
TB 25.6.15 public agenda final

PUBLIC TRUST BOARD MEETING TO BE HELD AT ON THURSDAY
25 JUNE 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
Standing Items

1. Apologies for Absence
Chairman

2. Declarations of Interest
Chairman

For Assurance Verbal

3. Minutes of Public Board Meeting
Held on the 28 May 2015
Chairman

For Approval Enclosure 1

4. Matters Arising
Chairman

For Assurance Verbal

5. Trust Board Action Matrix
Chairman

For Approval Enclosure 2

Business Items
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. Patient Story (You Said We Did

Campaign)
Chief Medical Officer/Deputy CEO

For Assurance Enclosure 5 10

9. Nurse Exit Interview Analysis
Chief Nursing Officer

For Assurance Enclosure 6 10

10. Morecambe Bay Investigation
Report
Chief Nursing Officer

For Approval Enclosure 7 10

11. Safeguarding Adults & Children -
Update and Summary of Care
Act 2014
Chief Nursing Officer

For Assurance Enclosure 8 5

12. Freedom to Speak Up Review
Director of Corporate Affairs

For Approval Enclosure 9 10

Strategy
13. 2015/16 Annual Plan

Chief Finance & Strategy Officer
For Approval Enclosure 10 10

14. Equality and Diversity Annual
Report
Chief HR & Information Officer

For Assurance Enclosure 11 5

Performance
15. Integrated Quality Performance

and Finance Report
For Assurance Enclosure 12 15
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ITEM TITLE BOARD ACTION PAPER TIME
Chief Finance & Strategy Officer

16. Trust Development Agency
(TDA) Oversight Monthly Self-
Certification Requirements -
June 2015
Chief Finance & Strategy Officer

For Approval Enclosure 13 5

17. TDA Accountability Framework
Director of Corporate Affairs

For Assurance Enclosure 14 5

Feedback from Key Meetings
18. Private Trust Board Meeting

Session Report of 28.5.15
Chairman

For Assurance Enclosure 15 5

19. Quality Governance Committee
Meeting Report 1 .6.15
Chair, Quality Governance
Committee

For Assurance Enclosure 16 5

20. Finance and Performance
Committee Meeting Report 1.6.15
Chair, Finance & Performance
Committee

For Assurance Enclosure 17 5

21. Extraordinary Audit Committee
Meeting Report 2.6.15
Chair, Audit Committee

For Assurance Enclosure 18 5

Regulatory, Compliance and Corporate Governance
22. Appointment of Audit Committee

Chair and Changes to Non-
Executive Director Lead Roles
Chairman

For Approval Enclosure 19 5

23. Any Other Business Verbal
24. Questions from Members of the Public Relating to Agenda Items
25. Date of Next Meeting:

The next meeting of the Trust Board will take place on Thursday
30 July 2015 at 10.00 am, University Hospitals Coventry and Warwickshire
Resolution of Items to be Heard in Private (Chairman)
In accordance with the provisions of Section 1(2) of the Public Bodies (Admission to
Meetings) Act 1960, and the Public Bodies (Admissions to Meetings) (NHS Trusts)
Order 1997, it is resolved that the representatives of the press and other members of
the public are excluded from the second part of the Trust Board meeting on the
grounds that it is prejudicial to the public interest due to the confidential nature of the
business about to be transacted. This section of the meeting will be held in private
session.
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MINUTES OF A PUBLIC MEETING OF THE TRUST BOARD
OF UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST
HELD ON THURSDAY 28 MAY 2015 AT 10.00 AM IN ROOM 1009/11 OF THE

CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY

AGENDA
ITEM

DISCUSSION ACTION

HTB
15/805

PRESENT

Mrs B Beal Non-Executive Director (BB)

Mr I Buckley Vice Chair (IB)

Mr D Eltringham Chief Operations Officer (DE)

Mr A Hardy Chief Executive Officer (AH)

Mr E Macalister-Smith Non-Executive Director (EMS)

Mrs K Martin Chief HR and Information Officer (KM)

Mr A Meehan Chairman (AM)

Mr D Moon Chief Finance & Strategy Officer (DM)

Mrs M Pandit Chief Medical Officer /Deputy CEO (MP)
Mr T Robinson Non-Executive Director (TR)
Mrs B Sheils Non-Executive Director (BS)
Mr P Winstanley Non-Executive Director (PW)

IN ATTENDANCE

Ms L Abolins Deputy Chief Nursing Officer (LA)
Mrs K Beadling Head of Communications (KB)
Dr J Davidson Associate Medical Director in Emergency Care (JD)
Ms C Jones Head of Research, Development and Innovation (CJ)
Mrs M Linnane Associate Director Nursing (ML)
Mr D Poynton Non-Executive Director-elect (DP)
Mrs R Southall Director of Corporate Affairs (RS)
Mrs P Young Corporate Affairs Manager (PY) – note taker

HTB
15/806

APOLOGIES FOR ABSENCE

Professor M Radford Chief Nursing Officer (MR).

HTB
15/807

DECLARATIONS OF INTEREST

There were no interests declared.

HTB
15/808

MINUTES OF TRUST BOARD MEETING HELD ON 30 APRIL 2015

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

HTB
15/809

TRUST BOARD ACTION MATRIX

HTB/15/766 LA confirmed that an exit interview analysis report would be
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presented to the Trust Board in June.

HTB15/722 Groups will be invited to present plans at a Board Seminar at a later
date in October and the action matrix was updated to reflect this change in
schedule.

The Trust Board NOTED the items in progress and APPROVED the removal of
those actions marked as complete.

HTB
15/810

MATTERS ARISING

There were no matters arising that were not on the action matrix or the agenda.

HTB
15/811

INPATIENT HOSPITAL CENCUS

AM welcomed JD to the Trust Board. JD proceeded to deliver a PowerPoint
presentation to present the findings of the inpatient hospital census.

JD advised that the inpatient hospital census provided a snapshot of patients in
hospital at the time the census was undertaken, the plan going forward was to
better understand the make-up of the organisation and dispel any longstanding
myths regarding patient flow.

It was noted that almost half of patients exceeded their estimated date of
discharge (EDD); the bulk of which were emergency admissions. Medical patients
who do not require a package of care have seamless journeys and predicted to
meet EDD. However, it emerged that the vast majority of inpatient work would
appear to be emergency in nature.

BB sought further clarity in relation to the term medically fit for discharge. JD
confirmed that this does include a small number of patients awaiting speciality
review or diagnostic tests and assured that a more definitive picture around this
group of patients could be better teased out in any future census.

In response to a question from PW, JD advised that whilst the Trust does not
employ a virtual ambulatory pathway, the Trust does follow a safe to discharge
initiative whereby patients are discharged with arrangements to return as an
outpatient for follow-up care.

AH observed that the census was conducted on what was one of the Trust’s worst
performing days and the presentation doesn’t tell the story of what the Trust didn’t
do and the learning from that. He added that the Trust has seen a steady
reduction in admissions and decrease in discharges suggesting a bottleneck
leaning towards the end of the inpatient journey. The Chairman added that it
would have be helpful to understand to what extent any learning correlates with
the financial delivery plan which is to be discussed during the private session of
the Trust Board today.

In response to a query from EMS, JD confirmed in terms of exceeding EDD the
Trust can peer benchmark against speciality datasets. He added that that elective
stay peer benchmark by specialty is also planned.
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BS queried whether there any surprises emerged from the results of the census;
JD responded that most surprisingly was the small number of surgical patients
and that few delayed discharges fulfilled the stereotype of the geriatric patient. MP
added that it would be helpful to correlate the data to determine the number of
medical and surgical beds and the clinical staff available to reveal any imbalance
of resource in order that this can be addressed.

Discussion ensued in relation to the reporting of internal delays. BB emphasised
the need for internal accountability and suggested that it might be helpful as a
Board to invite Clinical Directors of respective pathways to an appropriate forum
to share the actions that have been taken to address issues.

In response to a query from the Chairman, DM confirmed that the activity tariff
structure leans towards elective more than emergency care. He observed that the
Trust’s activity trend is dropping from an emergency perspective. The lack of bed
availability is preventing the desired increase in elective activity, which is proving
very challenging for the Trust.

The Trust Board RECEIVED the report and ACKNOWLEDGED the work
continuing to address the current performance challenges.

HTB
15/812

CHAIRMANS REPORT

The Chairman welcomed Mr David Poynton, who was observing and recently
appointed as Non-Executive Director due to commence with the Trust officially on
3rd June 2015, replacing TR who is leaving the Trust at the end of June. The
Chairman took the opportunity to extend sincere appreciation to TR for his support
and contribution to the Trust Board over many years.

The Trust Board RECEIVED ASSURANCE from the Chairman’s report.

HTB
15/813

CHIEF EXECUTIVE OFFICERS REPORT

AH was proud to announce that UHCW NHS Trust was the first Trust to sign the
British Sign Language Charter and extended appreciation to Barbara Hay, Head
of Equality and Diversity and the Team for the considerable work in organising the
event which was attended by people from around the region.

AH attended the Association of United Kingdom University Hospitals Chairs’
recently. This was a pivotal meeting in terms of the Trust’s position within the field
of academia.

AH expressed his delight to receive an invitation to attend the inauguration of the
new Mayor of Coventry, Councillor Michael Hammon.

The Trust Board RECEIVED ASSURANCE from the report.

HTB
15/814

“WE CARE” PATIENT EXPERIENCE QUARTERLY REPORT

MP drew the Trust Board’s attention to the ‘top’ and ‘lowest’ impression scores for
quarter four. She observed that the Trust narrowly missed the response rate for
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the inpatient Friends and Family Test (FFT) (39.41% against 40% target) but
overall gained momentum due to the work undertaken by the patient experience
and engagement team.

The number of registered complaints responded to within 25 working days has
increased in quarter 3 and MP assured the Trust Board that the Director of Quality
has a plan in place to meet the response rate going forward.

BB observed that it would be helpful to have a status of the backlog of complaints
referred to the Parliamentary Health Service Ombudsman in the report going
forward.

In response to a query from BS, KM confirmed that the Communications Team
have agreed an external communication strategy to raise awareness to both
patients and staff in relation to the on-site improvements that are currently
underway to improve flow around the site.

TR drew attention to continuity of care issue raised through informal patient
experience feedback. DE assured the Trust Board that each Group is charged
with managing transition when consultant staff leave to ensure that appropriate
and efficient handover of patients is completed as seamlessly as possible.

EMS praised the report and congratulated Jenny Gardiner on her appointment as
Director of Quality. He commended the focus on achieving a more efficient
turnaround of complaints but queried that the Trust should be aiming to meet the
standard challenge of 20 working days turnaround. AH responded that at the most
recent quarterly performance reviews with the Groups an issue with the process
was identified and a member of the complaints team has been assigned to each
Group setting out clear timelines and expectations for turnaround; depending
upon the complexity of the complaint. He assured the Trust Board that a clear
path of escalation is in place.

The Trust Board RECEIVED ASSURANCE from the report.

MP

HTB
15/815

NURSING AND MIDWIFERY REVALIDATION

The Chairman welcomed ML to the Trust Board. ML advised that the purpose of
the report was to inform the Trust Board of the requirements for Nursing and
Midwifery revalidation, which is due to commence April 2016. She proceeded to
provide an overview of revalidation, new requirements, organisational readiness
and outlined the next steps and key challenges.

Designed to build upon existing arrangements, the Nursing and Midwifery Council
(NMC) is mandating that in order to renew their registration all nurses and
midwives must meet new revalidation requirements.

The NMC has written to all registrants to advise them of the revised code and
requirements of revalidation. ML emphasised that it is the responsibility of the
individual to revalidate. KPMG have been appointed by the NMC to assess
progress towards readiness; a self-assessment tool is currently being developed.
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Work has commenced to align nursing and midwifery job descriptions to the trust
core values and revised NMC code. In addition, preparatory work has
commenced to combine the process for revalidation with work being undertaken
in relation to values based recruitment and appraisal in time for implementation in
April 2016.

Discussion ensued in relation to a cohort of staff who have a desire to maintain
registration but who have chosen a career path where nursing registration is not
required. It was acknowledged that work is required to identify those registrants in
order to determine whether the Trust would provide support to revalidate where
registration was not a requirement of the post.

ML emphasised the need to ensure that sufficient support is provided to existing
staff who may find the change in process daunting; this will be achieved through a
series of workshops to raise awareness of responsibility and process to support
revalidation and to ensure that portfolios are completed in time for the launch in
April 2016.

IB expressed his concern around the use of agency staff and the need for a
rigorous approach to ensure revalidation is completed for this cohort of staff. ML
assured the Trust Board that the process will be very strict and that all nurses
must comply with the new revalidation process to remain registered, registration
being a prerequisite for joining any agency.

In response to a query from BS in relation to resource, AH confirmed that this
piece of work is expected to be completed within the existing budgets. LA added
that more information will be available following completion of work with the pilot
sites and acknowledged that some additional resource was likely to be required to
progress this.

The Trust Board:-

 NOTED the purpose of revalidation and when this comes into effect;
 NOTED the readiness of the Trust and next steps and key challenges and;
 REQUESTED an update be presented to the Trust Board in September

following completion of the pilot sites

MR

HTB
15/816

EMERGENCY PATHWAY UPDATE

DE presented the report and provided an overview of the Trusts Emergency
Pathway and its performance against the 95% Emergency Department (ED)
standard, set out in the jointly agreed plan between the Trust, Coventry and
Rugby Clinical Commissioning Group (CCG), NHS England, Trust Development
Agency (TDA) and Partner Organisations, which outlines those activities being
pursued to improve the Trust’s position.

Chief Officers have held key discussions with Groups and Senior Leaders in the
Trust and met with Clinical Directors to identify actions to take forward. DE
acknowledged that there was a leadership challenge and as such the Chief
Officers agreed to deploy an initiative whereby he undertakes a ‘back to the floor’
exercise visiting wards and managing day-to-day operational challenges and
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troubleshooting to support seamless patient pathways. Chief Officers recognise
that this is a shared problem and are prepared to get involved at ground level.

DE provided an overview of the ‘perfect week’ initiative which the Trust is aiming
to implement in early July with the support from ECIST. The focus of the week will
be on clinical duties and enabling support services to provide rapid response to
clinical departments with a view to improving patient flow, free up capacity earlier
in the day whilst testing new schemes and ultimately recalibrating the system.

DE assured the Trust Board that the Chief Officers continue to hold robust
discussions with partners in the Local Health Economy (LHE) in an attempt to
reduce the delayed transfer of care (DTOC) position. The Trust reached a peak of
over 100; acknowledging that this is significantly higher than it should be. The
Systems Resilience Group (SRG) continues to meet and Chief Executive Officers
of partner organisations, recognising that this is a system responsibility, have
established a long-term vision for the LHE. This will include a Programme Board
operating on behalf of the SRG chaired by AH, from which work-streams will be
established.

DE observed that the Trust has been invited to attend a third escalation meeting
with the NHS Trust Development Authority (nTDA) and NHS England as a result
of performance and the Trust is taking all steps necessary to improve the position
going forward.

IB thanked DE for the report and observed that there were some conflicts within
the report in respect of admissions and discharges. He emphasised the need to
dig deeper to better understand where the bottlenecks lie and confirmed that this
was a piece of work that the Finance and Performance Committee are
undertaking.

BS sought assurance that the Chief Officers have support and engagement from
clinicians. DE responded that the feedback from quarterly performance reviews is
positive but acknowledged that this doesn’t translate into performance and
recognising that DE embarked on his ‘back to the floor’ exercise. AH expressed
his disappointment in relation to engagement from clinical leaders around tackling
the performance issues within the organisation, but assured the Trust Board that
the initiatives being taken as described already will look to create stability in
performance.

EMS commended DE for accepting the ‘back to the floor’ challenge and drew
attention to the step change noticed in the daily medical outliers graph on page 17
of the report. DE responded that this reflects the increase in length of stay and
cannot be associated with any one factor but a combination. MP suggested that it
would be helpful to review comparative data for the percentage of patients
discharged from the bed-base this time last year. DM confirmed that he would
arrange to look into this and feedback to the Trust Board outside of the meeting.

Referring to the earlier point regarding engagement; MP emphasised the need to
communicate a clear message to clinical leaders to engage the desired clinical
commitment similar to that achieved with ‘Getting Emergency Care Right’.

BS sought assurance around the productivity of the Hospital of St Cross. DM
responded that there is currently a piece of work underway to maximise the use of

DM
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theatres at the Hospital of St Cross; following which the Trust is expecting
increased productivity on that site. DE added that the quarterly performance
review meetings revealed an issue relating to late starts in theatres and the Group
were challenged to develop an action plan to ensure pace and rigour. Further
discussion around productivity will continue at Finance and Performance
Committee.

In response to a query from BB in relation to commissioning arrangements for
private patients; AH assured the Trust Board that contract arrangements for
patients referred via ‘choose and book’ directly to the private sector have no
association with the Trust and are monitored through direct commissioning
arrangements with the private sector.

The Trust Board:-

 NOTED and SUPPORTED the actions outlined in the report and;
 NOTED the proposal to report against the actions taken in a future report

to the Trust Board in July.

DE

HTB
15/817

RESPONSE TO KATE LAMPARD’S LESSONS LEARNT REPORT (SAVILLE
ENQUIRY)

KM provided an overview of the background to the Lampard Report, main findings
and risks. She assured the Trust Board that there were no significant concerns for
the organisation and added that as a result of the enquiry there is a greater
emphasis on scrutiny. KM also assured the Trust Board that work is ongoing to
ensure that the appropriate checks and balances were in place for monitoring the
use of agency staff. BB sought further assurance around risk and mitigations in
place. LA acknowledged that further work is required in terms of vetting agency
staff and assured the Trust Board that the Trust is meeting with agencies to move
this work forward. She added that Task and Finish Groups for both nursing and
medical agency use have been established to reduce and ultimately eliminate off
framework usage.

The Trust Board:-

 RECEIVED ASSURANCE and APPROVED the action plan and;
 REQUESTED a progress report on the action plan in September.

HTB
15/818

CARE QUALITY COMMISSION (CQC) REGISTRATION REPORT

MP presented the report and provided an update on the Trust’s current CQC
registration status; outlining the changes to the system of statutory regulation.

The Trust remains fully compliant with Essential Standards of Quality and Safety
and thus continues to be registered without conditions as a provider of health
services.

There have been two new regulation changes, the first introduces a statutory duty
of candour (Regulation 20), which the Trust Board was already aware of and the
second introduces a requirement for providers to display their CQC rating
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(Regulation 20A).

The Trust Board RECEIVED ASSURANCE from the report.

HTB
15/819

RESEARCH AND DEVELOPMENT ANNUAL REPORT 2014/15

CJ thanked the Trust Board for the opportunity to celebrate the hard work
undertaken by the Research, Development and Innovation (RD&I) Team and
was delighted to provide a summary of the research, development and
innovation activity that has been ongoing across the Trust.

CJ was proud share that the RD&I Team had won a national award
(NIHR/Pharmatimes ‘Research Site of the Year’) in both 2014 and 2015. She
proceeded to summarise other highlights including expansion of the Arden
tissue bank, sustained improvements in research set-up times, and significant
increase in Research Capability Funding. On balance some of the lowlights
included slow development of the West Midlands Research Network due to lack
of clarity around funding, commercial income has fallen, reduction in academic
base, grant income is reliant on few individuals and whilst patient recruitment
targets were met, delivery targets were not.

CJ emphasised the necessity to invest in order for the Trust to achieve first
class status. DM acknowledged this but added that any investment must be on
a financial return basis.

EMS commended the report and dynamic vision but expressed his
disappointment, as Chair of the National Institute for Health and Research
Priorities Panel, with regard to the low levels of aspiration in the applications
received from NHS organisations and encouraged the team to take a bolder
approach. IB noted that the Finance and Performance Committee have asked to
receive an annual update report in respect of research, development and
innovation.

BS enquired as to whether the Trust is undertaking work in conjunction with
Coventry University. AH assured the Trust Board that there are several
collaborative projects being explored.

The Trust Board RECEIVED ASSURANCE and SUPPORTED the continued
work to raise the research, development and innovation agenda.

HTB
15/820

INTEGRATED PERFORMANCE REPORT – MONTH 1 2015/16

DM provided an overview of the performance challenges the Trust is currently
facing including; the number of registered complaints demonstrating a worsening
trend, delivery of the 18 week referral to treatment target and 62 day urgent
referral to treatment cancer target.

DM expressed concern that the EBITDA indicators were below plan at month 1
due to the year to date deficit being greater than planned. This was driven by
underperformance against activity and he acknowledged that this was a real
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concern for the organisation going forward. He added that whilst nursing agency
spend is demonstrating a decreasing trend; conversely the Trust is seeing an
increase in medical agency spend, which is posing a significant risk in terms of
achieving the financial plan. It was noted that further scrutiny of pay costs will be
applied at the next Finance and Performance Committee.

EMS expressed concern that the Trust had failed to achieve the 62 day urgent
referral to treatment cancer target in February and March and sought assurance
from Chief Officers regarding remedial action being taken. It was noted that issues
persist with the receipt of referrals from other organisations that have already
breached and the negative impact this has on the Trust’s performance. AH
advised that the national framework for reporting breaches following the receipt of
a referral that is post day 42 in the pathway will change from April 2015; this will
no longer be a shared breach and will have a positive impact for the Trust.
However, he added that internal processes also require refinement to enhance
flow within the Trust. Discussion ensued in relation to the process for expediting
radiological diagnostic tests for inpatients and the need for an internal policy. It
was observed that following the launch of the Da Vinci Robot, the Trust has seen
an increase in the number of referrals for radical prostatectomies, which has
added to the pressure.

LA observed that the position regarding nursing establishment is at a status quo in
that the Trust is reporting the same number of leavers as starters at present. The
Trust has attended recruitment fayres in Ireland and is considering options for
overseas employment. In contrast, she was pleased to report that the Trust is
making good in-roads for non-registered nurses adding that 48 health care
support workers were offered positions earlier in the week.

TR expressed disappointment in regard to the three grade 3 pressure ulcer
incidents reported in April. LA advised that root cause analysis had not revealed
any new issues but that performance is being closely monitored in the specific
areas with a clear escalation process in place. Additionally, a programme of
education will be rolled-out to the specific areas in question and further data
analysis is being undertaken to better understand the type of patient to focus
educational training.

KM confirmed that she was working with the Interim Director of Performance
Management to review the modelling of the scorecard and refine the IPR.

The Trust Board RECEIVED ASSURANCE from the report and CONFIRMED
understanding of the month 1 position.

HTB
15/821

TRUST DEVELOPMENT AGENCY OVERSIGHT MONTHLY SELF-
CERTIFICATION REQUIREMENTS – MAY 2015

DM presented the report confirming that all of the board statements on the self-
certification requirement had been met.

The Trust Board NOTED and APPROVED the April submission against the Board
and Licence requirements.
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HTB
15/822

PRIVATE TRUST BOARD MEETING REPORT 30 APRIL 2015

The Chairman had nothing further to add to the report and there were no
questions raised by other Trust Board members.

The Trust Board RECEIVED ASSURANCE from the report of April.

HTB
15/823

QUALITY GOVERNANCE COMMITTEE MEETING REPORT 5 MAY 2015

EMS presented the report advising that he had nothing further to add. There were
no questions raised by other Trust Board members.

The Trust Board RECEIVED ASSURANCE from the report.

HTB
15/824

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORT 5 MAY
2015

IB presented the report advising that he had nothing further to add. There were no
questions raised by other Trust Board members.

The Trust Board RECEIVED ASSURANCE from the report.

HTB
15/825

AUDIT COMMITTEE MEETING REPORT 13 APRIL 2015

TR presented the report drawing attention to a request for further evidence to
support the external audit value for money opinion. There were no questions
raised by other Trust Board members.

The Trust Board RECEIVED ASSURANCE from the report.

HTB
15/826

CORPORATE TRUSTEES MEETING REPORT 29 APRIL 2015

The Chairman presented the report advising that he had nothing further to add.
There were no questions raised by other Trust Board members.

The Trust Board RECEIVED ASSURANCE from the report.

HTB
15/827

BOARD ASSURANCE FRAMEWORK (BAF) 2015/16 AND 2014/15 CLOSE
DOWN

The purpose of the report is to present the BAF for approval and to formally
approve the treatment of the remaining BAF risks for 2014/15.

The Trust Board received training in relation to risk management and its
responsibilities in this regard at the Board Seminar on the 14th April 2015 and the
latter part of the session was used to inform the development of the Board
Assurance Framework for 2015/16. The risks to the agreed Annual Objectives
that had been articulated at the Board Seminar were refined and re-presented to
the following Board Seminar on 5th May 2015, at which time the proposed risk
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ratings were discussed and consensus reached. Further work has taken place
since the seminar in terms of populating the BAF for 2015/16 and final version
presented to the Trust Board for approval.

The Chairman praised the presentation of the new BAF format and the work
undertaken to refine the risks.

The Trust Board APPROVED the BAF 2015/16 and treatment of the residual BAF
risks for 201/15.

HTB
15/828

ANY OTHER BUSINESS

There was no other business.

HTB
15/829

QUESTIONS FROM MEMBERS OF THE PUBLIC

There were no questions from members of the public present at the meeting.

HTB
15/830

The next Public Trust Board will be held on Thursday 25 June at 10.00 am at
University Hospitals Coventry & Warwickshire.

The minutes are approved

SIGNED …………………………………………........................

CHAIRMAN

DATE …………………………………………........................
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University Hospitals Coventry and Warwickshire Hospitals NHS Trust
Action Matrix Public Trust Board

25 June 2015

The Trust Board is asked to NOTE the progress with regards to the actions below and to APPROVE the removal of those that are
marked completed.

AGENDA ITEM ACTION CHIEF
OFFICER

DUE DATE UPDATE REMOVAL

ACTIONS FROM FEBRUARY 2015 MEETING

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 May 2015 On the agenda for the June
meeting.

Yes

ACTIONS FROM MARCH 2015 MEETING

HTB/15/762
CHIEF EXECUTIVE
OFFICERS
REPORT

MR to present on the Morecombe Bay Report
recommendations at a future Trust Board.

MR June 2015 On the agenda for the June
meeting.

Yes

HTB/15/766
TRUST WIDE
NURSING/
MIDWIFERY
STAFFING RISK
ASSESSMENT

MR to present on leavers exit interview
analysis at a future Trust Board.

MR April 2015 On the agenda for the June
meeting.

Yes

HTB/15/722
FINANCE AND
PERFORMANCE
COMMITTEE
MEETING REPORT
2 MARCH

RS to liaise with DM to organise a Board
Seminar where the Groups will present their
plans.

DM Oct 2015 Agreed at the May meeting
that this would be deferred
to October.

No
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AGENDA ITEM ACTION CHIEF
OFFICER

DUE DATE UPDATE REMOVAL

ACTIONS FROM APRIL 2015 MEETING

HTB/15/792
BOARD SAFETY
AND QUALITY
WALKROUND
PROGRAMME

RS commented that this would be discussed
at the next Board Seminar, as to how best
present this information going forward.

MP/RS May 2015 This work is on-going No

HTB/15/793 Safer
Staffing Indicators

Midwifery staffing data to be added to next
Safer Staffing report to Trust Board

MR July 2015 Will be included within
standard work programme
report scheduled to be
presented to Board in July

No

ACTIONS FROM MAY 2015 MEETING

HTB/15/816
EMERGENCY
PATHWAY
UPDATE

MP suggested that it would be helpful to
review comparative data for the percentage of
patients discharged from the bed-base this
time last year. DM confirmed that he would
arrange to look into this and feedback to the
Trust Board outside of the meeting.

DM June 2015 No

HTB/15/816
EMERGENCY
PATHWAY
UPDATE

The Trust Board noted the proposal to report
against the actions taken in a future report to
the Trust Board in July.

DE July 2015 No yet due. No

HTB/15/811
INPATIENT
HOSPITAL
CENSUS

BB emphasised the need for internal
accountability and suggested that it might be
helpful as a Board to invite Clinical Directors
of respective pathways to an appropriate
forum to share the actions that have been
taken to address issues.

DE Oct 2015 To be scheduled at a
Board Seminar when
Group plans are discussed
in October

No
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HTB/15/814
PATIENT
EXPERIENCE
QUARTERLY
REPORT

BB observed that it would be helpful to have a
status of the backlog of complaints referred to
the Parliamentary Health Service
Ombudsman in the report going forward.

MP Sept 2015 Will be added to the next
report.

No

HTB/15/815
NURSING AND
MIDWIFERY
REVALIDATION

The Trust Board requested an update be
presented to the Trust Board in September
following completion of the pilot sites

MR Sept 2015 No due yet. No



AGENDA ITEM 6 ENCLOSURE 3

UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

25 JUNE 2015

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

Andy Meehan, Chairman

PURPOSE OF THE REPORT:

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

SUMMARY OF KEY ISSUES:

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

 Extraordinary Audit and Board Meetings
 NHS Confederation annual conference
 TDA Development Opportunity Presentation
 Consultant Interviews
 NHS Providers Chairs & CEO Meeting
 Friends of St Cross Annual General Meeting

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.



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

25 June 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:

 GP Alliance with Coventry City Council – 1 June
 NHS Confederation annual conference – 3&4 June
 TDA EPR Confirm and Challenge meeting – 16 June

Consultant Appointments – there have been five consultant appointments since the last
Trust Board Meeting, as listed below:
Narotham Burri – Consultant Anaesthetist – Cardiothoracic
Thomas Billyard – Consultant in Critical Care
Thomas Barber – Consultant Cardiothoracic Surgeon
Arun George – Consultant in Emergency Medicine
Christopher Grocock – Consultant Upper GI Surgeon

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.

Lord Carter of Coles has published his report in relation to productivity in the NHS. The
report can be found at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/434202/carter-
interim-report.pdf

England’s Chief Nursing Officer, Jane Cummings has written to Directors of Nursing
outlining the next steps that will be taken on the shared work programme to improve the
quality and safety of NHS staffing:
http://www.england.nhs.uk/wp-content/uploads/2015/06/cno-safe-staffing-letter-
stakeholders.pdf

Expressions of interest are being invited for organisations and partnerships to become
vanguard sites for new models of acute care collaboration.
http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3/new-care-models/

It has formally been announced that Monitor and the NHS Trust Development Authority will
move to single leadership later this year.



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

25 June 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 You Said, We Did Update Report: November 2014- March 2015
Author Lynn Betts, Interim Associate Director of Quality

Laura Boyd, Patient Experience Facilitator
Responsible
Chief Officer

Meghana Pandit, Chief Medical and Quality Officer

Date 25th June 2015

1. Purpose

This is the bi-annual ‘You Said, We Did’ paper that details recent actions the Trust has
taken after listening to user feedback. The paper also details the activities the patient
experience team will co-ordinate as part of the refreshed ‘We are Listening’ campaign for
our patients, carers and relatives.

2. Background and Links to Previous Papers

This is an update to the Trust Board as part of the Together Towards World Class
Programme. It follows on from the report submitted to the October Trust Board meeting
and provides assurance that the Trust continues to act upon feedback that is received
and to make changes as a result.

3. Narrative

It is important that the Trust puts listening into action and this paper demonstrates those
activities which the Patient Experience Team has been informed about. There will
undoubtedly be more. This demonstrates our commitment to acting on our users’
feedback and changing or enhancing systems/processes or environments that will deliver
a better patient experience. This aligns with our organisational vision of being a national
and international leader in healthcare and delivering a world class patient experience.

4. Areas of Risk

If the Trust does not act on feedback that is provided the following risks may arise:

Quality risks; patients may not receive the quality of patient experience that they and the
Trust would want, resulting in dissatisfaction and the possibility of patients choosing to be
treated elsewhere.

Reputation risks; the Trust’s reputation may be adversely affected if patients are
dissatisfied with the experience that they receive which also may result in patients
electing to be treated elsewhere.
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5. Governance

NHS Constitution

Section 3b:

Please give feedback – both positive and negative – about your experiences and the
treatment and care you have received, including any adverse reactions you may have
had. You can often provide feedback anonymously and giving feedback will not affect
adversely your care or how you are treated. If a family member or someone you are a
carer for is a patient and unable to provide feedback, you are encouraged to give
feedback about their experiences on their behalf. Feedback will help to improve NHS
services for all.

Section 4b
 to contribute towards providing fair and equitable services for all and play your

part, wherever possible, in helping to reduce inequalities in experience, access or
outcomes between differing groups or sections of society requiring health care;

 to view the services you provide from the standpoint of a patient, and involve
patients, their families and carers in the services you provide, working with them,
their communities and other organisations, and making it clear who is responsible
for their care;

6. Responsibility

Lynn Betts, Interim Associate Director of Quality
Meghana Pandit, Chief Medical and Quality Officer

7. Recommendations

[A]The Board is invited to note: the actions staff have taken as result of listening to user
feedback.

Name and Title of Author: Lynn Betts, Interim Associate Director of Quality
Date: 25 June 2015
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Patient Experience
We Are Listening: You Said, We Did in 2014/2015

During November 2014 – March 2015, the Trust continued to listen to and act on the
views of its patients, relatives and carers. We continue to use ‘Impressions’, forums
were re-designed and the Patient Story Programme to Trust Board continued.

The Patient Experience Team has also refreshed the ‘We are Listening’ campaign for
our users with an annual programme of events and initiatives. The campaign’s aim
has been two fold: to make our patients, relatives and carers aware of the various
mechanisms available to them to feedback on their experiences and to increase the
amount of feedback we receive. This is in line with the organisational vision to
become a national and international leader in healthcare, and Together Towards a
World Class Patient Experience.

With all this wealth of information on patient, relative and carer experience, the Trust
has worked hard during 2014-15 to bring about improvements in line with what is
important to those who use its services. Based directly on feedback from patients,
relatives and carers, areas and departments have carried out the following in the past
six months:

You Said We Did Source
Emergency Department
“Keep patients more
informed on waiting times”

Every 30 minutes, the
reception team talk to the
nurse co-ordinator to
understand the position of
the department. The waiting
time is then updated in
accordance with the
information received.

FFT

“Listen to the patient.
Understand their medical
conditions, especially rare
ones, and stick to agreed
care plan”

For rare conditions the
department has copies of
specific care plans to refer
to and the facilities in these
cases to access notes
quickly.

FFT

“More space needed” A business plan has been
submitted to extend the
Resuscitation Department
which will ensure that
patients who require extra
assistance remain in this
area. This is awaiting
approval.

FFT

Maternity
“We would like refreshments A vending machine has FFT
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You Said We Did Source
in waiting area” been installed in the Labour

Ward waiting area.

“We would like visiting times
to be more flexible”

There can be two birth
partners but after birth of the
baby, visiting is now less
restricted (with discussion
with the shift coordinator).

FFT

“It takes too long to be
discharged after the birth of a
baby”

We have funded training for
a further 10 midwives to
undertake the Newborn
Infant Physical Examination
which will help to speed up
the discharge process.

FFT

Gynaecology

“Signage was not clear” The signage was reviewed
and replaced with clearer
signs to involve all patients
on the ward. Signage was
also made clearer for breast
surgery patients.

PALS,
FFT ,
Impressions

“The waiting area was not
comfortable”

The waiting area was made
more comfortable with extra
seating. The area was also
decorated.

FFT

Patient Experience Team

“Patients wanted to know
who’s who and what the
uniforms are”

Placemats have been
provided for each patient
bedside table. The
placemats include
information about the ward
routine as well as having a
pictorial guide on uniforms.

FFT,
Complaints,
PALS

“Patients wanted easy to
understand information close
to hand”

Information boards are now
on every ward enabling staff
to share local information on
safety, patient experience
and improvements made as
a result of patient feedback.

Verbal

“Patients who have
visual/hearing impairments
say that they felt unable to
engage with staff fully”

The Patient Experience
Team is working with the
Equality Team on creating
an awareness video for staff
which aims to improve the
patient experience for those
patients with hearing and/ or
visual impairments.

Verbal

“Patients wanted more
information about their
conditions/diagnosis”

A pilot is being set up for a
Patient Information
Prescription service and
work will begin in the

Verbal,
FFT,
Complaints,
PALS
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You Said We Did Source
Pharmacy so patients
receive better information
about conditions/treatments.

Patient Experience- Key Achievements

 The Trust achieved the CQUIN target for the Friends and Family Test.

 The ‘We are Listening’ campaign continued to highlight improvements
made to the patient experience. Various Trust committees are updated
with these improvements, and they are also displayed in poster format
around both hospital sites.

 The Patient Story Programme continues to be received positively by the
Trust Board.

 During 2014 – 2015, the Patient Experience and Nursing Teams worked in
partnership to produce some pertinent patient information. This included,
new posters outside every ward detailing information about the ward
manager, contact details, specialties treated as well as generic information
about the Trust, ‘Looking After You Boards,’ place- mats and core patient
information leaflets are now available in all areas.

 The team added a bespoke Paediatric Survey to its suite of surveys.
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PUBLIC TRUST BOARD PAPER
Title Band 5 Exit Interviews- Thematic Review

Author Annette Wye Recruitment Lead Nurse
Linda Abolins Deputy Chief Nursing Officer

Responsible
Chief Officer

Professor Mark Radford, Chief Nursing Officer

Date 25th June 2015

1. Purpose
To provide the Trust Board with information from our review of Band 5 exit interviews
during November 2014 to April 2015.

2. Background and Links to Previous Papers
The Trust Board received a report in March 2015 on Trust wide Nursing / Midwifery
Staffing Risk Assessment. A number of short, medium and long term plans were
identified to mitigate the risks identified. This exit interview was part of the short term
plan.

3. Narrative
As part of our increased focus on nurse recruitment, we undertook a telephone survey of
our Band 5 nurse leavers to ascertain any patterns and trends which may help us to
inform our recruitment and retention strategies.

From a review of the information provided, the key themes are the access to and cost of
car parking, opportunity for professional development and promotion, line management
support, staffing and specialist interest.

The feedback from this survey is informing a number of key actions currently underway.

4. Areas of Risk
If we don’t take notice and undertake action from our analysis of the key themes, we will
continue to lose experienced staff to other organisations, as well as the potential risk of
reputational damage where staff feel they have not had a good experience working at
UHCW.

5. Governance
Feedback from this thematic analysis will be provided to Nursing and Midwifery
Committee, Ward Manager and Matron Care Quality Forum and Trust Car Parking
Group.

6. Responsibility
Annette Wye Recruitment Lead Nurse on behalf of Professor Mark Radford Chief Nursing
Officer

7. Recommendations
The Trust Board is asked to note contents of report and support the actions already being
implemented.

Name and Title of Author: Annette Wye Date: 15th June 2015
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University Hospitals Coventry and Warwickshire NHS Trust

Band 5 Exit Interviews- Thematic Review

Trust Board

25 June 2015

1. Introduction

This paper provides the Trust Board with analysis of the Band 5 Nurse leavers
exit interviews from November 2014 to April 2015, and how we are
responding to that feedback.

2. Context

Since December 2015 we have had an increased focus on nurse recruitment.
Trust Board received a report in March 2015 on nursing / midwifery staffing
risk assessment. Analysis from exit interviews was identified as one of the
short term actions to mitigate future risk.

All leavers’ from the Trust have the opportunity to provide feedback via exit
interviews, however these have not been completed systematically across the
Trust; they are resource intensive and to date haven’t provided us with any
discernible trends or patterns.

A telephone survey, conducted by our Recruitment Lead Nurse, of our Band 5
nurse leavers was undertaken to ascertain any patterns and trends which may
help to inform our recruitment and retention strategies. We had a total of 73
band 5 nurses leave the Trust from November 2014 – April 2015 (see
Appendix 1 for starters and leavers).

3. Methodology

In order to identify why our nurses were leaving the Trust, we devised a short
questionnaire which could be conducted via telephone (see Appendix 2). The
aim of the questions was to give our leavers an opportunity to express both
what was good as well as what we could do better within the Trust from their
personal perspectives. It also helped to identify why they were leaving. The
questionnaire also incorporated a couple of questions asking staff to rate us
as an organisation (as per Friends and Family national survey).

To monitor the Band 5 leavers’ monthly figures during the period of the survey,
the Trust ESR & Workforce information Team supplied us with names and
contact numbers.

Our Recruitment Lead Nurse contacted leavers by telephone to ask them if
they would participate in the exit interview. All responders were assured of
confidentiality. Several attempts were made to ensure all leavers were
contacted.
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4. Results

Of the 73 leavers during this time period, 43 (59%) provided us with
information. We were unable to make contact with a further 19 (26%), and 8
(11%) did not want to participate. Three left the trust for reasons other than
self-choice and were not contacted.

Responses to the survey questions provided a mixture of both positive and
negative feedback about certain issues within the Trust.

4.1 Survey Themes

The most frequent themes for leaving UHCW (in order of most frequently
cited)

 Car parking
 Promotion
 Retirement
 Stress/ Low Morale
 Poor line management support
 Staff shortages
 Annual leave (requests not being granted)
 Shift patterns
 Relocation
 Health Issues
 Commuting

Of those who have left to join other organisations these include both acute
and community nursing within the near local vicinity, hospice nursing, and to
work in London and abroad.

4.2 Rating UHCW as a place to work

Staff were asked to rate UHCW out of 10 as a good place to work in line with
the Friends and Families Survey

Rating Number of staff rated it at this level
10 2
9 5
8 10
7 10
6 11
5 3
4 0
3 1
2 0
1 0
No Rating 1
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The Trust was rated mainly between 6-8.

4.3 Feedback

Positive responses included the new and modern facilities for providing
nursing care and good nursing policies. Some leavers identified how amazing,
supportive and friendly the staff at UHCW were. Great learning opportunities
were also cited.

Leavers were asked if they would return to UHCW in the future. The response
was;

 Yes = 30
 No = 7
 Maybe = 5
 No response = 1

A ‘yes’ or ‘maybe’ response was qualified by comments relating to
improvement in car parking, promotion opportunities and improved support
from management.

The more negative feedback can be divided in to the 5 themes below:

Car Parking
Unable to get a staff car parking pass and there are few spaces for staff to
park. Daily rate to park on site felt to be expensive

Education/Promotion
Lack of support for professional development.
Time to getting onto a university course can be lengthy.
Limited promotion opportunities.

Management Support
Some lack of support for family friendly working policies
There was a perceived lack of management attendance to individual issues,
in a few core groups.

Staffing
Staff shortages
High use of agency staff that are not familiar with the ward.

General
Specialist areas with high number of medical outliers preventing staff using
surgical specialist skills and knowledge
Volume of Trust documentation requiring completion per individual patient.

5. Discussion

Whilst this telephone follow up of leavers was labour intensive, nevertheless it
has been useful in providing some objective information to the Trust from the
last 6-months. Whilst there appears to be no real new information from the
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anecdotal evidence, it will be helpful to our future recruitment and retention
plan for the Trust.

5.1 Actions

Feedback from this survey will be provided to the Trust Car Parking Group.

At present we are developing the framework for band 5/6 competencies
aimed at role development and future promotion. The issues raised about
nurse education will be reported to our Associate Director of Nursing
Education/ Research for review.

Since February 2015, the Trust has been providing a Career Support Service
for all nurses. This is run by two senior nurses, twice per month for 90
minutes. The overall aim of the session is to provide staff with the opportunity
to have an effective discussion about aspects of their career. It is a
confidential discussion that covers a wide range of topics from personal to
professional issues. The staff member is listened to and provided with
guidance and advice where necessary. To date the service has been used by
27 members of staff, ranging from Band 2-7. Feedback has been
overwhelmingly positive.

From July 2015, we will be implementing a new internal transfer process for
Band 5 staff who wish to move wards or specialities. This will eliminate the
need for staff to reapply for internal posts via the current recruitment process.
By making this simpler for our staff, we hope that this will help us to retain
staff who might otherwise have decided to leave the organisation to work
elsewhere.

This report will be shared with the Nursing and Midwifery Committee and
Ward Manager and Matron Care Quality Forum in July 2015.

In May 2015, a Starters and Leavers Task and Finish Group has been
established to implement an electronic survey programme for new starters
and leavers. This combines with the quarterly staff impressions surveys to
provide a systematic approach to feedback across the employee lifecycle.
The surveys will provide an opportunity to develop targeted retention
initiatives and activities.

Proactive work has commenced to increase the UHCW Temporary Staffing
Bank and reduce agency usage within the Trust.

Since June 1st, the Trust has ring fenced surgical beds to manage elective
pathway, which should have a positive impact for those staff to practice their
skills within their specialities.
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6. Conclusion

This survey was implemented to ascertain information from Band 5 leavers to
establish patterns or outcomes which would help us to develop recruitment
and retention strategies going forward.

Improvement work has been identified which covers each of the negative
themes identified from this survey. The information provided from this survey
will be disseminated to the necessary groups.

The Trust Board is asked to note this report and support the actions.
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Appendix 1

Band 5 Starters and Leavers Figures

Month New Experienced
Band 5 starters

Newly Qualified
starters

Band 5 leavers

November 14 *Not available 13
December 9 *Not available 10
January 5 34 10
February 15 14 5
March 8 1 12
April 9 2 23
Total 60 51 73

* Previously recorded as HCA’s on ESR whilst waiting for Professional PIN
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Appendix 2

Exit Interview Telephone Survey

Name place of Employment

Reason for Leaving

Good things about working at UHCW

Negative things about working at UHCW

Would you return if a suitable position was
available in the future

Rate UHCW out of 10 as a good place to
work

Present employment

Other comments
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PUBLIC TRUST BOARD PAPER

Title Morecambe Bay Investigation Report

Author Lorna Bass Chelsea Gilsenan
Editor Carmel McCalmont, Associate Director of Nursing

Responsible
Chief Officer

Professor Mark Radford, Chief Nursing Officer

Date 25th June 2015

1. Purpose

At the request of the Chief Nursing Officer (CNO), the Maternity Service have reviewed
“The Report of Morecambe Bay Investigation” (Published March 2015, Author Dr Bill
Kirkup CBE) in order to provide a report detailing a gap analysis and recommendations
for the UHCW Maternity Service.

2. Background and Links to Previous Papers

The report describes a “seriously dysfunctional nature of the maternity service at Furness
General Hospital (FGH) “.

It stipulates that;

 Clinical competence was substandard with deficient skills and knowledge

 Working relationships were extremely poor, particularly between different staff
groups, such as obstetricians, paediatricians and midwives

 There was a growing move amongst midwives to pursue normal childbirth ‘at any
cost`

 There were failures of risk assessment and care planning that resulted in
inappropriate and unsafe care

 The response to adverse incidents was grossly deficient

 Repeated failure to investigate properly and learn lessons

The investigation report details 20 instances of significant failures of care in the FGH
maternity unit, which may have contributed to the deaths of 3 mothers and 16 babies.
Different clinical care in these cases would have been expected to prevent the death of 1
mother and 11 babies. This is almost 4 times the frequency of such occurrences at the
Trust’s other main maternity unit, the Royal Lancaster Infirmary (RLI).

The attached gap analysis sets out the steps that are being taken in UCHW maternity
services to ensure that all applicable recommendations are implemented.

3. Narrative

The report states that the maternity department at FGH was dysfunctional with serious
problems in 5 main areas:
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 Clinical competence of a proportion of staff fell significantly below the standard for
a safe, effective service. Essential knowledge was lacking, guidelines not followed
and warning signs in pregnancy were sometimes not recognised or acted on
appropriately.

 Poor working relationships between midwives, obstetricians and paediatricians.
There was a ‘them and us’ culture and poor communication hampered clinical
care.

 Midwifery care became strongly influenced by a small number of dominant
midwives whose ‘over-zealous’ pursuit of natural childbirth ‘at any cost’ led at times
to unsafe care.

 Failures of risk assessment and care planning resulted in inappropriate and unsafe
care.

 There was a grossly deficient response from unit clinicians to serious incidents
with repeated failure to investigate properly and learn lessons.

“There was a disturbing catalogue of missed opportunities, initially and most significantly
by the Trust but subsequently involving the North West Strategic Health Authority, the
Care Quality Commission, Monitor, the Parliamentary and Health Service Ombudsman
and the Department of Health.” (Kirkup, 2015) The Investigation Panel included expert
advisers in nursing, midwifery, obstetrics, paediatrics, governance and ethics. The
investigation panel reviewed a variety of documents from across all partner agencies and
the Trust. The final report was comprised from extensive evidence, consisting of
governance materials, interviews, Care Quality Commission (CQC) maternity service
surveys, NHS Staff survey, communication with families, Hospital Episode Statistics
(HES) data, Centre for Maternal and Child Enquires (CMACE) and other sources.

4. Areas of Risk
If the Trust does not act upon the recommendations there is the risk that patient care may
not meet optimal standards which poses potential risks to patient safety and to the Trust’s
reputation.

