
 
  

PUBLIC TRUST BOARD MEETING TO BE HELD AT ON WEDNESDAY  
26 FEBRUARY 2015 AT 10.00 AM IN ROOM 10009/11, CLINICAL SCIENCES 

BUILDING, UNIVERSITY HOSPITALS COVENTRY& WARWICKSHIRE, CV2 2DX 
 

PUBLIC BOARD AGENDA 
 

ITEM TITLE BOARD ACTION PAPER TIME 
1 Apologies for Absence  

Chairman 
   

2 Declarations of Interest 
Chairman 

For Assurance Verbal  

3 Minutes of Public Board Meeting 
Held on the 29 January 2015 
Chairman 

For Approval Enclosure 1  

4 Matters Arising 
Chairman 

For Assurance Verbal  

5 Trust Board Action Matrix 
Chairman 

For Approval Enclosure 2  

6 Chairman’s Report 
Chairman 

For Assurance Enclosure 3 5 

7 Chief Executive’s Report 
Chief Executive Officer 

For Assurance Enclosure 4 5 

Patient Quality and Safety   
8 We Care Patient Experience 

Quarterly Report 
Chief Medical Officer 

For Assurance Enclosure 5 10 

9 Francis and Related Inquiries 
Trust Action Plan Quarterly 
Update 
Chief Medical Officer 

For Assurance Enclosure 6 10 

10 Medical Revalidation and 
Appraisal 6 Monthly Update 
Chief Medical Officer 

For Assurance Enclosure 7 5 

11 Significant Incident Group 
Report, including Never Events 6 
Monthly Update 
Chief Medical Officer 

For Assurance Enclosure 8 5 

12 Winter Plan and Emergency 
Pathway Update 
Chief Operations Officer 

For Assurance Verbal 10 

13 Board Safety & Quality Walk-
Round Programme 
Chairman 

For Assurance Enclosure 9 5 

14 Integrated Quality Performance 
and Finance Report – Month 10 
Chief Finance Officer 

For Assurance Enclosure 10 15 



 
ITEM TITLE BOARD ACTION PAPER TIME 

Performance   
15 Trust Development Agency 

(TDA) Oversight Monthly Self-
Certification Requirements -  
February 2015 
Chief Finance Officer 

For Approval Enclosure 11 5 

Commercial and In Confidence   
16 On-site Development Update 

Chief Operating Officer 
For Assurance Presentation 15 

Feedback from Key Meetings   
17 Private Trust Board Meeting 

Session Report of 29 January 
2015 
Chairman 

For Assurance Enclosure 12 5 

18 Quality Governance Committee 
Meeting Report 2 February 2015 
Chair, Quality Governance 
Committee 

For Assurance Enclosure 13 5 

19 Finance and Performance 
Committee Meeting Report  
2 February 2015  
Chair, Finance and Performance  
Committee 

For Assurance Enclosure 14 5 

20 Audit Committee Meeting Report 
9 February 2015 
Chair, Audit Committee 

For Assurance Enclosure 15 5 

21 Corporate Trustees Board  
Meeting Report 28 January 2015 
Chair, Corporate Trustees Board 

For Assurance Enclosure 16 5 

Regulatory, Compliance and Corporate Governance   
22 Corporate Objectives 2015/16 

Chief Finance and Strategy Officer 
For Assurance Verbal 5 

23 UHCW Charity Independence 
Proposal 
Chairman 

For Approval Enclosure 17 10 

24 Code of Conduct and Statement 
of Responsibilities Board of 
Directors 
Chairman 

For Approval Enclosure 18 5 

25 Any Other Business  Verbal  
26 Questions from Members of the Public Relating to Agenda Items 
27 Date of Next Meeting:  

The next meeting of the Trust Board will take place on Thursday  
26 March 2015 at 10.00 am, University Hospitals Coventry and Warwickshire 
 
 



 
28 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. 

 



UNIVERSITY HOSPITALS COVENTY & WARWICKSHIRE NHS TRUST 

MINUTES OF A PUBLIC MEETING OF THE BOARD OF UNIVERSITY HOSPITALS 
COVENTRY AND WARWICKSHIRE NHS TRUST HELD ON THURSDAY 29 JANUARY 2014 

AT 10.00 AM IN THE CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITALS 
COVENTRY & WARWICKSHIRE 

 
HTB 
15/710 

PRESENT 
 

 

 Mrs B Beal Non-Executive Director 
 Mr I Buckley Vice Chair (IB) 
 Mr D Eltringham Chief Operations Officer (DE) 
 Mr A Hardy                         Chief Executive Officer (AH) 
 Mr K Hutchinson Interim Chief Human Resources Officer (KH) 
 Mr E Macalister-Smith Non-Executive Director (EMS) 
 Mr A Meehan                  Chairman (AM) 
 Mr D Moon Chief Finance & Strategy Officer (DM) 
 Professor M Radford Chief Nursing Officer (MR) 
 Mrs B Sheils Non-Executive Director (BS) 
   
 IN ATTENDANCE  
 Mrs K Beadling Head of Communications (KB) 
 Ms Z Cox Executive Assistant/Note Taker (ZC) 
 Mr A Phillips Deputy Chief Medical Officer (AP) 
 Mrs R Southall Director of Corporate Affairs (RS) 
 Mrs H Mundy Board Development Consultant (HM) 
 
HTB 
15/711 

APOLOGIES FOR ABSENCE  

 Mrs M Pandit, Chief Medical Officer/Deputy Chief Executive Officer 
Mr T Robinson, Non-Executive Director (TR) 
Mr P Winstanley, Non-Executive Director (PW) 

 

   
HTB 
15/712 

DECLARATIONS OF INTEREST  

 There were no declarations of interest.  
   
HTB 
15/713 

MINUTES OF TRUST BOARD MEETING HELD ON 26 NOVEMBER 2014  

 The minutes were APPROVED by the Board as a true and accurate record of the 
meeting. 

 
 

   
HTB 
15/714 

TRUST BOARD ACTION MATRIX  
  
The Trust Board NOTED the progress made and APPROVED the removal of 
those actions marked as complete. 

 

   
HTB 
15/715 

MATTERS ARISING  

 There were no matters arising that were not on the action matrix or the agenda.  
   
HTB 
15/716 

CHAIRMANS REPORT  

 AM added to his report by advising that he had hosted Mr Jagtar Singh, Chair of 
Coventry & Warwickshire Partnership Trust and that he had also invited the Chair 
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of the Coventry & Warwickshire Clinical Commissioning Group (CCG) to visit and 
observe the Trust’s operations and discuss issues such as delayed transfers of 
care. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

   
HTB 
15/717 

CHIEF EXECUTIVE OFFICER REPORT  

 AH advised that the Chief Inspectors of Hospital (CIH) Inspection was taking place 
in the week commencing 10 March 2015; he went on to say that interview slots 
with Board members had been scheduled and an internal briefing campaign would 
commence the following day, with a presentation to the Top 100 Leaders of 
UHCW. The key message to staff was that the inspection should be seen as a 
positive opportunity to showcase the quality of care provided within the Trust. 
 
BB sought assurance that the junior medical workforce would also be briefed on 
the inspection and AH confirmed that he would be presenting at the Grand Round 
on 13th February 2015. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

  

HTB 
15/718 

PATIENT STORY  

 
 

AP introduced the Patient Story which detailed the Reggie the Reindeer Advent 
Calendar initiative implemented by the Patient Experience Team as part of the 
‘We Are Listening Campaign’. The advent calendar contained 24 messages which 
were a mixture of compliments and feedback from ‘you said, we did’ which was 
displayed in the main reception area.  A window was opened each day and the 
team utilised Twitter to communicate the message of the day. 
 
AP drew out of the report an example of how the Trust had listened to, and acted 
upon feedback from patients in that the clock displaying the waiting times in the 
Accident & Emergency Department (A&E) waiting area had been updated every 
30 minutes instead of 2 hourly. 
 
AM asked MR if feedback was passed onto ward staff and MR confirmed that 
Ward Managers do receive ‘Impressions’ directly via email and added that the 
Walkrounds and informal visits to wards also provided an opportunity for feedback 
to be given. 
 
AM asked how negative comments received via Impressions were dealt with and 
MR confirmed that the verbatim transcript is provided to the ward or area and the 
author is contacted within 24-36 hours of receipt.  BB commented on the power of 
social media and suggested discussion around the Trust’s strategy in this regard 
at a future Quality Governance Committee (QGC).  MR advised that the Trust was 
very much at the forefront when it comes to social media but agreed that 
discussion around the strategic approach would be beneficial.  EMS confirmed 
that he would add this to the QGC agenda although he cautioned that it was 
important to balance social media with other forms of communication.   
 
The Trust Board NOTED the campaign and actions staff have taken as a result of 
listening to user feedback and RESOLVED to discuss social media use at a future 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EMS 
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QGC meeting. 
   
HTB 
15/719 

PARLIAMENTARY AND HEALTH SERVICE OMBUDSMEN COMPLAINTS 
VISION 

 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AP presented the report, advising that it provided the Trust Board with an update 
in relation to 2 reports that had been published in November 2014 by the 
Parliamentary and Health Service Ombudsmen (PHSO) regarding complaints in 
the NHS. 
 
As set out in Part 1, AP advised that the NHS received 174, 872 written 
complaints in 2013-14 and the PHSO received 18,870 written enquires or 
complaints about NHS organisations in 2013-14 of which 3,592 were accepted in 
2013-14 for investigation.  Within the Peer Comparison Chart, there were 490 
complaints made to UHCW in the period; 48 enquires were made to the PHSO 
and 14 of these were accepted for further investigation. He explained that those 
enquires that are not taken forward by the PHSO are because the complainant 
has not given the organisation the opportunity to respond to the complaint itself or 
because the individual has not made a complaint in the appropriate way. 
 
AP explained that part 2 of the report was a vision of good complaints handling 
produced by the PHSO for use as a framework within NHS organisations. AP 
confirmed that the complaints team are currently being restructured with team 
members being aligned to specialities to enable faster response times; the 
primary focus being on complainants receiving the response they deserve in a 
timely way.  AP highlighted the statement ‘I knew for certain that my care would 
not be compromised by making a complaint’ as being very powerful and he 
advised that it was being embedded into the complaints procedure in a very 
transparent way so that patients understand they have a right complain.  AP 
advised that the team saw complaints as an opportunity to ‘do better’ and not in a 
negative way.  
 
AM raised concerns about the financial penalties being imposed by the PHSO.  
AH confirmed that although the PHSO did fine organisations where it deemed fit, 
the Trust had not been fined regularly and moreover, the fines were nominal and 
were imposed more as a point of principle.  AH went on to say that the best way to 
avoid financial penalty was to deal with complaints correctly and gave assurance 
that whilst there had been a backlog of complaints, this had now been dealt with. 
He also confirmed that the Trust had retained the former target internally in terms 
of response times.  
 
BS asked whether the proposal to report to QGC in 6-months time was timely 
enough and AP emphasised that the report referred to was a progress report in 
relation to the implementation of the new framework, adding that QGC has a 
continued overview of complaints.  AM also confirmed that he has a regular 
meeting with the Associate Director of Quality to be kept fully appraised. 
 
MR sought clarification around training for staff in relation to statement writing; 
specifically why medics were being trained later than nursing staff.  AP 
commented that personally, he felt that training should be multi-disciplinary and 
that doctors with medico-legal experience should be used to help their colleagues.  
It was agreed that MR would discuss this with MP outside of the meeting. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MR/ 
MP 
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BS confirmed this was a useful document and commented that she would like to 
see a more challenging complaint presented at the Trust Board under the Patient 
Story. 
 
The Trust Board NOTED the content of the report and ADOPTED the PHSO 
framework for complaints management and DELEGATED the monitoring of 
progress to QGC with an update report to be submitted in 6 months time. 

MP 

   
HTB 
15/720 

QUALITY ACCOUNT 2014/15 AND QUALITY PRIORITIES 2015-16   

   
 
 
 

AP presented the report on the production of the 2014-15 Quality Account and 
drew out the suggested quality priorities for 2015-16: 
 

• Safety – ensuring effective handover 
• Effectiveness – ensuring appropriate End of Life Care including Do Not 

Attempt CPR (DNACPR) 
• Experience – implementing ‘Always Events’  

 
AP advised that the suggested priorities had been debated through the Committee 
structure and final approval was now being sought from the Trust Board.  AM 
sought views from the Board as to whether these should be the top areas of focus 
on quality for 2015/16. AP gave assurance that these would not be the only areas 
addressed and the main focus of the debate had been around a philosophy of 
more is better rather than a silo approach.  The Trust is however obliged to select 
3 priorities against which progress must be reported in the Quality Account and 
the areas suggested were felt to be the most appropriate.  AH concurred with this, 
adding that improving handover would improve patient flow, which impacted on 
the entire Trust as had been previously discussed.   
 
AP concluded by highlighting that the PHSO vision was an exciting opportunity to 
improve complaints management and AH commented that it linked to the World 
Class experience and service work-streams. 
 
EMS advised that a lengthy discussion had taken place around these 3 priorities 
at the QGC meeting and that the implementation of ‘Always Events’ was 
welcomed as being very aspirational.   
 
The Trust Board NOTED the timeline for the production of the Quality Account 
2014/15 and AGREED and APPROVED the 3 quality priorities for 2015/16 as 
detailed in the paper. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
HTB 
15/721 

WINTER PLAN AND EMERGENCY CARE PATHWAY UPDATE  

 
 
 
 
 
 
 
 
 
 

DE presented the report, which comprised of a summary of performance against 
the A&E standard and the actions being taken to improve the Trust’s position 
going forward.  DE drew out 2 key areas that are affecting the Trust’s position: 
 

• Increasing complexity, acuity and dependency of patients 
• Inability to discharge patients and create flow within the hospital; as at 28 

January there were 133 patients medically fit for discharge but awaiting a 
package of care from a partner agency.  This equated to more than 10% of 
the bed-stock (964 beds) 
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HTB 
15/722 
 
 
 
 
 
 
 
 
 
 
 
 

DM went on to say that emergency care was prioritised over elective care which 
was clinically appropriate, but this impacted on the Trust’s ability to treat elective 
patients because beds were not available. 
 
DM assured the Board that several actions were in place to address this and that 
there is an internal focus to try and achieve simple discharge.  DM confirmed that 
in addition to the internal focus, he and AH had met with local partners to discuss 
the delayed transfers of care issue (DTOC) and a Discharge Hub had been 
established to help identify the extent of the problem and work towards reducing  
this.  In addition, a Systems Resilience Group (SRG) had been created which he 
and AH attended regularly. 
 
As part of the internal plans aimed at addressing ED performance, a GP 
Assessment Unit had been developed on-site with phase 1 commencing on 1 

February 2015.  AM sought assurance around the staffing of the unit and DE 
confirmed that the required staff were already employed within the Trust; the unit 
would bring them together in one place.  DE advised the Board that not only will 
the unit improve performance against the 4 Hour Standard, more importantly, 
patient care will improve and partnership working would also improve.  
 
BS commended the speed with which internal changes were being executed but 
asked if those involved were fully supportive.  AH advised that the idea had come 
from the Clinical Directors, who had been supported by the Chief Officers in terms 
of planning and pace.  DE further assured that whilst speed was of the essence, 
the views of the Clinicians had been observed in that the original timetable had 
been adjusted in order that it could be appropriately phased.  DE also highlighted 
that staff recognised the importance of the reconfiguration and had been prepared 
to relinquish physical space.  AH went on to say that the Chief Officers were 
confident around sustainability but commented that in order for the Frail Elderly 
Assessment Unit to deliver maximum benefit, better partnership working with 
external partners was also required. 
 
DM commented that one of the outcomes of the Hot House events was the 
creation of a Frail Elderly Assessment Unit which was met with great enthusiasm     
from the Coventry & Warwickshire CCG and was being led personally within the 
CCG by the Accountable Officer. 
 
IB asked how the Trust would identify the beds that were required in the 
community and ensure that these were available.  AH reminded the Board that the 
Trust is unable to directly access community or social care beds and DE added 
that the type of beds available was as important as the number.  The emphasis 
was on developing a system wide, shared view of capacity requirements and DE 
went on to describe the issues that existed within the community in that CWPT 
were unable to discharge patients as there were no care packages/social care 
beds available; this meant that UHCW could not discharge patients to CWPT 
beds.  EMS emphasised that having the right patient in the right bed was 
fundamental and whilst AH completely agreed with this, he gave assurance that 
any patient being treated at the Trust would be given the best possible care. 
 
DM highlighted table 3; commenting that there had been a stepped increase in 
DTOC, which coupled with the increase in the volume of patients attending ED 
+65 years of age, had created a ‘perfect storm’ that had both operational and 
financial impact.  He went on to say this was common across the NHS and he 
would be working with the CCG through the annual contracting process to try and 
improve patient flow through the hospital.  
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DE advised that he was confident in the diagnosis of the issue and the NHS TDA 
had also expressed confidence in this regard.  AH concluded by welcoming the 
system wide discussion and acknowledgement of the issues. 
 
BB commented that GP’s did not work out of hours and asked whether there were 
plans in place around out of hours and the 111 service.  DE responded that there 
was a piece of work being undertaken by Mr Simon Brake from Coventry City 
Council  who is seconded to the CCG, around a GP being co-located within the 
Trust, in line with the aspiration of the Prime Minister. DE went on to say that 
Heart of England NHS Foundation Trust had a GP within its ED department, 
which had been proven to take 55 patients out of the A&E system per day.   
 
EMS sought assurance around the Getting Emergency Care Right Pathway 
(GECR) and whether this needed refreshing in the current climate.  DE advised 
that it was strategic enough to remain appropriate and confirmed that MR and MP 
had delivered roadshows to staff on the key messages and although some of 
these may have been refreshed, the principles have stayed the same. DE 
confirmed that GECR is still considered ‘best practice’ nationally by the NHS TDA.   
 
DE confirmed that key conversations were still taking place with external partners 
to resolve these issues as quickly as possible and he would keep the Board fully 
appraised of the outcome.  AM advised that this item should stay on the Board 
agenda for February given its importance. 
 
The Trust Board NOTED the report and AGREED to receive an update at the next 
meeting. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RS 
 
 
 

   
HTB 
15/723 

INTEGRATED QUALITY, PERFORMANCE & FINANCE REPORT – MONTH 9 
2014/15 

 

 DM presented the report and advised that 34 of the 69 key performance indicators 
(KPI) for which data is available and reported against, are breaching the 
standard/target and a further 8 are in Amber or ‘watching’ status.  He highlighted 
the areas of underperformance as being: 
 

• 62 day urgent referral to treatment cancer standard 
• Diagnostic waiters 6 weeks and over 
• Reported low and moderate harmful patient safety incidents 

 
DM confirmed that the cancellation of elective procedures due to operational 
pressures was heavily impacting on the Trust’s financial position, as the Trust is 
losing income but at the same time, keeping additional capacity open to deal with 
demand, which was staffed by agency staff.  This has created the ‘perfect storm’ 
referred to in the previous item, in that 30% marginal rates applied to most 
patients in the Trust, yet the additional capacity required resulted in increased 
agency spend and a reduction in the elective work for which the Trust is paid tariff. 
  
DM confirmed that discussion with the NHS TDA around changing the Trust’s 
forecast would take place.  AM commented that the operational position was 
understood but sought assurance from DE around how the Trust is prioritising 
patients whose elective procedures had been cancelled.  DE confirmed that the 
operational team have daily meetings with clinical staff to support and solve 
problems where possible and gave assurance that a clinical view is always sought 
prior to any procedure being cancelled.    He further confirmed that decisions to 
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cancel patients were in no way taken lightly and that this was a source of distress 
for staff.  AP concurred with DE’s comments and advised that surgical 
emergencies and cancer treatments are prioritised and that protected waiting lists 
are in place to ensure that any patients that are cancelled are seen within 28 
days.   
 
IB commented that the position was disappointing and asked how the Trust could 
plan for 2015/16 in light of the issues faced.  DM advised that capacity and 
demand was part of the planning process and that there are a number of things 
that can still be done internally in terms of improving the current position including 
undertaking more work on the Rugby site.  He cautioned however, that there 
would be an element of risk in the 2015/16 plans because some issues were not 
within the Trust’s control.  He confirmed these risks would be set out in the March 
Trust Board papers and that decisions would need to be taken in light of such 
risks. 
 
AM acknowledged the efforts of the Trust’s staff and their willingness to innovate 
and compromise.  AH echoed this and noted that when Sir Bruce Keogh had 
made a recent informal visit to the Trust, he had been overwhelmed with his 
findings in that whilst staff had acknowledged targets without exception, they had 
expressed that safety came first. 
 
AH further added that he will be delivering a presentation to the CIH team on the 
first day of inspection but very much saw the presentation as the Trust’s  
presentation rather than his own and he will therefore, be consulting with staff to 
achieve this.   
 
The Trust Board CONFIRMED their understanding of the report for Month 9. 

   
HTB 
15/724 

NHS TRUST DEVELOPMENT AUTHORITY (TDA) OVERSIGHT – MONTHLY 
SELF-CERTIFICATION REQUIREMENTS JANUARY 2015 

 

 
 
 

DM asked the Board to consider and approve the submission to the NHS TDA 
for January. 
 
The Trust Board APPROVED the January submission to the NHS TDA. 

 

   
HTB 
15/725 

PRIVATE TRUST BOARD MEETING SESSION REPORT 17 DECEMBER 2014  

 AM advised that he had nothing further to add to his report and there were no 
questions raised by members of the Board. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

   
HTB 
15/726 

QUALITY GOVERNANCE COMMITTEE MEETING INTERIM REPORT FROM 1 
DECEMBER 2014 AND 12 JANUARY 2015 

 

 EMS presented the report and highlighted that representatives from the Rugby 
CCG had joined the meeting on 1 December 2014 for discussion around 
processes and practices within the Quality Improvement Schedule, which had 
been very informative. 
 
Turning to the report from 12 January 2015 EMS advised that the key agenda 
item had been WMQRS Theatres and Anaesthetics Peer Review, which had been 
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received positively by the Trust.  BB added that it was important for the Board to 
have visibility in these areas as well as wards and it was confirmed that Theatres, 
the Outpatient Department and other non-ward areas were part of the Board 
Quality & Safety Walk-Round programme. 
 
The Trust Board RECEIVED ASSURANCE of both the meeting reports. 

   
HTB 
15/727 

FINANCE AND PERFORMANCE COMMITTEE MEETING INTERIM REPORT 
FROM 1 DECEMBER 2014 

 

 IB presented the report to the Board and no questions were raised. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

   
HTB 
15/728 

BOARD ASSURANCE FRAMEWORK QUARTERLY UPDATE  

 AP presented the BAF report and asked the Board to note the recommendation 
for an increase in the risk around achieving financial targets in light of the financial 
position and this was approved.    
 
RS also highlighted the risks that were recommended for a reduction in score and 
those recommended for closure within the report.  The Board confirmed they were 
content with the proposal in respect of the reduction in score and the closure of 
risks outlined in the paper.  
 
The Trust Board CONSIDERED and APPROVED the proposed changes to the 
BAF outlined in section 3 and NOTED the current controls, assurances and 
actions in place in relation to each risk. 

 
 
 
 
RS 

 
 

  

HTB 
15/729 

FIT AND PROPER PERSONS TEST DECLARATION  

 RS presented the report and reminded members that the Board had received a 
presentation on the Fit and Proper Persons Test (FPPT) at the September Trust 
Board meeting, where it had been agreed that the Trust would examine its 
processes and made necessary changes when the regulations were published.  
 
RS went on to highlight that FFPT came into force at the end of November 2015 
and the paper represented a public declaration of the compliance of each board 
member against the requirements.  RS emphasised that members were obliged to 
comply with the requirements on an on-going basis and that a formal declaration 
would be made each year, which would then be reported to the Trust Board. 
 
The Trust Board NOTED that declarations of compliance with the requirements of 
the Fit and Proper Persons Test had been received from all members of the Trust 
Board.  Board members also COMMITTED to informing the Chair of any change 
in individual circumstances that night affect compliance on an on-going basis and 
AGREED to make a written declaration on an annual basis. 

 
 
 
 
 
 

   
HTB 
15/730 

ANY OTHER BUSINESS  

 AH advised that the Trust had been accredited by the European Endocrine 
Tumour Network and was one of only six sites in the UK.  Congratulations to the 
team were offered by the Trust Board. 
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AH further added that he had arranged for Tommy Whitelaw to visit the Trust on 
17 February to deliver a presentation about how dementia had affected his life 
whilst he was caring for his Mother who had the illness and extended the invitation 
to all board members.  
 
DM advised that a Da Vinci Robot GP Event was taking place that evening.  He 
confirmed that the robot has carried out over 100 operations and has been a great 
success since its implementation in February 2014.  35 GP’s have confirmed their 
attendance as well as the Lord Mayors of Rugby and Coventry. 
 

 
 
 
 
 
 
 
 
 

HTB 
15/731 

QUESTIONS FROM MEMBERS OF THE PUBLIC RELATING TO ITEMS ON 
THE AGENDA 

 

   
 
 
 
 
 

There were no questions raised by members of the public. 
 
One member of the public advised that he was an Orthopaedic Registrar who was 
interested in joining the Trust and had come along to the Public Trust to get a feel 
for the organisation.  The Board thanked him for showing an interest in the Trust. 

 
 

   
HTB 
15/732 

THE DATE AND TIME OF NEXT MEETING  

 AM advised that the next Public Trust Board meeting will take place on 26 
February 2015 at 10.00 am in the Clinical Sciences Building, University Hospitals 
Coventry & Warwickshire. 

 

   
HTB 
15/733 

These minutes are approved. 
 
SIGNED 
 

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

  
CHAIRMAN 
 

 
DATE 

 
…………………………………………........................
.... 
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ACTIONS UPDATE: PUBLIC TRUST BOARD MEETINGS 

26 FEBRUARY 2015 
 

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 JANUARY 2015 MEETING 
HTB 15/718 
PATIENT STORY 

Social media strategy to be added to the agenda 
for a future Quality Governance Committee meting 

MP 02.03.15 On the agenda for the April 
meeting. 

Yes 

HTB 15/719 
PARLIAMENTARY 
AND HEALTH 
SERVICE 
OMBUDSMEN 
COMPLAINTS 
VISION 

MR and MP to discuss report writing training being 
multi-disciplinary. 

MP/MR 26.02.15 MR confirmed this discussion 
had taken place. 

Yes 

HTB 15/719 
PARLIAMENTARY 
AND HEALTH 
SERVICE 
OMBUDSMEN 
COMPLAINTS 
VISION 

Monitoring of progress in relation to implementing 
the PHSO Vision to be presented to QGC in 6-
months (July meeting) 

MP  Added to the QGC bring 
forward. 

Yes 

HTB 15/719 
PARLIAMENTARY 
AND HEALTH 
SERVICE 
OMBUDSMEN 
COMPLAINTS 
VISION 

A complex patient complaint should be discussed 
at Trust Board. 

MP 26.02.15 AK has confirmed this is part of 
the Patient Story Programme. 

Yes 

HTB 15/721 
WINTER PLAN AND 
EMERGENCY CARE 
UPDATE 

The Board asked for this item to remain on next 
month’s agenda. 

