
 
PUBLIC TRUST BOARD MEETING TO BE HELD AT ON WEDNESDAY  

26 MARCH 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 26 February 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 Risk Management Strategy 

Chief Medical Officer 
For Approval Enclosure 5 10 

9 Board Safety & Quality Walk-
Round Programme 
Chairman 

For Assurance Enclosure 6 5 

10 Winter Plan and  Emergency 
Pathway Update 
Chief Operating Officer 

For Assurance Verbal 5 

11 Nurse Staffing Risk Assessment 
Chief Nursing Officer 

For Approval Enclosure 7 10 

Performance   
12 Integrated Quality Performance 

and Finance Report – Month 11 
Chief Finance Officer 

For Assurance Enclosure 8 15 

13 Trust Development Agency 
(TDA) Oversight Monthly Self-
Certification Requirements -  
March 2015 
Chief Finance Officer 

For Approval Enclosure 9 5 

Feedback from Key Meetings   
14 Private Trust Board Meeting 

Session Report of 26 February 
2015 
Chairman 

For Assurance Enclosure 10 5 



 
ITEM TITLE BOARD ACTION PAPER TIME 

15 Quality Governance Committee 
Meeting Report 2 March 2015 
Chair, Quality Governance 
Committee 

For Assurance Enclosure 11 5 

16 Finance and Performance 
Committee Meeting Report  
2 March 2015  
Chair, Finance and Performance  
Committee 

For Assurance Enclosure 12 5 

Regulatory, Compliance and Corporate Governance   
17 Annual Corporate Objectives 

2015/16 
Chairman 

For Approval Enclosure 13 5 

18 Register of Interests and 
Register of Hospitality and Gifts 
Chairman 

For Approval Enclosure 14 5 

19 Any Other Business  Verbal  
20 Questions from Members of the Public Relating to Agenda Items 
21 Date of Next Meeting:  

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

22 There will now be an opportunity for the Trust Board and members of the public 
to ‘Taste the Food’ that the hospital provides it’s patients which will be in room 
10012 here in CSB, which will be attended by a Nutritional Adviser from our 
food and beverage supplier who will be happy to take questions. 

23 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 26 FEBRUARY 
2015 AT 10.00 AM IN THE CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITALS 

COVENTRY & WARWICKSHIRE 
 
HTB 
15/734 

PRESENT 
 

 

 Mrs B Beal Non-Executive Director (BB) 
 Mr I Buckley Vice Chair (IB) 
 Mr D Eltringham Chief Operating 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 M Pandit Chief Medical Officer /Deputy CEO (MP) 
 Mrs B Sheils Non-Executive Director (BS) 
 Mr P Winstanley Non-Executive Director (PW) 
   
 IN ATTENDANCE  
 Mrs K Beadling Head of Communications (KB) 
 Ms Z Cox Executive Assistant Manager/Note Taker (ZC) 
 Mr L Dawkin Director of Estates (LD)  
 Mrs R Southall Director of Corporate Affairs (RS)  
 
HTB 
15/735 

APOLOGIES FOR ABSENCE  

 Mr T Robinson, Non-Executive Director (TR)  
   
HTB 
15/736 

DECLARATIONS OF INTEREST  

 There were no declarations of interest.  
   
HTB 
15/737 

MINUTES OF TRUST BOARD MEETING HELD ON 29 JANUARY 2015  

 The following changes to the minutes were requested: 
 

• HTB 15/722 page 5; DM should read DE on paragraph 3. 
• HTB 15/718 page 2; BB should read BS in reference to exploring social 

media options. 
 
The minutes were APPROVED by the Board as a true and accurate record of the 
meeting subject to the above amendments. 

RS 
 

   
HTB 
15/738 

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

 

   
HTB 
15/739 

MATTERS ARISING  

 There were no matters arising that were not on the action matrix or the agenda.  
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HTB 
15/740 

CHAIRMANS REPORT  

 AM advised the Board that his report was as written other than he had not met 
with Healthwatch Coventry & Warwickshire; that meeting was however planned.  
AM confirmed that he had met with Warwickshire Country Council Health & Social 
Care and Mr John Linnane, Director of Public Health Warwick and Coventry.  He 
further added that he had attended a dinner for local NHS Trust and Clinical 
Commissioning Group (CCG) Chairs and wanted to reiterate to the Board the 
spirit of co-operation and willingness that was evident. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

   
HTB 
15/741 

CHIEF EXECUTIVE OFFICER’S REPORT  

 AH confirmed that that he had presented an update on the implementation of the 
Together Towards World Class (TTWC) programme to the Trust’s top 100 leaders 
on 5 February.  To mark the 1 year anniversary of the programme, events would 
be held in the week commencing 2nd March, which had been sponsored by ISS 
and AH thanked them for their support. 
 
AH further added that Tommy Whitelaw, who was a renowned campaigner for 
Dementia and their carers had visited the Trust and had delivered presentations to 
staff.  These had been very well received and had made a big emotional impact 
as well as receiving lots of social media coverage.  He also advised that Tommy 
has agreed to meet with newly qualified nurses coming into practice to give them 
the benefit of his experience. 
 
AH confirmed that the Trust had for the first time hosted the Health & Wellbeing 
Board meeting and that a Better Care Fund Conference with workshops had also 
taken place.  
 
BB asked whether information had been circulated to staff with regards to the  
Freedom to Speak report; AH confirmed that a letter had been sent by the 
Secretary of State on the day of publication and this had been circulated to staff.  
With regards to the Trust’s response to the review MR confirmed the report would 
be fully digested and a report brought back to a future board meeting.   
 
AH advised that he and the Chief Officers had met with Helene Donnolly, one of 
the main whistle-blowers from the Mid-Staffordshire Trust and that he had been 
planning for some time to establish a Cultural Ambassador position at UHCW.  He 
went on to say that Helene had agreed to sit on the interview panel.  BB asked 
whether this would be an internally appointed position and AH responded that this 
was the intention in the first instance. 
 
BB raised concern around the proposal to cease supervision for midwifery and 
asked whether this would be discussed at a future Trust Board meeting. MR 
confirmed that there was considerable debate and concern at a national level and 
advised that a paper would be brought to the Board when the national position 
was clear.   
 
AH highlighted that the Trust had been accredited as an Endocrine Tumour 
Centre, which was a huge achievement given that there were only 6 in the UK. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MR/ 
RS 
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The board offered congratulations to those involved.   
 
The Trust Board RECEIVED ASSURANCE from the report. 

   
HTB 
15/742 

WE CARE PATIENT EXPERIENCE QUARTERLY REPORT  

 
 

MP presented the report which gave a composite picture around the patient 
experience, including feedback obtained via the Friends and Family Test (FFT), 
external websites, complaints, PALS, compliments and the Health Information 
Centre (HIC). 
 
MP highlighted that feedback from the bespoke Impressions system was received 
directly via emails by board members; the top 3 highly rated areas were dignity, 
cleanliness and compassion and the 3 lowest rated areas were car-parking, food 
and drink and discharge.  With regard to FFT, MP reminded the board that there 
was a CQUIN that was linked to coverage and there was a risk to meeting this in 
that the stipulated level of coverage had not been achieved in all areas.  MR gave 
assurance however that a great deal of work was being carried out to try and 
ensure the requirements were met. 
 
MP drew out the following: 

• average percentage of patients recommending A&E in quarter 3 was 84% 
against the national average of 86.6%; coverage within A&E for quarter 3 
was 17.9% against the national average of 18.8%.   

• Wards 34, Cedar, Mulberry and Ward 42 were consistently above average 
for recommenders.  

 
Turning to those wards that performed less well, MP advised that the 
management team had been invited to the Patient Experience and Engagement 
Committee to discuss the results and agree any necessary actions.  She 
highlighted that maternity response rates were variable; whilst there were 4 touch 
points, there were still some difficulties in obtaining feedback because for 
example, not every expectant mother attends the hospital for their 36 week 
antenatal appointment as hospital attendance is not always necessary. 
 
MP then focused areas that the team had been working on during the reporting 
period, including;  
 

• Launch of the Paediatric FFT test; the iPAD questionnaire will go live in 
March. 

• Patient Experience Week 
• New Posters outside all wards with information for patients and visitors 

about the ward 
• The roll out of Patient Diaries with the support of volunteers  
• Reggie the Reindeer (discussed at the previous meeting) 

 
Turning to complaints, MP advised that the internal target of 25 working days in 
which to respond was not always being achieved but gave assurance that 
measures were being put into place to improve performance.  Details of 
complaints made to the Parliamentary Health Services Ombudsman (PHSO) were 
also detailed within the report and MP highlighted the examples of actions taken in 
response to complaints and informal contacts. 
 
BS asked if the team had looked at what other acute Trusts are doing in terms of 
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FFT in the context of improving performance and MP gave assurance that the 
Patient Experience Team are part of the West Midlands Strategic Group.  She 
went on to say that nothing markedly different was being done elsewhere but 
added that the telephone will be used going forward to increase response rates. 
 
EMS asked MP if she could quantify the risk of not achieving the CQUIN for FFT 
and she advised this to be circa £150k.  AH advised that although the year-end 
position had already been agreed with Commissioners and the financial risk had 
therefore been eradicated; he highlighted however that this remained a 
reputational issue for the Trust as FFT was taken very seriously by regulators and 
stakeholders.   
 
EMS emphasised that responding to complaints in a timely manner was extremely 
important both in terms of the patient and identifying and responding to risk. AH 
concurred with this and advised that this was an area of personal interest to him.  
He also acknowledged that whilst the changes to the team had impacted on 
performance against the internally set target, this was now improving and he was 
monitoring response times. 
 
The Trust Board noted that the target was an internal one that had been retained 
following its removal as a national requirement; support was given for maintaining 
this in acknowledgement a timely response was as important as a thorough one. 
AH advised that the Complaints Team had been re-structured at the end of 2014 
and that whilst there had been a consequent backlog of complaints during that 
period, he was pleased to report that this had been largely eradicated.   
 
PW asked whether FFT feedback is shared with staff and whether complaints 
information is included within the PDR process for doctors.  MP confirmed that 
complaints that are received in relation to individual doctors are addressed at an 
individual’s appraisal and that they are asked to reflect as part of that process.  
Furthermore, failure to do this would result in MP not giving a recommendation to 
the GMC for revalidation. 
 
PW then asked whether there were any patterns to the complaints around privacy 
and dignity and AH confirmed that although these were largely random and 
situation specific, there were some areas of concern, such as the changing room 
for the MRI scanner which is now being addressed.  MR concurred with AH’s 
comments and advised in respect of ward specific complaints that these were 
being addressed at ward level. 
 
BB asked how concerns around timeliness within FFT link to the Safer Staffing red 
flags and MP clarified that timeliness in the context of FFT largely related to 
outpatients and the waiting time for appointments.  MP added that there is a 
national consultation being carried out around red flags and any necessary 
actions would be taken when the outcome is known.  
 
BB noted that the report was extremely valuable but commented that the 
complaint around the waiting time for an MRI scan did not include the learning 
derived; MP gave assurance that learning from all complaints took place.  With 
regard to the Imaging Group, DE advised that there was a mismatch between 
capacity and demand and the Group had been given clear direction in relation to 
capacity planning earlier that morning.  He also advised that the Group had a new 
management team in place and that the historic issues were being addressed.  
 
AM also welcomed the report and advised that he had requested that the Trust 
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Board have a further food tasting session at the March Board.  PW supported this 
but added that it would also be useful to have someone present that could explain 
the process of how the food reaches the patient.  Noting the importance of food 
and hydration, BB advised that she had witnessed staff talking to patients about 
their dietary requirements and needs during a walk-round, which had been 
pleasing to see. 
 
The Trust Board NOTED and RECEIVED ASSURANCE from the Patient 
Experience Quarterly Report. 

   
HTB 
15/743 

TRUST ACTION PLAN TO THE FRANCIS REPORT – QUARTERLY UPDATE  

 
 
 
 
 
 
 
 
 
 
 
 
 

MP presented the report and advised that 27 actions have been implemented 
since the last update; 26 actions remained open, many of which were longer term 
in nature were linked to the 5-year TTWC programme.   
 
BB commented that she had some questions around those actions that remained 
open and suggested that these be discussed at the Quality Governance 
Committee meeting (QGC). EMS advised that he had a high degree of confidence 
in relation to the implementation of the action plan and the closure of actions but 
confirmed that he was in agreement with this proposal as Committee chair.   
 
The Trust Board RECEIVED ASSURANCE from the report NOTED the progress 
made in responding to the recommendations arising from the Francis Inquiry and 
associated reports and AGREED to further discussion at the Quality Governance 
Committee. 

 
 
 
 
 
 
MP 
 
 
 
 
 

   
HTB 
15/744 

MEDICAL REVALIDATION AND APPRAISAL 6 MONTHLY UPDATE  

 
 
 

MP presented the report as the Trust’s Responsible Officer (RO) for revalidation 
of 545 medical practitioners.  MP advised that the report set out the measures that 
were in place to ensure compliance with the regulations and confirmed that she 
submitted reports to NHS England in her capacity as RO on a quarterly basis. 
 
MP advised that all doctors understood the requirement to participate with 
revalidation and the consequences of not doing so; since the last report she had 
recommended 124 for revalidation and had deferred 11.  There had been no 
cases of non-engagement with the process.    
 
AM sought assurance around the reason for the deferrals and MP explained that 
she had 3 options:  
 

1. Positive with enhanced appraisal and no concerns 
2. Not engaged in appraisal and some concerns 
3. Deferral could be for several reasons but usually due to insufficient 

evidence, the provision of incomplete paperwork or more 
exceptionally on-going concerns with conduct and capability 
 

She added that in the case of insufficient evidence, a deferral is made for a period 
of 4-months in the first instance and could be for reasons such as having only just 
commenced in post and therefore not having sufficient evidence. AM asked if MP 
was generally content with the quality of applications that the Trust receives for 
medical posts and she confirmed she was. 
 
BS asked whether the board could expect to see an upward trend in key 
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performance indicators (KPI’s) within the Integrated Performance Report (IPR) 
around medical appraisal and MP explained confirmed this to be the case, but 
explained that there may still be spikes because appraisal should ideally follow the 
Job Planning round. 
 
BB asked why Medical Appraisal Position Statements (MAPS) were not 
mandatory and MP responded that this was a pilot at the present time. 
 
IB asked what arrangements were in place for appraisal of locum doctors and MP 
advised that agencies are contractually required to ensure that all locums 
registered with them have an in-date appraisal and in the case longer term NHS 
Locums, they are assigned an appraiser within the Trust.  IB asked MP how many 
longer term locums were in post and MP advised that there were few at consultant 
level but more at junior doctor level.   
 
PW added that undergraduate students were the responsibility of the Dean of their 
Medical School and that post-graduate doctors are remain part of a training 
programme led by Health Education England and have a Responsible Officer. 
 
The Trust Board NOTED the report along with the progress made in relation to 
revalidation and was ASSURED by the arrangements in place. 

   
HTB 
15/745 

SIGNIFICANT INCIDENT GROUP REPORT INCLUDING NEVER EVENTS 6 
MONTHLY UPDATE 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MP presented the 6 monthly update report and reminded members that trends 
and actions in significant incidents are tracked through the Patient Safety 
Committee (PSC) which reports to QGC.   
 
In the period 31 October 2013 – 01 November 2014, four Never Events had 
occurred but MP added that unfortunately, another incident had very recently 
been confirmed as a never event.  This related to a very complex patient, in whom 
a nasogastric (NG) tube had become displaced, resulting in aspiration pneumonia 
and sadly death.  MP advised that significant learning had been derived and that 
guidelines had been re-written and training reviewed as a result.  MP also gave 
assurance that the learning had been disseminated including a presentation to the 
Grand Round. 
 