5. Governance
The Trust Board is ultimately responsible for the quality and safety of the services that the
Trust provides. The attached action plan and recommendations will be governed via the
Clinical Quality Review Group (CQRG) as detailed in the attached and it is recommended
that periodic progress reports be submitted to the Quality Governance Committee.

6. Responsibility
Responsibility for the implementation of this action plan is held by those responsible for
actions and over seen by the Associate Director of Nursing/Head of Midwifery and
Clinical Director for Obstetrics.

7. Recommendations
The Trust Board is asked to NOTE the findings of the report, the actions that will be taken
in response and to DELEGATE authority to the Quality Governance Committee to
oversee the implementation of the action plan.
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Name and Title of Author(s):
Lorna Bass, Maternity Risk Manager.
Chelsea Gilsenan, Maternity Risk Management Officer.
Editor: Carmel McCalmont, Associate Director of Nursing/Head of Midwifery.

Date: 10.06.2015
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1.) Introduction

The Morecambe Bay Investigation was established by Jeremy Hunt, Secretary of State for Health, in September

2013, following concerns over serious untoward incidents in the maternity department at Furness General Hospital

(FGH). The investigation covered the period between January 2004 to June 2013, the final report concluded that the

maternity unit at FGH was “dysfunctional” and that “serious failures of clinical care led to unnecessary deaths of

mothers and babies”. (Kirkup, 2015)

Morcambe Bay NHS Foundation Trust consists of three hospital sites, Royal Lancaster Infirmary (RLI), Furness

General Hospital (FGH) and West Moorland General Hospital (WGH). The maternity services at each site are

described as below;

Morecambe Bay National Health Service (NHS) Trust (3 Sites) vs University Hospitals Coventry and Warwickshire

(UHCW) NHS Trust - Figure 1

Trust
Royal Lancaster
Infirmary (RLI)

Furness General
Hospital (FGH)

Westmorland General
Hospital (WGH)

University Hospital
Coventry and

Warwickshire (UHCW)

Deliveries per
annum:

2000 1000 500 6100

Type of Service: Consultant/Midwifery Consultant/Midwifery
Midwifery Led Only

Stand alone birth centre
Consultant/Midwifery

In Patient
Services:

Antenatal/Postnatal
Ward

Antenatal/Postnatal
Ward

Antenatal/Postnatal
Ward

Community
Service:

Community Midwifery Community Midwifery Community Midwifery Community Midwifery

Neonatal Service: Level 2 Neonatal Unit
Level 1 Special Care

Baby Unit
None Level 3 Neonatal Unit

Note: Large geographical spread ranging up to 52 miles distance between sites

The Investigation Panel also reviewed pregnancy and births at all maternity units run by University Hospitals of

Morecambe Bay NHS Foundation Trust. The investigation concluded that concerns over clinical practice were

confined to FGH. The report makes 44 recommendations in total, 18 for FGH and 26 lessons learned for the

consideration of the wider NHS and partner stakeholders.

At the request of UHCW NHS Trust, Chief Nursing Officer (CNO), the Maternity Service have reviewed “The Report

of Morecambe Bay Investigation” (Published March 2015, Author Dr Bill Kirkup CBE) in order to provide a report

detailing a gap analysis and recommendations for UHCW Maternity Service.
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2.) Background to Kirkup Report

The report describes a “seriously dysfunctional nature of the maternity service at FGH “.

It stipulates that;

 Clinical competence was substandard with deficient skills and knowledge

 Working relationships were extremely poor, particularly between different staff groups, such as

obstetricians, paediatricians and midwives

 There was a growing move amongst midwives to pursue normal childbirth ‘at any cost`

 There were failures of risk assessment and care planning that resulted in inappropriate and unsafe care

 The response to adverse incidents was grossly deficient

 Repeated failure to investigate properly and learn lessons

The investigation report details 20 instances of significant failures of care in the FGH maternity unit which may have

contributed to the deaths of 3 mothers and 16 babies. Different clinical care in these cases would have been

expected to prevent the death of 1 mother and 11 babies. This is almost 4 times the frequency of such occurrences

at the Trust’s other main maternity unit, the RLI.

The report states that the maternity department at FGH was dysfunctional with serious problems in 5 main areas:

 Clinical competence of a proportion of staff fell significantly below the standard for a safe, effective service.

Essential knowledge was lacking, guidelines not followed and warning signs in pregnancy were sometimes

not recognised or acted on appropriately.

 Poor working relationships between midwives, obstetricians and paediatricians. There was a ‘them and us’

culture and poor communication hampered clinical care.

 Midwifery care became strongly influenced by a small number of dominant midwives whose ‘over-zealous’

pursuit of natural childbirth ‘at any cost’ led at times to unsafe care.

 Failures of risk assessment and care planning resulted in inappropriate and unsafe care.

 There was a grossly deficient response from unit clinicians to serious incidents with repeated failure to

investigate properly and learn lessons.
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“There was a disturbing catalogue of missed opportunities, initially and most significantly by the Trust but

subsequently involving the North West Strategic Health Authority, the Care Quality Commission, Monitor, the

Parliamentary and Health Service Ombudsman and the Department of Health.” (Kirkup, 2015)

The Investigation Panel included expert advisers in nursing, midwifery, obstetrics, paediatrics, governance and

ethics. The investigation panel reviewed a variety of documents from across all partner agencies and the Trust. The

final report was comprised from extensive evidence, consisting of governance materials, interviews, Care Quality

Commission (CQC) maternity service surveys, NHS Staff survey, communication with families, Hospital Episode

Statistics (HES) data, Centre for Maternal and Child Enquires (CMACE) and other sources.

3.) Report Main Findings, Recommendations and Combined Gap Analysis and Actions for UHCW NHS Trust

The report main findings and recommendations are summarised in the enclosed Gap Analysis of all 44

recommendations made within the report.

Enclosed 1

Gap Analysis

4.) Governance/Monitoring Arrangements

The maternity service at UHCW’s governance arrangements are detailed in the “Maternity Risk Management
Strategy” (Version 7.0, October 2012).

Enclosed 2

In addition, in November 2014 UHCW Maternity Risk Management Team, Modern Matron for Inpatient Services and

Consultant Obstetrician were commissioned to review two serious incidents which occurred at Morecambe Bay NHS

Trust, a maternal death and an intrapartum fetal death (Occurred July 2014). The Maternity Risk Management Team

reviewed the cases using our local procedure for incident review and investigation. The external review of the cases

consolidated the effectiveness of UHCW Maternity service local procedure for incident management and review,

which led to a comprehensive report of recommendations of our findings.

Risk Strategy
(Maternity)
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This was shared with the Head of Midwifery of Morecambe Bay NHS Trust, this was presented to their Governance

body and their Clinical Commissioning Group.

5.) Conclusions and Recommendations

Recommendation 1: to embed Duty of Candour

Maternity service to be aware of their remit for Duty of Candour, to include: Newsletters to staff, workshops, study

days for all maternity staff.

Action: programme to be devised, and implemented to embed Duty of Candour within maternity services.

Recommendation 2: Mandatory training for Maternity Service

The maternity service have a responsibility to ensure they have a trained and competent workforce.

Action: Midwifery- to review local mandatory training database for compliance against the rolling programme, to

ensure that all mandatory requirements are met for midwives each year.

Action: Obstetric/Anaesthetist and Paediatrics – to review training database for compliance against the rolling

programme, to ensure that all mandatory requirements are met for trainees and consultants each year.

Recommendation 4: Revalidation for midwifery and medical staff

Action: Midwifery- to await national guidance for the revalidation process for midwives. In the mean time, maternity

service to continue with supervision of midwives programme, including annual reviews and continuation of Post

Registration Education and Practice Project (PREPP) .

Action: Obstetric/Anaesthetist and Paediatrics – to continue to comply with the Trust programme for medical

revalidation.

Recommendation 6: Risk Assessment

The maternity and paediatric service should embed a robust process for risk assessment of patients to ensure they

receive appropriate care in the appropriate place.

Action: to monitor using audit that the process for risk assessment of women using the maternity service is

appropriate.
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Recommendation 8: Maternity Service Staffing

The maternity service should ensure they have a robust process for the recruitment and retention of staff across all

disciplines.

Action: Obstetric and Gynaecology medical team to review current staffing model and levels, Obstetric Medical

staffing is currently rated Red on the risk register, and a review of staff should be monitored until risk is

downgraded.

Recommendation 11: Incident Reporting.

Maternity services are supported by a Patient Safety Officer from the Quality Department. Regular QIPs meetings

are held and the specialty receive a monthly QIPS report. Being Open Policy in place and reviewed on a regular

basis. New Duty of Candour Policy in draft, due for approval June 2015. First audit due October 2015. Maternity

Service to fully implement policy in practice. To be monitored via Patient Safety Committee. UHCW Maternity Risk

Management team promote a positive culture for incidents reporting throughout the service. There is evidence of a

reporting culture throughout the service and all incidents are reviewed and monitored by the risk management

teams /clinical leads. Maternity Risk Management policy in place which covers the whole service in terms of

reporting, monitoring and escalation.

Recommendation 12: Learning Lessons from Serious Incidents

The maternity service should ensure they have a robust process in place for learning and sharing lessons from

incidents.

Action: maternity risk team to continue to monitor compliance to serious incident policy and the review of lessons

learnt.

Recommendation 12a: Learning Lessons from Serious Incidents

All serious incidents are monitored through the corporate SI Group, and actions are monitored by Patient Safety

Team and reported Patient Safety Committee. RCA report templates in place. Incident Management Policy, RCA

and investigation procedure approved and available Trust wide on elibrary. Board assurance is through the Quality

Governance Committee, which is a sub-committee of Trust Board. Monthly SI reporting to QGC. Well established

process and structure in place for UHCW Maternity service re: RCA, serious incident investigation and sharing

lessons learnt supported by the Maternity risk management team and Trust Quality Office. Local audit programme

in place, to monitor compliance to action plans and learning lessons. Action - monitor trends and themes across

maternity services.
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Recommendation 13: Process for learning lessons from Complaints and Claims

Action: to review the complaints/claims process for maternity service to ensure robust lessons learnt are identified

and disseminated. To establish a working party to take this forward.

Recommendation 14: Clinical Leadership

UHCW has development opportunities for succession planning and acting up opportunities. West Midlands Heads of

Midwifery Advisory group have commenced a development programme for identified rising stars. Together Towards

World Class programme in place to support leadership and management structures, to perform to a world class

standard.

Recommendation 15: Board Assurance

Board Assurance to continue Head of Service presents an annual maternity report to Trust Board

Recommendation 16: Governance Arrangements

Maternity service to ensure they have adequate governance arrangements.

Action: to review governance arrangements for paediatrics/neonates and gynaecology

Recommendation 18: Ongoing Monitoring

Report maternity service progress to action plan via CQRG

6.) References

Report of Morecambe Bay Investigation, March 2015, Dr Bill Kirkup, CBE



DRAFT
Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

DRAFT

Is it relevant to 

UHCW?

Is the 

recommendation 

met?

Actions Required Comments/Action Detail

Is there any 

risk? (High, 

Low, None)

Deadline for 

Actions

Trust Lead for 

Actions 

1

 The University Hospitals of Morecambe Bay NHS 

Foundation Trust should formally admit the extent and 

nature of the problems that have previously occurred, 

and should apologise to those patients and relatives 

affected, not only for the avoidable damage caused but 

also for the length of time it has taken to bring them to 

light and the previous failures to act. This should begin 

immediately with the response to this Report.

Partial Partial Yes

New Duty of Candour Policy in 

place. Maternity Service to 

fully implement policy in 

practice. To be monitored via 

Patient Safety Committee

Low 31.05.2015 Yvonne Gatley 

2

 The University Hospitals of Morecambe Bay NHS 

Foundation Trust should review the skills, knowledge, 

competencies and professional duties of care of all 

obstetric, paediatric, midwifery and neonatal nursing 

staff, and other staff caring for critically ill patients in 

anaesthetics and intensive and high dependency care, 

against all relevant guidance from professional and 

regulatory bodies. This review should be completed by 

June 2015, and identify requirements for additional 

training, development and, where necessary, a period of 

experience elsewhere.

Partial Partial Yes

Rolling mandatory training 

programme, facilitated in 

house, annually.  Full time 

midwifery practice facilitator in 

post to co-ordinate all training 

and competencies for 

midwifery and support staff. 

Multi disciplinary skills training 

programme in place 

(PROMPT). Mandatory 

training review panels take 

place bi-monthly for all 

midwifery management teams. 

Local database maintained to 

record all mandatory training 

for midwives. Midwifery 

Mandatory training 91.06% for 

Midwives and support staff as 

of March 2015. To be 

monitored by O+G QIPS

Low

Continue to 

aim for 

100% 

compliance 

Carmel 

McCalmont

Recommendations for the University Hospitals of Morecambe Bay NHS Foundation Trust

Recommendation 

Version One (1.0) Lorna Bass, Maternity Risk Manager - Chelsea Gilsenan, Maternity Risk Management Officer
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3

 University Hospitals of Morecambe Bay NHS 

Foundation Trust should draw up plans to deliver the 

training and development of staff identified as a result of 

the review of maternity, neonatal and other staff, and 

should identify opportunities to broaden staff experience 

in other units, including by secondment and by 

supernumerary practice. These should be in place in 

time for June 2015.

No Not Applicable No

UHCW maternity service have 

strong working relationships 

with neighbouring units. 

Maternity Network in place 

and host shared pathways for 

patients and monthly 

meetings. UHCW have strong 

links with local universities 

and medical schools and 

support a large cohort of 

national and international 

students each year both 

medical and midwifery. In 

addition, the maternity service 

currently employ an increasing 

number of European midwives 

and staff of diverse cultures.

None
Not 

Applicable
Not Applicable

4

Following completion of additional training or experience 

where necessary, the University Hospitals of 

Morecambe Bay NHS Foundation Trust should identify 

requirements for continuing professional development of 

staff and link this explicitly with professional 

requirements including revalidation. This should be 

completed by September 2015.

Yes Partial Yes

Medical staff revalidation led 

by Trust Governance Team. 

Prep requirement for midwives 

remains in place until re-

validation takes place. NMC in 

pilot study at present, due to 

launch proposal October 

2015. Currently for Midwifery, 

we have supervision, prep, 

training database and 

midwives practice against 

evidence based NICE 

guidelines. Compliance to 

guidance is regularly 

monitored by O+G QIPs

Low

Review 

October 

2015

Lorna Bass, 

Maternity Risk 

Manager

Version One (1.0) Lorna Bass, Maternity Risk Manager - Chelsea Gilsenan, Maternity Risk Management Officer
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5

 The University Hospitals of Morecambe Bay NHS 

Foundation Trust should identify and develop measures 

that will promote effective multidisciplinary team-

working, in particular between paediatricians, 

obstetricians, midwives and neonatal staff. These 

measures should include, but not be limited to, joint 

training sessions, clinical, policy and management 

meetings and staff development activities. Attendance 

at designated events must be compulsory within terms 

of employment. These measures should be identified by 

April 2015 and begun by June 2015.

Yes Yes No

UHCW maternity service have 

multidisciplinary team working 

between all professions to 

cover training, clinical 

guidance, management 

meetings and staff 

development activities.  Multi 

professional attendance can 

be evidenced by registers. 

Low
Not 

Applicable
Not Applicable

6

The University Hospitals of Morecambe Bay NHS 

Foundation Trust should draw up a protocol for risk 

assessment in maternity services, setting out clearly: 

who should be offered the option of delivery at Furness 

General Hospital and who should not; who will carry out 

this assessment against which criteria; and how this will 

be discussed with pregnant women and families. The 

protocol should involve all relevant staff groups, 

including midwives, paediatricians, obstetricians and 

those in the receiving units within the region. The Trust 

should ensure that individual decisions on delivery are 

clearly recorded as part of the plan of care, including 

what risk factors may trigger escalation of care, and that 

all Trust staff are aware that they should not vary 

decisions without a documented risk assessment. This 

should be completed by June 2015.

Yes Yes Yes

Risk assessment protocol in 

place for obstetrics and 

midwifery.  Referral forms for 

high risk women at booking 

and referral form for Lucina 

birth centre in place. Clinical 

risk assessment forms and 

pathway in place for all 

women who attend maternity 

triage. All staff are aware that 

management plans should be 

created and updated for each 

patient, documented in the 

health care records and these 

are regularly audited via spot 

check audit. Paediatric 

process Risk assessment 

process for paediatrics to be 

reviewed. 

Low 31.08.2015
Kate 

Blake/Sue Ellis

Version One (1.0) Lorna Bass, Maternity Risk Manager - Chelsea Gilsenan, Maternity Risk Management Officer
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7

The University Hospitals of Morecambe Bay NHS 

Foundation Trust should audit the operation of maternity 

and paediatric services, to ensure that they follow risk 

assessment protocols on place of delivery, transfers and 

management of care, and that effective multidisciplinary 

care operates without inflexible demarcations between 

professional groups. This should be in place by 

September 2015.

Yes Yes No

All transfers to/from UHCW 

maternity service are 

monitored by SIT REP on a 

daily basis. A transfer log is 

kept to record all in/ex utero 

transfers. Monitored monthly 

on the maternity dashboard 

and monitored through O+G 

QIPS meeting.

None
Not 

Applicable
Not Applicable

8

The University Hospitals of Morecambe Bay NHS 

Foundation Trust should identify a recruitment and 

retention strategy aimed at achieving a balanced and 

sustainable workforce with the requisite skills and 

experience. This should include, but not be limited to, 

seeking links with one or more other centre(s) to 

encourage development of specialist and/or academic 

practice whilst offering opportunities in generalist 

practice in the Trust; in addition, opportunities for 

flexible working to maximise the advantages of close 

proximity to South Lakeland should be sought. 

Development of the strategy should be completed by 

January 2016.

Yes Partial Yes

Workforce discussed and 

monitored at local board meeting 

and trust performance. 

Midwifery staffing monitored 

daily through use of staffing tool. 

Midwife vacancies are 

discussed at management 

meetings. Medical staffing is 

discussed at O+G management 

team. O+G medical staffing 

currently on risk register due to 

increased vacancies in both 

Consultant and registrar level. 

Risk register monitored monthly 

by QIPs and bi-monthly by Local 

risk register group.  Currently 

midwifery are near to full 

establishment and have a 

successful recruitment and 

retention programme and have 

close working links with 

neighbouring trusts and 

universities.  Graded as HIGH 

Risk due to medical staffing. 

Action: for Obstetric and 

Gynaecology Workforce 

Strategy to be devised.    

Midwifery grading would be low 

risk.

High 31.10.2015

Carmel 

McCalmont 

and Matrons 

for Midwifery    

Stephen Keay/ 

Anne O'Leary  

for Obstetrics

Version One (1.0) Lorna Bass, Maternity Risk Manager - Chelsea Gilsenan, Maternity Risk Management Officer
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 The University Hospitals of Morecambe Bay NHS 

Foundation Trust should identify an approach to 

developing better joint working between its main 

hospital sites, including the development and operation 

of common policies, systems and standards. Whilst we 

do not believe that the introduction of extensive split-site 

responsibilities for clinical staff will do much other than 

lead to time wasted in travelling, we do consider that, as 

part of this approach, flexibility should be built into 

working responsibilities to provide temporary solutions 

to short-term staffing problems. This approach should 

be begun by September 2015.

No Not Applicable No

UHCW Maternity service have 

Antenatal and community 

services at Rugby St Cross, all 

staff work as part of one 

rotational team across sites 

and all clinical guidelines and 

policies are applicable for both 

sites. 

None
Not 

Applicable
Not Applicable

10

The University Hospitals of Morecambe Bay NHS 

Foundation Trust should seek to forge links with a 

partner Trust, so that both can benefit from opportunities 

for learning, mentoring, secondment, staff development 

and sharing approaches to problems. This arrangement 

is promoted and sometimes facilitated by Monitor as 

‘buddying’ and we endorse the approach under these 

circumstances. This could involve the same centre 

identified as part of the recruitment and retention 

strategy. If a suitable partner is forthcoming, this 

arrangement should be begun by September 2015.

Yes Yes No

UHCW maternity service have 

strong working relationships 

with neighbouring units. 

Maternity Network in place 

and host shared pathways for 

patients and monthly 

meetings. UHCW have strong 

links with local universities 

and medical schools 

None
Not 

Applicable
Not Applicable

Version One (1.0) Lorna Bass, Maternity Risk Manager - Chelsea Gilsenan, Maternity Risk Management Officer



DRAFT
Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

DRAFT

11

The University Hospitals of Morecambe Bay NHS 

Foundation Trust should identify and implement a 

programme to raise awareness of incident reporting, 

including requirements, benefits and processes. The 

Trust should also review its policy of openness and 

honesty in line with the duty of candour of professional 

staff, and incorporate into the programme compliance 

with the refreshed policy. This should be begun with 

maternity staff by April 2015 and rolled out to other staff 

by April 2016.

Yes Yes No

UHCW Maternity Risk 

Management team promote a 

positive culture for incidents 

reporting throughout the 

service. There is evidence of a 

reporting culture throughout 

the service and all incidents 

are reviewed and monitored 

by the risk management 

teams /clinical leads. Maternity 

Risk Management policy in 

place which covers the whole 

service in terms of reporting, 

monitoring and escalation.  

The trust has a policy on 

"Being Open and Honest" to 

which the maternity service 

adhere to. 

Low
Not 

Applicable
Not Applicable

12

The University Hospitals of Morecambe Bay NHS 

Foundation Trust should review the structures, 

processes and staff involved in investigating incidents, 

carrying out root cause analyses, reporting results and 

disseminating learning from incidents, identifying any 

residual conflicts of interest and requirements for 

additional training. The Trust should ensure that robust 

documentation is used, based on a recognised system, 

and that Board reports include details of how services 

have been improved in response. The review should 

include the provision of appropriate arrangements for 

staff debriefing and support following a serious incident. 

This should be begun with maternity units by April 2015 

and rolled out across the Trust by April 2016.

Yes Yes Yes

Well established process and 

structure in place for UHCW 

Maternity service re: RCA, 

serious incident investigation 

and sharing lessons learnt 

supported by the Maternity 

risk management team and 

Trust Governance Office. 

Local audit programme in 

place, to monitor compliance 

to action plans and learning 

lessons.  Action: to continue to 

monitor all outstanding actions 

from serious incidents. 

Low 31.05.2015

Maternity Risk 

Management 

Team

Version One (1.0) Lorna Bass, Maternity Risk Manager - Chelsea Gilsenan, Maternity Risk Management Officer
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The University Hospitals of Morecambe Bay NHS 

Foundation Trust should review the structures, 

processes and staff involved in responding to 

complaints, and introduce measures to promote the use 

of complaints as a source of improvement and reduce 

defensive ‘closed’ responses to complainants. The Trust 

should increase public and patient involvement in 

resolving complaints, in the case of maternity services 

through the Maternity Services Liaison Committee. This 

should be completed, and the improvements 

demonstrated at an open Board meeting, by December 

2015.

Yes Partial Yes

Complaints are an agenda 

item on the labour ward forum 

and QIPs meetings monthly. 

On review, the maternity 

service have identified that the 

structure/process for review 

and learning from complaints 

could be streamlined. 

Streamlining has begun but a 

working party to review the 

process should be established 

to ensure UHCW maternity 

service have a robust culture 

for the timely review and 

learning lessons from all 

complaints. An Active MSLC 

exists in Coventry and Rugby.

High 31.08.2015

Maternity Risk 

Management 

Team in 

conjunction 

with Trust 

Complaints 

Department

14

 The University Hospitals of Morecambe Bay NHS 

Foundation Trust should review arrangements for 

clinical leadership in obstetrics, paediatrics and 

midwifery, to ensure that the right people are in place 

with appropriate skills and support. The Trust has 

implemented change at executive level, but this needs 

to be carried through to the levels below. All staff with 

defined responsibilities for clinical leadership should 

show evidence of attendance at appropriate training and 

development events. This review should be commenced 

by April 2015.

No Not Applicable No

UHCW has development 

opportunities for succession 

planning and acting up 

opportunities. West Midlands 

Heads of Midwifery Advisory 

group have commenced a 

development programme for 

identified rising stars.

None
Not 

Applicable
Not Applicable
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The University Hospitals of Morecambe Bay NHS 

Foundation Trust should continue to prioritise the work 

commenced in response to the review of governance 

systems already carried out, including clinical 

governance, so that the Board has adequate assurance 

of the quality of care provided by the Trust’s services. 

This work is already underway with the facilitation of 

Monitor, and we would not seek to vary or add to it, 

which would serve only to detract from implementation. 

We do, however, recommend that a full audit of 

implementation be undertaken before this is signed off 

as completed.

No Not Applicable No None
Not 

Applicable
Not Applicable

16

  As part of the governance systems work, we consider 

that the University Hospitals of Morecambe Bay NHS 

Foundation Trust should ensure that middle managers, 

senior managers and non-executives have the requisite 

clarity over roles and responsibilities in relation to 

quality, and it should provide appropriate guidance and 

where necessary training. This should be completed by 

December 2015.

Yes Partial Yes

UHCW Maternity service have 

a dedicated maternity risk 

management team  with the 

remit of obstetrics. In addition 

an obstetric labour ward lead 

and both senior and middle 

grade managers with a remit 

for quality and governance 

including incident 

management. The Maternity 

Risk management team are 

the conduit for Governance 

within Obstetrics.  Action: 

review of the governance 

arrangements for 

paeds/neonates/gynaecology 

has been considered and a 

change in arrangements is 

being pursued. 

Low 31.08.2015

Kate Blake - 

Sue Ellis/Mark 

Dunderdale - 

Sue 

Harrington
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 The University Hospitals of Morecambe Bay NHS 

Foundation Trust should identify options, with a view to 

implementation as soon as practicable, to improve the 

physical environment of the delivery suite at Furness 

General Hospital, including particularly access to 

operating theatres, an improved ability to observe and 

respond to all women in labour and en suite facilities; 

arrangements for post-operative care of women also 

need to be reviewed. Plans should be in place by 

December 2015 and completed by December 2017.

No Not Applicable No None
Not 

Applicable
Not Applicable

18

 All of the previous recommendations should be 

implemented with the involvement of Clinical 

Commissioning Groups, and where necessary, the Care 

Quality Commission and Monitor. In the particular 

circumstances surrounding the University Hospitals of 

Morecambe Bay NHS Foundation Trust, NHS England 

should oversee the process, provide the necessary 

support, and ensure that all parties remain committed to 

the outcome, through an agreed plan with the Care 

Quality Commission, Monitor and the Clinical 

Commissioning Groups.

No Not Applicable No None
Not 

Applicable
Not Applicable

Is it relevant 

to UHCW?

Is the 

recommendat

ion met?

Is there any 

risk? (High, 

Low, None)

Deadline 

for Actions

Trust Lead for 

Actions 

19

In light of the evidence we have heard during the 

Investigation, we consider that the professional 

regulatory bodies should review the findings of this 

Report in detail with a view to investigating further the 

conduct of registrants involved in the care of patients 

during the time period of this Investigation. 

Recommendations for the wider NHS

Recommendation 

Action: the General Medical Council, the Nursing and Midwifery Council.  National Recommendation, UHCW to await 

further professional advice from relevant parties. 

Actions Required   (If Any)
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There should be a national review of the provision of 

maternity care and paediatrics in challenging 

circumstances, including areas that are rural, difficult to 

recruit to, or isolated. This should identify the 

requirements to sustain safe services under these 

conditions. In conjunction, a national protocol should be 

drawn up that defines the types of unit required in 

different settings and the levels of care that it is 

appropriate to offer in them. 

21

 The challenge of providing healthcare in areas that are 

rural, difficult to recruit to or isolated is not restricted to 

maternity care and paediatrics. We recommend that 

NHS England consider the wisdom of extending the 

review of requirements to sustain safe provision to other 

services. This is an area lacking in good-quality 

research yet it affects many regions of England, Wales 

and Scotland. This should be seen as providing an 

opportunity to develop and promote a positive way of 

working in remote and rural environments. 

22

 We believe that the educational opportunities afforded 

by smaller units, particularly in delivering a broad range 

of care with a high personal level of responsibility, have 

been insufficiently recognised and exploited. We 

recommend that a review be carried out of the 

opportunities and challenges to assist such units in 

promoting services and the benefits to larger units of 

linking with them. 

Action: NHS England, the Care Quality Commission, the Royal College of Obstetricians and Gynaecologists, the Royal 

College of Midwives, the Royal College of Paediatrics and Child Health, the National Institute for Health and Care 

Excellence. UHCW to await further professional advice from relevant parties. 

Action: NHS England. UHCW to await further professional advice from relevant parties. 

Action: Health Education England, the Royal College of Obstetricians and Gynaecologists, the Royal College of 

Paediatrics and Child Health, the Royal College of Midwives. UHCW to await further professional advice from relevant 

parties. 
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 Clear standards should be drawn up for incident 

reporting and investigation in maternity services. These 

should include the mandatory reporting and 

investigation as serious incidents of maternal deaths, 

late and Intrapartum stillbirths and unexpected neonatal 

deaths. We believe that there is a strong case to include 

a requirement that investigation of these incidents be 

subject to a standardised process, which includes input 

from and feedback to families, and independent, 

multidisciplinary peer review, and should certainly be 

framed to exclude conflicts of interest between staff. We 

recommend that this build on national work already 

begun on how such a process would work. 

24

We commend the introduction of the duty of candour for 

all NHS professionals. This should be extended to 

include the involvement of patients and relatives in the 

investigation of serious incidents, both to provide 

evidence that may otherwise be lacking and to receive 

personal feedback on the results. 

25

We recommend that a duty should be placed on all NHS 

Boards to report openly the findings of any external 

investigation into clinical services, governance or other 

aspects of the operation of the Trust, including prompt 

notification of relevant external bodies such as the Care 

Quality Commission and Monitor. The Care Quality 

Commission should develop a system to disseminate 

learning from investigations to other Trusts. 

Action: the Care Quality Commission, NHS England, the Department of Health. UHCW to await further professional 

advice from relevant parties. 

Action: the Care Quality Commission, NHS England. UHCW to await further professional advice from relevant parties 

Duty of Candour policy has been introduced for UHCW.  

Action: the Department of Health, the Care Quality Commission. UHCW to await further professional advice from 

relevant parties. A review of maternity services in England and Scotland is due to commence September 2015. Panel led 

by Baroness Julia Cumberlidge, was announced in April 2015.
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We commend the introduction of a clear national policy 

on whistleblowing. As well as protecting the interests of 

whistle-blowers, we recommend that this is 

implemented in a way that ensures that a systematic 

and proportionate response is made by Trusts to 

concerns identified. 

27

Professional regulatory bodies should clarify and 

reinforce the duty of professional staff to report 

concerns about clinical services, particularly where 

these relate to patient safety, and the mechanism to do 

so. Failure to report concerns should be regarded as a 

lapse from professional standards. 

28

Clear national standards should be drawn up setting out 

the professional duties and expectations of clinical leads 

at all levels, including, but not limited to, clinical 

directors, clinical leads, heads of service, medical 

directors, nurse directors. Trusts should provide 

evidence to the Care Quality Commission, as part of 

their processes, of appropriate policies and training to 

ensure that standards are met. 

29

Clear national standards should be drawn up setting out 

the responsibilities for clinical quality of other managers, 

including executive directors, middle managers and non-

executives. All Trusts should provide evidence to the 

Care Quality Commission, as part of their processes, of 

appropriate policies and training to ensure that 

standards are met. 

Action: the Department of Health. UHCW to await further professional advice from relevant parties. 

Action: the General Medical Council, the Nursing and Midwifery Council, the Professional Standards Authority for Health 

and Social Care. UHCW to await further professional advice from relevant parties.

Action: NHS England, the Care Quality Commission, the General Medical Council, the Nursing and Midwifery Council, all 

Trusts. UHCW to await further professional advice from relevant parties.

Action: NHS England, the Care Quality Commission, all Trusts. UHCW to await further professional advice from relevant 

parties.
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 A national protocol should be drawn up setting out the 

duties of all Trusts and their staff in relation to inquests. 

This should include, but not be limited to, the avoidance 

of attempts to ‘fend off’ inquests, a mandatory 

requirement not to coach staff or provide ‘model 

answers’, the need to avoid collusion between staff on 

lines to take, and the inappropriateness of relying on 

coronial processes or expert opinions provided to 

coroners to substitute for incident investigation. 

31

The NHS complaints system in the University Hospitals 

of Morecambe Bay NHS Foundation Trust failed 

relatives at almost every turn. Although it was not within 

our remit to examine the operation of the NHS 

complaints system nationally, both the nature of the 

failures and persistent comment from elsewhere lead us 

to suppose that this is not unique to this Trust. We 

believe that a fundamental review of the NHS 

complaints system is required, with particular reference 

to strengthening local resolution and improving its 

timeliness, introducing external scrutiny of local 

resolution and reducing reliance on the Parliamentary 

and Health Service Ombudsman to intervene in 

unresolved complaints. 

Action: NHS England, the Care Quality Commission. UHCW to await further professional advice from relevant parties.

Action: the Department of Health, NHS England, the Care Quality Commission, the Parliamentary and Health Service 

Ombudsman. UHCW to await further professional advice from relevant parties.
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The Local Supervising Authority system for midwives 

was ineffectual at detecting manifest problems at the 

University Hospitals of Morecambe Bay NHS 

Foundation Trust, not only in individual failures of care 

but also with the systems to investigate them. As with 

complaints, our remit was not to examine the operation 

of the system nationally; however, the nature of the 

failures and the recent King’s Fund review (Midwifery 

regulation in the United Kingdom ) lead us to suppose 

that this is not unique to this Trust, although there were 

specific problems there that exacerbated the more 

systematic concern. We believe that an urgent response 

is required to the King’s Fund findings, with effective 

reform of the system. 

33

  We considered carefully the effectiveness of 

separating organisationally the regulation of quality by 

the Care Quality Commission from the regulation of 

finance and performance by Monitor, given the close 

inter-relationship between Trust decisions in each area. 

However, we were persuaded that there is more to be 

gained than lost by keeping regulation separated in this 

way, not least that decisions on safety are not perceived 

to be biased by their financial implications. The close 

links, however, require a carefully coordinated 

approach, and we recommend that the organisations 

draw up a memorandum of understanding specifying 

roles, relationships and communication. 

Action: Monitor, the Care Quality Commission, the Department of Health. UHCW to await further professional advice 

from relevant parties.

Action: the Department of Health, NHS England, the Nursing and Midwifery Council. UHCW to await further professional 

advice from relevant parties. Kings fund report published 2015. Recommendations and Regulatory change expected by 

2017. 
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The relationship between the investigation of individual 

complaints and the investigation of the systemic 

problems that they exemplify gave us cause for 

concern, in particular the breakdown in communication 

between the Care Quality Commission and the 

Parliamentary and Health Service Ombudsman over 

necessary action and follow-up. We recommend that a 

memorandum of understanding be drawn up clearly 

specifying roles, responsibilities, communication and 

follow-up, including explicitly agreed actions where 

issues overlap. 

35

The division of responsibilities between the Care Quality 

Commission and other parts of the NHS for oversight of 

service quality and the implementation of measures to 

correct patient safety failures was not clear, and we are 

concerned that potential ambiguity persists. We 

recommend that NHS England draw up a protocol that 

clearly sets out the responsibilities for all parts of the 

oversight system, including itself, in conjunction with the 

other relevant bodies; the starting point should be that 

one body, the Care Quality Commission, takes prime 

responsibility. 

Action: the Care Quality Commission, the Parliamentary and Health Service Ombudsman. UHCW to await further 

professional advice from relevant parties.

Action: the Care Quality Commission, NHS England, Monitor, the Department of Health. UHCW to await further 

professional advice from relevant parties.

Version One (1.0) Lorna Bass, Maternity Risk Manager - Chelsea Gilsenan, Maternity Risk Management Officer



DRAFT
Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

DRAFT

36

36.    The cumulative impact of new policies and 

processes, particularly the perceived pressure to 

achieve Foundation Trust status, together with 

organisational reconfiguration, placed significant 

pressure on the management capacity of the University 

Hospitals of Morecambe Bay NHS Foundation Trust to 

deliver against changing requirements whilst 

maintaining day-to-day needs, including safeguarding 

patient safety. Whilst we do not absolve Trusts from 

responsibility for prioritising limited capability safely and 

effectively, we recommend that the Department of 

Health should review how it carries out impact 

assessments of new policies to identify the risks as well 

as the resources and time required. 

37

Organisational change that alters or transfers 

responsibilities and accountability carries significant 

risk, which can be mitigated only if well managed. We 

recommend that an explicit protocol be drawn up setting 

out how such processes will be managed in future. This 

must include systems to secure retention of both 

electronic and paper documents against future need, as 

well as ensuring a clearly defined transition of 

responsibilities and accountability. 

Action: the Department of Health. UHCW to await further professional advice from relevant parties. UHCW to await 

further professional advice from relevant parties.

Action: the Department of Health. UHCW to await further professional advice from relevant parties. UHCW to await 

further professional advice from relevant parties.
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Mortality recording of perinatal deaths is not sufficiently 

systematic, with failures to record properly at individual 

unit level and to account routinely for neonatal deaths of 

transferred babies by place of birth. This is of added 

significance when maternity units rely inappropriately on 

headline mortality figures to reassure others that all is 

well. We recommend that recording systems are 

reviewed and plans brought forward to improve 

systematic recording and tracking of perinatal deaths. 

This should build on the work of national audits such as 

MBRRACE-UK, and include the provision of 

comparative information to Trusts. 

39

 There is no mechanism to scrutinise perinatal deaths or 

maternal deaths independently, to identify patient safety 

concerns and to provide early warning of adverse 

trends. This shortcoming has been clearly identified in 

relation to adult deaths by Dame Janet Smith in her 

review of the Shipman deaths, but is in our view no less 

applicable to maternal and perinatal deaths, and should 

have raised concerns in the University Hospitals of 

Morecambe Bay NHS Foundation Trust before they 

eventually became evident. Legislative preparations 

have already been made to implement a system based 

on medical examiners, as effectively used in other 

countries, and pilot schemes have apparently proved 

effective. We cannot understand why this has not 

already been implemented in full, and recommend that 

steps are taken to do so without delay. 

Action: the Department of Health. UHCW to await further professional advice from relevant parties.

Action: NHS England. UHCW to await further professional advice from relevant parties. UHCW to await further 

professional advice from relevant parties.
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Given that the systematic review of deaths by medical 

examiners should be in place, as above, we recommend 

that this system be extended to stillbirths as well as 

neonatal deaths, thereby ensuring that appropriate 

recommendations are made to coroners concerning the 

occasional need for inquests in individual cases, 

including deaths following neonatal transfer. 

41

We were concerned by the ad hoc nature and variable 

quality of the numerous external reviews of services that 

were carried out at the University Hospitals of 

Morecambe Bay NHS Foundation Trust. We 

recommend that systematic guidance be drawn up 

setting out an appropriate framework for external 

reviews and professional responsibilities in undertaking 

them. 

42

We further recommend that all external reviews of 

suspected service failures be registered with the Care 

Quality Commission and Monitor, and that the Care 

Quality Commission develops a system to collate 

learning from reviews and disseminate it to other Trusts. 

Action: the Department of Health. UHCW to await further professional advice from relevant parties.

Action: the Academy of Medical Royal Colleges, the Royal College of Nursing, the Royal College of Midwives. UHCW to 

await further professional advice from relevant parties.

Action: the Care Quality Commission, Monitor. UHCW to await further professional advice from relevant parties.
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We strongly endorse the emphasis placed on the quality 

of NHS services that began with the Darzi review, High 

Quality Care for A l , and gathered importance with the 

response to the events at the Mid Staffordshire NHS 

Foundation Trust. Our findings confirm that this was 

necessary and must not be lost. We are concerned that 

the scale of recent NHS reconfiguration could result in 

new organisations and post-holders losing the focus on 

this priority. We recommend that the importance of 

putting quality first is re-emphasised and local 

arrangements reviewed to identify any need for personal 

or organisational development, including amongst 

clinical leadership in commissioning organisations. 

44

This Investigation was hampered at the outset by the 

lack of an established framework covering such matters 

as access to documents, the duty of staff and former 

staff to cooperate, and the legal basis for handling 

evidence. These obstacles were overcome, but the 

need to do this from scratch each time an investigation 

of this format is set up is unnecessarily time-consuming. 

We believe that this is an effective investigation format 

that is capable of getting to the bottom of significant 

service and organisational problems without the need 

for a much more expensive, time-consuming and 

disruptive public inquiry. This being so, we believe that 

there is considerable merit in establishing a proper 

framework, if necessary statutory, on which future 

investigations could be promptly established. This would 

include setting out the arrangements necessary to 

maintain independence and work effectively and 

efficiently, as well as clarifying responsibilities of current 

and former health service staff to cooperate. 

Action: the Department of Health. UHCW to await further professional advice from relevant parties.

Action: NHS England, the Department of Health. UHCW to await further professional advice from relevant parties.
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1. Purpose

To appraise the Board of safeguarding activity and to provide a summary of the Care Act
(2014) and the associated implications for the Trust.

2. Background and Links to Previous Papers.
The Ofsted inspection of Local Authority Children’s services in Coventry in March 2014
found children’s services in Coventry to be “inadequate”. UHCW are fully engaged and
represented on the Children’s Improvement Board, the Coventry Safeguarding Children’s
Board and all of its sub-groups. One of the Named Doctors at UHCW continues to cover
the role of Designated Doctor for safeguarding children for Coventry and Rugby CCG.

This paper updates the Trust Board on progress and developments following the
September 2014 paper. This will include the preliminary feedback from two recent CQC
inspections.

3. Narrative

3.1 Children’s Safeguarding

Child Protection Plans in Coventry
There are currently 646 children in Coventry subject to child protection (cp) plans. This is
a downward trend from the 915 on a cp plan in September 2014 and 797 in January of
this year. Of these 35 plans are for unborn babies, due to be delivered at UHCW NHS
Trust. This equates to 5.59% of the total. The impact of this for maternity services
combined with the early intervention work they undertake is significant.

Numbers of referrals by UHCW staff and concerns raised:

See Appendix 1

Early intervention
Maternity services are fully engaged with the local early intervention strategy. They attend
local weekly meetings where cases common to agencies are discussed and deliver
packages of support tailored to individual family requirements. This enhances the
collaborative approach to inter-agency working. UHCW staff are currently involved in 34
Common Assessment Framework (CAF) cases.

We are currently piloting a new system to highlight to UHCW staff those maternity cases
with identified additional needs, i.e. those offered or being supported by the FNP (Family
Nurse Partnership), a CAF and ibumps (teenage pregnancy midwives) and couples with
learning difficulties. This will be rolled out in the winter.
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Training figures
The training compliance target is 90%.

Current compliance is 88.94% for level 2 this equates to 9035 /10159 staff trained leaving
1124 staff non compliant at level 2 and 86.17% for level 3; this equates to 162 /188 staff
trained leaving 26 non-compliant at level 3. The numbers of staff requiring level 3 training
will increase to 677 in line with the 2014 Intercollegiate Document. We are developing a
plan to address this increased demand.

Serious Case Reviews
The safeguarding team has written 3 management reviews for serious case reviews in
the last year and has been committed to the 3 separate Serious Case Review (SCR)
panels.

One SCR has recently been published, (child T) attracting local media attention. The
single action for UHCW for this case has been completed.

The second case has not yet been published, but the single action for UHCW has already
been completed.

The third case is in an earlier stage, the draft overview report is not yet completed.

Scoping around a further serious case review has commenced. UHCW staff are
contributing fully to this work.

Child Sexual Exploitation
In April the safeguarding team, together with Clinical Commissioning Group (CCG)
colleagues delivered a Child Sexual Exploitation (CSE) training afternoon to over
professionals including GPs, UHCW staff and multiagency colleagues. We are actively
engaged in compiling a local strategy to address a Coventry-wide training needs analysis
and strategy with subsequent delivery plan. In addition we are involved in CSE
operational and strategic work streams.

We have developed a CSE screening questionnaire currently in use on the adolescent
unit. The initial results of this screening are due to be presented to the Safeguarding
Board Quality and Effectiveness sub-committee next week.

Audit
Data for the latest Laming audit is being collected in preparation for presentation in
October.

We have completed two audits of domestic violence questioning in the antenatal period.
Having identified gaps in both questioning and recording we have provided training to
midwives and we will be auditing this again in August to check for improvement.

In addition we have carried out an audit of midwives asking to see the sleeping
arrangements for newborn babies following the death of child T and subsequent SCR.

In early July UHCW will host a multiagency audit of case notes.
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Care Quality Commission
We are awaiting the reports of both the Trust wide CQC inspection in March of this year
and the safeguarding children themed review of health services in May. The initial
feedback was largely positive. We have already developed an action plan in response to
areas identified for improvement in the themed review. There were no areas of immediate
concern.

3.2 Adult Safeguarding

Training figures
Level 1 86.05% this equates to 8742/ 10159, compliant, non-compliant 1417
Level 2 88.10% this equates to 437/ 496, compliant, non-compliant 59.

In addition to the Adult level 1 and 2 training facilitated by e-learning, there have been
four mental health safeguarding days offered, which have been attended by 108 people
so far. These have been well received and offer the elements of a mental health
overview, a session on dementia, delirium and de-escalation of potentially challenging
situations. There is also a session on the correct use of the Mental Capacity Act,
Deprivation of Liberty and sections of the Mental Heath Act. The day also benefits from a
session on equality and diversity and closes with an hour of the PREVENT agenda.
Further training days are planned from September onwards.

The number of Trust staff who have received PREVENT awareness training is 558.

Serious Case Reviews
The safeguarding team continues to fully participate in the progression of adult serious
case reviews. In the last published review the Trust were commended for their high
standard of record keeping. The executive summary of this review is due to be published
in September.

Mental Health / Mental Capacity / Deprivation of Liberty Safeguards (DoLS)
Data
Work continues to support the capture of notification information relating to patients under
the Mental Health Act, Mental Capacity Act and Deprivation of Liberty Safeguards as
required within CQC Standards. This information is gathered from two sources and
combined to populate one database. Work is in progress to streamline these systems to
facilitate a smoother data collection process.

Domestic Abuse Data
From February this year data has been gathered on all patients attending the Emergency
Department where domestic abuse is suspected. The data is entered on to a thematic
data base, where such categories as ethnicity, child involvement and if a weapon was
used are recorded.

Adult Safeguarding Dashboard

See Appendix 2 and 3

The Adult safeguarding dashboard is in development and a draft version is being refined.
This has been used to display the captured data from January 2015; it displays the total
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number of referrals as 171 from January to May 2015 and breaks the referrals into
categories of abuse

Safeguarding Incident Reports
The Governance department has supported the team to develop a report of incidents that
fall under the title of safeguarding. These include patients that are admitted to the Trust
from the community with injuries and pressure ulcers, patients who have dementia who
become distressed on the wards and patients who are abusive to staff. In addition we are
recording incidents that are investigated that originate within the Trust.

Deprivation of Liberty safeguards Applications (DoLS)
The number of applications for DoLS ranges from 11- 20 per month. There have been
delays in the authorisation of these application from the local authority and this has been
highlighted at strategic level.

Implication of the Care Act 2014:

See Appendix 4

4. Areas of Risk
If the Trust does not properly identify and deal with safeguarding issues, there is the
potential risk of increased harm to patients and damage to the Trust’s reputation.

The capacity of the safeguarding team to deliver the increased demands in both volume
and subject matter for training, audits and representation on increasing numbers
safeguarding board sub-committees is a further risk. This is being mitigated by the
development of a proposal to increase the support to the safeguarding team which is in
development.

5. Governance
The Trust is under a legal obligation to ensure that it has adequate procedures for
identifying patients that might be at risk and for ensuring that appropriate action is taken.

6. Responsibility
The responsibility for safeguarding adults and children lies with the safeguarding team
supported by Professor Mark Radford as the executive lead for safeguarding.

7. Recommendations
The Board is invited to NOTE the contents of this report and to RAISE any queries or
concerns.

Name and Title of Author: Gillian Attree, Dr Karen Mclachlan, Liz Kiernan.
Date: 16th June 2015
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APR 0 16 11 10

MAY 1 23 4 16

JUN 3 10 10 12

JUL 1 19 5 13

AUG 2 21 13 14

SEP 0 12 12 11

OCT 2 12 13 23

NOV 1 14 8 24

DEC 4 17 12 9

JAN 1 15 2 8

FEB 1 13 3 14

MAR 5 16 6 13
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Total

number of

Referrals

Made
No.