RS 26.02.15 On the February agenda. Yes 



Enclosure 2  

 

HTB15/728 
Board Assurance 
Framework 

Amendments to BAF to be made as approved by 
the Trust Board 

RS 26.02.15 Completed  Yes 
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REPORT TO THE TRUST BOARD: PUBLIC 

 
26 February 2015 

   
Subject: Chairman’s Report 
Report By: Andy Meehan, Chairman 
Author: Andy Meehan, Chairman 
Accountable Executive 
Director: 

Andy Meehan, Chairman 

 
PURPOSE OF THE REPORT: 

 
To update the Trust Board of the key details of meetings and events attended by the 
Chairman. 

 
SUMMARY OF KEY ISSUES: 

 
Since the last Board meeting, the major meetings and areas of interest were as follows: 
 

• Meeting with Chair of Coventry & Rugby CCG – Control Room & Operations 
• Board Seminar – CQC Preparation 
• Board Development Seminar 
• Meeting with Healthwatch Coventry 
• Dinner with local Chairs of CCG and NHS Trusts 
• NHS Charities Forum 
• Appointed as NED Champion for End of Life Care Committee Chaired by the Chief 

Nursing Officer 
• Walkrounds – Maternity Ward, Lucina Birth Centre and Labour Ward  

 
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 ITEM HAS BEEN CONSIDERED: None –the 
report is for the Trust Board. 
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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 and key policy issues. 

 
SUMMARY OF KEY ISSUES: 

 
Summary of Activity 
This month I have been involved in the following: 
 

• TTWC Update (5 February) 
• Dementia Make A Difference Tour - Tommy Whitelaw (17 February) 
• Coventry Health and Wellbeing Board / Better Care Conference (23 February) 

 
Consultant Appointments - None 
 
Policy Issues and Publications: 
The following are key issues and reports that have been published that I would bring to the attention 
of the Trust Board 

1. The NMC has produced a revised Code of Conduct for Nursing and Midwifery Staff that is 
effective as of 31st March 2015.  The Code can be found at: http://www.nmc-uk.org/The-
revised-Code/The-revised-Code-in-full/ 

2. Freedom to Speak-Up Report into Whistleblowing in the NHS published on 11th February 
2015.  The Trust will be reviewing the recommendations and making changes to policies and 
procedures as necessary; additionally a Cultural Ambassador will be appointed as a point of 
contact for staff that wish to raise concerns.  This will be complimented by changes to the 
intranet site aimed at ensuring staff understand the range of measures that are in place for 
staff to raise any concerns that they may have. The report can be found at: 
https://freedomtospeakup.org.uk/ 

3. The Trust has been accredited as European NET Centre following an accreditation visit in 
January. 

 
 
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 

 

http://www.nmc-uk.org/The-revised-Code/The-revised-Code-in-full/
http://www.nmc-uk.org/The-revised-Code/The-revised-Code-in-full/
https://freedomtospeakup.org.uk/
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REPORT TO THE TRUST BOARD: PUBLIC 

 
26th February 2015 

   
Governance: None Highlighted 
Legal: None  
NHS Constitution: None Highlighted 
Risk: None Highlighted 

COMMITTEES/MEETINGS WHERE THIS ITEMS HAS BEEN CONSIDERED: None - report is for 
the Trust Board 

 



 Enclosure 5 
 

PUBLIC TRUST BOARD PAPER  
 

Title We Care - Patient Experience Quarterly Report  
Author Anita Kane, Associate Director of Quality 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer 

Date  26 February 2015 
 
1. Purpose  
To present quarterly information on Patient Involvement, Friends and Family Test, 
external feedback websites, complaints, PALS, compliments and health information.   
 
2. Background and Links to Previous Papers 
The paper aims to present patient experience information in an easy to read format 
suitable for public consumption.  The first report covering Quarter 1 of 2014-15 was 
presented in October 2014 as a developmental paper at Private Board. It was agreed at 
this meeting to make future reports available as part of the public Trust Board papers. 
 
3. Narrative 
In keeping with the Trust’s vision of becoming a national and international leader in 
healthcare and its values, this report aims to bring together the work of the Patient 
Experience Team and highlight areas of good practice and improvement areas. The 
report covers: Patient Involvement, NHS Choices &Patient Opinion, complaints, PALS, 
Compliments and Health information.  
 
4. Areas of Risk 
Friends and Family Test response rates have fallen and if the minimum 30% response 
rate across in-patients and 20% for A&E is not met across quarter four, then the Trust will 
fail the 2014-15 CQUIN targets resulting in: 
 
Financial risk; the Trust will face financial loss.   
Reputation risk; failing to achieve CQUINs and expected response rates may impact 
negatively on the Trust’s reputation. 
Quality/Safety; although the FFT is but one method that the Trust uses to capture 
feedback, if feedback rates fall below desirable levels then the Trust may be missing out 
on feedback that it can use to improve services.  
 
Additionally, failing to achieve a 40% response rate across in-patient areas during March 
2015 will result in an additional CQUIN indicator being failed, also resulting in the above 
risks.  This has been raised as a risk and is on the corporate risk register.   
 
5. Governance  
 
NHS Constitution 
 
Principle 4 – The NHS aspires to put patients at the heart of everything it does….NHS 
services must reflect and should be coordinated around and tailored to, the needs and 
preferences of patients, their families and their carers. 

 
Principle 7 - The NHS is accountable to the public, communities and patients that it 



serves. 
 
6. Responsibility 
 
Anita Kane, Associate Director of Quality 
Meghana Pandit, Chief Medical and Quality Officer 
 
7. Recommendations 
 
[A] The Board is invited to NOTE the Patient Experience Quarterly Report and to RAISE 

any queries or concerns. 
 
Name and Title of Author: Anita Kane, Associate Director of Quality 
Date: 12 February 2015 
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We Care 
Patient Experience Report 
Quarters Two & Three 2014-15 

February Trust Board 
25 February 



1. Patient and Public Involvement (Including FFT) 
2. NHS Choices, Patient Opinion  
3. Complaints 
4. PALS 
5. Compliments 
6. Health Information Centre 

Contents 



1.Patient And Public Involvement 

Impressions 
(All respondents) 

TOP 3 Scoring Impressions Q2 and Q3 combined 
Cleanliness  (2181) 98% ,  
Staff respecting Privacy and Dignity (2175) 97%,   
Staff treating you with kindness and compassion (2193) 97% 

LOWEST 3 scoring Impressions Q2 and Q3 combined 
Timeliness – doing things on time (1975) 89% 
Standard of food and Drink (1931) 84% 
Parking (1669) 52% 

Significant Impressions score changes from Q2 (>X%) – Parking 47% to 52%, Food & Drink 84% to 87%  

95% Mainly Good Impression Q2,     95% Mainly Good Impression Q3 
as Compared to 95% in Q1 



Part way through Q2 NHS England changed from score to recommender percentage, therefore there is no average available for this quarter. 
 
Average UHCW A&E Recommender % for Q3 was 84%, national average was 86.6% 
Average UHCW A&E Coverage for Q3 was 17.9%, national average was 18.8% 
 
Average UHCW IP Recommender % for Q3 was 90%, national average was 94.6% 
Average UHCW IP Coverage for Q3 was 31.08%, national average was 35.76% 
 
Over Q3 the following wards were consistently above the national average for recommender % : Ward 34, Cedar, Mulberry, Ward 42 
 
Lowest recommender % wards across the Qtr were: Ward 33, Ward 21, Oak, Hoskyn 
 
Wards with low recommender % are invited to Patient Experience and Engagement Committee to discuss the information and agree any actions. 

1.Patient And Public Involvement -  Friends and Family Test Inpatients and A&E 



1.Patient And Public Involvement -  Friends and Family Test, TEXT Demographics 

A&E Inpatients 



1.Patient And Public Involvement -  Friends and Family Test  Maternity 

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 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 recommender percentage (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. 

 OCT NPS Type 
Ward Total Recommend Total Not 

Recommend 
Total Neither 
Recommend 

or Not 
Recommend 

Grand Total Recommend 
% 

Patients 
Eligible to 
Respond 

Coverage 
% 

Antenatal after 36 weeks 96 1 2 99 96.97% 513 19.3% 
Labour/Birth 134 4 7 145 92.41% 513 28.3% 
Postnatal hospital 160 1 8 169 94.67% 513 32.9% 
Postnatal community 93 0 2 95 97.89% 489 19.4% 
TOTAL 483 6 19 508 95.08% 2028 25.0% 

 NOV NPS Type 
Ward Total Recommend Total Not 

Recommend 
Total Neither 
Recommend 

or Not 
Recommend 

Grand Total Recommend 
% 

Patients 
Eligible to 
Respond 

Coverage 
% 

Antenatal after 36 weeks 57 0 1 58 98.28% 516 11.2% 
Labour/Birth 50 1 0 51 98.04% 516 9.9% 
Postnatal hospital 144 1 3 148 97.30% 516 28.7% 
Postnatal community 73 1 0 74 98.65% 488 15.2% 
TOTAL 324 3 4 331 97.89% 2036 16.3% 

 DEC NPS Type 
Ward Total Recommend Total Not 

Recommend 
Total Neither 
Recommend 

or Not 
Recommend 

Grand Total Recommend 
% 

Patients 
Eligible to 
Respond 

Coverage 
% 

Antenatal after 36 weeks 45 2 1 48 93.75% 516 9.3% 
Labour/Birth 37 0 0 37 100.00% 516 7.2% 
Postnatal hospital 116 0 2 118 98.31% 516 22.9% 
Postnatal community 82 1 0 83 98.80% 483 17.2% 
TOTAL 280 3 3 286 97.90% 2031 14.4% 



Patient Experience Week 
• The Patient Experience Team held the first Patient Experience Week 

from 9th February to 13th February. 
• During the week the PET  held a series of events in order to gain 

feedback from patients, visitors, carers and staff both at University 
Hospital and the Hospital of St. Cross.   

• The week consisted of interviews at both sites with the patients, 
relatives, carers and staff as well as street interviews in Rugby to gain 
feedback from members of the public.  

• Our Patient Experience Volunteers and some members of the Patient 
Advisor Team  were involved in the week by conducting the FFT surveys 
with patients throughout the hospital. Healthwatch  also took part in the 
week. 

• Three Delivering Excellence Workshops sponsored by the Strategic 
Projects Team of NHS Midlands and East were held . The aim was to give 
an overview of key tools NHS staff can use to improve patient 
experience. These were extremely well received and evaluated. 

Tablet Version of the Paediatric Questionnaire 
• The PET along with Paediatrics have developed a child friendly survey 

including the FFT test so that children will be given an opportunity to 
feed back.   

• Currently an online version of this questionnaire is being designed and 
should be in place by April 2015 allowing children to leave their feedback 
on tablets. 

New Welcome to the Ward Posters and Health Information 
Logo 
• New posters will be placed outside every ward in Phase 1 detailing 

information about the ward, facilities, leaving feedback, interpreting 
services and uniforms. 

• You said we did posters are now up around the Trust. 
• Development of a UHCW ‘Information for you’ logo created. This is a 

‘assurance stamp’ that the information has been checked and is trusted 
UHCW information for users. 

 
 

 
 

 

1.Patient And Public Involvement - Activity update 

Patient Diaries 
• The Patient Diary is a simple tool to enable patients, their 

relatives & carers to keep a ‘diary’ of any questions or 
reflections they may have about their care & treatment at 
UHCW.  

• It includes information about GECR & empowers patients to 
‘check & challenge’ their healthcare team. 

• The diary is currently being piloted on wards 1, 23 & 52 at 
University Hospital & on Cedar Ward at the Hospital of St. Cross. 

• Communication has gone out to ward staff, however there has 
been some resistance to handing them out. Patient Experience 
Volunteers have now been recruited to speak to patients & 
relatives on the pilot areas to encourage the use of them. By 
empowering patients with the GECR questions they can feel 
more involved in healthcare decisions. 

• An evaluation of the Patient Diaries will take place in February 
2015. 

Reggie the Reindeer 
• As part of the ‘We Are Listening’ campaign it was agreed that the 

Trust needed to show that we act upon feedback. From this the 
concept of an Advent Calendar was born. 

• The calendar was placed in main reception at University Hospital 
and in the Outpatient Department at the Hospital of St. Cross for 
the month of December. 

• Behind each window of the calendar was an example of how we 
used patient feedback as well as some compliments received. 

• The calendars were in place from the 1st December to the 24th 
December 2014 and on the launch and close days free mince pies 
were handed out to the public. Both the calendar and the mince 
pies were sponsored by ISS. 

 
 

 



September 14  -  Jennifer's Story 
Jennifer relayed her experience as a deaf patient in the Eye Casualty department. 
We said we would: 
• Develop Easy read information beginning with UHCW core leaflets We have developed the list of ‘core leaflets’ and developed 

an Easy read ‘Coming into hospital Guide’ which has been consulted on via the IAG and Grapevine and is due for further 
consultation through PEEC. 

• Develop a Business Plan to recruit to a post (probably a peripatetic Activity Co-Ordinator) who would have signing skills to 
support our deaf patients We have completed a business case and is with  the Chief Nursing Officer for Consultation. 

• Explore with ICT whether information such as ‘Deaf requires interpreter’ can be included, and for this information to be readily 
accessible for when appointments are booked so interpreters can be booked at the same time.  The AD Quality, Head of 
Equality and Lead Nurse for Learning Disabilities have raised with ICT. There is no easily accessible way for this information to be 
fed through the current iPM on to the CRRS function. Still work in progress with ICT o find a solution. 

 
October 14 -  Gynaecology Complaint 
Action and learning disseminated following the complaint concerned the Group Manager for Theatres and the Group Manager for 
surgery meeting at 2pm daily to discuss any potential cancellations so that patients could be informed appropriately 
 
November 14 -  Lucina Birthing Experience 
The lady’s birthing experience was excellent and extremely positive, there was no specific actions and the story was shared with 
the clinical and non clinical teams in Women’s and Children's. 
 
 

 

1.Patient And Public Involvement –Update on Actions following Patient Stories 



2. NHS Choices  Patient Opinion 
An independent site about experiences of health care services  

What's good? 
Care plans, communication, excellent, impressed, integration 
 
What could be improved? 
Nothing noted 
 
How Have People Rated this Service?  
14 people would recommend this service 
5 people would not recommend it 
 
 
 
 
 
 
 
 
 
 
 

University hospital, Coventry - Based on 139 ratings 

Hospital of St Cross - Based on 37 ratings Area Stars (out of 5) No of ratings 

Cleanliness 3 29 

Environment 4 15 

Information 4 13 

Involved 3 42 

Listening 4 14 

Medical 3 30 

Nursing 3 29 

Parking 2.5 27 

Respect 3.5 43 

Timeliness 3 43 

www.patientopinion.org.uk  

Visit to A&E 
I visited A&E on two occasions and was seen 
almost immediately by the triage nurse and 

shortly after by the doctor on both occasions. 
Staff were friendly and involved me in 

decisions. I was extremely happy with the 
service I received. 

Visited in January 2015. Posted on 30 
January 2015 

50% of reviews left in Q2 were positive and 50% were 
negative, this was based on 28 total reviews. 

 
40% of reviews left in Q3 were positive and 60% were 

negative, this was based on 15 total reviews. 

80% of reviews left in Q2 were positive and 20% were 
negative, this was based on 5 total reviews. 

 
80% of reviews left in Q3 were positive and 20% were 

negative, this was based on 5 total reviews. 

Visit to Hospital of St. Cross 
Came in briefly with my mom who had 

an MRI scan for her tooth problem. 
Wonderful , quick care! Very clean and 

friendly staff ! Highly recommend. 
Visited in July 2014. Posted on 3 

November 2014 

http://www.patientopinion.org.uk/


3. Complaints 

Q1 Q2 Q3 
Total Number of formal 
complaints  

126 133 112 

% complaints responded to in 25 
working days* 

68% 33% 66% 

Number returned for further local 
resolution  

34 34 26 

Number of new PHSO requests  1 4 3 

Ratio of complaints to Activity  0.05% 0.05% 0.05% 

*The Complaints service keep a record 
of the reasons why a complaint 
breaches the internal target of 25 days. 
Across Q3 the most breaches were 
against the specialty (21 – no outlier 
specialty) this means awaiting 
statements/ response from clinicians. 
Followed by Group Manager breaches 
where sign off hasn’t occurred in a 
timely manner (10 -  Surgery had 6 of 
these were regarding TCI dates) .   



1 Complaints - top 5 subjects (K041a) No 

All aspects of clinical treatment 56 

Attitude of staff 14 

Communication/information to patients (written 
and oral) 

14 

Appointments, delay/cancellation (in-patient) 9 

Admissions, discharge and transfer arrangements 8 

Totals: 2 All aspects of clinical treatment No 

Diagnosis  15 

Post-operative issues 8 

Dignity 7 

TTOs & Medication 6 

Re-admission 6 

3 Attitude of staff 

Dignity 2 

Discharge planning 2 

Dementia 1 

Diagnosis 1 

Falls  1 

4 Communication/Information to Patients 
(Written and Oral) 

Diagnosis 5 

Dignity 2 

DNAR 2 

Discharge Planning 1 

TTOs & Medication 1 

5 Appointments, delay/cancellation (in-
patient) 

TCI cancelled on day of procedure 5 

Discharge planning 1 

6 Admissions, discharge & transfer 
arrangements 

Discharge planning 4 

Re-admission 3 

Diagnosis 2 

Pain Relief 1 

Post-operative issues 1 

Table 1 -  Illustrates the  top 5  subjects for formal complaints 
under the national return categories K041a 
 
Tables 2- 6 highlight the  ‘key words’ complainants mention 
within those top 5 subject  categories. E.g. 15 ‘mentions’ of 
diagnosis within the 56 complaints categorised as being 
about all aspects of clinical treatment. 



Parliamentary Health Service Ombudsmen (PHSO) Learning from Complaints 
Example of an outcome and improvement following 
receipt of a complaint responded to within this quarter 
(description and outcome graded Red) 

Patient was admitted after having a severe reaction to 
chemotherapy and concerns raised that fluid input and output 
was not monitored.  This resulted in dehydration, low 
potassium and creatinine levels being dangerously high, 
leading to near kidney failure and an over functioning stoma.  
Once this was identified patient had a bag of saline every 4 
hours when previously they were only given 4 bags of saline 
over 5 days. 
 
Following this complaint the Stoma Nurse spoke to the Ward 
Manager to plan regular stoma updates to be carried out with 
the ward staff and training and education was commenced.   
 
The Stoma Nurse also wrote a care plan around patients with 
high output stomas which she has asked the Nutrition Team 
to review which outlines the problems that can occur 
including the risks of dehydration, acute renal failure, 
malnutrition and stoma leakage.  It also details how to try and 
prevent these problems and the nursing care required in 
terms of fluid balance and patient education. This was 
included in the complaint response and the complainant has 
not come back to the Trust to investigate the complaint 
further. 
 
  

Case Primary Issue(s) Primary 
Specialty 

Date 
received 

from PHSO 

Outcome/ 
recommendations 

Q2 and 3 New Requests 
 

 
HS-

194509/ 
0026 

Concerns regarding 
recurrent chest infection, 

malnutrition, 
dehydration. Caludon 

Centre Patient 

Acute 
Medicine/ Care 
of the Elderly 

 
July 2014 

Not Upheld 

HS-
193140/ 

0028 

 
Concerns regarding 

waiting list for procedure 
 
 

 
Trauma & 

Orthopaedics 

 
August 
2014 

Upheld 
PHSO request for 

£500 payment 

 
HS-

197298/00
31 

 
Unhappy with outcome 

of orthopaedic procedure 

 
Trauma & 

Orthopaedics  

 
August 
2014 

 
Not Upheld 

 
EN-

199787/ 
0047 

 
Concerns regarding 

Continuing Health Care 
(CHC) around discharge 

planning. 

 
Integrated 
Discharge 

Team (IDT) 

 
Sept 
2014 

Outcome Awaited 

HS 
203991/00

38 

Concerns regarding 
standard of care 

provided to a cancer 
patient 

Surgery Nov 
2014 

Outcome awaited 

 HS 
205094/00

50 

Care and treatment 
received whilst as an in 
patient -  continuity of 

care  and nursing issues 

Care of the 
Elderly & 

Gerontology 
 

Dec 
2014 

Outcome awaited 



Examples of Q2 complaints and actions 

ID Main Issue of Complaint Action 

4836 Patient attended Ophthalmology outpatient appointment.  Left clinic very 
upset by the way doctor spoke to patient and comments made behind his 
back. 

Arranged a meeting with the patient and 
Consultant.  Discussed the issue, 
Consultant apologised and wrote a 
personal letter of apology.  Also arranged 
further appointment to have eye 
pressures checked as these were of 
concern. 

4797 Patient had been taking a specific medication since April 2013 (which is not 
prescribed by the Trust) but when he came to clinic the doctor stopped 
prescribing this medication. 

Consultant agreed that due to patient’s 
intolerance of other medications and he 
has monitored such patients in the past, 
he would prescribe the medication. 

4650 Husband raised concerns around his wife’s care and problems admitting her 
to Ward 35 over a weekend period and feels let down by the process. 

All staff agreed that the patient’s 
experience was unacceptable and the 
pathway for out of hours needs to be 
improved.  Complaint being used to assist 
in developing an Acute Oncology Service. 

5289 Patient received copies of his health records which contained information 
relating to several different patients. 

Action taken immediately by retrieving 
records, supplying a correct copy, 
reimbursing patient his fee and reporting 
the incident to the relevant bodies. 



Examples of Q3 complaints and actions 

ID Main Issue of Complaint Action 

5183 Prior to surgery patient was consented but surgeon added ‘hypocalcaemic’ 
after consent form signed, stating it would not affect patient. Following 
procedure calcium levels fell & patient advised parathyroid glands might have 
been damaged or removed. At no time was it explained to patient this could 
happen. Now under Endocrinologist & needs twice weekly blood tests to 
check calcium levels. Taken to ED unwell & required calcium infusion but 
waited 6 hours for blood results before admitted to AMU1. Doctor advised 
change in medication  but no discharge letter provided. A couple of weeks 
later asked to returned to ED urgently due to problem with bloods & asked 
why self-discharged. Patient explained this was not true & never seen 
discharge paperwork. Concerns lack of communication caused life 
threatening condition but re follow up. 

Prior to thyroid operations all patients to 
be given written information around the 
procedure & potential complications 
which will form part of the pre-op notes. 
(Mr Tedla)  
Incident to be presented at QPS meeting.  
Junior doctors to be reminded at 
induction & update meetings regarding 
good communication & the impact will 
be audited.  
Acute Medical appointments not to be 
cancelled unless the clinical team 
contacted first.  
The AMU clinic undergoing a review of 
the referral & operational processes.  

5194 Complainant unhappy that his daughter’s broken arm may have been 
missed during a visit to CED. 

Confirmed that the fracture was in fact 
apparent on the x-ray and had the 
patient been admitted, she would have 
required surgical intervention for her 
injury. As a result of this investigation all 
x-rays that are requested in ED will now 
be assigned to a Consultant to ensure 
that they are reviewed in a timely 
manner. 



Examples of Q3 complaints and actions continued 

ID Main Issue of Complaint Action 

5399 Patient attends every 4 weeks for Vigam infusion treatment.  On attending 
the doctor is regularly late which results in treatment being started late and 
patient being at the hospital for longer than necessary. 

Staff Nurse from the Day Case Unit has 
completed a Health Assessment course, 
which will enable her to clerk patients and 
infusions can be commenced in a more 
timely manner. 

5188 Mis-communication between Bereavement and Histopathology which 
resulted in patient’s body being released before a hospital post mortem had 
been carried out. 

Already implemented a new process 
whereby the Bereavement Department 
will contact the Histopathology 
Secretaries and a date and time will be 
booked there and then and family will be 
informed. 



4. Examples of Informal Contacts  

Concern Outcome 

Patient received a letter from the Booking Centre informing they have been removed 
from the ophthalmology clinic list as they had not attended their appointment, 
however, advising they had attended.   (94862.14) 

It was identified the patient had attended the 
clinic but his attendance had been marked as a 
DNA instead of documenting him as an 
attendance. 

89 year old patient living near St Cross Hospital, Rugby received an appointment to 
attend UHCW for an MRI scan and wished to know why she could not attend St Cross 
instead.  (94774.14) 

Patient was invited to attend St Cross for MRI 
scan on and the appointment at UHCW was 
cancelled 

Patient had a fused ankle and heel joint on her right foot requiring her to wear 
orthotic shoes, however, her heel on the right shoe was far too high and this had 
been discussed on every assessment and one year later the problem had still not 
been addressed. Patient requested her shoes to be reassessed by an expert in the 
field (94937.14) 

Patient was contacted by Lead Orthoptist who 
discussed her issues in detail and arranged a 
further appointment for him to see her at his 
clinic. 

Patient who was currently on Ward 10 required an MRI scan with anaesthetic cover. 
Family were concerned regarding the delay (95615.14) 

Advised patient was originally booked for MRI 
scan but was unable to tolerate this without 
sedation.  The scan was rebooked but on this 
occasion the Ward failed to sedate him. 
Contacted the Group Manager of the Service 
who arranged for the MRI scan to take place 
within 2 days. 



4. Examples of PALS Contacts  

Concern Outcome 

Concerns regarding the planned discharge of a child whilst on Ward 15 who was 
receiving treatment for a planned achilles tenostomy as part of his Ponsetti 
treatment.  On arriving home the family received a telephone call advising they 
needed to return to the Ward as the consultant had requested to see them prior to 
discharge.  Family were upset as this information had not been communicated 
appropriately to them at the time of discharge. (95598.14) (Q 3) 

The proposed consultation with the consultant 
had not been documented in the child’s health 
records resulting in the child’s readmission As a 
result staff were asked to reflect on the incident. 

89 year old patient living near St Cross Hospital, Rugby received an appointment to 
attend UHCW for an MRI scan and wished to know why she could not attend St Cross 
Hospital instead.  (94774.14) (Q 2) 

As a result patient was invited to attend St Cross 
for MRI scan and the appointment at UHCW was 
cancelled 

Patient attended for an MRI scan and was asked for his weight in the waiting area 
prior to having the scan.  As this was a sensitive issue to the patient, he felt the 
member of staff’s attitude was judgemental towards him and this impacted on his 
privacy and dignity (95577.14) Q3 

It was acknowledged the use of phrasing could 
have appeared demeaning but the question was 
a necessity for the safe use of the MRI scanner.  
Patient was invited to contact the Radiology 
Department to offer advice as to the placing of 
the weighing scales in the department.    



5. Compliments received via Feedback@ 

  

  

Feedback @ is an address 
people can use for 

complaints, concerns, 
comments and compliments 

 I have recently been discharged from 
Ward 52 after a 2 week stay. I would 

like to pass on my gratitude and thanks 
for the excellent care that I received 

during this time. 
 

. I found the HCA consistently to be 
extremely caring & compassionate, not 
only to me but to other patients on the 

ward.  
 

The doctor also had an excellent bed 
side manner & was always happy to 

give me relevant information about my 
medical situation and care. 

 
3 February 2015 

 
 

  
I found all aspects of the care at your 

hospital to be first class – the 
engagement of your teams of people, 

receptionists & medics alike; the 
speed at which I was seen; the 

openness of the staff & willingness to 
share information.  I was provided 
with clarity and guidance about my 

injury. 
  

