as at Month 2.  An update on 
CQUIN and QIPP was also included.  A number of significant pieces of work were 
discussed, which provided the transformation programme underpinning CIP 
identification and delivery. The Committee confirmed their understanding of the 
report. 

PERFORMANCE REPORTS – INTEGRATED FINANCE REPORT; the report 
detailed the financial position of the Trust at Month 2 and attention was drawn to 
salient points.  The Committee confirmed their understanding of the financial 
position for Month 2 of the 2014/15 financial year.  The future work programme for 
financial analysis was agreed which would aid future understanding. 

SLR/PLC; the report provided details of the in-year changes to SLR.  This included 
both technical changes and financial resource changes impacting on SLR. The 
Committee noted the report, progress made and the timeline for future updates. 

TRUST 5 YEAR STRATEGIC PLAN AND INTEGRATED BUSINESS 
PLAN/LONG TERM FINANCIAL MODEL; the report provided an update on the 5 
year financial plan submitted to the TDA.  The Committee considered salient points 
in the report.  The future feedback process was outlined and noted by the 
Committee. 

PROCUREMENT STRATEGY REFRESH; a report on the refreshed five-year 
procurement strategy was presented.  The overall strategy as previously defined 
was noted to be the correct direction of travel and the latest refresh includes 
updated initiatives arising from DH ‘Better Procurement, Better Value, Better Care’.  
The Committee noted the progress that had been made and approved the minor 
changes to the strategy. 



  
 

   
 

RISK REGISTER; the report detailed an analysis of the current financial risks 
contained within the risk register.  The Committee noted the recommendation to 
the Risk Committee to help improve the consistency of reporting and recording of 
risks within the register. 
COMMITTEE WORKPLAN; the Committee reviewed its work-plan for the year and 
a series of “deep dives” into a number of key areas were added to the work 
programme. 

 
The Board is asked to note the business discussed at the meeting, to raise 
any questions in relation to the same. 
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ENCLOSURE NO: 13 
 

   
 

INTERIM COMMITTEE REPORT TO BOARD 
Purpose: This report has two purposes; firstly to assure the Board that the 
committees that it has formally constituted are meeting in accordance with their 
terms of reference and secondly to advise Board Members of the business 
transacted at the most recent meeting and to invite questions from non-committee 
members thereon. 
Committee Name: Audit Committee 
Committee Meeting Date: 7th July 2014 
Quoracy: Yes 
Apologies: None 
Chair: Trevor Robinson 
Report submitted by: Rebecca Southall 

1. COVENTRY & WARWICKSHIRE PATHOLOGY SERVICES INTERNAL 
AUDIT ANNUAL REPORT 2013/14 

On the whole the report was positive with improvements on the previous year with 
full or significant assurance being given against 3 of the 5 applicable areas. Areas 
for development included income and debtors around stakeholder agreements and 
the Q-Pulse System Review, which were rated as moderate actions. 

2. AUDIT RECOMMENDATION TRACKING  
The work that had been undertaken by management to ensure that the up-to-date 
position had been registered against the actions was acknowledged and 
welcomed.  There were however some discrepancies within the comments section 
and the Committee would welcome the involvement of the Chief Officers in quality 
assuring the narrative and ensuring that an adequate rationale is included where 
the completion of actions has been deferred. 

3. COUNTER FRAUD PLAN 2014/15 
The Counter Fraud Specialist presented the proposed work-plan for 2014/15 which 
was approved by the Committee subject to information being provided around the 
number of days and cost. 

4. QUALITY ACCOUNT 2013/14 
The external audit review of the Quality Account 2013/14 was received and 
confirmed an unqualified opinion in respect of the limited assurance report that 
they are required to issue.  Committee members requested that the report be 
produced in a timelier manner for 2014/15. 

5. EXTERNAL AUDIT PROGRESS REPORT 
Confirmation was given that all outstanding work around the annual account for 
2013/14 had been completed and an opinion issued. 