Referrals

12 49

11 55

7 42

11 49

6 56

10 45

9 59

7 54

19 61

4 30

12 43

5 45

Previous S/C

Involvement
DVA
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JAN 1 1 5 17 2
FEB 2 12 3
MAR 3
APR 1 1
MAY 1
JUN 3 19 3
JUL 1 1 2 1 23 5
AUG 1 2 1 3 24 2
SEP 1 2 12 2
OCT 3 2 20 2
NOV 1 2 24 2
DEC 1 1 2 19 5

Physical
Enter the numer of

alegations of abuse cases
by type of abuse
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JUN 1

JUL 1

AUG

SEP

OCT

NOV

DEC

Sexual Psychological Discrimination Radicalisation



Total
number
of alerts

1 6 1

3 18 5

1 6 1

PhysicalDVA Financial / Material Neglect / Omission



Total of
alegation
s upheld

% of
alegation
s upheld

YEARS TOTAL



Allegation Upheld Allegation Upheld Allegation Upheld Allegation
JAN 1 1 0 0
FEB 0 0 0 0
MAR 0 0 0 0
APR 0 1 0 0
MAY 1 1 0 0
JUN 0 0 0 0
JUL 0 0 0 0
AUG 0 0 0 0
SEP 0 0 0 0
OCT 0 0 0 0
NOV 0 0 0 0
DEC 0 0 0 0

2
0
1
5

Sexual Discrimination
Enter the numer of
alegations of abuse

cases by type of
abuse

Types of abuse

RadicalisationPsychological



Upheld Allegation Upheld Allegation Upheld Allegation Upheld Allegation Upheld
1 0 31 2
0 0 21 2
1 0 31 0
2 2 26 1
3 3 38 2
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0
0 0 0 0

PhysicalRadicalisation DVA Financial / Material Neglect / Omission



Total
number of
Allegation
s made

Total of
alegations

upheld

% of
alegations

upheld
Year Total

0
36 0 0
23 0 0
32 0 0
32 0 0
48 0 0
0 0 #DIV/0!
0 0 #DIV/0!
0 0 #DIV/0!
0 0 #DIV/0!
0 0 #DIV/0!
0 0 #DIV/0!
0 0 #DIV/0!
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Implications of the Care Act (2014) for Adult Safeguarding at UHCW June 2015.

1 Summary

The Care Act 2014 came into force in April 2015 and has been described as the
most comprehensive reform of adult social care and support in more than 60 years.
It puts adult safeguarding on a statutory footing (as is children’s safeguarding
already).

The implementation of the Care Act will have significant implications including:

 A new framework in determining eligible need in social care and support.

 Changes to care funding

 A new emphasis on the promotion of well-being and preventing the need care
further down the line.

2. Key Care Act Provisions:

Principle of wellbeing – this put wellbeing at the heart of all assessments, in all
cases where a local authority is carrying out a care and support function, or
making a decision in relation to a person. It applies equally to adults and
children.

Prevention- local authorities must ensure the provision of preventative services
must be used to prevent or delay the development of care and support needs.

 Information and Advice – providing an information and advice serve available to
all people in the local authority.

Assessment and Eligibility – there is new framework of duties on local
authorities in relation to the provision of social care.

Safeguarding – there are new duties on local authorities with regard to
safeguarding of adults receiving social care.

Carers - there are new duties on local authority to meet carer eligible support
needs, placing them on an equal footing with the people they care for.

3 Adult safeguarding

Adult safeguarding is the process of protecting adults with care and support needs
from abuse and neglect. It is an important part of what many public services do, but
the key responsibility lies with Local Authorities (in partnership with the Police and
the NHS).

3.1 From April 2015 each Local Authority (LA) must:

 Make enquires, or ensure others do, if it believes an adult is subject to (or at
risk of) abuse or neglect. An enquiry should establish whether any action
needs to be taken to stop or prevent abuse or neglect, and if so by whom.
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 Set up a Safeguarding Adults Board (SAB) with core membership from the
Local Authority, the Police and the NHS (specifically the local clinical
commissioning groups). The SAB can request membership by other relevant
local organisations.

 Arrange, where appropriate, for an independent advocate to represent and
support an adult who is the subject of a safeguarding adults enquiry (or a
safeguarding adults review (SAR)) where the adult has ‘substantial difficulty’
in being involved in the processes and there is no other appropriate adult to
help them.

 Cooperate with partner agencies to protect adults experiencing (or at risk of)
abuse or neglect.

3.2 The Care Act (2014) extends the scope of adult safeguarding. The LA duty now
applies whether or not the adult is ordinarily resident in the LA, and whether or
not the LA is meeting any of the adult’s care and support needs.

3.3 Local Authorities must follow up any concerns about actual or suspected adult
abuse.
SABs will have more powers than under current arrangements, but will also be
more transparent and subject to greater scrutiny.

3.4 All organisations who are involved in adult safeguarding training will need to
reflect the Act’s statutory guidance and good practice guidance when
developing and implementing their staff training programmes.

3.5 The statutory guidance enshrines the six principles of safeguarding.

1) Empowerment: presumption of person-led decisions and informed consent
2) Prevention: it is better to take action before harm occurs
3) Proportionality: least intrusive response, appropriate to level of risk
4) Protection: support and representation for those in greatest need
5) Partnerships: local solutions through services working with their

communities
6) Accountability: accountability and transparency in delivering safeguarding.

4 Key Messages

4.1 The Act presages a major change in practice: moving from a process-led to a
person-centered approach.

4.2 The Act emphasises an approach based on risk assessment not risk avoidance,
which takes into account an individual’s preferences, circumstances, and
lifestyles to achieve a proportionate tolerance of acceptable risks.

4.3 The Act recognises the role of carers in relation to safeguarding. It is important
that the well-being of patients AND carers is considered when offering
interventions.

4.4 The Act recognises that Local Authorities cannot safeguard individuals on their
own;
they must work closely with Police, the NHS and other key organisations, and
promote awareness in the wider community and public.

4.5 The Act includes new duties for Safeguarding Adults Boards to work more
closely and to share information.
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4.6 The statutory guidance requires organisations that are members of a SAB to
identify Designated Adult Safeguarding Managers (DASMs).

4.7 The Act recognises three additional categories of abuse in relation to adult
safeguarding: Modern Slavery, Domestic Abuse, and Self-neglect.
‘Organisational Abuse’ has replaced ‘Institutional Abuse’.

4.8 The Act introduces statutory Safeguarding Adults Reviews (previously Serious
Case Reviews) commissioned by SABs. Their purpose is to learn lessons, and
thereby improve practice and interagency working. Agencies must provide
information as required by SARs.

4.9 The Act requires that an independent advocate is instructed to represent and
support a person who is the subject of a safeguarding enquiry or review, if
required.

5 The NHS

5.1 The NHS is a key player in effective adult safeguarding. Clinical Commissioning
Groups are one of three statutory members of Safeguarding Adults Boards.
Coventry Safeguarding Adult Board will continue to have representatives from
NHS provider organisations e.g. UHCW.

5.2 The Act sets out that CQC registration will require a Duty of Candour for
providers to be open with patients and their families about failings in care. The
NHS has particular duties to patients who are less able to protect themselves
from harm, neglect or abuse.

5.3 All NHS provider organisations and commissioners will want assurance that
when abuse or neglect occurs, responses are in line with multi-agency
safeguarding procedures, national frameworks for clinical governance, and
good practice in investigation of patient safety incidents. This will require clear
guidance for managers and staff that sets out (1) the organisation’s processes
for initiating action and (2) who is responsible for decision-making.

5.4 The Act describes that the local NHS (CCG) and the Local Authority should
agree a definition of a ‘serious incident’ and a ‘safeguarding concern’ and
appropriate responses to both.

6 Current position at UHCW

6.1 UHCW is well represented on the Coventry Safeguarding Adults Board and
their sub-groups.

6.2 Mandatory Safeguarding Adults training (and materials) are being reviewed to
ensure that they are compliant with the Act.

6.3 The Designated Safeguarding Adults Manager role has been allocated to the
Chief Nurse.

Gilly Attree/Liz Kiernan
Lead Nurse Safeguarding
June 2015
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PUBLIC TRUST BOARD PAPER

Title Freedom to Speak Up
Author Rebecca Southall, Director of Corporate Affairs
Responsible
Chief Officer

Andy Hardy, Chief Executive Officer

Date 25th June 2015

1. Purpose
To summarise the findings and recommendations arising out of the, Freedom to Speak
Up report prepared by Sir Robert Francis and to present the Trust’s response to the
recommendations therein.

2. Background and Links to Previous Papers
The Trust Board was advised that the report had been published at the February 2015
Trust Board meeting and that further work would be undertaken to determine the Trust’s
response to the recommendations made.

The full report runs to some 215 pages and has not been appended to this document.
The Executive Summary is however attached and board members are invited to read the
report in full, which can be found at: http://freedomtospeakup.org.uk/the-report/

As many of the recommendations related to national bodies as well as individual
organisations, following publication of the report, the Department of Health released a
consultation on which ran from 3rd March until 4th June 2015, the outcome of which is
awaited.

3. Narrative

The review that was undertaken by Sir Robert Francis was set up in response to
continuing concerns in the wake of events at Mid-Staffordshire Hospitals NHS Foundation
Trust in relation to how NHS organisations deal with concerns that are raised by staff. Its
aim was to provide advice and recommendations to ensure that staff in the NHS feel safe
to raise concerns and confident that they will be dealt with.

In the report, Sir Robert refers to shocking accounts of the way that staff have been
treated when they have spoken up and whilst he recognized that these matters were not
always straight-forward, given the consistency in the patterns of reactions described by
staff, the conclusion that he reached was there is culture in many parts of the NHS, which
deters staff from raising serious and sensitive concerns and that not infrequently, this
culture has a negative impact on those that are brave enough to do so.

From the evidence that he heard, 5 themes emerged and the report details a number of
recommendations against each of these, both for individual organisations and the wider
NHS. The report notes the need for:

 Culture change

 Improved handling of cases

 Measures to support good practice
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 Particular measures for vulnerable groups

 Extending the legal protection

Sir Robert goes on to describe 20 principles that each NHS organization should adopt
and a number of actions against each of these that should be implemented. Appendix
one gives a position statement against each recommendation that relates to the Trust
and makes suggestions for further action where this is required. It should however be
noted that a number of the recommendations aimed at national bodies could impact on
the Trust should they be implemented e.g. the development of a national policy template
and for that reason, it has been recommended in some instances that the Trust await the
national response before making further changes, in order to avoid confusing messages.

It is important to note however, that the Trust already meets a number of the
requirements following the overhaul of the Policy that was approved by the Trust Board in
November 2015 and the associated work that has taken place. Board members may
also recall that the Policy was approved on the proviso that it be reviewed when the
Francis report was published and therefore had a short life. Taking into account the
possibility of a template Policy being produced for national use, the Board is asked to
approve the current Policy for a further 6-month period, by which time the national
position will be clearer.

4. Areas of Risk

Patient Safety; speaking up is regarded as being essential in any sector where safety is
an issue. If staff feel unable to do so, issues may go unaddressed and patients and/or
staff may consequently be exposed to unnecessary safety risks.
Reputation; if patient safety is compromised the Trust will suffer reputation damage.

The Policy that is in place is aimed at mitigating these risks.

5. Governance

It is proposed that the attached action plan be refreshed at such time that national
guidance is produced or within 6-months in any event given the importance of this issue.

6. Responsibility

Rebecca Southall, Director of Corporate Affairs
Andy Hardy, Chief Executive Officer

7. Recommendations

These need to clearly state what you are asking the Board to consider e.g.

The Board is invited to note:

1. the findings and recommendations detailed within the Freedom to Speak Up
report
2. the Trust’s initial response to the recommendations
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and

[B] approve

1. the current Raising Concerns Policy for a further 6-month period.

Name and Title of Author: Rebecca Southall, Director of Corporate Affairs
Date: 25th June 2015
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FREEDOM TO SPEAK UP RESPONSE

Actions that are greyed out are actions for national bodies but have been included as they could impact upon the Trust.

No Principle Recommendation Response Responsible
1 Culture of Safety; every

organisation involved in providing
NHS healthcare should actively
foster a culture of safety and
learning, in which staff feel safe
to raise concerns.

1.1 Boards should ensure that
progress in creating and maintaining
a safe learning culture is measured,
monitored and published on a
regular basis.

The Trust already publishes data
on the number of serious incidents
and harmful patient safety
incidents within the monthly IQPR.
Presentations on learning from
Never Events are also given at
Ground Rounds. A 6-monthly
report on serious incidents is also
submitted to the Trust Board.

We also know through the work
that has taken place around our
values that openness and learning
are important to our staff and are
embedded in our values and
behaviours framework.

Consideration will be given to
producing further reports/reporting
mechanisms in line with national
developments (see below).

MP

1.2 System regulators should regard
departure from good practice, as
identified in this report, as relevant to
whether an organisation is safe and
well-led.

In the case of an NHS Trust this is
an action for the TDA and the
CQC. The TDA has however made
reference to Trusts providing data
around raising concerns upon
request within the Accountability
Framework 2015/16.

N/A
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2 Culture of raising concerns;
raising concerns should be part of
the normal routine business of
any well led NHS organisation

2.1 Every NHS organisation should
have an integrated policy and
common procedure for employees to
formally report incidents or raise
concerns. In formulating that policy
and procedure organisations should
have regard to the descriptions of
good practice within this report.

The Trust has a Raising Concerns
Policy in place; this is not
amalgamated with the Incident
Management Policy but is cross
referenced. The Raising Concerns
policy does attempt to describe
how concerns should be raised on
day to day basis as ‘business as
usual but also sets out how
concerns can be raised that cannot
be raised through normal reporting
mechanisms.

It is suggested that consideration is
given to amalgamating the two
policies at such time that a
national, integrated policy is
produced (see below) although it
should be noted that UHCW does
have high incident reporting rates,
which is indicative of a sound
patient safety culture and that the
current procedures are well known
and understood. Care would
therefore need to be given to
ensuring that this is not eroded by
the production of an amalgamated
Policy should this be the agreed
direction of travel.

MP/RS

2.2 NHS England, NHS TDA and
Monitor should produce a standard,
integrated policy and procedure for
reporting incidents and raising
concerns to support action 2.1

This is an action for the external
bodies referenced.

N/A
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3 Culture free from bullying;
freedom to speak up about
concerns is depends on staff
being able to work in a culture
which is free from bullying and
other oppressive behaviours.

3.1 Bullying of staff should
consistently be considered, and
shown to be unacceptable. All NHS
organisations should be proactive in
detecting and changing behaviours
which amount, collectively or
individually to bullying or any form of
deterrence against reporting
incidents and raising concerns; and
should have regard to the
descriptions of good practice in this
report.

The Trust’s Raising Concerns
Policy contains an explicit
statement around the Trust not
tolerating the victimisation of staff
that raise concerns, nor any other
form of retribution.
The Trust also has a Dignity at
Work Policy, which is equally as
explicit in this regard.
Patient Safety Walkrounds are
undertaken by Board members
during which staff have the
opportunity to raise any concerns
around patient safety that they may
have around and these are
supplemented by ad hoc visits to
the wards and departments by
members of the executive team.

KM/RS

3.2 Regulators should consider
evidence of the prevalence of
bullying in an organisation as a factor
in determining whether it is well led.

This is an action for the TDA/CQC N/A

3.3 Any evidence that bullying has
been condoned or covered up should
be taken into account when
assessing whether someone is a fit
and proper person to hold a post at
director level in an NHS organisation

The Trust has procedures in place
to assess whether candidates for
director posts and above meet the
fit and proper persons (FPP)
criteria upon appointment;
adherence to the FPP criteria on
an on-going basis is a stated
requirement within the Trust Board
Code of Conduct and Statement of
Responsibility.

RS/AM

4 Culture of visible leadership 4.1 Employers should ensure and be
able to demonstrate that staff have

The Raising Concerns Policy lists
a number of designated officers

RS/AH
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open access to senior leaders in
order to raise concerns, informally
and formally.

that staff can go to raise concerns,
of all which are board members
(executive and non-executive),
with the exception of the Local
Counter Fraud Specialist who is
employed by an external
organisation.
Staff have access to members of
the Board through the Patient
Safety Walkround programme.
A ‘raising concerns’ section of the
intranet will shortly be launched
and will include an email address
for concerns to be raised; this will
be monitored and actioned by the
Director of Corporate Affairs.

5 Culture of valuing staff;
employers should show that they
value staff who raise concerns,
and celebrate the benefits for
patients and the public from
improvements made in response
to the issues identified

5.1 Boards should consider and
implement ways in which the raising
of concerns can be publicly
celebrated.

Further work is to be undertaken in
this regard; a suggestion would be
consideration of a specific award at
the annual OSCAs.

AH/MP/MR

6 Culture of reflective practice;
there should be opportunities for
all staff to engage in regular
reflection of their concerns at
work.

6.1 All NHS organisations should
provide the resources, support and
facilities to enable staff to engage in
reflective practice with their
colleagues and teams

Medical staff are required by the
GMC to undertake reflective
practice as part of revalidation
requirements; revalidation for
nursing staff will also include this
requirement.

Staff that have been involved in
incidents do have the opportunity
to discuss concerns and issues
pertinent to the incident but further

MP/MR/KM
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work is recommended around
developing more systematised
forums for discussing more general
concerns i.e. concerns not
generated as a result of an
incident.

7 Raising and reporting concerns;
all NHS organisations should
have structures to facilitate both
informal and formal raising and
resolution of concerns.

7.1 Staff should be encouraged to
raise concerns informally and work
together with colleagues to find
solutions

Staff are encouraged within the
current Raising Concerns Policy to
utilise well established
mechanisms in the first instance;
this would include discussion with
line managers and colleagues.
The Policy is in effect a safety net
that describes in stages how
concerns can be raised if they
cannot be resolved at local level.

N/A

7.2 All NHS organisations should
have a clear process for recording all
formal reports of incidents and
concerns, and for sharing that record
with the person who reported the
matter, in line with the good practice
in this report.

The Trust uses Datix to capture all
incidents and risks that are raised
by staff across the organisation. It
is acknowledged that further work
needs to be undertaken in relation
to feedback mechanisms and this
is underway.

The Raising Concerns Policy
details how concerns will be dealt
with once raised and the method
and frequency of feedback will be
agreed with the person that has
raised it.

MP

8 Investigations; where a formal
concern has been raised, there
should be prompt, swift,
proportionate, fair and blame free

8.1 All NHS organisations should
devise and implement systems which
enable such investigations to be
undertaken, where appropriate by

The Raising Concerns Policy is not
overly prescriptive in this regard as
the way that the concern will be
dealt with will be dependent upon
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investigations to establish the
facts.

external investigators, and have
regard to the good practice
suggested in this report.

the nature of the concern and
allows for the views of the person
reporting the concern to be taken
into account to ensure maximum
sensitivity. The Policy does
however specifically reference
informal reviews, an internal
inquiry or a full investigation. Whilst
the wording does not specifically
exclude external investigation,
specific reference to the use of
external expertise where
appropriate will be added to the
Policy when it is reviewed.

RS

9 Mediation and dispute resolution;
consideration should be given at
an early stage to the use of
expert interventions to resolve
conflicts, rebuild Trust or support
staff who have raised concerns.

9.1 All NHS organisations should
have access to resources to deploy
alternative dispute resolution
techniques, including mediation and
reconciliation to address unresolved
disputes between staff or between
staff and management as a result of
or associated with a report raising a
concern and to repair trust and build
constructive relationships.

The Trust already offers a
mediation service and there are a
number of trained mediators
across the organisation.

Specific reference to mediation will
be added to the Raising Concerns
Policy when it is re-visited (pending
the national position).

RS

10 Training; every member of staff
should receive training in their
organisation’s approach to raising
concerns and in receiving and
acting upon them.

10.1 Every NHS organisation should
provide training which complies with
national standards based on a
curriculum devised jointly Health
Education England (HEE) and NHS
England in consultation with
stakeholders. This should be in
accordance with the good practice
set out in this report.

This is primarily an action for
external organisations and their
specific response to this
recommendation is awaited. In the
meantime however, the Raising
Concerns Policy is available on the
e-library and was widely publicised
as part of the communications
around the CQC visit. There will
also be a dedicated section of the

RS/KM
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intranet and an email address to
increase awareness.

Work is also being done in relation
to the Trust Induction around
specific training in relation to this
area.

11 Support; all NHS organisations
should ensure that there is a
range of persons to whom
concerns can be reported easily
and without formality. They
should also provide staff with
raise concerns with ready access
to mentoring, advocacy, advice
and counselling.

11.1 The boards of all NHS
organisations should ensure that
their procedures for raising concerns
offer a variety of personnel, internal
and external to support staff raising
concerns including:

1. A person (Freedom to Speak
Up Guardian) appointed by
the organisation’s CEO to act
in a genuinely independent
capacity

2. A nominated non-executive
director to receive reports of
concerns directly from
employees (or the Freedom to
Speak Up Guardian) ad to
make regular reports on
concerns raised by staff and
the organisation’s culture to
the Board

3. At least one nominated
executive director to receive
and handle concerns.

4. At least one nominated
manager in each department

1. Work is in train to recruit to a
Cultural Ambassador Post as
previously advised.

2. The Chair of the Audit
Committee is formally nominated
as the non-executive director for
Raising Concerns.

3. There are 5 nominated
executive directors and the
Director of Corporate Affairs
named in the Policy
4. The Policy stipulates that Line
Managers are expected to deal
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to receive reports of concerns

5. A nominated independent
organisation whom staff can
approach for advice and
support.

with concerns and provides for
escalation if this is not considered
appropriate.
5. The Policy refers to a number of
external bodies that can be
approached for advice and
support.

11.2 All NHS organisations should
have access to resources to deploy
counselling and other means of
addressing stress and reducing the
risk of resulting illness after staff
have raised a concern.

The Trust already provides access
to a Psychotherapy Service for
staff but this will be specifically
referenced within the re-drafted
Policy (pending the national
position).

RS

11.3 NHS England, NHS TDA and
Monitor should also issue joint
guidance setting out the support
required for staff who have raised a
concern and others involved.

This is an action for the external
bodies referenced.

N/A

12 Support to find alternative
employment in the NHS; where
an NHS worker who has raised a
concern cannot, as a result,
continue in their current
employment, the NHS should
fulfil its moral obligation to offer
support.

12.1 NHS England, the NHS TDA
and Monitor should jointly devise and
establish a support scheme for NHS
workers and former NHS workers
whose performance is sound who
can demonstrate that they are having
difficulty finding employment in the
NHS as a result of having made
protected disclosures.

This is an action for the external
bodies referenced.

N/A

12.1 All NHS organisations should
actively support a scheme to help
current and former NHS workers
whose performance is sound to find
alternative employment in the NHS.

Whilst there is no detail of any
such scheme at the present time,
the Trust would support the
establishment of such a scheme in
principle, as this is in keeping with
the Trust’s values around
openness and learning.

N/A
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13 Transparency; all NHS
organisations should be
transparent in the way that they
exercise their responsibilities in
relation to the raising of concerns,
including the use of settlement
agreements.

13.1 All NHS organisations that are
obliged to publish Quality Accounts
or equivalent should include within
them quantitative and qualitative
data describing the number of
formally reported concerns in
addition to incident reports, the
action taken in respect of them and
feedback on the outcome.

At the present time the content of
the Quality Account is mandated
by the DH. Incidents already
feature with the Quality Account.

N/A

13.2 All NHS organisations should
be required to report to the National
Learning and Reporting System
(NLRS), or to the Independent
National Officer described in
principle 15, their relevant regulators
and their commissioners any formally
reported concerns/public interest
disclosures or incidences of disputed
outcomes to investigations. NLRS or
the Independent Officer should
publish regular reports on the
performance of organisations with
regard to the raising of and acting on
public interest concerns; draw out
the themes that emerge from the
reports; and identify good practice.

This is an action for those bodies
referenced.

N/A

13.3
a) CEOs should personally review all
settlement agreements made in an
employment context that contain
confidentiality clauses to satisfy
themselves that such clauses are
genuinely in the public interest

(a) The Trust publishes details of
all settlement agreements reached
in its annual report; the report for
2014/15 confirms that the only
agreements reached were in
relation to contractual entitlements
upon the termination of
employment. Only one standard

KM
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b) All such settlement agreements
should be available for inspection by
the CQC as part of their assessment
of whether an organisation is well-
led.

c) If confidentiality clauses are to be
included in such settlement
agreements for which Treasury
Approval is required, the Trust
should be required to demonstrate
as part of the approval process that
such clauses are in the public
interest in that particular case.

d) NHS TDA and Monitor should
consider whether their role of
reviewing such agreements should
be delegated to the Independent
National Officer recommended under
principle 15.

confidentiality clause was used in
these agreements.
Any non-standard agreements that
are reached will however be
reviewed by the CEO going
forward.
(b) Settlements would be made
available to the CQC in the same
way that other evidence requested
is made available.

The Trust will comply with all
applicable directions in this regard.

This is an action for those bodies
referenced

KM

KM

N/A
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14 Accountability; everyone should
expect to be held accountable for
adopting fair, honest and open
behaviours and practices when
raising or receiving and handling
concerns. There should be
personal and organisational
accountability for:
1. Poor practice in relation to

encouraging the raising of
concerns and responding to
them

2. The victimisation of workers
for making public interest
disclosures

3. Raising false concerns in bad
faith or for personal benefit

4. Acting with disrespect or
other unreasonable
behaviour when raising or
responding to concerns

5. Inappropriate use of
confidentiality clauses

14.1 Employers should ensure that
staff who are responsible for,
participate in, or permit such conduct
are liable to appropriate and
proportionate disciplinary policies.

There is a very clear statement in
the Raising Concerns Policy
around the protection of staff that
have raised concerns and around
the consequences arising out of for
concerns that are knowingly or
maliciously makes false
allegations. The Policy is also
clear around its applicability to all
staff.

N/A

14.2 Trust Boards, CQC, Monitor
and the NHS TDA should have
regard to any evidence of
responsibility for, participation in or
permitting such conduct in any
assessment of whether a person is a
fit and proper person to hold an
appointment as a director or
equivalent in accordance with the
legislation.

As above, the Trust has in place
arrangements for making a
declaration upon appointment and
annual thereafter around fitness to
hold posts at Director level and
above. On-going compliance with
the FPPT is also set out in the
Trust Board Code of Conduct.

In the event that an assessment
into any individual needs to be
carried out by the Chair, this
recommendation will be noted.

N/A

14.3 All organisations associated
with the provision, oversight or
regulation of healthcare services
should have regard to any evidence
of poor conduct in relation to staff
who have raised concerns when
deciding whether it is appropriate to
employ any person to a senior
management or leadership position
and whether the organisation is well
led.

References are collected for all
staff regardless of their level of
seniority. Evidence will however
be considered as part of the
recruitment process should the
need arise.

N/A
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15 External review; there should be
an Independent National Officer
(INO) resourced jointly by
national systems regulators and
oversight bodies and authorised
by them to carry out the functions
described in this report, namely:

Review the handling of
concerns raised by NHS
workers and/or the treatment
of the person or persons who
spoke up, where there is
cause or believing that this
has not been in accordance
with good practice

 Advise NHS organisations to
take appropriate action where
they have failed to follow good
practice, or advise the relevant
systems regulator to make a
direction to that effect

 Act as a support for Freedom
to Speak Up Guardians

 Provide national leadership on
issues relating to concerns by
NHS workers

 Offer guidance on good
practice about handling
concerns

 Publish reports on the
activities of this office

15.1 CQC, Monitor, NHS TDA and
NHS England should consider and
consult on how such a post might
jointly be created and resourced and
submit proposals to the Secretary of
State, as to how it might carry out
these functions in respect of ongoing
and future concerns.

N/A this is an action for those
organisations referenced.
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16 Coordinated Regulatory Action;
there should be coordinated
action by national systems and
professional regulators to
enhance the protection of NHS
workers making protected
disclosures and of the public
interest in the proper handling of
concerns.

16.1 CQC, Monitor and NHS TDA in
consultation with the Department of
Health should work together to agree
procedures and define the roles to
be played by each in protecting
workers who raise concerns in
relation to regulated activity. Where
necessary they should seek
amendment if the regulations to
enable this to happen.

This is an action for those bodies
referenced

N/A

16.2 Healthcare professional
regulators should work together to
review their procedures and
processes to ensure compliance with
the good practice set out in this
report and with this Principle.

This is an action for those bodies
referenced

N/A

17 Recognition of organisations;
CQC should recognise NHS
organisations which show they
have adopted and apply good
practice in the support and
protection of workers who raise
concerns.

17.1 CQC should consider the good
practice set out in this report when
assessing how organisations handle
staff concerns. Good practice should
be viewed as a positive factor
contributing to a good or outstanding
rating as part of their well-led domain

This is an action for the CQC N/A

18 Students and Trainees; all
principles in this report should be
applied with necessary
adaptations to education and
training settings for students and
trainees working towards a career
in healthcare.

18.1 Professional regulators and
Royal Colleges in conjunction with
Health Education England should
ensure that all students and trainees
working towards a career in
healthcare have access to policies,
procedure and support compatible
with the principles and good practice
in this report.

This action is for the external
agencies referenced although it
should be noted that the Trust’s
Raising Concerns Policy
specifically references its
applicability to students and others
in training.

N/A
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18.2 All training for students and
trainees working towards a career in
healthcare should include training on
raising and handling concerns.

This action is for the external
agencies referenced.

N/A

19 Primary care; all principles in this
report should apply with
necessary adaptations in primary
care

19.1 NHS England should include in
its contractual terms for
general/primary medical services
standards for empowering and
protecting staff to enable them to
raise concerns freely, consistent with
these Principles

This action is for NHS England N/A

19.2 NHS England and all
commissioned primary care services
should ensure that each has a policy
and procedures consistent with these
Principles which identify appropriate
external points of referral which are
easily accessible for all primary care
staff for support and to register a
concern, in accordance with this
report.

This action is for NHS England N/A

19.3 In regulating registered primary
care services CQC should have
regard to these Principles and the
extent to which services comply with
them.

This action is for CQC N/A

20 Legal protection should be
enhanced

20.1 The Government should, having
regard to the material contained
within this report, again review the
protection afforded to those who
make protected disclosures, with a
view to including discrimination in
recruitment by employers (other than
those to whom the disclosure

This action is for the Government N/A
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relates) on grounds of having made
that disclosure as a breach of either
the Employment Rights Act 1996 or
the Equality Act 2010.
20.2 The list of persons prescribed
under the Employment Rights Act
1996 should be extended to include
all relevant national oversight bodies
including NHS Protect, NHS
England, NHS Clinical
Commissioning Groups, Public
Health England, Healthwatch
England, local Healthwatch, Health
Education England, Local Education
and Training Boards and the
Parliamentary and Health Services
Ombudsman

As above N/A

20.3 The Government should ensure
that its proposal to widen the scope
of the protection under the
Employment Rights Act 1996
includes all students working towards
a career in healthcare.

As above N/A
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Introduction 

1 This Review was set up in response 
to continuing disquiet about the way NHS 
organisations deal with concerns raised by NHS 
staff and the treatment of some of those who 
have spoken up. In recent years there have been 
exposures of substandard, and sometimes unsafe, 
patient care and treatment. Common to many 
of them has been a lack of awareness by an 
organisation’s leadership of the existence or scale 
of problems known to the frontline. In many cases 
staff felt unable to speak up, or were not listened to 
when they did. The 2013 NHS staff survey showed 
that only 72% of respondents were confident that 
it is safe to raise a concern. There are disturbing 
reports of what happens to those who do raise 
concerns. Yet failure to speak up can cost lives. 

2 The aim of the Review was to provide advice 
and recommendations to ensure that NHS staff in 
England feel it is safe to raise concerns, confident 
that they will be listened to and the concerns will 
be acted upon. The Review is not the Public Inquiry 
that some have demanded, and it has not been 
tasked with investigating or passing judgment 
on individual cases. Its purpose has been to draw 
lessons from the experiences of those involved 
in raising and handling concerns. It has been 
important to hear these experiences, good and bad, 
to achieve this. 

3 The message from staff who have suffered 
as a result of raising concerns has been loud and 
clear. I heard shocking accounts of the way some 
people have been treated when they have been 
brave enough to speak up. I witnessed at first hand 
their distress and the strain on them and, in some 
cases, their families. I heard about the pressures 
it can place on other members of a team, on 
managers, and in some cases the person about 
whom a concern is raised. Though rare, I was told 
of suicidal thoughts and even suicide attempts. The 
genuine pain and distress felt by contributors in 
having to relive their experiences was every bit as 
serious as the suffering I witnessed by patients and 
families who gave evidence to the Mid Staffordshire 
inquiries. The public owe them a debt of gratitude in 

the first place for speaking up about their concerns, 
and secondly for having the courage to contribute 
to this Review. 

4 The experiences shared with us, and the 
suffering caused by them, have no place in a service 
which values, as the NHS must, its workforce and the 
profound contribution they make to patient safety 
and care. The NHS has a moral obligation to support 
and encourage staff to speak out. 

5 I also heard it suggested that some people 
raise concerns for dubious motives, such as avoiding 
legitimate action to address poor performance. 
It was not within the remit of the Review to pass 
judgment on whether any of the cases we heard fell 
into this category. To the extent that this happens, 
it is highly regrettable, not least because it taints 
some people’s view of whistleblowers and makes it 
harder for the many NHS staff who raise genuine 
concerns. Whatever the motive, the patient safety 
concerns they raise may still be valid and need to 
be addressed as well the performance issue. It is 
clear to me that in too many cases this is not done. 
Suggestions of ulterior purposes have for too long 
been used as an excuse for avoiding a rigorous 
examination of safety and other public interest 
concerns raised by NHS staff. 

6 I recognise that cases are not always 
clear-cut. We heard contradictory accounts of 
some cases from those with different perspectives. 
There is nevertheless a remarkable consistency in 
the pattern of reactions described by staff who 
told of bad experiences. Whistleblowers have 
provided convincing evidence that they raised 
serious concerns which were not only rejected 
but were met with a response which focused on 
disciplinary action against them rather than any 
effective attempt to address the issue they raised. 
Whilst there may be some cases in which issues 
are fabricated or raised to forestall some form of 
justifiable action against them, this cannot be true 
of them all. I have concluded that there is a culture 
within many parts of the NHS which deters staff 
from raising serious and sensitive concerns and 
which not infrequently has negative consequences 
for those brave enough to raise them. 
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7 There are many reasons why people may feel 
reluctant to speak up in any industry. For example, 
they may be concerned they will be seen as 
disloyal, a ‘snitch’ or a troublemaker. Two particular 
factors stood out from the evidence we gathered: 
fear of the repercussions that speaking up would 
have for an individual and for their career; and the 
futility of raising a concern because nothing would 
be done about it. 

8 The NHS is not alone in facing the challenge 
of how to encourage an open and honest reporting 
culture. It is however unique in a number of ways. 
It has a very high public and political profile. It is 
immensely complex. It is heavily regulated, and 
whilst the system consists of many theoretically 
autonomous decision-making units, the NHS as a 
whole can in effect act as a monopoly when it comes 
to excluding staff from employment. Further, the 
political significance of almost everything the system 
does means that there is often intense pressure to 
emphasise the positive achievements of the service, 
sometimes at the expense of admitting its problems. 

9 Speaking up is essential in any sector where 
safety is an issue. Without a shared culture of 
openness and honesty in which the raising of 
concerns is welcomed, and the staff who raise them 
are valued, the barriers to speaking up identified in 
this Review will persist and flourish. There needs to 
be a more consistent approach across the NHS, and 
a coordinated drive to create the right culture. 

Background: legal and policy context 

10 This Review took place in a complex and 
changing climate. The legal and policy framework 
surrounding whistleblowing is not easy to 
understand and has many layers. The detail of the 
law for the protection of whistleblowers has been 
amended frequently and recently. There is a range 
of other reviews, as well as measures and initiatives 
at both local and national level that will directly or 
indirectly have an impact on the ease with which 
NHS workers can speak up. This shows recognition 
of the issues described in this report, and the need 
for action to address them. However it is important 
that these measures are brought together. I have 

attempted to take account of them in the Principles 
and Actions, but it will be important that those 
charged with their implementation place them 
appropriately in the context.   

Legal context 

11 In brief, the legislation which theoretically 
provides protection for whistleblowers is contained 
in the Employment Rights Act 1996, as amended by 
the Public Interest Disclosure Act 1998, commonly 
known as PIDA. Where a worker makes a protected 
disclosure, he/she has a right not to be subjected 
to any detriment by his employer for making that 
disclosure.  

12 For a number of reasons this legislation is 
limited in its effectiveness. At best the legislation 
provides a series of remedies after detriment, 
including loss of employment, has been suffered. 
Even these are hard to achieve, and too often by 
the time a remedy is obtained it is too late to be 
meaningful. 

13 The legislation does nothing to remove 
the confusion that exists around the term 
‘whistleblowing’, which does not appear in it at 
all. It was clear from the written contributions and 
meetings that the term means different things to 
different people or organisations. It is sometimes 
taken to imply some sort of escalation: someone 
‘raises a concern’, then ‘blows the whistle’ when 
they are not heard, either within the organisation 
or to an outside body. Yet this is not how the law 
defines a protected disclosure.   

14 The legislation is also limited in its 
applicability. It applies only to ‘workers’ as defined 
by PIDA, so provides no protection against, for 
example, discrimination in recruitment, and is only 
now being extended to include student nurses. 

Recent changes and initiatives 

15 In recent years there has been a range of 
measures which may encourage, or impose a 
responsibility on staff to speak up. These include 
introduction of a new Statutory Duty of Candour, 
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the Fit and Proper Person Test and Care Quality 
Commission’s (CQC) new inspection and ratings 
regime. At both national and local level there have 
been initiatives and programmes to encourage and 
support staff to speak up. A range of advice and 
support is also available to support individuals via 
helplines or websites. I concluded that it is too early 
to assess the combined impact of these initiatives, 
but that they all help to reinforce the message that 
speaking up is integral to patient safety and care. 

Evidence to the Review 

16 It was important to me to hear from 
as many people who had direct experience of 
raising and receiving concerns as possible. Over 
600 individuals and 43 organisations wrote in 
response to our invitation to contribute and over 
19,500 responded to the staff surveys sent out 
by independent researchers. We met with over 
300 people through meetings, workshops and 
seminars. This included individuals who had raised 
concerns, student nurses, trainee doctors, and 
representatives from professional and regulatory 
bodies, employers, trades unions, lawyers, Black 
and Minority Ethnic (BME) groups and organisations 
that represent whistleblowers to ensure that I was 
able to understand the issues from all the different 
perspectives. We held four seminars in different 
parts of the country with a cross section of invited 
delegates to consider different stages of the 
process of raising concerns and potential solutions. 
I also commissioned independent qualitative and 
quantitative research. 

Experience of employees 

17 The vast majority of people who took 
the time to write to the Review reported bad 
experiences. Many described a harrowing and 
isolating process with reprisals including counter 
allegations, disciplinary action and victimisation. 
Bullying and oppressive behaviour was mentioned 
frequently, both as a subject for a concern and as a 
consequence of speaking up. They also spoke of lack 
of support and lack of confidence in the process. 

18 Despite the efforts to improve the 
climate described in paragraph 15, many of the 
contributions described cases that are recent 
or current. This indicates that there is still a real 
problem. From the evidence it was apparent that 
there are problems at a number of stages including 
deterrents to speaking up in the first place, poor 
handling of concerns that are raised, and vindictive 
treatment of the person raising the concerns. 
This can have a devastating impact on the person 
who spoke up, including loss of employment and 
personal and family breakdown. 

Vulnerable groups 

19 It was also clear from the evidence that there 
are some groups who, for different reasons, are 
particularly vulnerable including locums and agency 
staff, students and trainees, BME groups and staff 
working in primary care. 

Experience of employers in receiving and 
handling public interest concerns 

20 The independent research identified two 
distinct cultures within organisations. Some took a 
strict procedural approach when concerns are raised; 
others took a more open minded, less rigid approach 
which focused on resolving the issue, learning and 
communicating rather than following procedure. 
The researchers concluded that the latter were still 
at a formative stage and that even where there was 
a willingness to be more flexible, organisations were 
not entirely sure how to achieve it. 

21 Employers who receive public interest 
disclosures have reported varied experiences. While 
all accept that many disclosures are made in good 
faith, they were concerned that some disclosures 
are made in order to pre-empt or protect the 
person raising them from performance action 
or disciplinary processes they face for entirely 
unrelated issues. The problems employers described 
included separating safety and other concerns from 
grievance and disciplinary issues, identifying means 
of addressing relationship issues, and the need to 
distinguish between culpability and responsibility. 
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Experience of colleagues 

22 Concerns about patient safety can have 
implications for clinical colleagues and managers. 
An incident or a series of incidents may be 
attributable to poor performance by an individual 
clinician or a team. It may be suggested that there 
is a systemic cause for the concern, such as a staff 
or equipment shortage for which one or more level 
of management may be considered responsible. 
In cultures where blame is an accepted method of 
explaining a concern, those implicated by a concern 
are likely to react in a defensive manner. Working 
relationships with colleagues may suffer, and 
organisations may default to hierarchical solutions. 

The role of regulators and other external bodies 

23 Organisations such as regulators and oversight 
authorities also face issues when approached by 
workers raising concerns, such as difficulty establishing 
the facts where reports are made anonymously, 
or protecting confidentiality. There may also be 
challenges in distinguishing between appropriately 
reported cases and referrals which are in retaliation 
against someone who has raised a concern. 

The role of legal advisors 

24 When asked for advice by NHS organisations 
about issues around public interest disclosure, 
legal advisors have tended to be influenced by an 
adversarial litigation – and therefore defensive – 
culture. Lawyers in such circumstances tend to 
look for potential defences to a claim made under 
public interest disclosure law, rather than to advise 
on the positive steps that could be taken to avoid 
some of the issues described above. Their focus is to 
pre-empt an Employment Tribunal (ET) claim rather 
than to assist in the prioritisation of the public 
interest, or to help resolve a dispute informally by 
sitting round a table. 

Emerging Themes 

25 Concerns are raised daily throughout the 
NHS, and are heard, addressed and resolved. Steps 
are being taken in some trusts to improve the 
way in which management responds to concerns. 
Nevertheless the level of engagement with the 
Review, the consistency of the stories we heard 
and the fact that so many of the cases are current 
or recent convinced me that problems remain and 
there is an urgent need for system wide action. 

26 The evidence presented to this Review is 
consistent with evidence from other sources. Whilst 
views may differ about the progress that has been 
made, there was a remarkable degree of consensus 
on the need for improvement, the nature of the 
problems in the system and what a good system 
would look like. Adopting such a system will 
benefit not only those who raise concerns, but also 
patients, management and the wider NHS. 

27 From the evidence we drew five overarching 
themes. These are the need for: 

• culture change 
• improved handling of cases 
• measures to support good practice 
• particular measures for vulnerable groups 
• extending the legal protection. 

28 Chapters 5-9 of this report address each of 
these themes. They set out the Principles which 
I believe should be followed to bring about the 
change required, and Actions which follow from 
each. These are summarised at the end of the 
Executive Summary. The chapters contain some 
examples of both good practice that we heard 
about during the Review. At the end of each section 
is a summary of what I consider to be good practice 
in relation to each Principle. This is summarised in 
Annex A. 
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Culture 

Principle 1 – Culture of safety 

Every organisation involved in providing NHS 
healthcare should actively foster a culture of 
safety and learning in which all staff feel safe 
to raise concerns. 

29 Culture change is essential, but experience 
from other sectors where safety is an issue suggests 
that it takes time and considerable effort by the 
leadership of an organisation. Boards must devote 
time and resource to achieving this change. There 
was support for the concept of a ‘just culture’ as 
opposed to a ‘no blame’ culture. The primary need 
is to move from a culture which focuses on ‘who is 
to blame?’ to one focused on ‘has the safety issue 
been addressed?’ and ‘what can we learn?’. Without 
this, senior levels of organisations will remain 
ignorant of important concerns, some of which give 
rise to serious safety risks. 

30 Progress towards the creation of the right 
culture should be taken into account by the system 
regulators in assessing whether an organisation is 
well-led. 

Principle 2 – Culture of raising concerns 

Raising concerns should be part of the 
normal routine business of any well-led NHS 
organisation. 

31 Speaking up should be something that 
everyone does and is encouraged to do. There 
needs to be a shared belief at all levels of the 
organisation that raising concerns is a positive, not 
a troublesome activity, and a shared commitment 
to support and encourage all those who raise 
honestly held concerns about safety. This will 
sometimes require acceptance by staff that their 
own performance may be the subject of comment, 
and that this needs to be seen as an opportunity to 
learn rather than a source of criticism. I appreciate 
this is not always easy. 

32 Policies and procedures for dealing with staff 
concerns should not distinguish between reporting 
incidents and making protected disclosures. Our 
independent research found considerable variation 
in the quality of policies, and there was agreement 
that greater standardisation would be helpful given 
that a proportion of the workforce move between 
NHS organisations. NHS England, Monitor and 
the NHS Trust Development Authority (NHS TDA) 
should produce a standard policy and procedure. 

33 To reinforce the concept of raising concerns 
as a safety issue, responsibility for policy and 
practice should rest with the executive board 
member who has responsibility for safety and 
quality, rather than human resources. 

34 Investigation of the concern should be the 
priority, and any disciplinary action associated 
with it should not be considered until the facts 
have been established. This need not delay any 
performance action that is already underway and 
unrelated to the concern. It is important that this is 
well documented to demonstrate that it is not being 
done in retaliation, to dispel any perception that 
an individual is being victimised. Poor performance 
is itself a safety issue, and it is important that 
it is addressed. The important point here is that 
managers can show that action taken is justified and 
is consistent with the way others in the organisation 
have been treated. 

Principle 3 – Culture free from bullying 

Freedom to speak up about concerns depends 
on staff being able to work in a culture which 
is free from bullying and other oppressive 
behaviours. 

35 There were more references to bullying 
in the written contributions than to any other 
problem. These included staff raising concerns 
about bullying, or being afraid to do so, bullying 
of people who had raised concerns and frustration 
that no-one ever appeared to be held to account 
for bullying. This is corroborated by the NHS 
staff survey and by other reports including the 
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General Medical Council (GMC) National Training 
Survey1 and the Royal College of Nursing (RCN) 
employee survey2. Some individual trusts have also 
acknowledged the existence of a bullying culture 
and taken steps to address it. 

36 Bullying in the NHS cannot be allowed 
to continue. Quite apart from the unacceptable 
impact on victims, bullying is a safety issue if 
it deters people from speaking up. It also has 
implications for staff morale and for attendance 
and retention. We heard many examples of 
unacceptable behaviour and lack of respect by 
individuals. This has a significant impact on whether 
people feel able to speak up, particularly in a 
hierarchical culture such as the NHS. 

37 It is important to take a systems approach 
when bullying occurs, in line with the concept of 
a just culture. There needs to be an examination 
of the causes of bullying behaviour. If it is the 
result of unacceptable demands or pressures on 
an individual, they should be addressed first. There 
is also a need for honest and direct feedback to 
individuals about the impact of their behaviour, 
and support provided where this might be more 
productive than admonition. Failure to modify 
bullying behaviour should always be a matter for 
disciplinary action. 

38 All leaders and managers in NHS 
organisations must make it clear that bullying and 
oppressive behaviour is unacceptable and will not 
be tolerated. Everyone needs to develop self-
awareness about their own behaviour and its effect 
on others. Everyone in leadership and managerial 
positions should be given regular training on how 
to address and how to prevent bullying. Regulators 
should consider the prevalence of bullying in an 
organisation as a factor in determining whether 
it is well-led, and any evidence that bullying has 
been condoned or covered up should be taken into 
consideration when assessing whether someone is a 
fit and proper person to hold a post at director level 
in an NHS organisation. 

Principle 4 – Culture of visible leadership 

All employers of NHS staff should 
demonstrate, through visible leadership at all 
levels in the organisation, that they welcome 
and encourage the raising of concerns by staff. 

39 Visible leadership is essential to the creation 
of the right culture. Leaders at all levels, but 
particularly at board level, need to be accessible 
and to demonstrate through actions as well as 
words the importance and value they attach to 
hearing from people at all levels. There is some 
excellent practice in some trusts, which should be 
shared and adopted across the NHS. 

Principle 5 – Culture of valuing staff 

Employers should show that they value 
staff who raise concerns, and celebrate the 
benefits for patients and the public from the 
improvements made in response to the issues 
identified. 

40 Public recognition of the benefits and value of 
raising concerns sends a clear message that it is safe 
to speak up, that action will be taken, and that the 
organisation has the confidence to be transparent 
and open about things that need to be addressed and 
wants to hear about them. There was no appetite for 
financial incentives for individuals, and I do not believe 
it is either necessary or desirable to offer them. 