Many thanks to your teams in A&E for 
their time, support and a super patient 

experience. 
 

6 October 2015 
 

I attended the 
Haematology Clinic 
yesterday and I just 

want to say a big thank 
you to all there, Dr 

Chapman & the nurse 
who explained the 

Warfarin procedure to 
me, everyone was kind 
& helpful. Please pass 

on my gratitude  
and thanks to all.  

 
4 February 2015    

  
  

We’ve all heard of the most recent crises in 
hospital A&E departments, and yet despite 
the immense pressures you’re all under, my 

mum was looked after so well & every 
member of staff she encountered could not 
have been more caring & also apologetic 

about her long wait on a trolley in a corridor.   
  

More people should applaud the amazing & 
wonderful service we get from NHS staff & in 

our own families experience, UHCW is a 
shining example of compassion and caring 

so thank you. 
 

4 December 2015 
  
 

Long live the NHS! Having my first ever 
operation was initially daunting, however 

the reassurance & friendliness of the 
nurses & anaesthetists pre-op put me at 

total ease.  
 

When I came out the doctor comforted 
me with details of how the operation 
went and the anaesthetist eased me 
around and made sure I wasn't in any 
discomfort or pain. Again, the nurses I 
encountered throughout my stay were 

caring and diligent.  
 

Mr Alaani and the nurses are great 
assets to the NHS and true 

professionals. 
 

26 September 2015 
  
 



5. Compliments received via FFT (July  -  September 14) Source: Impressions 

  

  

All verbatim comments are emailed via Impressions 
to the Ward/Department teams on a daily basis . 
Impressions can be accessed by a number of people 
including the Ward Managers, Clinical Directors and 
Clinical Leads 

I was treated with 
the upmost respect 

& kindness by all the 
staff. I couldn’t have 

asked for better 
treatment. 

 
#72849  

Rugby Day Surgery The treatment & 
companionship offered by all 

the staff on the ward made me 
feel well at ease & relaxed. 

Nothing was ever too much to 
ask of them as they are all 
more than willing to help. 

 
#72747  

Coronary Care Unit 

Good and clear 
information 

delivered quickly. 
 

#72272 
Ward 32 

Excellent service from the 
receptionists, nurses, 

radiographer and doctor. All very 
friendly, professional & efficient. 

Dealt with my broken leg in 1 
hour 40 minutes. Five star 

service from Doctor Ben & the 
Triage Nurse who also plastered 

my leg. 
 

#72292  
A&E 

Everyone was really 
nice and 

professional. 
 

#72212 
Ward 21 

One of the finest hospitals to 
take care of you in the country. 
It has looked after me for many 
years with patience, love and 

care. To the staff – wonderful – I 
take my hat off to them with the 

greatest respect. Absolutely 
magnificent! 

 
#72099 

Cedar Ward 

As soon as I arrived at the 
Clinic 10 reception, I was 

treated with kindness – the 
receptionist, doctors & nurses 

were all helpful, efficient, 
knowledgeable & professional. 

 
#72048 
Clinic 10 

The care I’ve received in 
this hospital from Breast 

Screening to follow up care 
post surgery, has been 

wonderful. I cannot praise 
all of your staff enough. 

 
#72041 

Breast Screening Unit 

Everyone was extremely 
kind under highly 

pressurised conditions. 
 

#72679 
Ward 43 



6. Health Information Centre 
Enquiries 

Examples of “Other” include substance abuse, allergy, epilepsy, 
pain management and skin disorders. 

Referrals 

Enquiries - Oct-Dec 2014

1120

906

722
779

958

679
810

617
736

0

200

400

600

800

1000

1200

Oct Nov Dec

2012

2013

2014

Referrals - Oct-Dec 2014

30

13

45

3 6
11

47

74

0

10

20

30

40

50

60

70

80

Age
 U

K

Citiz
ens

 A
dv

ice
 

Canc
er In

for
magio

n 

CP/C
CG

Hosp
ita

l A
dmin/Fun

dra
isi

ng
 

Cove
ntry

 C
are

rs/
Guide

po
sts

 

PALS

Smok
ing

 C
es

sa
tio

n 

Top 15 Health Enquiries - Oct-Dec 2014
Alcohol/Drug Abuse
Arthritis/Rheumatology
Cancer
Cholesterol
Dementia
Diabetes
Digestive Disorders
Eyes
Healthy Eating/Special Diets
Heart
Medication
Procedures
Respiratory
Smoking
Stroke



Health Information Centre -  Patient Information Leaflets 

2013 2014 

Oct 44 (9 new) 61 (13 new) 

Nov 81 (36 new) 90 (3 new) 

Dec 62 (10 new) 126 (3 new) 

Totals: 187 (55 new) 277 (19 new) 

eLibrary Activity: new and reviewed leaflets 

This quarter we have worked closely with the following 
departments to improve coverage and assist some of them with 
their peer review: Obs & Gynae, Cardiac. Paediatrics, 
Orthopaedics, Ophthalmology, and Physiotherapy. 

We endeavour to maintain the status of a high percentage of 
patient information leaflets as ‘current’.  The 87% for this 
quarter is slightly below our  target of 90% but this may be due 
to understaffing during this time. The patient information directory of eLibrary is well 

populated with patient information written by specialty staff, 
and with internet short cuts to relevant national sources of 
information. 

Ophthalmology, Radiology, Renal, Oncology, Breast Care, 
Nutrition & Dietetics, Physiotherapy and Paediatrics have 
comprehensive coverage and systems in place to ensure that 
patients receive this information in a timely manner. 

E-Library Leaflets - Oct-Dec 2014
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Health Information Centre 

Health Information Centre Review 
The review of the Health Information Service was to 
ascertain the current level of service being provided to 
staff and patients with regards to written health/patient 
information and to identify the risks and opportunities in 
order to develop an action plan to deliver an enhanced 
world class health information service for our users and 
staff.  

105 members of the public (including patients, relatives, 
carers and community groups) and Trust staff have 
answered a questionnaire which  included questions to 
determine people’s awareness of the Health Information 
Centre (HIC), their thoughts of the service they received 
and how they would like to receive health information and 
any recommendations they may have to improve the 
service.  

The feedback from these questionnaires have helped 
form a more detailed report. The report focuses on the 
current position, case for change, communications & 
marketing, finance, risks and an action plan to  ensure 
the Trust provides world class health information.  

This review and subsequent action plan is based on the 
HIC running as it is when it moves into a different office 
space. However, in the new main reception plans the HIC 
will share an office space with PALS and potentially the 
Macmillan Information Centre meaning the HIC may have 
to change how it offers its services. 

 

 



Patient Experience Team 
Quality Department 

3rd Floor Central 
Ext 25166 
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PUBLIC TRUST BOARD PAPER  
 

Title Trust Action Plan to the Francis Report: Quarterly Update 
Author Jenny Gardiner, Associate Director of Quality 

Sue Basham, Assurance Manager 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer and Chief Quality Officer 

Date  26th February 2015 
 
1. Purpose  

To update the Board on progress in 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 (i.e. Berwick and Keogh).  

 
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 Board receives quarterly updates on implementation.  The Board last 
considered progress at the October 2014 meeting. 

 
3. Narrative 

Since the last report, the Trust has continued to implement changes that support 
the delivery of the Francis ethos.   All corporate leads have been written to 
requesting an update on identified ‘open’ actions.  Since the last report this has 
resulted in 27 actions which have been implemented and closed by corporate 
leads (amber actions).  Alongside the 59 previously closed actions (green actions) 
there remain 26 actions where progress is ongoing (white actions).  A number of 
these relate to longer term work such as Together Towards World Class (TTWC) 
values and work-streams and re-configuration of PALS and Complaints processes 
to improve access to and the responsiveness of both services.  Others are reliant 
on new Statutory Regulations, such as ‘Duty of Candour and the Fit and proper 
Persons requirements for Directors of NHS Trusts. 
 
For brevity a sub-set of the full action plan is attached.  The full action plan 
includes further detail about progress with open actions, Chief Officer lead and 
Corporate lead for each action point, due dates and completed dates. 

 
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. 

Risk: Failure to demonstrate continuing Board engagement through the 
response to Francis will have a negative impact on reputation in 
general and the Foundation Trust aspiration in particular. 
Failure to make changes consistent with Francis’ 
recommendations will have a negative impact on the Trust’s 
public reputation. 
Failure to meet those recommendations reflected in CQUINs will 
result in financial penalties.  

 
5. Governance  

The Francis Steering Group (chaired by Paul Martin, Director of Quality) monitors 
progress against the Action Plan and reports to Trust Board quarterly.  

 
6. Responsibility 

The Chief Medical Officer has ultimate responsibility for the trust’s response to the 
Francis Action Plan.  

 
7. Recommendations 

The Board is asked to RECEIVE ASSURANCE from this report and note the 
progress made in responding to the recommendations arising from the Francis 
Inquiry and associated reports. 

 
 
 
Jenny Gardiner, Associate Director of Quality and  
Sue Basham, Assurance Manager.  
10 February 2015 
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Action Plan:  Francis et al Combined
Action Plan Owner: Sue Basham Key: 
Last Updated When: 9.2.2015 Green : previously closed
Last Updated By: Sue Basham Claire Naya Orange: reviewed and Closed

White: remain open

Ref No: Workstream Objective
Action (Specific, Measurable, Achievable, 

Realistic, Timescaled)

Evidenced By 
(Please defined if evidence base already exists or 

will need developing)
Status

Francis 01
leadership and 
accountability

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

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

Each such organisation should announce at the earliest 
practicable time its decision on the extent to which it accepts the 
recommendations and what it intends to do to implement those 

accepted, and thereafter, on a regular basis but not less than 
once a year, publish in a report information regarding its progress 

in relation to its planned actions; [...]

Establish Steering Group to oversee and 
monitor implementation of recommendations 

in this action plan

Ensure that Board, Governance Committees, 
staff, stakeholders and public are kept informed 

of trust actions in relation to Francis

Minutes and agendas of Steering Group

Reports to all stakeholders
closed

Francis 02
leadership and 
accountability

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

done. This requires:
   -A common set of core values and standards shared throughout 

the system;
   -Leadership at all levels [...] committed to and capable of 

involving all staff with those values and standards;
   -A system which recognises and applies the values of 

transparency, honesty and candour;
   -Freely available, useful, reliable and full information on 

attainment of the values and standards;
   -A tool or methodology such as a cultural barometer to 

measure the cultural health of all parts of the system

Design and implement the Trustwide 
organisational development project (TTWC)

Establish Steering Group to oversee and 
monitor implementation of recommendations 

in this action plan

CQRG minutes and CQUIN plan for 2013/14 open

Francis 03
Cultural change - values, 
behaviours, relationships 

(TTWC)

The NHS Constitution should be the first reference point for all 
NHS patients and staff and should set out the system’s common 
values, as well as the respective rights, legitimate expectations 

and obligations of patients.

In all Trust contexts, values statements should 
align with NHS constitution

The NHS Constitution is highlighted on every page 
the external UHCW website.  It also has a section 
within the Trust Intranet.  The Constitution also 
receives its own section during Trust induction, 

which includes playing of the NHS Constitution film 
and new members of staff are encouraged to look 
for the full document on the intranet.  Hard copies 

are available at the Health Information Centre.  
Further information is provided to members of the 

public via the Trust information plasma screens.
It is also captured within the performance 

monitoring framework and  core standards.

closed

Francis 04: Francis 
173:

leadership and 
accountability

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

patients are put first, and everything done by the NHS and 
everyone associated with it should be informed by this ethos.

Every healthcare organisation and everyone working for them 
must be honest, open and truthful in all their dealings with 

patients and the public, and organisational and personal interests 
must never be allowed to outweigh the duty to be honest, open 

and truthful.

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

and the overriding value should be that patients 
are put first.

Integrate revised NHS constitution, Nolan 
principles, Board Code of Conduct and 

statements of professional ethics.

Implement the whole organisation 
improvement programme. (TTWC)

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

NHS Constitution.

Ensure that patient information and 
Impressions reflects language and assumptions 

of Francis: honest, open and truthful

Assurance available that trust policy and practice is 
consistent with values of NHS Constitution;

closed

Francis 07 
FT plan UHCW-BGAF-

77

Cultural change - values, 
behaviours, relationships 

(TTWC)

All NHS staff should be required to enter into an express 
commitment to abide by the NHS values and the Constitution, 

both of which should be incorporated into the contacts of 
employment

Ensure appraisal reflects the values and 
commitments of the NHs constitution.

Employee contracts, policies and guidance will 
expressly cover these duties after review. 

closed
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Ref No: Workstream Objective
Action (Specific, Measurable, Achievable, 

Realistic, Timescaled)

Evidenced By 
(Please defined if evidence base already exists or 

will need developing)
Status

Francis 08
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

employed by them for these purposes do so as well. These 
requirements could be included in the terms on which providers 

are commissioned to provide services.  

Confirm if all the contractors are employed on 
the basis that their contracts are formally 

compliant and their contracts of employment 
stipulate these.

Confirm via Project Co that all Pfi partners 
contracts espouse these values.

Project Agreement stipulates and includes 
monitoring of contractors providing Hard and Soft 

FM service
Lliason Committee monitors  contract

Project Co  monitor the performance of the 
providers

Soft services below supervisor staff are employed 
under Trust T&Cs

closed

Francis 11
Cultural change - values, 
behaviours, relationships 

(TTWC)

Healthcare professionals should be prepared to contribute to the 
development of, and comply with, standard procedures in the 
areas in which they work. Their managers need to ensure that 

their employees comply with these requirements. Staff members 
affected by professional disagreements about procedures must 

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

with external support where necessary. Professional bodies 
should work on devising evidence-based standard procedures for 

as many interventions and pathways as possible.

clinical guidelines, protocols, scope of practice 
documents                                                                                                              

formal process for development, approval of all 
nursing, midwifery documents

closed

Francis 12; Berwick 
03

Cultural change - values, 
behaviours, relationships 

(TTWC)

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

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

relation to any report they make, including information about any 
action taken or reasons for not acting.

Audit incident reporting to demonstrate  
feedback gets to relevant staff

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

All staff are sent acknowledgement letters when 
they report an incident.  Letters detail the actions 

taken as a result of the report.

DATIX shows evidence of this.

annual staff survey

staff impressions feedback

QIPS minutes

closed

Francis 37
Cultural change - values, 
behaviours, relationships 

(TTWC)

[...] Quality Accounts, [should provide] full and accurate 
information about their compliance with each standard which 

applies to them. To the extent that it is not practical in a written 
report to set out detail, this should be made available via each 

trust’s website. [...] A full account should be given as to the 
methods used to produce the information.

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

Quality Account should be made a criminal offence.

Project Initiation Document to address timely 
production of QA and stakeholder  involvement 

review monitoring of QA preparation

Named owner; Named author; Progress reports to 
QGC; Scrutiny by and feedback from OCS, CCG and 

Healthwatch; Content consistency check by external 
auditors; Audit of Indicators by external auditors; 
QA published on NHS Choices and Trust website; 

QA signposts CQC website and NHS Choices to 
provide detail information on quality performance; 
QA signposts Clinical Audit and CQUIN supplements 

to provide detail on quality performance. Quality 
Account to be prepared for circulation to 

stakeholders by 30.04.2014

closed

Francis 40
It is important that greater attention is paid to the narrative 
contained in, for instance, complaints data, as well as to the 

numbers.

The Trust should consider re-introducing 
presentation of significant complaints to the 

Board
Trust Board minutes closed

Francis 79
Cultural change - values, 
behaviours, relationships 

(TTWC)

There should be a requirement that all directors of all bodies 
registered by the Care Quality Commission as well as Monitor for 
foundation trusts are, and remain, fit and proper persons for the 
role. Such a test should include a requirement to comply with a 

prescribed code of conduct for directors.

Code of Conduct to be revised to include 
elements of FFP that are not already covered. 
Annual declaration to be put into place for all 

board members.

clinical guidelines, protocols, scope of practice 
documents                                                                                                              

formal process for development, approval of all 
nursing, midwifery documents

Open

Francis 84
FT Plan: GT-UHCW-

009

leadership and 
accountability

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

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

such a post, licensed bodies should be obliged by the terms of 
their licence to report the matter to Monitor, CQC and NTDA

Adopt a system for reporting dismissals or non-
appointments based on breaches of the 'Fit and 
Proper Persons' test to CQC, Monitor and NTDA

Remuneration committee protocols; annual 
appraisal of Executive; compliance with statutory 

requirements for Trust Boards
closed

Francis 86; 
Francis: 204;  Keogh 

02; FT Plan GT-UHCW-
007FT Plan GT-UHCW-

016FT Plan UHCW-
BGAF-

006/012/013/019/02
1; QGF 2a/PWC 15

Cultural change - values, 
behaviours, relationships 

(TTWC)

A requirement should be imposed on foundation trusts to have in 
place an adequate programme for the training and continued 

development of directors.

No coherent approach to co-ordinating 
leadership training and development in PDPs. 

No database of individuals currently /previously 
completed West Midlands Aspiring Directors 

Programme and compliance low

Board development programme in place for NEDs 
and Executive Directors. Board visibility programme 

commences June 2013.360degree feedback 
completed.Bespoke internal 6mth tripartite 

leadership programme completed Dec 
2012.Organistional Improvement programme being 

developed to address Francis leadership and 
management development recommendations.

closed
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Ref No: Workstream Objective
Action (Specific, Measurable, Achievable, 

Realistic, Timescaled)

Evidenced By 
(Please defined if evidence base already exists or 

will need developing)
Status

Francis 88
Data, Information and 

Knowledge

Francis: 88
The information contained in reports for the Reporting of 

Injuries, Diseases and Dangerous Occurrences Regulations should 
be made available to healthcare regulators through the serious 

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

serious incidents.

Update H&S policy to include more clearly the 
reporting of RIDDOR at SIG and PSC to inform 

regulators.

Trust Policy on HS includes RIDDOR reporting
Riddors discussed at Trust HSC meeting 

Riddors are discussed by exception at SIG
H&S audits introduced program of audits for 

compliance has been developed.
Risk Assessments in place and Risk Management 

Policy/Strategy are in place
internal audit of Risk management

Inspections and audits are reported on at the HSC

closed

Francis 88
Data, Information and 

Knowledge

Francis: 88
The information contained in reports for the Reporting of 

Injuries, Diseases and Dangerous Occurrences Regulations should 
be made available to healthcare regulators through the serious 

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

serious incidents.

All departments to be included in H+S 
inspection programme

H+S inspection programme and reports closed

Francis 89
Data, Information and 

Knowledge

Reports on serious untoward incidents involving death of or 
serious injury to patients or employees should be shared with the 

Health and Safety Executive.

Update H&S policy and ensure that TB sign off.  
Need to identify which incidents are included in 
this recommendation and then ensure systems 
are robust.  Consider how/if RIDDORs should be 

incorporated into the SIG reporting schedule.

All RIDDOR reportable incidents are reported via 
Risk Management and discussed at the Trust HSC.  
They are also discussed by exception at the SIG if 

the incident is a SIRI.  Trust Risk Manager attends SG 
meetings.

closed

Francis 109
HW2

Cultural change - values, 
behaviours, relationships 

(TTWC)

Methods of registering a comment or complaint must be readily 
accessible and easily understood. Multiple gateways need to be 
provided to patients, both during their treatment and after its 

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

Complaints leaflet
website information

UHCW complaints policy
Datix Reports

closed

Francis 110
Learning from experience: 

organisational change

Ensure complaints policy complies with the principle that actual 
or intended litigation is not a barrier to the processing or 

investigation of a complaint.

Agree a protocol whereby parties may agree to a stay of 
proceedings pending the outcome of the complaint.

update policy if required complaints policy closed

Francis 111
Learning from experience: 

using information
 the trust systematically  learns from complaints and encourages 

comment from patients

Ensure Action plans are completed and any 
changes in clinical care form part of the 

specialties audit cycle.
Add complaints info into the you sauid we did 

programme.

Feedback is encouraged via: Trust Posters, website, 
QR codes, Website, plasma screens

closed

Francis 112
Cultural change - values, 
behaviours, relationships 

(TTWC)

Patient feedback which is not in the form of a complaint but 
which suggests cause for concern should be the subject of 
investigation and response of the same quality as a formal 

complaint, whether or not the informant has indicated a desire to 
have the matter dealt with as such.

Not fully achievable.
In order to achieve this recommendation, all 

ward staff who deal with concerns would have 
to be able to ‘log’ the concern and undertake an 
investigation and respond like that of a formal 
complaint. This is not realistic.  We encourage 
ward areas to deal with what they can on ward 

areas -  a simple mechanism by which to 
capture this activity would be useful but 
implementing a reporting system would 

discourage ward resolvable issues.  Staff would 
resort to the PALS team to sort out ward issues 
for them.  Ward staff do obviously investigate  

concerns and feedback to staff and they do this 
on a daily basis.

Verbatim comments, Informals, PALS contacts closed

Francis 113
Learning from experience: 

organisational change

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

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

There are some gaps in the recommendations 
of the PA's peer review recommendations 

which need to be  further considered.

Complaints management plans
Complaints handling questionnaire

Quarterly pt ex report
Open

Francis 114
Learning from experience: 

process and procedure

Ensure that comments or complaints which describe events 
amounting to an adverse or serious untoward incident trigger an 

investigation.
Ensure records are linked on Datix Complaints policy closed
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Ref No: Workstream Objective
Action (Specific, Measurable, Achievable, 

Realistic, Timescaled)

Evidenced By 
(Please defined if evidence base already exists or 

will need developing)
Status

Francis 115
Learning from experience: 

process and procedure
The trust has criteria that clarify the circumstances in which 

independent investigation of a complaint is initiated
Ensure Complaints policy details criteria closed

Francis 116
Learning from experience: 

Access
when meeting with trust representatives, complainants have 

access to support and advice if they so wish
Ensure information for complainants on how to 

access support is given
Advice and support is offered closed

Francis 117
Cultural change - values, 
behaviours, relationships 

(TTWC)

A facility should be available to Independent Complaints 
Advocacy Services advocates and their clients for access to expert 

advice in complicated cases.

This represents a new function and would need 
to be scoped.

Complaints and PALS leaflets
website info

Healthwatch rep diary
closed

Francis 118
Cultural change - values, 
behaviours, relationships 

(TTWC)

Subject to anonymisation, a summary of each upheld complaint 
relating to patient care, in terms agreed with the complainant, 
and the trust’s response should be published on its website. In 

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

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

Care Quality Commission.

UHCW will explore; data protection issues open

Francis 119
Learning from experience: 

Access

Overview and scrutiny committees and Local Healthwatch should 
have access to detailed information about complaints, although 
respect needs to be paid in this instance to the requirement of 

patient confidentiality.

Quarterly Complaints updates that are 
presented to CQRG and PEEG can be shared. 

Redesign complaints report
Work with PPMO to display complaints 

information on the internet

closed

Francis 120
Learning from experience: 

Access

The trust should share with Commissioners access to all 
complaints information as and when complaints are made, 

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

For CCGs to discuss with Trusts how to take 
forward. No current automatic system to enable 
this to happen -  discuss the value and rationale

Commissioners receive qtly complaints report as 
per the Quality Schedule.

closed

Francis 122
Cultural change - values, 
behaviours, relationships 

(TTWC)

Large-scale failures of clinical service are likely to have in 
common a need for:

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

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

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

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

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

Such events are of sufficient rarity and importance, and requiring 
of coordination of the activities of multiple organisations, that the 

primary responsibility should reside in the National Quality 
Board.

Complaints investigation and Route Cause 
Analysis/SIG. 

closed 

Francis 139
Data, Information and 

Knowledge

The first priority for any organisation charged with responsibility 
for performance management of a healthcare provider should be 
ensuring that fundamental patient safety and quality standards 

are being met. Such an organisation must require convincing 
evidence to be available before accepting that such standards are 

being complied with.

Schedule discussion at CQRG to agree 
acceptable evidence-base for assessing 

compliance quality and patient safety standards

Performance Management Framework
KPIs are shared via CQRG, CPPM, the IPR which 

goes to public Trust Board, PMR returns to the TDA 
and the CQC

Unannounced visits/observations incorporated in 
the Acute Service Provider contracts (TBC)

Assurance required from commissioner allowing 
discussion at CQRG that evidence is sufficient

CQRG minutes demonstrate agreement in place

closed 

Francis 140
Data, Information and 

Knowledge

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

share, wherever possible, all relevant information with the 
relevant regulator, including information about its judgement as 

to the safety of patients of the healthcare provider.

Assurance required from commissioners 
following discussion at CQRG that evidence is 

sufficient, convincing and demonstrate 
standards are being complied with.

Terms of reference for the CQRG meeting.
Performance shared via the PMR to the TDA and 

other meeting forums

closed 
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Francis 142
Data, Information and 

Knowledge

For an organisation to be effective in performance management, 
there must exist unambiguous lines of referral and information 

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

Schedule discusion at CQRG and PPMO re 
information flows to ensure managers at all 

levels are well informed regarding performance 
issues

Internal processes identify designated leads on 
spreadsheets of KPIs when targets and/or 

monitoring is being set up e.g. CQRG, CPPM, CQUIN.
For the IPR, these are listed on the dashboard.
Leads/information flow contacts have not been 

identified in these sources for CCGs/SCTs

closed 

Francis 143
Data, Information and 

Knowledge

Metrics need to be established which are relevant to the quality 
of care and patient safety across the service, to allow norms to be 
established so that outliers or progression to poor performance 

can be identified and accepted as needing to be fixed.

Assurance required from commissioners 
following discussion at CQRG that evidence is 

sufficient, convincing and demonstrate 
standards are being complied with.

Internal process include some benchmarking e.g.  
targets for Dr Foster indicators, A&E benchmarking 
from the TDA.  More is forthcoming as the PPMO 

team becomes resourced fully.
The commissioners are to determine what/how 

UHCW should be benchmarking in the health 
economy.

open

Francis 155
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

and programme [...]

All healthcare organisations must be required to release 
healthcare professionals to support the visits programme. It 
should also be recognised that the benefits in professional 

development and dissemination of good practice are of 
significant value.

Consider how patient access to records can 
comply with recommendations

not yet applicable closed

Francis 157
Cultural change - values, 
behaviours, relationships 

(TTWC)

The GMC should set out a clear statement of what matters; 
deaneries are required to report to the GMC either routinely or 
as they arise. Reports should include a description of all relevant 
activity and findings and not be limited to exceptional matters of 
perceived non-compliance with standards. Without a compelling 
and recorded reason, no professional in a training organisation 

interviewed by a regulator in the course of an investigation 
should be bound by a requirement of confidentiality not to report 
the existence of an investigation, and the concerns raised by or to 

the investigation with his own organisation.

Compliant with principle that confidentiality 
should not prevent openness regarding 

inspections or inquiries

UHCW  reports concerns or investigations which 
involve trainees or training  direct to the Deanery 
and would request advice where  a matter might 

require a direct reporting  to the GMC.  All 
regulatory bodies have unrestricted access to 
communicate with members of  staff as they 

require.  This will be made explicit to staff involved 
in any such investigation

closed

Francis 160
Cultural change - values, 
behaviours, relationships 

(TTWC)

Proactive steps need to be taken to encourage openness on the 
part of trainees and to protect them from any adverse 

consequences in relation to raising concerns.