Learning from never events is also disseminated in Speciality Group and Junior 
Doctor newsletters to try and ensure coverage and learning across the Trust. MR 
supported this and advised that in terms of the most recent never event, in line 
with the Duty of Candour regulations, the Trust has been fully engaged with the 
family of the deceased and that whilst the teams had found this very difficult, they 
had acted in a very sensitive and professional manner. He further advised that at 
the inquest, the Coroner had highlighted the work that the Trust had been doing to 
prevent recurrence and added that this is likely to result in changes to national 
guidelines. 
 
PW shared his concerns over the increasing number of Serious Incidents and 
queried whether this was as a result of more being identified and reported over 
time.  MP acknowledged that the number had increased but emphasised that the 
Trust aimed for a strong reporting culture and that the number of incidents where 
harm had occurred had dropped, which was encouraging.  She concluded 
however that in such a large hospital, the number was unlikely to reduce to zero. 
 
IB asked how a Never Event is closed off in terms of ensuring that actions are 
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completed and MP responded that action plans are agreed as part of each root 
cause analysis and that an individual is accountable for each action.  Completion 
of actions is monitored at the Patient Safety Committee and plans are forwarded 
to the relevant QIPS Committee.   
 
MR advised that action plans are also discussed through the nursing committee 
structure; MR and MP further added that they undertake spot checks to ensure 
that actions are completed and on-going.   
 
BS asked what happens with regards to longer term actions and giving the 
example of voice command to aide completion of the WHO checklist in theatres, 
MP advised that a dedicated work-stream was in place to introduce this. 
 
PW highlighted the number of Never Event in Orthopaedics, Dental and Maxillo-
Facial Surgery and MP gave assurance that there was no systematic failure; the 
events were predominantly connected with complex dental issues.  
 
The Trust Board NOTED the report and RECEIVED ASSURANCE that 
appropriate governance is in place around incident investigation and reporting. 

 
 
 
 
 
 
 
 
 
 

   
HTB 
15/746 

WINTER PLAN AND EMERGENCY PATHWAY UPDATE  

 DE gave a verbal update in response to the request made at the January Trust 
Board meeting. 
 
He advised that the GP Assessment Unit (GPAU) had gone live on 5 February 
2015 and had resulted in around 30 patients per day being taken out of the 
Emergency Pathway and managed by the Consultant Physicians.  This was 
located in ward 2 which is adjacent to the examination area and ambulatory care 
facility, which was beneficial for patients.  
 
DE advised however, that performance against the 4 Hour Standard had 
nevertheless fluctuated between 80% and 97% in A&E, which had exposed that 
there were other issues within ED that are currently being worked through.  DE 
suggested that it could be due to one or all of the following:  
 

1. Change of dynamic in ED 
2. Medical doctors have been contributing more than was appreciated to A&E 
3. Change in case mix 

 
DE confirmed that the Chief Officers have met with the 3 responsible Clinical 
Directors to challenge why performance had not improved and all 3 remained 
confident that this was a settling in period and that performance would improve 
once the new arrangements had bedded down. DE confirmed that the team are 
due to report back to COG and asked the Board to bear in mind that the creation 
of the GPAU was the first phase of a three phase plan aimed at bringing about 
improvement to patient flow and patient experience.   
 
IB sought assurance as to whether this remained the right thing to do in light of 
performance not improving as anticipated and DE emphasised that it was the right 
thing in terms of patient care and experience and that that clear direction had 
been given around expected improvements.  DE went on to say that many other 
Trusts have implemented a successful model and that all those involved were 
committed to making it work. 
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Turning to the Delayed Transfers of Care (DTOC) position DE advised that 
progress had been made at the Urgent Care Working Group in terms of a shared 
understanding of the numbers.  He commented that this had been a worthwhile 
exercise and he hoped it would have an impact at the Systems Resilience Group 
(SRG).   
 
DE assured the Board that performance was continually being driven throughout 
the organisation and advised that he would provide a further update at the next 
Trust Board. 
 
The Trust Board NOTED the verbal update and AGREED to a further update at 
the March meeting. 

 
 
 
 
 
 
DE 
 

   
HTB 
15/747 

BOARD SAFETY & QUALITY WALKROUND PROGRAMME  

 
 
 

AM confirmed that the paper represented the walk-rounds that had been carried 
out within the month and the areas of the Trust these had taken place in. 
 
It was agreed that a mechanism would be determined to feed back to the Board 
the actions and recommendations arising out of each visit.   
 
The Trust Board RECEIVED ASSURANCE from the Board Safety & Quality 
Walk-rounds programme report. 

 
 
 
 
MP 

   
HTB 
15/748 

INTEGRATED PERFORMANCE AND FINANCE REPORT – MONTH 10  

 DM presented the IPR and advised that January 2015 had been a difficult month 
due to continuing pressure on inpatient beds and the consequent cancellation of 
elective work; he highlighted that although this had eased somewhat, it remained 
a challenge.  
 
The financial position was £13.8m deficit with a year-end forecast of £17.4m, 
pending approval by the NHS TDA.  In terms of income, DM advised that 
agreement had been reached with the CCGs and a settlement offer had been 
received from Specialised Commissioning, which was under consideration.  He 
confirmed that this did not however pose a risk in that it would not make a material 
difference to the year-end position and would be resolved shortly.  
 
DM confirmed that ward 20 had been reconfigured and that the second 
emergency theatre has been opened, both of which would help alleviate pressure.   
 
DM advised that a sixth MRSA Bacteraemia had occurred and MR confirmed that 
an external review had been commissioned in response, which would be taking 
place the following week.  By way of further assurance, he went on to advise that 
the Infection Control Team are running extra raising awareness sessions with staff 
and are also engaging with stakeholders around the work that is being 
undertaken.  MR stated that although this was concerning, he wished to assure 
the Board that there is a robust system in place.  He also confirmed that the 
patients involved were well, although this did not in any way detract from the 
impact this has had on them.   
 
IB commented that the Trust was ‘running hot’ at the present time and referring to 
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the increase in MRSA and pressure ulcers asked whether this was symptomatic of 
the pressures that the organisation was under.   AH responded that blips do 
happen in any organisation and reminded the Board that the Trust had not had 
any grade 3 or 4 pressure ulcers in the last two years, and there had been zero 
cases of MRSA in the same period.  Although any number of pressure ulcers and 
MRSA was too many, he emphasised that the numbers did remain low in the 
context of the number of patients that are treated. 
 
AH also offered assurance that ‘getting the basics right’ had been the main thrust 
of the programme of organisational preparedness for the forthcoming CQC Chief 
Inspector of Hospitals Inspection and went on to say that there was no pattern to 
the occurrence of pressure ulcers or MRSA. Whilst he shared the concern voiced 
by board members AH emphasised that standards are not slipping.  
 
EMS queried levels of bed occupancy and AH confirmed that this was running at 
100% due to demand.  He went on to highlight that evidence shows running at 
95% bed occupancy can cause inefficiency and whilst he was confident that 
safety had not been breached, it had to be acknowledged that there are a lot of 
tired staff at present. 
 
EMS asked whether there were plans to cohort DTOC patients and MR advised 
that in his professional opinion, this would be very difficult logistically given the 
number of patients that were subject to DTOC and energy was better spent on 
encouraging partner agencies to work with the Trust.  EMS supported this and 
commented that tackling the issue strategically was the best way forward.  MP 
went on to highlight that DTOC was not the only issue as in addition to this, there 
were another group of patients awaiting repatriation to other Trusts, who could be 
at UCHW for weeks longer than necessary. 
 
BS welcomed the further workforce information in the IPR as discussed at the 
previous Trust Board and added that discussion would take place at QGC around 
the impact of staff sickness. 
 
KH highlighted the improving trend in terms of new starters exceeding the number 
of leavers in nursing, which was acknowledged and welcomed. 
 
The Trust Board CONFIRMED their understanding of the contents of the January 
2015 IPR and NOTED the associated actions. 

   
HTB 
15/749 

TRUST DEVELOPMENT AUTHORITY (TDA) OVERSIGHT – MONTHLY SELF 
CERITIFICATION REQUIREMENTS FEBRUARY 2015 

 

 DM presented the self-certification and advised the Board that this was 
unchanged from previous months. 
 
BB asked for assurance around how the one non-compliant measure was being 
actioned and DE confirmed that the Trust was not achieving level 2 of the 
Information Governance Toolkit because it had not achieved the required level of 
compliance with mandatory IG training.  He confirmed that whilst actions were 
underway, there would be no change in compliance until the next submission of 
the toolkit at the end of March as the toolkit was submitted annually.   
 
The Trust Board APPROVED the February submission to the NHS TDA. 
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HTB 
15/750 

ON SITE DEVELOPMENT UPDATE  

 LD gave a  presentation detailing the development of the University Hospitals site 
and highlighted the following:  
 
A joint bid with Coventry City Council for external funding of £5m was approved to 
work on a pinch point scheme to make improvements to site access from the 
surrounding external roads. Areas of concern on site were:  
 

• Congestion 
• Journey time 
• Car parking spaces 
• Drop off access 
• Bus interchange 
• Emergency access 

 
Part of the original pinch point plan was to create another point of access onto the 
site but this had not been approved. 
 
LD advised that a study had been carried out and demonstrated to the Board with 
live information, how the site looked without the changes and how these would 
impact on the flow of traffic around the site.  He then went on to highlight the next 
phase of works that are being carried out on the site. 
 
LD advised that the currently methodology for staff car parking pass allocation 
was under review and that new criteria would be developed.  To ensure equity, LD 
confirmed that all staff would be required to apply for a parking permit and would 
be assessed against the new criteria.   
 
IB raised a query around the barrier mechanisms and LD confirmed that these will 
be updated to improve entry and exit times.  LD went on to say that studies had 
revealed that Tuesday, Wednesday and Thursday seem to be the busiest days on 
site and the Trust has tried to put in place processes to assist with this such as 
staggered outpatient appointments.  
 
The Trust Board RECEIVED ASSURANCE from the presentation and the ongoing 
actions of the on site development. 

 

   
HTB 
15/751 

PRIVATE TRUST BOARD SESSION REPORT 29 JANUARY 2015  

 AM advised he had nothing further to add to his report and there were no 
questions raised on this. 
 
The Trust Board RECEIVED ASSURANCE from the session report. 

 
 
 

   
HTB 
15/752 

QUALITY GOVERNANCE COMMITTEE MEETING REPORT 29 JANUARY 2015  

 EMS confirmed he had nothing further to add to the report and there were no 
questions raised around this. 
The Trust Board RECEIVED ASSURANCE from the meeting report. 
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HTB 
15/753 

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORT 2 
FEBRUARY 2015 

 

   
 IB confirmed he had nothing further to add to his report and there were no 

questions raised by Board members. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 
 
 
 

   
HTB 
15/754 

AUDIT COMMITTEE MEETING REPORT 9 FEBRUARY 2015  

 EMS stated that he had Chaired this meeting and wanted to bring the attention of 
Board members to the change in the deminimus level for the 2014/15 audit from 
£100k to £250k, which was more in keeping with the size of the Trust.  No 
concerns in this regard were raised by members. 
 
He further added that the Urgent High Level Agency Review had been a useful 
piece of work and felt that a similar piece of work around agency medical staffing 
would be useful.  MP advised that Richard De Boer, Deputy Chief Medical Officer 
would be undertaking a piece of work in this regard. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

   
HTB 
15/755 

CORPORATE TRUSTEES BOARD MEETING REPORT 28 JANUARY 2015  

 AM stated he had nothing further to add to the report and there were no questions 
raised by the Board. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

   
HTB 
15/756 

CORPORATE OBJECTIVES 2015/16  

 DM confirmed that a Board Seminar would take place on this and the financial 
plan for 2015/16 on 25 March 2015 and the objectives would then be presented to 
the March Trust Board meeting for approval.   
 
The Trust Board RECEIVED ASSURANCE from this update. 

 

   
HTB 
15/757 

UHCW CHARITY INDEPENDENCE PROPOSAL  

 AM presented the proposal for the existing UHCW charity to convert to 
independent status. AM advised that whilst initially he had been sceptical of this, 
following further investigation he now regarded it as a more ambitious approach 
that would benefit the charity in the ways outlined in the paper, not least of which 
in terms of increased fund-raising because independence would remove the 
perception that the charity was controlled by the Trust.   
 
AM confirmed that he has established a working group to embark on the 
necessary work pending Trust Board approval and that the possibility of existing 
NHS charities joining would be approached once independent status had been 
obtained. AM advised that the Corporate Trustee Board and ultimately the Trust 
Board would be kept abreast of developments. 
 

AM 
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The Trust Board NOTED the recommendation of the Charitable Trustee Board, 
the associated benefits and risks and APPROVED the proposal to pursue 
independent charitable status for the UHCW Charity. 

   
HTB 
15/758 

CODE OF CONDUCT AND STATEMENT OF RESPONSIBILITES BOARD OF 
DIRECTORS 

 

 AM presented the Code of Conduct and advised that it had been developed by RS 
following discussions that had taken place during the Board Development 
Programme and had been presented at the January Board Away Day.  Comments 
from members were invited and all indicated that they were content with the 
document.   
 
The Trust Board APPROVED the Code of Conduct and Statement of 
Responsibilities and to committed to COMPLIANCE with its provisions in the 
course of Trust business, both on an individual and collective basis. 

 

   
HTB 
15/759 

QUESTIONS FROM MEMBERS OF THE PUBLIC  

 A member of the public suggested that the impact of patients with ill health may 
affect the figures relating to food and drink with loss of appetite etc.  She further 
stated that it was a shame some local smaller hospitals had been closed down 
such as Cottage Hospitals, as this may have helped the Trust with operational 
pressure issues.   

 

   
HTB 
15/760 

These minutes are approved. 
 
SIGNED 
 

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

  
CHAIRMAN 
 

 
DATE 

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

 

 

 

Page 12 of 12 



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

26TH MARCH 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 FEBRUARY 2015 MEETING 
HTB/15/737 
Minutes  

Amendments to January board minutes to be 
made as agreed. 

RS 26.03.15 Completed Yes 

HTB/15/741 
Chief Executive 
Officer’s Report 

Response to the Freedom to Speak review to 
be brought back to the Trust Board 

MR/RS TBC Work underway; will be 
presented to the May Board 

No 

HTB/15/742 
We Care Patient 
Experience Report 

Food tasting session to be arranged following 
the March Trust Board meeting. 

RS 26.03.15 Completed Yes 

HTB/15/743 
Francis Action 
Plan Update 

Outstanding actions to be discussed at the 
Quality Governance Committee 

MP 26.03.15 Scheduled for the April 
meeting. 

No 

HTB/15/746  
Winter Plan and 
Emergency 
Pathway Update 

Further update to be given at the March 
meeting 

DE  26.03.15 On the agenda Yes 

HTB/15/747 
Patient Safety 
Walk-Round 
Programme 

Mechanism to develop to feed-back actions 
and recommendations arising out of the walk-
rounds 

MP 26.03.15 On-going No 
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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 John Mason, Healthwatch Coventry and Philip Robson, Chairman, 
Healthwatch Warwickshire 

• Clinical Excellence Awards Committee – NED Representative  
• Meeting with Councillor Gingell 
• Meeting with Stuart Annan, Chairman George Eliot Hospital 
• Board Seminar 5 March 2015  

  
 
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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26th March 2015 

   
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: 

 
• Dalton Review Workshop (27 February) 
• Together Towards World Class birthday events (week commencing 2 March) 
• Chief Inspector of Hospitals CQC Inspection (10 – 13 March)  
• Margaret Greer retirement (13 March) and Paul Martin retirement (19 March) 
• Pride of Coventry and Warwickshire Awards (20 March)  

 
Consultant Appointments: 
The following appointments have been made this month and I would like to take the opportunity to 
welcome them on behalf of the board to UHCW: 
 Dr Mark Li, Consultant Microbiologist 
 Dr Samita Majumda, Consultant Microbiologist 
 Dr Vicki Gordon, Consultant Hepatologist 
 
Accreditation: 
The Trust’s Occupational Health Department has been accredited with the Safe and Effective Quality 
Occupational Health Service standard; this is a fantastic achievement and I would like to congratulate 
the team on behalf of the Board. 
 