Principle 6 – Culture of reflective practice 

There should be opportunities for all staff to 
engage in regular reflection of concerns in their 
work. 

41 The Review heard many examples of 
reflective practice, where issues are explored, 
systems are analysed and problems or best 
practice shared. These are invaluable, and should 
be encouraged throughout the NHS. We also heard 
that the pressure on the service means that the 
time available for such practice is being squeezed. 

1 National Training Survey 2014: bullying and undermining, General Medical Council, November 2014 
2 RCN Employment Survey 2013, Royal College of Nursing, September 2013 
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In some cases staff are expected to attend in 
their own time. I fully recognise the demands 
and pressures on the system. However these 
opportunities are essential as a means of sharing 
information and learning. Just as important, they 
help to develop a culture of openness and focus on 
safety not blame, and send a clear signal to staff 
that this is important. 

Handling Cases 

42 It was clear in so many of the cases we heard 
about that if they had been handled well from the 
outset, a great deal of pain and expense could have 
been avoided. The more issues can be ‘nipped in 
the bud’, the greater the likelihood that there will 
be a successful outcome for everyone involved. 
A common factor in many of the cases we heard 
about was the length of time they took to resolve, 
if indeed they were ever resolved. Some had gone 
on so long it was impossible or impracticable to 
get the full picture. The impact of this on both 
individuals and organisations was immense. 

Principle 7 – Raising and reporting concerns 

All NHS organisations should have structures 
to facilitate both informal and formal raising 
and resolution of concerns. 

43 Many concerns are raised every day, and 
resolved quickly and informally. This should be 
encouraged wherever possible, provided it is done 
openly and positively. Where a concern involves 
a serious issue or incident or where there is 
disagreement about the seriousness of the concern, 
there needs to be a more formal mechanism for 
logging it, processing it and monitoring how it is 
being handled. This will provide a clear trail for 
future reference and avoidance of dispute, and 
also helps to identify trends, common issues and 
patterns to enhance organisational learning. 

44 Any system needs to be as simple and free 
from bureaucracy as possible. However it needs 
to provide clarity to the person who has raised 
a concern about what will happen next and how 
they will be kept informed of progress. This report 

sets out what I consider to be the minimum 
requirements of a system and procedure to ensure 
that cases are well handled. This was drawn up from 
the problems that were described in the written 
contributions and in meetings, and the solutions 
discussed at the seminars. To ensure it is taken 
seriously, the Chief Executive Officer (CEO) or a 
designated board member needs to be involved and 
should regularly review all concerns that have been 
logged formally to ensure they are being dealt with 
appropriately and swiftly. 

45 We heard differing views about the 
desirability of allowing concerns to be raised 
anonymously, as distinct from in confidence. 
They can be harder to investigate, and the motive 
for doing so may be questionable. In an ideal 
world it would not be necessary to raise concerns 
anonymously. In the meantime I am persuaded 
that they have an important role to play and should 
be treated as formal concerns. I was reassured to 
find that an anonymous concern sent to several 
organisations was taken seriously and acted upon. 

Principle 8 – Investigations 

When a formal concern has been raised, there 
should be prompt, swift, proportionate, fair and 
blame-free investigations to establish the facts. 

46 Three clear messages that came from 
contributors were the importance of establishing 
the facts, and the importance of doing so quickly, 
and where necessary independently, and the need 
to feed back to the individual and share learning 
more widely. In some other sectors where safety 
is a critical issue there are teams of independent 
investigators who move in at once and are quickly 
able to provide an initial report. 

47 Where concerns are raised formally, 
organisations should arrange for the facts and 
circumstances to be investigated quickly and with 
an appropriate level of independence. Where 
the investigation is done internally, it is essential 
that those conducting it have the appropriate 
expertise; that they are genuinely independent; and 
that they have the training and the time to do so 
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immediately, and are not trying to fit it in around 
their normal duties. 

48 I am not persuaded that it is necessary to 
insist that all investigations are undertaken by 
external investigators. Nor do I consider that it 
would be appropriate to prescribe timescales 
for investigating concerns in the NHS, not least 
because the range of issues and circumstances is so 
diverse. 

49 Feedback to the person who raised the 
concern is critical. The sense that nothing happens 
is a major deterrent to speaking up. There are 
situations where this is not straightforward due to 
the need to respect the privacy of others involved 
in the case. However there is almost always some 
feedback that can be given, and the presumption 
should be that this is provided unless there are 
overwhelming reasons for not doing so. 

50 Suspensions and special leave should only be 
used where there is a risk to patient or staff safety, 
or concern about criminal wrongdoing or tampering 
with the evidence. If it is necessary to take 
precautionary measures, efforts should be made to 
redeploy staff elsewhere on the site or to a non-
patient facing role, or to limit their practice. Leaving 
people on leave or suspension for months on end 
increases their sense of isolation and the likelihood 
they will suffer mental health issues which in turn 
undermine or delay their ability to return to work. 

51 There are circumstances where a working 
environment can become intolerable if someone 
has, or is believed to have raised a concern which 
is taken to be critical of colleagues. Ideally the 
person who spoke up should not be the person who 
is moved, as this can send a signal that they have 
done something wrong. 

Principle 9 – Mediation and dispute resolution 

Consideration should be given at an early stage 
to the use of expert interventions to resolve 
conflicts, rebuild trust or support staff who 
have raised concerns. 

52 It would be unrealistic to expect a service 
as complex and pressured as the NHS to run 
without some professional disagreement or 
conflict. However poor working relationships can 
be a risk to patient safety where they impact on 
communication, morale and willingness to speak 
up. These need to be addressed, through more 
proactive management and training in having 
honest conversations and giving feedback, and 
through the use of neutral third parties such as a 
trained mediator. 

53 Mediation and dispute resolution techniques 
can play a role in resolving disputes at a much 
earlier stage, before positions become entrenched 
or relationships break down irretrievably. They 
can be used to rebuild trust within a team after 
a difficult period. Mediation needs to be done by 
trained experts and by people who understand the 
context within which they are operating. 

Measures to support good practice 

54 Creating the right culture and enabling the 
effective formal handling of concerns are essential 
if the ability of NHS staff to raise concerns is to be 
improved. In addition a number of other measures 
are needed to support the system to ensure that it 
works as it should. 

Principle 10 – Training 

Every member of staff should receive training 
in their organisation’s approach to raising 
concerns and in receiving and acting on them.  

55 For the system to work effectively, there 
needs to be more training, both for staff in how to 
raise concerns and for managers in how to receive 
and handle concerns. Raising concerns, and being 
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able to accept, with insight and without being 
defensive, concerns being raised about one’s own 
practice is a fundamental skill that all NHS workers 
need to have. 

56 Training should be provided through face 
to face sessions which provide insight into others’ 
perspectives: for example how it might feel if 
an issue is raised which could be interpreted as 
personal criticism, or how difficult it can be to raise 
a sensitive issue with someone more senior. Training 
in multi-disciplinary teams can help to create a 
shared understanding and common language and to 
break down silos. More senior members of staff will 
need additional training in how to handle concerns. 

57 Raising concerns and the role of Human 
Factors3 should be included in the curriculum of 
all healthcare professional training programmes. 
It is important that there is a high level of 
consistency in the training provided. I therefore 
invite Health Education England and NHS England, 
in consultation with stakeholders, to devise a 
common structure based on the good practice 
described in this report, to underpin training 
provided in trusts. 

Principle 11 – Support 

All NHS organisations should ensure that there 
is a range of persons to whom concerns can be 
reported easily and without formality. They 
should also provide staff who raise concerns 
with ready access to mentoring, advocacy, 
advice and counselling. 

58 Another recurrent theme from the 
contributions was the absence of anyone to turn 
to for support, either before they spoke up, or once 
they had done so. This added immeasurably to the 
personal stress they felt. By contrast those who 
told us that their experience had been good often 
mentioned that they felt supported throughout. 

59 Two things are needed: clarity about to whom 
concerns can be reported; and clarity about where 
to go for support. There are various ways this could 

be provided, and ideally there will be more than one 
source. Some trusts have nominated a Non-Executive 
Director (NED) to receive concerns; some allocate a 
senior person to act as a buddy, or named executive 
directors, both to receive concerns and to offer advice. 

60 Some trusts have established a new role, 
sometimes known as a ‘cultural ambassador’ or 
‘patient safety ombudsman’. Their role is to act as an 
independent and impartial source of advice to staff, 
with access to anyone in the organisation, including 
the CEO, or if necessary outside the organisation. 
They can ensure that the primary focus is on the 
safety issue; that the case is handled appropriately, 
investigated promptly and issues addressed; and that 
there are no repercussions for the person who raised it. 
They can also act as an ‘honest broker’ to verify that if 
there were pre-existing performance issues that were 
already being addressed, these should continue and 
cannot be portrayed as a consequence of speaking up. 

61 I believe such a role can make a huge 
contribution to developing trust within an 
organisation and improving the culture and the way 
cases are handled. I believe there would be merit 
in having similar roles in all NHS organisations, 
with a common job title such as Freedom to Speak 
Up Guardian, so that those who move between 
organisations know immediately where to go for 
help. They could also form a network to share good 
practice and to identify common issues and themes. I 
strongly encourage all NHS organisations to consider 
it. I have stopped short of recommending that all 
must adopt this model, as I believe boards should 
decide what is appropriate for their organisation. But 
as a minimum there needs to be someone to whom 
staff can go, who is recognised as independent and 
impartial, has the authority to speak to anyone within 
or outside the trust, is expert in all aspects of raising 
and handling concerns, has the tenacity to ensure 
safety issues are addressed, and has dedicated time to 
perform this role. 

62 It was suggested that some may not be 
comfortable seeking advice from a Freedom to 
Speak Up Guardian if, for example, they are from 
a different professional background. There should 

3 A definition of Clinical Human Factors is “Enhancing clinical performance through an understanding of the effects of teamwork, tasks, equipment, 
workspace, culture, organisation or human behaviour and abilities, and application of that knowledge in clinical settings.” See Clinical Human Factors 
Group website http://chfg.org/what-is-human-factors 

http://chfg.org/what-is-human-factors
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therefore be a range of others to whom people 
can go for advice and support. This should include 
at least one executive director, which may be the 
person responsible for safety and/or the medical 
director; at least one nominated manager in each 
department; and one external organisation, such as 
the Whistleblowing Helpline. 

63 Support should also be available in the form 
of counselling and other psychological support. 
The evidence seen by the Review indicates that 
psychological damage is a foreseeable risk of not 
treating staff correctly when concerns are raised. 
We heard harrowing accounts from people about 
anxiety and depression due to the stress and 
repercussions of raising a concern, and in too many 
cases counselling appeared to have been promised 
but never materialised. This is short-sighted as well 
as uncaring, as it delays the point at which staff are 
able to return to work, and could conceivably lead 
to expensive litigation. 

Principle 12 – Support to find alternative 
employment in the NHS 

Where a NHS worker who has raised a concern 
cannot, as a result, continue in their current 
employment, the NHS should fulfil its moral 
obligation to offer support. 

64 A number of people leave their employment, 
either voluntarily or otherwise, after raising a 
concern. Some then find it difficult to find another 
job. The NHS can operate as a monopoly employer 
in many fields, and a contentious parting of the ways 
can result in an individual being disadvantaged when 
applying for a new role, without the full facts of a 
case being known. This is unfair on individuals, and a 
waste of valuable skills and resource to the NHS. 

65 Where an Employment Tribunal orders 
reinstatement in a case involving protected 
disclosures, NHS organisations have a moral 
responsibility to re-instate the individual if at 
all possible, if their performance is sound, with 
appropriate support and development for them 
and/or for their colleagues to ensure they are 
re-integrated effectively. 

66 Beyond that, there needs to be a support 
scheme for staff who are having difficulty finding 
employment and can demonstrate that this is 
related to having made a protected disclosure, and 
about whom there are no issues of justifiable and 
significant concern about their performance. This 
should be run jointly by NHS England, the NHS TDA 
and Monitor, and should be supported by all NHS 
organisations. As a minimum it should provide: 

•		 remedial training or work experience for registered 
healthcare professionals who have been away 
from the workplace for long periods of time 

•		 advice and assistance in relation to applications 
for appropriate employment in the NHS 

•		 the development of a ‘pool’ of employers 
 
prepared to offer trial employment
 


•		 guidance to employers to encourage them to 
consider a history of having raised concerns as a 
positive characteristic in a potential employee. 

Principle 13 – Transparency 

All NHS organisations should be transparent in 
the way they exercise their responsibilities in 
relation to the raising of concerns, including the 
use of settlement agreements. 

67 Lack of transparency and openness creates 
suspicion and mistrust. It also means that 
opportunities to share learning and improve patient 
safety may be lost. Conversely transparency about 
incidents and concerns, and how the trust has 
responded to them, sends an important signal to 
staff that the board welcomes and values them, and 
provides an opportunity to demonstrate how they 
focus on finding solutions and taking action, not on 
apportioning blame. 

68 All NHS organisations should publish in their 
Quality Accounts quantitative and qualitative data 
about formally reported concerns. This could then 
be used by the National Learning and Reporting 
System to identify safety issues that are common 
across the NHS, and to spread learning and best 
practice. This requires the NHS system regulators to 
adopt a common approach to data about concerns, 
with a shared understanding of what good looks 
like so that there is no disincentive to trusts to be 
transparent and open. 
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69 My attention was also drawn to the 
continued use of settlement agreements and 
to the confidentiality clauses they contain. Any 
confidentiality clauses which prevent a signatory 
from making a protected disclosure are void. I did 
not see any recent agreements which breached 
this. There were some however which contained 
restrictions that seemed unnecessarily draconian, 
and I can appreciate how individuals might 
think they were ‘gagged’. This is a hindrance to 
transparency. Greater care needs to be taken in the 
drafting of confidentiality clauses, which should 
only be included if they are genuinely in the public 
interest. All settlement agreements should be 
available for inspection by the CQC. 

Principle 14 – Accountability 

Everyone should expect to be held accountable 
for adopting fair, honest and open behaviours 
and practices when raising, or receiving and 
handling concerns. There should be personal 
and organisational accountability for: 

•		 poor practice in relation to encouraging the 
raising of concerns and responding to them 

•		 the victimisation of workers for making 
 
public interest disclosures 
 

•		 raising false concerns in bad faith or for 
 
personal benefit



•		 acting with disrespect or other 
 
unreasonable behaviour when raising or 
 
responding to concerns
 


• inappropriate use of confidentiality clauses. 

70 Everyone should be held accountable for 
their behaviour and practice when raising, receiving 
and handling concerns. This applies to those raising 
concerns as well as to their leaders and managers. 
Absence of accountability puts people off speaking 
up, and can inhibit a person’s ability to move on. 
Seeing a manager who has been responsible for 
bullying or victimisation move to a new post or 
even be promoted sends the wrong signal to staff 
and offends people’s innate sense of fairness. 

71 It is the responsibility of boards to ensure 
that there is no victimisation of or retaliation 
against whistleblowers, and they should be held to 

account for it. This will require them to maintain 
constant vigilance, and effective systems to enable 
them to keep track of what is happening within 
an organisation where so many people are under 
pressure to deliver a service. System regulators 
should look for evidence that this is being taken 
seriously. I was encouraged to hear optimism about 
the impact of the CQC’s new inspection regime. 

72 I do not believe that it would be appropriate 
to introduce regulation of managers at present. 
The Fit and Proper Person test has only just been 
introduced and it should be given time to bed 
down, and its impact to be assessed. 

73 Individuals are also responsible for their own 
behaviour, and should be prepared to be held to 
account for it. Everyone who raises concerns must 
take responsibility for the way in which those concerns 
are expressed, and show willingness to accept the 
good faith of those who try to respond reasonably 
even if the conclusion is not what they would wish. 
It equally applies to anyone, however senior, who fails 
to show respect to their colleagues or is unacceptably 
rude. Such behaviour should not be tolerated, and 
those who persist with it should be held to account. 

Principle 15 – External review 

There should be an Independent National 
Officer resourced jointly by national systems 
regulators and oversight bodies and authorised 
by them to carry out the functions described in 
this report, namely: 

•		 review the handling of concerns raised by 
NHS workers, and/or the treatment of the 
person or people who spoke up where there 
is cause for believing that this has not been 
in accordance with good practice 

•		 advise NHS organisations to take 
appropriate action where they have failed 
to follow good practice, or advise the 
relevant systems regulator to make a 
direction to that effect 

•		 act as a support for Freedom to Speak Up 
 
Guardians
 


•		 provide national leadership on issues 
relating to raising concerns by NHS workers 
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•		 offer guidance on good practice about
 

handling concerns



• publish reports on the activities of this office. 

74 I considered whether there is a case for 
establishing an independent body with powers to 
review staff concerns. I concluded that it would be 
wrong to take responsibility for dealing with concerns 
away from trusts, and would be more likely to lead to 
delays and additional layers of bureaucracy. 

75 I also gave serious thought to the need for a 
new body to carry out an external review of the way 
individual cases have been handled and whether 
detriment occurred. There is a gap in the system of 
oversight in this area. The CQC can take account of 
how an organisation handles cases in its assessment 
of how well it is led. All the systems regulators 
who are prescribed persons can take action to 
investigate the issues raised in any protected 
disclosure made directly to them. But these would 
not normally include reviewing the way in which 
the organisation managed their investigation, 
nor the way in which the individual who raised 
the concern was subsequently treated. The only 
route available to an individual who feels he has 
been subject to detriment for making protected 
disclosure is to take a case to an Employment 
Tribunal. However, most do not want to take legal 
action: all they want is to be assured that patients 
are safe and to get on with their jobs. 

76 Rather than establish yet another new body, 
which would require legislation as well as new 
funding, I propose that an Independent National 
Officer (INO) should be jointly established and 
resourced by the CQC, Monitor, the NHS TDA and 
NHS England, to operate under the combined aegis 
of these bodies. The INO would be authorised by 
these bodies to: 

•		 review the handling of concerns raised by NHS 
workers where there is reason to believe that 
there has been failure to follow good practice, 
particularly failing to address dangers to 
patient safety or causing injustice to staff 

•		 where this has occurred, to advise the relevant 
NHS organisation to take appropriate and 
proportionate action, or to recommend to the 

relevant systems regulator or oversight body 
that it make a direction requiring such action 

• offer guidance on good practice 
•		 act as a support for Freedom to Speak Up 
 

Guardians
 

•		 publish reports on common themes, 

developments and progress towards the 
creation of a safe and open culture in the NHS. 

77 I want to emphasise I am not proposing an 
office to take over the investigation of concerns, 
nor is this a means by which a whistleblower can 
circumvent existing authorised processes for raising 
and addressing concerns. It is also not intended to 
replace existing legal remedies. I do not suggest 
that the INO should review, still less investigate 
historic cases. 

78 The INO will have discretion to consider how 
an existing case is being or has been handled, and to 
advise an organisation on any actions they should 
take to deal with the issues raised. The officer would 
need to operate in a timely, non-bureaucratic way. 
He/she would not take on the investigation of cases 
themselves, but would challenge or invite others 
to look again at cases and would need sufficient 
authority to ensure that any recommendations made 
were taken seriously and acted upon. The office 
should be more nimble and less bound by legalistic 
process than a statutory body, with wide discretion 
to decide whether it is appropriate to get involved 
in a particular case. In essence the INO would fulfil, 
at a national level, a role similar to that played by 
Freedom to Speak Up Guardians locally and provide 
national leadership for these issues. The INO should 
not be expected to review historic issues. 

Principle 16 – Coordinated Regulatory Action 

There should be coordinated action by national 
systems and professional regulators to 
enhance the protection of NHS workers making 
protected disclosures and of the public interest 
in the proper handling of concerns. 

79 The review highlighted the lack of any 
coordination between the various regulators in their 
approach to whistleblowing. I believe there is scope 
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for the systems regulators to play a bigger role. 
In particular I think they should pay more attention 
to the record of an NHS organisation in respect 
of how it handles concerns, and take regulatory 
action where that record is poor. I have suggested 
that all three should work together, with the 
Department of Health, to define their roles and 
agree procedures to ensure that NHS workers are 
adequately protected. 

80 Professional regulators could also do more. 
The GMC has set up an independent review, chaired 
by Sir Anthony Hooper, to consider how it treats 
doctors who raise concerns, and how they might 
best be supported. Its findings may be relevant to 
other regulators. It is important that professional 
regulators are aware of the context in which a 
referral for investigation of a medical professional 
is made, to ascertain whether there is any risk that 
it is a retaliatory referral. I am not suggesting that 
there should be no investigation because someone 
has been a whistleblower: there may be a perfectly 
good justification for doing so. But the regulators 
need to assure themselves that the referral is 
fair. I would also urge the professional regulators 
to consider what they can do to speed up their 
investigations into fitness to practise. 

Principle 17 – Recognition of organisations 

CQC should recognise NHS organisations 
which show they have adopted and apply 
good practice in the support and protection of 
workers who raise concerns. 

81 Organisations which encourage an open and 
just culture should be recognised and celebrated, 
for example through a national award scheme, in 
their CQC assessment or possibly some financial 
incentive. 

Measures for vulnerable groups 

82 During the course of the Review it became 
clear that there are some groups who are 
particularly vulnerable when they raise concerns. 

Locums, agency and bank staff 

83 Non-permanent staff are in a more vulnerable 
position not only because of the temporary nature 
of their roles, but also because they are not fully 
integrated members of a team, may miss out on 
induction explaining how concerns should be raised 
in this organisation, and lack support. Yet they may 
bring objectivity and good practice from other 
organisations which should be welcomed. They 
should have access to all the same support and 
procedures as permanent members of staff, and 
should be encouraged to share their insights. 

Principle 18 – Students and trainees 

All principles in this report should be applied 
with necessary adaptations to education and 
training settings for students and trainees 
working towards a career in healthcare. 

84 Student nurses, other healthcare professional 
students, and trainees can help to spread good 
practice because they move around frequently. The 
group of student nurses I met told me that the need 
to pass each placement can constrain their ability 
to speak up: there were disturbing, but consistent 
accounts of students with previously good records 
who suddenly found themselves criticised, if not 
failed, after they raised a concern. We also heard of 
students being sent to placements despite reports 
by previous students about bullying behaviour, 
variable support by universities and petty 
victimisation (being given all the worst jobs) after 
raising a concern. The fear of referral for fitness to 
practise appears to be a further deterrent. 

85 All the guidance and Principles that I have 
proposed for NHS staff should be available to 
support students and trainees working towards a 
career in healthcare. There should be additional 
protection for students. All training establishments 
should comply with the good practice in this report 
in relation to: 

•		 including the importance of, and process for 
 
raising concerns in the curriculum
 


•		 the appointment of an independent person to 
advise and monitor the well-being of students 
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who raise concerns 
•		 ensuring practical and emotional support is 
 

provided through any investigation process
 

•		 monitoring the progress of students who 
 

raise concerns, to ensure there is no sudden 
 
and unexplained dip in their performance 
 
assessments.



86 In addition, the education and training 
organisations and professional regulators should 
work more closely when assessing the suitability of 
placements. Where action is repeatedly not taken 
in respect of poor placements, the regulator should 
consider removing its validation of the course. 

Staff from black and minority ethnic (BME) 
background 

87 The experiences of BME staff were broadly 
similar to those of other staff, but without doubt they 
can feel even more vulnerable when raising concerns. 
This was partly because the culture can sometimes 
leave minority groups feeling excluded, and cultural 
misunderstandings may exacerbate difficulties. This 
sense of vulnerability appears to be supported by 
the evidence of our independent research. There is 
also a perception that BME staff are more likely to 
be referred to professional regulators if they raise 
concerns, more likely to receive harsher sanctions, 
and more likely to experience disproportionate 
detriment in response to speaking up. 

88 Boards need to be aware that this is an 
issue, and should consider whether they need to 
take action over and above what is set out in this 
report to support and protect BME staff who raise 
concerns in their organisation. 

Principle 19 – Primary Care 

All principles in this report should apply with 
necessary adaptation in primary care. 

89 It was surprisingly hard to get a clear 
understanding of the options open to staff who work 
in primary care. Little, if any, thought seems to have 
been given to it since the Health and Social Care Act 
2012 , which abolished primary care trusts (PCTs).

 90 The options would seem to be NHS England 
or clinical commissioning groups (CCGs), but 
neither are prescribed persons to whom protected 
disclosures can be made. Yet it seems more likely 
that somebody working in a very small organisation 
will want or need to raise a concern with, or seek 
advice and support from someone outside their 
practice particularly if their concern is about one of 
the senior figures. 

91 I consider it essential that the support 
recommended in this report should be available to 
NHS staff who work in primary care. We heard about 
examples of good practice, where trainees were given 
induction, briefed on the policy, and felt supported by 
their training scheme programme director, although 
some trainees waited until they had completed their 
placement before speaking up. But it was hard to 
identify any source of support for other members of 
staff, particularly non-clinical staff. 

92 Consideration should be given to how this 
can be provided. Federations of GP practices 
may be able to appoint a Freedom to Speak Up 
Guardian; others may be able to sign up the services 
of their local NHS trust’s Guardian, as happens 
already in at least one area. NHS England should 
work with all commissioned primary care services 
to clarify policies and procedures for staff in line 
with the Principles in this report, which specify 
where employees can go for advice and support, 
and to register a concern. 

Extending the legal protection 

Principle 20 – Legal Protection should be 
enhanced 

93 Although I do not consider the legal 
protection is adequate, I firmly believe it is the 
priority, and more effective, to address the culture 
and to improve the way concerns are handled so 
that it is not necessary to seek redress. That has 
been the main focus of this Review and the report. 

94 There are however two steps which should 
be taken. Some NHS bodies which are not currently 
prescribed persons to whom disclosures could be 
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made, should be added to the list. These include NHS 
England, CCGs and Local Education and Training 
Boards. Secondly I welcome the intention to extend 
the scope of the legislation to include student nurses 
and student midwives. This should go further to include 
other students working towards a career in healthcare. 

95 The legislation applies to all employers, not 
only those in the NHS, so it would not be appropriate 
to make recommendations for amendment which 
might impact on other sectors in ways that I am not 
aware of. However I am particularly concerned by one 
aspect of the legislation, which is that it does nothing 
to protect people who are seeking employment from 
discrimination on the grounds that they are known 
to be a whistleblower. This is an important omission 
which should be reviewed, at least in respect of the 
NHS. I invite the Government to review the legislation 
to extend protection to include discrimination by 
employers in the NHS, if not more widely, either 
under the Employment Rights Act 1996 or under the 
Equality Act 2010. 

Conclusion 

96 The Review confirmed that although many 
cases are handled well, too many are not. This 
has a disproportionate impact on others who are 
deterred from speaking up by the fear of adverse 
consequences or the belief that nothing will be 
done. It puts patients at risk. 

97 I believe that the Principles and Actions 
in this report should together make it safe for 
people to speak up, and provide redress if injustice 
does occur. The creation of Freedom to Speak Up 
Guardians and an Independent National Officer in 
particular are key components of this, to provide 
support and ensure the patient safety issue is 
always addressed. 

98 It is also important that all who raise 
concerns, and all who respond to them behave with 
empathy and understanding of others, focusing 
together on patient safety and the public interest. 

99 I am grateful to all who have shared their 
experience. It has helped to shape my conclusions 
and has made a significant contribution to ensuring 
that others will have a better experience in future. 
I appreciate that, given my remit, some people 
may be disappointed that their own issues have 
not been addressed. Some are now so complex 
that I doubt that even a public inquiry would be 
able to resolve them. 

100 I hope that genuine concerns will be 
investigated objectively, learning shared, and those 
who raise them feel supported and valued, while 
genuine issues about an individual’s performance 
or conduct are dealt with separately and fairly. 
Anyone responsible for unacceptable breaches of 
the responsibilities identified in this report should 
be held to account, but with understanding of the 
pressures on them. 

101 This will make the NHS a better place to 
work and a safer place for patients. 

102 There is a great deal that can be done by well-
led organisations and regulators to bring to life the 
Principles in this report. It will be for the Secretary 
of State for Health to ensure that the momentum is 
maintained throughout the whole of the NHS. 

Recommendation 1 
All organisations which provide NHS healthcare 
and regulators should implement the principles 
and actions set out below, in line with the good 
practice described in this report4. 

Recommendation 2 
The Secretary of State for Health should review 
at least annually the progress made in the 
implementation of these Principles and Actions 
and the performance of the NHS in handling 
concerns and the treatment of those who raise 
them, and to report to Parliament. 

4 Principles and actions are summarised at the end of this section and the good practice is summarised at Annex A 
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Recommendations
 


Recommendation 1 

All organisations which provide NHS healthcare5 

and regulators should implement the Principles 
and Actions set out in this report in line with the 
good practice described in this report. 

Recommendation 2 

The Secretary of State for Health should review 
at least annually the progress made in the 
implementation of these Principles and Actions 
and the performance of the NHS in handling 
concerns and the treatment of those who raise 
them, and report to Parliament. 

Principles and Actions 

Culture Change 

Principle 1 

Culture of safety: Every organisation involved 
in providing NHS healthcare, should actively 
foster a culture of safety and learning, in which 
all staff feel safe to raise concerns. 

Action 1.1: Boards should ensure that progress in 
creating and maintaining a safe learning culture is 
measured, monitored and published on a regular 
basis. 
Action 1.2: System regulators should regard 
departure from good practice, as identified in this 
report, as relevant to whether an organisation is 
safe and well-led. 

Principle 2 

Culture of raising concerns: Raising concerns 
should be part of the normal routine business 
of any well led NHS organisation. 

Action 2.1: Every NHS organisation should have 
an integrated policy and a common procedure 
for employees to formally report incidents or 
raise concerns. In formulating that policy and 
procedure organisations should have regard to the 
descriptions of good practice in this report. 
Action 2.2: NHS England, NHS TDA and Monitor 
should produce a standard integrated policy and 
procedure for reporting incidents and raising 
concerns to support Action 2.1.  

Principle 3 

Culture free from bullying: Freedom to speak 
up about concerns depends on staff being able 
to work in a culture which is free from bullying 
and other oppressive behaviours. 

Action 3.1: Bullying of staff should consistently be 
considered, and be shown to be, unacceptable. All 
NHS organisations should be proactive in detecting 
and changing behaviours which amount, collectively 
or individually, to bullying or any form of deterrence 
against reporting incidents and raising concerns; 
and should have regard to the descriptions of good 
practice in this report. 
Action 3.2: Regulators should consider evidence on 
the prevalence of bullying in an organisation as a 
factor in determining whether it is well-led. 
Action 3.3: Any evidence that bullying has been 
condoned or covered up should be taken into 
consideration when assessing whether someone is a 
fit and proper person to hold a post at director level 
in an NHS organisation.  

Principle 4 

Culture of visible leadership: All employers of 
NHS staff should demonstrate, through visible 
leadership at all levels in the organisation, that 
they welcome and encourage the raising of 
concerns by staff. 

Action 4.1: Employers should ensure and be able to 
demonstrate that staff have open access to senior 
leaders in order to raise concerns, informally and 
formally. 

5 Referred to in these principles as ‘NHS organisations’ – see glossary 
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Principle 5 

Culture of valuing staff: Employers should 
show that they value staff who raise concerns, 
and celebrate the benefits for patients and 
the public from the improvements made in 
response to the issues identified. 

Action 5.1: Boards should consider and implement 
ways in which the raising of concerns can be 
publicly celebrated.  

Principle 6 

Culture of reflective practice: There should be 
opportunities for all staff to engage in regular 
reflection of concerns in their work. 

Action 6.1: All NHS organisations should provide the 
resources, support and facilities to enable staff to 
engage in reflective practice with their colleagues 
and their teams. 

Better Handling of Cases 

Principle 7 

Raising and reporting concerns: All NHS 
organisations should have structures to 
facilitate both informal and formal raising and 
resolution of concerns. 

Action 7.1: Staff should be encouraged to raise 
concerns informally and work together with 
colleagues to find solutions. 
Action 7.2: All NHS organisations should have a 
clear process for recording all formal reports of 
incidents and concerns, and for sharing that record 
with the person who reported the matter, in line 
with the good practice in this report. 

Principle 8 

Investigations: When a formal concern has 
been raised, there should be prompt, swift, 
proportionate, fair and blame-free investigations 
to establish the facts. 

Action 8.1: All NHS organisations should devise 
and implement systems which enable such 
investigations to be undertaken, where appropriate 
by external investigators, and have regard to the 
good practice suggested in this report. 

Principle 9 

Mediation and dispute resolution: 
Consideration should be given at an early stage 
to the use of expert interventions to resolve 
conflicts, rebuild trust or support staff who 
have raised concerns. 

Action 9.1: All NHS organisations should have 
access to resources to deploy alternative dispute 
resolution techniques, including mediation and 
reconciliation to: 

•		 address unresolved disputes between staff or 
between staff and management as a result of or 
associated with a report raising a concern 

• repair trust and build constructive relationships. 

Measures to support good practice 

Principle 10 

Training: Every member of staff should receive 
training in their organisation’s approach to raising 
concerns and in receiving and acting on them. 

Action 10.1: Every NHS organisation should provide 
training which complies with national standards, 
based on a curriculum devised jointly by HEE and 
NHS England in consultation with stakeholders. 
This should be in accordance with the good practice 
set out in this report. 

Principle 11 

Support: All NHS organisations should ensure 
that there is a range of persons to whom 
concerns can be reported easily and without 
formality. They should also provide staff who 
raise concerns with ready access to mentoring, 
advocacy, advice and counselling. 
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Action 11.1: The Boards of all NHS organisations 
should ensure that their procedures for raising 
concerns offer a variety of personnel, internal and 
external, to support staff who raise concerns including: 

a) a person (a ‘Freedom to Speak Up Guardian’) 
appointed by the organisation’s chief executive 
to act in a genuinely independent capacity 

b) a nominated non-executive director to receive 
reports of concerns directly from employees (or 
from the Freedom to Speak Up Guardian) and 
to make regular reports on concerns raised by 
staff and the organisation’s culture to the Board 

c) at least one nominated executive director to 
 
receive and handle concerns 
 

d) at least one nominated manager in each 
 
department to receive reports of concerns
 


e) a nominated independent external organisation 
(such as the Whistleblowing Helpline) whom 
staff can approach for advice and support. 

Action 11.2: All NHS organisations should have 
access to resources to deploy counselling and other 
means of addressing stress and reducing the risk of 
resulting illness after staff have raised a concern. 
Action 11.3: NHS England, NHS TDA and Monitor 
should issue joint guidance setting out the support 
required for staff who have raised a concern and 
others involved. 

Principle 12 

Support to find alternative employment in the 
NHS: Where a NHS worker who has raised a 
concern cannot, as a result, continue in their 
current employment, the NHS should fulfil its 
moral obligation to offer support. 

Action 12.1: NHS England, the NHS Trust 
Development Authority and Monitor should jointly 
devise and establish a support scheme for NHS 
workers and former NHS workers whose performance 
is sound who can demonstrate that they are having 
difficulty finding employment in the NHS as a 
result of having made protected disclosures. 
Action 12.1: All NHS organisations should actively 
support a scheme to help current and former 
NHS workers whose performance is sound to find 
alternative employment in the NHS. 

Principle 13 

Transparency: All NHS organisations should 
be transparent in the way they exercise their 
responsibilities in relation to the raising of 
concerns, including the use of settlement 
agreements. 

Action 13.1: All NHS organisations that are obliged 
to publish Quality Accounts or equivalent should 
include in them quantitative and qualitative 
data describing the number of formally reported 
concerns in addition to incident reports, the action 
taken in respect of them and feedback on the 
outcome. 
Action 13.2: All NHS organisations should be 
required to report to the National Learning and 
Reporting System (NLRS), or to the Independent 
National Officer described in Principle 15, their 
relevant regulators and their commissioners 
any formally reported concerns/public interest 
disclosures or incidences of disputed outcomes to 
investigations. NLRS or the Independent National 
Officer should publish regular reports on the 
performance of organisations with regard to the 
raising of and acting on public interest concerns; 
draw out themes that emerge from the reports; and 
identify good practice. 
Action 13.3: 

a) CEOs should personally review all settlement 
agreements made in an employment context 
that contain confidentiality clauses to satisfy 
themselves that such clauses are genuinely in 
the public interest. 

b) All such settlement agreements should be 
available for inspection by the CQC as part of 
their assessment of whether an organisation is 
well-led. 

c) If confidentiality clauses are to be included in 
such settlement agreements for which Treasury 
approval is required, the trust should be 
required to demonstrate as part of the approval 
process that such clauses are in the public 
interest in that particular case. 

d) NHS TDA and Monitor should consider whether 
their role of reviewing such agreements should 
be delegated to the Independent National 
Officer recommended under Principle 15. 
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Principle 14 

Accountability: Everyone should expect to be 
held accountable for adopting fair, honest and 
open behaviours and practices when raising or 
receiving and handling concerns. There should 
be personal and organisational accountability 
for: 

•		 poor practice in relation to encouraging the 
raising of concerns and responding to them 

•		 the victimisation of workers for making 
 
public interest disclosures
 


•		 raising false concerns in bad faith or for 
 
personal benefit



•		 acting with disrespect or other 
 
unreasonable behaviour when raising or 
 
responding to concerns
 


• inappropriate use of confidentiality clauses. 

Action 14.1: Employers should ensure that staff who 
are responsible for, participate in, or permit such 
conduct are liable to appropriate and proportionate 
disciplinary processes. 
Action 14.2: Trust Boards, CQC, Monitor and the 
NHS TDA should have regard to any evidence of 
responsibility for, participation in or permitting such 
conduct in any assessment of whether a person 
is a fit and proper person to hold an appointment 
as a director or equivalent in accordance with 
the Health and Social Care Act 2008 [Regulated 
Activities] Regulations 2014 regulation 5. 
Action 14.3: All organisations associated with the 
provision, oversight or regulation of healthcare 
services should have regard to any evidence of poor 
conduct in relation to staff who have raised concerns 
when deciding whether it is appropriate to employ 
any person to a senior management or leadership 
position and whether the organisation is well-led. 

Principle 15 

External Review: There should be an 
Independent National Officer (INO) resourced 
jointly by national systems regulators and 
oversight bodies and authorised by them to 
carry out the functions described in this report, 
namely: 

•		 review the handling of concerns raised by 
NHS workers and/or the treatment of the 
person or people who spoke up, where 
there is cause for believing that this has not 
been in accordance with good practice 

•		 advise NHS organisations to take 
appropriate action where they have failed 
to follow good practice, or advise the 
relevant systems regulator to make a 
direction to that effect 

•		 act as a support for Freedom to Speak Up 
 
Guardians
 

•		 provide national leadership on issues 
relating to raising concerns by NHS workers 

•		 offer guidance on good practice about 
 
handling concerns



•		 publish reports on the activities of this 
 
office.



Action 15.1: CQC, Monitor, NHS TDA, and NHS 
England should consider and consult on how such 
a post might jointly be created and resourced and 
submit proposals to the Secretary of State, as to 
how it might carry out these functions in respect of 
ongoing and future concerns. 

Principle 16 

Coordinated Regulatory Action: There should 
be coordinated action by national systems 
and professional regulators to enhance the 
protection of NHS workers making protected 
disclosures and of the public interest in the 
proper handling of concerns.  

Action 16.1: CQC, Monitor, NHS TDA in 
consultation with the Department of Health should 
work together to agree procedures and define the 
roles to be played by each in protecting workers 
who raise concerns in relation to regulated activity. 
Where necessary they should seek amendment of 
the regulations to enable this to happen. 
Action 16.2: Healthcare professional regulators 
should review their procedures and processes to 
ensure compliance with the good practice set out in 
this report and with this Principle. 
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Principle 17 

Recognition of organisations: CQC should 
recognise NHS organisations which show they 
have adopted and apply good practice in the 
support and protection of workers who raise 
concerns. 

Action 17.1: CQC should consider the good 
practice set out in this report when assessing how 
organisations handle staff concerns. Good practice 
should be viewed as a positive factor contributing 
to a good or outstanding rating as part of their 
well-led domain. 

Particular measures for vulnerable groups 

Principle 18 

Students and Trainees: All principles in this 
report should be applied with necessary 
adaptations to education and training settings 
for students and trainees working towards a 
career in healthcare. 

Action 18.1: Professional regulators and Royal 
Colleges in conjunction with Health Education 
England should ensure that all students and 
trainees working towards a career in healthcare 
have access to policies, procedure and support 
compatible with the principles and good practice in 
this report. 
Action 18.2: All training for students and trainees 
working towards a career in healthcare should 
include training on raising and handling concerns. 

Principle 19 

Primary Care: All principles in this report should 
apply with necessary adaptations in primary care. 

Action 19.1: NHS England should include in its 
contractual terms for general/primary medical 
services standards for empowering and protecting 
staff to enable them to raise concerns freely, 
consistent with these Principles. 

Action 19.2: NHS England and all commissioned 
primary care services should ensure that each has 
a policy and procedures consistent with these 
Principles which identify appropriate external 
points of referral which are easily accessible for 
all primary care staff for support and to register a 
concern, in accordance with this report. 
Action 19.3: In regulating registered primary care 
services CQC should have regard to these Principles 
and the extent to which services comply with them. 

Enhancing the legal protection 

Principle 20 

Legal protection should be enhanced 

Action 20.1: The Government should, having regard 
to the material contained in this report, again 
review the protection afforded to those who make 
protected disclosures, with a view to including 
discrimination in recruitment by employers (other 
than those to whom the disclosure relates) on 
grounds of having made that disclosure as a breach 
of either the Employment Rights Act 1996 or the 
Equality Act 2010.  

Action 20.2: The list of persons prescribed under 
the Employment Rights Act 1996 should be 
extended to include all relevant national oversight, 
commissioning, scrutiny and training bodies 
including NHS Protect, NHS England, NHS Clinical 
Commissioning Groups, Public Health England, 
Healthwatch England, local Healthwatch, Health 
Education England, Local Education and Training 
Boards and the Parliamentry and Health Services 
Ombudsman. 

Action 20.3: The Government should ensure that 
its proposal to widen the scope of the protection 
under the Employment Rights Act 1996 includes all 
students working towards a career in healthcare. 

Note: Annex B to this report contains a list of 
actions showing the organisations responsible for 
implementing each one. 
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University Hospitals Coventry and Warwickshire NHS Trust

2015/16 CORPORATE PLAN

1. PURPOSE

1.1 This document summarises the Trust’s plan for 2015/16, which supports the delivery
of the Trust’s strategic direction.

2. STATUS

2.1 This document was approved at the Trust Board meeting on 25 June 2015.

3. CONTEXT

3.1 Vision

To be: ‘a national and internal leader in healthcare.’

3.2 Mission

‘Care, Achieve, Innovate’

Care - The fundamental and core principle is that patient care is central to UHCW.
Continually delivering high quality patient care that ensures the best possible
experience is the basis from which all other elements follow.

Achieve – In providing patient centered care, there will be a focus on achieving
challenging targets and benchmarks to ensure care is both high quality (in terms of
providing a positive patient experience that is also safe and effective) and efficient, for
UHCW and the wider health economy.

Innovate – As a major teaching hospital, with close links to Universities, there will be
a continuous focus on innovation through clinical leadership, research and education.

3.3 Values



4. OBJECTIVES

2015/16 UHCW Corporate Objectives

No Strategic Objective Annual Objective KPI/Schemes Lead
Chief
Officer

1 To be an employer of choice Reduce vacancy rate to 10% Achieve 10% vacancy
rate

CHRIO

2 To be an employer of choice Achieve above the national
average performance for
each quarter of the staff
Friends and Family Test
Survey and National Staff
Survey for the two key staff
questions relating to “work”
and “care”

How likely staff are to
recommend the NHS
services they work in to
friends and family :
 who need similar

treatment
 as a place of work

CHRIO

3 To deliver value for
money/excellent patient care

Reduce bed occupancy rates
to <93%

Reduce outliers to 50
by 1st August 2015

Reduce DTOC to 5%
by 30th September and
3.5% by year end

Reduce LOS by one
day compared to
2014/15 average

Reduce emergency
admissions by 10% per
day

Reduce cancelled (on
the day ) operations to
less than the national
standard < 8%

COO

W e as pire to m ake U H CW a w orld c la ss place in w hic h
to b e ca red for a nd to w ork

C are

A ch ieve

Inn ovate

• C ompa ss ion

• Ope nness

• Pr ide

• Pa rtne rsh ip

• Imp rove

• Learn

W e tr eat everyon e w ith
cour te sy, com passio n,

re spect an d dig nity .

We act w ith o pen ne ss,
hon esty a nd in tegr ity in
al l we do .

W e t ake p ride in a ll w e
d o an d a spire to do.

W e w ork in pa rtn ership
to d eliver an d imp ro ve
the serv ice s w e provid e

for ou r patie nts .

We are o pen to ch an ge

and see k to in nova te t o
improve wh at we do.

W e see edu cation ,
re search a nd learning as
cent ra l to im provem ent .



No Strategic Objective Annual Objective KPI/Schemes Lead
Chief
Officer

4 To deliver excellent patient care
and experience

Reduce the number of
avoidable deaths

Reduce HSMR

Reduce avoidable infections
through improved core
infection control practice

Improve patient safety
thermometer performance

Number the number of
NCEPOD ‘E’ deaths to
<15

Reduce HSMR to <
100

Hand hygiene training
– 95%

Cannula compliance –
90%

CVC compliance -90%

Decolonisation score –
95%

Elective MRSA
Screening score - 95%

Cdiff - 42

Maintain a minimum
standard of 95% and
look to achieve 97% by
year end

CMO

CNO

5 To deliver value for money Deliver the financial plan
2015/16

Delivery of financial
plan (inc. recovery)

CFSO

6 To be a research based
healthcare organisation.

Increase the number of
academics

Increase the number of
papers published

Number of patients recruited
to portfolio studies

Agree with WMS key
Chairs : one each year
and consider
collaborating with
Coventry University
Increase by :
 10% (Nursing &

Midwifery)
 10% (Medical)

Achieve 5,000

CMO

7 To be a leading training and
education centre.

Improve management
capacity/capability of
Hospital Leaders

125 Hospital Leaders
to complete Leading
Together Programme

Establish the talent
map with the aim of
succession planning

Increase leadership job
satisfaction by 10%

CHRIO



No Strategic Objective Annual Objective KPI/Schemes Lead
Chief
Officer

within the top leaders
of the organisation.

Key:
CHRIO -- Chief Human Resources and Information Officer
COO -- Chief Operating Officer
CMO -- Chief Medical Officer
CNO -- Chief Nursing Officer
CFSO -- Chief Finance and Strategy Officer

5. SERVICE CHANGES

The service changes that are planned for 2015/16 are shown below by Clinical Group.

Clinical Group Main 2015/16 Service Changes

Cardiac and Respiratory Develop the Infectious Diseases Service to include
an additional Consultant to provide a more
integrated service outreaching into the community
Implement the plan to increase Cardiology Catheter
Lab capacity
Increase Thoracic Surgery capacity

Renal Services and Acute Medicine Fully establish and embed the GP Assessment Unit
(GPAU) and the Enhanced Acute Medicine
Assessment Unit (MAU)
Gain final approval for and implement the Coventry
City Centre Satellite Dialysis Unit
Implement additional renal transplants and the
improved service for renal access surgery

Emergency Medicine Expansion of the resuscitation area

Neurosciences Development of new stroke pathway, in accordance
with commissioner service specification and
timetable
Expand Neurosurgery capacity to meet demand ‘in
house’

Oncology and Haematology Apheresis Service i) implementation of service for
sickle cell patients followed by ii) development of
service for bone marrow transplants
Commence delivery of chemotherapy at Rugby St
Cross

Surgery Deliver plan to do a greater proportion of elective
activity at St Cross Hospital

Secure / agree and deliver IOG compliant service



Clinical Group Main 2015/16 Service Changes

model for Head and Neck; HPB and Upper GI
cancer services
Agree Business Case with commissioner for the
implementation of bowel scope screening for bowel
cancer

Trauma and Orthopaedics Implement plan to deliver the majority of elective /
day case activity at Rugby St Cross and achieve /
sustain the RTT 18 week wait targets

Women and Children Implement additional gynae-oncology capacity; to
include delivery of agreed service for
Worcestershire.
Implement the additional Neonatal Unit cot capacity

Ambulatory Care Agree and implement new integrated models of
care / service delivery for:
 Diabetes
 Dermatology
 Ophthalmology (some sub specialties)
Fully implement the new contract for retinal services
(eg wet AMD)

Theatres Implement and deliver the new theatre rota through
the full implementation of the theatre reconfiguration
project

Gerontology Agree a revised model of care with commissioners
to include outreach Community Gerontology

Imaging Produce an updated strategy for MRI and CT
machine capacity and then implement
Commence the capital scheme for Interventional
Radiology
Provide plain x-ray and ultrasound in Coventry City
Centre Health Centre

Rugby St Cross Implement agreed expansion of Bowel Screening
Hub activity and capacity
Support all other Groups in moving agreed non-
emergency activity from University Hospital site to
Rugby St Cross

Clinical Support Support the agreed plans of specialties to develop
and improve the efficiency of their services, eg
additional therapy support to support delivery of
T&O plan; improved support to diabetes
Implement further economies and efficiencies in the
use of drugs through improvements to the
Pharmacy Service

Pathology Implement / deliver the new contract with Burton

Secure agreement of the Business Case for GP
Order Communications and then implement
Develop the Pathology Information System



6. DEMAND AND SUPPLY

6.1 Introduction

This section of the plan sets out the level of activity (the demand) that is
expected to be referred to UHCW between April 2015 and March 2016. The
activity in the plan is UHCW’s assessment of demand. This plan then
describes the level of physical capacity (eg beds, theatres) and workforce
capacity (the supply) that is required to deliver the expected activity to the
required quality and performance standards.