Compliant with principle that trainees should be 
supported to be open about concerns

pathways for raising / escalating concerns are made 
explicit at induction and reinforced at  junior 

doctors forums and similar meetings  
closed

Francis 173
Openness, transparency 

and candour

Every healthcare organisation and everyone working for them 
must be honest, open and truthful in all their dealings with 

patients and the public, and organisational and personal interests 
must never be allowed to outweigh the duty to be honest, open 

and truthful.

Assurance available that trust policy and practice is 
consistent with values of NHS Constitution;

Open

Francis 174
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

patient or representative has asked for this information.

Open

Francis 175
Cultural change - values, 
behaviours, relationships 

(TTWC)

Full and truthful answers must be given to any question 
reasonably asked about his or her past or intended treatment by 

a patient (or, if deceased, to any lawfully entitled personal 
representative).

Open

Francis 176
Cultural change - values, 
behaviours, relationships 

(TTWC)

Any statement made to a regulator or a commissioner in the 
course of its statutory duties must be completely truthful and not 

misleading by omission.

Trust Board and Chief Officers sign off and approve 
all submissions to regulators and other 

organisations 
closed
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Francis 177
leadership and 
accountability

Any public statement made by a healthcare organisation about its 
performance must be truthful and not misleading by omission.

demonstrate that any public statement made by 
the Trust is truthful and not misleading by 

omission.

Public statements are reviewed  before release; 
formal documents such as the Quality account are 

subject to external audit for accuracy and 
completeness

closed

Francis 177
Cultural change - values, 
behaviours, relationships 

(TTWC)
Any public statement made by a healthcare organisation about its 

performance must be truthful and not misleading by omission.

All public statements made by the Trust about 
performance must be truthful and not 

misleading by omission.

All public statements (media enquiries, annual 
report etc)  issued by communications are approved 
and signed off by a member of the executive team. 

The same applies to FOI responses and responses to 
complaints

closed

Francis 178
Cultural change - values, 
behaviours, relationships 

(TTWC)

The NHS Constitution should be revised to reflect the changes 
recommended with regard to a duty of openness, transparency 
and candour, and all organisations should review their contracts 

of employment, policies and guidance to ensure that, where 
relevant, they expressly include and are consistent with above 

principles and these recommendations.

1.  Board seminar held yesterday  (5 Feb.) to bring 
them all members up to date with TTWC and 
provide input into the plans going forward.

2.  Values, including openness, agreed by the Board.
3.  ‘Fit and Proper Person’ test undertaken by Board 
members and reported at last Board meeting on 29 

Jan.

closed

Francis 179
Cultural change - values, 
behaviours, relationships 

(TTWC)

“Gagging clauses” or non disparagement clauses should be 
prohibited in the policies and contracts of all healthcare 

organisations, regulators and commissioners; insofar as they 
seek, or appear, to limit bona fide disclosure in relation to public 

interest issues of patient safety and care.

“Gagging clauses” or non disparagement 
clauses should be prohibited in trust  policies 

and contracts;  change the standard wording in 
relevant documents to ensure that there is no 

restriction to staff regarding public interest 
disclosure. 

Revised template, contract of employment and 
revised guidance and policies. Template contracts of 

employment. 
closed

Francis 180
Cultural change - values, 
behaviours, relationships 

(TTWC)

Guidance and policies should be reviewed to ensure that they will 
lead to compliance with Being Open, the guidance published by 

the National Patient Safety Agency.

Policy needs to be reviewed in light of Duty of 
Candour requirements.

YG attending a workshop 18/06/13 & will 
update the policy following this to ensure all 

aspects are covered.

Being Open Policy complies with the NPSA 
requirements.

Duty of Candour to be included in performance 
indicators 2013/14 (monitored via the Clinical 

Quality Review Group).
Evidence of Duty of Candour is documented 

withineach SI and RCA report. 
QPS monitors SIRIs for compliance - spreadsheet 

held in QPIS as evidence 

closed

Francis 185

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

delivering compassionate care in addition to the theory. A system 
which ensures the delivery of proper standards of nursing 

requires:

• Selection of recruits to the profession who evidence the:
− Possession of the appropriate values, attitudes and behaviours;

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

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

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

• Training and experience in delivery of compassionate care;
• Leadership which constantly reinforces values and standards of 

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

of compassionate care;
• Constant support and incentivisation which values nurses and 

the work they do through:
− Recognition of achievement;

− Regular, comprehensive feedback on performance and 
concerns;

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

Scope selection processes that reflect values-
based recruitment

open

Francis 186
Cultural change - values, 
behaviours, relationships 

(TTWC)

Nursing training should be reviewed so that sufficient practical 
elements are incorporated to ensure that a consistent standard is 

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

Compliant with national standards in nurse 
training

Coventry University have had approval for a new  
value based  developmental curriculum in nursing 

that incorporates competency and behaviour 
elements of nursing, nursing practice and 

professionalism.                                         Selection of 
new recruits onto the existing programme is already 

a valued based selection incorporating caring and 
compassion

closed

Francis 191; Francis 
185; 

Cultural change - values, 
behaviours, relationships 

(TTWC)

Healthcare employer recruiting nursing staff, whether qualified 
or unqualified , should assess candidates' values, attitudes and 
behaviours towards the well being of patients and their basic 
care needs, and care providers should be required to do so by 

commissioning and regulatory requirements 

Current recruitment process does not formally 
assess values, atributes and behaviour based 
selection process for nursing staff to review 

current practice and look to organisations that 
undertake values based recruitment. 

closed
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Francis 194
Cultural change - values, 
behaviours, relationships 

(TTWC)

As part of a mandatory annual performance appraisal, each 
Nurse, regardless of workplace setting, should be required to 
demonstrate in their annual learning portfolio an up-to-date 

knowledge of nursing practice and its implementation. Alongside 
developmental requirements, this should contain documented 

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

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

portfolio and each annual appraisal should be made available to 
the Nursing and Midwifery Council, if requested, as part of a 

nurse’s revalidation process.
At the end of each annual assessment, the appraisal and portfolio 

should be signed by the nurse as being an accurate and true 
reflection and be countersigned by their appraising manager as 

being such.

PDR process not specifically capture care, 
compassion and feedback from patients. Plan to 
review current practice look at examples other 

trust include patient feedback (this is 
incorporated into the new practice assessment 

for student nurses)

Current appraisal documentation works through KSF 
domains which addresses nusing practice and 

evidence to demonstrate. Revalidation will address 
this - a nurse PDR will be required to demonstrate 

commitment, compassion and caring via third party 
feedback

Open

Francis 195
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

emergencies as part of the nursing provision on the ward. They 
should know about the care plans relating to every patient on his 
or her ward. They should make themselves visible to patients and 
staff alike, and be available to discuss concerns with all, including 

relatives. Critically, they should work alongside staff as a role 
model and mentor, developing clinical competencies and 

leadership skills within the team. As a corollary, they would 
monitor performance and deliver training and/or feedback as 

appropriate, including a robust annual appraisal.

Not all managers have supernumary status .  A 
level of time is allocated for this purpose 

including clinical work alongside ward teams.  
decision to implement supernumary status- 

costing and action plan recruitment to backfill 
review roles and responsibilities and Job 

descriptions and objectives for ward managers 

Open

Francis 197; FT plan 
UHCW-BGAF-032

Learning from experience: 
organisational change

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

director. A resource for nurse leadership training should be made 
available for all NHS healthcare provider organisations that 

should be required under commissioning arrangements by those 
buying healthcare services to arrange such training for 

appropriate staff.

Framework for leadership development for all 
levels of staff and skills completencies each 

level and sign post how obtain

Leadership Development Programmes for bands-5 
to 7 clinical staff (Inhouse)                   Attendance 

aspiring Directors Programme    Executive Directors 
Development Programme                 

leadership/management programme for CD, Group 
Managers and Modern Matrons                    

Leadership Forum NHS Leadership Academy          
TTWC Leadership Progarmme development and roll 
out will encompass all levels from Director to Band 

6

closed

Francis 198
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

cultural health of front-line nursing workplaces and teams, which 
build on the experience and feedback of nursing staff using a 

robust methodology, such as the “cultural barometer”.

Currently not used open

Francis 199
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

each allocated patient. The named key nurse on duty should, 
whenever possible, be present at every interaction between a 

doctor and an allocated patient.

Consider named nurse and minute decision with 
rationale

Nurse participates in all patient/doctor 
interactions

Every bed shall have the patient's named nurse 
displayed

Nurse allocated to coordinate the care of group of 
patients           undertake daily board round with 

doctors to review patients              nurse allocated to 
care for group of patientsatient impressions; annual 

inpatient survey provide feedback from patients 
about interactions with doctors and nurses; further 

discussion about practicability required

closed

Francis 202
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

allowed for staff to undertake this role, and employers and 
unions must regularly review the adequacy of the arrangements 

in this regard.

Compliant with nursing representation on key 
committees

Chief Nurse at Board Level                                              
Senior nurse representation on committees feeding 

into Board;

Recognition and Partnership Agreement          

closed

Francis 204

All healthcare providers and commissioning organisations should 
be required to have at least one executive director who is a 

registered nurse, and should be encouraged to consider 
recruiting nurses as non-executive directors.

Chief Nurse at Board Level                                          Closed
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Francis 207; 
Cavendish 3; 
Cavendish 6

Learning from experience: 
organisational change

Staff providing basic care should be adequately trained, 
supported and supervised. There should be a uniform description 

of healthcare support workers, with the relationship with 
currently registered nurses made clear by the title.

Ensure information pertaining to audits of 
supervision and training are shared at the most 

appropriate forums and committees and to 
trust staff

Identified job descriptions.
Medical, nursing an AHP training programmes and 

inductions
closed

Francis 208
Cultural change - values, 
behaviours, relationships 

(TTWC)

Commissioning arrangements should require provider 
organisations to ensure by means of identity labels and uniforms 

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

name badges as identification badges not 
clearly visible to patient posters not on all wards 

not included patient handbook or on intranet

Posters some ward HCSW uniform.    All HCSW both 
male and female now in maroon uniforms. All staff 

to wear Trust name badge. Patient Information 
incorporates staff uniforms.

closed

Francis 230
Data, Information and 

Knowledge

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

source of information about the conduct of nurses. All patients 
should be informed, by those providing treatment or care, of the 

existence and role of the Nursing and Midwifery Council, 
together with contact details. The Nursing and Midwifery Council 
itself needs to undertake more by way of public promotion of its 

functions.

to include in patient information, web site , 
bedside folders and patient notice boards

open

Francis 231
Cultural change - values, 
behaviours, relationships 

(TTWC)
It is essential that [NMC] procedures do not obstruct the progress 

of internal disciplinary action in providers. […]

Internal disciplinary processes are not delayed 
due to outstanding NMC hearings

Disciplinary Policy           

 HR Case evidence
closed

Francis 236
Cultural change - values, 
behaviours, relationships 

(TTWC)

Hospitals should review whether to reinstate the practice of 
identifying a senior clinician who is in charge of a patient’s case, 

[…]

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

supporters are clear who is in overall charge of 
a patient’s care.

The clinician's name will be displayed above the 
patient's bed

Weekly outlier team list closed

Francis 237; 
Berwick 04

Cultural change - values, 
behaviours, relationships 

(TTWC)

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

often required by an elderly patient; the contribution of cleaners, 
maintenance staff, and catering staff also needs to be recognised 

and valued.

mealtime walkaround, Cleaning Meeting Minutes, 
OSCA's awards for partners.

closed

Francis 238
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

through regular ward rounds […]

Staff receive 360 feedback on communication 
skills using real time, appraisal and Impressions

Audit to demonstrate that all  wards have ward 
round, bed rounds. Review PLACE assessments 

to identify privacy issues

medical appraisal documentation; impressions 
feedback

Compliance against board rounds is monitored 
through collection of attendance sheets 

closed

Francis 238
Cultural change - values, 
behaviours, relationships 

(TTWC)

Regular interaction and engagement between nurses and 
patients and those close to them should be systematised […] The 

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

Continue to review value of social media; closed

Francis 238
Cultural change - values, 
behaviours, relationships 

(TTWC)

Regular interaction and engagement between nurses and 
patients and those close to them should be systematised […]The 

currently common practice of summary discharge letters 
followed up some time later with more substantive ones should 

be reconsidered.
 [...]

Review discharge communications as part of the 
Safe and Timely Discharge action plan

All patients have a discharge letter on discharge 
which is also sent to the GP

closed

Francis 238
Cultural change - values, 
behaviours, relationships 

(TTWC)

Regular interaction and engagement between nurses and 
patients and those close to them should be systematised  […]  

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

patient and, where appropriate, those close to them, who must 
be included in the therapeutic partnership to which all patients 

are entitled.

Share relevant information with patients and 
(where appropriate) carers, GPs and other 

providers.

All patients have a discharge letter on discharge 
which is also sent to the GP as shown in patient 

records
closed
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Francis 239
Cultural change - values, 
behaviours, relationships 

(TTWC)

The care offered by a hospital should not end merely because the 
patient has surrendered a bed – it should never be acceptable for 
patients to be discharged in the middle of the night, still less so at 

any time without absolute assurance that a patient in need of 
care will receive it on arrival at the planned destination. 

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

Review discharge processes as part of the safe 
and Timely Discharge action plan

UHCW has the VitalPAC system which enables bed 
side observation recording through PDA on a Trust 

wide server.   This is configured to alert staff to 
signs of deterioration and actions.  It also includes 

email alert to Critical Care Outreach.

The Discharge Lounge provides a safe level of 
patient support and care and assessment of patient 

throughput / workload are regularly reviewed . 

Getting emergency Care Right and Impressions data 
monitored by CDs, MM, GM and Chief Officers

closed

Francis 240
Cultural change - values, 
behaviours, relationships 

(TTWC)

All staff and visitors need to be reminded to comply with hygiene 
requirements. Any member of staff, however junior, should be 

encouraged to remind anyone, however senior, of these.

compliance with hygiene regulations and policy 
is subject to regular audit

Auditable processes in place via IPCT, Performance 
team and Project co. All disseminated and 

addressed at the bi weekly operational cleaning 
meeting. Daily walkabout checks from performance 

team, IPCT and service provider a process for 
immediate rectification via help desk. This is also 

fully auditable. 

Self-assessment against CQC essential standard 
outcome 8

closed

Francis 241
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

implementation.

provision of food and drink to patients

Good practice guidelines; Essence of Care 
Benchmarking; monthly nutrition walkarounds; 

Education and training

Self-assessment against CQC essential standard 
outcome 4

closed

Francis 242
Data, Information and 

Knowledge

In the absence of automatic checking and prompting, the process 
of the administration of medication needs to be overseen by the 

nurse in charge of the ward, or his/her nominated delegate. A 
frequent check needs to be done to ensure that all patients have 
received what they have been prescribed and what they need. 
This is particularly the case when patients are moved from one 

ward to another, or they are returned to the ward after 
treatment.

transferring of medication with patient

Medicines Management Committee Safety 
Walkabouts .  Pharmacy Audit Missed Doses. 

Pharmacy Reconciliation on some wards .  Missing 
drugs actions           

open

Francis 243
Cultural change - values, 
behaviours, relationships 

(TTWC)

The recording of routine observations on the ward should, where 
possible, be done automatically as they are taken, with results 
being immediately accessible to all staff electronically in a form 

enabling progress to be monitored and interpreted. [...]

contemporaneous recording of observations
Vital Pac 

Performance pack
closed

Francis 244
Data, Information and 

Knowledge

[...]
Patients need to be granted user friendly, real time and 

retrospective access to read their records, and a facility to enter 
comments. They should be enabled to have a copy of records in a 

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

Continuing discussion with Commissioners re 
patient safety metrics

not yet applicable open

Francis 244
Data, Information and 

Knowledge

There is a need for all to accept common information practices, 
and to feed performance information into shared databases for 
monitoring purposes. The following principles should be applied 

in considering the introduction of EPR systems:
• Patients need to be granted user friendly, real time and 

retrospective access to read their records, and a facility to enter 
comments. They should be enabled to have a copy of records in a 

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

• Systems designed to include prompts and defaults where these 
will contribute to safe and effective care, and to accurate 

recording of information on first entry.
• Systems to include a facility to alert supervisors where actions 

which might be expected have not occurred, or where likely 
inaccuracies have been entered.

• Systems capable of collecting performance management and 
audit information automatically, appropriately anonymised direct 

from entries, to avoid unnecessary duplication of input.
• Systems designed by healthcare professionals in partnership 

with patient groups to secure maximum professional and patient 
engagement in ensuring accuracy, utility and relevance, both to 
the needs of the individual patients and collective professional, 

managerial and regulatory requirements.
Systems capable of reflecting changing needs and local 

requirements over and above nationally required minimum 
standards.

Continue collaboration with the development of 
the Arden Community Health Portal; consider 
need for UHCW portal should the scheme fail

Ensure that all systems are appropriately 
commissioned and procured to include 

appropriate prompts and defaults.

Consider how patients access to records can 
comply with recommendations

Critical systems used Trust-wide (such as VitalPAC 
and CRRS – EPR) provide defaults as appropriate 
and based on previously declared information.  

Observations also alert users to data that may be 
out of expected ranges.

VitalPAC
CRRS  Results Acknowledgement

CRRS VTE & Dementia Risk Assessments

CRRS (EPR) provides users with a list of results for 
review, including as alert system for managers 

where review is overdue.

CRRS provides RAG reporting on Dementia and VTE 
Risk Assessment, with non-compliance charts.  This 

includes restricting user access until Risk 
Assessments are completed.

Minutes of EPR programme board

contracts with external suppliers are compliant with 
standards

closed
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Realistic, Timescaled)

Evidenced By 
(Please defined if evidence base already exists or 

will need developing)
Status

Francis 245 
Data, Information and 

Knowledge
Each provider organisation should have a board level member 

with responsibility for information.
None - already in place Director portfolios closed

Francis 246
Data, Information and 

Knowledge

[Providers should] publish in their annual quality accounts 
information in a common form to enable comparisons to be 

made between organisations, to include a minimum of 
prescribed information about their compliance with fundamental 
and other standards, their proposals for the rectification of any 
non-compliance and statistics on mortality and other outcomes. 
Quality Accounts should be required to contain the observations 
of commissioners, overview and scrutiny committees, and Local 

Healthwatch.

Review content/format of Quality Account 

Draft QA for 2013/14 available; for consultation 
with stakeholders

Quality accounts are subject to both internal and 
external audit with results published within the QA 

itself

closed

Francis 247
Data, Information and 

Knowledge

Healthcare providers should be required to lodge their quality 
accounts with all organisations commissioning services from 

them, Local Healthwatch, and all systems regulators.
Agree QA publication timetable

publication timetable will be comply with 
requirements of DH guidance and statutory 

regulation;
previous Qas have complied with the Statutory 

timetable

closed

Francis 248
Data, Information and 

Knowledge

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

wider remit enabling them to use their professional judgement in 
examining the reliability of all statements in the accounts.

agree arrangements for external audit of Quality 
Account

Audit completed annually with outcome published 
in QA

closed

Francis 249
Data, Information and 

Knowledge

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

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

any such director is unable or has refused to sign such a 
declaration.

compliant with publication requirements for QA

The Trust's Quality Account is published consistent 
with the Regulations; accuracy and openness of 
content is supported by a  declaration signed by 

relevant Directors to provide.

closed

Francis 252
Data, Information and 

Knowledge

It is important that the appropriate steps are taken to enable 
properly anonymised data to be used for managerial and 

regulatory purposes.

Approve Data Protection Policy at IGC.
Anonymised data available for management and 

regulatory purposes

Data Protection Policy (draft to be approved at IGC 
following final amendments)

IG Training records
Reporting only includes count or use of hospital PID 
where individual records are listed. Personal details 

only shared where necessary to aid care of the 
patient.

open

Francis 255
Data, Information and 

Knowledge

Results and analysis of patient feedback including qualitative 
information need to be made available to all stakeholders in as 

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

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

adjustment if necessary

evidence held on Impressions; minuted discussion 
at speciality QIPs

closed

Francis 256
Data, Information and 

Knowledge

A proactive system for following up patients shortly after 
discharge would not only be good “customer service”, it would 
probably provide a wider range of responses and feedback on 

their care.

FFT roll out by end of March 2014: Maternity 
Services by October 2013, Out-patients likely by 

end of March 2014

FFT - all in-patients and A&E attendees are given the 
opportunity to feedback on services as at May 2013

closed
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Ref No: Workstream Objective
Action (Specific, Measurable, Achievable, 

Realistic, Timescaled)

Evidenced By 
(Please defined if evidence base already exists or 

will need developing)
Status

Francis 262
Data, Information and 

Knowledge

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

which give them:

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

standards;
• Effective real-time information of the performance of each of 
their consultants and specialist teams in relation to mortality, 

morbidity, outcome and patient satisfaction.
In doing so, they should have regard, in relation to each service, 
to best practice for information management of that service as 
evidenced by recommendations of the Information Centre, and 

recommendations of specialist organisations such as the medical 
Royal Colleges.

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

to commissioners and regulators, on request, and with 
appropriate explanation, and to the extent that is relevant to 

individual patients, to assist in choice of treatment.

A structured approach needs to be taken to 
develop reporting of mortality, morbidity, 

outcome and patient satisfaction as currently no 
real time reporting mechanisms are available to 
be put in place to deliver this due to utilisation 

of the Dr Foster tool which is considerably 
behind current month reporting timescales.

The A&E daily dashboards provide as close to real 
time reporting as possible at the current time. This 
is however of limited distribution. Dashboards are 
published on the Insight Intranet site, with access 

restricted to appropriate officers - allowing freedom 
to review and interogate the information as 

required. Specific information is distributed on 
scheduled, automated emails based upon the 

timing of extracts and validation.

open

Francis 263
Cultural change - values, 
behaviours, relationships 

(TTWC)

It must be recognised to be the professional duty of all healthcare 
professionals to collaborate in the provision of information 
required for such statistics on the efficacy of treatment in 

specialties.

Compliant with provision of information on 
efficacy of treatment

Staff have willingly collaborated in providing 
information to support KPIs/CQUIN measures e.g. 

VTE, dementia etc where required to do so.

Royal College of surgeons returns on individualised 
outcome data

closed

Francis 264
Data, Information and 

Knowledge

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

published, and subjected to regular review.

Determine what is required, undertake gap 
analysis and agree plan to address gap.  

Deliverable is the development plan. This 
requires a development programme for each 

specialty this is an extensive piece of work

Development plan covering all specialties open

Francis 267
Data, Information and 

Knowledge

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

Care Quality Commission.
Agree policy on information sharing

Following the establishement of the programmes 
identified in indicator 264, these statistics can be 

made available and accessible via appropriate 
forums e.g.the internet/annual plan

open

Francis 268
Data, Information and 

Knowledge

Resources must be allocated to and by provider organisations to 
enable the relevant data to be collected and forwarded to the 

relevant central registry.

compliant with information sharing 
requirements

data submitted in compliance with current 
requirements is available on relevant websites (eg 

HSCIC, NPRS, HES etc)
closed

Francis 269
Data, Information and 

Knowledge

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

important work, which must be continued and where possible 
improved.

Identification of a programme of regular audits  
for other major systems in the Trust.

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

Audit Programme, audit reports.
Audits are undertaken on a monthly basis to 
determine data quality of the Trust PAS, iPM.  

Clinical coding audits are also undertaken monthly 
and the Trust holds a monthly data quality 

committee. 

open

Francis 273
Data, Information and 

Knowledge

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

all relevant information to enable the coroner to perform his 
function, unless a director is personally satisfied that withholding 

the information is justified in the public interest.

All relevant information to be provided to the 
Coroner

Reports provided to Coroners; coroner's response 
to UHCW reports

Where there are cases of concern these are 
reported to SIG which undertakes an RCA.  The 

report always is disclosed in advance of any Inquest 
to the Coroner and the family

closed

Francis 279
Data, Information and 

Knowledge

So far as is practicable, the responsibility for certifying the cause 
of death should be undertaken and fulfilled by the consultant, or 
another senior and fully qualified clinician in charge of a patient’s 

case or treatment.

No information / data on how often consultants 
are involved in discussion around death 

certificate entires. Need to review process, 
issue guidance and then audit practice.

Routine practice is for junior medical staff to 
complete death certificates. There is an instruction 

(? If trust wide) that in all cases the certifying doctor 
should discuss the case and death certifictae entry 

with the responsible consultant.

open

Francis 280
Data, Information and 

Knowledge

Both the bereaved family and the certifying doctor should be 
asked whether they have any concerns about the death or the 
circumstances surrounding it, and guidance should be given to 
hospital staff encouraging them to raise any concerns they may 

have with the independent medical examiner.

Need to review process of communication with 
bereaved families + process whereby staff can 

raise concerns around how much 
encouragement there should be. Guidance will 

need to be issued and practice audited.

Not aware of any process or guidance where 
bereaved families are proactively asked about 
concerns. Consultants have the opportunity to 
highlight issues through the mortality review 
process. The mortality review process is not 

routinely available to junior medical staff, or to 
nursing staff, however they are able to raise  a CAE 

if concerned.

open
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Ref No: Workstream Objective
Action (Specific, Measurable, Achievable, 

Realistic, Timescaled)

Evidenced By 
(Please defined if evidence base already exists or 

will need developing)
Status

Francis 280  
Cultural change - values, 
behaviours, relationships 

(TTWC)

Francis: 280
Both the bereaved family and the certifying doctor should be 

asked whether they have any concerns about the death or the 
circumstances surrounding it, and guidance should be given to 
hospital staff encouraging them to raise any concerns they may 

have with the independent medical examiner.

.

Ensure all staff have access to mortality reviews

Primary mortality review requests are sent to the 
named consultant following an in-patient death.  

The completed form is available to be reviewed by 
all users of CRRS.  Mortality data and secondary 

mortality reviews are managed within Department’s 
QPS agendas;

Mortality reviews newsletters  highlighting lesson 
learned.  

Mortality reviews presented at QIPs 

closed

Keogh 07
Cultural change - values, 
behaviours, relationships 

(TTWC)

Junior doctors in specialist training will not just be seen as the 
clinical leasers of tomorrow but clinical leaders of today.  The 
NHS will join the best organisations in the world by harnessing 

the energy and creativity of its 50,000 young doctors.  
Specifically,  Junior Doctors must routinely participate in Trusts' 

mortality review meetings.

 
Minutes of meetings

MRC TOR
closed 

Keogh 08; FT plan 
UHCW-BGAF-079

leadership and 
accountability

All NHS organisations will understand the positive impact that 
happy and engaged staff have on patient outcomes, including 

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

Identify innovative ways of engaging staff
Staff surveys  will demonstrate improved scores for 

engagement
TTWC launched 03.03.2014

closed 

Keogh 08;
FT plan: QGF 3a/PWC 

7

Cultural change - values, 
behaviours, relationships 

(TTWC)

All NHS organisations will understand the positive impact that 
happy and engaged staff have on patient outcomes, including 

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

Timetable performance meetings for Clinical 
Directors

Review issues relating to service group 
management and agree actions

review effectiveness of service management 
training content

training and development programme  for SGM 
to be mandatory

Deputy COOs in place closed 

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

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

Cultural change - values, 
behaviours, relationships 

(TTWC)

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

KPIs to measure on-going impact on quality, are fully 
documented and agreed with the Chief Medical Officer and Chief 

Nursing Officer.