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. 
 
The report of the investigation into events at Morecombe Bay Hospital was published on 3rd March 
2015; a report detailing any actions to be taken by the Trust and this is being considered by the 
Board with a paper to follow at a future Trust Board. 
https://www.gov.uk/government/news/morecambe-bay-investigation-report-published 
 
The Department of Health is consulting on whether or not the NHS Litigation Authority (NHSLA) 
should incentivise the Duty of Candour.  The consultation includes a proposal around the 
implementation of financial penalties in the event that this is not complied with and there is a 
subsequent claim. 
https://www.gov.uk/government/consultations/how-nhsla-can-support-duty-of-candour-in-the-nhs 
The Director of Corporate Affairs has attended an event seminar to consider the issues that arise 
from the proposal and will respond to the consultation on behalf of the Trust. 

 
 
 
 
 

 

https://www.gov.uk/government/news/morecambe-bay-investigation-report-published
https://www.gov.uk/government/consultations/how-nhsla-can-support-duty-of-candour-in-the-nhs


 
UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 

 
REPORT TO THE TRUST BOARD: PUBLIC 

 
26th March 2015 

   
STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one): 
To Deliver Excellent Patient Care and Experience                                      
To Deliver Value for Money                                                         
To be an Employer of Choice    
To be a Research Based Healthcare Organisation    
To be a Leading Training and Education Centre    
 

RECOMMENDATION / DECISION REQUIRED:  
 

The Trust Board are asked to RECEIVE ASSURANCE from the report. 
 

 
IMPLICATIONS: 

Financial: None Highlighted 
HR/Equality & 
Diversity: 

None Highlighted 

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

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

Title Risk Management Strategy 2015/16 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer and Deputy Chief 
Executive Officer 

Date  26th March 2015 
 
1. Purpose  
 
To present and seek approval of the Risk Management Strategy for the period 2015/16. 
 
2. Background and Links to Previous Papers 
 
The draft strategy was presented to the March Board Seminar to afford Board members 
the opportunity to input and infuence its development.  Suggested amendments have 
been incorporated within the final version that is before the Trust Board for approval. 
 
3. Narrative 
 
The document sets out the strategic approach to Risk Management within the Trust for 
the period 2015/16.  It aims to build upon and develop existing risk management 
processes to ensure there is continuous improvement.  This in turn will provide assurance 
to the Chief Executive Officer as Accountable Officer and to the Trust Board that a 
framework is in place to identify, assess, manage and mitigate risk; risk management 
being a fundamental responsibility of the Board of Directors. 
 
4. Areas of Risk 
 
There are no specific risks associated with approving the strategy as the strategy is 
aimed at ensuring there are robust risk management practices in place across the 
organisation.  The risk arises out of failing to have an approved strategic approach in that 
this could result in lack of develoment and continous improvement in risk management 
processes. 

 
5. Governance  
 
Effective risk management is the cornerstone of effective corporate and clinical 
governance and a fundamental element of the Trust’s system of internal control. 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical Officer 
 
7. Recommendations 
 
The Board is asked to approve the Risk Management Strategy for 2015/16. 
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1.0 SCOPE 

This strategy applies to all areas and activities of the Trust and therefore to all staff 

employed by the Trust including contractors, locums and agency staff, students, 

volunteers, staff employed on honorary contracts and those employed by our PFI 

partner organisations.   

2.0 INTRODUCTION  

UHCW NHS Trust is committed to ensuring that the management of risk underpins 

all strategies, processes and activities that lead to the achievement of the aims and 

objectives of the Trust. 

The key aims of the strategy are to safeguard against the following risks which could 

affect the delivery of these objectives: 

1. Harm to patients, staff, service users and visitors 

2. Financial loss 

3. Failure to deliver objectives and regulatory obligations 

4. Damage to the reputation and standing of the Trust 

The Trust’s Risk Management Framework comprises this strategy and the 

accompanying Risk Management Policy.  The framework sets out the processes that 

the Trust will use to deliver effective risk management, ensure accountability at all 

levels of the Trust and that a consistent approach is taken across the organisation. 

3.0 STATEMENT OF INTENT 

Risk is defined as the chance that something will happen leading to a negative 

impact on the achievement of the Trust’s aims and objectives.  It is measured in 

terms of likelihood (frequency and possibility) of the risk occurring and the 

severity/consequence (impact or magnitude of the effect of the risk).   

The healthcare environment is highly complex and inherently risky.  The Trust 

acknowledges that things can, and do go wrong and is committed to the proactive 

management of risk as an integral component of the overall framework of 

governance and internal control.  

Given the complexity of the organisation, there can be several consequences arising 

out of any risk that materialises and in reflection of this an integrated approach to risk 

management will be taken, which incorporates all types of risk, including (but not 
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restricted to) strategic, clinical, quality, financial, health and safety, operational, 

external compliance, human resources and risks to the Trust’s reputation. 

3.1 Risk Management Strategy Objectives 

The overall objective of this Strategy is to ensure that risks are effectively managed 

where they are identified or arise, to ensure that the Trust’s overall strategic 

objectives are delivered in line with its values and that all legislative and regulatory 

requirements are met.  The way in which this will be achieved and the links to the 

overall Trust objectives and values are set out below. 

Strategic Objective Risk Management Objective Value 
To deliver excellent 
patient care and 
experience  
To deliver value for 
money 

Ensure that risks and their potential 
impact(s) inform policy and operational 
decision making. 

Compassion 
Pride 

To deliver excellent 
patient care and 
experience  

Minimise harm to patients, staff and the 
public 

Compassion 
Pride 

To deliver excellent 
patient care and 
experience  

Ensure that the complexity of risk in a 
healthcare setting is acknowledged through 
an integrated approach to risk 
management. 

Improve 

To be a research 
based healthcare 
organisation. 
To deliver value for 
money. 

Support innovation through controlled risk 
taking. Learn 

To be an employer of 
choice. 

Foster an open culture of learning to 
ensure that the Trust continually improves Openness 

To be a leading 
training and education 
centre. 

Raise awareness of the value of and need 
for risk management in the delivery of 
services 

Learn 

To be an employer of 
choice 

Provide resources and tools to ensure that 
staff can  confidently make decisions within 
a framework of control 

Pride 

Page 2 of 18 
Version number: 1.0 
Risk Management Strategy, Policy and Guidance.0 



3.2 Risk Management Benefits 

An effective risk management framework should result in: 

• Improved safety for patients and staff 

• Improved patient experience 

• Effective and efficient service delivery 

• Fewer unpredicted events and therefore reduction in time spent 

in crisis management/managing issues 

• Increased likelihood of change and innovation 

• More efficient use of resources 

3.3 Risk Tolerance/Appetite 

Risk appetite describes the approach and attitude that organisations take to risk 

which in turn dictates the level of risk that is considered to be acceptable (risk 

tolerance).  The Trust Board, through approval of this strategy will determine the risks 

that must be referred directly to, or escalated to the Trust Board. 

The Trust accepts that not all risk can be eliminated and systems that control risk 

must not be so rigid as to stifle innovation and creativity; this in itself being contrary to 

the achievement of the Trust objectives.  The Trust therefore defines an acceptable 

risk as one that has been: 

• Identified and entered onto the risk register 

• Quantified using the likelihood and consequence matrix (see appendix 1) 

• Reviewed and deemed acceptable by the appropriate committee  

• Controlled and being kept under review. 

The table below sets out the Trust’s approach to defining risk tolerance, which in turn 

defines escalation and dictates where risks will be accepted and monitored within the 

organisation 

3.4. Delegation 

It is neither necessary nor desirable for the Trust Board to be aware of every risk that 

is existence across the Trust.  For this reason, through approval of this strategy, the 
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Trust Board delegates the management of risk through the risk management 

framework.  This delegation is in the form of defining the level of risk (by score) that 

can be dealt with locally and those risks that must be escalated to the next 

management level. 

3.4 New Risks 

Any new risk that scores 15+ will be escalated to the appropriate Chief Officer. 

Any new risk scoring between 12 and 14 will be escalated to the Clinical Director and 

Group Manager or Head of Department in Corporate Areas. 

New risks scoring less than 12 are low risks and will be reported and monitored 

through the Group or corporate area governance arrangements. 

3.5 Reporting Arrangements 

The risk register is a management tool used to facilitate the capture of risks at all 

levels of the organisation and to provide a mechanism for monitoring and reporting 

risks.  Although there is only one risk register in use across the organisation, for the 

purpose of delegating risk management as described in (3.4) and preserving 

autonomy and defining the appropriate committee for accepting (or not) and 

monitoring risks, the register will be sub-divided based on risk scores.   

N/A Board Assurance 

Framework 

Quarterly monitoring at Trust Board 

and Audit Committee. 

Quarterly monitoring at COG. 

Risk rating 15+ Corporate risk register 

(BAF where appropriate). 

 

Monitoring at COG quarterly 

Monitoring at QGC monthly. 

Monitored at Trust Board twice a 

year. 

Any risks that are escalated to the 

BAF will be monitored at the Trust 

Board/Audit Committee. 

Risk rating 12-14 High Level Risk Register Monitoring at Risk Management 

Committee  

Risk rating 4-11 Group Risk Register Management at Group 

Level/Corporate Department 

Risk rating 1-3 Local Risk Register  Managed within the applicable 

service or department 
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3.6 Risk Escalation 

In the event that any monitoring Group or Committee is of the opinion that the risk 

cannot be accepted and needs to be escalated to the next management level then 

the Chair of that Committee or Clinical Director/Group Manager that is responsible for 

ensuring that this is done.  

As it is risk score that dictates where monitoring will take place, the score will be 

amended on the Datix system by the risk owner and will automatically be reported to 

the next level through the report that is drawn from the system. If the risk is a risk 

scored at 15 or above then the relevant Chief Officer will also be notified in line with 

(3.4.1).  

3.7 Board Assurance Framework (BAF) 

The BAF is an assurance document that enables the Board to review its principal 

objectives and ensure that there are sufficient controls in place to manage the risks to 

delivery.  The BAF is received by the Audit Committee and the Trust Board, their 

respective roles being: 

• Audit Committee; ensuring that the process is working effectively and that the 

Internal Audit Programme remains appropriate in light of any new/emerging 

risks.   

• Trust Board; ensuring that the risks are being appropriately managed by 

challenging the effectiveness of the controls, assurances and actions that are 

in place, proposals around changes in scores and considering the 

recommendation of the Quality Governance Committee with regards to the 

inclusion of any .new BAF risks. 

4.0 DETAILS OF THE STRATEGY 

The Risk Management Framework comprises the Risk Strategy and Risk 

Management Policy which establishes the mandate to the organisation from the Trust 

Board and confirms the commitment of the Board of Directors to a culture of positive 

risk management. 

It is designed to be a continuous cycle of ensuring that risks are identified, analysed, 

evaluated and controlled on a systematic basis to ensure that the impact of risks that 

threaten safety, service delivery or the achievement of the Trust’s objectives are 

mitigated. 
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5.0 INDIVIDUAL ACCOUNTABILITIES AND RESPONSIBILITIES 

5.1 Chief Executive Officer 

The Chief Executive Officer as Accountable Officer has overall responsibility for risk 

management in the Trust, in particular for ensuring that the Trust has an effective risk 

management system in place which is an integral requirement of the Annual 

Governance Statement.   

5.2 Chief Medical Officer  

Responsibility for the implementation of this Strategy and ensuring that a robust, 

integrated framework for risk management is in place, is delegated to the Chief 

Medical Officer, who is also the Trust Board lead for risk, taking the lead on the risk 

culture of the Trust. 

5.3 Director of Quality 

Member of the Risk Management and Quality Governance Committee and 

responsible for overseeing the monitoring of the Corporate Risk Register. 

5.4 Associate Director of Quality 

Responsible for the maintenance of the integrated incident and risk reporting 

database (Datix) and for maintaining associated policies and procedures.  Also 

responsible for improving risk management practices across the Trust and supporting 

Group management teams in developing risk processes.  

5.5 Group Managers/Clinical Directors 

Responsible for ensuring that risk registers are in place for their Group, that risks are 

identified, assessed and monitored, updated and that mitigating actions are followed 

through.  They are also responsible for cascading operational risk management via 

the Group line management structure and implementing this strategy at local level. 

5.6 Line Managers 

Responsible for ensuring that risk management training needs are evaluated and that 

staff receive training appropriate to their needs.  Also responsible for ensuring that 

risks relating to their area of responsibility are identified, assessed and evaluated. 

5.7 Individual Staff 

Are responsible for understanding the risk management framework and related 

policies and procedures.  All staff have a responsibility to comply with policies, 
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procedures and protocols relating to risk and to foster an effective risk management 

culture.  

6.0 COMMITTEE STRUCTURE 

6.1 Trust Board 

The Trust Board is ultimately accountable for the success of the Trust; the effective 

management of risk and compliance with legislation and regulatory requirements is 

pivotal to this success. 

The Trust Board is responsible for: 

• Determining the strategic approach to risk and the Trust’s risk appetite and 

reviewing this on an annual basis. 

• Providing high level commitment and leadership to effective risk management 

• Ensuring that strategic risks are properly identified, managed and mitigated 

through: 

 Identifying the risks to the achievement of the corporate objectives each 

year for inclusion on the Board Assurance Framework (BAF) 

 Ensuring that the BAF is at all times a reflection of the strategic risks that 

the Trust is facing. 

 Ensuring that the control, assurances and mitigating actions are 

appropriate 

 Receiving the Corporate Risk Register on a twice-yearly basis. 

The Trust Board will receive a quarterly Board Assurance Framework report detailing 

the strategic risks and the plans in place to mitigate these.  

6.2 Audit Committee  

The role of the Audit Committee is to ensure the maintenance of an effective system 

of integrated governance, internal control and risk management across all 

organisational activity. In particular the Committee will review the relevance and 

rigour of the BAF to satisfy itself that the operational issues are being managed by 

executive directors and managers, and that the BAF concentrates on the right areas 

(high risk, business critical).  This is achieved by reviewing the effectiveness of the 

processes associated with the BAF and how well it is embedded in the organisation. 

The Audit Committee is also responsible for ensuring that the Internal Audit and 
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Clinical Audit Plans are aligned to the strategic risks to provide assurances on the 

operation of the controls and for obtaining additional assurances where required. 

6.3 Quality Governance Committee (QGC) 

The QGC has delegated authority from the Trust Board to monitor and keep under 

review the Corporate Risk Register, ensuring that risks are properly mitigated and 

ensuring that recommendations are made to the Trust Board around risks that may 

require inclusion on the BAF.  QGC will monitor the effectiveness of the risk 

management arrangements across the Trust through receipt of a report and minutes 

of the Risk Management Committee.  The Chair of the Risk Management Committee 

will be in attendance at QGC. 

QGC is also responsible for undertaking deep-dives into any quality or safety related 

risks identified by the Trust Board as necessitating this and for reporting back to the 

Board accordingly.   

6.4 Finance and Performance Committee (F&PC) 

The F&PC is responsible for undertaking deep dives into any performance of finance 

related risks identified by the Trust Board as requiring further investigation and for 

reporting back to the Board accordingly. 