This document then goes on to describe how the required supply, to deliver
the required demand, will be financed..

6.2 Activity (Demand)

Activity includes elective referrals from GP’s and other hospitals and
emergency activity referred from GP’s, brought in by Ambulance Trusts and
patient self-referrals.

In overall terms, the level of activity expected to be delivered in 2015/16 is
4.6% higher than 2014/15 actual activity. A summary of this growth, at an
activity type level, is shown in the table below.

6.3 Physical Capacity (Supply)

6.3.1 Beds

The planning assumption is that the Trust will work to deliver an average bed
occupancy rate of 93% in 2015/16, which acknowledges that there will be
movement from this target at certain times of the year; ie at times occupancy
will be higher or lower than average.

The actual average bed occupancy for adult inpatient beds in 2014/15 was
95.2%. Initiatives that are planned to achieve the 2015/16 bed occupancy
figure are:

 Increase in the gerontology bed base to reduce the average length of
stay.

 Development of an Acute Frailty Unit (AFU) to reduce length of stay.

# %

A&E 183,464 185,792 2,328 1.3

Elective 15,122 15,860 737 4.9

Daycase 59,002 64,693 5,691 9.6

Emergency 52,533 55,100 2,567 4.9

Outpatient first 233,273 243,891 10,618 4.6

Outpatient follow-up 383,489 404,445 20,955 5.5

Non-elective 15,188 16,097 909 6.0

Total 942,071 985,877 43,806 4.6

variance
2015-162014/15



 Continued development of the enhanced Acute Medical Unit (AMU) to
reduce length of stay.

 Continued development of the GP Assessment Unit (GPAU) to reduce
admissions.

 Configuration of the Rugby St Cross Hospital bed base to create 6 extra
beds.

 Continued development of hospital at home to reduce length of stay.

 Reduce the number of delayed discharges (delayed transfers of care) to
no more than an average of 53 . This is reliant on additional capacity
being made available, through commissioners, by community and social
care providers.

The number of available adult inpatient beds is planned to increase by 6 in
2015/16 to 991 beds.

6.3.2 Theatres

The Trust plans to run 15,669 theatre sessions in 2015/16 to deliver the
expected level of surgical activity. This compares to 14,570 theatre sessions
in 2014/15; an increase of 1099 / 75%.

The theatre capacity plan includes a number of initiatives, aimed at providing
theatre capacity in the most appropriate setting so as to promote productivity
in key surgical specialties, including:.

 The continuation and improved utilisation of the modular theatre at Rugby

St Cross Hospital.

 Increase to Rugby St Cross Hospital theatre capacity to facilitate the

repatriation of outsourced activity.

 Continued implementation of the theatre efficiency improvement

programme aimed at reducing closed session rates and improving

utilisation rates.

6.4 Workforce (Supply)

6.4.1 Staff in Post

In 2014/15 the Trust increased staff in post by 152 wte. It is expected that this
increase in staff in post will continue in 2015/16, with an expected increase of
396 wte. This will increase staff in post from 6,330 wte at 31 March 2015 to
6,726 wte by 31 March 2016. This will provide the Trust with a 6.3% increase in
staff in post over the 12 month period.

A breakdown of specific staff groups shows that there will be a 5.3% increase
in Registered Nurses and Midwives. This is spread across all nursing groups
with the highest rate of increase associated to Paediatric Nursing, linked to
the opening of additional neonatal care cots.



The planned increase in staff in post will reduce the Trust’s vacancy rate,
which will reduce the previous level of expenditure on agency staff at
premium rates.

6.4.2 Funded Workforce Establishment

The budgeted establishment for 2015/16 is planned to rise to 7508 wte. This
gives a planned vacancy rate of 10.4%, which shows a planned improvement
in the vacancy rate from 12.3% at March 2015.

7. FINANCIAL PLAN

7.1 Revenue

The Financial Plan for 2015/16 is a deficit of £22.4 million. This compares with
an actual financial deficit of £16.9 million in 2014/15.

More detail of the 2014/16 outturn and the 2015/16 plan is shown in the below
table.
Statement of Comprehensive

Income
2014/15 SOCI Month 12 2015/16 Plan

£000

Income

Contract income from activities 467,553 479,062

Other Income 83,112 91,645

Total Income 550,666 570,707

Operating Expenses

Pay (325,762) (348,456)

Non Pay (194,818) (195,536)

Total Operating Expenses (520,580) (543,992)

EBITDA 30,086 26,715

Non Operating Items

Profit / loss on asset disposals 6

Fixed Asset Impairments 8,405

Depreciation (18,177) (21,043)

Interest Receivable 84 100

Interest Charges (261) (789)

Financing Costs (26,657) (25,303)

Unwinding Discount (49) (36)

PDC Dividend (2,897) (3,626)

Total Non Operating Items (39,546) (50,697)

Reported Net Surplus/(Deficit) (9,460) (23,982)

IFRIC Adjustments (7,440) 1,559

Adjusted Surplus/(Deficit) (16,900) (22,423)

Planned income is:

Commissioner £000
NHS Coventry and Rugby CCG 260,089
Specialised 130,702
Other Commissioners 88,271
Sub Total 479,062
Other Income 91,645
Total 570,707

The planned expenditure includes a Cost Improvement Programme of £34
million.



In addition to the 2015/16 plan, a further financial recovery plan has been
produced to achieve recurrent financial balance by 2018/19.

7.2 Capital

The Trust’s 2015/16 Capital Programme is £31.48 million.

7.3 Cash and Financing

The Trust’s Capital Programme is partly financed by an ‘interim capital
support loan’ to the value of £13.838 million that has been approved by the
NHS Trust Development Authority (NHSTDA) and by the Department of
Health.

Revenue financing support, to secure the Trust’s cash flow, will be agreed
with the NHSTDA.
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PUBLIC TRUST BOARD PAPER

Title Equality Diversity and Human Rights annual update
Author Barbara Hay, Head of Diversity
Responsible
Chief Officer

Karen Martin, Chief HR and Information Officer

Date 25th June 2015

1. Purpose

The purpose of this report is to:

 Provide assurance to the Board in relation to the Equality Delivery System2 (EDS2).

 Introduce the NHS Workforce Race Equality Standard (WRES).

 Inform the Board of the work of the Equality and Diversity (E&D) team, progress in
relation to the actions in the EDS2 including some of the challenges and difficulties in
implementing actions, agreed with the Independent Advisory Group (Equality and
Diversity) and Chief Officers.

Background and Links to Previous Papers

 Each year the E&D is required to report to both the Quality Governance Committee
(QGC) and the Trust Board on progress against the EDS2.

 A detailed report was received by QGC on 1st December 2015, key points and any
issues are escalated to Trust Board.

 The previous E&D Annual Report received by Trust Board on 28th May 2014 focused
on patients who are deaf/hearing impaired, blind/visually impaired or experience
learning difficulties/disabilities.

2. Narrative

 NHS England has provided the mandatory framework, in the form of the EDS2, that
Trusts are expected to adopt. The Trust is compliant with this requirement.

 A full assessment of the EDS2 will take place later this year, however, current
indications are that there is no reason for concern and we are likely to achieve an
overall Green rating.

 The E&D agenda supports the Trust’s strategic priorities, in particular, Together
Towards World Class (TTWC) by ensuring that we develop best practice, provide high
quality care for patients and develop our staff to meet the needs of the communities
that we serve.

 NHS England requires the Trust to implement the Workforce Race Equality Standard
(WRES) addressing inequalities within the workforce affecting Black Minority Ethnic
(BME) employees. This WRES targets leadership, progression and professional
development. It is proposed that a presentation is provided to the Trust Board in the
near future.

3. Areas of Risk

 Clinical – patients who are unable to communicate in spoken English or have learning
difficulties/disabilities are often in need of additional support. This will ensure that they
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are able to participate in their care, understand issues around consent and clearly
identify their needs thus minimising misunderstandings, length of stay and complaints.

 Financial - not meeting the needs of protected characteristic groups as laid out in the
Equality Act 2010 could lead to possible litigation and/or fines.

 Reputation – confidence in the Trust’s abilities to meet the needs of the diverse
communities we serve could be negatively impacted by litigations and complaints in
relation to protected characteristics

 Performance – equality is a key performance indicator for CQC, Monitor, Equality and
Human Rights Commission, NHS England as well as our partners such as CCG’s and
HealthWatch.

4. Governance

 The Trust is required, by the Equality Act 2010, to eliminate discrimination,
victimisation and harassment, advance equality of opportunity and foster good
relations between different groups. We are also required to publish Equality data
annually.

 NHS England requires the Trust to have in place an EDS2, to be Red, Amber, Green
(RAG) rated annually. It includes a core set of outcomes.

 Progress of the EDS2 is monitored by the Independent Advisory Group (Equality &
Diversity) which reports to the HR, Equality & Diversity Committee.

5. Responsibility

Author: Barbara Hay, Head of Diversity
Responsible Chief Officer: Karen Martin, Chief HR and Information Officer

6. Recommendations

[A] The Board is invited to note:

1. The progress of the E&D agenda so far;
2. The issues affecting progress of some areas of the EDS2.
3. The work and impact of the Independent Advisory Group
4. The potential risks if the actions developed in consultation with the community

are not implemented.
and

[B] agree

1. The postponement of the RAG rating event to later this year
2. To receive a presentation/report on the NHS Workforce Race Equality Standard.

Name and Title of Author: Barbara Hay, Head of Diversity
Date: 9th June 2015



Trust Board
25th June 2015

Equality, Diversity and Human Rights

1. Purpose of this report

1.1

1.2

As part of the agreed governance and monitoring process, the Equality and
Diversity (E&D) team provides the Quality Governance Committee and Trust Board
with annual reports and/or updates on the Trust’s Equality Delivery System 2
(EDS2) Action Plan. This is also an expectation of both the Equality and Human
Rights Commission and NHS England.

The purpose of this report is to inform the Board of the work of the E&D team, key
changes, activities and progress in relation to the actions in the Equality Action
Plan 2014-15.

2. Recommendation(s)

2.1

2.2

2.3

2.4

2.5

2.6

To NOTE the progress of the E&D agenda so far;

To NOTE the issues affecting progress of some areas of the Equality Delivery
System2;

To NOTE the work and impact of the Independent Advisory Group;

To NOTE the potential risks if the actions developed in consultation with the
community are not implemented;

To AGREE the postponement of the RAG rating event to later this year;

To AGREE to receive a presentation/report on the NHS Workforce Race Equality
Standard.

3. Equality Delivery System (EDS2)

3.1

3.1.2

3.1.3

3.1.4

The Trust has an EDS2 in place also known as the Equality & Diversity Action Plan
as required by NHS England. An update on progress for all actions is attached
(see appendix 1).

Overall there has been excellent progress against the EDS2 actions, however,
there have been a number of areas where there has been limited progress.

Relevant individuals and departments agree that the actions are appropriate and
would likely improve patient experience and satisfaction. However, there appears
to be no additional capacity or funding to support these projects.

These actions are key to the overall action plan and were developed and/or
supported by our external partners on the Independent Advisory Group (IAG).
Therefore, the IAG felt it would not be beneficial in terms of the Red Amber Green
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(RAG) ratings and perceived confidence by the wider community to evaluate the
action plan at this time. We are currently exploring other avenues for support.

This was agreed with our Chief Executive Officer and we will now be holding our
RAG rating and new action plan event later this year. This will also give us an
opportunity to amend the presentation of the RAG rating in line with new EDS2
guidelines. Nonetheless, early indications are that, for the first time, we are likely to
have an overall green rating.

4. Independent Advisory Group (IAG) for Equality and Diversity

4.1

4.1.1

4.2

4.2.1

4.2.2

4.2.3

4.2.4

4.2.5

4.2.6

4.2.7

The IAG has further strengthened its influence in developing practice and policies
that promote Equality, Diversity and Human Rights issues for both patients and
staff.

During 2014-15 the group has taken presentations from various internal
departments and external organisations. Recommendations have been made by
the IAG and implemented through the appropriate departments. These include:-

Coventry Resource Centre for the Blind (CRCB)

Rosie Brady from CRCB presented to the IAG highlighting issues faced by
blind/visually impaired people coming in to the Trust. The Director of Estates was
also present at the meeting and agreed to take forward the recommendations from
the IAG. The following actions are a result of the IAG’s recommendations:-

Main entrance – there is now a manifestation panel on the rotating doors and the
disability push pad facility has been enlarged. As a result of this, the Trust will be
reviewing other areas across throughout the building.

Pillars/bollards – all red bands on pillars/bollards across the Trust have now been
changed to more visible yellow bands and any new bands will be yellow in future.

Disabled Toilets in main reception area – appropriate wheelchair signs are now
included on the main signage.

Pilot to improve access out of hours access to wards - a pilot is being undertaken
on Wards 20, 40, 41 with an upgraded door bell on the nurse’s station. Overall this
has been successful and there is a view to roll this out to all wards. It was
recognised this would provide improved access for all visitors, in particular blind
and deaf people.

Way finding floor tiles in main entrance to Outpatients – it has been agreed this
feature is important for our visually impaired patients/visitors and will be
incorporated in the improvement plan for the front entrance.

Ophthalmology – way finding signs to the eye clinic are now clearly identifiable
(highlighted in yellow).



4.3

4.3.1

4.3.2

4.3.3

4.3.4

4.3.5

4.3.6

4.3.7

4.3.8

4.4

4.4.1

Coventry Deaf Community/British Deaf Association (BDA)

Robin Ash from the BDA shared some of the difficulties that deaf/hearing impaired
people face in hospital resulting in:-

A text messaging service at the car park barriers/payment machines will be
implemented for Deaf/hearing impaired patients and visitors.

Consultations - the Deaf community have participated in hospital consultations,
surveys, research and attended members’ event.

British Sign Language Charter

The E&D team has attended the Deaf
Club on several occasions to provide
updates on progress to the members of
Coventry Deaf Club. The Trust has also
signed up to two pledges from the BDA’s
British Sign Language (BSL) Charter:-

 Ensure access for deaf people to information and services
 Consult with our local deaf community on a regular basis.

To support the BSL Charter, the E&D team in consultation with Coventry Deaf
Community has developed a draft action plan which will be finalised by August
2015.

The signing of the BSL Charter took place on Thursday 7th May 2015 at an event
held at the Henry Fry Community Centre (Coventry Deaf Club). Over 100 people
attended, not only from Coventry and the surrounding areas but from other parts of
the country including Sheffield and Bristol.

The Chief Executive Officer and Head of Diversity were signatories on behalf of the
Trust, the Vice-Chair for the BDA and a representative from Coventry and
Warwickshire Association of the Deaf signed on behalf of the Deaf community.

Feedback from the event indicates that the Deaf community are pleased with and
supportive of the efforts and initiatives of the Trust in improving accessibility and
patient experience for Deaf people. The Deaf community are encouraged by the
fact that Andy Hardy not only attended the event but took the time to listen to their
stories and issues.

Patient Experience Team

The IAG provided feedback and/or commented on the:-

 Patient Information leaflets - easy read format
 Together Towards World Class patient experience plan



4.5

4.5.1

4.5.2

 Friends Family Test (FFT) questionnaire format

Together Towards World Class programme lead (TTWC)

The IAG has provided feedback on the World Class Conversations, World Class
Experience and World Class Leadership work streams of the Trust’s TTWC
Organisational Development programme.

Engagement with Chief Officers and Senior Management

Chief Officers and Directors have attended IAG meetings and been provided with
updates and have been instrumental in progressing recommendations made by the
Group.

5. Current work of the E&D Team

5.1

5.2

5.2.1

5.2.2

5.3

5.3.1

5.4

5.4.1

Advice, Guidance and Support

The E&D Department continues to provide specialist advice, guidance and support
to employees and managers on a daily basis on a number of Equality, Diversity
and Human Rights topics. On average the team sees around 10 individuals a
week, in addition to providing specialist knowledge for committees and projects.

Internal BSL Support for Patients

The Trust is supporting an E&D team member in attaining BSL interpreter status.
As part of the training and to give additional support to patients attending UH,
departments are able to utilise in house BSL interpreting.

For the period April - June 2015 E&D has provided 31 hours interpreting. Our
service providers would have charged for a minimum of 53 hours (standard
minimum charge of 2 hours) at a cost of £2,300 to the Trust. However, this is not
all savings as this does not take into consideration the time taken out from the
team but is an indication of possible cost savings for the future.

Equality Data

In line with legislation (Equality Act 2010), the Trust must publish its Equality data
annually by 31 January and for the third year running the Trust has been compliant
in meeting this deadline. The data is available on the Trust’s website and provides
comparisons for the last three years data collection. As required, the data covers
all of the protected characteristics (dependent on employee disclosures) in terms
of workforce and patient information.

Interpreting and Translation Services

Language Line Solutions (LLS) continue to provide the interpreting and translation
service across the Trust. The E&D team are working closely with LLS to further
develop the telephone interpreting service with a view to reducing the number of
appropriate face to face appointments of less than 30 minutes duration.



5.4.2

5.5

5.5.1

5.6

5.6.1

5.6.2

5.6.3

5.6.4

We believe this will provide a cost saving as currently there is a minimum one hour
charge. LLS will be providing us with the data to support this assertion and we are
about to pilot headsets and portable phones with Maternity Unit and Emergency
Department.

Engagement Strategy

The Trust’s Engagement Strategy was agreed by the Chief Officers Group
(October 2014). The Head of Diversity is now working with relevant departments
to develop plans to underpin the strategy.

Workforce Race Equality Standard

The NHS Equality and Diversity Council announced on July 31 2014 that it had
agreed action to ensure employees from black and ethnic minority (BME)
backgrounds have equal access to career opportunities and receive fair treatment
in the workplace.

The first is a Workforce Race Equality Standard (WRES) that would, for the first
time, require organisations employing almost of the 1.4 million NHS workforce to
demonstrate progress against a number of indicators of workforce equality,
including a specific indicator to address the low levels of BME Board
representation.

The WRES Standard and the EDS2 will for the first time be included in the
2015/16 Standard NHS Contract. The regulators, the Care Quality Commission
(CQC), National Trust Development Agency (NDTA) and Monitor, will use both
standards to help assess whether NHS organisations are well-led.
(source: NHS England website)

The Head of Diversity is co-ordinating a small working group to develop an action
plan for implementation of the WRES for presentation to Chief Officers Group and
Trust Board.

6. Recommendations

6.1

6.2

6.3

6.4

6.5

6.6

To NOTE the progress of the E&D agenda so far;

To NOTE the issues affecting progress of some areas of the EDS2;

To NOTE the work and impact of the Independent Advisory Group;

To NOTE the potential risks if the actions developed in consultation with the
community are not implemented;

To AGREE the postponement of the RAG rating event to later this year;

To AGREE to receive a presentation/report on the NHS Workforce Race Equality
Standard.

Barbara Hay, Head of Diversity, 9th June 2015
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UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST
Equality & Diversity Action Plan 2014 – 2015

1

1. Better health outcomes for all

Actions Progress

Independent Advisory Group (IAG) to support the Trust in ensuring that service
delivery is appropriate, accessible and equitable for all members of the community.

Achieved 

IAG will support the Trust by monitoring progress against the actions identified in the
Equality and Diversity action plan

Achieved 

IAG to take the lead in Red, Amber, Green (RAG) rating the Trust’s Equality and
Diversity Action plan.

Developing 

To provide patients and community with relevant advice and information relating to
Equality, Diversity and Human Rights and acute care

Achieved 

Raise frontline staff awareness of how to interact with patients with Learning
Disability/ Difficulties

Achieved 

2. Improved patient access and experience

Actions Progress

Develop and implement an Interpreting and Translation policy and guidance Achieved 

Provide patients with Learning Disabilities/ Difficulties with information in accessible
formats relating to:

- What to expect for stays in hospital, outpatient appointments etc.

- Information leaflets in top 10 conditions affecting patients with learning difficulties.

Achieved 

Employ two Specialist Communication HCA’s to enable patients who are
Deaf/hearing impaired patients and/or have Learning Difficulties/ Disabilities to
access all aspects of their healthcare.

Developing 

3. Empowered, engaged and well-supported staff

Actions Progress

Develop and implement a programme of training modules and guidance for staff and
volunteers based around the Equality Act 2010 and the protected characteristic
groups

Developing 

Communicate to all staff clear and concise information explaining who/what is
covered under disability in the Equality Act 2010

Developing 

Continuation of dedicated staff Health and well being events Achieved 

Continue to provide a provision for informal resolution and less formal people
management issues where appropriate

Developing 

Offer Supported Internships for young people with complex needs to move towards
paid employment. Developing 
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4. Inclusive leadership at all levels

Actions Progress

The Trust will be compliant with Equality legislation (Equality Act 2010) in relation to
its Specific Duties

Achieved 

Ensure the Trust Board (Public) and the QGC are kept up-to-date on progress on
Equality and Diversity Action Plan and are made aware of any issues or challenges
for the Trust

Achieved 

Ensure support and leadership is sustained around Equality and Diversity agenda Achieved 

Develop a mentoring programme, paired with Senior Managers, for both BME and
female staff who are entering or already engaged in management training or
programme

To be revised

Identify good practice from across the country which the Trust could remodel for its
use for developing future leaders

Achieved 

Publish testimonials from past and current employees who can demonstrate the
possibilities for BME and female staff to enter leadership roles

To be revised

Notes:

 Equality Legislation, NHS England and Care Quality Commission require every Trust
to have in place plans to address inequalities in regard to the protected
characteristics.

 Protected characteristics: The equality duty covers the following
characteristics: age, disability, gender reassignment, pregnancy and
maternity, race, religion or belief, sex and sexual orientation. These are also
referred to as protected groups. The duty also covers marriage and civil
partnerships, but not for all aspects of the duty.

 The EDS2 action plan seeks to ensure that all patients can access our services and
receive care appropriate to their needs. It is also about creating a workplace
environment that is free from discrimination, bullying and harassment.

 Implementation of the plan is mostly within existing resources, however, there are
actions which require additional resources. These actions are training for staff
around protected characteristic groups and providing communication support for
patients who are deaf/hearing impaired, blind/visually impaired and patients with
learning difficulties/disabilities.
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Title Integrated Quality, Performance & Finance Report – Month 2 –
2015/16

Author Miss Lynda Cockrill, Head of Performance and Programme
Analytics

Responsible
Chief Officer

Mrs. Karen Martin, Chief Human Resources and Information
Officer

Date 25th June 2015

1. Purpose

To inform the Board of the performance against the key performance indicators for the
month of May 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, 34 of the 68 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 May 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: Miss Lynda Cockrill, Head of Performance and Programme
Analytics
Date: 25th June 2015
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Integrated Quality, Performance and Finance Reporting Framework

Trust Scorecard
Reporting Month May 2015

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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Integrated Quality, Performance and Finance Reporting Framework

Trust Scorecard
Reporting Month May 2015

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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Integrated Quality, Performance and Finance Reporting Framework

Trust Heatmap

5



Behind plan On plan Ahead of plan

Im
p

ro
vin

g

Serious Incident (Number) and Serious Incidents (Overdue)
Pressure ulcers 3 and 4 (Trust associated)
Friends and Family Test A&E Recommenders
Maternity FFT No of touchpoints achieving 15% response rate
Number of complaints registered
Theatre utilisation – Day Surgery
Breaches of the 28 day readmission guarantee
62 days urgent referral to treatment cancer target
A&E 4 hour wait target
Forecast recurrent and non recurrent efficiency compared to
plan (£,000) and Capital Services Capacity
Personal Development Review Medical
Staff turnover rate
Performance in delivery of trials (quarterly)
Portfolio research studies open to recruitment
Temporary costs and overtime as a % of total pay bill

C-UTI
Diagnostic waiters, 6 weeks and over
Sickness rate
No of pts recruited into NIHR portfolio – cumulative
Submitted research grant applications – cumulative
Peer reviewed publications (calendar year cumulative)

N
o

t
C

h
an

gin
g

CAS Alerts (Overdue)
SHMI (quarterly) (6 months in arrears)
Performance in initiating trials (quarterly)
No of specialties at HEWM Level 3 and 4

MRSA bacteraemia (Trust acquired) – cumulative
Medication errors causing serious harm
Number of never events reported – cumulative
Same sex accommodation breaches
Number of maternal deaths
Urgent ops cancelled for the second time
RTT - 52 week waits
12 hour trolley waits in A&E
Combined risk rating
Forecast I&E compared to plan (£,000)
Research critical findings and serious incidents
Doctor trainers provisionally accredited

Job evaluation survey tool (JEST) score

D
eterio

ratin
g

Reported harmful patient safety incidents
HSMR (basket of 56 diagnosis groups) and Harm free care
Falls per 1000 occupied bed days resulting in serious harm
Friends & Family Test A&E, IP Coverage and IP Recommenders
Theatre efficiency – Main, Day Surgery & Rugby
Theatre utilisation – Main and Rugby
Surgical Safety Checklist (WHO)
Last minute non-clinical cancelled ops (elective)
18 week RTT – Admitted, Non-Admitted and Incomplete
Choose and book appointment slot issues
Two week cancer wait (GP referral to OP appointment)
Delayed transfers as a percentage of admissions
30 day emergency readmissions
Liquidity days
Personal Development Review Non-Medical
Mandatory Training Compliance, Staff Vacancy rate
Commercial income invoiced £000 – cumulative

Clostridium difficile (Trust acquired) – cumulative
Eligible patients having VTE risk assessment
31 day diagnosis to treatment cancer target

Scorecard matrix|



Integrated Quality, Performance and Finance Reporting Framework

Areas of underperformance | Headlines
Scorecard Summary | 46 KPIs underperformed; 32 of which
are classified as ‘compliance’ measures and 10 as ‘strategic’
KPIs.

The Trust’s overall performance has deteriorated this month, with
underperformance continuing against targets related to 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. The Choose and
Book appointment slot issues indicator remains significantly below the required
target.

The Trust failed to achieve the 85% 62 day urgent referral to treatment cancer
target for a second successive month and has also failed to deliver the 2 week
cancer wait target for the first time. The 31 day diagnosis to treatment target
continues to be achieved.

Infection control indicators are performing well, with both the CDiff and MRSA
targets being met this financial year.

In the leading research based health care organisation domain, there has been a
considerable improvement in the number of peer review publications this
month.

The Trust’s sickness rate has continued to improve and is now achieving the
target of 4%. However, all other indicators in the Employer of Choice domain
continue to be in exception or in watching status.

Delayed Transfer of Care|Levels of DTOC are
the highest ever reported at the Trust

The increased health care dependencies of admitted
patients continues to impact and increase the DTOC. This
issue is significantly compounded for the hospital by an
acknowledged lack of capacity within the community
services environment.

The Trust continues to actively work with partners to
identify and implement solutions, which include an
increase to community staffing, an increase in short term
packages, a review of community capacity, move to a
Discharge to Access model and the pursuance of ‘Home
First’ as the destination of first choice on discharge.

The Trust is also working to establish an Acute Frailty Unit
and with partners to expand community gerontology
services which will both seek to prevent admission and
reduce the LOS for patients that are in a cohort that could
more easily become formally delayed.

Domain
Indicators
achieved

Indicators in
exception

Indicators in
watching

status

Total
indicators

Excellence in patient care
and experience 13 24 9 46

Deliver value for money 2 3 0 5

Employer of choice 1 2 3 6

Leading research based
health care organisation 4 4 0 8

Leading training and
education centre

2 1 0 3
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Areas of underperformance | Headlines

Elective access indicators| The Trust continues to face challenges in the delivery of its elective
access indicators including 18 week RTT and Cancer pathways

18 week RTT Cancer

Admitted pathways: The number of patients waiting >18 weeks (the
backlog) is 2401. This is mainly caused by the impact of the
emergency pathways. To achieve the standard the Trust must reduce
the backlog. Clearing the backlog will also reduce performance. The
Trust has developed a joint action plan (and associated trajectory)
with C&W CCG. This includes actions to maximise capacity and
productivity at UHCW as well as demand management schemes by
the CCG. The TDA have reviewed this action plan. The Trust will work
with both organisations to improve performance. A revised
performance management framework between the Trust and the
CCG and the TDA will be set up. The trajectories are being validated
by IMAS on the Trust’s behalf. Currently, the trajectory says that
standard will be met in March 2016, if the action plan is delivered.
Risks include the failure to successfully manage the operational
consequences of the emergency pathways.

Two week standard: The Trust failed the two week wait standard in April.
These breaches were in head and neck cancer. This failure is not systemic
but the result of consultant absence which is now covered by a locum.

62 days: The Trust faces severe and significant pressure on the standard in
Urology. Capacity has reduced as a result of changes in surgical
techniques/practice and the growth in demand. The specialty has an
action plan to improve performance including extra operating and
additional consultant appointments. Gynaecology is a significant risk. The
specialty has one gynaecology/oncology vacancy and a second post is
absent for at least three months. Loss of capacity will increase the risks of
breaches of the standard. The speciality is developing a plan to minimise
the impact of this loss of capacity. Pathology: work is currently underway
to improve turnaround times in pathology. The number of vacancies in
histopathology remains a risk to all cancer pathways. Radiology: remains
an area of risk. The competing priorities of acute medicine, cancer
standards and diagnostics standards at a time of significant consultant
vacancies and the replacement of high cost capital equipment will put
huge demands on the service this year.
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Areas of underperformance | Headlines

Friends and Family|FFT indicators continue
to perform below target

Flash Report | May 2015

9

To support the targets noted above, the Patient
Experience Team are implementing the following:

• The piloting of reports at both Specialty and Ward
level which will include pertinent data from the
Quality Department to bring about improvements in
patient experience.

• Joint working with the Nursing and Patient
Experience Teams to raise awareness of the new
targets for the FFT as well as the reports noted
above.

• The assignment of the two Patient Experience
Managers to specific wards to work alongside staff
to implement patient experience improvement
initiatives as identified in the reports or in other
patient experience data, including surveys
undertaken as part of the National Patient Survey
Programme.

The Trust has approved plans for financial recovery
The Trust is now in a formal state of financial recovery having a £22.4m
in year planned deficit. The plan to address this has been approved by
Board.

• Communications will be going out to all staff to inform of the
recovery plans. This will be alongside revised guidance on recruitment
and agency controls.

• The TDA is to give a formal response on the recovery trajectory via
the planning feedback expected imminently.

• There are currently a number of workstreams underway, each led by
a Chief Officer and monitored via the Finance Star Chamber reporting
to Finance and Performance Committee.

UHCW introduces the “Perfect Week” to help ease operational
pressures

On the 8th to the 15th July we will be running a ‘Perfect Week’ exercise
across the Trust. The Perfect Week is a concept that has been used in
many NHS organisations as a way of ‘re-setting the system’ and breaking
out of the cycle of poor flow through the hospital. The Perfect Week for
UHCW will be called ‘Breaking the Cycle for our Patients’. It will provide
the opportunity for staff from corporate and clinical areas across the
Trust to work together. It will be used to reinvigorate the FREED metrics,
which the Trust firmly believe are the right thing in terms of high quality
and safe patient care. During the perfect week staff will be asked to
focus only on delivering the FREED metrics and will be given additional
resource from other areas to break down barriers in order to deliver.

The Trust believes that this will make a huge difference to the experience
it offers its patients. It is not expected to be a long term fix but the Trust
will use it as an opportunity to recharge the organisation and to look at
more sustainable actions that can be taken thereafter arising out of what
is learnt.
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Key Achievements | May 2015

The Trust has seen an increase in the number of peer
reviewed publications this month

Increased promotion and awareness of the Research
Development and Innovation (RD&I) peer reviewed
publication database has resulted in a considerable increase in
the number of publications submitted over the last month.
This months indicator is above target for the first time since its
inception.

The database includes journal articles, books or editorials and
abstracts and is as a measure of research activity and output
of UHCW staff in helping to improve patient outcomes and
inform evidence-based healthcare.

Staff are encouraged to email any further publications to the
RD&I team for addition to the database.

UHCW remains within target and maintains high standards of
infection control
MRSA bacteraemia rates continue to remain at zero compared
to a cumulative of two cases this time last year. Targets for
clostridium difficile are currently one under trajectory against
the year to date target. The Infection Prevention & Control team
continue to be invited to present their innovative approach on
the management of clostridium difficile patients on days such as
the ‘Health economy approach to the detection, management
and prevention of Clostridium difficile infection’ event and
Infection Prevention Society branch meetings. Also, for the
second year, the RCN have requested to use the Trust’s “get
stool smart campaign” to provide teaching cards for every RCN
student nurse across the country.

The Trust has achieved the target for staff sickness levels
this month

The sickness rate continues to reduce and this month has
achieved the required target of 4%. This is consistent
with the position at this time last year. The main reasons
for the fall in absence can be explained by an increase in
performance management at the latter stages of the
process regarding both short term and long term
sickness. Managers continue to access training provided
on how to manage sickness and capability matters
alongside utilising staff support services for
psychotherapy and physiotherapy. Seasonal variations can
also influence a reduction in absence levels at this time of
the year.

Diagnostic standards continue to be met
The Trust has consistently met the 1% diagnostics target
since December 2014. Immediate projections are good
looking forward. Risks to the standard do exist, principally
because of the plan to replace the scanners across the
organisation over the course of the next 15 months. Action
is being taken to protect capacity in order to prevent those
risks from occurring.
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Finance overview | position summary

Six finance performance indicators are in
escalation this month.

All indicators that were in escalation last month
remain so at month 2.

The Trust is currently in the process of refreshing
its financial indicators.

11
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Finance overview | statement of comprehensive income

The Trust is forecasting to meet its
planned deficit of £22.4m for the year.
However further efficiency savings of £7.3m and
additional savings of £2.7m are needed to deliver
the plan.

Contract income is forecast at £7.8m adverse to plan
driven by under performance against activity
targets.

Excluding the future CIP requirement, Group
expenditure forecasts include cost pressures of
£5.4m:
• £4.0m pass through costs and vacancies not

covered by bank or agency.
• (£3.7m) Education & Research income and

expenditure timing differences.
• (£2.2m) premium cost of covering ward nursing

vacancies.
• (£1.9m) Pathology network.
• (£1.3m) cover for medical staff vacancies.
• (£1.3m) for specialing of patients.
• £1.3m net effect of other favourable variances

and cost pressures.
• (£0.3m) RTT and capacity.

The Trust is reporting a year to date deficit of £8.4m
in month 1 (£8.1m against break-even duty), which
is £0.6m adverse to the planned deficit. This is
primarily due to underperformance against activity
targets in both elective and emergency care.

Statement of Comprehensive Income Plan
Forecast

Outturn
Variance Plan Actual Variance Plan Actual Variance

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

Income

Contract income from activities 475,259 467,468 (7,791) 75,552 74,911 (641) 37,448 37,738 290

Other income from activities 19,249 13,039 (6,210) 3,057 2,129 (928) 1,592 1,056 (536)

Other Operating Income 71,671 75,182 3,511 12,825 13,589 764 6,980 7,712 732

Total Income 566,179 555,689 (10,490) 91,434 90,629 (805) 46,020 46,506 486

Operating Expenses

Pay (336,671) (341,916) (5,245) (57,509) (57,284) 225 (28,738) (28,619) 119

Non Pay (188,630) (195,783) (7,153) (32,010) (32,673) (663) (15,885) (16,120) (235)

CIP gap to target delivery 7,263 7,263 0 0

Additional savings required 2,711 2,711

Reserves (14,163) (631) 13,532 (1,296) (716) 580 386 234 (152)

Total Operating Expenses (539,464) (528,356) 11,108 (90,815) (90,673) 142 (44,237) (44,505) (268)

EBITDA 26,715 27,333 618 619 (44) (663) 1,783 2,001 218

EBITDA Margin % 4.7% 4.9% 0.7% 0.0% 3.9% 4.3%

Non Operating Items

Profit / loss on asset disposals 0 2 2 0 2 2 0 0 0

Depreciation (21,043) (21,043) 0 (3,507) (3,507) 0 (1,754) (1,754) 0

Interest Receivable 100 104 4 17 21 4 8 9 1

Interest Charges (789) (789) 0 (62) (50) 12 (31) (19) 12

Financing Costs (25,303) (25,303) 0 (4,217) (4,214) 3 (2,109) (2,142) (33)

Unwinding Discount (36) (35) 1 (36) (35) 1 (36) (35) 1

PDC Dividend (3,626) (3,626) 0 (604) (604) 0 (302) (302) 0

Total Non Operating Items (50,697) (50,690) 7 (8,409) (8,387) 22 (4,224) (4,243) (19)

Net Surplus/(Deficit) (23,982) (23,357) 625 (7,790) (8,431) (641) (2,441) (2,242) 199

Net Surplus Margin % -4.2% -4.2% -8.5% -9.3% -5.3% -4.8%

Technical adjustments

Donated/Government grant assets adjustment (74) (699) (625) 44 44 0 22 22 0

IFRIC 12 1,633 1,633 0 272 272 0 136 136 0

Break-even in-year position (22,423) (22,423) 0 (7,474) (8,115) (641) (2,283) (2,084) 199

2015/16 Year To Date Month
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Finance overview | statement of financial position

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.

• Current trade and other receivables have
increased £7.6m year to date primarily due to a
VAT repayment that was expected to be received
in May being paid in June.

• Current trade and other payables have increased
£6.7m year to date, partly due to the supplier
payment run scheduled for the last week of May
being processed at the start of June.

• The Trust’s capital expenditure remains largely on
plan, with the only variance being an additional
£625k of donated asset expenditure that was
identified after the plan had been set.

13
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Finance overview | CIP

The Trust is forecasting delivery of £26.7m
against £27.5m of potentially identified
savings: This gives a potential forecast
shortfall of £7.3m against the Trust target of
£34m for 2015/16.

Headlines
• £2.3m delivered in May against a plan of £2.1m.
• £4.2m delivered against a cumulative year to date plan of £4.1m.
• Forecast delivery of £26.7m against the Trust target of £34m, giving a forecast

shortfall of £7.3m.
• 62% of the potential savings are classified as opportunities.
• 53% of the potential savings are related to commissioning contract income.
• 12% of the potential savings are non recurrent and will require permanent

schemes to reduce them.
• 27% of schemes have had their QIA fully signed off.
• The TDA will be coming to perform a review of the Trust’s 2015/16 CIP in

June.

Risks
• The Trust has not fully identified £34m of CIP schemes. If the

Trust does not deliver £34m of CIP, this will impact on its ability
to deliver the financial plan for 2015/16.

• If schemes are not identified and implemented imminently, there
will be a greater pressure on Groups to deliver savings in the
latter part of the financial year and may result in an increased
reliance on non recurrent measures which will need to be
factored in financial planning for 2016/17.

• The CIP plan has been back-ended with the majority of delivery
expected from month 4 onwards. Therefore although the Trust
has held its month 1 plan, there is still significant risk around
delivering the full year plan.

• Commissioner affordability issues mean that there is little scope
for further income schemes to be delivered this year. Therefore
Groups will need to focus on other income generation and cost
based schemes to deliver the remaining £7.3m.

• There is around £5m of risk around PbR income schemes. The
schemes have been reviewed by the Contracting and
Commissioning team and are within contracting rules, however
the risk arise due to the Trust’s current underperformance
against its activity plan.

Key Actions
• Groups to continue identifying new schemes against their target

as a priority, while also ensuring delivery of identified schemes.
• Contracting and Commissioning team to complete validation of

PbR income schemes and all changes in scheme values to be
reflected for month 3 reporting.

• Groups to complete all necessary documentation for all schemes
currently identified to allow progression to full sign off.

• CIP Steering Group to continue scrutiny of Group positions to
ensure that work is being progressed to identify and delivery of
targets. This will include provision of support to unblock
obstacles where necessary.
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15

31st May 2014
WTE

31st May 2015
WTE

Increase
WTE

Trust WTE 6,189.29 6,380.90 191.61

• 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
6380.90 as at 31st May 2015, which is an increase of 191.61 WTE
since May 2014.

• The Trust’s monthly staff in post (WTE) has increased by 17.9 since
last month.

• Please note that the Trust data includes Junior/Rotational Doctors
resulting in spikes of both leavers and starters at the rotation
periods. The spike in April related to the Tupe transfer of Burton
Pathology staff into the Trust.

• For the past three months, the Trust has had more nurse leavers
than starters. Recruitment activities continue including the
development of a recruitment micro site and brochure. By the end
of June, an internal transfer process for Band 5 nurses will be
launched, reducing the timescales of a transfer from 6 to 2 weeks.
This will also support the retention of staff who may wish to work in
other areas of the Trust, who may otherwise have considered
leaving.

Staff Group

Staff In
Post WTE
30th Apr

2015

Staff In
Post WTE
31st May

2015

Variation
(WTE)

%
Variance

Add Prof Scientific and Technic 226.53 222.73 -3.80 -1.68%

Additional Clinical Services 1296.75 1309.16 12.41 0.96%

Administrative and Clerical 1153.59 1170.79 17.20 1.49%

Allied Health Professionals 359.28 358.66 -0.62 -0.17%

Estates and Ancillary 1.00 1.00 0.00 0.00%

Healthcare Scientists 325.17 321.63 -3.54 -1.09%

Medical and Dental 868.91 864.16 -4.75 -0.55%

Nursing and Midwifery Registered 2092.77 2093.78 1.01 0.05%

Students 39.00 39.00 0.00 0.00%

Totals 6363.00 6380.90 17.90 0.28%

Staff in Post | Calendar Year Variation

Staff in Post | Monthly Variation



Integrated Quality, Performance and Finance Reporting Framework 16

Workforce Information | Headlines

• Pay Costs| Provided by Finance

• Temporary costs (Overtime, Bank, Agency) equate to
15.77% of the Trusts total pay bill. This has fallen from
16.82% last month.

• Initiatives continue to be developed to improve bank
utilisation including enhanced bank rates, promotional
campaigns and recruitment drives.

• Establishment | Funded v Staff in Post

Establishment figures by staff group are
currently unavailable. This is due to a
significant uplift in budgets. The changes will
be reflected within ESR and figures available for
June’s reporting in July.
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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 May 2015

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

David Moon, Chief Finance Officer

Date 25th June 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 May 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. The
Trust is able to report compliance against all statements.

Appendix B details the Trust’s assessment against the Monitor license conditions and the
Trust is declaring full compliance.

4. Areas of Risk

Although compliance against all statements can now be reported, work must continue to
maintain the levels of information governance training in order that the Trust remains
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compliant in forthcoming years against level 2 of the information toolkit and therefore
against Board statement 11.

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 May submission against the Board and License requirements.

and

[B] approve:

1. Submission of the document to the TDA.

.



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. YES 

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
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PUBLIC TRUST BOARD PAPER

Title NHS Trust Development Authority Accountability Framework
2015/16 and Well Led Framework Update

Author Rebecca Southall, Director of Corporate Affairs
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Chief Officer

Andy Hardy, Chief Executive Officer

Date 25th June 2015

1. Purpose
To provide an overview of the NHS Trust Development Authority (TDA) Accountability
Framework for 2015/16 and the changes to the Well-Led Framework, which are
appended to this document.

2. Background and Links to Previous Papers
The Trust Board received a report detailing the 2014/15 Accountability Framework at the
June 2014 meeting and reporting against the requirements has occurred through the
Integrated Quality and Performance Report and the TDA Self Certification Reports that
are submitted to the Trust Board each month.

3. Narrative

3.1 TDA Accountability Framework
The TDA is responsible for the oversight and development of NHS Provider Trusts that
have not achieved Foundation Trust Status and the Accountability Framework is the
vehicle by which the TDA will oversee, performance manage and support the Trust in its
development and journey towards Foundation Trust licensing. The Trust is required to
report to the TDA each month on a range of compliance metrics, to submit strategic plans
and to seek approval on designated matters such as capital schemes.

The Accountability Framework brings together into one place the policies and processes
that govern the relationship between NHS Trusts and the TDA, and describes how the
TDA will fulfill the following functions:

 Oversight and escalation

 Development

 Approvals

The document has been refreshed for 2015/16 but has not undergone the radical
overhaul that took place in the previous year and its structure remains the same. The key
changes are as follows:

 Increase in the development offer available from the NHS TDA; this is aimed at
providing a more comprehensive and structured approach to building capacity and
capability in the sector

 The introduction of new indicators of quality to enable a more rounded view
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 The introduction of the Well Led framework that TDA, Monitor and CQC will use to
assess the management, leadership and governance of NHS providers

3.1.1 Oversight and Escalation
This section of the document describes the nature of the relationship between the TDA
and NHS Trusts and the principles by which the TDA will hold organisations to account.
The oversight model for 2015/16 covers:

 Measurement of progress on quality, finance and sustainability
 Escalation and intervention
 Other areas of oversight

Quality Indicators: There has been a net change of 7 additional indicators for 2015/16
against the 5 Care Quality Commission (CQC) domains and these are set out in figure 2
of the document. The Trust’s approach to reporting against these will be dealt with as
part of the planned refresh of the balanced scorecard that is underway. It should
however be noted that since publication, formal notification has been given that
nationally, the RTT target will now comprise incomplete pathways only; the Trust will not
therefore be required to report upon admitted and non-admitted pathways as in previous
years.

The Trust’s performance against these indicators will, as at present, be used to calculate
an overall score for quality, which in conjunction with financial indicators will be used to
inform the level of TDA oversight (1-5) that will be applied. Further detail on each of the
levels of oversight can be found on page 17 of the document.

As in previous years, the TDA will also retain oversight for:

1. Chair and Non-Executive Director appointments and for ensuring that appointees
meet the requirements of the Fit and Proper Persons Test.

2. Executive appointments, remuneration and severance

Raising Concerns (Whistle blowing) has been added to the framework for 2015/16 as an
area of oversight in terms of the TDA having the authority to seek information in relation
to such disclosures.

3.1.2 Development
The TDA acknowledges that provider organisations face a further challenging period and
that as a result the focus is often necessarily on immediate quality, finance and
performance issues, as opposed to making sustainable changes and improvements. The
TDA has therefore committed to taking a more structured approach to the provision of
development and support in 2015/16. This will include professional leadership and
development programmes, a range of medium term support programmes and a
partnership programme between a small number of Trusts and successful improvement
organisations.

Workforce Assurance; further support will be provided around this area including the
development of a triangulation tool to support the planning process and a benchmarking
tool that will build upon and replace the previous workforce assurance tool and will assist
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in-year analysis of key workforce metrics against peer groups. A regional Workforce
team will also be deployed to support front line staff.

Themed improvement support programmes: having a national overview of the
development needs of NHS Trusts has enabled the TDA to build a composite picture of
the issues that affect NHS Trusts. A number of areas have been identified where support
is needed, including flow, modernising the Emergency Care pathway and improved
estates management and TDA will be developing detailed programmes of development
and support for cohorts of Trusts facing similar issues.

Intensive, long term support; a development opportunity to partner on a long term basis
with an organisation with a demonstrable track record of sustainable, organisation wide
improvement has been offered to NHS Trusts. As board members will be aware, an
application to be part of the programme was made by the Trust and at the time of writing,
confirmation of whether or not the Trust has been successful at the second stage is
awaited.

Well Led Assessments; the TDA will develop an assessment process for understanding
how well NHS Trusts are performing against the framework during 2015/16. Further
detail on the Well Led framework is provided in the second section of this report.

3.1.3 Approvals
This section covers changes to the Foundation Trust assessment process; namely
implementing the Well Led framework as a replacement to the Quality Governance
Framework (QGF) and the Board Governance Assurance Framework (BGAF)
assessment processes that were previously in place.