 Ensure every CIP has a QIA

All QIAs agreed by Meghana Pandit and Mark 
Radford

PPMO reporting tool. Minutes of F&PC and Trust 
Board

closed 

Berwick 07
Data, Information and 

Knowledge

Berwick 07
Transparency should be complete, timely and unequivocal. All 

data on quality and safety, whether assembled by government, 
organisations, or professional societies, should be shared in a 

timely fashion with all parties who want it, including, in accessible 
form, with the public.

Leaders must understand variation within the 
trust and by comparison with others

reporting on information strategy closed 

Berwick 07
Data, Information and 

Knowledge

Transparency should be complete, timely and unequivocal. All 
data on quality and safety, whether assembled by government, 
organisations, or professional societies, should be shared in a 

timely fashion with all parties who want it, including, in accessible 
form, with the public.

Share all data on quality of care and patient 
safety with anyone who requests it, in a timely 

fashion, with due protection for individual 
patient confidentiality

Reduce reliance on external agencies as the 
guarantors of safety and quality and toward 

proactive assessment and accountability.

DoC incidents are discussed with patients/carers 
and the investigation report shared with them if 

they wish.
RCA reports are shared at the request of 

patients/carers.

closed

Berwick 07
Data, Information and 

Knowledge

Transparency should be complete, timely and unequivocal. All 
data on quality and safety, whether assembled by government, 
organisations, or professional societies, should be shared in a 

timely fashion with all parties who want it, including, in accessible 
form, with the public.

Patient or carers affected by a Serious Incident 
should be notified and supported; patients need 
not be informed of every error or near miss but 
should be given all the information they ask for. 

Duty of Candour is monitored via SIG.  Additional 
measures are being implemented to adequately 

monitor all "moderate" harm incidents for DoC (e.g. 
via Falls, pressure ulcers and VTE incident reporting 

and RCA).
DoC Policy being drafted.

Additional comms and education to be rolled out

closed
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Ref No: Workstream Objective
Action (Specific, Measurable, Achievable, 

Realistic, Timescaled)

Evidenced By 
(Please defined if evidence base already exists or 

will need developing)
Status

Berwick 02
leadership and 
accountability

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

quality of care in general, and patient safety in particular, at the 
top of their priorities for investment, inquiry, improvement, 

regular reporting, encouragement and support.

Help patient representatives and community 
champions to become safety leaders, in part by 

offering the opportunity to learn safety 
leadership behaviours and skills. 

open

Berwick 02
leadership and 
accountability

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

quality of care in general, and patient safety in particular, at the 
top of their priorities for investment, inquiry, improvement, 

regular reporting, encouragement and support.

Patients and their carers should be represented 
throughout governance structures (e.g. safety 

and quality committees). 

Consider experimenting with full patient and 
carer membership on governing boards and on 

panels that hold boards to account. 

Patients and carers should be given appropriate 
support and training to take a full part in these 
structures, to understand safety science, and to 

contribute meaningfully.

Discussion will be minuted. open

Berwick 02
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

quality of care in general, and patient safety in particular, at the 
top of their priorities for investment, inquiry, improvement, 

regular reporting, encouragement and support.

The Board and leadership bodies should engage 
regularly and fully with patients and carers, to 

understand their perspectives on and 
contributions to patient safety.

QGC & Trust Board minutes & agendas closed

Berwick 02
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

quality of care in general, and patient safety in particular, at the 
top of their priorities for investment, inquiry, improvement, 

regular reporting, encouragement and support.

The trust should support patient 
representatives and community champions to 
become safety leaders, in part by offering the 

opportunity to learn safety-leadership 
behaviours and skills.

TEREMA training for Theatre staff - 
programme/attendance list.

closed

Berwick 02
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

quality of care in general, and patient safety in particular, at the 
top of their priorities for investment, inquiry, improvement, 

regular reporting, encouragement and support.

Actively address poor teamwork and poor 
practices of individuals, using approaches 

founded on learning, support, listening and 
continual improvement, as well as effective 

appraisals, retraining and, where appropriate, 
revalidation. 

reporting of appraisal compliance to QGC closed

Berwick 03
Cultural change - values, 
behaviours, relationships 

(TTWC)

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

treatment

Patients and their carers should always have 
access to and be given on request a clear, 

understandable and relevant summary of their 
health needs and preferences, which states how 
these needs will be met  including information 

about risks and alternatives.

all carers and patients have access to staff to obtain 
information about their care in addition to the 

discharge summary; Consent policy updated and 
audited annually

closed

Berwick 04
Cultural change - values, 
behaviours, relationships 

(TTWC)

Government, Health Education England and NHS England should 
assure that sufficient staff are available to meet the NHS’s needs 
now and in the future. Healthcare organisations should ensure 

that staff are present in appropriate numbers to provide safe care 
at all times and are well-supported.

Actively support staff by:
•  fostering excellent human resource practices, 

• promoting staff health and well-being, 
• cultivating a positive organisational climate, 

• involving staff in decision-making and 
innovation, 

• providing staff with helpful feedback 
• recognising good performance, 
• addressing systems problems, 

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

Collaborate with professional regulators to 
adopt systems for supportively assessing the 

performance of all clinical staff, building on the 
introduction of medical revalidation.  

closed
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Action (Specific, Measurable, Achievable, 

Realistic, Timescaled)

Evidenced By 
(Please defined if evidence base already exists or 

will need developing)
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Berwick 05
Cultural change - values, 
behaviours, relationships 

(TTWC)

Mastery of quality and patient safety sciences and practices 
should be part of initial preparation and lifelong education of all 
health care professionals, including managers and executives.

Invest in a  capability building programme that 
enables staff to contribute to improvement of 
the quality and safety. A properly resourced  

programme must be in place within 12 months. 

Improve support of staff in implementing 
guidance on reporting of serious incidents 

Reporting rates (900-1000 reports per month)
NPSA Feedback reports - Trust is in top half of 

reporters nationally.
Support of staff - evidence seen in all RCA reports.

closed

Berwick 05
Cultural change - values, 
behaviours, relationships 

(TTWC)

Mastery of quality and patient safety sciences and practices 
should be part of initial preparation and lifelong education of all 
health care professionals, including managers and executives.

The trust must be able to demonstrate that
-there are fully functional reporting systems for 

serious incidents,
-staff know how to use them

-the systems are used
-appropriate action is taken in response to 

incidents
-there is provision of appropriate support to the 

affected patients and their carers. 

Incident Management Policy 
Procedure for Investigation & RCA;

Being Open Policy;
DATIX online reporting system;

NPSA Feedback reports;
SIRI RCA reports;

SI Group terms of reference;
SI Group monitoring reports;

Action plans & action plan tracker

closed

Berwick 06
Cultural change - values, 
behaviours, relationships 

(TTWC)

The trust commits to being a learning organisation by:
Placing the quality of patient care, especially patient safety, 

above all other aims
Engaging, empowering and hearing patients and carers through 

out the entire system and at all times
Foster the growth and development of all staff, including 
resources to improve the processes in which they work.

Participate in one or more collaborative improvement networks 

Trust to "Sign up to Safety" Oct 2014

TTWC launced 2014

Sign up document signed by the CEO, email to 
NHSE.

SIP - emailed to NHSE & acknowledged by them.

closed

Berwick 07
Cultural change - values, 
behaviours, relationships 

(TTWC)

Transparency should be complete, timely and unequivocal. All 
data on quality and safety, whether assembled by government, 
organisations, or professional societies, should be shared in a 

timely fashion with all parties who want it, including, in accessible 
form, with the public.

The Trust should make use of peer review 
outside of formal systems to facilitate learning.  

closed

Berwick 07
Data, Information and 

Knowledge

Transparency should be complete, timely and unequivocal. All 
data on quality and safety, whether assembled by government, 
organisations, or professional societies, should be shared in a 

timely fashion with all parties who want it, including, in accessible 
form, with the public.

Leaders must understand variation within the 
trust and by comparison with others

reporting on information strategy open

Berwick 07
Data, Information and 

Knowledge

Transparency should be complete, timely and unequivocal. All 
data on quality and safety, whether assembled by government, 
organisations, or professional societies, should be shared in a 

timely fashion with all parties who want it, including, in accessible 
form, with the public.

Share all data on quality of care and patient 
safety with anyone who requests it, in a timely 

fashion, with due protection for individual 
patient confidentiality

Reduce reliance on external agencies as the 
guarantors of safety and quality and toward 

proactive assessment and accountability.

RCA reports are shared at the request of 
patients/carers

closed

Berwick 07
Data, Information and 

Knowledge

Transparency should be complete, timely and unequivocal. All 
data on quality and safety, whether assembled by government, 
organisations, or professional societies, should be shared in a 

timely fashion with all parties who want it, including, in accessible 
form, with the public.

Patient or carers affected by a Serious Incident 
should be notified and supported; patients need 
not be informed of every error or near miss but 
should be given all the information they ask for. 

Duty of Candour is monitored via SIG.  Additional 
measures are being implemented to adequately 

monitor all "moderate" harm incidents for DoC (e.g. 
via Falls, pressure ulcers and VTE incident reporting 

and RCA).
DoC Policy being drafted.

Additional comms and education to be rolled out

open

Berwick 08
leadership and 
accountability

All organisations should seek out the patient and carer voice as 
an essential asset in monitoring the safety and quality of care.

Include the patient voice as an essential 
resource for monitoring and improving the 

safety and quality of care. 

PLACE feedback reports published by HSCIC on 18 
September 2013

Creation of Patient Advisory Group

closed
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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. The report is 
provided for assurance purposes.  
 
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. Its purpose is to demonstrate that licensed doctors are up-to-date and fit to 
practice providing greater assurance to patients, the public, employers and other 
healthcare professionals. 
 
The Trust is regarded as a Designated Body (DB), and all DB’s have a statutory duty 
to support their Responsible Officers (RO) in discharging their duties under the RO 
Regulations1. 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 support all 
doctors with whom it has a prescribed connection in the process of annual appraisal.  

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’ 
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A prescribed connection is a formal connection with the Trust e.g. through a contract 
of employment. 
 
The Trust must provide NHS England with assurance on a quarterly basis of its 
appraisal rates; the data reported for the appraisal year 1st April 2014-31st March 2015 
so far has been as follows: 

• Quarter 1 - 49% compliant 
• Quarter 2 - 87% compliant 
• Quarter 3 – 65% compliant 

 
For the last quarter (1st October- 31st December 2014) NHS England were informed 
that of the 49 doctors who did not hold an appraisal meeting in this period, 6 have a 
valid reason for postponement, 3 have since left the Trust, 14 of these appraisals have 
been completed since the end of the quarter and the date of reporting and 4 
appraisals are scheduled to take place in due course. 
 
All doctors with outstanding appraisals are written to at the end of each quarter to 
remind them of their contractual and professional obligation to participate in annual 
appraisal. They are requested to complete their appraisal before the end of the next 
quarter or to contact a member of the Revalidation Team should they be experiencing 
any difficulty.  
 
3.3 Appraisers 
Since the last report to Board the first in-house ‘Revalidation Ready’ Medical 
Appraiser training session has been delivered bringing the number of appraisers in the 
Trust up to 90. Feedback from this session can be found in Enclosure A. 

This training programme will now run every 4 months in order to ensure the Trusts 
appraiser to appraisee ratio remains consistent. 

Those who completed training in November 2012 with NHS Revalidation Support 
Team and the GMC are due a refresher course at the end of 2015, as training must be 
updated on a 3 yearly basis. The development of this has been included as a new 
point in the Medical Appraisal and Revalidation Action Plan (Enclosure B). 

3.4 Revalidation Management System (RMS) 
The use of this electronic appraisal system became compulsory as of 30th September 
2014. 
 
At the last report to board 80 doctors were yet to book on to training despite all being 
advised in several updates that they would not receive log-in details until this had 
been sought. This number currently stands at 37 with a number of these being new 
starters. All outstanding from the previous report have been informed of the 
consequences should they fail to engage with the use of this system. 
 
Equiniti 360° Clinical, the provider of the RMS, has rolled out an update which has 
aligned the reporting functions of the system with the criteria of NHS England’s 
Quarterly Appraisal Reports (QAR) and Annual Organisation Audit (AOA). The update 
will allow the MRSO to confirm postponement of appraisals. These options will aid 
UHCW in ensuring timely access to appraisal figures for the purposes of QAR and 
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AOA along with proving more accurate figures when auditing incomplete/postponed 
appraisals. 
 
3.5 Revalidation Recommendations 
At the time of submitting this report Trust has 545 prescribed connections, for which 
the RO is responsible. To date 274 recommendations have been issued to the 
General Medical Council (GMC). 
 
Since the last report to board the RO has made 124 recommendations. 
 
113 positive recommendations have been submitted and accepted over the last 6 
months. 
 
11 revalidation date deferrals have been requested due to insufficient evidence to 
inform a positive recommendation. Recently this has been due to doctors being new 
starters and therefore not having been in the Trust a suitable amount of time to have 
an appraisal. Of these 4 have now had a positive recommendation made.  
 
3.6 Medical Appraisal Policy 
The Trusts Medical Appraisal Policy has now been reviewed and updated in line with 
recent NHS England developments. Details of the major changes are as follows: 
 

• The process has been changed to reflect the introduction of the RMS. 
• A process for requesting the postponement of an appraisal has been included 

to assist in the collation of exceptions for the QAR 
• Explicit implications of not adhering to policy i.e. conduct investigation and the 

risk of a submission of non-engagement to the GMC are outlined 
• A statement stipulating the need for an appraisal to be signed off within  28 

days of the appraisal meeting in order to class as a valid appraisal has been 
included, in line with NHS England’s Medical Appraisal Policy. 

• Monitoring Compliance section has been edited to reflect the introduction of the 
FQA, including stipulation of the Trusts process for auditing appraisals. 

 
It will be approved by the relevant committees by the end of the month and uploaded 
to e-Library.  
 
4. Other news  
 
Medical Appraisal Position Statements (MAPS) are under development by NHS 
England; these documents aim to provide guidance on the most frequent issues and 
queries raised around appraisal and revalidation. They will assist in calibration and 
improving consistency across DB’s. However, they will not be mandatory and each 
RO is welcome to incorporate which ever MAPS they see fit into their local 
process/policy. 
 
GMC connect, the online dashboard the RO uses to submit revalidation 
recommendations to the GMC has received an update. This allows DB’s to view a 
doctor’s revalidation and prescribed connection history. The option to access this 
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information will assist in the responsibility to share information between designated 
bodies (Action 5, Enclosure B). 
 
5. Summary 
 
The Trust is making progress in ensuring that the appropriate infrastructure is in place 
to support revalidation and will strive to continue to develop the service in line with any 
new guidance and legislation. 
 
6. Areas of Risk 
 
Financial: Maintenance of electronic systems’ contracts. 
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 patient 
experience/safety and ultimately the Trust’s reputation. 

 
7. Governance  
 
Revalidation is a statutory obligation with which the Trust must comply. It is also a 
core element of the quality governance agenda.  It is for this reason that reports are 
made to Trust Board in order to assure members requirements are being met and that 
quality governance arrangements are robust. 
 
8. Responsibility 
 
Meghana Pandit, Chief Medical Officer and Responsible Officer  
 
9. Recommendations 
 
The Trust Board is asked to NOTE the report along with progress made against the 
action plan to date (Enclosure A) and to RAISE any queries or concerns.  
 
The Board is also asked to APPROVE additional actions. 
 
Enclosures 
Enclosure A – Medical Appraiser Training Feedback 
Enclosure B – Action Plan Update 
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Agenda Item 9 Enclosure A 
Medical Appraiser Training Feedback 

Q1. How would you rate the areas covered in the training programme? 

 Poor Satisfactory Unsure Good Very Good 

Basic Principles    1 11 5 

Appraisal Process     8 9 

Communication Skills   1 1 8 7 

Appraisal Meeting    1 8 8 

Difficult Appraisals     7 10 

0
1
2
3
4
5
6
7
8
9

10
11
12

Basic Principles

Appraisal Process

Communication
Skills

Appraisal Meeting

Difficult Appraisals

 
Q2 & 3. Which part of the training did you find most/least useful? 

 Basic 
Principles 

Appraisal 
Process 

Communication 
Skills 

Appraisal 
Meeting 

Difficult 
Appraisals 

PDP 
Exercise 

Role Play 
Exercise 

RMS 
Demo 

Most useful     5 1 5 1 5 1 

Least useful     3           

0 1 2 3 4 5

Basic Principles
Appraisal Process

Communication Skills
Appraisal Meeting
Difficult Appraisals

PDP Exercise
Role Play Exercise

RMS demonstration

Least useful

Most useful

 
Q4. Any additional comments or observations:- 

• Useful as both an appraiser and appraisee 
• All relevant very useful 
• Live demo of appraisal on RMS. Excellent facilitator. Good discussion 
• Pace was just right as was the size of the group. Hand-outs useful and not too many. I 

understand the process better now. 
• All questions answered. Clear cut information 
• Very good hard work. thanks Dr M Iredale/ M Patteril/ L Siddall
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Agenda Item 9 Enclosure C 
Medical Appraisal & Revalidation Action Plan 

No. Issue Action Timescale Responsible Assurance Progress/Outcome 

1. 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 

Revalidation 
Team & 
CD’s/GM’s 
 

All doctors who 
have been in the 
Trust for more than 
6 weeks have active 
accounts on RMS. 

37 doctors still to 
complete training. 
Escalation process 
has been outlined to 
those who continue 
to fail to engage by 
deadline of 28.2.15 

3.  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 

 

MRSO  
Reviewed by 
Revalidation 
Lead 

Uploaded on 
eLibrary following 
approval by 
Corporate Business 
Records Committee 
(CBRC) 

Review complete. 
Awaiting approval by 
Medical Negotiating 
Committee (13.2.15) 
& CBRC 

4.  Quality Assurance of Appraisers 

a. Six monthly Appraiser 
Support Group (ASG) 
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 of  

First meeting 
scheduled (20.3.15) 
and communicated 
to appraisers. 
 

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

September 2014 Revalidation 
Team assisted 
by Learning and 
Development 
Team (LDT) 

Registered with LDT 
to allow course 
promotion & booking 
via ESR. 
Certified by NHS 
England/GMC and 
registered for CPD 
points. 

First session took 
place on 5.11.14 
Second scheduled 
for 18.3.15 
MRSO in talks with 
LDT. 
Still awaiting 
certification and 
registration. 

c. Develop a refresher 
training course for 
previously trained 
medical appraisers 

December 2015 Revalidation 
Team assisted 
by LDT 

Registered with LDT 
to allow its booking 
via ESR. 
Certified by NHS 
England/GMC and 

New action 
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registered for CPD 
points. 
All those trained in 
November 2012 are 
recorded as having 
completed refresher 
training 

5.  Quality Assurance of Appraisals 
 

a. Compile Qualitative 
Assessments of 
appraisals into a 
report and share the 
outcomes with 
appraisers in order to 
improve quality of 
appraisal inputs & 
outputs 

October 2014 MRSO Minutes of ASG Will be reported to 
ASG in first meeting 
20.3.15 

b. Utilisation of the RMS 
report functions. 

February 2015 MRSO Monitoring of 
system and 
advanced reporting 
functions reviewed. 
The outcomes will 
be included in 
furture reports to 
board and used to 
inform the ASG  

Ongoing 

5. 
The acquisition/sharing of up-to-
date information on prescribed 

connections within the Trust and 
to/from other organisations. 

Ensure Medical Practise 
Information Transfer 
From (MPIT) is included 
in pre-employment 
checks to establish 
prescribed connections in 
a timely manner. 
Inclusion of a HR 
member of staff in 
Revalidation Team 
Meetings (RTM)  

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. 

HR Medical 
Resourcing Manager 
attending regular 
RTM. 
 
Still to implement 
MPIT in pre-
employment checks. 
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6. 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. 

Update of the RMS.  
Inclusion of appraisal 
postponement 
process in new 
Medical Appraisal 
Policy.  
Outcomes still to Be 
measured. 

7. Lack of reflection shown in 
appraisal 

Guidance developed on 
how to reflect for doctors 
follow. 
Workshops  

2015 QA’s of 
appraisals 

Revalidation 
Team 

Number of doctors 
shown to be 
reflecting increases 
in 2015 QA’s 

Ongoing 

8. Need for MRSO procedures to be 
backed-up 

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

February 2015 MRSO 
 

SOP’s Approved by 
Associate Director 
of Governance 

Ongoing  
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 Enclosure 8 
 

PUBLIC TRUST BOARD PAPER  
 

Title Significant Incident Group Report, Including Never Events Six 
Monthly Update 

Author Emma Watson, Patient Safety Manager 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer 

Date  26 February 2015 
 
1. Purpose  
To provide the Board with a summary of the Significant Incidents (SI’s) that were opened 
at Significant Incident Group (SIG) in the past 6-months and a separate report detailing 
the “never events” that have occurred in the period. 
 
The report also provides a progress report in relation to the completion of Action Plans 
relating to SI’s. 
 
2. Background and Links to Previous Papers 
The Trust Board receives this report on a 6-monthly basis. Reports were also submitted 
to the Quality Governance Committee and Patient Safety Committee in December 2014.  
 
3. Narrative 
 
SI Report July - January 2015: 
All SIs (including never events) are reviewed at the weekly SIG meeting, which is 
responsible for ensuring that investigations are undertaken and appropriate actions are 
put in place to reduce identified risks.   
 
Details of SI investigations (including root causes and lessons learned) are also 
presented monthly to the Patient Safety Committee. 
 
Incidents that fall into the Significant Incident Requiring Investigation (SIRI) category 
(NPSA definition) are also reported to the commissioners.  These incidents include 
healthcare-associated infections such as MRSA, C Difficile & Norovirus.   
 
Each has to be investigated by root cause analysis and the commissioners require a copy 
of the investigation report and action plan within a timescale of 45 working days from the 
date of notification, unless a clock-stop has been negotiated with them.  Some categories 
of SIRI have a 60 day deadline, e.g. Never Events and those that require external 
investigation or joint investigation with another provider. 
 
The report details the SI’s that were reported, opened, and closed in the previous six 
months by Type and Number, and details about the SI’s that remain open and that 
exceed the 45 deadline as at the end of January 2015. 
 
Action relating to SI’s 
Implementation of SUI Investigation Action Plans is necessary to prevent such incidents 
from re-occurring or in the event that they do re-occur, the consequences are minimized.  
Action plans also serve to ensure that lessons are learnt and shared in the Trust. 



 
The report details the BI-Monthly SUI Action Plans report to Patient Safety Committee - 
December 2014. 
 
Never Event Summary: 
The summary details the never events reported by UHCW since 2009. 
 
Between 31 October 2013 - 01 November 2014 - 4 Never Events were reported by 
UHCW.  Information regarding these events has been submitted to CQC as part of the 
pre-inspection data request. 
 
Incident date Adverse event Date CCG 

informed 
06/05/2014 Retained needle/swab/instrument 07/05/2014 
15/01/2014 Retrieval of swab, needle, instrument, etc... 16/01/2014 
16/01/2014 Wrong Implant / Prosthesis used 17/01/2014 
27/02/2014 Retained needle/swab/instrument 28/10/2014 
 
4. Areas of Risk 
All incidents hold opportunity for learning.  If the Trust does not learn from incidents then 
there is a lost opportunity for improvements to be made and the potential for similar 
incidents to occur in the future.  This could give rise to any or all of the following: patient 
safety risks, risks to quality, finance and performance risks and risks to the Trust’s 
reputation.    
 
5. Governance  
Strong governance arrangements are in place around significant incidents, all of which 
are reported to and followed up by the Significant Incident Group that meets weekly.  A 
further progress report will be provided to the Trust Board in six months in line with 
agrees reporting schedules. 
 
The careful investigation of significant incidents and putting into place action plans aimed 
at avoiding recurrence also link to the Trust’s improve and learn values. 
 
6. Responsibility 
Meghana Pandit, Chief Medical Officer – Chief Officer Responsible for Patient Safety 
Paul Martin – Director of Quality 
Yvonne Gatley – Associate Director for Quality (Safety and Risk) 
Emma Watson – Patient Safety Manager - Author 
 
7. Recommendations 
 
The Board is invited to NOTE the report, be ASSURED that appropriate governance is in 
place around incident investigation and to RAISE any queries or concerns.  
 
Name and Title of Author: Emma Watson Patient Safety Manager 
Date: 10 February 2015 
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SIGNIFICANT INCIDENT REPORT TO TRUST BOARD  
FEBRUARY 2015 

 
Emma Watson, Patient Safety Manager 

 
1.0 SI Trends: 01 Jul 14 – 31 Jan 15 
 
Top ten types of Sis reported: 
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Numbers of SIs reported by month - 01 Jul 14 – 31 Jan 15 
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2.0 SUMMARY OF SIs (including Never Events) – JULY 2014 – JANUARY 2015 
 
2.1 New SIs1:  
 
Number of New SIs reported = 67 
(excluding Pressure ulcers and HCAIs) 
 

2.2 Completed SIs: 
 
Number of SIs closed = 72 
(excluding Pressure ulcers and HCAIs) 
 

2.3 Open SIs: 
 
Number of SIs open (as at 13/02/15) – 27 
(excluding Pressure ulcers and HCAIs) 

2.4 No of pressure ulcers reported from 1.7.14 – 31.1.15 = 77 2.5 No of HCAIs reported from 1.7.14 – 31.1.15 = 14 

 
2.6 Never Events: 
 
No. of Never Events reported this period: 1 

 
Type of Never event: 
  
 
2.7 Serious Incidents Requiring Investigation2 (reported to commissioners): (1.7.14 – 31.1.15) 
 
No of SIRIs Reported: 132 

*No of open SIRIs (as at 31/01/15): 18 

*SIRIs open >45 days (as at 31/01/15): 2 
 
*These figures include reportable pressure ulcers & HCAIs.  Clock stops are negotiated with the CCG for any SIRIs that do not meet the 45 day 
deadline.  Certain categories of SIRI have a 60 day deadline, e.g. Never Events and those that require external investigation or joint investigation 
with another provider. 