6.5 Chief Officers’ Group (COG) 

COG will review the BAF and Corporate Risk Register on a quarterly basis to ensure 

that risks are being managed and mitigated and that that actions are being 

undertaken and completed in line with timescales. 

6.6 Risk Management Committee (RMC) 

The RMC is a sub-committee of QGC and is responsible for ensuring that risk 

management activity is co-ordinated across the Trust.  RMC will ensure that Group 

risk registers are maintained and that risks are being properly monitored and 

mitigated within Group Governance Structures.  This will be achieved through the 

attendance of Group Managers at the RMC on a rotational basis. RMC is also 

responsible for making recommendations to QGC in relation to risks being included 

on the Corporate Risk Register in line with identified risk tolerance levels. 

RMC will receive a regular report from the Health & Safety Committee (HSC) and the 

Chair of the HSC will be a member of the RMC. 
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7.0 RESOURCES  

The Trust recognises that appropriate resources will need to be put into place to allow 

staff at all levels of the organisation to deliver the required risk management activity.  

These resources will include: 

• Tools; risk management and incident reporting software (currently Datix) 

• Training; on risk management and incident reporting and on responsibilities in 

this regard. 

• Corporate support; this will be provided by the central Risk Management 

Department  

8.0 IMPLEMENTATION 

The strategy will be implanted and operationalized by the Risk Management Policy.  

Effective risk management is a continuous cycle of planning, implementation, 

monitoring and reviewing and the strategic approach to risk management will 

therefore be reviewed  by the Trust Board each year to ensure that it remains optimal 

and in line with best practice. 

9.0 KEY PRINCIPLES 

9.1 Systematic Risk Identification 

The Trust is committed to systematically identify and manage all foreseeable risks to 

which it may be exposed and which may hinder the achievement of its objectives. 

This can be done proactively or reactively: 

• Proactive identification arises out of local risk assessments, impact 

assessments and gap analyses of published reports. 

• Reactive identification can occur as a result of a serious incident, a trend in 

incidents or complaints or as a result of some other occurrence. 

Methods used in systematic risk identification are set out in the Risk Management 

Policy. 

9.2 Risk Evaluation/Assessment 

Once risk identification has occurred a risk must be entered onto the database, 

analysed and scored.  Further detail is set out in the Risk Management Policy but this 

involves:  
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• Clear statement of the hazard(s) and outcomes if left uncontrolled. 

• Listing of controls, assurances and gaps in place at the time of identification. 

• Risk scoring according to the likelihood/ consequence matrix. 

• Action plan and performance indicators to measure the effects of introduced 

controls with time or against targets. 

9.3 Risk Monitoring and Review 

The risk owner is responsible for monitoring progress made in terms of risk mitigation 

and for ensuring that the register is kept up to date.  Responsibility for overseeing 

that risks are being managed and monitored falls to the appropriate committee as set 

out in section 3.3. 

9.4 Enabling Effective Risk Management 

The Risk Management Policy will support the implementation of the strategy by: 

• Defining how to identify and assess “what can go wrong” and how to identify 

and record controls and mitigation 

• Defining when a risk must be escalated to the next level of management 

• Defining how and when risk will be communicated 

• Define how on-going risk management monitoring and review will be 

undertaken  

9.5 Integrating Risk into Everyday Practice 

The aim of this strategy is to ensure that risk is embedded in day to day working 

practices and processes at UCHW through: 

• Defining when we need to identify and assess what can go wrong 

• Establishing the requirement to assess risk and set out mitigation in internal 

processes e.g. annual planning/business cases/ projects 

• Monitor the success of the measures that we have in place 

10.0 DISSEMINATION AND IMPLEMENTATION 

This strategy will be published on the Trust’s intranet site once approved by the Trust 

Board and will be distributed to all Clinical Directors/Group Managers and Heads of 

Corporate Departments. 

11.0 TRAINING 

Risk management training is targeted at a level appropriate to the risk management 

responsibilities of individuals and groups. All staff will have some responsibility for 
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risk identification, risk reporting and risk communication. Others will have specific 

duties for risk assessment, risk management and risk reporting at a higher level.  As 

part of the Trusts corporate mandatory and induction programme, the Training needs 

analysis has identified that all staff will receive basic risk management awareness.  In 

addition the following table details the various other levels of training that need to be 

implemented, delivered and monitored. 

12.0 MONITORING COMPLIANCE WITH THE PROCEDURAL DOCUMENT 

This section details risk monitoring and review in regard to the risk management 

process, once risk treatments have been chosen and risk controls are in place.  

There are four main aspects of the strategy set out in the table below on risk 

structure, risk register and the process for managing risks. Compliance with 

monitoring the strategy is recorded in reports that are collated as shown below. 
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13.0 STAFF COMPLIANCE STATEMENT  

All staff must comply with this policy and failure to do so may be considered a 

disciplinary matter leading to action being taken under the Trust’s Disciplinary 

Procedure. Actions which constitute breach of confidence, fraud, misuse of NHS 

resources or illegal activity will be treated as serious misconduct and may result in 

dismissal from employment, and may in addition lead to other legal action against the 

individual/s concerned. 

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

12.1 Monitoring Table  
Aspect of 
compliance or 
effectiveness 
being 
monitored 

Monitoring 
method 

Individual 
or 
department 
responsible 
for the 
monitoring 

Frequency 
of the 
monitoring 
activity 

Group / 
committee 
which will 
receive the 
findings / 
monitoring 
report 

Group / 
committee / 
individual 
responsible 
for 
ensuring 
that the 
actions are 
completed 

The 
Organisational 
Risk 
Management 
Structure is 
functioning with 
reporting as 
described 

Report from 
Internal 
audit/Annual 
Governance 
Statement 

Chief 
Finance 
Officer 

Annual Audit 
Committee 

Trust 
Board 

The Board 
review of the 
Trust risk 
register is 
taking place as 
described 

Submission 
of Corporate 
Risk and 
BAF report 
to Trust 
Board 

Chief 
Medical 
Officer 

Quarterly Trust Board Trust 
Board 

Process for 
managing local 
risks (non-
clinical) is being 
followed by all 
those with 
responsibility 
for this. 

Audit and 
inspection of 
local risk 
assessments 
and risk 
management 
methods 

Quality & 
Patient 
Safety 
Department 

Rolling 
programme 
with annual 
review and 
Annual 
Report to 
Trust Board 

Trust 
Health, 
Safety & 
Fire 
Committee 

Quality 
Governance 
Committee  

Process for 
managing local 
risks (clinical) is 
being followed 
by all those with 
responsibility 
for this. 

Clinical risk 
review 
(patient 
safety audit) 

Quality & 
Patient 
Safety 
Department 

Rolling 
programme 
with annual 
review and 
Annual 
Report to 
Trust Board 

Quality 
Governance 
Committee 

Trust Board 

Duties The duties will be monitored through review of the other aspects above. 
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14.0 EQUALITY & DIVERSITY STATEMENT  

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

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

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

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

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

caring responsibilities nor will they be disadvantaged by conditions or requirements 

which cannot be shown to be justifiable.  All staff, whether part time, full-time, 

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

and with dignity and respect. 

15.0 REFERENCES AND BIBLIOGRAPHY 

1. NHSLA Risk Management Standards for Acute Trusts 2012/13 on line 
www.nhlsa.com/publications  

2. A Risk Management Standard, Airmic, Alarm, IRM: 2002 

3. Internal Control: Guidance For Directors On The Combined Code’ (Turnbull 
Report On Corporate Governance). 

4. The Healthy NHS Board – Principles for Good Governance, NHS National 
Leadership Council. 

5. DH (2002). Assurance: The Board agenda 

6. DH (2003). Building the assurance framework: a practical guide for NHS Boards 

7. DH (2006). Integrated governance handbook 

8. DH (2008). Board assurance: a guide to building assurance frameworks for 
reducing healthcare associated infections 

9. Audit Commission (2009). Taking it on Trust: a review of how boards of NHS 
Trusts and foundation trusts get their assurance. 

16.0 UHCW ASSOCIATED RECORDS 

1. Risk Management Policy, V1, e-Library 

2. Disciplinary and Appeals Procedure, V3, e-Library 

3. Training Needs Analysis 

4. Terms of reference for the Audit Committee and the Quality Governance 

Committee, Risk Committee and the Health Safety and Fire Committee 

17.0 APPENDICES  

 Appendix 1. Risk Framework Structure 

 Appendix 2. Board Assurance Framework 
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Appendix 1 Risk Grading Matrix 

CONSEQUENCES LIKELIHOOD 
Rare 
(1) 

Unlikely 
(2) 

Possible 
(3) 

Likely 
(4) 

Almost 
certain (5) 

Negligible (1) 1 2 3 4 5 

Minor (2) 2 4 6 8 10 

Moderate (3) 3 6 9 12 15 

Major (4) 4 8 12 16 20 

Catastrophic (5) 5 10 15 20 25 

Very Low 
Low 
Moderate 
High 
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 Enclosure 6 
 

PUBLIC TRUST BOARD PAPER  
 

26 MARCH 2015 
Title Board Safety & Quality Walk-Round Programme Update 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer/Deputy CEO 

Date  26 March 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 March. 
 
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 March are as follows: 
 

• 5 March - Outpatients– Andy Hardy, CEO 
• 25 March – Centre Reproductive Medicine – Andy Meehan, Chairman 
• 26 March – Coronary Care Unit – Brenda Sheils, Non-Executive Director and 

Meghana Pandit, Chief Medical Officer 
 
Work is being undertaken to develop a reporting mechanism around the actions arising 
out of the walk-rounds to provide assurance to the Trust Board that actions are being 
undertaken. 
 
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:  25.03.15 
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 Enclosure 7 
 

PUBLIC TRUST BOARD PAPER  
 

Title Trust wide Nursing/ Midwifery Staffing Risk Assessment 
Author Linda Abolins Deputy Chief Nursing Officer 
Responsible 
Chief Officer 

Professor Mark Radford 
Chief Nursing Officer 

Date  26th March 2015 
 
1. Purpose  
 
In Hard Truths (DOH 2014), the Secretary of State outlined the requirement for NHS 
organisations to demonstrate they are delivering safe and effective care, including a 
range of nurse safer staffing performance indicators. As part of our scrutiny on staffing, 
and given the current nursing and midwifery vacancy position, a pan hospital staffing risk 
assessment was undertaken based on November 2014 quality and safety indicators and 
workforce metrics.  

This paper outlines the national context and background to safer staffing, risk 
assessment methodology, mitigations and residual risk assessment rating and seeks 
Trust Board approval of the rating, plans and mitigations.  

 
2. Background and Links to Previous Papers 
 

• The National Quality Board set out in its 2013 guidance, the expectations of both 
commissioners and providers in relation to getting nursing, midwifery and care 
staffing right to ensure delivery of high quality care and the best possible outcomes 
for patients.  

• Safe Staffing guidance issued by NICE in July 2014 has made recommendations 
(based on best available evidence) on safe staffing for nursing in adult in-patient 
wards. Evidence supports ratios of trained nurses greater than 1:8 can be linked to 
poorer outcomes for patients (NICE 2014).  

• The Trust Board receives monthly data on staffing figures showing Trust wide 
nurse staffing, exceptions and actions being taken.  The Board also receives bi-
annual data on the assessment against NICE guidance, last received in November 
2014.   

 
3. Narrative 
 
Whilst the bi-annual review to Trust Board includes patient acuity and dependency ward 
by ward and assessment against NICE guidance, SNCT and professional judgement, this 
risk assessment seeks to quantify the overall risks of nurse vacancies across the 
organisation, so that Board is sighted of these and is clear on work being undertaken to 
reduce overall risk to quality of patient care and negative impact on staff working with 
staff shortages and high agency use.  The nurse vacancy position as at 30th November 



2014 was 13% (range 1.22%- 25%). Reviewed again in February 2015 based on January 
data- 13.89% (range 1.16 - 32%) 
 
The Chief and Deputy Chief Nursing Officer met with Matrons at the end of December 
2014 to review the actual and potential risks to patient safety per core group and across 
the Trust as a whole, using a range of quality and staffing key performance indicators. 
This also included a review of those wards with red / amber risk profiles (based on a 
composite assessment of the above KPI’s) and Essence of Care benchmarking 
information on a range of indicators and comparison to 2013 data. The risks scores 
ranged from 9-16, the rating from moderate to high.   
 
The attached paper identifies a number of short, medium and long term mitigations and 
actions to reduce the number of vacancies and the impact on quality of care to patients.  
 
4. Areas of Risk 
 

• Clinical 
Impact on slight increase in monthly avoidable grade 3 pressure ulcers (average 3 per 
month since July 2014), deterioration in Essence of Care Benchmark results from 
2013 data, impact on mandatory training compliance  
 
• Financial 
Increase in agency spend to circa £13m. 
 
• Reputation 
Potential as (not) the employer of choice for pre-registration students and qualified 
staff who are able to ‘cherry pick’ hospitals and posts within West Midlands 
 
• Performance 
 Potential impact on ‘flow’ when we don’t have permanent UHCW staff that are familiar 
with policy and procedure  

 
The attached paper identifies a number of short, medium and long term mitigations and 
actions to reduce the number of vacancies and impact on quality of care to patients.  
 
5. Governance  
 
The Trust Board is responsible for ensuring that the services that the Trust provides are 
safe; nurse staffing is an integral element of patient safety.  The risk will be monitored in 
accordance with the Trust’s risk management framework processes. 
 
6. Responsibility 
 
Linda Abolins Deputy CNO on behalf of Professor Mark Radford Chief Nursing Officer  
 
7. Recommendations 
 
The Board is invited to note the current risk rating, the proposals for monitoring and to 
approve the short, medium and long term actions and mitigations as outlined.  
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Name and Title of Author: Linda Abolins 
Deputy Chief Nursing Officer 
 
Date: 17th March 2015 
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University Hospitals Coventry and Warwickshire 

Trust wide Nursing / Midwifery Staffing Risk Assessment 

Trust Board 26th March 2015 

 

1. Introduction 

In Hard Truths (DOH 2014), the Secretary of State outlined the requirement for NHS 
organisations to demonstrate they are delivering safe and effective care, including a 
range of nurse safer staffing performance indicators. The Trust Board receives 
monthly data on staffing figures showing Trust wide nurse staffing, exceptions and 
actions being taken and a bi-annual assessment against NICE guidance. As part of 
our scrutiny on staffing, and given the current nursing and midwifery vacancy 
position, a pan hospital staffing risk assessment was undertaken based on 
November 2014 quality and safety indicators and workforce metrics. This paper 
outlines the national context and background to safer staffing, risk assessment 
methodology, mitigations and residual risk assessment rating. 

2. National Context 

The centre for Workforce Intelligence reporting in 2013 predicted the NHS will have 
between 0.6% - 11% fewer nurses than it needs by 2016, but a surplus of midwives, 
basing this on factors such as eligibility to retire, number of students being educated, 
expected (increased) demand for services and financial pressures. 

A survey conducted in 2014 by Health Education England (for NHS Employers) 
found that 83% of organisations are currently experiencing a shortage of nurses. 
Over 40 different specialities of nursing were reported to be hard to fill and skills 
shortages were the most reported reason for difficulty in recruiting. A national 
Nursing Workforce Supply and Demand Project group is being led by Jane 
Cummings CNO England (the Trust’s CNO is a member), to agree a national and 
system wide approach to recruitment, retention, training and education and return to 
nursing. 