3.2 Well-Led Framework

In 2014/15 the CQC, Monitor and the TDA set out plans for developing a framework that
would give an aligned view of how well-led and organisation is and in summer 2015,
Monitor Produced ‘Well led framework for governance reviews; guidance for foundation
trusts’. As in the case of the Foundation Trust Code of Governance, the document was
issued on a ‘comply or explain’ basis in terms of the requirement for Foundation Trusts to
commission external reviews of board governance every three years.

The aim of the framework is to provide Boards with assurance that they are well led and it
comprises 4 domains with 10 high level questions. Examples of good practice against
each of the questions are also provided within the document.

Domain Question
Strategy & Planning Does the Board have a credible strategy to provide high

quality, sustainable services to patients and is there a robust
plan?
Is the board sufficiently aware of the potential risks to quality,
sustainability and delivery of current and future services?

Capability & Culture Does the board have the skills and capability to lead the
organisation?
Does the board shape an open, transparent and quality-
focused culture?
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Does the board support continuous learning and development
across the organisation?

Process and structures Does the board actively engage patients staff, governors and
other key stakeholders on quality, operational and financial
performance?
Does the board actively engage patients staff, governors and
other key stakeholders on quality, operational and financial
performance?

Measurement Is appropriate information on organisational and operational
performance being analysed and challenged
Is the board assured of the robustness of information

The original document was refreshed in April 2015 and TDA has confirmed that the
framework is not just a tool for Trusts to use in preparation for the Foundation Trust
journey but one for all NHS Trusts to use to develop and improve their capability and
capacity.

TDA is piloting an approach to undertaking well-led reviews with a small number of NHS
Trusts with the intention to carry these out as opposed to commissioning independent
firms to do so.

As board members will be aware the Trust has commissioned a review of its non-
statutory governing committees and it is recommended that once the output of that
exercise is received, the requirements of the Well led Framework are embedded with the
actions arising out of the review.

It is also worthy of note in respect of the capability and culture element, the Chief Officers
will be continuing with their programme of development that will run concurrently with the
programme of development activity for the Trust Board.

4. Areas of Risk
Clinical; many of the oversight metrics relate to initiatives brought about to improve the
patient experience and clinical outcomes. If the Trust is unable to meet these there is the
risk of poor patient experience and poorer outcomes.
Performance; if the Trust fails to meet expected performance standards it faces
increased regulatory intervention and the associated impact on its reputation.
Financial; if the Trust does not achieve the Financial Plan for 2015/16 then there may be
regulatory implications under the TDA regime along with the associated impact on the
Trust’s reputation.

The Trust’s performance management framework and on-going oversight and monitoring
of mitigates against the risks described above.

5. Governance
The oversight metrics set out in the Accountability Framework support the delivery of
several of the pledges set out within the NHS Constitution. Achievement against these
will therefore help the Trust to deliver its responsibilities in this regard. In terms of internal
governance arrangements performance against the TDA metrics and internal KPIs will
continue to be reported within the monthly Integrated Quality & Performance Report.
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6. Responsibility
Responsibility for delivery against each of the TDA oversight metrics and internal KPIs
sits with the appropriate Chief Officer. The Chief Human Resources and Information
Officer is responsible for the Performance and Programme Management Office (PPMO)
function in the Trust.

7. Recommendations

[A]The Board is invited to note:

1. The publication of the Accountability Framework for 2015/16 and implications
for the Trust

2. The further development of the Well-led Framework and TDA plans to
implement assessment against this in 2015/16.

And:

[B]
1. To seek further assurance where required by raising any queries or concerns.

Name and Title of Author: Rebecca Southall, Director of Corporate Affairs
Date: 25th June 2015.
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The last year has been one  
of the most challenging years 
that NHS trusts in England 
have known. I expect that as 
we move into 2015/16, the 
level of challenge will at least 
remain constant. We continue 

to be focused on the quality agenda at a time of 
challenging financial constraints and increasing 
scrutiny of the NHS. Key to meeting the challenge 
of improvement with limited resources and 
more time in the spotlight is resilience. The 
Accountability Framework for NHS Trust Boards 
sets out how the NHS TDA will support NHS trusts 
to meet this challenge.

Simply, this Accountability Framework is the one place for 
all of the key policies and processes which govern the 
relationship between NHS trusts and the NHS TDA. This sits 
alongside other key documents, such as the planning guidance 
and the NHS Five Year Forward View. It covers the NHS TDA’s 
oversight and escalation mechanisms and the development and 
support offer for NHS trusts. It also sets out the pathway for 
foundation trust authorisation, the gateways for an organisation 
going through some kind of transaction and the process for 
assessing capital investment.

Foreword

The NHS in England has changed significantly since the Health 
and Social Care Act 2012 came into force. Over the last year new 
organisations have stabilised and new relationships and processes 
have begun to mature. This is reflected with this year’s refresh 
of last year’s Accountability Framework. This also reflects the 
positive feedback we have had about the way in which we work. 
You will however notice key improvements to the development 
offer for NHS trusts. These changes, including professional 
skills development and an intensive, long-term transformation 
programme, build resilience and skills within senior leaders in the 
NHS trust sector to better deal with the challenges that the year 
ahead will undoubtedly bring. 

There have been some minor changes to the foundation trust 
pipeline process in the Accountability Framework to reflect 
the implementation of the new Well-led Framework for NHS 
providers and the move to a system of independent financial 
review to replace historic due diligence. We have already seen  
six NHS trusts become authorised by Monitor as foundation 
trusts in 14/15 and we anticipate we will see more achieve 
foundation trust status in 15/16. 

The core aim underpinning the Accountability Framework remains 
the same: to support NHS trusts to progress towards delivering 
high quality care to patients, consistently and sustainably. Our 
commitment to this is reflected throughout this document and all 
of our work with NHS trusts.

We expect that the next year will be another one of change for the 
system. We cannot predict the outcome of the general election, 
but we do know that the NHS is set to continue to be under 
considerable scrutiny and that the funding of the NHS is going be 

a key issue for the next Government. We are also working towards 
meeting the recommendations of the Dalton Review and expect  
to be in a position to publish an indication of our assessment of 
the long term sustainability of NHS trusts in the Summer of 2015.

The last year saw the publication of the NHS Five Year Forward 
View by NHS England, jointly with the NHS TDA, Public Health 
England, Monitor, Health Education England and the Care 
Quality Commission. This will be a key document for any 
future Government making decisions about spending on and 
configuration of healthcare in England. It is a hugely important 
document for the future of the NHS this is reflected throughout 
the Accountability Framework.

We have also seen the publication of Sir Robert Francis’ Freedom 
to Speak Up review, the reports into the activities of Jimmy Savile 
and the report into the University Hospitals of Morecambe Bay 
NHS Foundation Trust. All of these publications have significant 
recommendations for the NHS trust sector to respond to and these 
are reflected in this updated Accountability Framework. 

The next 12 months are going to be crucial for the NHS trust 
sector. We must continue to provide high quality care for 
patients, while delivering sustainability in a financially challenging 
environment and responding to political change. All of this while 
working with other organisations locally, regionally and nationally 
to plan for the next five years of healthcare delivery. This is why it 
is so important that we continue to focus on the development and 
resilience in NHS trusts.

Bob Alexander 
Chief Executive Designate 
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The context for NHS trusts

1.1 As set out in Delivering in a Challenging Environment: refreshed plans for 2015/16 – the 
planning guidance for NHS trust boards – the challenge for NHS trusts to deliver high quality, 
sustainable care for their patients in the context of high demand and limited public sector  
resources is considerable. 

• There are clearer expectations regarding the quality of care that trusts provide; the 
inspection regime led by the Chief Inspector of Hospitals is well-established, closely 
scrutinising the quality of NHS services, with the recent NICE guidance on nurse staffing  
levels and regular publishing of ward-level information raising expectations of providers.  
The report from the independent Morecambe Bay Investigation underlines the danger 
for patients when organisations lose sight of the standard of care that they provide and 
Sir Robert Francis’ Freedom to Speak Up report highlights the importance of organisations 
empowering staff to voice any concerns that they have.

• Changes to the business rules for 15/16 in addition to ongoing efficiency requirements 
have the potential to make balancing quality, delivery and finance tougher for providers  
than in previous years. Implementation of Better Care Fund plans comes into effect from 
April 2015 with an aim to improve the integration of health and social care and reducing  
the activity carried out in hospitals.

introduction 

• The NHS Five Year Forward View sets out the scale of the challenge for the whole system 
over the coming years, but also ways in which this challenge will be met. Commissioners  
and providers will be supported by the national bodies with the implementation of new  
high value care models. NHS TDA, Monitor and NHS England will also work together to 
support improvement in some of the most challenged local health economies through the 
new ‘success regime’.

1.2 In such an environment it is more important than ever that the ways in which the NHS TDA 
supports trusts to meet these challenges, and holds them to account for doing so are clear.  
The Planning Guidance sets out how trusts must plan for a challenging year ahead, and some  
of the ways in which the NHS TDA can support them in doing so. This Accountability Framework 
serves to reiterate the role of the NHS TDA, the relationship that we have with NHS trusts and 
some of the key processes which underpin this.
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1.5 The principles underpinning our work with trusts have remained unchanged since we 
published our first Accountability Framework and are worth re-iterating:

• Every interaction we undertake has an impact on the quality of care patients receive 
– our focus on quality improvement remains central to the work of the NHS TDA;

• One model, one approach – the NHS TDA is a national organisation and the approach 
set out in the Accountability Framework will be applied consistently to NHS trusts across 
England and across all sectors of care;

• Clear local accountability for delivery – the accountability for all aspects of NHS trust business 
remains with the board of the trust, held to account and supported by the NHS TDA;

• Openness and transparency – being open and candid publicly about the quality of 
care remains central to the NHS TDA’s approach;

• Making better care as easy to achieve as possible – working with partners to create the 
right environment for change remains a central challenge both locally and nationally;

• Working supportively and respectfully – the NHS TDA recognises the very significant 
challenges faced by NHS trust boards and therefore aims to work supportively and 
respectfully at all times;

• An integrated approach to business – the NHS TDA remains committed to aligning all the 
different aspects of its business with NHS trusts through a single set of processes, as set  
out in this Accountability Framework.

The role of the NHS TDA

1.3 There has been much change to the health and care system in the two years since the 
establishment of the NHS TDA, but the goal of NHS trusts and all NHS providers remains  
the same: to provide high quality, sustainable services to patients. As a result, the role of the  
NHS TDA remains unchanged: to oversee and hold to account NHS trusts across all aspects  
of their business, while providing them with support to improve services and ultimately achieve  
a sustainable organisational form.

1.4 In order to carry out this role effectively, much effort has been made over the past 12 months 
to improve the way that the system works at a national and regional level, with the NHS TDA 
working closely with NHS England and Monitor in particular to deliver a coherent oversight system 
and ensure a consistent approach to strategic issues at a regional level. An increasing amount  
of work, such as resilience planning and the assurance of business plans, is being done through 
these tripartite arrangements.
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Approach to the 2015/16 Accountability Framework

1.6 Given the extent of change during 2013/14, most notably the response to Sir Robert Francis’ 
report on Mid Staffordshire NHS Foundation Trust and the introduction of the Chief Inspector  
of Hospitals, the Accountability Framework for 2014/15 was significantly re-worked.

1.7 Whilst there has been a degree of change in the health and care system during 2014/15, it 
has not been necessary for the Accountability Framework to be significantly re-written for the 
coming year. Wherever possible, the NHS TDA has sought to provide NHS trusts with a degree  
of consistency, both in terms of the relationships between our organisations and in the standards 
that trusts are required to meet for their patients. Trusts will therefore be familiar with much of  
the content which remains unchanged from last year. There are, however, a small number of 
important changes about which trusts should be aware:

• The development offer from NHS TDA has been increased in order to provide a more 
comprehensive and structured approach to building capacity and capability in the  
NHS trust sector;

• There are a number of new indicators of quality which are being introduced to the oversight 
process. The primary aim in doing so is to enable a more rounded view of the quality of 
services they are providing. This is particularly true for non-acute trusts for which there have 
historically been fewer metrics. A number of indicators have also been removed, for example, 
where data is not routinely collected;

• The introduction of the Well-led Framework as the tool that the NHS TDA, Monitor and 
CQC will use to define, develop and assess the management, leadership and governance  
of NHS providers. 

1.8 The structure of the Accountability Framework also remains unchanged:

• Chapter 2 explains the oversight process. This includes the way in which the NHS 
TDA measures and scores the quality and sustainability of services and how the NHS TDA 
holds trusts to account for delivering the required standards. It also covers expectations  
of trusts in terms of senior appointments, the handling of whistleblowing cases and 
information governance;

• Chapter 3 sets out a new development offer from the NHS TDA to NHS trusts. Whilst 
there is rightly a strong focus on delivering for patients today, the NHS TDA is bolstering  
the ways in which it supports NHS trusts to deliver in the longer-term. The development 
chapter sets out the work planned to develop capacity and capability in areas such as change 
and improvement management and professional leadership;

• Chapter 4 contains details of the approvals processes around foundation trust applications, 
transactions and capital development. Developments of note include  
the introduction of the Well-led Framework for use by trusts in their development 
and the FT approvals process.

1.9 Where indicated supplementary material will also be published on the NHS TDA website.
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2.1 The Oversight model describes how the NHS TDA will work with NHS trusts on a day-to-
day basis within a clear and unambiguous framework. It describes the expectations we 
have of NHS trusts to deliver high quality services for the communities that they serve. 
It sets out how we will measure progress, how we will judge performance, how we will 
intervene where it is necessary to do so, and other rules and policies which will govern our 
day-to-day relationship with NHS trusts.

2.2 The NHS TDA will ensure that it takes an integrated approach to oversight and escalation, 
coordinating specialist input across quality, finance and performance. Typically this will be 
include regular integrated delivery meetings to hold trust executive teams to account for 
progress implementing operating and strategic plans and to agree support. Where it is  
right and proper to do so the NHS TDA will work in close cooperation with other arms-
length bodies (ALBs) and other partners to ensure that there is a system-wide approach  
to performance, oversight and escalation.

oversight and escalation
2.3 The overall NHS TDA approach to Oversight remains consistent for 2015/16, with a clear 

focus on quality, delivery and sustainability. In holding organisations to account we will 
act in accordance with the principles set out in the Introduction to this Framework and in 
particular, we will always seek to be:

• Proportionate and consistent;

• Open and transparent;

• Respectful and supportive.

2.4 For the sake of clarity and consistency, it is critical that we set out the nature of our 
oversight relationship with trusts. It is important to reiterate that our role in ensuring that 
patients receive a standard of care consistent with their rights – as set out in the NHS 
Constitution – requires a proactive approach. The NHS TDA will not wait for concerns to 
become apparent through monthly reporting, but will build effective relationships with 
trusts to ensure that any issues can be identified and addressed as quickly as possible. 

2.5 The next sections sets out an overview of the Oversight Model for 2015/16, covering:

• Measurement of progress on quality, finance and sustainability; 

• Escalation and intervention;

• Other areas of oversight.
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Measurement of progress on quality, finance and sustainability 

2.6 The overall approach to measuring and tracking NHS trust performance remains consistent 
with last year’s Accountability Framework. There are a number of domains each with an associated 
set of indicators. Performance against these indicators will determine a score for each domain. 
These domain scores in turn contribute towards an overall Escalation rating for each NHS trust.

2.7 Figure 1 sets out an overview of the key elements of the Oversight model.

Figure 1: Key elements of the Oversight model

Moderation including 
CQC rating warning 

notices and third  
party report

Overall Escalation  
rating (1 to 5)

Quality rating  
(1 to 5)

Finance RAG  
rating

Sustainability 

Caring Score  
(1 to 5)

Effective Score  
(1 to 5)

Responsive Score  
(1 to 5)

Safe Score  
(1 to 5)

Well-led Score  
(1 to 5)

2.8 Whilst the Oversight and Escalation model will remain closely aligned with the CQC’s Intelligent 
Monitoring system, there are a number of differences that reflect the different roles of the two 
organisations. As the regulator and final arbiter of quality, the CQC model is based on a broad and 
comprehensive set of indicators which are used to highlight where a trust is an outlier compared 
to its peers. In order to be effective in its oversight and performance management of trusts, the 
NHS TDA needs a narrower set of metrics, all of which can be updated frequently so that changes 
in performance can be identified and addressed promptly. The NHS TDA also has a role in ensuring 
that trusts deliver on commitments made to patients in the NHS Constitution, such as maximum 
waiting times, and must be able to monitor whether trusts are meeting these standards.

2.9 The Quality and Finance ratings will primarily be rules-based using a set of thresholds for each 
indicator. The scores will be aggregated to the overall domain level according to performance 
against each indicator, individual indicator weightings and business rules. The sustainability score 
will not directly feed the escalation score but will be a factor in its determination. In addition and 
consistent with our current approach, the overall escalation score will be subject to a moderation 
process led by the Directors of Delivery and Development supported by Portfolio Directors, Business 
and Quality Directors to determine the level of risk and appropriate level of intervention for each 
organisation. The results of the rules-based scores will be supplemented with softer intelligence 
from a range of third party reports including CQC warning notices. Consideration will also be given 
to any future risks faced by trusts.

2.10 Escalation scores will be refreshed on a monthly basis using routinely published information 
available information. This will ensure that all the supporting data and analysis are able to be 
shared openly, consistent with our commitment to transparency. A timetable setting out the 
monthly business rhythm for the oversight process will be made available on the NHS TDA website.

2.11 The NHS TDA will publish the overall results of the moderated process on a monthly basis. 
Alongside this the data supporting the indicators will also be made available alongside a metadata 
file that will outline the construction of the indicators and the criteria for assessment. 
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2.12 The NHS TDA will take a proactive approach to managing the quality of services delivered by 
trusts. Whilst the oversight model will be based on published data, where there are concerns 
regarding the performance of a trust, NHS TDA staff may require more frequent information 
relating to a limited number of key metrics.

2.13 Further detail on the main domain headings of Quality, Finance and Sustainability is set out below.

Quality 

2.14 For 2015/16, we will continue in our use of the five domains used by CQC in their regime 
for assessing the quality of services: Caring, Effective, Responsive, Safe and Well-led.

2.15 There is no intention for Oversight to attempt to replicate the CQC risk ratings, rather 
Oversight will align with CQC where possible. In developing this list of indicators we have also 
taken into consideration:

• NHS Constitution standards;

• Measures used by Monitor in their Risk Assessment Framework;

• Measures required to be published in NHS trust Quality Accounts, reflecting the 
NHS Outcomes Framework measurements;

• Measures for which data is routinely available;

• Measures which are part of the current Oversight and Escalation and are considered 
worth retaining.

2.16 Figure 2 details the indicators that will be used in each of the five domain areas. The indicators are 
subjected to an internal testing and validation process to ensure each indicator is fit for purpose.  
It is possible that not all of the indicators listed will be included in the final suite of indicators.

2.17 An assessment will be made against each indicator, usually on a monthly basis depending on 
the regularity of information being available. Using pre-defined scoring methodologies, an  
overall domain score will be calculated. These five domain scores will then be used to calculate  
an overall score for Quality.

2.18 The review of indicators for inclusion in 2015/16 has resulted in a net change of seven 
additional indicators being identified for consideration. These are highlighted in Figure 2.  
Despite the increase in the number of indicators there is no increase in burden on NHS trusts.  
There has been a deliberate attempt to ensure a more even distribution of indicators across 
the care sectors. Further work will continue during the year to develop additional indicators for 
community trusts following a programme of testing and piloting. This work will ensure that there  
is a more meaningful suite of indicators for the assessment of non-acute NHS trusts. 

Finance

2.19 The underpinning business plan that supports an NHS trust’s sustainability is as important 
as the delivery of high quality services as it helps ensure that effective care can be delivered  
well into the future.

2.20 As in last year, NHS trusts will be monitored against two financial categories:

• In-year financial delivery;

• Monitor Risk Assessment Framework – Continuity of Service.

2.21 Delivery against these categories will be RAG rated using agreed thresholds but only the 
RAG rating for in-year delivery will be used in the assessment of the overall escalation score.  
The final plan submitted by trusts in May 2015 will comprise a key element of the in-year 
monitoring process and trusts should expect their progress to measured against it. 

2.22 The indicators that make up the in-year financial delivery domain remain the same following 
the review in 2014/15. The liquidity measure has been updated to reflect the latest funding 
arrangements. The overall financial RAG ratings have been set so that any trust with a forecast 
deficit or a significant deterioration in surplus will be red rated overall.

2.23 Documentation will be available via the NHS TDA website, including detailed indicator descriptions 
and clarification of how the individual indicator RAG ratings and overall in-year financial delivery 
RAG rating is calculated.
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Sustainability

2.24 The ultimate goal of the NHS TDA is to support organisations to deliver high quality services 
that are clinically and financially sustainable, and thereby become foundation trusts or implement 
a suitable alternative solution. The five year plans submitted by trusts in June 2014, following 
publication of Securing Sustainability – planning guidance for trust boards 2014/15 to 2018/19, 
are critical to this work. 

2.25 The NHS TDA is continuing to work through the five-year plans of NHS trusts to understand their 
likely trajectory towards a sustainable organisational form. As part of this work, we are working with 
NHS England to ensure that there is clear triangulation between commissioner and provider plans.

2.26 This work has allowed the NHS TDA to decide on six broad segmentation groups, as follows: 

i. Organisations with a clear and credible plan for reaching foundation trust status and  
a timeline of less than two years for doing so (category A1);

ii. Organisations with a clear and credible plan for reaching foundation trust status and  
a timeline of less than four years for doing so (category A2);

iii. Organisations with the potential to reach foundation trust status but which currently lack a 
clear and credible plan and timeline for doing so. Our intention is that this would be a small, 
time-limited group which can be targeted for intensive development support (category A3);

iv. Organisations that cannot reach foundation trust status in their current form and where 
acquisition by another organisation is likely to be the best route to sustainability (category B1); 

v. Organisations that cannot reach foundation trust status in their current form and where a 
franchise, management contract or other innovative organisational form is likely to be the 
best route to sustainability (category B2); 

vi. Organisations where further work is needed to determine the best route to sustainability 
(category C). 

2.27 In segmenting the sector in this way, our intention is to bring clearer strategic direction to 
our work with individual organisations and with the sector as a whole. Each group will have 
distinct development and support needs and this approach therefore allows the NHS TDA  
to target its efforts more specifically to the issues facing particular groups of trusts, and to  
share learning more easily. Segmentation categories will be confirmed upon completion of  
the 2015/16 planning process. Our intention is then to publish the results of the segmentation  
process in the Summer of 2015. 
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Figure 2.0: Proposed indicators

Indicator name

Referral to Treatment Admitted

Referral to Treatment Non Admitted

Referral to Treatment Incomplete

Referral to Treatment Incomplete 52+ Week Waiters

Diagnostic waiting times

A&E All Types Monthly Performance

12 hour Trolley waits

Two Week Wait Standard

Breast Symptom Two Week Wait Standard

31 Day Standard

31 Day Subsequent Drug Standard

31 Day Subsequent Radiotherapy Standard

31 Day Subsequent Surgery Standard

62 Day Standard

62 Day Screening Standard

Urgent Ops Cancelled for 2nd time (Number)

Indicator name

Proportion of patients not treated within 28 days of last minute cancellation

Delayed Transfers of Care*

Category A8 Red 1 calls

Category A8 Red 2 calls

Category A19 calls

The proportion of those on Care Programme Approach for at least 12 months who  
have had a CPA review within the last 12 months

The proportion of those on Care Programme Approach (CPA) who have had  
a HoNOS assessment in the last 12 months

Admissions to inpatient services who had access to Crisis Resolution

IAPT % of people treated within 18 weeks of referral*

IAPT % of people treated within six weeks of referral*

IAPT Operational recovery indicator (in development)*

% of people experiencing a first episode of psychosis treated with a NICE approved  
care package within two weeks of referral*

% of acute trusts with an effective model of liaison psychiatry (all ages, appropriate  
to the size, acuity and specialty of the hospital)*

Provider outpatient cancellation rate*

Domain 

Responsiveness

R
ES

PO
N

SI
v

EN
ES

S

* Proposed new indicator
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Figure 2.1: Proposed indicators

Indicator name

Hospital Standardised Mortality Ratio (DFI)

Hospital Standardised Mortality Ratio – Weekend

Summary Hospital Mortality Indicator (HSCIC)

Crude mortality rate (non-elective ordinary admissions only)

Emergency re-admissions within 30 days following an elective or emergency spell at the trust

Emergency re-admissions within seven days following an elective or emergency spell at the trust*

Emergency re-admissions within 14 days following an elective or emergency spell at the trust*

Emergency re-admissions within 28 days following an elective or emergency spell at the trust*

% clients in settled accommodation*

% clients in employment*

Suicides and undetermined injury / people in contact with services*

ROSC in Utstein group*

Stroke 60 mins*

Stroke Care*

STeMI 150 mins*

Percentage Mental health re-admissions of less than seven days out of total admissions*

CPA follow up within seven days of discharge

Domain 

Effective

EF
FE

C
TI

v
E

* Proposed new indicator

Indicator name

Staff FFT Percentage Recommended – Care*

Staff FFT Percentage Not Recommended – Care*

Inpatient Scores from Friends and Family Test – % positive*

Inpatient Scores from Friends and Family Test – % negative*

A&E Scores from Friends and Family Test – % positive*

A&E Scores from Friends and Family Test – % negative*

FFT – Daycases*

FFT – A&E departments, Walk-in Centres (WiCs) and Minor Injury Units (MIUs)*

FFT – Mental Health*

FFT – Community*

FFT – Ambulance (see and treat) and patient transport*

FFT composite*

Written Complaints – rate

Mixed Sex Accommodation Breaches

C
A

R
IN

G

Domain 

Caring

Figure 2.2: Proposed indicators
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Figure 2.3: Proposed indicators

Domain 

Safe

SA
FE

Indicator name

Clostridium Difficile – variance from plan

Clostridium Difficile – incidence rate

MRSA bactaraemias

Never events – count*

Never events – incidence rate

Never events – time since last event*

Never events – repeat events*

Serious Incidents rate

Medication errors causing serious harm

Proportion of reported patient safety incidents that are harmful

Composite of patient safety (MyNHS)*

Potential under-reporting of patient safety incidents

Indicator name

Potential under-reporting of patient safety incidents resulting in death or severe harm

Consistency of reporting to the National Reporting and Learning System (NRLS)*

NHS Staff Survey – KF15. The proportion of staff who stated that the incident reporting procedure 
was fair and effective*

CAS alerts outstanding

CAS alerts outstanding – time to closure*

VTE Risk Assessment

Percentage of Harm Free Care

Percentage of new Harms*

Admissions to adult facilities of patients who are under 16 years of age

Emergency c-section rate*

Mental health Abscounds/AWOL – rate*

Mental health Abscounds/AWOL – time since last*

* Proposed new indicator
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Figure 2.4: Proposed indicators

Domain 

Well-led

W
El

l-
lE

D Indicator name

Temporary staff spend on nurse and medical staffing

Composite risk rating of ESR items relating to staff sickness rates*

Individual elements of Composite risk rating of ESR items relating to staff sickness rates

Composite risk rating of ESR items relating to staff registration*

Individual elements of Composite risk rating of ESR items relating to staff sickness rates

Composite risk rating of ESR items relating to staff turnover*

Individual elements of Composite risk rating of ESR items relating to staff turnover

Composite risk rating of ESR items relating to staff stability*

Individual elements of Composite risk rating of ESR items relating to staff stability

Composite risk rating of ESR items relating to staff support/ supervision*

Individual elements of Composite risk rating of ESR items relating to staff support/ supervision*

Composite risk rating of ESR items relating to ratio: Staff vs bed occupancy*

Individual elements of Composite risk rating of ESR items relating to ratio: Staff vs bed occupancy*

Staff sickness

Staff turnover

Indicator name

Staff FFT response rate*

Inpatient FFT response rate

A&E FFT response rate

Daycases FFT response rates*

FFT – A&E departments,Walk-in Centres (WiCs) and Minor Injury Units (MIUs) response rate*

FFT – Mental Health response rate*

FFT – Community response rate*

FFT – Ambulance (see and treat) and patient transport response rate*

Composite FFT response rate*

Staff FFT response rate*

Staff FFT Percentage Recommended – Work*

Staff FFT Percentage Not Recommended – Work*

Overall safe staffing fill rate*

Safe staffing fill rate – wards with <80% fill rate*

Safe staffing fill rate – fill rate variance*

* Proposed new indicator
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Figure 2.5: Proposed indicators

Domain 

Finance

FI
N

A
N

C
E Indicator name

Bottom line I&E position – Forecast compared to plan 

Bottom line I&E position – Year to date actual compared to plan 

Actual efficiency recurring/non-recurring compared to plan – Year to date actual compared to plan 

Actual efficiency recurring/non-recurring compared to plan – Forecast compared to plan 

Forecast underlying surplus/deficit compared to plan

Forecast year end charge to capital resource limit

Is the trust forecasting a funding requirement for liquidity purposes?
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Escalation and intervention 

2.28 The measurement and monitoring process described above will continue to place each NHS trust 
in one of five oversight categories, based on their scoring against the various oversight domains, 
relevant views of third parties such as the CQC and the judgement of the NHS TDA. Table 1 sets 
out the five escalation levels that will apply, including the characteristics of organisations at each 
level of escalation, the nature of likely interventions and the support available to trusts to help 
them to improve. 

2.29 This aims to provide more clarity for NHS trusts about what it means to be at each level of 
escalation, and to ensure greater consistency in our approach to intervening and support NHS 
trusts. The table also clarifies that escalation level 1 and the “special measures” designation are 
one and the same thing.

2.30 Trust boards should be clear that they at all times remain responsible for ensuring that effective 
governance and assurance arrangements are in place within their organisations. The purpose of 
the oversight model is to provide assurance regarding trusts’ performance to the NHS TDA and 
does not change the overall accountability of trust boards.

2.31 The special measures process will apply to NHS trusts which have serious failures in their quality 
of care and/or financial performance, along with concerns that the trust’s existing leadership 
cannot make the necessary improvements without intensive oversight and support. Special 
measures can be triggered by the NHS TDA following a recommendation from the Chief Inspector 
of Hospitals, or whenever the TDA judges it is necessary. Organisations placed in special measures 
because of concerns about the quality of care will require a successful re-inspection by the Chief 
Inspector in order to exit special measures.

2.32 Organisations in special measures will be subject to a set of specific interventions designed to 
rapidly improve the quality of care. The NHS TDA will intensify its engagement with and oversight 
of the NHS trust, and trusts will be held to account through board-to-board meetings. While the 
interventions and support brought to bear during the special measures process will reflect the 
circumstances and needs of the trust, there are a small number of interventions which will apply  
to every provider placed in special measures. These are:

• The development of a clear, published Improvement Plan to address the issues raised, 
with clear timescales for improvement;

• The appointment of an Improvement Director who will act on behalf of the NHS TDA. 
They will work with NHS trusts and their partners to support improvement and to monitor 
progress against the action plan; 

• The appointment of a partner organisation to provide support and expertise in improvement. 
Partner organisations will be selected on the basis of their strength in relevant areas of 
weakness in the NHS trust;

• The capability of the trust’s leadership will be reviewed and changes to the management 
of the organisation could be made, if needed, to ensure that the board and executive team  
is best placed to make the required improvements; 

• Trusts will receive practical support through financial resourcing as well as expert specialist 
expert advice and support.

2.33 As Table 1 below sets out, these and other measures can also be used by the NHS TDA for trusts 
at levels 2 and 3 of escalation. While trusts in special measures will be subject to all of the 
processes set out above, the deployment of interventions at lower levels of escalation will reflect 
the particular needs and circumstances of the trust.

2.34 Special measures will be a time-limited period, the expectation being that trusts – with the 
support of the NHS TDA – will make the necessary improvements within 12 months. From this 
year, a similar approach will be taken to trusts in escalation levels 2 and 3: trusts will be expected  
to develop and execute a time-limited improvement plan that will enable them to return to 
escalation level 4 or 5. Once a trust achieves escalation level 5 it is anticipated that its foundation 
trust application or transaction will be completed within 12 months.

2.35 At all levels of escalation, the NHS TDA can consider supplementing the interventions below 
with additional processes, for example reviews of particular services areas or financial systems.  
In addition, the NHS TDA will explore during 2014/15 a reduction in the autonomy of NHS trusts  
at high levels of escalation, particularly on financial matters.

2.36 In its approach to escalation and intervention, the NHS TDA will always seek to balance 
hard-edged intervention with the provision of appropriate support and development. This is clear  
in the table below and more detail on support available for NHS trusts, including support targeted 
at challenged organisations, is set out in Chapter 3.
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Table 1: NHS TDA Oversight categories for 2015/16

Name Characteristics of  
a trust in this category

Intervention Support Usual Route for Accountability

1 Special  
Measures

The organisation has significant delivery issues, 
including clinical and / or financial challenges; 
the clinical concerns may be serious and / or 
the in-year financial challenges may be greater 
than planned; the NHS TDA has limited 
confidence in the board’s current capacity 
to deliver improvement without additional 
external support and challenge.

Trust would be subject to all of the following: 

• Improvement plan;
• Capability review; 
• Board-to-board meetings; 
• Potential loss of autonomy;
• Further reviews as needed.

Support focussed on rapid quality 
improvement and /or financial turnaround. 
Support will include: 

• Improvement director; 
• Partnering with high performer.

Through board-to-board meetings.

2 Intervention The organisation has significant delivery 
issues, including clinical and / or financial 
challenges; the NHS TDA has concerns about 
the board’s capacity to deliver improvement 
and is therefore keeping progress under close 
review, with the potential to deploy external 
interventions.

Trust required to produce an Improvement 
Plan and may be subject to: 

• Capability review; 
• Board-to-board meetings; 
• Potential loss of autonomy;
• Further reviews as needed.

Support focussed on rapid quality 
improvement and /or financial turnaround. 
Support can include: 

• Improvement director; 
• Partnering with high performer.

Through NHS TDA director of delivery  
and development (with possibility of  
board-to-board meetings).

3 Intervention The organisation has some delivery issues, 
including clinical and / or financial challenges; 
the NHS TDA has confidence in the board’s 
capacity to deliver improvement and continue 
its journey to sustainability.

Interventions likely to be focussed on 
supporting improvement in particular areas, 
but broader intervention can be deployed.

Support focussed on improvement on  
specific issues and early development of 
foundation trust application.

Through NHS TDA portfolio director  
or development director.

4 Standard  
Oversight

The organisation has limited or no delivery 
issues; the NHS TDA has confidence in the 
board’s capacity to deliver any improvements 
needed and make significant progress 
towards sustainability.

No interventions likely at this level of 
escalation, but standard NHS TDA oversight 
processes continue.

Support focussed on movement through  
the foundation trust application or alternative 
sustainability plan.

Through NHS TDA Delivery  
and Development team.

5 Standard 
Oversight

The organisation has developed a sound 
FT application and received a ‘Good’ or 
‘Outstanding’ rating from the CIH; the NHS 
TDA has confidence in the board’s capacity 
and expects a sustainable solution to be 
delivered quickly.

No interventions likely at this level of 
escalation; standard oversight processes 
continue but frequency may reduce.

Support focussed on finalising foundation trust 
application or alternative sustainability plan.

Through NHS TDA Delivery  
and Development team.
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Executive Appointments, remuneration and severance 

2.43 The NHS TDA also has a key role in oversight of executive appointment, remuneration and 
severance decisions. The key elements of this are as follows:

• A senior member of NHS TDA staff must be invited to act as an external assessor when 
NHS trusts make director appointments of more than three months duration. Senior 
NHS TDA staff act as external assessors on selection panels for NHS trust executive board 
members. NHS trusts are asked to confirm to NHS TDA that the successful candidate has 
passed the Fit and Proper Persons Regulations test prior to confirmation of appointment;

• If a CEO or Executive director is planning to resign and take their pension benefits 
when they reach pensionable age and then return to work, approval from the NHS TDA  
is sought before any re-appointment is authorised by the trust;

• The NHS TDA will agree annual performance assessments for NHS trust chief executives;

• The NHS TDA has a role in ensuring senior pay levels are proportionate and may from time 
to time request pay data from trusts in order to respond to DH and wider government pay 
queries. Anonymised pay data will be shared with NHS trusts on request. The NHS TDA 
must agree remuneration rates for senior appointments made by NHS ambulance trusts and 
community providers and any subsequent performance related pay;

• The NHS TDA must agree any “off payroll” senior appointments, including any appointments 
to roles with significant financial responsibility, whether interim or substantive;

• The NHS TDA must approve proposed severance arrangements for any directors in NHS trusts 
and for any non-contractual severance arrangements at any grade. Contractual terminations 
for non-director staff in excess of £100k also require NHS TDA Remuneration Committee 
approval. 

2.44 Full guidance and templates for submitting cases are available on a secure section of the 
NHS TDA website. Access details can be requested from ntda.executivehr@nhs.net

Whistleblowing 

2.45 The NHS TDA is a prescribed body under the Public Interest Disclosure (Prescribed Persons) 
Order 2014/2018. We are committed to treating all concerns raised with us with fairness and 
transparency and in line with legislation. To do this, we work closely with the CQC and NHS trusts 
as necessary. NHS TDA may contact NHS trusts for information related to disclosure cases received. 

Other areas of NHS TDA oversight of NHS trusts

2.37 In addition to the core measurement, scoring and escalation processes set out above, 
there are two other areas where the NHS TDA has oversight of NHS trusts: 

• Human Resources

• Information governance

Human Resources

2.38 The NHS TDA has an important relationship with trusts in relation to certain workforce 
and human resources issues.

Chair and non-executive appointments 

2.39 The NHS TDA has responsibility on behalf of the Secretary of State for making Chair and 
Non-Executive appointments to NHS trusts, including the application of the the Fit and Proper 
Persons Regulations.

2.40 The Fit and Proper Person Regulations (FPPR) were introduced under the Health and Social 
Care Act 2008 (regulated Activities) Regulation 2014 and require those appointed as a director  
of a service provider to:

i. Be of good character;

ii. Have the qualifications, competence, skills and experience necessary for the role; 

iii. Be capable of by reason of their health of properly performing their tasks;

iv. Not have been responsible for, been privy to, contributed to or facilitated any misconduct  
or mismanagement; and

v. Not be prohibited from holding the office. 

2.41 In addition those appointed cannot be deemed to be ‘unfit’. The NHS TDA is responsible for 
ensuring that all chairs and non-executive directors of NHS trusts meet the fitness test and do  
not meet any of the ‘unfit’ criteria. 

2.42 In addition to the appointment of Chairs and Non-Executives, the NHS TDA has responsibility 
for ensuring the availability of appropriate training and support and for the suspension and 
dismissal of Chairs and Non-Executives when this is required. Policies relating to these processes  
are available on the NHS TDA website. More detail on development and support for chairs and 
non-executives is set out in Chapter 3.

mailto:ntda.executivehr%40nhs.net?subject=templates%3A%20access%20details
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Information Governance

2.46 Each NHS trust must provide details of data breaches in both their annual governance statement 
and in their annual report. NHS trusts are expected to log and summarise any such data security 
breaches or lapses including the advice of the Caldicott Guardian and any issues that are significant 
enough to warrant reporting to the Information Commissioner.

2.47 NHS trusts should also detail how they will manage and mitigate risks in this area and how they 
measure compliance beyond the requirements of the Information Governance toolkit including 
compliance with the revised Caldicott principles.

2.48 All NHS trusts should demonstrate audit of their information sharing practices in adult NHS services 
against the NICE clinical guidance. 
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A focus on development

3.1 Managing immediate issues around quality, performance or finance means it can be difficult 
to carve out the time and space to focus on the underpinning changes that need to be made  
to generate more lasting improvements over the medium to long term: the greater the pressures 
around immediate delivery for any organisation the less opportunity there is to focus on the 
underlying issues that led to those pressures in the first place.

3.2 Neither the NHS TDA nor NHS provider organisations should apologise for focusing on dealing 
with immediate pressures when they arise – the commitment to deliver for patients today must 
always be a priority for every NHS provider. 

3.3 However, since its inception, the NHS TDA has focussed a key part of its everyday work on 
supporting NHS provider organisations both to overcome local issues and challenges but also 
to share best practice and enable NHS trusts to learn from high performing organisations, 
encouraging adoption and spread.

3.4 Over the last 12 months, in recognition of the impact and importance of that support, the 
NHS TDA has seen a significant increase in its overall budget, which has enabled both an 
expansion in the support we are able to provide to NHS trusts, but also to explore how they  
might also benefit from more medium to long term development support. 

development and support

3.5 The unique advantage of the NHS TDA is its dual focus on both delivery and development – 
not only working alongside organisations to support them to adopt best practice over the medium 
to long term, but also working with them to overcome day-to-day issues they face.

3.6 Building on that unique relationship, the NHS TDA will, throughout 2015/16, move to adopt 
a more structured approach to development and support. Our aim is to provide three core levels  
of support to NHS organisations and their leaders:

• A professional leadership and development programme for chairs and their boards, medical 
directors, nurse directors, finance directors, communications and strategy directors and COOs;

• A range of medium-term support programmes, to be delivered over 12-18 months to 
support cohorts of NHS trusts, to address key underlying issues, for example, improving flow, 
modernising the emergency care pathway and service integration; and

• A partnership programme, running over 3-5 years, to create partnerships between a small 
number of NHS trusts and successful improvement organisations to support trusts to 
fundamentally improve their management systems and processes to become sustainably 
more efficient and effective in the long term. 
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3.7 This approach, illustrated in Figure 3, will ensure that professional leadership development 
and support is available to all trust provider organisations, with more targeted and focussed 
support being made available to those organisations where the NHS TDA believes the greatest 
impact can be made.

Figure 3: A structured approach to development and support

Intensive  
change and  

improvement

Themed  
improvement support

Professional leadership  
support and development

Well-led framework assessment and development work

Professional leadership development programmes

3.8 Each directorate in the NHS TDA is responsible not only for supporting professional leads 
in NHS trusts to assure plans for delivery and to tackle day-to-day issues but is also responsible  
for creating development opportunities for the professions they lead. 

3.9 In the 2014/15 Accountability Framework, the NHS TDA set out four key areas which should 
underpin each professional leadership development programme:

• Capability and capacity building;

• Connecting with senior leaders;

• Day-to-day support and guidance for leaders; and

• Strategic and operational reviews.

3.10 Throughout the year, and linked with the internal expansion programme, the NHS TDA has 
developed a range of different offers for a number of the key leadership professions, many  
of which are now already up and running. 
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Table 2: Board development

Capability and  
capacity building

Connecting with  
senior leaders

Day-to-day support  
and guidance for leaders

Strategic and  
operational reviews

NHS TDA appointments team 
manage the application process 
for all NED appointments in trusts.

Regular networking opportunities 
at events including speakers from 
recent authorisations.

Chair Networking sessions – 
regional, informal meeting and 
establishing a list of ‘buddy trust 
chair to chair mentoring.

NHS TDA and Trust Board  
to Board(s).

‘Board Challenge’ learning events  
– training NEDs on board 
governance.

Quality Governance learning 
events with NHS TDA MD as a 
regular speaker at events.

Access to senior leaders and 
speakers from regulators and 
assessors.

Series of hot topic events aimed 
at identifying areas that are 
concerning regulators, assessors 
and trusts including sessions for 
Chairs of audit committees.

NHS TDA undertakes a 
number of Trust Board 
Governance reviews: Board 
Governance Assessment 
framework and Quality 
Governance Assessment 
Framework – both of which 
will become part of the  
Well-Led Framework.

In addition to the above 
the NHS TDA Trust Board 
undertakes Capability Reviews 
of the special measure trusts.

‘Better Value’ membership 
workshops to support 
wider public accountability 
aimed at improving public 
and staff engagement and 
understanding the ‘Well-led’ 
framework – ensuring good 
public accountability through 
membership and the council of 
governors.

Leadership and ‘change’ sessions 
for Chairs delivered by business 
transformation consultant. 
Additional sessions planned for 
2015.

Journey to FT – an update.  
Following the recent 
authorisations this was an 
opportunity for all FT leads to 
learn from NHS TDA, Monitor 
and the trusts.

Board development

3.11 In addition to managing the application and 
selection process for all non-executive appointments 
across trusts the NHS TDA has co-designed and 
funded a programme of development events 
delivered by NHS Providers (formerly the FTN) to 
Board members of aspirant trusts – a programme  
in which NHS TDA staff take an active part.
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Table 3: Medical development

Capability and  
capacity building

Connecting with  
senior leaders

Day-to-day support  
and guidance for leaders

Strategic and  
operational reviews

Learning events for Medical 
Directors less than 12 months 
in post with the aim of creating 
an enduring network as well as 
identifying mentors where helpful.

The NHS TDA has appointed 
four regional associate MDs to 
enhance the support to trusts 
including planned quarterly 
meetings with Medical Directors 
in each region.

Strong Medical leadership team 
with the NHS TDA Medical 
Director, Deputy Medical Director 
and Regional Medical Directors 
providing day to day support and 
guidance to Medical Directors 
including the preparation and 
response to CIH inspections.

Support with mortality 
governance reviews to 
improve mortality surveillance 
and improvement.

The selection & appointment 
of new medical directors and 
support with interim leaders 
where needed.

A bi-monthly clinical bulletin 
to all Medical and Nurse 
Directors providing information, 
signposting to national issues and 
sharing good practice.

The broader Regional Clinical 
Quality teams, led by Clinical 
Quality Directors and with the 
input of dedicated leads on 
workforce and on infection, 
prevention and control, provide 
support across the NHS TDA’s 
core functions of oversight, 
approvals and development

The NHS TDA’s head of 
Medicine’s Optimisation (MO) 
supports Chief Pharmacists 
to review their approach to 
MO, using the NHS TDA’s MO 
assessment framework.

Bespoke support for trusts 
in special measures and for 
those preparing for CIH visits. 
Additional learning events for 
trusts on CIH and CQC visits.

Annual planning and 
engagement events for Medical 
and Nurse Directors to offer 
support and engagement on the 
planning guidance.

 Support and input of national 
leads on patient experience, 
workforce planning and 
medicines optimisation.

Support with the 
management and governance 
of clinical harm reviews when 
they are identified.

Thematic improvement events 
planned including the creation 
of a best practice forum for 
Mortality governance.

Tailored support and learning 
events on Monitor’s Quality 
Governance Framework, working 
with NHS Providers and Monitor.

 Working with system wide 
partners such as the GMC and 
the Royal Colleges and to support 
and influence policy and help 
Medical Directors navigate the 
system.

Clinical executives

3.12 The NHS TDA has a joint clinical directorate, 
recognising that the quality challenge is rarely defined 
strictly within professional boundaries; to this end we 
deliver a number of joint events with medical and nursing 
directors, from patient experience to never events to 
infection, prevention and control as well as specific 
events tailored to each professional group.  
With the expansion of the clinical team and in particular 
the appointment of regional Medical and Nurse 
Directors, there is the opportunity to build on this 
over the coming year to support Clinical executives to 
have the best chance of success in what are extremely 
demanding roles. 

Medical development

3.13 Alongside the broad quality challenge of improving 
services for patients within the financial envelope,  
there are particular issues faced by Medical Directors  
up and down the country:

• the introduction of Medical Revalidation;

• the unprecedented transparency brought by 
consultant level data;

• the introduction of a professional duty of candour;

• preparing for the introduction of seven day services;

• the leadership expected from Medical Directors 
for clinical service changes in often a very difficult 
political environment.

3.14 What we are clear on is the best way to meet these 
challenges as a group of clinical leaders is to support 
each other and share ideas/challenges. That is a key part 
of what we aim to facilitate.
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Table 4: Nursing development

Capability and  
capacity building

Connecting with  
senior leaders

Day-to-day support  
and guidance for leaders

Strategic and  
operational reviews

The selection and appointment 
of new nursing directors and 
support with interim leaders where 
needed.

Four regional nurse directors have 
been recruited to the NHS TDA 
team to allow for closer working 
and enhanced support to trusts 
including planned quarterly 
meetings with nurse directors in 
each region.

Strong Nurse leadership team 
with the NHS TDA Director of 
Nursing, Deputy Director of 
Nursing and Regional Nurse 
Directors providing day to 
day support and guidance to 
Nurse Directors including the 
preparation and response to CIH 
inspections.

The NHS TDA Clinical team have 
supported Nurse Directors and 
their teams to undertake staffing 
reviews of their establishments 
as part of the response to the 
NQB Guidance on Nursing and 
Midwifery staffing as well as 
facilitated peer support and 
spread good practice around 
mitigation guidance. 

Bespoke support for trusts in 
special measures and preparation 
for CIH visits. Learning events on 
CIH and CQC visits.