 
NB: number of incidents reported over same period =7600      SIs represent 0.9% of all incidents reported 
 

1 SIs are those cases discussed at the weekly SIG meeting 
2 SIRIs are those cases that fit the criteria for reporting to the CCG  
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2.8 New SIs by Specialty Group and Type of SI reported (1.7.14 – 31.1.15) 
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Transfusion of Blood related problem 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 1 
Abuse by the staff to the patient 0 2 0 1 1 1 0 0 0 0 0 0 0 0 0 5 
Cancer - Dx failed or delayed 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 1 
Confidentiality of information 0 0 1 0 1 0 0 0 0 0 0 0 0 0 0 2 
Emergency Caesarean Section 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2 2 
Discharge 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 1 
Patient's case notes or records 0 0 0 0 2 0 0 0 0 0 0 0 0 0 0 2 
Patient's case notes or records 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 
Environmental matters 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 1 
Slips, trips, falls and collisions 0 1 0 1 0 3 0 0 2 0 0 3 1 1 0 12 
Images for diagnosis (scan / x-ray) 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 1 
Information Technology 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 1 
Some other medical condition  0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 1 
Possible delay or failure to Monitor   0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 1 
Abuse - other 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 1 
Accident caused by some other means 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 1 
Diagnosis - other 0 0 1 1 0 0 0 0 0 2 0 0 0 0 0 4 
Infrastructure or resources - other 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 1 
Labour or delivery - other 0 0 0 0 0 0 0 0 0 0 0 0 0 0 9 9 
Implementation of care or ongoing monitoring 0 0 0 0 0 0 0 0 0 0 0 1 0 0 1 2 
Treatment, procedure - other 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 2 
Connected with the management of operations / treatment 0 0 0 0 0 0 4 0 0 1 0 4 1 1 0 11 
Transfer 0 0 0 0 0 0 2 0 0 0 0 1 0 0 0 3 
Pressure sore / decubitus ulcer 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 *1* 
Totals: 1 3 2 3 6 4 8 1 4 4 1 11 3 3 13 67 
* This was a grade 4 pressure ulcer that was included on the SI list and reviewed at SIG. 
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2.9 Completed SIs by Specialty Group and Type of SIs reported (1.7.14 – 31.1.15) 
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Administration of assessment 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 1 
Abuse by the staff to the patient 0 2 0 1 0 1 0 0 0 0 0 0 0 1 0 0 5 
Cancer - Dx failed or delayed 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 1 
Confidentiality of information 0 0 1 0 1 0 0 0 0 0 0 0 0 0 0 0 2 
Emergency Caesarean Section 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2 2 
Discharge 0 0 0 0 0 0 2 0 0 0 0 0 0 0 0 0 2 
Patient's case notes or records 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 
Environmental matters 0 0 0 0 1 0 0 0 0 1 0 0 0 0 0 0 2 
Slips, trips, falls and collisions 0 1 0 3 0 3 0 0 3 0 0 1 3 1 2 0 17 
Images for diagnosis (scan / x-ray) 0 0 0 0 1 0 0 1 0 0 0 0 0 0 0 0 2 
Information Technology 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 1 
Laboratory investigations 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 1 
Possible delay or failure to Monitor   0 0 0 0 0 0 0 0 0 0 1 0 1 0 0 0 2 
Diagnosis - other 0 0 2 0 0 0 0 1 0 0 0 0 0 0 0 0 3 
Infrastructure or resources - other 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 1 
Labour or delivery - other 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 8 8 
Implementation of care or ongoing monitoring - other 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 
Treatment, procedure - other 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0 1 
Connected with the management of operations / treatment 0 0 0 0 0 0 1 1 1 0 2 0 4 2 1 1 13 
Transfer 0 0 0 0 0 0 4 0 0 0 0 0 1 0 0 0 5 
Pressure sore / decubitus ulcer 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 *1* 
Totals: 1 3 3 4 3 4 7 3 5 2 4 1 11 5 4 12 72 
* This was a grade 4 pressure ulcer that was included on the SI list and reviewed at SIG. 
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3.0 Action relating to SIs: 
 
Bi-Monthly report to Patient Safety Committee – December 2014  
 
The report relates to the SUI Action Plans due in the period from February 2013 to September 2014.   
 
Implementation of SUI Investigation Action Plans is necessary to prevent such incidents from re-occurring and should they re-occur the consequences are 
minimized, it also serves to ensure that lessons are learnt and shared in the Trust. 
 
This report examines all the SUI Investigation Action plans that have been implemented and remain open. 
 
As at 12 February 2015: 
 
2013 Actions:  
 

• 2 Action plans remain open and overdue from 2013 
 

• Epilepsy guideline to be developed Work has started on the Guideline  
• Develop and implement an ‘inpatient trauma’ pathway, with clear flow diagram of how to obtain urgent review and management by designated trauma 

team for inpatients who suffer major trauma.  Guideline to be developed for patient suffering Trauma.  Enhance prescribing practice within junior 
medical staff, to include in Induction training 

 
Both of these actions related to the development of new clinical guidelines.  Work is in progress on both guidelines.  Updates on the progress of these Actions  
will be provided to PSC. 
 
2014/15 Actions: 
 

• 15 Action plans remain open and overdue from 2014 
• 10 Action plans remain open and overdue from 2015 

 
The actions that remain overdue are not particular to any one specialty. 
The actions have been hastened by the Quality Department on various occasions and continue to be hastened fortnightly. 
In 2014 Letters were sent from the Chief Medical Officer and Chief Nursing Officer chasing all overdue actions.  This practice will continue with actions that 
remain overdue. 
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Summary of UHCW Never Events  
 
 
 

Emma Watson - Patient Safety Manager 
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1. Introduction 
“Never events” are a sub-set of Serious Incidents and are defined as ‘serious, largely 

preventable patient safety incidents that should not occur if the available preventative 

measures have been implemented by healthcare providers’. 

 
Some types of never events (NEs) hold high potential for significant harm, and are 

designated never events regardless of the actual degree of harm that has occurred. 

Some types of incidents are designated never events only if death or severe harm 

results. 

 

2. Learning from NE’s : 

• Each has been investigated by root cause analysis (or is in the process of being 

investigated). Action plans are followed up to ensure completion.   

• Following each never event a meeting is arranged between the Speciality 

where the event occurred and the CEO. 

• Grand Round presentations dedicated to never events, in 2013 and 2014, 

which gave feedback about individual cases were very well attended and 

provoked much discussion.  Following this we have started to collate incidents 

relating to each of the never events and will be providing feedback to all 

specialties to further enhance awareness and reduce the likelihood of never 

events occurring. 

• A Quality Review was undertaken in Theatres by the commissioners and 

feedback was very positive. 

• WHO surgical safety checklists are being used and monitored across the Trust 

and any shortcomings are acted upon immediately. 

• Human Factors Seminar’s and training sessions were held for areas who had 

bee involved in a never events. 

• Innovations workshop’s have been held to try to address some of the specific 

causes of never events to explore new ways of resolving them – this work is 

ongoing: 

• Clinical guideline and process changes have been instigated as a direct result 

of reported Never events : 

o Procedure for checking implants during orthopaedic procedures 

o Managing a Count Discrepancy 

• Speciality Newsletters have been circulated in areas where a never event has 

occurred: 

o Notice Me May 2014, Notice Me June 2014 

o Spot Check News October 2014 

E Watson - Patient Safety Manager 13.02.15 2 



3. All reported Never Events at UHCW since 2009 
Those that were subsequently de-registered by the commissioners have been 

excluded from the count shown in the graph below. 
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 Never Event 
2009
/10 

2010
/11 

2011
/12 

2012
/13 

2013
/14 

2014
/15 TOTAL 

Wrong site surgery 1 0 2 1 0 0 4 
Misplaced ng tube 0 1 0 0 0 0 1 
Retained foreign body post surgery 0 0 1 2 2 2 7 
Wrong prosthesis 0 0 0 1 1 0 2 
TOTAL 1 1 3 4 3 2 14 
 
There have been 16 never events reported by UHCW. Two of these (incorrect lens 

implanted 2013/14, wrong level spinal surgery 2013/14)) were later de-registered the 

former as this was a private patient and the latter as this was deemed not to be a never 

event once the investigation had taken place.  Of the 14 remaining cases all except 1 

were Theatre-related incidents. 

 
4. Details of UHCW Never Events 

Individual cases are listed below with key points. 
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Wrong-site surgery 16/09/09 
 
Description 

• Orthopaedic patient was listed for two procedures - amputation of the 

second toe of the left foot and release guide of the little finger, right hand.  

The toe operation was carried out without incident.   

• At operation the only visible deformity of the hand was the thumb, which had 

been injured previously and by pure human error the surgeon explored the 

thumb and not the little finger.  

• “Time out” was carried out prior to the first incision.  However, following the toe 

surgery no further “time out” was called.  This was standard practice when 

performing procedures on more than one anatomical site of a patient and is 

not specified in the WHO surgical safety checklist. 

 
Root causes: 

• No time-out occurred prior to the hand operation 

• The WHO surgical safety checklist does not specifically recommend time-out 

between procedures 

• The marker pen was not “permanent” and therefore the mark was not vividly 

clear 

 
Key Actions: 

• “Time out” procedure reviewed and updated to include the recommendations 

of the investigation  

• Suitable pens sourced and ordered 

• Availability of trained surgical assistants reviewed/risk-assessed 

 

Actions completed 
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Misplaced nasogastric tube 15/03/11 
 
Description 

• Patient on Critical Care Unit had a tracheostomy inserted to enable mechanical 

ventilation and facilitate his weaning from the ventilator. 

• Patient was very uncooperative and refused to have a nasogastric tube inserted. 

He had previously pulled out a number of NG tubes - even those secured with 

the Bridle secure fixation.  

• A new fine bore nasogastric feeding tube was inserted by the nutrition team and 

a check X-ray was performed as per Trust guidelines. 

• The Critical Care SpR later viewed the X-ray, felt that the nasogastric tube was 

in the correct position and informed the staff nurse.  

• When medications were administered through the new nasogastric tube an 

explosive cough resulted and the feed was immediately stopped.  

• The SpR immediately rechecked the X-ray and realised that the nasogastric 

tube was not in the correct position.  He had probably looked at the wrong 

patient’s X-ray.  Human error. 
 
Root causes: 

• X-ray image selection/identification error occurring in a very busy shift in tertiary 

teaching hospital Critical Care Unit. 

• Identification error: reliance on one person identifying images where in a busy 

ward, errors could be made with regard to correct identification of the images. 

 
Key Actions: 

• Policy change such that all X-ray interpretations for confirmation of correct 

placement of nasogastric tube has a robust failsafe mechanism  

• Critical Care nurse in charge of the patient empowered to perform checklist and 

get the details documented by the doctors before usage of an NG tube. 

• Training in interpretation of correct position of nasogastric tubes including on 

imaging Introduction of NG tubes with radio-opaque markers throughout their 

length 

 

Actions completed 
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Wrong-site surgery 13/07/11 
Description 

• Patient was to undergo a dental extraction; the upper right eight tooth under 

general anaesthesia, performed by the Maxillofacial Surgery service.   

• The consent, Team Brief and Safe Surgery Checklist processes were 

appropriately performed and recorded.  The surgeon commenced operating and 

performed an initial intra-oral incision distal to the site of the upper left seventh 

• Immediately following incision the surgeon and theatre staff identified that the 

planned surgical site was upper right.  Human error. 

• Correct surgery then completed. 
 
Root causes: 

• An unplanned action by the operating surgeon: a wrong site incision.   

 

Key Actions: 

• Operating lists state exactly which teeth are planned for removal 

• A white board placed in the operating theatre should has the planned extractions 

written on it by the operating surgeon 

• Marking on a hard copy of the x-ray which teeth were going to be extracted 

• A sticky label being placed on the patient’s forehead prior to surgery indicating 

site of surgery is being trialled. 

 

Actions completed 
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Retained plastic protective sheath post-operation 23/08/11 
Description 

• Patient for cervical decompression (Neurosurgery).   

• No concerns during the procedure and all appeared to proceed as planned.   

• Post operatively patient doing well, check x-ray to check position of screws 

undertaken and no concerns noted.   

• Neurosurgical Registrar was reviewing cases and noted what appeared to be a 

piece of plastic drain.   

• Radiology Consultant report on the x-ray concluded that there was a “3.5cm 

tubular structure” which was then removed surgically and found to be the plastic 

protective sheath for the drain trocar.   

• Swab, needle and instrument count correct - plastic tube not part of count. 

 

Root causes: 

• There is no clear policy/guidelines regarding disposable items such as plastic 

guard, extra pieces of drain and it has been established that there are many of 

these types of equipment in the theatre environment.  System error. 
 

Key Actions: 

• Any disposable plastic covers from equipment are removed by theatre staff 

before being handed to the surgeon 

• If handed to the surgeon with disposable covers this will be recorded on the wipe 

board in the theatre along with the swab/instrument counts 

 
Actions completed 
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Wrong-site surgery 06/12/11 
Description: 

• Patient referred to Maxillofacial Surgery service for extraction upper left 5 and 

upper right 6.  Consented for lower left 5 and upper right 6.  

• Surgery completed as per the consent  

• Patient advised staff on waking that the wrong tooth had been extracted 

Root Causes: 
• Communication error meant that wrong tooth was consented for.  Human error. 
• Staff failed to adhere to the action plan of previous investigations, i.e. mark on 

white board as part of timeout.  Check this with what is written on the consent 

form 

Key Actions: 
• Reiterated to all Theatre staff that the operating list/consent form/patient notes/x-

rays/WHO checklist must all be correlated prior to commencement of surgery 

and any discrepancies must be resolved and agreed at the “time out” 

• Time Out – any reasons for change should be challenged and reasons 

documented 

• Notes must be checked when consenting patients to ensure that the consent is 

not going against any previous discussions  

 

Actions completed 
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Retained surgical swab 12/01/2012 (discovered & reported May 2012) 
Description: 

• Surgery for excision of a cystic mass from the pelvis.    

• Patient had previously undergone total abdominal hysterectomy & bilateral 

salpingo-oophorectomy.  Anticipated that the operation could be technically 

difficult.   

• The bowel was adherent to the pelvic mass & in close proximity to the major 

pelvic vessels -  on call General Surgeon & Consultant Vascular Surgeon 

attended.   

• Mass was mobilised & excised intact, bleeding was secured and Surgicel 

applied to the pelvic side wall.  Discharged home 16th January 2012.   

• Re-admitted on 19th January 2012 with abdominal pain. White cell count 

raised.   Commenced on antibiotics, given analgesia with good effect. 

• CT scan of abdomen & pelvis 21st January 2012 showed a foreign object 

but this was not reported as a finding and therefore not acted upon. 

Proceeded on to adjuvant chemotherapy  

• Developed a right ileo-femoral DVT 

• Patient underwent a CT scan on the 21st May 2012 – foreign object noted & 

discussed in Gynaecology MDT on1st June 2012.   

Root Causes: 
• No discrepancies detected during the swab counting in this procedure.  The 

counts were undertaken by different experienced members of staff in 

accordance with Trust policy.   Root Cause Human error. 
Key Actions: 

• To adopt the five-section swab bags across the Trust 

• Consultant review of all emergency CT scans initially reported by a trainee 

 

Actions completed 
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Wrong Site Surgery 22/11/2012 
Description: 

• Patient booked for L4/L5 lumbar decompression by Orthopaedic Surgeon; 

indication for surgery - severe right leg pain. 

• The patient was anaesthetised in theatre and a Radiographer was requested 

to image the spine using image intensifier (as is normal procedure for this 

operation). 

• There was a delay in the Radiographer attending theatre so the Consultant 

risk-assessed the situation and made a decision to proceed with the 

decompression by direct vision.   

• Correct pre-op checks were undertaken, in line with trust policy 

• The surgeon made a midline incision over what he believed to be the correct 

level and carried out the decompression. 

• When the Radiographer arrived and the spine was imaged it revealed the 

level to be L3/4.  The surgeon continued to decompress L4/5. 

• The patient has been briefed & reassured by the surgeon and was 

discharged without any complications. 

 

Root Causes: 

• Poor communication between theatres and radiology department resulted in 

radiographer not knowing the theatre to attend and details of patient to be x-

rayed. The surgeon proceeded to operate without checking the level by X-

ray.  System error & human error 
 

Key Actions:  

• Spinal orthopaedic surgeons to decide consistent practice for marking levels 

• Spinal surgeons need to agree a process if there is a delay in getting a 

Radiographer 

• Radiology supervisor to provide radiographer with written details of   location 

and details of patients to be x-rayed 

• Radiographers working in theatres to be provided with bleeps.   

• Radiographer working in theatres to report to theatre reception on arrival 

 

Actions completed 
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Retained surgical swab 22/12/2012 
Description: 

• GP referral to UHCW, provisional diagnosis of sepsis, focus unknown.   

• Medical history recorded patient had undergone laparotomy in September 2012.  CT 

scan of abdomen requested to assist investigation of source of infection - identified 

object likely to be a swab.  

• Laparotomy was performed, swab found in abdomen.  

• 27 December 2012 patient was continuing to recover with discharge to home 

planned within the following 48-72 hours.    

• Patient informed post operatively that swab which had been assumed to be present 

pre operatively was located and removed. 

• Patient has had three surgical procedures involving laparotomy at UHCW; two 

procedures in September 2011 and one procedure in September 2012. The first 

procedure in 2011 necessitated the planned temporary retention of a swab which 

was removed as a planned procedure three days later.            

• September 20 2011- emergency laparotomy with packing of wound  

• September 23 2011-removal of pack, abdominal closure, formation of end ileostomy 

• September 24  2012- laparotomy with reversal of ileostomy 

• December 22  2012- laparotomy and removal of swab      

 

Root Causes: 

• Relevant guidance on dealing with such cases was not adequate. System error. 

• In the absence of Trust guidance, staff had not received formal training in dealing 

with such a complexity. 

• The manner of recording of the intentionally retained swab was inadequate. 

• It is postulated that the error possibly occurred when the intentionally retained swab 

was retrieved at the second laparotomy and may have been double counted, whilst 

another swab was placed in the body cavity, which was subsequently left inside the 

abdomen by mistake - this is by no means certain. Human error. 

• In retrospect the radio-opaque swab markers were visible on chest X-rays but since 

this finding would not even have been considered, it was not picked up. Chest X-

Rays are not routinely reported by radiologists. 

 
Key Actions: 

• Develop robust guidance for complex cases (described above) for both the scrub 

team and the surgical team. 

• Develop a reliable and reproducible system of recording what type, size and number 

of swabs have been retained in the patient. 

• Develop information capacity to warn staff about patients with retained swabs (with 

full details of swabs etc.) who are being cared for in the hospital. 

Actions completed 
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Wrong prosthesis 20/03/2013 
Description: 

• 2 consultant orthopaedic surgeons had just completed the patient’s hip 

replacement. Surgeon A had written the op note, and was attaching implant 

stickers to the note. He spotted that the ID of the cup was 28mm, but they 

had used a 32mm head. Intraoperatively they believed that it was a 32mm ID 

for the cup, although surgeon could recall having seen the implant diameter 

on the implant box.  

• Surgeons agreed that the best option would be to change the head 

immediately for a 28mm. Explained this to patient who was in recovery. She 

understood and agreed to be reanaesthetised.  

• Patient was reanaesthetised and the femoral head changed without incident.  

 

Root causes: 

• A surgeon did not recognize an incompatible component. Human error. 

• A lead surgeon, who would check and confirm all size critical components, 

was not identified.  

• Incompatible, size critical, components were requested and provided to 

surgeons. 

• The components were provided from two sources.   

• The requesting, checking and confirmation process performed did not alert 

any members of the theatre team to the error during the procedure. 

 

Key actions: 
 

• A named lead surgeon to be identified in cases with more than one surgeon 

participating. 

• The nominated Lead Surgeon to identify, request, check and confirm the 

appropriate critical components implanted during a procedure. 

• A visual record visible to all theatre staff to be recorded and displayed intra-

operatively identifying the components’ sizes.   

• A theatre wide pause to occur when size critical components are presented 

for checking by the Lead Surgeon and confirming the size matches the size 

displayed in the visual record.   

Actions completed 
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Wrong lens 23/05/2013 
Description: 

• Procedure was to remove a cataract from the patient’s right eye and implant 

a replacement lens 

• The wrong diopter lens was inserted and noticed by surgeon when writing 

the operation notes.  Patient returned to theatre where lens was replaced 

with correct diopter. 

***De-registered as this was a private patient*** 
Root causes: 
 

• The printed operating list derived from OPERA had the intended implant 

sizes written on the sheet of paper by the surgeon.  This sheet was intended 

to be used to identify and confirm planned lens implant size: the reference 

list.   An individual attempted to re-produce a copy of this sheet by 

transcribing the hand written numbers onto an additional operating list.  An 

error occurred in this transcription in that an incorrect lens size was written.  

This new sheet was then displayed at the site of the original list and was 

assumed, by theatre personnel, to be the reference list.  Human error. 

• The intraocular lens implantation checking process used routinely, for non 

Meriden Hospital patients, was not applied.   

 

Key actions: 

• Theatre Management Team to produce & implement a robust process to 

ensure appropriate care is delivered to patients undergoing care in UHCW 

theatres emanating from other institutions.    

• Delivery of care within UHCW, including use of documentation, should be 

consistently appropriate for all patients, irrespective of their route into UHCW 

theatres.   

• All personnel involved with delivery of care in Ophthalmic Theatres to 

identify, agree & implement a consistent & appropriate process to request, 

identify & confirm intended prosthetic lens size prior to implantation. 

Actions completed 
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Retained drill 17/10/2013 
Description: 

• Patient had repair of fractured mandible in emergency theatre & returned to 

ward. Routine post op check x-ray was performed which showed a drill bit 

was clearly visible in the jaw, which must have broken off during the 

procedure. Too large to be left in place. Human error. 

• Patient was informed & immediately booked on to emergency list, 

documented in notes. Operation to remove drill bit completed. 

 
Root Causes: 

• The drill bit broke during routine use. 

• The broken drill bit was not noted during the count of instrument numbers 

and integrity.   

 

Key Actions: 

• Drill bits for Maxillo Facial Surgery require to be provided in a way that 

allows: confirmation of correct number, size/ length and integrity, prior to and 

at the culmination of surgery. 

• Process for appropriate counting and checking of Maxillo Facial Surgery 

equipment is practiced throughout all UHCW theatres.  The appropriate 

practice requires to be evidenced by an audit. 

• Guideline is required on the use of single use or reusable drill bits in Maxillo 

Facial and related surgical specialities. 

• The intentional audio surgical safety checklist which is being introduced into 

UH theatres should be instigated in the Maxillo Facial Theatre.   

 
Actions completed 
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Incorrect level lumbar spine surgery 01/12/2010 (opened 18/11/2013) 
Description: 

• This incident came to light as a result of a claim concerning an allegation 

that the operation for a right L5/S1 microdiscectomy dated 1 December 2010 

was performed at the wrong level.   

• Patient operated on 1 December 2010 - microdiscectomy L5/S1 level. 

• 20 April 2011 Patient seen in clinic and reported that the sciatic pain in the 

right leg has improved. 

• Patient was later referred to Pain Relief Clinic and had facet joint injections 

L4/5 and L5/S1 October 2012. 

• 7th November 2012, different Neurosurgeon saw the patient in clinic and 

reviewed the MRI scans.  He suspected that surgery had been done at the 

L4/5 level and requested radiologists review the radiology report and 

images.  Two UHCW Consultant Radiologists were of the view that the 

operation of 1 December 2010 was indeed performed at the L4/5 level, with 

no evidence of surgery at L5/S1 level.  Expert opinion confirmed this.  

Human error. 
***De-registered by commissioners as not deemed to be a never event*** 
Root Causes: 

• Incorrect identification of level for spinal surgery not recognised at time of 

procedure. 

 
Key Actions: 

• Local guideline of best practice for identification of correct level for spinal 

surgery to be agreed and published on the Intranet 

• Practice to be audited against that guideline for all spinal surgeons 

• The process by which amended Radiology reports are documented and 

communicated should be reviewed 

• Training in CAE reporting to be provided to Departments of Radiology and 

Neurosurgery; focusing on medical staff. 
Date actions due to be completed - 30 November 2014 
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Retained port (Cardiothoracic surgery) 15/01/2014 
Description: 

• Patient listed for rigid bronchoscopy and right VATS (video-assisted 

thoracoscopic surgery) procedure.  Anaesthetised, surgical procedure 

carried out, patient woken up from anaesthetics and transferred to bed. Just 

before moving the patient out of theatre, missing instrument was identified.  

• A thorough search was carried out, then chest x-ray taken, which showed 

the missing instrument inside the chest. Consultant surgeon informed.  

• Patient by now fully awake and compus mentis, doctor explained to the 

patient and apologised profusely ;consented for another GA, the surgical 

registrar consented for re-operation to remove the instrument,  GA 

administered, instrument removed, surgery concluded, patient woken up 

second time, transferred to the cardio thoracic step-down ward. Human 
error. 

 

Root Causes: 

• The port was not seen to migrate into the chest cavity. 

• The scrub practitioner provided the surgeon with equipment to close the 

chest cavity prior to completing the count. 

• The surgeon closed the chest cavity without receiving confirmation that the 

instrument count was correct.   

 
Key Actions: 

• Scrub Practitioner to be provided with re-training & a mentor  

• Theatre Team to be provided with training & educational support  

• Incident to be reviewed by professional leads of the involved individuals to 

consider whether non-adherence to approved practice merits further 

investigation 

• Principles of theatre practice, as described by Trust procedures, require to 

be understood and practiced appropriately, by all UHCW theatre personnel. 

• Training to be provided to theatre personnel to ensure they are able to 

achieve required competencies. 

• Theatre Service to have a quality review to assess the delivery of the current 

service against the standard of quality that the Trust desires.   

 

Actions completed 
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Wrong knee prosthesis 16/01/2014 
Description: 

• An unintended component (“cemented” Oxford knee prosthesis) was inserted into 

a patient.  The patient was awake, following a spinal with sedation anaesthetic 

and has been informed of the incident.  

• The component that was erroneously inserted is designed to be used with 

cement.  Biomet advised that there is a risk of instability if this prosthesis was left 

in situ and that a component designed for cementless insertion should be used.   

• The prosthesis company (Biomet) was contacted for advice and they stated that 

the prosthesis would need removing and replacing with the correct one. 

• Orthopaedics Clinical Director (a knee specialist) was contacted and went over to 

assess the situation.  Having made an assessment he concluded that the patient 

could wait until the following day to undergo corrective surgery.  This has now 

taken place. 

• The circumstances require further clarification but it appears that the intention 

was to insert “cementless” design femoral and tibial components.  The correct 

tibial component was inserted but a “cemented” femoral component was inserted 

(though no cement was used).   

 

Root Causes: 

• The Theatre Team failed to identify an unintended implant during the checking 

procedure. 

• The incorrect implant was selected from the prosthesis cupboard and taken into 

theatre. 

 

Key Actions: 

• Competencies for collecting and checking prostheses require to be identified and 

training to be given. 

• Storage of prostheses should be reviewed to consider whether contents and 

layout of cupboard can be modified to assist identification of prostheses.   

• Orthopaedic Theatre Teams to consider including the cement/cementless status 

within the information currently recorded on the white board. 

• Trust guideline to be produced to document the Trust’s procedure for checking 

implants.   

• Orthopaedic Theatre Teams to receive Human Factors Patient Safety training  

• The RSX Orthopaedic Theatres to form 2 Teams of Safety Champions to lead on 

Patient Safety within their service.   

• The Audio Checklist for use during joint replacement surgery, being developed in 

UH theatres, to be introduced in Rugby.   
Actions completed 
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Retained swab 06/05/2014 
Description: 

• Elective C-section at 40+3 weeks on 10.04.2014 for breech presentation. ELCS 

performed. Routine Postnatal care.  

• Attended walk in centre 02.05.2014 complaining of abdo pain for 3 weeks. Prescribed 

antibiotics.  

• Self referred to ED on 05.05.2014, transferred to Labour Ward.  

• Admitted to Labour Ward HDU. 

• CT scan performed on 06.05.2014 - identified lower abdominal collection with gas 

locules and a retained surgical swab. 