Whilst a number of English trusts have recruited from within the European Union, 
there is anecdotal evidence that not all employers have been successful in retaining 
these staff.  Overseas recruitment is more difficult due to stricter immigration controls 
on non-European Union nurses and the UK’s sign up to the WHO commitment to 
reduce recruitment of foreign health workers. Changes to Home Office policy in 2014 
will mean limitations on Tier 2 Visa’s (outside EEA) which means that for nursing, 
only specialist nurses in NICU and a minimum appropriate salary (£21, 388) are 
eligible in Government approved shortage occupations. 
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3. Background 

The National Quality Board set out in its 2013 guidance, the expectations of both 
commissioners and providers in relation to getting nursing, midwifery and care 
staffing right to ensure delivery of high quality care and the best possible outcomes 
for patients. Safe Staffing guidance issued by NICE in July 2014 has made 
recommendations (based on best available evidence) on safe staffing for nursing in 
adult in-patient wards. Evidence supports ratios of trained nurses greater than 1:8 
can be linked to poorer outcomes for patients (NICE 2014). Whilst the bi-annual 
review that is currently presented to Trust Board includes patient acuity and 
dependency ward by ward and assessment against NICE guidance, SNCT and 
professional judgement, this risk assessment seeks to quantify the overall risks of 
nurse vacancies across the organisation, so that Board is sighted of these and is 
clear on work being undertaken to reduce overall risk to quality of patient care and 
negative impact on staff working with staff shortages and high agency use.   

As at 30th November 2014, the average nursing vacancy position across the Trust 
stood at 13% (range 1.22% - 25%) for Registered Nurse and Health Care Support 
Workers, a total of circa 400 posts. Recent data presented to the Chief Officers’ 
Group (COG) in February 2015 and following Human Resource review, suggests the 
figure for all vacancies is 1000 posts across the Trust.  It was agreed that each 
Matron would review and update their local staffing risk assessments and these 
would be reported to COG. The report was submitted to COG on 4th March 2015 and 
the risk rating was agreed.   

4. Risk Assessment Process  

The Chief and Deputy Chief Nursing Officer met with Matrons at the end of 
December 2014 to review the actual and potential risks to patient safety per core 
group and across the trust as a whole. Birthrate plus has been used to assess 
midwifery staffing requirements and an external review by Angela Horsley Senior 
Nurse for Children NHS England was undertaken in October 2014 across our 
paediatric wards. These have been used to inform risk assessments in those areas 

Each matron was tasked with undertaking the following;- 

• Assessing the current risk based on the nurse vacancy position as at 30th 
November 2014. Reviewed again in February 2015 based on January data- 
13.89% (range 1.16 - 32%) 

• Using the nursing Key Performance Indicators for November 2014 and again 
in January 2015 (see appendix 1) to assess any impact from the vacancy 
position on quality and safety – any demonstration of deterioration / change. 
This includes measures for sickness/ absence, vacancies, (registered and 
non-registered), agency usage, harmful falls, avoidable pressure ulcers and 
mandatory training compliance  

• Reviewing any relevant Clinical Adverse Events (CAE), Family and Friends 
Test (FFT) results, patient feedback and complaints 
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• For Surgery and Gerontology, a more in depth risk assessment in relation to 
the pre and post ward reconfiguration  (changes took place in February 2015) 

• To ensure the risk assessment contained robust mitigations e.g. daily staffing 
review,   management and escalation, change to working practice, flexibility of 
working hours etc. and longer term plans for recruitment and retention before 
determining the risk score 

• To ensure the individual core group risk assessment was on the local risk 
register and discussed during QUIPs meetings 

• Each risk assessment was amended based on the above and re-reviewed by 
Deputy CNO providing professional objective challenge to each group risk 
score and the risk rating and changed accordingly.  This also included a 
review of those wards with red / amber risk profiles (based on a composite 
assessment of the above KPI’s) and Essence of Care benchmarking 
information on a range of indicators and comparison to 2013 data 

 
Overall, there has been some deterioration in avoidable grade 3 pressure ulcers 
since August 2014, with an average of 3 per month (previously 2 or below) and a 
reduction in compliance with nursing documentation observed during Essence of 
Care Benchmark assessment and 10 clinical areas rated red for more than half of 
the benchmarks. Results for 2014/15 compare less favourably with 2013/14 results 
in all benchmarks. Increase in the use of agency staff has been observed in all Core 
Groups since April 2014 and the quality of some agency staff has resulted in the 
Trust giving feedback to particular agencies and preventing further work at the Trust.   
 

5. Results 

The table below identifies the risk per core group. Because of the particular issues, 
Renal and Acute Medicine have been separated out, as has Children’s and 
Maternity.  

Core Groups  (Average in patient vacancy 
rate 13% range 1.22%- 25% ) 

Risk Score Risk Rating 

Cardiac (additional beds open in Cardiology 
day unit to manage increased admissions. 
Since February, these have been closed)  
 
Respiratory 

(L) 4 x (C) 4 = 16 ( with 
additional beds open) 12 
when closed 
 
 
(L) 4 x (C) 4  =16  

High Risk -  
Moderate 
Risk 
 
 
 
 
High Risk 

Renal (Haemodialysis vacancy has increased 
overall risk score. Robust 3-6 month action 
plan in place to address)  
 
 

(L) 4 x (C) 4  =16      
 
 

High Risk 

Acute Medicine (L) 3 x (C) 3= 9 Moderate 
Risk 

Emergency Medicine (L) 3 x  (C)  3= 9 Moderate 
Risk 
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Neuroscience (L) 5 x C) 3 = 15 High Risk 
Oncology and Haematology (L) 5 x C) 3 = 15 High Risk 
Surgery 
 
 

(L) 4 x (4)  =16  
 
(L) 3 x (3) = 9 post 
reconfiguration 
 

High Risk 
 
Moderate 
Risk 
 

Critical Care (L) 4 x (3)  =12  
                      
(L) 5 x (C) 3 =15 (not able 
to open funded beds) 
 

Moderate risk 
 
High Risk 

Trauma and Orthopaedics (L) 4x C) 3 = 12 Moderate 
Risk 

Maternity 
Gynae  

(L) 4 x (C) 3 = 12 
(L) 4 x (C) 3 = 12 
 

Moderate 
Risk 
High Risk 

Children’s services (L) 2 x  (C) 4 = 8 
(L) 4 x (C)  3 = 12 for 
PHDU 
(mismatch of staffing for 
number of funded beds 
currently)  

Moderate 
Risk 

Ambulatory Services (L) 4 x (C) 3 = 12 Moderate 
Risk 

Theatres 
Day surgery unit ( utilised as inpatient beds 
currently) 

(L) 3 x (C) 3 = 9 
(L) 3 x (C) 4 = 12 (with 
additional beds open) 

Moderate risk 
Moderate 
Risk 

Gerontology (L) 4 x (C) 4 = 16  
(L) 3 x (C) 4 =  12 post 
reconfiguration 

High Risk 
Moderate 
Risk 

Rugby St. Cross  (L) 3 x (C) 3 = 9 
  

Moderate risk 

Radiology (L) 4 x (C) 3 = 12 Moderate 
Risk 

 

6. Trust wide Mitigations 

We have put in place a large number of short, medium and long term actions to 
mitigate the risks of vacancies across the Trust: 

6.1 Short Term (December- March 2015) 

1. Recruitment Lead Nurse in post since 1st December with a specific focus on 
registered and non-registered nurse recruitment.  

2. HR review and streamline of recruitment process with target to reduce nurse 
vacancies to circa 100 by (end) March 2015. 
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3. Escalation process for safer staffing to look at solving local staffing issues by 
taking a pan-trust overview. Daily report to CNO. 

4. Targeted recruitment plans and actions for areas with particular pressures e.g. 
renal haemodialysis, gerontology, neurosciences. 

5. Creating some short-term (6 month) Band 3 posts in areas of highest risk- e.g. 
neurosciences and gerontology. 

6. Follow up of all Band 5 leavers to elicit reasons for leaving. 

5.2 Medium Term (March- September 2015) 

1. Increased Trust attendance at wide range of recruitment fairs 

2. Nurse branding- development of nursing recruitment micro-site and targeted 
advertising for particular specialities 

3. Developing ‘bespoke’ induction and training to support nurses from non-acute 
Trust settings to integrate into UHCW 

4. Working with Community Mental Health partners to explore the potential for 
nurses with a mental health background in areas such as Gerontology/ Neuro 

5. Return to Practice Nursing programme (1st cohort of 10 returners) 

6. Sharing and learning from recent experience from preceptor’s (first year of 
registered practice) 

7. Exploring overseas recruitment  

5.3 Longer Term (September 2015 onwards) 

1. Offering non-registered Apprenticeships within nursing (first cohort in September 
2015) 

2. Increase in pre-registration nursing commissions 

    6. Trust wide Risk Rating 

Taking into consideration the following factors 1) recent information presented to 
COG in February with regard to actual vacancies across the Trust, 2) the wide use of 
agency staffing to backfill permanent posts, 3) deterioration noted in quality 
indicators e.g. pressure ulcers, essence of care benchmarks, 4) the number of Core 
Groups across the Trust identified with a moderate to high risk, the overall trust risk 
rating should be considered as high risk and scored at 15. This has been included 
within the corporate risk register and will be monitored in accordance with the Trust’s 
risk management framework. 
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7. Conclusion 

Shortage of registered nursing staff is a national issue which will not be resolved 
easily in the short term. The Trust is taking a proactive approach to managing the 
‘here and now’ issues as well as short, medium and long term plans. The nursing/ 
midwifery staffing risk will be kept under regular review and will be formally reviewed 
again in 3 months.  
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Cardiothoracic 
Surgery/Cardiology/Respirator
y 

                     

Cardiothoracic ITU 3.86% 3.44% 7.01% 21.24% 7.64% 2.03% 91.33% 63.57% 0 0 0 0 0 0 0 97.10% 50.00% 100.00
% 

86.77% 0  

Coronary Care Unit 11.92% 12.83% 7.28% 9.90% 11.19% 1.96% 100.00
% 

107.27
% 

0 0 0 0 0 0 0 95.83% 46.15% 100.00
% 

79.17% 0 100.00% 

Ward 10 4.53% 6.13% 0.84% 24.28% 20.65% 60.23% 95.03% 94.40% 0 1 16 1 0 0 0 96.43% 50.00% 80.00% 66.67% 0 80.95% 

Ward 11 3.13% 3.41% 2.45% 3.32% 2.83% 18.28% 99.67% 95.24% 0 0 1 0 0 0 0 80.65% 57.78% 86.67% 74.58% 0 92.50% 

Ward 30 4.90% 3.77% 6.45% 13.54% 11.74% 22.79% 96.43% 99.03% 0 0 5 0 0 0 0 77.78% 69.70% 55.00% 88.68% 2 80.77% 

Ward 31 6.50% 1.75% 10.99% 25.77% 14.03% 28.50% 98.57% 96.15% 1 0 10 0 0 0 0 86.67% 39.13% 28.57% 90.91% 0 87.50% 

Renal/Transplant                      

CAPD 4.61% 3.57% 6.81% 12.97%     0 0 0 0 0 0 0 100.00
% 

75.00% 66.67% 100.00
% 

0  

Renal Dialysis 17.98% 13.73% 0.00% 0.41%     0 0 0 0 0 0 0 97.62% 75.00% 66.67% 93.67% 0  

Ward 12 - CDU 6.84% 1.38% 13.97% 19.26% 25.96% 21.98% 100.14
% 

97.32% 0 0 3 0 0 0 0 89.06% 80.49% 91.30% 65.63% 0 72.00% 
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http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=747&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=750&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=773&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=774&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=791&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=792&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=746&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=768&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=775&rs%3AParameterLanguage=


Ward 12 - Obs 1.98% 1.97% 1.99% 14.35% 16.81% 4.72% 95.09% 94.64% 0 0 4 0 0 0 0 95.46% 91.67% 100.00
% 

86.36% 0  

Ward 2 - Short Stay 11.79% 11.54% 12.05% 16.91% 24.17% 21.01% 96.84% 101.63
% 

0 0 5 0 0 0 0 77.78% 90.00% 100.00
% 

91.43% 1 87.04% 

Ward 50  Renal 7.36% 7.30% 7.43% 25.05% 29.56% 34.19% 103.82
% 

125.93
% 

1 2 14 0 0 0 0 82.14% 35.29% 70.00% 81.48% 1 85.00% 

Emergency Department                      

Emergency Department 7.05% 9.10% 1.24% 28.99% 16.83% 14.36% 95.29% 85.19% 0 0 1 0 0 0 0 94.06% 77.78% 83.33% 77.23% 0  

Neurosciences                      

Ward 41 6.68% 8.91% 3.71% 17.18% 12.09% 14.96% 90.58% 107.66
% 

0 0 11 0 1 0 0 92.00% 60.71% 85.00% 81.25% 1 100.00% 

Ward 42 2.34% 3.36% 1.15% 10.93% 11.49% 67.78% 96.79% 113.89
% 

0 0 8 0 0 0 0 87.81% 54.55% 16.67% 77.50% 0 100.00% 

Ward 43 12.05% 10.56% 14.04% 21.04% 11.42% 41.38% 80.73% 118.42
% 

0 0 3 0 0 0 0 77.05% 41.67% 17.39% 77.97% 2 95.74% 

Oncology & Haematology                      

Arden Cancer Centre 11.70% 6.43% 18.72% 20.40% 6.64% 21.01%   0 0 0 0 0 0 0 70.00% 63.16% 0.00% 70.00% 0  

Ward 34 6.15% 6.76% 4.38% 16.09% 5.90% 48.47% 93.11% 108.33
% 

0 0 5 0 0 0 0 69.70% 57.69% 42.86% 93.94% 0 95.00% 

Ward 35 10.64% 14.18% 4.37% 11.74% 20.51% 34.77% 92.35% 94.81% 0 0 7 0 3 0 0 88.24% 70.83% 70.00% 73.53% 2 82.61% 

Surgery                      

DSU Ward 7.63% 4.06% 13.62% 9.61% 31.07% 31.64% 117.94
% 

124.14
% 

0 0 0 0 0 0 0 74.42% 70.00% 69.23% 60.47% 0  

Endoscopy 4.80% 3.57% 5.94% -5.93% 7.86% 3.03%   0 0 0 0 0 0 0 97.44% 100.00
% 

68.75% 71.80% 0  

MainTheatres 6.05% 6.00% 6.15% 17.66%     0 0 0 0 1 0 0 95.52% 89.60% 81.82% 91.10% 0  

Max Fax Unit 4.79% 6.74% 0.00% 8.40%     0 0 0 0 0 0 0 92.86% 100.00
% 

72.73% 84.62% 0  

Th DSU 5.75% 2.59% 10.76% 14.40% 22.65% 3.25%   0 0 1 0 0 0 0 95.35% 92.59% 93.75% 95.35% 0  

Ward 20 5.11% 5.22% 5.02% 41.33% 14.19% 47.45% 97.48% 93.83% 0 0 0 0 1 0 0 89.47% 62.50% 63.16% 77.14% 2 86.96% 

Ward 21 Surgery 4.15% 3.59% 4.63% 8.61% 17.73% 39.05% 102.38
% 

93.88% 0 0 2 0 0 0 0 86.21% 40.00% 61.54% 67.86% 0 86.67% 
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http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=776&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=780&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=803&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=755&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=800&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=801&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=802&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=745&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=797&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=798&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=754&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=756&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=761&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=762&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=770&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=781&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=782&rs%3AParameterLanguage=


Ward 22 ECU 4.90% 6.60% 2.25% 13.59% 18.63% 15.37% 99.11% 104.76
% 

0 0 0 0 0 0 0 84.85% 54.55% 90.91% 75.76% 0 100.00% 

Ward 22 SAU 3.52% 5.39% 0.00% 7.42% 13.75% 19.91% 92.93% 100.00
% 

0 0 2 0 0 0 0 93.94% 43.48% 70.00% 60.61% 0 63.64% 

Ward 22a Vas 13.08% 2.53% 25.13% 24.36% 12.54% 50.44% 98.21% 90.71% 0 0 2 0 0 0 0 95.00% 80.00% 88.89% 84.21% 0 100.00% 