A bi-monthly clinical bulletin to 
all medical and nurse directors 
in trusts providing information, 
signposting to national issues and 
sharing good practice.

The broader Regional Clinical 
Quality teams, led by Clinical 
Quality Directors and with the 
input of dedicated leads on 
workforce and on infection, 
prevention and control, provide 
support across the NHS TDA’s core 
functions of oversight, approvals 
and development.

NHS TDA’s regional HCAI leads 
support nurse directors through 
targeted infection and prevention 
control visits in partnership with 
CCGs NHSE and PHE.

We have developed a ‘next 
generation’ programme, with 
the NHS Leadership Academy, 
designed to identify and support 
a cohort of senior Nurses who are 
deemed to be almost ready for 
Nurse Director posts to help them 
make that successful transition. 

Annual planning and engagement 
events to offer support and 
engagement on the planning 
guidance.

Support and input of national 
leads on patient experience, 
workforce planning and 
medicines optimisation.

The NHS TDA’s head of patient 
experience supports nurse 
directors and their teams 
to review their approach to 
patient experience using the 
patient experience assessment 
framework, developed by the 
NHS TDA.

Work with first time Nurse 
Directors to consider any bespoke 
support, eg facilitating mentors 
and the establishment of a 
learning set for experienced Nurse 
Directors.

Tailored support and learning 
events across the sector planned 
for the forthcoming year including 
on improving complaints handling 
in the light of the PHSO’s new 
vision and on preparing for nurse 
revalidation.

Working with system wide 
partners including the NMC and 
Royal Colleges to support and 
influence policy and assist nurse 
directors to navigate the system.

Nursing development

3.15 Alongside the broad quality challenge of improving 
services for patients within the financial envelope, 
there are particular issues faced by Nurse Directors 
up and down the country:

• the introduction of Nurse Revalidation;

• the unprecedented transparency brought 
by the safe staffing agenda;

• the challenges of recruitment and retention 
of nurses in the current environment;

• the introduction of a professional duty 
of candour.
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Table 5: Communications and strategy development

Capability and  
capacity building

Connecting with  
senior leaders

Day-to-day support  
and guidance for leaders

Strategic and  
operational reviews

The establishment of a strategy 
director’s network supported by 
a series of regional workshops 
in 2014. This programme will 
continue in 2015-16.

A mentoring programme for 
trust communications teams 
has been developed by the NHS 
TDA. Experienced mentors have 
been selected from a range of 
organisations across the NHS to 
provide support and development 
opportunities for the future 
leaders across communications 
and engagement teams in trusts.

The NHS TDA has four dedicated 
regional communications advisors 
supported by the head of 
communications and the director 
of communications providing 
support and advice on all aspects 
of effective media handling and 
wider patient and stakeholder 
engagement. In addition the NHS 
TDA’s head of communications 
development is responsible for 
identifying and supporting the 
wider development needs of 
teams in trusts.

A number of boards have 
requested a ‘deep dive’ review 
of the communication and 
engagement provision in their 
organisations. This has identified 
strengths and weaknesses and 
allowed trust boards to ensure 
they take a robust approach 
to good communication and 
engagement across the patient, 
staff & stakeholder groups in 
addition to providing complete 
assurance of the quality of 
services and care across their 
organisations.

Joint events with partner 
organisations (Monitor & NHSE) 
covering key strategic priorities.

A training workshop programme 
has been developed to 
support communication and 
engagement leads on all aspects 
of communications including 
marketing, patient engagement, 
corporate social responsibility, 
stakeholder relations, branding 
and media relations.

NHS TDA support in identifying 
and providing future learning 
opportunities leading to 
the award of an academic 
qualification in healthcare 
communication and engagement 
is in development. 

Communications and strategy development

3.16 Every organisation has development needs and for 
NHS trusts the extremely challenging environment 
that they face means that those development 
needs are likely to be both far ranging and critical 
to the success of the trust. A clear and well thought 
out strategy will help achieve the vision, principles 
and values of the NHS by sustaining safe, effective 
patient care. It is also essential that that strategy 
and the values that underpin it are coherently 
communicated to patients, staff, communities and 
partner organisations to maintain confidence in the 
provision of care and services to those who come 
into contact with the trusts.
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Table 6: Finance development

Capability and  
capacity building

Connecting with  
senior leaders

Day-to-day support  
and guidance for leaders

Strategic and  
operational reviews

The NHS TDA supports all finance director 
appointments in trusts and identifies interim 
leaders to support trusts.

Working in partnership with the healthcare 
financial management association (HfMA), 
the NHS TDA provides practical resource, 
insightful thought, leadership, personal 
growth and CPD in addition to access to an 
influential support network.

A rolling programme of  
monthly meetings with the  
NHS TDA director of finance  
(FD) and trust FDs.

Finance ‘clinics’ are held in  
trusts and accessible to all 
providing an opportunity for 
advice and guidance.

Formal observations of trust 
finance committees, audit 
committees and board 
meetings.

NHS TDA benchmarking tool to assist trusts 
with application reference costs.

1:1 meetings to discuss 
structures, recovery plans  
and give general support  
and advice.

Each trust is assigned a 
Business Director to both 
support them in managing 
day to day financial pressures 
but also to help them develop 
more robust medium to long-
term financial plans.

Stress testing of financial  
recovery plans to confirm level  
of operational engagement  
and ownership.

A series of 2015/16 planning sessions aimed 
at deputy directors of finance to support the 
development of resilient plans.

Team meetings to undertake 
a review of long term financial 
model.

Fortnightly monitoring calls to discuss 
financial recovery plans.

Monthly calls between NHS  
TDA’s deputy FD and trusts to 
review the YTD position and 
identify risks.

Support with capacity and demand planning.

Support and advice on budgets.

Support and advice on service level reporting 
and reference costs – reconciliation. 

Finance 

3.17 The combination of a tighter financial environment 
and rising expectations create a real and ever 
present challenge for trust boards. As we approach 
a new financial year, NHS trust boards will need 
to have an even sharper focus on the long-term 
than has previously been required to ensure they 
can deliver sustainable high quality services for the 
patients and communities they serve.
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Chief Operating Officer and HR/OD development

3.18 The role of Chief Operating Officers in NHS providers is a pivotal one – their leadership in 
supporting the smooth running of an NHS trust is essential to every organisation’s potential  
to succeed. Over the coming months, the NHS TDA will design a professional leadership 
programme for COOs, with targeted support to enable them both to connect better as a 
leadership group but also to share and learn from best practice. We will also do the same for  
HR/Organisational Development leads in NHS trusts. 

Workforce Assurance

3.19 The ability to undertake effective workforce planning and monitoring next year will, to a large 
degree, define our success both individually and collectively as a trust sector. We know that in 
this year the environment around safe staffing has changed dramatically– with in-year pressures 
on provider organisations to attract, in particular, new nursing staff – something which has led to 
greater reliance on agency staffing and has led to a number of NHS trusts looking overseas for 
new staff. 

3.20 Throughout 2015/16, additional pressures will be faced by NHS trusts who look to respond to 
additional commissioning intentions such as making progress on the standards that underpin 
the national shift to seven day working. We are clear about our expectations of organisations in 
relation to workforce planning for 2015/16 – a robust and affordable workforce plan to deliver 
safe services, triangulated with finance and activity plans, signed off by the Board and monitored 
closely in-year with a range of key performance metrics.

3.21 We are committed to supporting organisations with this process, starting with the planning 
cycle but continuing into our oversight throughout the year through:

• Ensuring our support and challenge on workforce is co-ordinated across the NHS TDA’s 
workforce and finance teams to ensure a single view is provided;

• The development of a ‘triangulation tool’ to assist the planning process. Trusts will provide 
their workforce and finance planning returns through a single spreadsheet tool which is 
provided as part of the suite of finance planning materials and will allow trusts and the 
NHS TDA to perform a series of triangulation tests to identify how well finance, activity and 
workforce are aligned;

• A new ‘benchmarking tool’ for NHS trusts to assist in-year analysis of delivery of key 
workforce metrics against peer groups at trust level. It will enable organisations to both track 
their plan delivery in-year and to compare their performance across a range of workforce, 
finance, activity and quality metrics, to their peers. This tool builds on and replaces the 
previous workforce assurance tool and trusts can begin using it from the start of the financial 
year. We expect all organisations to use this and it will form the basis of the monthly in-year 
conversations between the NHS TDA and trusts through established oversight mechanisms 
such as Integrated Delivery Meetings (IDM);

• Enhancing our day to day support on workforce issues. We are working with cohorts of 
trusts to support them to better manage workforce pressures through a series of events and 
workshops. These will be both sector specific to acknowledge the particular challenges faced 
by different trust types but also across broader common themes such as getting the most out 
of the Electronic Staff record. These events will be supported by the new regional workforce 
team employed by the NHS TDA to support NHS trust front-line staff.

Themed improvement support programmes

3.22 Many of the more fundamental issues facing NHS trusts cannot be fixed overnight, and indeed, 
many problems require a broader local systems solution not just changes and improvements in 
provider organisations.

3.23 Over the last year, as well as supporting NHS trusts to develop and deliver their five year plans, 
the NHS TDA has been working with NHS trusts to identify what their key development needs are. 

3.24 This approach – having a national overview of the development needs of NHS trusts – enables the 
NHS TDA, for the first time, to bring organisations from different parts of the country together 
to tackle key underlying issues across a range of different providers that, if supported to improve, 
could see significant improvement in efficiency and effectiveness over the medium term. 

3.25 Those issues range from, on the clinical side, improving flow through hospitals, modernising 
the emergency care pathway and developing more effective ways of managing clinical staffing, 
through to more operational issues such as improved estates management, more effective 
procurement and enhanced staff engagement and communication. 
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3.26 During 2015/16 the NHS TDA will identify a number of key areas to support cohorts of 
NHS trusts with a more detailed programme of development and support. The NHS TDA  
will use experts within and work with those who have a track record in the area chosen.  
These programmes will be run in conjunction with the NHS TDA teams to ensure the  
programmes make a difference to patients.

Intensive, long-term support

3.27 Creating opportunities for professional leadership development and themed programmes 
of support will help a number of organisations to learn from best practice and each other to 
address particular issues that they face.

3.28 However, to secure organisation-wide improvement in a sustainable way, some NHS trusts 
are going to need much more intensive support to deliver a more fundamental step-change  
in the way they operate to help them change their operating model and improve the culture  
in which they work.

3.29 There are, globally, examples where this has been achieved, for example: 

• Virginia Mason Hospital in Seattle, USA, has, over the last decade, developed the Virginia 
Mason Production System – a system-wide programme to change the way healthcare is 
delivered to improve patient safety and quality as well as becoming more efficient and 
effective. Based on the basic tenets of the Toyota Production System and lean methodology, 
the hospital has successfully delivered significant improvements in patient care, patient  
safety and efficiency since introducing the system in the early 2000s.

• The Institute for Healthcare Improvement has developed an approach to supporting 
healthcare providers to address affordability and sustainability through quality improvement, 
and is globally recognised for the work it has done on healthcare improvement science

3.30 A range of other organisations, such as UNIPART, Geisinger, and AMEOS, have also developed 
approaches to support healthcare providers to more fundamentally change their management 
systems and processes to become more efficient and effective over time.

3.31 In recognising the scale of the challenge that some organisations face and also in 
acknowledging that large-scale sustainable change cannot be achieved overnight, the  
NHS TDA will partner five NHS trusts with a leading-edge health improvement organisation  
for five years.

3.32 All NHS trusts will be invited to put themselves forward to be a part of the programme, 
and a selection process, which will focus on the suitability both of the organisation and of  
the leadership team to embrace new ways of working. 

3.33 While the successful organisations may, during the time of the programme, go on to achieve 
foundation trust status, it will be important in order to realise the full benefits of this approach  
that they continue to be able to participate in the programme until its conclusion. 

3.34 A higher ambition for the programme will be in developing a management approach that 
delivers large-scale, whole-hospital improvements that can be shared across other NHS 
organisations.

Well-led assessments

3.35 In addition to creating these specific development opportunities for NHS trusts, the NHS TDA 
is keen to shift its own day-to-day interactions with trusts onto a more developmental footing.  
This is a difficult task in the current very challenging operational environment, but is critical if we 
are to understand and enable the long-term improvements which are needed across the sector.

3.36 To support this, the NHS TDA published along with Monitor and the CQC earlier in 2014/15 an 
aligned Well-led Framework, providing a single shared approach to assessing provider leadership. 
The NHS TDA is now working to develop an assessment process for understanding how well NHS 
trusts are performing against the framework. By doing this work ourselves, we hope both to gain  
a deeper understanding of the issues facing our trusts and to help the NHS TDA’s own staff to 
work in a more developmental way. 
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4.1 The aspiration of the NHS TDA remains a simple one: to support NHS trusts to deliver high quality, 
sustainable services for the patients and communities they serve. The provision of services that are 
clinically and financially sustainable remains the basis for becoming a foundation trust and the NHS 
TDA will support NHS trusts to achieve foundation status or to find a suitable alternative solution. 

4.2 The operational plans which NHS trusts are developing for submission in May 2015 will bring into 
sharp relief the challenges of achieving sustainability in the current environment. However, we also 
expect this element of the planning process to bring fresh impetus to the pursuit of sustainability 
by NHS trusts as local health economies agree new and more radical approaches to meet the 
challenges ahead.

4.3 It remains vital that as NHS trusts move towards a sustainable form – whether that is through 
a successful foundation trust application or through a transaction – the NHS TDA has assurance 
that there is a clear plan in place to maintain the delivery of sustainable, high quality services. This 
section of the Accountability Framework therefore sets out the approach to approving foundation 
trust applications and proposed organisational transactions.

4.4 To support trusts on their journey towards sustainability, the NHS TDA will retain its role in relation 
to capital investments and proposed disposals. Guiding principles and details of the approvals 
process for capital investments are set out below.

approvals model
Changes to the foundation trust assessment process

4.5 The Accountability Framework 2014/15 saw the introduction of a number of significant changes 
to the foundation trust assessment process, including the option to bring forward Monitor’s 
assessment of quality governance and the embedding of public and patient engagement more 
thoroughly into the process. 

4.6 The introduction of a full inspection by the Chief Inspector of Hospitals also saw a number of 
organisations assessed by the CQC, with six trusts ultimately becoming foundation trusts during  
the financial year 2014/15. 

4.7 In 2015/16, the NHS TDA will work closely with our national partners, including Monitor and 
the CQC to:

• Implement a single Well-led Framework to align the different assessments of culture, 
leadership and governance undertaken by the NHS TDA, Monitor and CQC. This will build 
on and replace the Quality Governance Framework and the Board Governance Assurance 
Framework. It is aligned with CQC’s new inspection regime to create a single definition of a 
well-led organisation for NHS providers; and
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Figure 4: Summary of revised foundation trust approvals process

NHS TDA works 
with NHS trust 
to undertake 
diagnostics 
and formulate 
development plans. 
Development of FT 
application begins.

NHS TDA works 
with NHS trust to 
make improvements 
identified in Stage 1 
and further develop 
FT application.  
Trust expected to  
be at level 4 or 5  
of oversight system.

NHS TDA board 
reviews full 
application – 
including CIH 
rating – and takes 
decision on whether 
to support referral 
of application to 
Monitor.

Monitor assesses 
application and 
takes decision 
on whether to 
authorise the 
trust to become a 
foundation trust.

Stage 1: 

Diagnosis and 

preparation
Stage 2: 

Development 

and assurance Stage 3: 

NHS TDA approval 

and referral
Monitor 

assessment 

stage

On-going improvement and development process between the NHS TDA and NHS trusts;  
trust remains part of NHS TDA’s oversight regime until authorisation as an FT takes place.

• Streamline the different aspects of financial assessment, replacing Historic Due Diligence 

(HDD) with an Independent Financial Review (IFR). This will ensure that assessments occur at 
the most appropriate point in the process, reduce the need for repeat assessments and offer 
as independent and realistic an insight into the financial situation of the trust as possible.

4.8 Whilst the fundamental requirements for FT status as set out in Monitor’s Guide for Applicants 
remain consistent – centred on high quality services; sound strategic and business planning and 
strong governance and leadership – we have worked to ensure that the assessment process can 
work in an effective way. 

4.9 Our updated model reconfirms that:

• NHS trusts will work with the NHS TDA to ensure they are ready for the assessment process 
and are providing high quality services underpinned by a strong business plan. The NHS TDA 
will provide development and support for NHS trusts, alongside its routine oversight, to help 
them prepare for the assessment process;

• Trusts that meet the CQC’s requirements and which receive an overall rating of ‘Good’ or 

‘Outstanding’, will move forward in the application process, culminating in consideration by 
the NHS TDA board. The NHS TDA board will assess the organisation’s overall readiness for  
FT status, including its business plan, long term financial model, the consultation responses 
and external assurance reports. If the NHS TDA board is satisfied that the trust is ready to 
proceed then it will offer its support, on behalf of the Secretary of State, for the organisation 
to move to Monitor for assessment. The NHS TDA will aim to reach a decision on applications 
as soon as possible after the CQC report is published and will aim to give that approval within 
six weeks of publication, even where that requires the NHS TDA to hold a special board 
meeting. Organisations already with Monitor for assessment will receive their CQC inspection 
during the Monitor phase and will not be required to go back to the NHS TDA for approval;

• Monitor will then undertake its assessment process as set out in the Guide for Applicants 
to determine whether the organisation should be authorised as a foundation trust. Monitor 
has agreed that they will normally aim to reach a decision on an application within four to six 
months of receiving a referral from the NHS TDA.

4.10 The core standards required to achieve foundation trust status are not changing but the way in 
which they are assessed is being streamlined. The NHS TDA will adopt a flexible approach as these 
new tools are being implemented, so that trusts that have recently carried out assessments using 
existing tools will be able to continue with their applications, provided that the necessary criteria 
have been met. 

4.11 A summary of the approach to the approvals process is set out in Figure 4.
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Overview of the revised foundation trust assessment process

4.12 The model in Figure 5 summarises in more detail the NHS TDA process for the development 
and assurance of foundation trust applications. It provides NHS trusts and NHS TDA staff with 
a clear and transparent process that will be used to support NHS trusts to achieve the ambition 
providing clinically and financially sustainable services, thereby becoming foundation trusts.  
The process outlined is a model process and NHS TDA Delivery and Development teams have  
the flexibility to alter the order of the process in order to meet the local circumstances of that 
particular trust if appropriate. 

4.13 The guidance should be read in conjunction with the accompanying NHS TDA supporting 
guidance and Monitors’ Applying for NHS Foundation Trust status: Guide for Applicants which sets 
out in full the NHS foundation trust application process. In contrast, this document sets out the 
specific steps the NHS TDA will take to gain assurance about the clinical and financial sustainability 
of applications.

4.14 The NHS TDA’s role is to ensure, on behalf of the Secretary of State, that aspirant FTs are ready 
to proceed to assessment by Monitor. In line with the recommendations of the Francis Inquiry, 
the achievement of FT status will only be possible for NHS trusts that are delivering the key 
fundamentals of clinical quality, good patient experience and national and local standards and 
targets, within the available financial resources. In Stage 2 of the application process and to align 
with Monitor’s Guide for Applicants, the NHS TDA will calculate and assess ‘shadow ratings’ as 
outlined in Monitor’s Risk Assessment Framework. 

4.15 With the Chief Inspector of Hospitals being the arbiter of whether those fundamental standards 
are being delivered, the role of the NHS TDA in relation to quality is one of development and 
oversight. The approach to development set out in this Accountability Framework shows how the 
NHS TDA will work closely with trusts to support their preparations for inspection and approval. 
This will help to ensure that not only are services for patients safe, effective, caring, responsive and 
well-led but also clinically and financially sustainable.

4.16 The NHS TDA will follow a development, application and approval process that involves the 
following three stages:

• Stage 1: Diagnosis and preparation: This stage involves the trust and the NHS TDA establishing 
a baseline of the quality, safety and sustainability of the aspirant foundation trust. Baseline 
performance will be established in relation to quality through a NHS TDA-led desktop review; 

an initial self-assessment of the trust against the Well-led Framework; and finance through 
phase one of the Independent Financial Review. These baseline reviews will inform action and 
development plans for trusts to support continuous improvement. The preparations for public 
consultation will need to be strengthened in line with the response to the Francis Inquiry, 
to ensure that trusts are explicitly asking about the quality of the care they provide. Stage 1 
culminates in the decision, agreed by the applicant and the NHS TDA, to proceed to public 
consultation on the application;

• Stage 2: Development and assurance: This stage involves the submission of key documents to 
the NHS TDA and the testing and scrutiny of trust plans, systems, processes and governance. 
It includes a focused period of improvement and support based on the action and 
development plans produced in Stage 1. Stage 2 currently includes an external assessment 
against the new framework for well-led providers – the NHS TDA is currently conducting a 
pilot programme to ascertain whether this assessment will be conducted by the NHS TDA 
or by a third party. This stage also includes Phase 2 of the Independent Financial Review 
and, critically, initiating the process that will conclude with a comprehensive inspection by 
the Chief Inspector of Hospitals. Stage 2 culminates in the decision, following the NHS TDA 
readiness review, to proceed to consideration for approval by the NHS TDA board;

• Stage 3: Approval and referral to Monitor: This stage involves the consideration of the 
application, including the results of the inspection by the Chief Inspector of Hospitals, at 
a formal board to board meeting followed by the NHS TDA board. Stage 3 culminates in 
the decision by the NHS TDA board about whether the trust is ready to undergo a detailed 
assessment by Monitor.

4.17 NHS TDA Delivery and Development teams will oversee the work on an FT application and ensure 
that NHS trusts have the support in place to move through the different stages of the processes. 

4.18 Further details and templates for the development, application and approval process for FT 
applications are set out in supporting guidance to accompany the Accountability Framework. 
The supporting guidance and tools are posted on the NHS TDA website and updated as required 
to assist in the development of successful applications.

4.19 If NHS trusts encounter difficulties during the application process, an assessment will be made on a 
case-by-case basis about the elements of the assurance process that will need to be repeated.
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Figure 5: Stage 1 – Diagnosis and preparation (see Appendix 1 for detail)
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Figure 6: Stage 2 – Development and assurance (see Appendix 1 for detail)
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Figure 7: Stage 3 – Approval and referral to Monitor (see Appendix 1 for detail)
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assessment by Monitor

Submission to Monitor 
of FT application

NHS TDA action

External inputs

NHS trust action

Decision point

NHS TDA review of final assurance documents 
including review of follow up action  

from Readiness Review 

NHS TDA prepares final set 
of documents for board-to-
board and NHS TDA board

NHS TDA Executive Team  Board-to-board 

Report by Chief Inspector  
of Hospitals published 
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Taking forward sustainable solutions: the transactions approval process

4.20 The NHS TDA is responsible for ensuring that all NHS trusts achieve a sustainable organisational 
form. Where a trust cannot achieve sustainability as a foundation trust in its current form, a  
range of transactions will be considered to achieve sustainability. These include those brought 
together under The Dalton Review, Examining New Options for Providers of NHS Care, published 
in December 2014. The Dalton Review set out a number of potential alternative forms that  
NHS trusts could adopt to improve sustainability and services to patients. 

4.21 This section summarises the standardised NHS TDA process for the development and assurance of 
NHS trust plans to achieve high quality, safe, sustainable services through a formal arrangement, 
partnership or transaction.

4.22 A Partnership may be an informal or formal agreement between trusts or other organisations, 
from buddying to long term strategic alliances. Ownership will typically be retained by each partner 
organisation who will share resources, skills, capabilities or possibly assets. A transaction may take 
different forms but will always involves a transfer in the ownership of assets and liabilities and/or 
a business/service from one organisation to another. In the NHS many transactions have taken the 
form of mergers (e.g. between NHS trusts) or acquisitions (e.g. by an FT of an NHS trust).

4.23 The Dalton Review summarises a range of alternative organisational forms and a description 
of the different forms of transactions is included in the supporting guidance that accompanies 
this framework. Alternative organisational forms will vary widely. Any trust wishing to explore 
these opportunities should contact the NHS TDA at the earliest possible opportunity for advice 
and support. Where arrangements are expected to be formal and of a duration of more than 
12 months, or potentially be considered novel and contentious, trusts will be expected to follow 
the same Gateway approach as set out in this framework for transactions. In every case where a 
transaction involves the acquisition of an NHS trust, the NHS TDA is the vendor, with responsibility 
for overseeing and assuring all aspects of the process.

4.24 This Accountability Framework confirms the clear set of principles that will be used to assist 
local teams in following best practice and achieving good value for money in the transfer of an 
NHS asset/business to a new owner. 

4.25 The transaction process for NHS trusts is structured around the following four gateways, 
illustrated in Figure 8: 

• Gateway 1 – Entering the transactions pipeline: This gateway is when the NHS TDA starts 
the transaction process, because the trust is not able to achieve foundation trust status 
in its current form. The Gateway 1 review will include consideration of the alternatives to 
pursuing a transaction within the context of the five year plan for the trust. Trusts unable to 
demonstrate a viable FT solution to the NHS TDA will enter the ‘transactions pipeline’.

• Gateway 2 – Agreeing the form of procurement: This gateway is when the NHS TDA takes 
a decision about the appropriate form of procurement. An option appraisal will be carried 
out to assess the range of alternative procurement approaches, the transaction types will be 
evaluated and the strategic marketing approach of the NHS TDA will be considered in order 
to secure best value from the transaction. This may include issues of timing and commissioner 
strategy associated with significant service changes that are required.

• Gateway 3 – The choice of preferred solution: This gateway is when the decision is made 
to proceed with a preferred solution following the procurement process. The first step 
is to gain approval from the NHS TDA board for the preferred partner arising from the 
procurement. This would be followed by the detailed development of a business case, the 
clinical and quality strategy, competition assessments, a Long Term Financial Model, letter 
of commissioner and clinical support, signed Heads of Terms including agreed funding 
commitments and an outline implementation plan. Once sufficient assurances are in place, 
the NHS TDA board will be asked to approve the completion of Gateway 3.

• Gateway 4 – Decision to implement the preferred solution: After all the due diligence, legal, 
commercial and external reviews (including Monitor, and the Competition and Markets 
Authority if necessary) have been concluded, this gateway is the final decision-making 
step. It includes finalised contract terms or a Transaction Agreement setting out the final 
arrangements for implementing the transaction. This is equivalent to a ‘Full Business Case’ 
described in the DH Transactions Manual and culminates in the NHS TDA’s recommendation 
to the Secretary of State to make the legal changes necessary to finalise the transaction.
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Figure 8: Overview of the transactions process – Key Decision Points

Gateway 1: 
Entering the 
transactions 
pipeline 

• A decision that a 
trust is not going 
to be able to 
develop a viable 
FT application, 
without a 
transactions 
partner

• Grounded in 
strategic and 
operational plans

• Entry Gateway

Gateway 2: 
Agreeing the  
form of 
procurement

• A decision on 
the procurement 
route to find 
a transaction 
partner

• Options  
appraisal

Gateway 3:  
The choice  
of preferred 
solution

• A decision on  
the preferred 
solution

• Business case

Gateway 4: 
Decision to 
implement the 
preferred solution

• Full Business  
Case following 
external 
assurance  
(e.g. NHS 
England,  
FT board, 
Monitor, 
competition 
authorities)

• Final approval by 
Secretary of State

NHS trust board retains its focus on the quality and safety of services

4.26 NHS TDA Delivery and Development teams will oversee the transactions process for NHS 
trusts and ensure that trusts have access to the support needed to move through the different 
elements of the process. The overall approach is set out in Figure 8. 

4.27 As needed during the transaction process, Health Gateway reviews will be commissioned by 
the NHS TDA, tailored to the specific timetable for each transaction, to gain assurance about the 
robustness of the project management processes.

4.28 Further details of the procurement, decision-making and approval process for transactions are set 
out in the supporting guidance to accompany the Accountability Framework which will be posted 
on the NHS TDA website. The lessons from previous and existing transactions will continue to be 
used by the NHS TDA to inform and develop its approach as vendor to future transactions.

4.29 The NHS TDA board is clear that a transaction must only be pursued if it can be shown to improve 
the quality of healthcare available to patients and value for money for the taxpayer. These benefits 
are likely to be both in terms of improving current standards of care to patients and financial 
benefits.

4.30 Before embarking on a transaction approach, it is therefore essential that local stakeholders 
(especially NHS commissioning bodies) and the NHS TDA board have assurance that the transaction 
is the most beneficial way to improve the quality, delivery and sustainability of services for the local 
population.

4.31 While a transaction process is underway for the future, it is vital that the NHS trust board retains its 
focus on present-day delivery. This means driving forward improvements in the quality and safety 
of services, managing within the resources available and continuing to seek sustainable solutions 
for services. Whatever the transaction solution in the future, the trust board, staff and stakeholders 
need to continue to make every effort to address the underlying issues that have led to the 
transaction proposal. This focus on improvement now will also help to ensure the success of the 
transaction in the future.
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Sustainable Capital Investments

Capital Investment: Guiding Principles

4.32 The NHS TDA requires NHS trusts to adhere to the Department of Health Capital Investment 
Manual in the production of capital investment business cases. In line with the the manual, 
the NHS TDA requires that all business cases are based upon the five-case model for business  
case production. Each investment proposal must therefore cover the following aspects:

• strategic;

• economic;

• financial;

• commercial;

• management.

4.33 The NHS TDA will require assurance that a capital investment business case has been through 
an appropriate level of scrutiny and governance within the NHS trust proposing the investment, 
before the case is submitted to the NHS TDA.

4.34 Detailed guidance for NHS trusts regarding the NHS capital regime, capital business case 
approvals and funding application process has been produced and issued to organisations.  
The detailed operating guidance covers:

• background and details of the NHS capital regime including technical financial guidance;

• delegated limits for NHS trusts for capital investment business case approvals. NHS trusts 
have the authority to approve capital business cases within agreed thresholds before NHS 
TDA approval is required;

• a summary of the expected key stage documentation and associated information 
requirements that NHS trusts must comply with when submitting capital business cases to 
the NHS TDA for approval. All NHS trusts will be required to submit a business case and a 
business case checklist in a prescribed format;

• capital planning requirements.

4.35 Recommendations from the directors of delivery and development will be made for capital 
business case investment proposals put forward by NHS trusts within their portfolio to the NHS 
TDA approving officer or group in line with the NHS TDA approvals process.

Capital Investment Approvals

4.36 The NHS TDA has the responsibility for approving all significant capital investments proposed 
by NHS trusts up to a limit that has been delegated to the NHS TDA by the Department of Health  
– a key element of helping to ensure NHS trusts are sustainable in the medium-to long term. 
Capital investment and disposal proposals over a value of £50m will require NHS TDA, Department 
of Health and HM Treasury approval for all stages of the business case.

4.37 When assessing investment proposals, the NHS TDA will consider whether they are consistent 
with the trust’s clinical strategy and ensure that they clearly demonstrate a high level of 
engagement with the clinical staff within the organisation and the wider health economy where 
applicable. Capital schemes can substantially improve the way care is delivered for patients.
However developments can be complex and for this reason effective clinical leadership and 
stakeholder engagement is key to successful delivery and realising anticipated benefits. Clinical 
staff and teams have a significant contribution to make, and a consistent and collaborative 
approach to clinical quality review of capital business cases is therefore used, as part of the wider 
holistic evaluation of capital investment proposals.

4.38  We will look closely at the quality, safety, productivity, affordability, value for money and workforce 
implications associated with any investment proposal, as well as ensuring that any applications 
help ensure the sustainability of the wider local health economy. Importantly, we will also 
closely examine whether the NHS trust has the resource and capacity to deliver the investment 
programme it is proposing within a realistic timescale.

4.39 Capital Investment loans will be available to NHS trusts to support capital investment. Applications 
for capital investment loans will need NHS TDA review and approval before they are passed on to 
the Independent Trust Financing Facility for final approval. Details of the NHS TDA’s process for  
NHS trusts to access capital investment loans is set out in separate NHS TDA financing guidance.
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Action Requirements/other information Practices/tools to be used Output

What the trust will do

Undertake self-assessments and begin 
production of key documents in line with 
the Applying for NHS Foundation Trust 
Status: Guide for Applicants

• Begin production of Integrated Business Plans (IBPs) / Long-Term 
Financial Models (LTFMs) including initial 2-year rolling Cost Improvement 
Programmes (CIPs) and associated Quality Impact Assessment (QIA) reports

•  Undertake self-assessments against the Well-led Framework

• Documentation and templates 
provided as part of the Well-led 
Framework

•  Standard template IBP Review and 
Feedback (see supporting guidance)

•  Draft IBPs and LTFMs submitted to 
the NHS TDA 

•   In addition, the trust Chair, CEO and 
Medical and Nursing Directors will 
participate in a feedback meeting 
with the NHS TDA Delivery and 
Development team following review  
of key drafts

• Completed self-assessments against 
the Well-led Framework in place

•  Initial drafts of IBPs/LTFMs including 
initial CIP plans in place

•  The trust would be expected to 
develop action plans where there are 
issues or concerns

Trust commences Phase 1 of the 
Independent Financial Review (IFR) and 
prepares improvement action plan in 
response to IFR findings

• Phase 1 review undertaken by independent accounting firm

•  The purpose and scope of IFR Phase 1 is to give the trust and the 
NHS TDA a diagnostic assessment of  financial reporting procedures  
and the consequent action plan

• IFR Phase 1 report

•  Trust action plan developed in 
response and shared with the  
NHS TDA

•  Indicative date set for Phase 2 IFR 

Trust prepares and submits documents 
and supporting strategy for public 
consultation on the proposed foundation 
trust application

• The trust’s public consultation document explicitly seeks public views on 
the quality of its services and it is able to demonstrate to the NHS TDA how  
the trust has responded to feedback on the quality of its services

• Associated communications plans, including patient and public engagement 
and involvement strategy

• Submission of final consultation 
documents to NHS TDA for approval

Stage 1: Diagnosis and preparation
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What the NHS TDA will do

NHS TDA introductory meeting with  
Chair and CEO, Medical and Nurse 
Directors and FT director of the applicant 
trust as appropriate

• Discussion to include top level/key milestones that underpin the trajectory 
to foundation trust status

•  See template for NHS TDA and trust attendance

• Standard introductory meeting 
template (see supporting guidance)

• Agreed set of detailed milestones 
including draft timetable and plans  
for IBP/LTFM submissions

•  Agree any external support 
requirements

The NHS TDA Delivery and Development  
and Quality teams to undertake a 
Desktop Review of quality 

• NHS TDA clinical quality team to map the current position of the trust against 
the Care Quality Commission’s (CQC’s) five themes to identify any development 
needs in advance of the future Chief Inspector of Hospitals (CIH) inspection,  
with the input and involvement of the trust

• Standard set of information required 
for Desktop Review 

• Baseline established

•  Written feedback from NHS TDA to 
trust recording agreed key conclusions 
and any development needs

Initial board interviews • To be undertaken in pairs by NHS TDA team members

•  Interviews conducted with voting members only

•  To test the understanding of the key issues in the organisation and the ability 
to respond appropriately to these

•  For both executive and non-executive directors, the interviews should focus on:
–  corporate objectives 
–  portfolio relevant/specific issues to role on board 
–  workforce strategy / assurance 
–  staff / clinical engagement and culture of the organisation

• NHS TDA to use standard questions in 
relation to each key area for interviews

• Written feedback to chair covering 
broad themes  

Initial board observation • To be undertaken in pairs or more dependent on issues

•  One of the pair should have experience of working at board level

•  Verbal and written feedback to chair and chief executive including actions

•  NHS TDA to have reviewed papers ahead of board

• Board observation template • Written feedback to chair (within 3 
weeks of board) and option to follow 
up with verbal feedback

•  External support for improving board 
governance if required

Stage 1: Diagnosis and preparation
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What the NHS TDA will do

Initial interviews with commissioners and 
other purchasing organisations, e.g. local 
authorities and specialist commissioners 
(where relevant)

• Discussions to understand commissioner perspective on trust alongside 
commissioners’ own performance

•  To be undertaken by NHS TDA team with commissioner executive representation

•  Commissioners who represent 25% or more of income of trust must be 
interviewed. Other commissioners can be interviewed in line with local 
requirements e.g. national centres may need interviews with a wider range  
of commissioners

• Template for initial interviews with 
commissioners and other purchasing 
organisations – issues to be covered 
and feedback (see supporting 
guidance)

• NHS TDA to have clear understanding 
of commissioner perspective of the 
trust’s journey to FT status, in particular 
the alignment of clinical strategies and 
activity assumptions

Decision point: NHS TDA Director of 
Delivery and Development signs off 
documents and supporting strategy for 
public consultation

• NHS TDA Delivery and Development Team hold a feedback meeting with 
trust Chair, CEO and Medical and Nursing Directors following review of draft 
application documents

• NHS TDA to review and sign off documentation and supporting strategy for 
public consultation on proposed foundation trust application

• Timing of consultation to be 
determined in discussion with the  
NHS TDA

• NHS TDA approval to commence 
consultation  

Stage 1: Diagnosis and preparation (continued)
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What the trust will do

Proceed to an early review of the Quality  
elements of the Well-led Framework by 
Monitor. Prepare response to findings

•  Monitor assessment of whether or not the trust’s quality governance is 
robust and effective, and identification of areas for improvement

•  The Well-led Framework • Well-led Framework assessment report
•  Trust action plan against findings 

of report 
•  Report and action plan submitted 

to NHS TDA for review and feedback

Proceed to third party review of  
trust self-assessment against the Well-led 
Framework and prepare response to 
findings

•  Independent view given against the Well-led Framework
•  NHS TDA to review and provide feedback on trust response to findings 

•  Well-led Framework processes 
and documentation to be used 

• Third party report shared with 
NHS TDA

•  Action plan against findings of report

Prepare for review by Chief Inspector  
of Hospitals (CIH)

•  Aspirant trusts will be inspected alongside other organisations as part of the 
CIH’s routine programme. An overall rating of ‘Good’ or ‘Outstanding’ will be 
required to pass to the next stage of the assessment process 

•  CQC guidance and associated tools 
are available at www.cqc.org.uk

• Preparations in place for inspection 
by the Chief Inspector of Hospitals, 
including a confirmed date

Formal submission of key FT application  
documents to TDA and preparation to 
inform FT readiness review meeting

The NHS TDA will require the following documentation to be provided by the  
trust one month in advance of readiness review meeting:

•  Full draft IBP and LTFM including CIPs (with evidence of QIAs and including 
initial downside modelling)

•  Clinical risk register 

•  Clinical Strategy including Quality Accounts and CQC registration profile 
which provides assurance that the workforce is commensurate with the delivery 
of high quality and safe patient care

•  Integrated Workforce Strategy which is aligned to Quality and Financial plans

•  Underpinning strategies:, Estates, IT, Membership (including Membership report)

•  Results of self-assessments and external assessments against the Well-led 
Framework

•  Final public consultation outcome (including Governance rationale) and 
associated communications plans etc as agreed by the trust board

•  FT programme risk register including Board Assurance Framework

•  Quality Accounts 

•  Media analysis identifying issues and actions plans

The following tools and templates are 
available (see supporting guidance):

•  IBP review and feedback template

•  Standard assurance report for 
readiness review

•  Monitor guidance and associated 
tools, as available in Applying for NHS 
Foundation Trust Status: Guide for 
Applicants

• All documents in place for readiness 
review meeting

Stage 2: Development and application
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Action Requirements/other information Practices/tools to be used Output

What the trust will do

Following the readiness review the  
trust will develop further iterations of  
key documents

Further iterations of key documents to be submitted to NHS TDA including:

•  Full draft IBP and LTFM including CIPs and associated QIAs 
(including downside modelling)

•  Integrated Workforce Strategy which is aligned to quality and financial plans

•  Underpinning strategies: estates, IT, membership

•  Independent third party reports: Well-led Framework

•  FT programme risk register including Board Assurance Framework

•  Monitor guidance and associated 
tools, as available in Applying for NHS 
Foundation Trust Status: Guide for 
Applicants

• Feedback to the trust as necessary 
on the application document

Delivery of FT action plans by the trust 
with updates to the NHS TDA

•  Updates on action plans including from IFR Phase 1, the Well-led Framework, 
Quality accounts and service performance 

•  Compliance with CQC standards, Monitor risk ratings and Quality Indicators

•  On-going review of the development of a rolling two-year (minimum) detailed 
programme of CIPs and the associated QIAs 

•  Monitor/Audit Commission CIP 
guidance  
to inform CIP development 

• Feedback to trust as necessary

•  Assessment of action plans to 
inform assurance of trust against  
FT programme deliverables

Observe board and trust board sub-
committees including finance and quality 
sub-committees

•  To be undertaken in pairs or more dependent on issues

•  One of the pair should have experience of working at board level or with boards

•  Verbal and written feedback to chair, CEO, medical and nurse directors 
including actions

•  NHS TDA to have reviewed papers ahead of board

•  Board and sub-committee observation 
template 

• Written feedback to chair (within 3 
weeks of board) and option to follow 
up with verbal feedback

•  Results to inform board-to-board 
meeting and questions

Interview with commissioners •  Commissioners who represent 25% or more of income of trust must be 
interviewed. Other commissioners are in line with local requirements  
e.g. national centres may need interviews with a wider range of commissioners

• Discussions to understand commissioner perspective on trust 
alongside implications for trust of commissioners’ financial health

• Discuss the commissioner support letter that is provided

•  Standard interview and feedback 
template (see supporting guidance)

• Draw in other NHS TDA colleagues 
as necessary 

• Information in place to inform pack 
for final NHS TDA-trust board-to-board 
meeting

• Results used to inform board-to-board 
questions 

NHS TDA agree to IFR Phase 2 
commencing 

•  NHS TDA to approve trust to commence review of the financial standing 
of the trust

•  NHS TDA Finance Director and Director of Delivery and Development to 
take the decision

• 1:1 meetings with NEDs and chair/CEO to comment on their understanding 
of the trust’s business strategy, drivers and risks to delivery

•  NHS TDA to meet with IFR lead partner to consider issues raised in reports 
and progress made

•  IFR Phase 2 needs to be arranged in 
advance (provisional date set after IFR 
Phase 1)

•  IFR Phase 2 report delivered

•  Action plan from trust to respond to 
findings of the report

Stage 2: Development and application (continued)
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What the NHS TDA will do

Maintain NHS TDA support and 
development, e.g. including further 
desktop review of quality or director  
level meeting if needed

• NHS TDA support and development work continues as detailed during Stage 1

•  If required, the NHS TDA clinical quality team will undertake a further DtR along 
the lines described in Stage 1

•  NHS TDA MD and ND may meet with trust MD and ND for 1-2 hours to discuss 
progress, results from the Well-led Framework and to support preparations for 
the upcoming CIH inspection

•  NHS TDA will consider if a board-to-board meeting is needed prior to inspection 
by the Chief Inspector of Hospitals

• Standard set of information for DtR 
(if required)

• Results of NHS TDA support and 
development used to inform NHS TDA 
assessment of readiness

Readiness review meeting will be held 
with the trust board

• To undertake formal review of progress made since introductory meeting

•  Developmental board-to-board experience for trust board

•  The whole voting trust board is required at the meeting

•  The readiness review meeting will include from the NHS TDA the Director of 
Delivery and Development, two Portfolio Directors (one from across the NHS 
TDA), the Clinical Quality Director and Business Support Director

•  Signal move to the final assurance phase of the NHS TDA process

• Standard assurance report to be 
completed to form basis of meeting

•  Template for readiness review 
questions to be used 

•  Standard set of reports for readiness 
review

• Review of key documents including 
IBP/LTFM and progress on quality 
improvement, and underpinning 
strategies

•  IBP/LTFM aligned

•  Demonstration of viability under 
downside conditions, including 
meeting authorisation criteria

•  Quality, finance and governance 
integrated throughout IBPs/LTFMs

•  Written feedback to trust on meeting

•  Confirm the trust is ready to move 
to final Assurance and sign-off 
phase OR trust deemed not ready to 
move forward and action plans and 
escalation activities agreed

•  Additional support identified  

Stage 2: Development and application
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What the trust will do

Trust makes final submissions of key 
products to inform NHS TDA sign-off of 
FT application one month before the final 
board-to-board meeting

Applications are to be full and final 
submissions that have been through the 
relevant internal governance approvals 
process

Incomplete or late submissions will 
be viewed as symptomatic of poor 
governance and escalated

Evidence to show that the trust meets Monitor’s authorisation criteria should  
be submitted to NHS TDA, including:

•  IBP/LTFM and other appendices as listed in Monitor’s Guide for Applicants. 
To include updated downside scenarios, detailed mitigations, workforce strategy/ 
plans, minimum 2 years of detailed CIP plans and associated QIAs

•  Final Well-led Framework and IFR Phase 2 reports as appropriate

•  Evidence of delivery against actions plans on IFR, the Well-led Framework, 
performance, and the results of public consultation (NHS TDA may ask for 
external assurance of evidence)

•  Assurance that the trust has a workforce fit for purpose, i.e. capable of 
providing high quality / safe care

•  Quality Accounts, auditor’s opinion and progress with any quality action plans

•  Trusts to submit letters of stakeholder support from: Quality Surveillance Groups, 
LATs, Local CCGs, HWB, local Health Watch, Local HOSCs, Local Partnership 
Forum and other bodies as appropriate

•  Letter from trust solicitors confirming constitution in line with FT legislative 
requirements

•  Trust CEO letter of declaration that with regard to their duty of good faith 
they have disclosed all relevant information

•  Chair to confirm process and basis by which he has confirmed all directors 
meet ‘fit and proper person test’

•  Director with responsibilities for information identified

•  Media analysis identifying issues and actions plans

•  Monitor guidance and associated 
tools, as available in Applying for NHS 
Foundation Trust Status: Guide for 
Applicants

• Information in place to populate 
pack for final NHS TDA-trust board- 
to-board meeting

•  Trust answers queries from the  
NHS TDA

All parties to participate in Quality  
Summit following inspection by the  
Chief Inspector of Hospitals 

•  The Quality Summit is an opportunity for all parties to review findings and 
agree actions for improvement in advance of the publication of the CIH report

 

•  CQC guidance and associated tools 
are available at www.cqc.org.uk 

• CIH report published 

Stage 3: Approval and referral to Monitor
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What the NHS TDA will do

NHS TDA review of final assurance 
documents

• Review of documentation submitted ahead of final board-to-board meeting

• Test documentation against the Monitor Guide for Applicants and triangulate 
with interviews with trust and stakeholders

• Full review of IFR Phase 2 report, LTFM, downside scenario, downside 
mitigations, and CIPs and associated QIAs

• Review of CIH report 

• Information in place to populate pack 
for final NHS TDA-trust board-to-board 
meeting

• Review to inform questions at the 
board-to-board meeting 

Board-to-board meeting between  
NHS TDA and NHS trust

• Whole voting applicant trust board required 

• NHS TDA Executive to include a minimum of the relevant Director of Delivery 
and Development, the Medical and/or Nurse Director, a senior Finance 
representative and the relevant Portfolio Director

• NHS TDA Board team to agree additional tasks, information or assurance that 
are required prior to presentation to the NHS TDA board

• The Director of Delivery and Development along with relevant Director 
colleagues depending on the issues will review and approve additional 
submissions or assurance within an agreed timeframe

• If the issues are significant and/or likely to take many months then the NHS TDA 
team can agree that another board-to-board meeting will be required

• The NHS TDA Executive Team will agree whether to submit an application to 
the NHS TDA board for approval

• Standard assurance report to be 
completed to form basis of meeting

•  Standard template for constructing 
board-to-board questions to be used 
by NHS TDA

•  Proportionate focus on areas of risk 
within assurance evidence needs to 
be made

•  See supporting guidance for the 
board-to-board  meeting standard 
agenda

• Feedback letter to the trust  

NHS TDA board • The NHS TDA board will receive in public session a  short summary of the 
application, the review process, and any risks with a recommendation

• The NHS TDA Board will agree whether to grant approval on behalf of the 
Secretary of State and move an application to Monitor or whether further  
work is required

• All NHS trusts will need to continue to meet the NHS TDA requirements set 
out in the Accountability Framework until they become authorised as a 
foundation trust 

• Overview report  to the NHS TDA 
Executive team and NHS TDA board 
covering a standard set of issues

• See supporting guidance for the 
standard template for approval paper 
to NHS TDA Executive team and NHS 
TDA Board

• Written feedback to the trust 
• Letter to Monitor
• The NHS TDA will continue to 

work closely with the trust to both 
support and monitor the action plans 
and progress

 

Stage 3: Approval and referral to Monitor



Trust Development Authority



  

www.gov.uk/monitor 

Well-led 

framework for 

governance 

reviews: 

guidance for 

NHS foundation 

trusts 
Updated April 2015 



Well-led framework for governance reviews: Guidance for NHS foundation trustsy 
 

 

 2 
 

 

About Monitor  

As the sector regulator for health services in England, our job is to make the health 

sector work better for patients. As well as making sure that independent NHS 

foundation trusts are well led so that they can deliver quality care on a sustainable 

basis, we make sure: essential services are maintained if a provider gets into serious 

difficulties; the NHS payment system promotes quality and efficiency; and patients 

do not lose out through restrictions on their rights to make choices, through poor 

purchasing on their behalf, or through inappropriate anti-competitive behaviour by 

providers or commissioners. 
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Introduction 

Monitor’s ‘Risk assessment framework’ is guidance for trusts in complying with their 

continuity of service and governance licence conditions. Under the ‘Risk assessment 

framework’ and in line with their Code of Governance we expect NHS foundation 

trusts to carry out an external review of their governance every three years. 