 

Root Causes: 

• The personnel in theatre did not adhere to Trust guidelines on intra operative use of 

swabs. 

 

Key Actions: 
 

• Theatre Team for this case to attend, together as a group training on the Trust Clinical 

Operating Procedure for Theatre Counting and Managing a Count Discrepancy.   

• Trust Clinical Operating Procedure for Theatre Counting and Managing a Count 

Discrepancy, COP 478 to be communicated to all users of the Obstetric Theatre to 

support it being practiced appropriately.   

• List Planning process to be improved to ensure effective and responsive scheduling of 

elective surgical activity in the Obstetric Theatre.   

• Operating personnel require to plan and prepare additional operative support in an 

appropriate and timely manner.  Awareness of competencies will assist in identifying 

when planning support is necessary.   

• Rostering of scrub personnel should consider the complexity and number of planned 

procedures.   

• Support to be provided to ensure that the personnel in theatre during the session when 

the incident occurred recognise the necessity to function within a Theatre Team, and the 

role and responsibility of individuals within the Team.   

• The Women & Children and Theatre Groups require to liaise to agree and implement the 

best model of care to deliver theatre services for Obstetric patients. 
 

Actions partially completed (Human factors Training arranged for February 2015) 
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Retained “beak” from resectoscope 27/02/2014 (identified 25/10/14) 
Description: 

While the patient was undergoing a routine follow-up cystoscopy, a "foreign body" was found in 

the urethra. 

While attempting to perform a cystoscopy on the patient the surgeon saw a foreign body which 

appeared to be the ceramic part from the end of a resectoscope.   

Local anaesthetic was infiltrated and a meatotomy was performed to remove the foreign body and 

the follow-up cystoscopy was performed. 

 

Previous cystoscopy (where it appears that the FB was retained) was carried out on 27/02/2014. 

 

Root Causes: 

• The detachment of the ceramic beak from a resectoscope was not noted at the time of 

separation. 

• The incomplete instrument was not identified during the checking of integrity of equipment 

at the conclusion of the procedure.   

 

Key Actions: 

• The integrity of all instruments which incorporate a ceramic beak requires to be confirmed 

prior to clinical use.   

• The assessment and confirmation of instrument integrity requires to be practiced in all 

theatre counts.   

• The confirmation of instrument integrity requires to be explicit when the scrub person 

verbally informs the surgeon the count is complete e.g. “swabs, needles, instruments and 

instruments’ integrity correct”.   

• The Clinical Operating Procedure for Theatre Counting to be reviewed to ensure it records 

revised process.   

• The requirement to asses and confirm the integrity of all instruments during checking 

procedures requires to be communicated to all theatre users.   

 

Actions due for completion 31 March 2015 
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 Enclosure 9 
 

PUBLIC TRUST BOARD PAPER  
 

26 FEBRUARY 2015 
 

Title Board Safety & Quality Walkround Programme Update 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer/Deputy CEO 

Date  26 February 2015 
 
1. Purpose  
 
This paper outlines the Board Safety & Quality Walkrounds that have been carried out by 
members of the Board since the last Trust Board in January. 
 
2. Background and Links to Previous Papers 
 
This forms part of the Board Safety & Quality Walkround Programme implemented by the 
Quality Governance Team. 
 
3. Narrative 
 
The Board Safety and Quality Walkround Programme is aimed at embedding a ‘ward to 
Board’ culture and improving patient safety.  This allows Board members to carry out 
walkrounds within the Trust, during which they meet with staff on clinical 
wards/departments and have an informal discussion with them around their areas of work 
and any concerns they may have. 
 
Those areas visited in the month of February are as follows: 
 

• 29 January - A&E – Ed Macalister-Smith, Non-Executive Director and David 
Eltringham, Chief Operating Officer 

• 29 January – Ward 33 – Ian Buckley, Non-Executive Director 
• 2 February – Ward 11 – Barbara Beal, Non-Executive Director 
• 5 February – Lucina Birth Centre/Maternity Ward – Andy Meehan, Chairman 
• 5 February – Outpatients Fracture Clinic Follow Up – Ian Buckley, Non-Executive 

Director 
• 9 February – Surgical Day Unit – Peter Winstanley, Non-Executive Director 
• 9 February – Radiology – Ed Macalister-Smith, Non-Executive Director and David 

Moon, Chief Finance and Strategy Officer 
 

 
4. Areas of Risk 
 
If the Board does not undertake ward/departmental visits and demonstrate commitment 
to patient safety and quality this may give rise to clinical, safety, regulatory and  
reputational risk. 
 
 



5. Governance  
 
The NHS constitution gives a commitment to quality of care.  The Trust Board will receive 
a report each month detailing the walkrounds that have been undertaken to provide 
assurance and an opportunity to raise any questions or concerns.  
 
6. Responsibility 
 
Meghana Pandit, Chief Medical Officer/Deputy CEO 
All Board Members. 
 
7. Recommendations 
 
The Trust Board is asked to RECEIVE ASSURANCE from the update of walkrounds. 
 
Name and Title of Author: Rebecca Southall, Director of Corporate Affairs 
Date:  20.02.15 
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 Enclosure 11 
 

PUBLIC TRUST BOARD PAPER  
 

Title Trust Development Authority (TDA) Oversight – Monthly Self 
Certification Requirements February 2015 

Author Lynda Cockrill, Head of Performance & Programme Analytics 
Responsible 
Chief Officer 

David Moon, Chief Finance Officer  

Date  26th  February 2015 
 
1. Purpose  
 
This paper presents the proposed self-certification against the Board Statements and the 
Monitor Provider License Compliance statements for the month of December and seeks 
approval of these prior to submission to the NHS Trust Development Authority (TDA). 
 
2. Background and Links to Previous Papers 
 
It is a requirement of the TDA regulatory regime that a Trust Board approved submission 
against these statements is made on the last working day of each month. The regime 
was introduced as a forerunner to NHS Trusts becoming licensed as Foundation Trusts 
(FT) because Monitor requires that the Board of Directors of each Foundation Trust 
considers compliance against these on a monthly basis as a core component of the FT 
governance framework.   
 
In the event that compliance is declared and subsequent events suggests this not to have 
been the case, Monitor will intervene in the Trust and as such, the TDA mirrored the 
Monitor arrangements in order that Trusts are accustomed to making declarations and 
confident in their processes for declaring compliance in readiness for when their FT 
license is granted. 
 
It is important therefore that Board members are satisfied that the Trust is compliant 
where compliance is being declared, and members are therefore encouraged to consider 
each statement and to seek further assurances where this is felt necessary. 
 
3. Narrative 
 
Appendix A details the Trust’s assessment against each of the Board Statements and as 
in previous months the Trust is declaring compliance against all but statement 11 which 
relates to having achieved level 2 against the requirements of the Information 
Governance Toolkit.  Board members will be aware that level 2 could not be achieved 
owing to the Trust not meeting the required standard with regards to mandatory 
Information Governance Training, and because the Trust is only assessed against the 
tool kit annually, this will remain until the next assessment is completed. 
 
Appendix B details the Trust’s assessment against the Monitor license conditions and the 
Trust is declaring full compliance.  
 
 
 



4. Areas of Risk 
 
Reputation; clearly the fact that the Trust is not compliant with statement 11 is a 
reputational risk but as highlighted above, this will remain the case until re-assessment 
against the tool-kit takes place.  Work is however underway to ensure that the Trust is in 
a position to comply with level 2 at the next assessment. 
 
5. Governance  
 
Self-assessment and submission against the Board and License conditions is a 
regulatory requirement of the TDA. 
 
6. Responsibility 
 
David Moon, Chief Finance Officer 
 
7. Recommendations 
 
 
[A] The Board is invited to NOTE: 
 

1.  The proposed February submission against the Board and License 
requirements.   

 
and  
 
[B] APPROVE: 
 

1. Submission of the document 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


UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

26 FEBRUARY 2015 
 

Subject: Private Trust Board Meeting Report of 29th January 2015 
Report By: Andrew Meehan, Chairman 
Author: Rebecca Southall, Director of Corporate Affairs 
Accountable 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 29 January 2015  

 
SUMMARY OF KEY ISSUES: 
Items discussed included: 
 

• A proposal for improved reporting around workforce information/metrics. 
• The Trust’s Forecast Financial Outturn 2014/15. 
• Capital Programme 2015/16-2019/20 
• Deed of variation to the PFI Contract to enable Local Area Network (LAN) Upgrade. 

 
STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one): 
To Deliver Excellent Patient Care and Experience                                      
To Deliver Value for Money                                                         
To be an Employer of Choice    
To be a Research Based Healthcare Organisation    
To be a Leading Training and Education Centre    

 
RECOMMENDATION / DECISION REQUIRED:  

 
The Board is asked to RECEIVE the report. 

 
      

 
 



    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: Quality Governance Committee  
Committee Meeting Date: 2 February 2015 
Quorate: Yes 
Chair: Ed Macalister-Smith 
Report submitted by: Ed Macalister-Smith, Non-Executive Director 

1. Minutes of the 12 January 2015 meeting were approved and actions were noted as 
completed or updated.  

2. Quality Impact Assessments - an on-line process has been developed for the Chief 
Medical Officer and Chief Nursing Officer to approve QIAs; over 500 schemes have been signed 
off.  Robust sign off processes are a requirement of Monitor and the TDA and an audit has 
therefore been undertaken; compliance is reported 96% for 2014/15.  Confirmation was given 
that the process of challenge is robust and that some schemes have been rejected; high risk 
schemes are monitored and any significant changes have to be approved by the CMO and 
CNO.   

3. Information and ICT Committee Review - DE requested that work be undertaken 
around ensuring that the Committee is fit for purpose. Problems with past attendance were 
acknowledged but equally, the committee was noted to be in a better place.  
Cervical Screening – The Trust is meeting the majority of KPI’s and the 2 week wait standard 
for immediate and moderate colposcopy referrals despite the tripling of the workload associated 
with HPV testing.  The Trust is not however meeting the 4-weeks to definitive treatment standard 
in that 75% is being achieved against a target of 90%. Difficulties were reported in relation to 
turnaround time for histology and locum consultant pathologists have been appointed to address 
this.  A national shortage of histopathologists was noted in addition to which requests for 
gynaecological histopathology had seen a large increase recently.  The Trust is introducing 
digital pathology. 

4. Risk Register - Risk owners and handlers are improving the register in respect of 
updating risks and including current controls. There is a plan to work with the specialties to bring 
their registers into better shape but overall the completion of the register has improved. 

5. Mortality Review 
The Committee received an update; the main issue has been around low palliative care coding 
in the Trust because there are only 5 specialists in the team that can be coded against. There 
are only 5 Trusts ranked lower than UHCW and the Palliative Care Team has been increased by 
6.5 WTE’s to support the demand and ensure accurate coding.  

 
The Board is asked to NOTE the business discussed at the meeting and to RAISE any questions 
in relation to the same. 



    ENCLOSURE NO: 14 
  
  

 
FINANCE AND PERFORMANCE COMMITTEE INTERIM 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: 2 February 2015 
Quoracy: Yes 
Apologies: None recorded. 
Chair: Ian Buckley 
Report submitted by: Ian Buckley, Non-Executive Director & Vice Chair 
1.    Minutes; the minutes of the December meeting were approved as an accurate record. 
2.   Performance; Major issues and concerns remain around performance against the A&E and 
RTT standards owing bed capacity and patient discharge. Work with partners continues to try 
and agree a ‘single version of the truth’ in relation to delayed transfers of care but there is 
frustration in relation to the pace of progress and ownership of the issue.  
3.     Finance; meetings are planned to further review planned activity to ensure financial 
performance is maximized for this year end. 
4.   Annual Financial Plan 2015/16; a presentation on next year’s plan was received which 
highlighted the significant risks and potential for forecasting a deficit based upon current capacity 
and discharge issues. 
5.     SLR was discussed in depth and the need for improved levels of reporting to be developed 
to provide a greater understanding of performance and opportunities within departments and 
services. 

 
The Board is asked to NOTE the business discussed at the meeting and to RAISE any questions in 
relation to the same. 
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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: 9th February 2015 
Quoracy: Yes 
Apologies: Trevor Robinson 
Chair: Ed Macalister-Smith 
Report submitted by: Rebecca Southall 

1. STRATEGIC INTERNAL AUDIT PLAN 2015/16 
The Committee approved the Internal Audit Plan for 2015/16; it was noted that a number 
of contingency days had been allocated to allow work to be undertaken around any issues 
that arise in year.   

2. URGENT HIGH LEVEL AGENCY REVIEW 
A report detailing the findings of internal audit in relation to the invoice backlog was 
presented and assurance was given that a new process was being put into place and this 
would be subject to a follow up exercise during 2015/16. 

3. INTERNAL AUDIT REPORTS 
The Committee also received the following reports: 

• Reference Costs – moderate assurance 
• Financial Systems – significant assurance 
• Data Quality – iPM, VitalPAC and Patient Notes – limited assurance 
• Speciality Group Governance – moderate assurance 

The Committee noted that agreed management actions arising out of the reports would be 
added to the recommendation tracker and that progress would be monitored in the usual 
way. 

4. EXTERNAL AUDIT  
The committee reviewed the de-minimus level for the 2014/15 audit following advice from 
external audit in relation to a level commensurate with the size of the Trust.  This was 
approved at £250k and it was agreed that this would escalated to Trust Board for reasons 
of transparency. 

5. AUDIT COMMITTEE EFFECTIVENESS REVIEW 
A range of improvement measures were approved by the Committee aimed at addressing 
the main issues arising out of the Effectiveness and Process review that was undertaken 
in 2014.  

6. CLINICAL AUDIT PLAN 2014/15 
The plan was received by the Committee by way of assurance that effective clinical audit 
processes were in place across the Trust and the huge amount of on-going work was 
noted by committee members. 

7. BOARD ASSURANCE FRAMEWORK (BAF) 
The Committee noted that changes to the BAF had been made as approved at the 
January Trust Board. 

 
 
The Board is asked to NOTE the business transacted at the meeting and to RAISE 
any questions in relation to the same. 
 



    ENCLOSURE NO: 16 
  
  

 
CORPORATE TRUSTEES BOARD INTERIM 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: Corporate Trustees Board 
Committee Meeting Date: 28 January 2015 
Quorate: Yes 
Apologies: Trevor Robinson, Barbara Beal, Ed Macalister-Smith, Peter Winstanley, David Moon 
and Meghana Pandit 
Chair: Andy Meehan 
Report submitted by: Andy Meehan, Chairman 
Independence of NHS Charities  
The main item on the agenda was the proposal to pursue independent charitable status for the 
UHCW Charity.  This was supported by members and it was agreed that the proposal would be 
submitted to the February Trust Board for approval. 
Annual Report and Financial Statements 2013/14 
It was formally noted that these documents had been approved via email to ensure that they 
could be submitted in line with the deadline. 
Fundraising 
A report detailing the fundraising to date was received and there were no major issues to note. 
Auditor 
It was noted that KPMG had been appointed by the Audit Commission as auditor to the Charity 
from 2015/16 onwards. 

 
The Board is asked to NOTE the business transacted at the meeting and to RAISE any questions in 
relation to the same. 
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PUBLIC TRUST BOARD PAPER  
26 February 2015 

 
Title UHCW Charity Independent Status Proposal 

 
Author Adela Appleby, Head of UHCW Charity 

Rebecca Southall, Director of Corporate Affairs 
Responsible  Andy Meehan, Chairman 
Date   26 February 2015 
 
1. Purpose:  

To present and seek Trust Board approval of the recommendation of the 
Corporate Trustee Board with regards to the future form and governance of the 
UHCW NHS Trust Charity.   

 
2.    Background and Links to Previous Papers: 

NHS Charities are currently structured as charitable trusts, with their charitable 
purposes deriving from the National Health Service Act 2006. The UHCW Charity 
is currently governed by a Corporate Trustee Board (CTB) comprising of the Board 
of Directors of UCHW NHS Trust and is an umbrella organisation for the charitable 
funds that support University Hospitals Coventry and Warwickshire NHS (UHCW 
NHS Trust), Coventry and Rugby Clinical Commissioning Group and Coventry and 
Warwickshire Partnership NHS Trust.  
 
In 2012, the Department of Health carried out a consultation into the regulation 
and governance of NHS Charities; UHCW NHS Trust contributed to this, 
confirming their interest in pursuing independent status for the Charity in the 
future.  In November 2014, the Department of Health issued outline guidance for 
the conversion of NHS Charities to independent status, which recommended 
independence as a way forward. 
 

3.    Narrative 
The future of the Charity was discussed at the Charitable Trustee meeting in 
January and members felt that the interests of the charity would be better served 
by pursuing independence for several reasons, namely: 
 

1. Evidence suggests that charitable donations are likely to increase if the 
charity is clearly understood to be independent of the NHS Trust. 

2. There will be clearer and more distinct accountability and decision making. 
3. The issue of consolidation of the Charity Accounts into those of the Trust 

would no longer arise. 
4. The Charity will be at liberty to appoint trustees with the specialist skills and 

influence within the local community to drive future success. 
 

Given that the Trustees of the Charity are currently members of the UHCW Trust 
Board, the decision to pursue independence rests with the Board as the governing 
body. The advantages and disadvantages of proceeding with this course of action 
were also discussed and are as set out below. 



 
 
Option 1: Governance by Charitable Trustee Board (status quo): 
UHCW NHS Trust is appointed by the Department of Health to hold charitable 
funds as sole corporate trustee of the Charity. As a Corporate Trustee, the board 
members of the UHCW NHS Trust are jointly responsible for the management of 
the charitable funds. 
 
Advantages: 

• Grant decisions are made with an understanding of the NHS and UHCW NHS 
Trust strategy and priorities.  

• The Trust can be certain revenue costs have been considered before a Charity 
grant is made.  

• The Charity operations benefits from NHS infrastructure e.g. IT, HR payroll 
support and an onsite office, at no cost; and charity staff benefit from NHS 
employment terms and conditions. 
 

   Disadvantages: 
• An NHS Trust Board has limited time, and may not have the specific skills, 

experience, knowledge and contacts required to support the development of the 
Charity, including income generation.   

• The wider perception is one of decisions with regards to spending being taken in 
the best interests of the Trust, which is strengthened by the consolidation of the 
accounts of the charity into those of the Trust.  

• These disadvantages impact on the value of grants made in support of the Trust 
and its patients. 
 

Structure 2: Creating an Independent Charity (recommendation) 
A new and independent Charity will be created.  The Secretary of State for 
Health/Department of Health will have no formal powers over the new entity and 
the existing NHS Charity will close. 
 
Advantages: 

• The new Charity will have greater freedom to fundraise. 
• There is clear and separate governance and decision making and the Charity 

accounts will not be consolidated; this will help to remove the perception that 
decisions taken are solely in the interests of the Trust.  

• The Charity can appoint individual trustees with the skills required able to govern 
and develop the Charity, including those with influence within the local 
community.   

• The Charity name/brand will support its development including income 
generation.  

• Enhancing patient care; the Charity can adopt wider charitable purposes (with 
new money only) and can enter into collaborations and mergers with other 
bodies.  

• It will be able to make purchases outside of the public procurement regime and 
select its own advisors/service providers (e.g. auditors).  

• The Charity can adopt its own personnel terms and conditions that reflect the 
charity sector. 
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Disadvantages: 
• The process of effecting the conversion will require some expenditure and 

application of staff resource (i), and will be potentially disruptive during the 
transition and impact on income generation and subsequently the value of grant 
making (though time limited).   

• The new Charity is responsible for its own management and operations, including 
infrastructure (ii), the cost of this may reduce the value of grant making.  

   
 The recommended option is to pursue independence for the UHCW Charity and 

assuming that the Trust Board are supportive, members are also asked to consider 
agreeing to continue to provide accommodation and support the infrastructure of the 
Charity as per the current arrangements for at least a defined period.  This will 
mitigate the risks set out below and will be detailed within the Memorandum of 
Understanding that will need to be produced and will require Trust Board approval.  

 
4. Areas of Risk 
 Financial; if the Trust Board resolves to maintain the current arrangements the value 

of grant making may reduce due to the perception of control by donors and the 
public.  This can be mitigated by a robust communication plan articulating the duties 
of Charitable Trustees as distinct from the duties of the NHS Trust Board of Directors. 

 Financial; if the charity obtains independent status the Trust will potentially have less 
influence over grant making and the overall strategy.  This will be mitigated by Trust 
representation on the new Trustee Board and formal agreement through a 
Memorandum of Understanding (MOU) that the monies transferred to the new charity 
will be spent on the designated cause. 

 Financial; there may be an increase in the administration costs of the charity which 
in turn might reduce its viability and consequently its grant making value.  This would 
be mitigated by UHCW continuing to meet the associated infrastructure costs or in 
the alternative, reducing costs through the selection of service providers. 

 Financial; there is the risk that income generation will fall during the conversation 
process which will impact on grant making ability.  This would be mitigated by 
appointing additional fundraising support or in the alternative, accepting that this is a 
consequence of the process. 

 
5. Governance  

The Trust Board is responsible for the implementation of this decision, should it be 
approved, as the corporate body. The conversion will be delivered by a small group 
under the direction of the Chairman and regular progress reports will be delivered to 
the Charitable Trustee Board.  It is anticipated that the conversion will take 12 
months and that the new Charity will be established on 1st April 2016. 

 
6. Responsibility 

Andy Meehan, Trust Board Chair and Chair of the CTB 
Adela Appleby, Head of UHCW Charity 
Rebecca Southall, Director of Corporate Affairs 
Alan Jones, Associate Director of Finance 

 
7. Recommendations 

The Board is invited to NOTE the recommendation of the Charitable Trustee Board, 
the associated benefits, risks and mitigation and to APPROVE the proposal to pursue 
independent charitable status for the UHCW Charity.  
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PUBLIC TRUST BOARD PAPER  
 

Title Code of Conduct and Statement of Responsibilities – Board of 
Directors 

Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Andy Meehan, Chair 

Date  26th February 2015 
 
1. Purpose  
To present the Code of Conduct and Statement of Responsibilities for the Board of 
Directors for approval. 
 
2. Background and Links to Previous Papers 
Effective corporate governance is the cornerstone of well-run organisations and 
comprises the systems and processes by which the organisation is controlled and 
directed and the values and principles that determine how this control and direction will 
be exercised.  
 
It is an aspiration of the Trust Board to embed world class corporate governance and this 
document has been developed in furtherance of this.  It was presented to and discussed 
at the Trust Board Development day on 10th February 2015 where comments were 
sought. 
 
3. Narrative 
The Code of Conduct and Statement of Responsibilities for the Board of Directors aims to 
set out what is required of the Board of Directors and individual members thereof, from a 
regulatory and statutory perspective and to describe the internal systems and processes 
that are in place to ensure that individual and collective responsibilities are discharged. 
 
Values are as important in terms of effective corporate governance as the systems and 
processes that are in place, as the Trust Board is responsible for setting the tone and 
culture of the organisation and must therefore lead by example in terms of both conduct 
and decision making.  Accordingly, the document links expectations, responsibilities and 
accountabilities with the Trust’s values and the values expected of those in public office 
(Nolan Principles); these elements, combined with the systems and processes that are in 
place describe the Trust’s approach to corporate governance. 
 
The Code includes many elements of the Foundation Trust Code of Governance, which is 
based on the UK Corporate Governance Code, widely regarded as the authority on 
corporate governance.  It also incorporates the Trust’s approach to the following: 

• Duty of Candour,  
• Fit and Proper Persons test  
• False and Misleading Information Offence  
• Standards of Business Conduct in the NHS  

 
The Code is binding upon all members of the Board and those who are in attendance at 
Board meetings and board members will receive a personal copy upon appointment.   
The Code will be reviewed and refreshed where required each year and members will be 
asked to re-confirm commitment to abiding by its provisions. 



4. Areas of Risk 
There are no specific areas of risk in respect of adopting the Code of Conduct and 
Statement of Responsibilities as its component parts are widely regarded as best 
practice.  The risk arises out of failing to have such a document in place (or suitable 
alternative arrangements) in that that this potentially gives rise to failures in corporate 
governance, which would negatively impact the reputation of the Trust Board and 
undermine public trust and confidence in the organisation.  
 
5. Governance  
Foundation Trusts are required to implement the FT Code of Governance on a ‘comply or 
explain’ basis and as the attached document addresses many of the requirements 
therein, it demonstrates the Trust’s commitment to embedding world class governance. 
 
6. Responsibility 
 
Andy Meehan, Chair 
Rebecca Southall, Director of Corporate Affairs 
 
7. Recommendations 
 
The Trust Board is asked to formally APPROVE the Code of Conduct and Statement of 
Responsibilities and to commit to COMPLIANCE with its provisions in the course of Trust 
business, both on an individual and collective basis. 
 
Name and Title of Author: Rebecca Southall, Director of Corporate Affairs 
Date: 26th February 2015 
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CODE OF CONDUCT AND STATEMENT OF 
RESPONSIBILITIES – BOARD OF DIRECTORS 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Version 1 
Approved: 



INTRODUCTION 
 
Effective corporate governance is the cornerstone of well-run organisations 
and comprises the systems and processes by which the organisation is 
controlled and directed and the values and principles that determine how this 
control and direction will be exercised.  
 
This Code of Conduct and Statement of Responsibilities (“the Code”) sets out 
the individual and collective roles and responsibilities of the Board of Directors 
(“the Board”) of University Hospitals Coventry & Warwickshire NHS Trust (“the 
Trust”) and the conduct expected of members thereof. It describes the Trust’s 
Corporate Governance framework, incorporates the Duty of Candour and Fit 
and Proper Persons test and sets out the principles upon which the Board will 
execute its duties. The Code is binding upon all members of the Board and 
those who are in attendance at Board meetings.    
 
It is not intended to replace the Standing Orders of the Board, which is the 
formal framework that governs the way in which meetings of the Board will be 
conducted, but to complement this.  
 
All members of the Board will be provided with a personal copy of the Code 
upon appointment and will be asked to confirm receipt and adherence to its 
terms in writing. Members of the Trust Board will be asked to re-confirm 
commitment to the Code on an annual basis thereafter. 
 

1. THE BOARD OF DIRECTORS 
 
It is a statutory requirement that all NHS Trusts and NHS Foundation Trusts 
are led by a Board of Directors1.  The constitution of NHS Trust Boards in 
terms of membership is laid out within the National Health Service Trusts 
(Membership and Procedure) Regulations 19902.  In accordance with the 
NHS Trust Establishment Order, the Board currently comprises the following 
voting board members: 
 
Non-Executive Directors  

• Non-Executive Chairman 
• 6 Non-Executive Directors  

 
Executive Directors 

• Chief Executive Officer 
• Chief Financial & Strategy Officer 
• Chief Medical Officer 
• Chief Nursing Officer 
• Chief Operating Officer  

 

1 http://www.opsi.gov.uk/acts/acts1990/ukpga_19900019_en_2#pt1-pb2-l1g5 
2 http://www.opsi.gov.uk/si/si1990/Uksi_19902024_en_2.htm 
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The following officers are also to be regarded as members of the Board by 
virtue of the significant management functions for which they are responsible, 
but they do not hold voting rights at Board meetings.  
 