Ward 32 9.53% 3.80% 16.57% 8.29% 12.93% 16.55% 97.86% 100.93
% 

0 0 3 0 0 0 0 96.88% 40.54% 50.00% 73.02% 0 91.49% 

Ward 33 17.44% 13.17% 22.27% 37.93% 14.87% 38.30% 95.45% 97.79% 0 0 1 0 0 1 0 76.19% 33.33% 50.00% 80.00% 0 75.00% 

Ward 33 Renal 0.00% 0.00% 0.00% -
49.35% 

  92.65% 93.18% 0 0 2 0 0 0 0 90.63% 33.33% 58.82% 71.88% 0 50.00% 

Ward 33 Short Stay 16.88% 10.87% 23.78% 2.08% 4.05% 37.47% 93.01% 99.36% 1 0 4 0 0 0 0 97.06% 45.00% 53.85% 84.85% 0 81.25% 

Trauma & Orthopaedics                      

Trauma Ward 3.68% 5.73% 0.77% -5.11% 6.54% 13.90% 97.02% 171.43
% 

0 0 0 0 0 0 0 100.00
% 

41.67% 60.00% 94.12% 0  

Ward 52 5.48% 4.49% 6.75% 2.44% 4.98% 21.50% 110.16
% 

83.23% 0 0 9 0 0 0 0 95.92% 20.69% 31.58% 79.17% 0 77.27% 

Ward 53 5.82% 4.68% 6.90% 10.88% 11.59% 13.87% 91.60% 99.70% 0 0 2 0 1 0 0 98.11% 28.57% 16.67% 90.39% 0 91.67% 

Women & Children                      

Childrens E.D. 3.58% 4.48% 0.00% 10.17% 10.29% 37.92% 88.99% 122.62
% 

0 0 0 0 0 0 0 92.59% 90.91% 80.00% 92.59% 1  

CRM Nursing 14.45% 13.51% 18.57% -5.22%     0 0 0 0 0 0 0 91.67% 90.91% 100.00
% 

75.00% 0  

Labour Ward 6.22% 1.70% 17.43% -6.14% 5.13% 1.02% 104.17
% 

84.52% 0 0 0 0 0 0 0 80.72% 65.57% 56.25% 72.97% 1  

NeoNatal Unit 2.48% 3.39% 0.00% 21.34% 4.17% 0.32% 107.59
% 

87.13% 0 0 0 0 0 0 0 96.51% 96.77% 91.67% 91.67% 0  

Ward 14 8.29% 10.62% 0.00% 17.80% 8.86% 2.67% 96.62% 78.05% 0 0 0 0 0 0 0 88.89% 92.86% 100.00
% 

88.24% 0  

Ward 15 4.20% 3.48% 5.39% 19.33% 10.68% 1.19% 90.60% 110.32
% 

0 0 1 0 0 0 0 87.88% 90.91% 100.00
% 

100.00
% 

0  

Ward 16 6.70% 6.73% 6.61% 13.92% 7.54%  95.05% 104.76
% 

0 0 0 0 0 0 0 91.89% 83.33% 100.00
% 

91.67% 0  

Ward 23 7.99% 11.20% 3.54% -1.02% 13.38% 43.63% 97.10% 98.78% 0 0 4 0 1 0 0 74.47% 42.42% 8.33% 47.73% 2 85.71% 
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http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=784&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=785&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=786&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=793&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=794&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=795&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=796&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=771&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=804&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=805&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=749&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=752&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=759&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=764&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=777&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=778&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=779&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=787&rs%3AParameterLanguage=


Ward 24 1.35% 2.06% 0.00% -1.61% 9.35% 5.87% 103.57
% 

90.48% 0 0 0 0 0 0 0 85.19% 55.56% 62.50% 76.92% 1  

Ward 25 3.60% 0.00% 11.58% 21.25% 7.58% 5.93% 103.25
% 

95.54% 0 0 0 0 0 0 0 97.56% 74.07% 61.54% 95.00% 0  

Midwifery Led Unit (Lucina 
Birth Centre) 

        0 0 0 0        0  

Antenatal Clinic         0 0 0 0        0  

Ambulatory Care                      

Dermatology Outpatients 0.00% 0.00% 0.00% 6.49%  3.80%   0 0 0 0 0 0 0 92.86% 77.78% 80.00% 71.43% 0  

Ophthalmology 8.32% 3.38% 19.21% 10.23%     0 0 0 0 0 0 0 90.32% 95.46% 55.56% 83.87% 0  

Ward 1 1.30% 0.46% 1.99% 14.94% 15.91% 61.52% 99.10% 97.38% 0 0 11 0 0 0 0 94.87% 73.68% 100.00
% 

97.37% 0 100.00% 

Ward 3 Rheum 11.39% 5.20% 18.22% 3.35% 13.00% 52.68% 105.36
% 

94.29% 0 0 0 0 0 0 0 100.00
% 

91.67% 100.00
% 

95.46% 0 91.67% 

Anaesthetics                      

Critical Care Unit 10.20% 9.57% 15.56% 17.77% 13.43% 1.18% 97.31% 86.06% 0 0 0 0 0 0 0 82.39% 91.86% 100.00
% 

92.81% 0 0.00% 

Care of the Elderly                      

Ward 21a Med 6.10% 3.35% 9.33% 10.97% 2.69% 18.27% 100.00
% 

106.63
% 

0 0 5 0 0 0 0 100.00
% 

81.25% 66.67% 85.71% 0 100.00% 

Ward 40 2.85% 1.79% 3.55% 20.48% 9.30% 50.41% 99.23% 97.37% 0 0 8 0 0 0 0 98.39% 53.13% 35.71% 98.33% 0 80.00% 

Radiology                      

Fracture Clinic 5.16% 10.81% 0.00% 21.49% 2.99% 1.60%   0 0 0 0 0 0 0 78.57% 85.71% 71.43% 64.29% 0  

Radiology Nursing 13.80% 15.80% 0.00% 17.19% 21.30%    0 0 0 0 0 0 0 90.91% 80.00% 100.00
% 

63.64% 0  

Rugby                      

Cedar Ward 2.57% 0.94% 5.31% 5.50% 7.58% 13.26% 98.37% 98.24% 0 0 2 0 0 0 0 91.84% 87.88% 93.75% 97.96% 0 97.22% 

Hoskyn Ward 3.47% 5.53% 1.06% 14.69% 7.73% 25.98% 87.34% 104.91
% 

0 0 8 0 0 0 0 100.00
% 

92.00% 100.00
% 

95.12% 0 91.67% 

Mulberry Ward 7.76% 5.36% 10.48% 14.38% 9.21% 10.65% 92.46% 96.88% 0 0 4 0 1 0 0 97.22% 94.74% 88.24% 100.00
% 

0 93.33% 
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http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=788&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=789&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=806&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=806&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=807&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=753&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=766&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=772&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=790&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=751&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=783&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=799&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=757&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=767&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=748&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=758&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=763&rs%3AParameterLanguage=


Oak Ward 4.00% 0.57% 7.99% 1.04% 3.77% 9.68% 98.02% 94.20% 0 0 6 0 0 0 0 97.22% 90.00% 81.25% 94.44% 0 100.00% 

Rugby Main Outpatients 11.39% 15.27% 4.82% 2.17%     0 0 0 0 0 0 0 100.00
% 

100.00
% 

100.00
% 

94.74% 0  

Unknown Specialty Group                      

Main OPD 4.04% 0.00% 5.43% 14.96% 1.49% 3.29%   0 0 0 0 0 0 0 69.70% 75.00% 88.00% 57.58% 0  

SUMMARY                      

TOTAL         3 3 170 1 9 1 0     16  

AVERAGE 6.75% 5.81% 7.24% 11.89%   97.36% 100.10
% 

0 0 3 0 0 0 0 89.95% 69.11% 71.52% 82.36% 0 85.37% 
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http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=765&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=769&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=760&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=0&rs%3AParameterLanguage=
http://uhsql5iis/ReportServer?%2FScorecard%2FChartNursing&Ward=0&rs%3AParameterLanguage=
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PUBLIC TRUST BOARD PAPER  
 

Title Integrated Quality, Performance & Finance Report – Month 11 – 
2014/15 

Author Ms. Bernie Allen, Interim Associate Director of Performance 
and Programme Management 

Responsible 
Chief Officer 

Mr. David Moon, Chief Finance and Strategy Officer 

Date  26th March 2015 
 
1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of February 2015. 
 
2. Narrative 
 
The most key contents of the report are: 

• Areas of underperformance – Headlines. This section allows three KPIs to be 
reported on. These have been selected on the basis of their profile and acuity. 

• The flash report section flags those significant matters occurring outside of the 
‘reported’ month.  

 
In this report, 32 of the 69 KPIs are breaching the standard / target and a further 12 are in 
amber or “watching” status.   
 
3. Areas of Risk 
 
As detailed in Areas of underperformance – Headlines. 
 
4. Recommendations 
 
The Board is asked to confirm their understanding of the contents of the February 2015 
IPR and note the associated actions. 
 
The Board is recommended to sign off the TDA Board Statements on the basis there has 
been no change to their status. 
 
Name and Title of Author: Ms. Bernie Allen, Interim Associate Director of Performance 
and Programme Management 
Date: 26th March 2015 
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N.B. Compliance KPIs are mapped to relevant UHCW strategic objective. 
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Compliance KPI: NHS TDA Accountability Framework, National Standard, local contract standard. 
Strategic KPI: Reflective of UHCW strategic objectives. 

N.B. Compliance KPIs are mapped to relevant UHCW strategic objective. 
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Behind plan On plan Ahead of plan 

Im
proving 

Reported harmful patient safety incidents 
Serious Incident (Number)  
Pressure ulcers 3 and 4 (Trust associated) 
Friends & Family Test IP Coverage 
Maternity FFT No of  touchpoints achieving 15% response rate 
Theatre efficiency – Main, Day Surgery & Rugby 
Theatre utilisation – Main, Day Surgery & Rugby 
Last minute non-clinical cancelled ops (elective)  
Breaches of the 28 day readmission guarantee 
A&E 4 hour wait target 
Delayed transfers as a percentage of admissions 
30 day emergency readmissions 
Forecast I&E compared to plan (£,000) 
Personal Development Review Non-Medical 
Sickness rate 
Vacancy rate 
Temporary costs and overtime as a % of total pay bill 
Performance in initiating trials (quarterly) 
Commercial income invoiced £000 – cumulative 
Peer reviewed publications (calendar year cumulative) 

 
 

HSMR (basket of 56 diagnosis groups) 
Eligible patients having VTE risk assessment 
Diagnostic waiters, 6 weeks and over 
Forecast recurrent and non recurrent efficiency 
compared to plan (£,000) 
No of pts recruited into NIHR portfolio – cumulative  
Submitted research grant applications – cumulative 

N
ot Changing 

SHMI (quarterly) (6 months in arrears)  
Capital Services capacity 
No of specialties at HEWM Level 3 and 4 
Research critical findings and serious incidents 
 

Medication errors causing serious harm 
CAS Alerts (Overdue) 
Same sex accommodation breaches 
Number of maternal deaths 
Surgical Safety Checklist (WHO) 
Urgent ops cancelled for the second time 
RTT - 52 week waits  
12 hour trolley waits in A&E 
Combined risk rating  
Doctor trainers provisionally accredited 

Clostridium difficile (Trust acquired) – cumulative 
Job  evaluation survey tool (JEST) score  
 

Deteriorating 

MRSA bacteremia (Trust acquired) – cumulative 
Serious Incidents (Overdue) 
Number of never events reported – cumulative 
Falls per 1000 occupied bed days resulting in serious harm 
Friends & Family Test A&E Coverage 
Friends and Family Test A&E Recommenders 
18 week RTT – admitted, non-admitted and incomplete 
Choose and book appointment slot issues 
Liquidity days 
Personal Development Review Medical 
Attendance at mandatory training 
Staff turnover rate 
Performance in delivery of trials (quarterly) 

  Harm free care 
C-UTI  
Friends and Family Test IP Recommenders 
Number of complaints registered  
Two week cancer wait (GP referral to OP appointment) 
31 day diagnosis to treatment cancer  target  
62 days urgent referral to treatment cancer target  
Portfolio research studies open to recruitment 

Scorecard matrix |  
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Areas of underperformance | Headlines 
Scorecard Summary | 44 KPIs underperformed; 33 
of which are classified as ‘compliance’ measures and 
11 as ‘strategic’ KPIs. 
 
 
 
 

 
 
 
 
 
 

The Trusts overall performance has deteriorated this month and aspects of 
the emergency pathway  (A&E waiting times and delayed transfers of care) 
and the elective pathway (18 week referral time for admitted and non-
admitted (planned failure of the target)) and RTT incomplete pathways 
continue to have poor performance.  However, the Hospital Standardised 
Mortality Rate (HSMR) has improved this quarter and is now above the 
target. 
 
There has been an improvement in all of the theatre efficiency and theatre 
utilisation metrics although these remain behind the target. The Trust’s 
reported financial position has also improved although three of the Value for 
Money indicators remain in breach. 
 
All of the indicators continue to be in exception or in watching status for the 
Employer of Choice domain however, after many months of steady 
improvement, there has been a slight drop in performance of the mandatory 
training compliance.  

 
 
 

 
 
 
 
 

 
 
 
 
 
 
 

  

Domain Indicators 
achieved 

Indicators 
in 

exception 

Indicators in 
watching 

status 

Total 
indicators 

Excellence in patient care 
and experience 18 18 10 46 

Deliver value for money 2 3 0 5 

Employer of choice 0 5 2 7 

Leading research based 
health care organisation 3 5 0 8 

Leading training and 
education centre 2 1 0 3 

Integrated Quality, Performance and Finance Reporting Framework 
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Mandatory Training Compliance |  Mandatory 
training compliance falls for the first time since 
June 2013. 

There has been a slight deterioration in overall performance from 
82.14% to 81.95%, which is due to a revision of the Resuscitation policy 
and associated competency requirements (an increase of 472 target 
employees). If this change had not taken place the performance would 
have been 82.52%. 
 
This has highlighted a need for a robust governance process for 
proposed changes to statutory/mandatory training. In future, all 
changes that will affect target numbers and Trust performance will be 
approved by the Training, Education and Research Committee, 
following a recommendation by the Mandatory Training Committee.  
 
Compliance for safeguarding training needs to be at a minimum of 90% 
to meet requirements. In January compliance at level 3 for child 
protection was 92.9% This figure has fallen in February to 83.85%. This 
is due to new midwives undertaking the role of community midwives, 
requiring level 3 as well as a reduced amount of training in February 
due to the planned absence of the trainer. A meeting with their matron 
has been arranged to explore this further. 



Areas of underperformance | Headlines 
MRSA bacteraemia (Trust acquired)| Three 
cases of MRSA infection have been reported 
for February. 

Integrated Quality, Performance and Finance Reporting Framework 8 

Number of Never Events reported |  A never event 
has been reported for the Trust in February. 

The recent rise in MRSA case bacteraemia is a cause for serious 
concern. The DIPC and IPC team have been undertaking a number of 
actions in relation to: 
• Diagnostic  - this includes a case note review/PIR re-analysis of all 

MRSA bacteraemias this year, including community acquired, 
those non-apportioned to UHCW, but may have had contact with 
the service.  In addition, the TDA IPC team have reviewed cases 
prior to an expert review from DIPC and IPC colleagues from 
other teaching centres.  Recommendations and actions from this 
will be presented to board in March. 