6. REFERENCE COSTS AUDIT  
The audit concluded that the Trust’s overall reference cost submission was 
accurate but identified 9 high priority recommendations that  the committee was 
advised have been developed into an action plan.  A further report will be 
submitted to the Committee in early 2015 following a planned internal audit review.  
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 Enclosure 14 
 

PUBLIC TRUST BOARD PAPER  
 

Title Appointments to Trust Board Committees 
Author Rebecca Southall, Director of Corporate Affairs  
Responsible 
Chief Officer 

Andy Meehan, Chairman 

Date  30th July 2014 
 
1. Purpose  
 
This sets out the proposed appointment of members of the Trust Board to those 
Committees formally established by the Board and to the Charitable Trustee Board.   
 
2. Background and Links to Previous Papers 

 
The Trust Board resolved to maintain the existing Board Committee structure at its 
meeting in May 2014.  Given that there have been some changes to Non-Executive 
Director Board members over the past months, allocation of Executive and Non-
Executive Directors to the Committees has been revisited, and in line with section 4.6 of 
the Trust’s Standing Orders, the Board is required to approve the proposed 
appointments. 
 
3. Narrative 

 
In determining the proposed appointments the following principles have been adopted: 
 

1. Equal distribution of the workload amongst Non-Executive Directors in recognition of 
the time commitment of the role. 

2. Reduced commitments for the Audit Committee Chair in line with recommendations 
made within the NHS Audit Committee handbook 

3. Committee membership matched to individual skillsets of the Non-Executive 
Directors. 

4. Membership or attendance at Board Committees being appropriate to the portfolios 
of the Chief Officers, with the understanding that non-members may be required to 
attend meetings on an ad hoc basis for specific items. 

5. Acknowledgement of the relationship between the Quality Governance and Finance 
and Performance Committees and the Audit Committee by ensuring that the Chairs 
of these Committees are also members of Audit Committee.   

 
It is therefore proposed that appointments to the Committees of the Board and Charitable 
Trustee Board are as set out in the table overleaf: 
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Committee Name Suggested NED 

Appointments 
Chief Officer/Director 

Audit Committee Trevor Robinson (Chair) 
Ed Macalister-Smith 
Ian Buckley 

Chief Finance Officer 
Director of Corporate Affairs 
(both in attendance only as Audit 
Committee is a NED Committee) 

Quality Governance 
Committee  

Ed Macalister-Smith (Chair) 
Barbara Beal 
Brenda Shiels 
Peter Winstanley 

Chief Medical Officer 
Chief Nursing Officer 
Chief HR Officer 
Chief Operating Officer 

Finance and 
Performance 
Committee  

Ian Buckley (Chair) 
Brenda Beal 
Barbara Shiels 

Chief Finance Officer 
Chief Operating Officer 
 

Remuneration 
Committee 

All Chief Executive Officer 
Chief Human Resources Officer 
Director of Corporate Affairs  
(all in attendance only as 
Remuneration Committee is a NED 
Committee) 

Charitable Trustee 
Board 

All All1  

 
4. Areas of Risk 
 
Compliance risks: at the present time the Audit Committee comprises 2 Non Executive 
members which was an interim arrangement approved by the Board reflective of the 
number of Non-Executive Director vacancies at that time. The proposal suggests that 
membership of the Audit Committee revert to 3 NEDS and approval of this will ensure 
that the Trust is compliant with relevant guidance. 
 
Compliance risks: the NHS Audit Committee handbook states there is value in more 
than one member of the Committee bringing relevant skills or experience, including 
financial, risk management and clinical, given the nature of the business. The proposal 
does not include membership of a Non-Executive Director with a clinical background but 
this is in part mitigated against by the Chair of the Quality Governance Committee being 
a member of the Committee. 
 
5. Governance 
Appointing members to Board Committees is a responsibility reserved to the Trust Board 
as set out in the Trust’s Standing Orders.  
 
6. Responsibility 
Andrew Meehan, Chairman 
Rebecca Southall, Director of Corporate Affairs 
 
7. Recommendations 
The Trust Board is asked to approve the proposed appointments to the Committees of 
the Board and the Charitable Trustee Board. 

1 Although all Board members are invited to attend meetings only those with formal voting rights are 
Charitable Trustees of the Charity. 
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