• Chief Human Resources and Information Officer 
 

The Director of Corporate Affairs will be in attendance at all Board meetings 
as he or she fulfils the Trust Secretary function.  He or she will have no voting 
rights. 
 
1.1 Unitary Board  
Each voting Board member has equal voting rights, and the Board operates 
under the principle of a unitary Board, whereby no distinction is drawn 
between executive and non-executive Board members.  All Directors of the 
Board carry equal responsibility and corporate accountability for all of the 
decisions taken by the Board, and in line with unitary Board principles, should 
speak with one voice 
 
1.2 The Role of the Board of Directors 
The Board exists to govern the organisation and ensure that it is well 
managed; it is not the role of the Board to manage the Trust or to become 
involved in any activity that falls within the remit of management. 
 
Governance is a concept that is based upon principles rather than hard and 
fast rules, and it is the role of the Board to agree the parameters within which 
the Trust will be managed, leaving managers to manage within the confines of 
a clearly defined framework. 
 
The parameters that govern the management of the Trust are contained 
within the following documents: 
 

• Standing Orders 
• Standing Financial Instructions 
• Scheme of Delegation 

 
The above documents will be approved by the Trust Board and it is imperative 
that the Board members take ownership of them, understand their content, 
and ensure that the functions delegated to the Executive Directors or any 
Committee of the Board are appropriate.   
 
1.3 Duties of the Board of Directors 
The Board is responsible for:   
 
Leadership; setting the strategic 
direction 

setting the ‘agenda’ for the Trust for 
the short and long term and 
exercising control over it within the 
overall NHS Framework. 

Vision; defining and promoting  this includes articulating the vision to 
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staff, stakeholders and to the wider 
community and describing how the 
Trust will look when the vision is 
realised through the development of 
critical success factors. 

Values; defining and promoting Bringing values to life by leading by 
example and demonstrating that they 
are embedded at Board level through 
the way in which the Board operates 
and takes decisions. 

Oversight; approving and 
monitoring progress against 
organisational plans and targets 

Setting and agreeing targets and 
receiving regular reports on finance, 
quality and performance and requiring 
action where deviation occurs. 

Accountability; holding 
management to account 

For the delivery of the plans and 
targets that the Board has set. 

Sustainability; developing 
organisation capacity 

Ensuring that the Trust is fit for 
purpose for the future by appointing 
suitable executives to manage the 
Trust and by approving plans 
presented by management. 

 
1.4 The Role of the Chairman 
The Chairman of the Board is at the present time appointed by the NHS Trust 
Development Authority (TDA) but will be appointed by the Council of 
Governors when the Trust becomes a Foundation Trust. 
 
He or she does not have executive powers but is pivotal to the success of the 
Trust in that he or she is perceived as its figurehead. The main responsibilities 
of the Chairman in relation to the Board of Directors are: 
 

• To provide leadership to it. 
• To ensure that the Board is effective in all aspects of its role and to set 

the agenda and; 
• To facilitate the effective contribution of all executive and non-executive 

directors and ensuring effective communication with patients, staff and 
other stakeholders. 

• Ensuring that all members of the Trust Board and those in regular 
attendance meet the requirements of the Fit and Proper Persons test, 
both upon appointment and on an on-going basis thereafter. 

 
The Chairman of the Trust Board will also chair the Council of Governors 
when the Trust becomes a Foundation Trust and is responsible for ensuring 
that the two entities work together effectively for the benefit of the population 
served.  He or she is also responsible for ensuring that each body receives 
accurate, timely and clear information. 
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The Chairman is responsible for chairing all meetings of the Board and the 
Council of Governors when this is in place.  Specific provisions apply in the 
event of his or her non-availability in the respective Standing Orders of each 
body. 
 
The role of the Chairman is defined in greater detail at Appendix 1. 

 
1.5 The Role of the Non-Executive Directors 
Non-Executive Directors (NEDs) are at the present time appointed via the 
NHS Trust Development Authority for the skills, experience and intellectual 
capacity that they bring to the Board; their primary function is to guide and 
direct.  When the Trust is licensed as a Foundation Trust, NEDs will be 
appointed by the Council of Governors3. 
 
NEDs are not employees of the Trust and are expected to execute their duties 
within a defined timescale.   It is not possible, nor is it necessary, for NEDs to 
have any level of understanding of operational issues.  This is distinctly 
advantageous in that their vision will not be clouded by operational matters, 
which means that they are able to bring creative distance and a different 
perspective to the Board. 
 
The NEDs hold a unique perspective of the Trust which is invaluable to the 
Board and to the Trust as a whole; it is therefore fundamental to the success 
of the Trust that this is preserved.  For this reason the executive team will not 
refer operational issues to the Board or Board committees for decision, nor 
submit papers that contain an unnecessary level of operational detail. NEDs 
will also seek to appropriately distance themselves from issues that are within 
the remit of the executive team.  
 
Whilst this may be counter intuitive and a difficult balance to strike, if Board 
members are confident that the key corporate governance documents as 
detailed in section 4, and the Board committee structure, are fit for purpose, 
this should provide an adequate level of assurance and negate the need for 
detailed discussion around issues that are not within the remit of the Board. 
 
NEDs should hold management to account by offering constructive and 
appropriate challenge, but in line with the unitary Board principles, NEDs 
should also provide support and guidance to the executive team. 
 
In line with the Foundation Trust chain of accountability, NEDs must be 
prepared both individually or as a collective to attend meetings of the Council 
of Governors when this body is in place to account for the performance of the 
board of directors. 

 
1.6 The Role of the Senior Independent Director 

3 NB: in accordance with statute the NEDs of the NHS Trust will be appointed as NEDs of the 
Foundation Trust for the remainder of their tenure unless they do not wish to be 
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Appointing one of the Non-Executive Directors as a Senior Independent 
Director (SID) is a requirement of the Foundation Trust Code of Governance.  
His or her role is to be available to members and governors in the event that 
they have concerns that cannot be resolved through the normal channels of 
the Chairman, Chief Executive Officer or Chief Finance & Strategy Officer or 
in the event that contact with these individuals would not be appropriate. 
 
The Trust has not appointed a SID at this stage but will do so as the journey 
towards Foundation Trust status progresses.   

 
1.7 The Role of the Chief Executive Officer 
The Chief Executive Officer (CEO) is the Accountable Officer in law.  He or 
she is accountable for leading the executive team and for ensuring that the 
Trust is managed in accordance with its values and objectives, and that the 
strategic objectives are achieved.  He or she will work with Board members to 
develop and promote these values and will ensure that effective working 
relationships are established between the Trust and its stakeholders. 
 
The CEO is responsible for understanding, assessing and managing strategic, 
reputational and operational risks, and in order to do so will evaluate present 
and future opportunities, threats and risks in the external environment and 
future strengths and weaknesses and risks to the Trust.   
 
The role of CEO is set out in further detail at Appendix 1. 

 
1.8 The Role of Executive Directors (Chief Officers) 
Chief Officers have a dual role to play within the Trust; namely as members of 
the most senior management team and also as members of a unitary Board.  
These roles are distinctly different and require the individual to be accountable 
for the functions delegated to them within their portfolios and to be corporately 
accountable for the Trust as a whole. 
 
This Code is however concerned with the role of the Chief Officer as a Board 
member, and their role in that respect is to hold one another to account in 
respect of the management functions for which they are responsible.  This is 
achieved through the provision of constructive and appropriate challenge at 
Board meetings in much the same way as is expected of the NEDs. 
 
Chief Officers are also expected to distance themselves from operational 
detail in their capacity as a Board member, and to maintain a corporate 
perspective whilst carrying out this function. 

 
1.9 The Role of the Director of Corporate Affairs 
The Director of Corporate Affairs fulfils the Trust Secretary function and is 
responsible for ensuring that the highest standards of corporate governance 
are observed at all times and to this end, he or she is responsible for ensuring 
that the key corporate governance documents highlighted in section 4 of this 
document are in place and regularly refreshed.  He or she is also responsible 
for ensuring that committees of the Board are properly constituted, that there 
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is a good flow of information between these committees and the Board, and 
for ensuring that Board and Board Committee meetings are conducted in line 
with the Standing Orders. 
 
The Director of Corporate Affairs also has responsibility for ensuring that 
papers submitted for consideration at the Board:  
 

• Are relevant for Board consideration 
• Contain the necessary information to enable an informed decision to be 

made but do not contain unnecessary or irrelevant information 
• Are presented in line with the standards set by the Board 

 
2. THE COUNCIL OF GOVERNORS 
The Trust does not yet have a Council of Governors in place as this is not a 
requirement for NHS Trusts.  In recognition of the Trust’s aspiration to 
become a Foundation Trust however, the duties of the Council of Governors 
have been included within this document along with a high level summary of 
how the Trust intends for the two bodies to work both together and distinctly. 
 
2.1 Statutory Duties  
The National Health Service Act 2006 and the Health and Social Care Act 
2012 impose the following statutory duties upon the Council of Governors: 
 

• Appointment and removal of the Chairman and Non-Executive 
Directors4 

• Holding the Non-Executive Directors individually and collectively to 
account for the performance of the Board of Directors   

• Determining remuneration, allowances and other terms and conditions 
of office of the Chair and Non-Executive Directors 

• Approving of the appointment of the Chief Executive Officer5 
• Holding the Non-Executive Directors to account individually and 

collectively for the performance of the Board of Directors 
• Representing the interests of the members of the corporation (the 

Trust) as a whole and the interests of the public 
• Approving proposals to acquire business or services at the value 

determined within the Constitution 
• Appointment and, if appropriate, removal of the Trust’s auditor 
• Approving any proposed increases in non-NHS income of 5% or more 

in any financial year and determining whether private patient work 
would significantly interfere with the Trust’s principal purpose 

• Approving any merger, acquisition, separation or dissolution proposals 
in line with the requirements of the Constitution. 

• Approving any changes to the Trust’s Constitution  
 

4 Specific provisions apply to the appointment of the initial Chair and Non-Executive Directors 
in that there is the expectation that the Chair and Non-Executive Directors of the NHS Trust 
will be appointed to the Foundation Trust Board should they wish to be. 
5 As above 
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2.2 Role of the Council of Governors 
Although the Council must comply with these duties, its overriding purpose is 
to embody local accountability, acting as a ‘critical friend’ to the Board of 
Directors and providing a formal inlet for the voice of the membership and the 
wider community to be heard. Governors are therefore responsible for feeding 
back information about the Trust, its vision and performance to the 
constituencies and for seeking the views of members. 
 
The Council should hold the Board to account for the performance of the Trust 
and should ensure that it does not breach the terms of its licence, but should 
acknowledge the overall responsibility of the Board of Directors for running 
the Trust.  Only in exceptional circumstances should the Council consider 
using its powers to block the decisions of the Board of Directors or otherwise 
obstruct the implementation of agreed strategies and plans 

 
2.3 Role of the Lead Governor 
The role of the lead governor is primarily to facilitate direct communication 
between Monitor and the Council of Governors in limited circumstances6 
where communication through the normal channels may not be appropriate. 
 
In the event that the Council resolves to make a referral to the Governors’ 
Panel that will be established by Monitor then the Lead Governor will make 
the referral and act as the point of contact thereafter. 

 
2.4 Role of Individual Governors 
The role of individual governors is to convey the views of the constituency 
they represent or in the case of partner governors, to represent the views of 
the organisation they represent. 
 
Governors are therefore responsible for communicating with members of their 
constituency, or the organisation for which they work (as appropriate) and for 
ensuring that they seek the views of members/their organisation as 
appropriate.  Governors will therefore be supported by the Trust to do this. 
 
Governors must undertake any training commensurate with the role that is 
provided to them by the Trust and may from time to time be invited to sit on 
short life groups or any committees of the Council that may be established. 
 

3. CORPORATE GOVERNANCE FRAMEWORK 
 
The Board has extensive responsibilities that could not be fully discharged 
within the confines of a monthly Board meeting, and it is therefore necessary 
to delegate functions and responsibilities to individuals or the formal 
committees of the Board that it constitutes. 
 
The Board must therefore define the responsibilities that it is willing to 
delegate and the parameters in which the Chief Officers can manage the 

6 For example when there is a real risk of the Trust breaching the terms of its licence. 
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Trust.  As referred to in section 4, these parameters are set out within the 
following documents: 
 
Document Purpose 
Standing Orders The standing orders are the formal terms of 

reference for the Board, which define the 
constitution of the Board, the responsibilities of 
Board directors and describe how Board meetings 
will be conducted. 

Standing Financial 
Instructions 

Sets out the financial limits within which each 
identified officer/committee will operate and the 
procedures for financial management, tendering 
and contracting. 

Scheme of Delegation Defines the decision/actions that the Board has 
delegated to individuals and to the sub-committees 
of the Board and those that are reserved for the 
Board itself. 

 
These documents are aimed at providing clarity around responsibilities, 
ensuring that decision making is devolved appropriately throughout the Trust 
and empowering managers to confidently make decisions. Approving a 
Scheme of Delegation is also recognition of the fact that the Board has no 
part to play in the day to day management of the Trust and must allow 
managers to manage. 
 
3.1 The Role of Board Committees  
Strong Board committees with clearly delegated powers are a key 
characteristic of high performing organisations, in that they provide a forum for 
additional debate that enables the provision of a greater level of assurance to 
the Board.  A formal committee of the Board is therefore a committee that is 
established by the Board, has delegated powers to carry out Board level work 
and reports to the Board on a range of agreed outputs, with outputs rather 
than activity being the main focus. 
 
The Board is at liberty to delegate any of its functions to any committee that it 
formally constitutes, but in so doing, it must be assured of the appropriateness 
of this delegation and the ability of the committee to undertake the function 
effectively.  
 
The role of Board committees is to:   

• Carry out Board level work on behalf of the Board and offer options for 
the Board to debate 

• Test the robustness of the Trust 
• Provide assurance to the Board around the responsibilities that are 

delegated to it via the terms of reference 
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3.1.1 Statutory Board Committees 
As an NHS Trust the Board is obliged in statute to establish the following as 
formal Board Committees: 

• Audit Committee 
• Remuneration Committee  
• Charitable Trustees Board (where appropriate) 

 
3.1.2 Non-Statutory Board Committees 
The Board has currently established the following committees to provide a 
source of additional assurance to the Board: 
 

• Quality Governance Committee (QGC) 
• Finance and Performance Committee (F&P) 

 
3.1.3 Principles for Establishing Non-Statutory Board Committees 
It must be recognised that there are resource implications attached to 
establishing and servicing Board committees in terms of the time commitment 
of committee members.  Whilst Board assurance is critical, attendance at 
committee meetings takes Chief Officers away from their roles and the 
preparation of papers is also time-consuming and resource intensive. For 
these reasons, it is prudent to establish a set of principles that will govern the 
establishment of any board committee that the Trust is not required to 
establish: 
 
Permanent, non-statutory board committees will only therefore be established 
when there is an identified need to delegate an area of Board level 
responsibility that cannot be delegated to an individual within their role, cannot 
be accommodated within the existing statutory committee structure and 
cannot be established on a task and finish basis. 
 
Board committees will: 
 

• Not deal with any operational or managerial issues. 
• Be subject to regular review around their usefulness and 

contribution to the work of the Trust Board 
• Be subject to terms of reference that must explicitly delegate 

and fully describe the responsibilities of the committee, the 
expected outcomes and the expectations around reporting to the 
Board. 

 
4. CODE OF CONDUCT 
Effective corporate governance is as reliant upon integrity, values and 
behaviours as it is on structures and processes and as such, all members of 
the Trust Board and those in attendance at Board meetings are expected to 
adhere to the following:  
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• The Nolan Principles 
• The Trust’s values 
• Duty of Candour 
• Fit and Proper Persons Test  
• False and Misleading Information 
• Standards of Business Conduct and Hospitality in the NHS 
• Expected Behaviours and Conduct 

 
4.1 Nolan Principles  

The Board is required to be open and transparent in its dealings given that the 
Trust is a public body, and through Board approval of this Code, members will 
individually and collectively resolve to adopt the Nolan Principles as set out in 
Lord Nolan’s Report ‘Standards in Public Life’. The principles are as follows 
and will be applied in the conduct of the Board’s business: 
 
Principle Definition 
Selflessness 
 

Holders of public office should take decisions solely in 
terms of the public interest. They should not do so in 
order to gain financial or other material benefits for 
themselves, their family, or their friends 

Integrity 
 

Holders of public office should not place themselves 
under any financial or other obligation to outside 
individuals or organisations that might influence them in 
the performance of their official duties. 

Objectivity In carrying out public business, including making public 
appointments, awarding contracts, or recommending 
individuals for rewards and benefits, holders of public 
office should make choices on merit 

Accountability 
 

Holders of public office are accountable for their 
decisions and actions to the public and must submit 
themselves to whatever scrutiny is appropriate to their 
office. 

Openness 
 

Holders of public office should be as open as possible 
about all the decisions and actions that they take. They 
should give reasons for their decisions and restrict 
information only when the wider public interest clearly 
demands 

Honesty 
 

Holders of public office have a duty to declare any 
private interests relating to their public duties and to 
take steps to resolve any conflicts arising in a way that 
protects the public interest. 

Leadership 
 

Holders of public office should promote and support 
these principles by leadership and example. 

 
4.2 Trust Values 

In line with responsibility for setting the culture of the organisation, Board 
members are expected to lead by example and display the Trust’s values in 
their execution of their duties and in the course of conducting Trust business.  
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These values have been developed in conjunction with staff and are set out 
below in short form; further detail is provided in appendix 2.  
 
Compassion Partnership 
Openness Improve 
Pride Learn 
 

4.3 Duty of Candour 
Compliance with the requirements of the duty of candour will be monitored by the 
Care Quality Commission (CQC), who through their assessment process will look 
at how the leadership of the organisation reflects the vision and values, 
encourages openness and transparency and promotes good quality care. The 
Trust Board must therefore foster and encourage a culture that is open and 
honest at all levels, which links to both the requirements of the Nolan Principles 
and the Trust’s own values.   

 
4.4 Fit and Proper Persons Test 

The Fit and Proper Persons test is a statutory requirement that was 
introduced in November 2014.  Although the CQC has a regulatory 
responsibility for monitoring compliance against the requirements, the 
Chairman is responsible for ensuring that every member of the Board of 
Directors and those in regular attendance meets these requirements upon 
appointment and on an on-going basis thereafter. 
 
In addition to the usual pre-employment checks that are carried out on all 
board members, and in the case of Non-Executive Directors, processes put in 
place by the Trust Development Authority (TDA), Board members are 
required to complete a declaration of compliance with the requirements upon 
appointment and on an annual basis thereafter.  The declaration also clearly 
states the on-going duty to bring promptly to the attention of the Chairman any 
change in circumstance which means that they can no longer comply. 
Compliance with the requirements is fundamental in terms of public 
confidence in the organisation and therefore forms part of this Code. 

 
4.5 False and Misleading Information  

It is a criminal offence under the Care Act 2014 for any director or senior 
individual to publish, supply or make available information that the Trust is 
under a statutory or regulatory obligation to publish or supply, which is false or 
misleading in a material respect. In keeping with the Trust’s values and the 
Nolan principles around honesty, transparency and openness, Board 
members will take all reasonable steps to ensure that all data that is published 
or supplied by the organisation is accurate.  
 
Although the Trust Board as a corporate body does not approve all statutory and 
regulatory returns as this would not be practical, in order to meet the legislative 
requirements Board members will, through the programme of internal audit and 
other governance activity, ensure that the systems and processes that are in 
place in relation to data capture, validation and reporting across the Trust are 
sufficiently robust and will ensure that action is taken where necessary. 
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4.6 Standards of Business Conduct and Hospitality  

The Board has approved a Business Conduct and Hospitality Policy which 
sets out the expected standards for the conduct of business and also the 
responsibility of individuals and the Trust in relation to the Bribery Act 2010.  
The Trust is required to put into place adequate preventative procedures for 
acts of bribery and corruption committed by persons associated with them, in 
the course of their work and can be subject to criminal sanctions for failure to 
do so. Further detail on what constitutes bribery and corruption and the 
legislative requirements are set out within the policy document. 
 
The policy applies to all Trust employees and to members of the Board.  In 
addition to complying with the anti-bribery and corruption requirements, 
members must also disclose to the Director of Corporate Affairs all interests 
that they have as per the stated definition of ‘interests’, both upon 
appointment and on an on-going basis thereafter.  Interests will be recorded 
within a register, which will be reported in public on a periodic basis.   
 
A separate register will be held in respect of gifts or hospitality received by 
Board members, which must be reported in accordance with the Policy. The 
register will be reported to the Trust Board on an annual basis. 
 

4.7 Expected Behaviours 
Members of the Board also commit to:  
 

1. Giving a personal commitment to signing up to this Statement of 
Responsibility and Code of Conduct in the knowledge that failure to 
adhere to it may result in action being taken as appropriate. 
 

2. Putting patient care at the heart of decision making and ensuring that 
decisions are made on a fully transparent basis and in the interests of 
patients, service users and the wider community. 
 

3. Leading the Trust with integrity and accountability; acting in the best 
interests of the Trust at all times and not acting in a manner that is 
detrimental to the interests of the organisation or to patient care. 
 

4. Knowing the purpose, vision, goals, strengths and needs of the Trust 
and actively contributing to discussion and decision making aimed at 
the furtherance of these.  
 

5. Increasing public engagement and being visible to staff. 
 

6. Ensuring that any information that is provided to them in confidence or 
is discussed confidentially, or is marked as confidential, is kept strictly 
confidential. If any member is found to have breached confidence then 
sanctions may follow as per the Trust’s Disciplinary Procedures. 
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7. Taking ownership by attending all Board, Board development and 
Committee meetings of which they are a member, for the duration of 
the meeting unless there are good reasons for not doing so.  
Attendance at Board and Board Committee meetings will form part of 
the annual appraisal process for Board members. 

 
8. Being familiar with the content of all papers and devoting their full 

attention for the duration of the meeting. In the event that any member 
is unable to attend a meeting then they should keep abreast of 
developments by reading the papers.   
 

9. Attending training commensurate with their roles to ensuring that 
individually and collectively they are able to execute their roles and 
responsibilities effectively. 
 

10. Remaining at all times polite, courteous and respectful during meetings 
and allowing other members to contribute and express their views. 
 

11. As a matter of courtesy, switching off all mobile phones and 
blackberries for the duration of the meeting unless there are 
extenuating circumstances (e.g. on-call or other urgent commitments) 
and the Chair has given prior permission to the contrary. 
 

12. Speaking with one voice and endeavouring to communicate its views to 
the Trust and wider public. 
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Appendix 1 
Responsibility of Chair  
 
Reports to the Board of Directors 
 
Other than the Chief Executive, no executive 
reports to the chair 
 
The effective running of the Board of 
Directors and Council of Governors 
 
Ensuring that the Board of Directors as a 
whole pays a full part in the development and 
determination of the Trust’s strategy and 
overall objectives 
 
The guardian of the Board of Directors’ 
decision making processes. 
 
General Leadership of the Board of Directors 
and the Council of Governors 
 
Ensuring that the Board of Directors and 
Council of Governors work together 
effectively 
 
Running the Board of Directors and setting 
its agenda 
 
Ensuring that Board of Directors and Council 
of Governors agendas take full account of 
the important issues facing the Foundation 
Trust 
 
Ensuring that the Board of Directors and 
Council of Governors receive accurate, 
timely and clear information 
 
Ensuring compliance with the Board of 
Director’s approved procedures 
 
Arranging informal meetings of the directors, 
to ensure that sufficient time and 
consideration are given to complex, 
contentious or sensitive issues 
 
Proposing a schedule of matters reserved to 
the Board of Directors, terms of reference for 
each Board of Directors Committee and other 
Board policies and procedures 
 
Facilitating the effective contribution of all 
members of the Board of Directors and the 

 
Responsibility of Chief Executive 
 
Reports to the Chair and to the Board of 
Directors directly 

 
All members of the management structure 
report either directly or indirectly to the 
CEO 

 
Running the Trust’s business 

 
Responsible for proposing and developing 
the Trust’s strategy and overall objectives 

 
Implementing the decisions of the Board of 
Directors and its committees 

 
Provision of information and support to the 
Board of Directors and Council of 
Governors and ensuring that Board of 
Directors’ decisions are implemented 

 
Facilitating and supporting effective joint 
working between the Board of Directors 
and Council of Governors 

 
Providing input to the Board of Director’s 
agenda from themselves and other 
members of the executive team 

 
Ensuring the Chair is aware of the 
important issues facing the  Trust and 
proposing agendas which reflect these 

 
Ensuring that the Executive Team provide 
reports to the Board of Directors which 
contain accurate, timely and clear 
information 

 
Ensuring that he or she and the Executive 
Team comply with the Board of Directors’ 
approved procedures 
 
Ensuring that the Chairman is alerted to 
forthcoming complex, contentious or 
sensitive issues affecting the  Trust 
 
Providing input on appropriate changes to 
the schedule of matters reserved to the 
Board of Directors and Committee Terms 
of Reference 
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Council of Governors to ensure that 
constructive relations exist between 
executive and non-executive members of the 
Board of Directors and elected and appointed 
members of the Council of Governors and 
between the Board of Directors and the 
Council of Governors 
 
Chairing the Remuneration Committee and 
initiating change and succession planning in 
relation to the Board of Directors and the 
appointment of effective and suitable 
members and Chairs of Board of Directors 
Committees 
 
Ensuring that there is effective 
communication by the Trust with patients, 
members, clients, staff and other 
stakeholders 

 
Taking the lead in providing a properly 
constructed induction programme for new 
Directors 
 
Taking the lead in identifying and seeking to 
continually update the skills and knowledge 
and meet the on-going development needs 
both of individual Directors and of the Board 
of Directors as a whole 
 
Ensure that members of the Council of 
Governors have the skills, knowledge and 
familiarity with the Trust to fulfil their role 
 
Ensuring that the performance of the Boards 
of Directors and Council of Governors as a 
whole, their committees, and individual 
members of both are periodically assessed 
 
Promoting the highest standards of integrity, 
probity and corporate governance throughout 
the organisation and particularly at Board of 
Directors level 
 
Ensuring good information from and between 
the Board of Directors, committees, Council 
of Governors and members of both and 
between senior management and non-
executive directors, members of the Council 
of Governors and senior management 

Supporting the Chairman in his or her tasks 
of facilitating effective contributions and 
sustaining constructive relations between 
executive and non-executive members of 
the Board of Directors, elected and 
appointed members of the Council of 
Governors and between the Board of 
Directors and the Council of Governors 

 
Providing information and advice on 
succession planning, to the Chairman, the 
Remuneration Committee and other 
members of the Board of Directors, 
particularly in respect of Executive 
Directors 

 
Leading the communication programme 
with members and stakeholders 

 
Contributing to induction programmes for 
new directors and ensuring that appropriate 
management time is made available for the 
process 

 
Ensuring that the development needs of 
the executive directors and other senior 
management reporting to him/her are 
identified and met 

 
Ensuring the provision of appropriate 
development, training and information 

 
Ensuring that performance reviews are 
carried out at least once a year for each of 
the executive directors.  Providing input to 
the wider Board of Directors’ and Council of 
Governors’ evaluation process 

 
Promoting and conducting the affairs of the  
Trust with the highest standards of 
integrity, probity and corporate governance 

 
Provision of effective information and 
communication systems 
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