• Data and surveillance review – the DIPC and IPC team have 
reviewed existing surveillance and data, with a number of 
recommended additional group and ward based measures to be 
introduced, with increased reporting to Trust Board and 
exceptions managed through executive led group performance 
reviews. 

• Incident meetings to manage and move forward with actions. 
• CEO, CNO and DIPC PIR reviews for all cases.  

 

The Never Event reported was a 'misplaced nasogastric tube'.  At 
some stage following appropriately confirmed satisfactory tube 
placement, the tube moved into the patient’s trachea.  The tube 
position was not re-checked immediately prior to feeding. The 
patient's condition deteriorated and the patient subsequently 
died. 
 
Several actions have been implemented to reduce the chances of 
this occurring again, including: 
 
• Patient safety alert circulated to clinical staff. 
• Power training for staff. 
• Presentation of the case at Grand Round. 
• Introduction of “cue cards” onto equipment. 
• Updating Trust clinical guidelines to include greater clarity 

around timing of testing for position of nasogastric tubes. 



Key Achievements | February 2015 
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For the third year in a row, we are finalists for the Clinical 
Research Site of the Year 2015.   This is a national award by 
the PharmaTimes in collaboration with the National 
Institute for Health Research, this year the Trust entered 
two teams, the Cardiology Research Team and the 
Research, Development and Innovation Team, both of 
whom have made it through to the finals. The judges are 
looking for communication skills as a team and a clear 
understanding of the NHS clinical research environment 
and working with the life-sciences industry.   
Being finalists indicates to the NIHR and industry that the 
Trust is a place where research happens. 

Our midwifery team are celebrating some key 
achievements: 
The Lucina Birth Centre celebrated its 1000th baby 
in the early hours of 16th March.  
Sam Collinge, Bereavement Specialist Midwife, has 
won the National Maternity Support Foundation 
(NMSF) Award for Bereavement Care at the Royal 
College of Midwives Annual Midwifery Awards, for a 
project providing sensitive photographs for parents 
of who lost their baby in late pregnancy or shortly 
after birth.  

Theatre efficiency and utilisation has improved in 
month 11: There have been two developments that 
has led to this improvement. (i) The Theatre 
timetable has been reconfigured so that operating 
lists in Maxilla Facial Surgery, Plastic Surgery and 
Ophthalmology have transferred from UHCW to 
Rugby. As there are no emergency pathways at 
Rugby, the risks of non-clinical cancellations is not 
as high, and there has been a subsequent 
improvement in efficiency and productivity. (ii) The 
operation lists that transferred from UHCW to 
Rugby have created space for a second emergency 
theatre. The additional capacity has led to improved 
list planning and booking, again with a subsequent 
impact on efficiency and productivity. Initial CQC feedback on our management of the 

inspection process has been very positive.  
• Logistically, the visit itself and the preparatory work were 

highly praised. 
• A consistent high level of care interaction from Doctors 

and Nurses were identified.   
• The organisation was considered to be very open and 

‘more than engaging’.   
• Inspectors found good nursing leadership in maternity 

and good consultant leadership in end of life care. 
• A number of areas for improvement were identified in 

the initial feedback, none of which though represent 
immediate safety concerns or potential improvement 
orders.  



Integrated Quality, Performance and Finance Reporting Framework 10 

FFT Coverage: progress towards achieving CQUIN targets 
The FFT implementation team have put in place a number 
of initiatives to mitigate the risk of failing the 2014/15 
CQUIN. To date the Trust has seen an increase in coverage 
in March across both A&E and IP. This has been as a result 
of further communication with staff, A&E giving out the 
tokens again, employing telephony services MES to ring 
patients back and utilising the capacity teams discharge 
lists with dedicated patient experience volunteers across 
ward areas Mon - Fri.  Quarter to date figures are A&E = 
19.68%.  Inpatients = 38.31%.   
 
With the continued focus on A&E the Trust are likely to 
meet the CQUIN targets of 20% and 30% respectively.  

The Trust has secured funding for the 2015/16 Capital 
Programme. ITFF funding has been approved mitigating 
cash risk, together with the first tranche of capital 
funding which will allow the capital programme to 
proceed. 

Flash Report | February 2015 

 
 

The GP Assessment Unit established to capture all 
urgent medical GP referrals was opened on 4th 
February 2015. It has proven to be successful and in 
the first 6 weeks the unit has had a total of 1115 
patients referred, of which 462 (40%) were discharged 
directly home and a further 3% diverted to Ambulatory 
Clinics. It is hoped that the overall discharge 
performance will improve further in the future from 
the present 43% to around 50% of total attendances to 
the GPAU. 
 
There is no doubt that the GPAU has positively 
contributed to the Trust’s improving position.  This 
includes enabling the use of both Cardiology and Renal 
day units for the right purpose, a reduction in the 
numbers of medical outliers and the number of 
patients needing to wait in the ED corridor through a 
lack of cubicle space. 

The Trust agreed a way forward for dealing with the RTT 
backlog with the TDA and the CCG to reduce the number 
of patients waiting over 18 weeks in February and March 
2015. This has lead to a reduction in performance against 
the RTT standards. There was a deceleration in the 
increase in the number of patients waiting over 18 weeks 
which now is 2207 or 27% of the total waiting list.  
 
The current performance in March for RTT is as follows: 
Admitted pathways 77% (standard 90%); Non-admitted 
pathways 94% (standard 95%); Open pathways 88%. 
(standard 93%). Performance is unlikely to change 
significantly for the end of month position. 
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Nine finance performance indicators are 
in escalation this month.  

Debtors has moved out of escalation at month 
11.  

All indictors reported as being in breach last 
month remain so. 

The Trust continues to look at measure to tackle 
the overspend on pay expenditure, as detailed in 
the workforce information later in this report.  

The Trust has now reached a year end income 
settlement with both Arden CCGs and NHS 
England. 
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The Trust is forecasting a £17.2m 
deficit, which is £19m adverse to 
the TDA monitored plan.  
 
Contract income is forecast at £3.4m adverse 
to plan, reflecting performance, risks and 
penalties. 
 
Group expenditure forecasts include cost 
pressures of £18.6m: 

• (£4.3m) RTT and capacity. 
• (£4.0m) adverse variance due to timing 

differences in education & research. 
• (£2.7m) emergency pathway. 
• (£2.3m) net effect of other favourable 

variances and cost pressures including a 
provision for bad debts made in month 
11. 

• (£2.2m) for specialing of patients. 
• (£2.0m) cover for medical staff vacancies. 
• (£0.9m) drugs and appliances costs which 

are passed to commissioners.  
• (£0.2m) Pathology network.  

 

Statement of Comprehensive 
Income

Revised 
TDA Plan Plan Forecast 

Outturn Variance Plan Actual Variance Plan Actual Variance

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

Income

Contract income from activities 449,207 471,257 467,882 (3,375) 431,215 426,474 (4,741) 37,407 38,396 989
Other income from activities 25,031 12,742 12,301 (441) 11,466 11,306 (160) 1,164 1,015 (149)
Other Operating Income 64,702 64,967 67,881 2,914 57,734 61,751 4,017 5,327 5,617 290

Total Income 538,940 548,966 548,064 (902) 500,415 499,531 (884) 43,898 45,028 1,130

Operating Expenses

Pay (300,296) (315,137) (325,145) (10,008) (288,749) (296,916) (8,167) (26,394) (27,667) (1,273)
Non Pay (177,506) (184,112) (192,675) (8,563) (168,852) (175,257) (6,405) (14,874) (15,606) (732)

Reserves (11,723) (302) (400) (98) (315) 0 315 72 0 (72)

Total Operating Expenses (489,525) (499,551) (518,220) (18,669) (457,916) (472,173) (14,257) (41,196) (43,273) (2,077)

EBITDA 49,415 49,415 29,844 (19,571) 42,499 27,358 (15,141) 2,702 1,755 (947)
EBITDA Margin % 9.2% 9.0% 5.4% 8.5% 5.5% 6.2% 3.9%

Non Operating Items

Profit / loss on asset disposals 0 6 6 0 6 6 0 0 0
Fixed Asset Impairments 0 8,851 8,851 0 0 0 0 0 0
Depreciation (17,795) (17,795) (18,222) (427) (16,312) (16,703) (391) (1,483) (1,445) 38
Interest Receivable 100 100 87 (13) 92 79 (13) 8 6 (2)
Interest Charges (228) (228) (261) (33) (209) (232) (23) (19) (28) (9)
Financing Costs (26,665) (26,665) (26,665) 0 (24,400) (24,377) 23 (2,046) (2,041) 5
Unwinding Discount (49) (49) (49) 0 (49) (49) 0 0 0 0
PDC Dividend (3,078) (3,078) (2,961) 117 (2,822) (2,714) 108 (257) (247) 10

Total Non Operating Items (47,715) (47,715) (39,214) 8,501 (43,700) (43,990) (290) (3,796) (3,755) 41

Net Surplus/(Deficit) 1,700 1,700 (9,370) (11,069) (1,201) (16,632) (15,431) (1,094) (2,000) (906)
Net Surplus Margin % 0.3% 0.3% -3.3% -0.2% -3.3% -2.5% -4.4%

Donated/Government grant assets 
adjustment 117 117 13 -104 308 247 -61 84 67 -17
Impairments 0 0 -8851 -8851 0 0 0 0 0 0
IFRIC 12 0 0 1005 1005 0 921 921 0 110 110

Break-even in-year position 1,817 1,817 (17,203) (19,019) (893) (15,464) (14,571) (1,010) (1,823) (813)

2014/15 Year To Date Month
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The statement of financial 
position shows the assets, 
liabilities and equity held by 
the Trust and is used to assess 
the financial soundness of an 
entity in terms of liquidity risk, 
financial risk, credit risk and 
business risk. 
• The Trust’s application for £21m 

of PDC revenue support has been 
approved.   

• The increase in capital 
expenditure in March reflects the 
completion of projects that were 
delayed pending the agreement of 
capital financing. 

• Creditors have increased during 
February due to payments to 
suppliers being  restricted during 
February pending approval of the 
Trust's financing application. 
Payments have now 
recommenced.  

 

 

 
 

 

 

 

 

Statement of Financial Position Plan Forecast 
Outturn Variance Plan Actual Variance Planned 

Change
Actual 

Change Variance

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

Non-current assets
Property, plant and equipment 393,325 381,659 (11,666) 375,897 350,169 (25,728) 5,961 879 (5,082)
Intangible assets 1,143 1,143 0 1,143 1,143 0 0 0 0
Investment Property 5,007 5,007 0 5,007 5,007 0 0 0 0
Trade and other receivables 15,173 30,199 15,026 19,233 32,472 13,239 (2,878) (2,039) 839
Total non-current assets 414,648 418,008 3,360 401,280 388,791 (12,489) 3,083 (1,160) (4,243)
Current assets
Inventories 10,293 11,227 934 10,293 11,227 934 0 58 58
Trade and other receivables 21,365 23,729 2,364 26,996 34,578 7,582 (11,423) (13,540) (2,117)
Cash and cash equivalents 893 523 (370) 967 5,625 4,658 (123) 2,623 2,746

32,551 35,479 2,928 38,256 51,430 13,174 (11,546) (10,859) 687
Non-current assets held for sale 0 0 0 0 0 0 0 0 0
Total current assets 32,551 35,479 2,928 38,256 51,430 13,174 (11,546) (10,859) 687
Total assets 447,199 453,487 6,288 439,536 440,221 685 (8,463) (12,019) (3,556)
Current liabilities
Trade and other payables (43,062) (42,269) 793 (52,885) (69,303) (16,418) 11,324 8,575 (2,749)
Borrowings (6,470) (6,357) 113 (6,470) (6,334) 136 0 0 0
DH Working Capital Loan 0 0 0 0 0 0 0 0 0
DH Capital loan (1,500) (2,390) (890) (1,500) (2,350) (850) 0 0 0
Provisions (196) (194) 2 (196) (1,323) (1,127) 0 1,370 1,370
Net current assets/(liabilities) (18,677) (15,731) 2,946 (22,795) (27,880) (5,085) (222) (914) (692)
Total assets less current liabilities 395,971 402,277 6,306 378,485 360,911 (17,574) 2,861 (2,074) (4,935)
Non-current liabilities:
Trade and other payables
Borrowings (267,367) (266,757) 610 (264,376) (265,726) (1,350) 144 70 (74)
DH Working Capital Loan 0 0 0 0 0 0 0 0 0
DH Capital loan (5,250) (13,260) (8,010) (6,000) (13,650) (7,650) 0 0 0
Provisions (2,422) (2,692) (270) (2,471) (2,605) (134) 0 0 0
Total assets employed 120,932 119,568 (1,364) 105,638 78,930 (26,708) 3,005 (2,004) (5,009)

Financed by taxpayers' equity:
Public dividend capital 48,470 55,080 6,610 45,151 33,870 (11,281) 4,101 0 (4,101)
Retained earnings 23,638 12,568 (11,070) 19,837 4,410 (15,427) (1,096) (2,004) (908)
Revaluation reserve 48,824 51,920 3,096 40,650 40,650 0 0 0 0

Total Taxpayers' Equity 120,932 119,568 (1,364) 105,638 78,930 (26,708) 3,005 (2,004) (5,009)

2014/15 Year To Date Month



The Trust is forecasting delivery of £34.1m against 
the Trust target of £33.5m.  

Headlines 
• £3.8m delivered in February against a plan of £3.4m.    
• £31.1m delivered year to date against a cumulative plan of 

£30.4m. 
• Forecast delivery of £34.1m against the Trust target of £33.5m, 

giving a forecast over delivery of £0.6m.  
• While 94% of identified schemes have had their QIA signed off, 

35 schemes with a value of £1.6m require full sign off.  
  

 
 

Risks 
• The Trust is now forecasting over delivery against its CIP 

target. The Trust must hold this position in the last month of 
the financial year. 

• In an effort to fully deliver their targets, Groups have identified 
a number of non recurrent measures. £1m of non recurrent 
CIP has been identified in the last month meaning that the 
value of identified non recurrent CIP currently stands at 
£5.9m. Whilst delivering the in year target, this creates a 
pressure for 2015/16 and will need to be factored into 
financial planning. 

• The Trust has now reached a financial agreement for its 
2014/15 contract with Arden CCG s and Specialised 
Commissioning Group which has mitigated the affordability 
risk around income schemes.  

 
Key Actions 
• All Groups to focus on ensuring delivery of identified schemes 

in the last month of the financial year. 
• A continued focus on scheme sign off by both Groups and 

Corporate areas. 
• Groups to continue identifying and documenting 2015/16 

schemes to support submission of 2015/16 financial plan to 
the TDA in April. 

• CIP Steering Group to continue scrutiny of Group positions, 
particularly around 2015/16 identification, including provision 
of support to unblock obstacles where necessary. 
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28th Feb 2015 
WTE 

28th Feb 2014 
WTE 

Increase 
WTE 

Trust WTE 6326.15 6173.24 152.91 

Staff in Post | (excluding bank and ad-hoc locums): Starters & Leavers |All Staff Groups 

Starters & Leavers |Nursing 

The Trust’s staff in post by whole time equivalent (WTE) was 6326.15 
as at 28th Feb 2015, which is an increase of 153.00 WTE since 
February 2014. 
 
The Trust’s monthly staff in post (WTE) has increased by 21.92 

Please note that the Trust data included Junior/Rotational Doctors 
and therefore there are spikes at the rotation periods. Moving 
forward, this will be rectified.  
 
The Trust is now consistently recruiting more staff than the number 
leaving the Trust’s employment 

The Trust’s Nursing leavers appear to be reducing. 
 

Please note that Newly Qualified Nurses historically have been 
recruited into the Trust as a Health Care Support Worker until they 
gain their NMC registration number.  This reduces the amount of 
Nurse starters as they are classed as Additional Clinical Staff. Moving 
forward, this will be rectified.  

Staff Group 
Staff In Post 
WTE 31st Jan 

2015 

Staff In Post 
WTE 28th Feb 

2015 
Variation 

Add Prof Scientific and Technic 234.20 228.57 -5.63 

Additional Clinical Services 1278.84 1284.88 6.04 

Administrative and Clerical 1143.30 1143.75 0.45 

Allied Health Professionals 356.07 356.32 0.25 

Estates and Ancillary 2.00 2.00 0.00 

Healthcare Scientists 295.10 298.10 3.0 

Medical and Dental 875.81 876.71 0.9 

Nursing and Midwifery Registered 2090.92 2095.81 4.89 

Students 28.00 40.00 12.00 

Totals 6304.23 6326.15 21.92 

Staff in Post | Calendar Year Variation 

Staff in Post | Monthly Variation 



Vacancies| Staff Group 

Integrated Quality, Performance and Finance Reporting Framework 16 

Workforce Information | Headlines 

Staff Group 
Funded 

WTE 28th 
Feb 2015 

Staff In Post 
WTE 28th Feb 

2015 
Variation 

Add Prof Scientific and Technic 247.73 228.57 19.16 

Additional Clinical Services 1432.78 1284.88 147.90 

Administrative and Clerical 1303.53 1143.75 159.78 

Allied Health Professionals 400.15 356.32 43.83 

Estates and Ancillary 1.00 2.00 -1.00 

Healthcare Scientists 360.22 298.10 62.12 

Medical and Dental 992.14 876.71 115.43 

Nursing and Midwifery Registered 2430.25 2095.81 334.44 

Students 42.00 40.00 2.00 

Totals 7209.80 6326.15 883.65 

Pay Costs| Provided by Finance 

Establishment | Funded v Staff in Post 

 
The recruitment tracker now provides Groups with greater detail on 
their vacancies and recruitment activity.  

Agency use continues to be very high although there has been 
some improvement in Bank/Agency usage, with Bank usage 
comprising 17.9% of total bank/agency spend in February  
compared to 13.5% in January.   
 
Initiatives continue to be developed through the Cost Control 
Recovery Group to reduce agency spend and to increase the use 
of internal bank rather than agency.  
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The figures reported above are submitted to the DoH via Unify on a monthly basis to support NHS England Safer Staffing along with the 
ten expectations from the NQB. These figures show the previous months Trust wide nurse staffing, along with exceptions and actions 
being taken.  Patients are able to view this information  on the Trust’s Internet Site.  
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PUBLIC TRUST BOARD PAPER  
 

Title Trust Development Authority (TDA) Oversight – Monthly Self 
Certification Requirements March 2015 

Author Lynda Cockrill, Head of Performance & Programme Analytics 
Responsible 
Chief Officer 

David Moon, Chief Finance Officer  

Date  26th  March 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 February 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 March 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 MARCH 2015 
 

Subject: Private Trust Board Meeting Report of 26 February 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 26 February 2015  

 
SUMMARY OF KEY ISSUES: 
Items discussed included: 
 

• A patient’s relative gave an account of the care afforded to his relative at UHCW as part of the 
Trust’s Patient Story Programme.  This was presented to the private session by request and 
in order to maintain confidentiality  

• The Board discussed the Trust’s forecast outturn financial position for 2014/15.  
• The Board approved an updated Strategy and Market chapter of the Integrated Business 

Plan.  
 
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 
  
  

 
QUALITY GOVERNANCE COMMITTEE 2 March 2015 - 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: Quality Governance Committee  
Committee Meeting Date: 2 March 2015 
Quorate: Yes 
Chair: Ed Macalister-Smith 
Report submitted by: Ed Macalister-Smith, Non-Executive Director 
1   Minutes of the 2 February 2015 meeting were approved subject to two alterations and 

actions were noted as completed or updated.  
2     Nursing Indicators System 
A new electronic version of the Nursing Indicators has been developed. The previous version 
was an Excel spreadsheet but this was not fit for purpose given the amount of data being 
uploaded. This new system requires less manual input which will reduce the risk of error. InSight 
has now been uploaded onto the intranet and will be live on the public internet in June 2015. 
EMS requested the highlights of this (top sheet) every quarter.  
3     Analysis of Staff Sickness Absence 
In January 2015 the sickness absence levels were at 4.36% against the Trust target of 4%. 
Sickness absence levels have fallen since January however since November 2014 there has 
been an increasing upward trend. 70% of absence days in January equated to long term 
absence (over 4 weeks absence).  
62% of absence events in January equated to short term absence (absence of 7 days or less).   
DG will liaise with other Trusts to determine their figures for long term sickness absence for 
comparison. 
The Ward Managers confirmed the information received from HR was very timely and 
supportive. 
Top three reasons for sickness absence are stress, depression/anxiety, musculoskeletal 
problems & colds and flu. MR, BB & DG will meet to discuss how to cross reference this 
information onto the nursing heat map. The staff survey results are going to COG on 7th March 
for discussion. EMS requested this report come to the next QGC meeting.   
4      Risk Register Review by COG 
All significant incidents are reviewed at the weekly Significant Incident Group and details of 
significant incidents are also presented to the Patient Safety Committee on a monthly basis. 
These incidents include healthcare associated infections such as MRSA, C.difficile and 
Norovirus. Each incident has to be investigated by RCA and the commissioners require a copy 
of the investigation report and an action plan within a timescale of 45 working days from the date 
of notification, unless a clock-stop has been negotiated. Exceptions to this are Never Events and 
other specific listed incidents which have 60 working days. There were 24 corporate risks on the 
register however this as now been reduced to 18. 
There are 7 high risks currently that score 20 on the register. This has been discussed at the 
Risk Committee as to whether these are the top risks to the organisation. The Chief Officers 
have been asked to review this at COG to ensure those are the correct scores and whether the 
other risks on the register should be scored higher.  
5      “Lean” Process Mapping in Cardiology 
Colleagues from the Cardiology Department delivered a short presentation of the work being 
undertaken to produce an efficiency framework to ultimately improve patient experience and to 
also reduce patient waiting times and breaches. This will be achieved by standardising practice, 
improved team working and by having real time data to measure against and to prioritise 



 
   

improvement programmes. 
The future plans are to keep up to date with Communication Cell and observe and support, 
develop the Redial Lounge further, continue problem solving, encourage and display patient 
feedback, clinical Audits to continue improvement of patient care and to share knowledge and 
tools across the group. 
A temporary Radial Lounge has been implemented to prevent patients breaching and waiting a 
long time for their procedure. Feedback from patients reflected that this is a much better 
experience for them. 

 
     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: Finance and Performance Committee   
Committee Meeting Date: 2 March 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 February meeting were approved as an accurate record. 
2. Financial performance; continues to be negatively affected by lack of patient flow, failing to 

meet the 4 Hour A&E standard and the significantly high number of patients that are 
medically fit for discharge but cannot be discharged (DTOC) as they are awaiting services in 
the community.  Significant effort is being made to escalate issues but a serious lack of adult 
care capacity within the Coventry area remains a major block on improving performance. 

3. Greater focus is being sought on individual Clinical Group financial performance and issues. 

4. Concerns were raised over the lack of agreement on 2015/16 tariff structure/CQUINS and 
the impact that the uncertainty has on budgeting and planning for the year. 

5. The committee assessed the performance of the Da Vinci Robot and Unipart Project 
following significant investment in these items. The robotic equipment is beginning to make a 
real difference after a slow start. It was felt that greater benefits would be derived if 
Innovations requiring capital expenditure were identified and implementation planned earlier. 
The Unipart Project had produced some benefits though it was felt that greater impact could 
have been achieved. The project had served as a valuable lessons in terms of ensuring that 
external consultants understand the scale, complexity and culture of the Trust. 

 
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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PUBLIC TRUST BOARD PAPER  
 

Title Register of Interests and Gifts/Hospitality 2014/15 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Andrew Meehan, Chair 

Date  26th March 2015 
 
1. Purpose  
To present the Register of Interests and Register of Gifts & Hospitality for the Board of 
Directors of the Trust for 2014/15. 
 
2. Background and Links to Previous Papers 
The Trust Board receives this report on an annual basis. 
 
3. Narrative 
In accordance with the NHS Code of Accountability and the Trust’s Standing Orders, the 
Trust is required to hold and maintain a Register of Interests and a Register of Gifts and 
Hospitality, and to make these available for public inspection.  In addition to meeting 
regulatory requirements, declaring any relevant interests, benefits and hospitality 
received in connection with an individual’s employment at the Trust is in keeping with the 
Trust’s openness value and supports the transparency agenda, thereby promoting public 
confidence in the organisation.  It also evidences that there are processes in place to 
ensure compliance with statutory and regulatory requirements, including those of the 
Bribery Act 2010.  
For the purpose of this report, the attached extract from the register of interests only 
details the interests of members of the Trust Board, although the register itself does 
contain declarations made by other members of the Trust’s staff.  Board members are 
asked to declare any interests that they have that are relevant to their role as a Board 
member upon appointment, at each meeting of the Trust Board and also on an annual 
basis.  Board members are however reminded of their on-going responsibility to declare 
interests to the Director of Corporate Affairs at the point that they arise during their 
tenure.  
 
The attached extract from the register of Gifts and Hospitality details gifts and hospitality 
received by members of the Board during the period.  All staff are however required to 
declare any gifts or hospitality received in the course of their employment and a 
corresponding entry is then made on the register. 
 
4. Areas of Risk 
There are no risks associated with the paper; the risk relates to failing to have registers in 
place and to report upon them in that this does not comply with regulatory and statutory 
requirements.  

 
5. Governance  
The Trust aspires to the highest standards in corporate governance, transparency and 
openness.   Maintaining registers and reporting upon them periodically is in keeping with 
this and the responsibilities of the Board of Directors given that the Trust is a public body. 



 
6. Responsibility 

 
Andy Meehan, Chairman 
Rebecca Southall, Director of Corporate Affairs 
 
7. Recommendations 
 
The Trust Board is asked to APPROVE the register of interests and register of gifts and 
hospitality and NOTE the requirement to report interests and any gifts/hospitality received 
on an on-going basis. 
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  rests April 2014 - March 2015
*NB All voting Trust Board members are corporate Trustees of the UHCW Charity

Name Job Title Directorships Ownership Shareholdings Charity or Voluntary 
Organisations NHS Service Contracts: Research Funding Pooled Funds Paid employment, office, profession:

Moon, David Chief Strategy 
Officer

Parent Governor Trinity 
Catholic School 
Leamington Spa

None None Trustee of Myton 
Hospice,Trustee of 
UHCW Charity

None None None Very occasionally I do a lecture on MSC 
courses at Warwick University (max a 
twice per annum).

Robinson, Trevor Non-Executive 
Director

None None None Gambling Commission None None None Trevor works as a senior adviser to the 
Gambling Commission on a six-12 
months paid contract commencing 23 
October 2013.

Radford, Mark Chief Nursing 
Officer

Peak-XV Healthcare 
Consulting(Dormant 
Company)Holly Medical 
Services Limited(GP 
Surgery(Bham)); Parent 
Governor-Sutton Coldfield 
Girls Grammar School.

None None Trustee of Myton 
Hospice,Trustee of 
UHCW Charity

None Raak International Collaborative 
Research funding(with 
Enschude University, Holland)

None Visiting Professor of Nursing at 
Birmingham City University and Coventry 
University. Healthcare Consultant with 
System C.

Nolan, Gail Chief Finance 
Officer

None None None None None None None None

Crich, Ian Chief Human 
Resources Officer

Foundation Trust Director 
at Foxford School, 
Coventry

None None None None None None None

Macalister-Smith, Ed Non-Executive 
Director

None None None None None None None

Chair, NIHR HS&DR Priorities Panel, and Board 
Member, Leadership Coaching, occasional 
sessional basis, HEE Thames Valley, Oxford 
Deanery PSU, CQC, occasional daily work as 
Independent Reviewer of Ratings (NHS Trusts)

Eltringham, David Chief Operating 
Officer

None None None None None None None None

Buckley, Ian Non-Executive 
Director

None None None None None None None None

Meehan, Andrew Chairman Lanthorne Ltd.-Business 
Consultancy and 
Ramsdens Financial Ltd

Lanthorne Ltd - Business 
Consultancy

None CVQO -Trustee of 
charity providing 
vocational education; 
Myton 
Hospice/Chair/Trustee

Myton Hospice None None None

Tubb, Samantha Non-Executive 
Director

n/a None None None None None None None

Pandit, Meghana Chef Medical 
Officer 

Nominal director of JJ and 
M J Pandit Ltd-a company 
registered to receive 
private practice income

None None None None None None Director of MSc at Warwick Manufacturing 
Group. 

Hardy, Andrew Chief Executive 
Officer

None None None Trustee Health Link 
Malawi

Trustee-Healthcare Financial 
Management Association;Trustee-
Coventry, Solihull and Warwickshire 
Partnership

None None None

Winstanley, Peter Non-Executive 
Director

None None None None None None None None

Sheils, Brenda Non-Executive 
Director

Sheils Associates Ltd None None None None None None None

Beal, Barbara Non-Executive 
Director

None None None None None None None None



Name Job Title Date gift/benefit rec'd Source of Gift or benefit Nature of gift/benefit start/end date of 
visit Destination Event details Purpose of visit Annual leave taken 

for visit (Y/N/NA)
Study leave taken for 

visit (Y/N/NA)

Eltringham, D Chief Operating Officer n/a n/a n/a n/a n/a n/a n/a n/a n/a

Eltringham, D Chief Operating Officer n/a n/a n/a n/a n/a n/a n/a n/a n/a

Nolan, Gail Chief Finance Officer n/a n/a n/a n/a n/a n/a n/a n/a n/a
Moon, David Chief Strategy Officer n/a n/a n/a n/a n/a n/a n/a n/a n/a
Robinson, Trevor Non-Executive Director n/a n/a n/a n/a n/a n/a n/a n/a n/a

Radford, Mark Chief Nursing Officer n/a n/a n/a n/a n/a n/a n/a n/a n/a
Hardy, Andrew Chief Executive Officer n/a n/a n/a n/a n/a n/a n/a n/a n/a
Crich, Ian Chief HR Officer n/a n/a n/a n/a n/a n/a n/a n/a n/a
Hutchinson, Ken Interim HR Officer n/a n/a n/a n/a n/a n/a n/a n/a n/a
Macalister-Smith, Ed Non-Executive Director n/a n/a n/a n/a n/a n/a n/a n/a n/a

Winstanley, Peter Non-Executive Director n/a n/a n/a n/a n/a n/a n/a n/a n/a

Buckley, Ian Non-Executive Director n/a n/a n/a n/a n/a n/a n/a n/a n/a

Meehan, Andrew Chairman n/a n/a n/a n/a n/a n/a n/a n/a n/a
Tubb, Samantha Non-Executive Director n/a n/a n/a n/a n/a n/a n/a n/a n/a

Beal, Barbara Non-Executive Director n/a n/a n/a n/a n/a n/a n/a n/a n/a

Sheils, Brenda Non-Executive Director n/a n/a n/a n/a n/a n/a n/a n/a n/a

Pandit, Meghana Chief Medical Officer n/a n/a n/a n/a n/a n/a n/a n/a n/a

Declaration of Gifts April 2014- March 2015

*All Trust Board members are Trustees of the UHCW Charity Page 1 of 1
I:\corporate governance\ declaration of  gifts
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