We strongly encourage all NHS foundation trust boards to carry out these reviews for 

a number of reasons:  

1. Good governance is essential in addressing the challenges the sector 

faces 

 The boards of NHS foundation trusts face significant financial and operational 

challenges. They need to ensure that their oversight of care quality, 

operations and finance is robust in the face of uncertain future income, 

potential new care models and resource constraints. Good governance is 

essential if they are to continue providing safe, sustainable and high quality 

care for patients.  

2. Oversight of governance systems is the responsibility of NHS 

foundation trust boards 

 In the assessment process, Monitor subjects the governance of applicant 

NHS trusts to rigorous scrutiny. From spring 2015 we will use the well-led 

framework as the basis of this assessment. Following authorisation, 

foundation trust boards are responsible for ensuring that governance 

arrangements remain fit for purpose. As set out in the ‘Risk assessment 

framework’, our oversight of governance relies on information, including 

national standards and third party concerns, as triggers identifying potential 

governance issues.   

3. Governance issues are increasing across the sector 

 Since 2008, approximately one in three NHS foundation trusts have been 

subject to formal regulatory action on at least one occasion, with poor 

governance a contributing factor in almost all of these cases. In our 

experience, the majority of issues leading to regulatory action occur at least 

two years after authorisation. This is why we think it is important to support 

foundation trust boards in maintaining robust systems of governance in these 

challenging times. 

  

https://www.gov.uk/government/publications/risk-assessment-framework-raf
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4. Regular reviews can provide assurance that governance systems are fit 

for purpose 

 Monitor’s ‘Code of Governance’, modelled on best practice UK corporate 

governance principles, recommends that key elements of organisations’ 

governance, including the board and committee structures, be regularly 

reviewed to ensure they remain fit for purpose. Well-designed and properly 

executed independent assessment of governance is a valuable tool in 

establishing whether any of the board’s governance practices and capabilities 

needs improvement. This framework will help trusts with that assessment. 

About this document 

To support trusts in maintaining and developing the effectiveness of their 

governance arrangements, we issue guidance setting out how we expect them to 

comply with the provider licence conditions. The ‘Risk assessment framework’, for 

instance, sets out for NHS foundation trusts how we will consider compliance with 

their governance licence condition and assess risk to continuity of services.  

This document supports NHS foundation trusts to gain assurance that they are well 

led. It will help them continue to meet patients’ needs and expectations in a 

sustainable manner under challenging circumstances. The framework presented 

here represents a ‘core’ reference for NHS foundation trusts to structure reviews of 

their governance. The individual trust can shape the depth and breadth of the areas 

for investigation through their self-assessment and initial review team findings at the 

start of the process. Where trusts choose to exclude core elements of the 

framework, they should tell us, in line with a ‘comply or explain’ approach. 

The framework has four domains, ten high level questions and a body of ‘good 

practice’ outcomes and evidence base that organisations and reviewers can use to 

assess governance.  

The evidence base is not intended to be used for ‘box-ticking’; rather it should guide 

trusts’ and assessors’ views in considering whether their processes and overall 

organisational culture in these areas are fit for purpose.  

This guidance also sets out the suggested review process and what to take into 

account when choosing an external reviewer.  

  

https://www.gov.uk/government/publications/nhs-foundation-trusts-code-of-governance
https://www.gov.uk/government/publications/risk-assessment-framework-raf
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Flexible approach 

NHS foundation trusts are free to tailor their approach to suit their organisational 

circumstances, provided they incorporate the domains and principal areas of enquiry 

in the framework set out here. We would, in any event, expect well-run NHS 

foundation trusts to actively tailor the guidance to reflect their awareness of their 

trust’s governance.  

Using this guidance: ‘comply or explain’ 

For the purposes of this guidance: 

 comply means we strongly encourage all NHS foundation trusts to carry out 

board governance reviews every three years using this guidance 

 explain means that a foundation trust should give a considered explanation if 

it uses alternative means to assure itself regarding its governance, or if it 

chooses to omit material components of the framework (eg one or more of the 

ten questions). Departing from the guidance may be justified where a 

foundation trust can demonstrate that it is meeting the actions expected under 

the guidance in a similar manner, eg rigorously reviewing specific aspects of 

governance on an annual basis while ensuring all areas are covered every 

three years.  

Beyond the four domains and ten questions, NHS foundation trusts are free to add 

other areas they consider require further attention – in these circumstances no 

explanation is necessary.  

Governance reviews are only useful if their findings are acted on, so we strongly 

encourage trusts to prioritise actions arising from the reviews. We highlight one 

approach to prioritising actions below but trusts should consider the approach that 

works for them as appropriate.  
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1. What is board governance and why review it regularly?  

NHS foundation trust boards are responsible for all aspects of performance and 

governance of the organisation. They should conduct their affairs effectively and, in 

so doing, build patient, public and stakeholder confidence that the trusts are 

providing high quality, sustainable care. 

The role of the board is to set strategy, lead the organisation and oversee 

operations, and to be accountable to stakeholders in an open and effective manner. 

Foundation trusts are complex and multi-faceted organisations and this guidance is 

intended to lay out how boards can assess their effectiveness in carrying out their 

role. As the factors underpinning effective governance can change, for example as 

people leave or organisations restructure, regular reviews can ensure governance 

remains fit for purpose. 

1.1. Governance reviews, ‘well-led’ and the Care Quality Commission’s 

inspection regime 

The Francis report into failings at Mid-Staffordshire NHS Foundation Trust led to 

major changes in the Care Quality Commission’s regulatory regime, and to Monitor’s 

and the NHS Trust Development Authority’s (TDA) routine oversight of providers and 

assessment of aspirant foundation trusts. It has also resulted in the three bodies 

working even more closely together, particularly around the sharing of information 

and intelligence.  

By well led, we mean that the leadership, management 

and governance of the organisation ensure the 

delivery of sustainable high quality person-centred 

care, support learning and innovation, and promote an 

open and fair culture. We have a common 

understanding of what a good organisation looks like 

and what it should be able to demonstrate, creating 

coherence, consistency and transparency across our 

regulatory activities. 

  

 

The characteristics of 
a well-led 
organisation, as 
defined by CQC, 
Monitor and TDA, are 
now identical. 

 

1.2. Aligning approaches 

In this version of the well-led framework guidance, updated from 2014, Monitor has 

aligned the four domains and ten high level questions asked of NHS provider 

organisations with the CQC’s characteristics of ‘good’ under their well-led domain. 

The alignment is shown at a headline level in the main body of text from section 2.1. 

Further detail of the good practice Monitor suggests, which is used in assessing 

applicant NHS trusts applying to become foundation trusts, is outlined in annex 1.   
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It should be noted that within this aligned approach, Monitor and CQC will each 

continue to focus on their respective statutory remits. Monitor and TDA’s assessment 

of well led focuses primarily at board and committee level, covering strategy and 

planning, capability and culture, process and structures, and measurement, while 

CQC’s inspections are an independent reality check of patient experience at ward 

and service level to see whether outcomes demonstrate that the board’s policies are 

operating effectively. 

As part of its ‘ward to board’ inspection regime, CQC will ask NHS foundation trusts 

how they have assured their governance arrangements. This may include asking for 

information about any independent reviews and how they have been acted on. 
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2. Reviewing board governance 

We suggest organisations should look at four different domains to review how well a 

board is operating:  

1. Strategy and planning – how well is the board setting direction for the 

organisation? 

2. Capability and culture – is the board taking steps to ensure it has the 

appropriate experience and ability, now and into the future, and can it positively 

shape the organisation’s culture to deliver care in a safe and sustainable way?  

3. Process and structures – do reporting lines and accountabilities support the 

effective oversight of the organisation?  

4. Measurement – does the board receive appropriate, robust and timely 

information and does this support the leadership of the trust?  

Table 1 below sets out the four domains of this framework and the questions trusts 

and reviewers should ask themselves. Each question has outcomes that the review 

‘tests’/investigates. As noted above we have aligned these with CQC’s approach to 

well led.   

Table 1: The four domains of the well-led framework for governance reviews 

 

Strategy and 
planning 

Capability and 
culture 

Process and structures Measurement 

Does the board 
have a credible 
strategy to provide 
quality, sustainable 
services to patients 
and is there a robust 
plan to deliver? 

Is the board 
sufficiently aware of 
potential risks to the 
quality, 
sustainability and 
delivery of current 
and future services?  

Does the board 
have the skills and 
capability to lead the 
organisation? 

Does the board 
shape an open, 
transparent and 
quality-focused 
culture? 

Does the board 
support continuous 
learning and 
development across 
the organisation? 

 

Are there clear roles 
and accountabilities in 
relation to board 
governance (including 
quality governance?) 

Are there clearly 
defined, well- 
understood processes 
for escalating and 
resolving issues and 
managing 
performance? 

Does the board 
actively engage 
patients, staff, 
governors and other 
key stakeholders on 
quality, operational 
and financial 
performance?  

Is appropriate 
information on 
organisational and 
operational 
performance being 
analysed and 
challenged? 

Is the board 
assured of the 
robustness of 
information? 
 

 



Well-led framework for governance reviews: Guidance for NHS foundation trustsy 
 

 

 10 
 

 

If delivered effectively, assessment against this framework should provide boards 

with assurance over the effective oversight of the care provided throughout  

their trust.  

Annex 1 sets out the 10 questions, the associated characteristics and examples of 

good practice. Sections 2.1 to 2.4 (below) contain a headline mapping of the Monitor 

questions followed by the relevant CQC characteristics of ‘good’ well-led 

organisations. 

2.1. Strategy and planning 

Q1 Does the board have a credible strategy to provide high quality, sustainable 

services to patients and is there a robust plan to deliver?   

 There is a clear statement of vision and values, driven by quality and safety. It 

has been translated into a credible strategy and well-defined objectives that 

are regularly reviewed to ensure that they remain achievable and relevant. 

 The vision, values and strategy have been developed through a structured 

planning process with regular engagement from internal and external 

stakeholders, including people who use the service, staff, commissioners and 

others. 

 The challenges to achieving the strategy, including relevant local health 

economy factors, are understood and an action plan is in place. 

 Strategic objectives are supported by quantifiable and measurable outcomes 

which are cascaded through the organisation. 

 Staff in all areas know and understand the vision, values and strategic goals. 

Q2 Is the board sufficiently aware of potential risks to the quality, sustainability and 

delivery of current and future services? 

 There is an effective and comprehensive process in place to identify, 

understand, monitor and address current and future risks. 

 Service developments and efficiency changes are developed and assessed 

with input from clinicians to understand their impact on the quality of care. 

Their impact on quality and financial sustainability is monitored effectively. 

Financial pressures are managed so that they do not compromise the quality 

of care. 

http://www.cqc.org.uk/sites/default/files/20140925_acute_hospital_provider_handbook_appendices_final.pdf
http://www.cqc.org.uk/sites/default/files/20140925_acute_hospital_provider_handbook_appendices_final.pdf
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2.2. Capability and culture 

Q3 Does the board have the skills and capability to lead the organisation? 

 The board has the experience, capacity and capability to ensure that the 

strategy can be delivered.  

 The appropriate experience and skills to lead are maintained through effective 

selection, development and succession processes. 

 The leadership is knowledgeable about quality issues and priorities, 

understands what the challenges are and takes action to address them. 

Q4 Does the board shape an open, transparent and quality-focused culture? 

 Leaders at every level prioritise safe, high quality, compassionate care and 

promote equality and diversity. 

 Candour, openness, honesty and transparency and challenges to poor 

practice are the norm. Behaviour and performance inconsistent with the 

values is identified and dealt with swiftly and effectively, regardless of 

seniority. 

 The leadership actively shapes the culture through effective engagement with 

staff, people who use the services, their representative and stakeholders. 

Leaders model and encourage co-operative, supportive relationships among 

staff so that they feel respected, valued and supported.  

 Mechanisms are in place to support staff and promote their positive wellbeing. 

 There is a culture of collective responsibility between teams and services. 

 The leadership actively promotes staff empowerment to drive improvement 

and a culture where the benefit of raising concerns is valued. 

Q5 Does the board support continuous learning and development across the 

organisation? 

 Information and analysis are used proactively to identify opportunities to drive 

improvement in care. 

 There is a strong focus on continuous learning and improvement at all levels 

of the organisation. Safe innovation is supported and staff have objectives 

focused on improvement and learning. 

 Staff are encouraged to use information and regularly take time out to review 

performance and make improvements. 
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2.3. Process and structures 

Q6 Are there clear roles and accountabilities in relation to board governance 

(including quality governance)? 

 The board and other levels of governance within the organisation function 

effectively and interact with each other appropriately. 

 Structures, processes and systems of accountability, including the 

governance and management of partnerships, joint working arrangements 

and shared services, are clearly set out, understood and effective.  

 Quality receives sufficient coverage in board meetings and in other relevant 

meetings below board level. 

Q7 Are there clearly defined, well-understood processes for escalating and resolving 

issues and managing performance? 

 The organisation has the processes and information to manage current and 

future performance.  

 Performance issues are escalated to the relevant committees and the board 

through clear structures and processes. 

 Clinical and internal audit processes function well and have a positive impact 

in relation to quality governance, with clear evidence of action to resolve 

concerns. 

Q8 Does the board actively engage patients, staff, governors and other key 

stakeholders on quality, operational and financial performance? 

 A full and diverse range of people’s views and concerns are encouraged, 

heard and acted upon. Information on people’s experience is reported and 

reviewed alongside other performance data. 

 The service proactively engages and involves all staff and assures that the 

voices of all staff are heard and acted on. 

 Staff actively raise concerns and those who do (including external 

whistleblowers) are supported. Concerns are investigated in a sensitive and 

confidential manner, and lessons are shared and acted upon. 

 The service is transparent, collaborative and open with all relevant 

stakeholders about performance. 



Well-led framework for governance reviews: Guidance for NHS foundation trustsy 
 

 

 13 
 

 

2.4. Measurement 

Q9 Is appropriate information on organisational and operational performance being 

analysed and challenged? 

 Integrated reporting supports effective decision-making. 

 Performance information is used to hold management and staff to account. 

Q10 Is the board assured of the robustness of information? 

 The information used in reporting, performance management and delivering 

quality care is accurate, valid, reliable, timely and relevant. 

In developing this framework, we consulted experts and reviewed board governance, 

leadership and quality governance documents alongside our own experience of 

foundation trust governance.  

The domains and question sets are designed to:  

  help a board assess their governance practices   

  help any independent reviewer to assess whether the processes in place to 

manage the trust are fit for purpose. 

As highlighted above, the outcomes or characteristics for each question have been 

aligned with the CQC’s approach to assessing well-led organisations, so they will 

vary from earlier versions of this publication.  

Annex 1 provides a reference base of evidence and outcomes of good practice 

against each question with the relevant CQC characteristic mapped alongside the 

Monitor questions and Monitor good practice as follows: 

Monitor question 

CQC characteristic of ‘good’ in the well-led domain, relevant to the Monitor question 

Monitor good practice under this question/characteristic 

To assist NHS trusts preparing for the foundation trust assessment process, the 
italicised text refers to the good practice examined as part of the quality 
governance module.  

Standard non-italicised text refers to good practice examined as part of the 
corporate governance module. 

. 

 

Figure 1 on the next page sets out how the framework fits together and the main 

areas for review.  
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 Figure 1. How the well-led framework for governance reviews fits together and the main areas for review 

 

Key:  

Board’s role =  

Governance domains =  

Key questions =      

Strategy &  
Planning  

Capability 
& Culture 

  

Process &  
Structures  

  

Measurement  

5. Does the board support 

continuous learning and 

development across the 

organisation?  

3. Does the board 

have the skills and 

capability to lead the 

organisation? 
4. Does the board 

shape an open, 

transparent and 

quality-focused 

culture? 

10. Is the board 

assured of the 

robustness of 

information? 

6. Are there clear roles 

and accountabilities in 

relation to board 

governance (including 

quality governance)? 

7. Are there clearly 

defined, well-understood 

processes for escalating 

and resolving issues 

and managing 

performance? 

2. Is the board 

sufficiently aware of 

potential risks to the 

quality, sustainability 

and delivery of current 

and future services? 

9. Is appropriate information 

on organisational and 

operational performance being 

analysed and challenged? 

Strategy and  
planning  

Capability 
and culture 

  

Process and  
structures  

  

Measurement  

Board’s leadership role: 
• strategy and planning 
• accountability 
• shape culture 
• risk and performance  

oversight – quality, 
operational and 
financial performance  

1. Does the board have a 

credible strategy to provide high 

quality, sustainable services to 

patients and is there a robust 

plan to deliver? 

8. Does the board actively 

engage patients, staff, 

governors and other key 

stakeholders on quality, 

operational and financial 

performance? 
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3. Managing the governance review process 

The review process supports boards and reviewers in assessing whether an NHS 

foundation trust’s governance is robust and effective, and in identifying areas for 

improvement.  

This section summarises some of the considerations in preparing for a review and 

the five steps involved in the review process. It is not exhaustive, but should help to 

start the process.  

3.1. Governance reviews – frequency/scope/review teams  

Scheduling governance reviews 

 Under the ‘Risk assessment framework’, NHS foundation trust boards should 

carry out governance reviews every three years.  

 Trusts are free to schedule when the reviews take place within the three-

year window –as long as the gap between governance reviews is not longer 

than three years.  

 As these reviews are a new element in our regulatory framework, we would 

like to understand the uptake of reviews. When a foundation trust has 

scheduled a governance review they should inform their Monitor relationship 

manager of this fact and the organisation(s) chosen to carry out the review. 

Scope of the review   

 The review should be carried out using this guidance, incorporating the 

questions, outcomes and evidence base in annex 1 as a starting position. We 

expect trusts to add to the scope, or change emphasis, to reflect their 

knowledge of their organisation.1 We expect boards to go on to tailor the 

scope of the reviews they commission to cover any additional areas that they 

would specifically like to focus on.  

 Additional areas for review may, for instance, result from findings from internal 

and/or external audit review findings and information from the annual 

governance statement and the corporate governance statement. 

Review teams  

 In order to gain maximum benefits and assurance from the reviews, 

independent reviewers should be used to ensure objectivity. Generally, 

                                            
1
    Although boards, based on their knowledge of their own organisation may want to concentrate on 

specific areas, they should make sure the reviews cover all the 10 questions to some extent, in 
case there are unknown governance issues or weaknesses.  
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Monitor considers reviewers should not have carried out audit or governance-

related work for the trust during the previous three years.  

 Reviewers must be independent of the NHS foundation trust’s board. While 

the ultimate choice of reviewer is up to boards, review teams should be multi-

skilled and bring different disciplines to the work including:  

o experience of evaluating board leadership and governance arrangements 

o knowledge of the healthcare sector   

o specialist expertise, specifically clinical, leadership experience (including 

culture and board development) and management information systems.  

 We note that peer organisations – ie other NHS foundation trusts – may have 

particular insights on governance, especially clinical governance. In arranging 

governance reviews, we encourage trusts to ensure that the organisations 

carrying them out have the relevant expertise to conduct the review and 

therefore will be able to add value and insight across the whole spectrum of 

the review framework.  

 In some cases, clinical organisations may be able to ‘partner’ with governance 

experts to provide a more thorough review than either might be able to offer 

on their own. 

See section 4 for what to consider when choosing an independent reviewer.  

3.2. Carrying out a review 

This section sets out potential: 

 steps in carrying out the review 

 methods used to carry out the review  

 methodology for rating a review.  

Approach to a review  

The diagram and table below set out the suggested approach to the review and 

reporting steps. Trusts commission these reviews. 

With this in mind, they need to shape the review process and approach to support 

their needs. For example, trusts piloting the review process suggested the following: 

 the suggested self-assessment steps to support trust boards to reflect on their 

own performance could be carried out before the review to make sure 

reviewer skills and experience meet the needs of the specific areas of focus 
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 board members could focus on the 10 questions and the Care Quality 

Commission (CQC) characteristics outlined from section 2.1 and take a view 

on the areas where the organisation performs well and less well. This high 

level ‘top-down’ view can then be considered alongside any in-depth ‘bottom 

up’ analysis that the trust might carry out, informed by the good practice 

outlined in the annex, to provide a robust picture of the health of the 

organisation   

 when planning the review work, trusts should think about the phasing of the 

work, allowing enough time between each step; for example: 

o between planning the review (eg logistics for interviews, focus groups, 

etc) and the review team undertaking the work  

o providing the board with the findings from the review and giving enough 

time afterwards for developing the action plan, especially if some 

actions will need to involve discussions with internal and external 

stakeholders.  

 Figure 2: Suggested review steps 
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Table 2: Suggested review activities and outputs 

Step Activity Output 

1 Initial review  

a. Board self-assessment: Boards should 

carry out a rigorous self-assessment
2
 of how 

their governance is working, based on 
evidence, to confirm they are carrying out 
their role well and/or to help identify gaps in 
their performance. Evidence could include 
findings from internal and external audit 
reviews and work carried out for the annual 
governance statement and the corporate 
governance statement. 

They should rate themselves against the 10 
questions in this framework.  

See annex 2.  

b. Initial review against questions: 
Independent reviewers should gather 
evidence from a variety of sources including 
relevant documentation, stakeholder and 
board questionnaires, focus groups and 
interviews to gain insight into how the board 
is working and how it is perceived throughout 
the trust. 

c. Optional: Foundation trusts may choose to 
ask the independent review team to look at 
specific areas of governance in addition to 
the areas set out in Monitor’s well-led 
framework. This may involve a deeper 
investigation of particular lines of 
governance.  

The review team can be procured either before or 
after the board’s self-assessment step above.  

Self-assessment statement 
outlining: 

i. rationale for their rating 
against each of the review 
questions 

ii. documented evidence 
for the conclusions and 
ratings  

iii. opinion about the areas 
that need further review 
with the independent 
reviewer based on the 
outcomes of the 
assessment.  

 

Overview to identify areas 
for further scrutiny 

Agreement to additional 
areas that should form part 
the detailed review  

 

2 Determine the scope (depth and breadth) of the 
detailed review: Both parties should agree on the 
depth and breadth of the review required across the 
4 domains and 10 questions and agree any further 
areas for scrutiny primarily based on risks identified 
through the initial work (in step 1).  

Scope of the detailed 
review and methods to be 
used to do this. 

3 Detailed review: Review to be undertaken by the 
independent review team against the scope agreed 
in step 2.  

The review team should rate each of the 10 
questions (refer to the section below on rating the 
review). 

 

A detailed report of the 
findings from the review 
process for the board to 
consider 

                                            
2
 This will probably take 2 to 4 weeks, but that is ultimately up to the trust’s board 
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Step Activity Output 

4 Board report and action planning: Independent 
reviewer to work with the board to consider 
recommendations and actions required to address 
the findings of the report.  

Action plan 

5 Letter to Monitor: Trust chair to write to Monitor, 
within 60 days of the submission of the review to the 
trust board, either: 

i. advising Monitor that the review has been 
completed and that there are no ‘material 
governance concerns’ or  

ii. advising of any material governance 
concerns that have arisen from the review 
and the action plan (including timings and 

priorities) responding to those concerns.
3
 

This should be in line with the exception reporting 
requirements in the ‘Risk assessment framework’. 
Monitor will consider the material governance 
concerns identified and the trust’s response and 
what, if any, steps on our part are appropriate. 

Letter to Monitor  

 

Methods used to carry out a review 

We suggest a potential approach to review above but it is not compulsory, 

Experienced reviewers can use their own diagnostic tools and methods. See Table 3 

for examples. 

Table 3: Diagnostic tools and methods for carrying out a review 

Tool Suggested components Purpose 

Desktop document 
review  

Board minutes, papers, and 
agendas; board assurance 
framework; audit reports; 
strategic documents, eg the 
trust’s strategy and business 
plan, quality strategy and 
people strategy; and internal/ 
external audit reports, annual 
governance and corporate 
governance statements, 
alongside any other relevant 
reviews 

To provide a view of:  

 how ongoing issues and risks 
within the NHS foundation trust 
are communicated and 
managed  

 the quality of information being 
produced to support decision-
making and  

 how the board prioritises 
issues at the trust and divides 
its attention.  

One-to-one 
interviews 

All board members, the trust 
secretary, lead governor, 
clinical directors and leads, 
local stakeholders, including 

To gain individuals’ views of the 
trust’s governance and to provide 
a ‘safe’ environment in which to 
explore issues and discuss 

                                            
3
 This covers any obligations in the ‘Risk assessment framework’. 
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Tool Suggested components Purpose 

clinical commissioning groups 
and patient representatives  

sensitive information, as 
appropriate.  

Stakeholder 
surveys 

Staff and patient groups, 
commissioners and providers  

To get internal and external 
parties’ views of the trust’s 
governance to cross-reference 
with the board’s own views – to 
test the board’s awareness. 

Focus groups with 
internal and 
external 
stakeholders 

 

Staff, patient groups, 
commissioners, contracted or 
outsourced suppliers 

Board and  
sub-committee 
observations 

Observations of at least one 
board meeting and relevant 
sub-committees, including 
audit and quality.  

To identify the dynamics of the 
board, including agenda 
management, depth and breadth 
of the information used to make 
decisions and progress priorities, 
and the way they challenge and 
hold each other to account for the 
leadership of the trust.  

Board skills 
inventory 

Matching skills to the 
requirements of the board’s 
work and identify any gaps. 

To ensure that the board has the 
skills and experience needed.  

Board  
self-assessment 

Board members to rate how 
effective they believe the 
board is.  

To provide a view of how effective 
the board believes itself to be.  

Peer practices On areas of governance in the 
sector, in similar organisations 
or NHS foundation trusts.  

 

To assess how the NHS 
foundation trust compares against 
any known examples of 
particularly effective and robust 
governance practices.  

 

The approach and question and evidence sets (see the annexes) have been 

developed to help NHS foundation trusts gain insight into their leadership and 

governance practices, and understand if they are well led.  

Prioritising findings 

Where a review of governance indicates issues or concerns, it is important that these 

are prioritised and addressed as soon as possible. We strongly encourage trusts to 

agree, at the start of the review process, the format in which they would like the 

findings to be presented.  

 Red-amber-green ratings 

One approach is to classify findings via a green/amber-green/amber-red/red 

approach, as outlined below.  
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Table 4: Scoring criteria 

Risk rating  Definition  Evidence  

Green  Meets or exceeds 
expectations  

Many elements of good practice and no 
major omissions 

Amber-green  Partially meets 
expectations, but 
confident in 
management’s capacity 
to deliver green 
performance within a 
reasonable timeframe 

Some elements of good practice, some 
minor omissions and robust action 
plans to address perceived gaps with 
proven track record of delivery 

Amber-red  Partially meets 
expectations, but with 
some concerns on 
capacity to deliver within 
a reasonable timeframe 

Some elements of good practice, has 
no major omissions. Action plans to 
address perceived gaps are in early 
stage of development with limited 
evidence of track record of delivery 

Red  Does not meet 
expectations 

Major omission in governance 
identified. Significant volume of action 
plans required with concerns regarding  
management’s capacity to deliver 

 

If the trust decides not to use the above red-amber-green ratings, it should use 

another appropriate rating system to ensure that any issues and concerns are 

prioritised and addressed and that any material governance concerns are reported to 

us, as set out above. Apart from any material issues worthy of exception reporting 

(see above), we would not expect to see the results of this prioritisation exercise. 

3.3. Exceptions to the review process 

We recognise that a number of NHS foundation trusts may have already carried out 

a similar independent governance review within the one to two years before May 

2014 when the framework was originally published. If this is the case and the review 

covered the areas of this framework, the trust may use this to explain why they are 

not doing an extra review under this guidance within the relevant time period. If your 

trust falls into this category, please contact us first to confirm the scope of your 

review, including its findings and any action plan. 
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4. Selecting a reviewer  

The following section sets out the areas an NHS foundation trust should consider 

when choosing an independent reviewer to carry out reviews against this framework. 

While many organisations are capable of carrying out reviews, boards should assure 

themselves that the reviewer can carry out a robust and reliable judgment of its 

governance. 

We do not currently have any plans to accredit suppliers or set up a preferred 

reviewer list.  

4.1. Potential criteria 

Reviewers should demonstrate the following: 

 a clear and concise understanding of the purpose and objective of the review, 

and its significance to NHS foundation trusts; a solid understanding of how to 

carry out a rigorous governance review, covering the specific areas detailed in 

the well-led framework; and an appropriate range of tools and approaches  

 relevant experience to carry out the work: the quality of the skills and 

experience of the reviewer is important to the success of a review, including:  

o credibility and experience in carrying out governance and quality reviews 

at healthcare providers; ideally, a multidisciplinary team with a broad 

range of skills relevant to all aspects of board leadership and governance, 

such as strategic planning,  quality governance, cultural assessment, 

organisational development and management information and analysis 

o named personnel (and CVs in the response), and clarity about their role 

and what they’ll do during the review 

o knowledge of the healthcare sector, and the internal and external 

challenges faced by trusts  

o knowledge of Monitor’s licence, and the broader regulatory framework the 

NHS foundation trust operates within 

 ability to manage the review process: the reviewer should advise of the 

following as part of their response:  

o project governance – reviewers should provide a credible and detailed 

plan of the proposed project governance regime which includes the 

approach to the quality of the work, risk management, reporting and 

escalation lines. This should include evidence of clear leadership for the 

work with a named individual  
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o implementation/project plan – reviewers should provide a credible and 

detailed project plan to meet the specification and requirements of the 

foundation trust, ensuring the review is completed within set timescales 

o capacity – reviewers must assure the board that they have the capacity to 

carry out the review and that named personnel are available to carry out 

the work 

o conflicts of interest/independent perspective – reviewers should declare 

any factors that may, potentially, reduce the independence of the reviews, 

eg if the firm has carried out any governance or board development/ 

review work with the foundation trust within the last three years.  

4.2. Peer review teams  

We acknowledge that peer organisations – ie other NHS foundation trusts – may 

have particular insights into governance, particularly clinical governance. We 

encourage trusts arranging governance reviews to ensure that the organisations 

carrying these out are able to add value and insight across the whole spectrum of 

the review framework.  

In some cases, clinical organisations may be able to ‘partner’ with governance 

experts to provide a more thorough review than either might be able to offer on  

their own. 

 



Well-led framework for governance reviews: Guidance for NHS foundation trustsy 

 

24 

 

Annex 1: Monitor’s 10 questions, aligned with CQC characteristics 

and Monitor good practice 

In this annex we provide examples of good practice against Monitor’s 10 questions. 

We recognise that how the principles of good practice are applied will vary according 

to the nature of the services provided.  

It is not an exhaustive list of practices, nor does it represent a ‘tick box’ schedule. 

Trusts and reviewers should consider whether their evidence credibly supports the 

overall governance outcome on which the review is seeking assurance.   

Following the alignment exercise that Monitor has undertaken with CQC, the good 

practice is now presented in the following format: 

Monitor question 

The relevant CQC characteristic of ‘good’ in the well-led domain 

Monitor good practice under this question/characteristic 

 

To assist NHS trusts preparing for the foundation trust assessment process, the 
italicised text refers to the good practice examined as part of the quality 
governance module.  

 

Standard non-italicised text refers to good practice examined as part of the 
corporate governance module.  

Strategy and planning 

 

Q1 Does the board have a credible strategy to provide quality, sustainable 
services to patients and is there a robust plan to deliver?   

 

There is a clear statement of vision and values, driven by quality and safety. It has 
been translated into a credible strategy and well-defined objectives that are 
regularly reviewed to ensure that they remain achievable and relevant. 

The trust has developed a comprehensive and sustainable picture of how its 

services will look in the future and its strategy is clear and well thought out.  

The strategy includes: 

 specific aims that steer the organisation towards its vision  

 a small number of ambitious trust-wide quality improvement goals or 
objectives 

 a set of values and behaviours supporting and underpinning the strategy. 

There is likely to be a narrative about how the trust is planning to respond to the 

Five Year Forward View, aligned with its vision and values. 
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Quality goals: 

 cover safety, clinical outcomes  and patient experience 

 support continuous improvement  

 comprise local as well as national priorities, reflecting what is relevant to 
patients and staff. 

The organisation has been informed by an analysis of its performance on key quality 

indicators when identifying the strategic goals; and overall trust-wide quality goals 

link directly to goals in divisions/services, suitably tailored to the specific service. 

The board can explain how the quality goals have been selected to have the 
highest possible impact across the overall trust. There is evidence of patient, 
service user and carer engagement in determining the quality goals. There is a 
clear action plan for achieving the quality goals, with designated leads and 
timeframes.  

 

The vision, values and strategy have been developed through a structured 
planning process with regular engagement from internal and external 
stakeholders, including people who use the service, staff, commissioners  
and others. 

The board has self-assessed its approach to strategy development using a 

suitable framework, such as Monitor’s strategy development toolkit, or equivalent. 

There is clear evidence that the trust: 

 understands its external opportunities and challenges and its internal 
strengths and weaknesses 

 has robust solutions to address the opportunities and challenges in light of 
its strengths and weaknesses 

 has the capability and a credible plan to deliver the strategy (see also the 
section on capability below). 

In examining the internal and external challenges facing services, boards should 

consider whether services are financially, operationally and clinically sustainable in 

3 to 5 years time.  

In examining the solutions to address the challenges, boards should consider 

whether transformation is required to achieve long-term sustainability − such as 

reconfiguration of services, moving to new care models and/or changes to 

organisational form. 

There should be clear evidence of the trust having mechanisms in place to suitably 

engage with local health economy partners to address critical issues impacting on 

long term sustainability. 

The planning process reflects: 

 current and future priorities of local commissioners 
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 evidence-based forecast changes in the local environment regarding public 
health, socio-demographic and economic factors 

 local and national policy developments and 

 an appropriately thorough market assessment for each of the key service 
lines, including competitive opportunities and threats and how the trust 
plans to respond.  

The strategic planning process takes account of relevant internal factors,  

for example: 

 the organisation’s capabilities and weaknesses 

 costs and cost reduction priorities 

 previous performance and delivery of plans  

 operational issues such as people and resources, estates and facilities 

 clinical issues of scope and scale of services (are volumes sufficient to 
support high quality care) 

 whether the people strategy fits the needs of the organisation and workforce 
plans and projections. 

The board should be able to demonstrate: who their main stakeholders are; that 

they have an understanding of those stakeholders’ views; and that those 

stakeholders have been suitably engaged in the development of its vision and 

strategy.  

Stakeholders would normally include: 

 patient groups and the council of governors  

 staff (who are clear about the organisation's vision and strategy and how 
their work supports this) 

 commissioners and other local health economy stakeholders (such as other 
providers, local Healthwatch, local politicians and MPs). 

The board identifies its main stakeholders based on criteria such as who will have 

the greatest impact on the delivery of the organisation's particular services.  

 

 

The challenges to achieving the strategy, including relevant local health economy 
factors, are understood and an action plan is in place. 

The board demonstrates that it has effective, timely horizon scanning and 
reporting processes in place, so that it is sufficiently aware of changes in the 
internal and external environment which may impact on the delivery of the 
strategy/plan and/or impact on clinical and financial sustainability. 

Processes are in place to monitor and manage the delivery of the plan.  
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Strategic objectives are supported by quantifiable and measurable outcomes 
which are cascaded through the organisation. 

The organisational objectives in the plan are linked through to the performance 
targets of business units.  

The trust has detailed delivery plans for each of its strategic initiatives that lay out 
milestones, resource requirements, dependencies and risk mitigations.  

The development of the quality improvement strategy includes:  

 analysis of the organisation’s performance on key quality indicators  

 directly linking the quality accounts with the quality improvement 
strategy.  

The quality strategy is supported by clear, specific, measurable, achievable and 
time-bound action plans, with leads and delivery dates to achieve the specific and 
ambitious goals.  

The board monitors action plans relating to the quality strategy or quality account 
and takes action where performance is off trajectory. 

 

Staff in all areas know and understand the vision, values and strategic goals. 

The board can demonstrate that the strategic vision, values and goals (including 
quality goals) are effectively communicated through an implemented plan, across 
the trust and its sites.  

The goals are well understood and the board can demonstrate how staff at all 
major sites have been informed of the goals.  

The non executive directors and the trust divisional management should be able to 

articulate the trust’s quality goals.  

The quality strategy is supported by a communication plan and there is evidence 
that this plan is being implemented. 

 

Q2 Is the board sufficiently aware of potential risks to the quality, sustainability and 
delivery of current and future services? 

 

There is an effective and comprehensive process in place to identify, understand, 
monitor and address current and future risks. 

Board members can comprehensively describe the same set of risks facing the 

organisation. Dynamic risk registers and a board assurance framework are in 

place and assessed by the board at least quarterly, reflecting risks to the initiatives 

in the strategic plan. These are considered and reviewed regularly. 

The board regularly assesses and understands current and future risks to quality 

and performance and is taking steps to address them. The board regularly reviews 

quality risks in an up-to-date risk register. 
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The risk register is supported and fed by quality issues captured in 

directorate/service risk registers. The risk register covers potential future external 

risks to quality (eg new techniques/technologies, competitive landscape, 

demographics, policy change, funding, regulatory landscape) as well as internal 

risks. There is clear evidence of action to mitigate risks to quality. 

Management and reporting 

The board has clear risk management plans (including quality risks) and there is 

evidence of action being taken to mitigate risks to quality and performance – for 

example, key risks and issues being escalated from relevant sub-committees on a 

consistent basis. As part of these plans: 

 risk-related reporting lines should be in place from ward to board (eg to 
ensure overall risk is managed) 

 responsibility for each risk flagged in the board assurance framework is 
owned by an executive lead  

 responsibilities for maintaining an oversight of risk mitigation are clearly 
attributed to board members/sub committees 

 risk scenarios and contingency plans are in place and are subject to regular 
updates and reviews. 

Training 

Appropriate training is provided to staff and managers on risk and assurance and, 

as a consequence, the organisation can evidence that risks are owned and 

managed at all levels of the organisation.  

Evaluation and review 

The board has reviewed lessons learned from inquiries, internal and external 
reviews and has considered the impact on the trust. Actions arising from this 
exercise are captured and progress is followed up.  

 

Service developments and efficiency changes are developed and assessed with 
input from clinicians to understand their impact on the quality of care. Their impact 
on quality and financial sustainability is monitored effectively. Financial pressures 
are managed so that they do not compromise the quality of care. 

The board is assured that proposed initiatives are assessed according to their 

potential impact on quality (eg clinical staff cuts would likely receive a high risk 

assessment). There is a quality impact assessment approach that is consistently 

applied. 

Initiatives are developed with clinicians; have a clinician as a sponsor or a 

consultation has been held by clinicians. Schemes have been modified or rejected 

where concerns have been raised.  
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Initiatives with significant potential to impact quality are supported by a detailed 

assessment that could include: 

 ‘bottom-up’ analysis of where waste exists in current processes and how it 
can be reduced without impacting quality (eg lean) 

 internal and external benchmarking of relevant operational efficiency 
metrics (of which nurse−bed ratio, average length of stay, bed occupancy, 
bed density and doctors−bed ratio are examples that can be markers of 
quality) 

 historical evidence illustrating prior experience in making operational 
changes without negatively impacting quality (eg impact of previous 
changes to nurse−bed ratio on patient complaints). 

Measures of quality and early warning indicators are identified for each initiative. 

Quality measures are monitored before and after implementation and there is clear 

ownership of risk (for example, the relevant clinical director).  

Post-implementation, the impact of initiatives on quality is monitored on an 
ongoing basis. Mitigating action is taken where necessary. 

Capability and culture 

Q3 Does the board have the skills and capability to lead the organisation? 

 

The board has the experience, capacity and capability to ensure that the strategy 
can be delivered. 

The board has assured itself that the capabilities, experience and capacity are in 
place within the senior management team and workforce to develop and deliver 
the strategy.  

One or more individuals on the board have strategic planning skills and 
background and have led the development and implementation of a strategic plan 
in the last 2 to 3 years in an organisation of similar complexity and challenges. 

Board members can clearly explain why the current balance of skills, experience 
and knowledge on the board is appropriate to effectively govern the trust. The 
capabilities required in relation to delivering good quality governance are reflected 
in the make-up of the board. 

Board members: 

 have insight into the organisation 

 are aware of the organisation's impact on its environment 

 have clarity on their role 

 demonstrate personal values and style that are aligned with the interests  
of patients and carers 

 are effective communicators 

 seek personal development and learning. 
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Trusts are able to give specific examples of when the board has had a significant 

impact on improving quality performance (for example, providing evidence of the 

board’s role in leading on quality). 

Board reviews 

The board uses reviews to measure its performance, governance and impact 

across the organisation. Key findings are openly shared with patients, the public 

and staff and acted on. The board also reviews the effectiveness of board 

relationships regularly, with specific focus on board working relationships: 

 between the chair and chief executive 

 between executive and non executive directors 

 between the board and the senior management team/divisional managers  

 between the council of governors and the board. 

 

The appropriate experience and skills to lead are maintained through effective 
selection, development and succession processes. 

The board has a development programme and succession plan to ensure that its 

skills and capabilities are appropriate and maintained (including in relation to quality 

governance). It conducts regular self-assessments to test its skills and capabilities. 

Governors are supported (with training as appropriate) on how to make judgements 

about the appointment/re-appointment of the non executive directors and the chair.  

When vacancies arise, the selection process considers the skills of the existing 

non executive directors, to ensure that the recruitment process delivers the blend 

and balance of skills and experience to complement the existing board.  

All members of the board, both executive and non-executive, are appropriately 

inducted into their role as a board member in a timely fashion. 

The board takes time out to identify and act upon successes and failures. 

The board has put in place a leadership development programme for clinical 

leadership and non-clinical management that: 

 demonstrates learning and impact on behaviours 

 encourages and trains clinical leadership and non-clinical management to 
participate in setting the quality agenda. 

The audit committee (as a group) has the appropriate skills and experience to fulfil 
its responsibilities: 

 the audit committee carries out an annual self-assessment of its 
effectiveness and 

 at least one member of the audit committee has recent and relevant 
financial experience.  
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The leadership is knowledgeable about quality issues and priorities, understands 
what the challenges are and takes action to address them. 

Board members are able to: 

 describe the trust’s top quality-related priorities 

 identify well − and poorly − performing services in relation to quality, and 
actions the trust is taking to address them 

 explain how it uses external benchmarks to assess quality in the 
organisation (eg National Institute for Health and Care Excellence 
guidelines, recognised Royal College or faculty measures) 

 understand the purpose of each metric they review, be able to interpret 
them and draw conclusions from them 

 be clear about basic processes and structures of quality governance 

 feel they have the information and confidence to challenge data 

 be clear about when it is necessary to seek external assurances on quality, 
eg, how and when they will access independent advice on clinical matters. 

The board is assured that quality governance is subject to rigorous challenge, 

including full non executive director engagement and review (either through 

participation in audit committee or relevant quality-focused committees and sub-

committees). 

The board can demonstrate how it has provided challenge to the executive on 
clinical quality. 

 

Q4 Does the board shape an open, transparent and quality-focused culture? 

 

Leaders at every level prioritise safe, high quality, compassionate care and 
promote equality and diversity. 

There is evidence of leaders at every level asserting safe, high quality, 
compassionate care as top priority. Their behaviour demonstrably emulates that of 
a strong safety culture. 

Staff at all levels of the organisation are subject to an appraisal process in which 
goals are aligned with the vision and values of the organisation. The organisation 
has an effective and robust diversity and equality strategy. A comprehensive 
induction programme is in place for all staff groups (including junior doctors and 
agency staff) derived from the organisation’s vision, values and strategy. 
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Candour, openness, honesty and transparency and challenges to poor practice 
are the norm. Behaviour and performance inconsistent with the values is identified 
and dealt with swiftly and effectively, regardless of seniority. 

The trust can demonstrate that challenges to poor practice made by board and 
committee members are delivered, received and acted on positively.  

The trust has a senior independent director.  

Board behaviours should be consistent with the identified trust values. 

The board is aware of any behaviours contrary to the trust’s vision and values and 
is taking active steps to manage these, wherever they exist in the organisation. 

Examples can be provided of how management has responded to staff that have 
not behaved consistently with the trust’s stated values and behaviours (for 
example, demonstrably effective HR policies are in place to address the areas 
where poor behaviours have been identified). There are comparable processes to 
manage non executive director and governor behaviours – for example through a 
standards committee. 

The organisation has reflected on the findings of internal and external sources that 
provide insight into its safety culture (staff survey, patient surveys, NRLS, CQC 
IMR and any formal cultural assessments). 

 

The leadership actively shapes the culture through effective engagement with 
staff, people who use the services, their representatives and stakeholders. 
Leaders model and encourage co-operative, supportive relationships among staff 
so that they feel respected, valued and supported. 

The board responds to challenges in a positive manner with inquiry about the root 

causes as opposed to, for example, questioning the data as a first resort. 

The board is visible and can be challenged by staff through different channels (eg 

surveys, focus groups, workshops, patient safety walkabouts and approaches 

such as the 15 steps challenge)4 to identify and address blocks to improvement.   

The board demonstrably listens to patients (complaints and other feedback, 

governors, patient groups and Healthwatch) to identify deficiencies in 

organisational quality culture and actively takes steps to address these and 

improve. 

Board members spend time developing the relationship with the governors. 

Governors are trained and supported in holding non executive directors to account 

and asking them the right questions to check they are in turn holding the executive 

directors to account for quality and operational delivery. Governors consider that 

they receive sufficient information in a timely fashion to carry out their role.  

                                            
4
   The 15 steps challenge is a series of toolkits developed by the NHS Institute based on a parent 

having said ‘I can tell what kind of care my daughter is going to get within 15 steps of walking on to 
a ward’. 
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The board co-operates with third parties with roles in relation to the trust – for 

example, there is a constructive relationship with commissioners and other 

providers which, as a minimum, involves: 

 discussing and sharing the overall strategy of the organisation 

 sharing information on specific services and care pathways 

 contract/performance issues are addressed and resolved quickly without 
recourse to arbitration and  

 regular reviews and discussions to resolve any lessons learnt. 

Where appropriate, the board uses external support networks and expertise to 
support ideas for development and quality improvement, for example: use of 
benchmarking, working with patient groups, linking with healthcare providers and 
other improvement interventions and tools. 

 

Mechanisms are in place to support staff and promote their positive wellbeing. 

The board can demonstrate how the organisational development strategy 
addresses staff support and wellbeing. 

The board discusses the results of staff feedback on a regular basis to understand 
if staff feel valued, supported and developed. An action plan is put in place 
effectively to address any major issues emerging. 

The results of staff surveys and organisational action plans are shared with staff. 

 

There is a culture of collective responsibility between teams and services. 

The board can demonstrate it has mechanisms in place so that teams work 
collectively to resolve conflict quickly and constructively and share responsibility to 
deliver good quality care.  

Staff are aware of and understand how the organisation is performing overall, their 
part in that, and how this is being measured. 

The trust can demonstrate it has an approach to recognising staff achievements, 
such as best practice awards. 

 

The leadership actively promotes staff empowerment to drive improvement and  
a culture where the benefit of raising concerns is valued. 

There is a demonstrable commitment to improvement and evidence of its 
achievement. There is appropriate devolution of decision-making, and use of 
approaches such as service line management. 

Staff are supported to deliver the quality improvement initiatives they have 
identified: for example, staff are provided with quality improvement training to 
embed quality initiatives; and the board regularly commits resources (time and 
money) to delivering quality initiatives. 

The reporting of harm and error is encouraged as a means of learning from experience, 
including how the trust learns from incidents, complaints and feedback from patients. 
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Q5 Does the board support continuous learning and development across the 
organisation? 

 

Information and analysis are used proactively to identify opportunities to drive 
improvement in care. 

The board takes a proactive and self-challenging approach to improving quality 
and actively looks at how to do this in ways relevant to its context – through 
adopting or setting sector best practice, setting stretching performance objectives 
for the trust and using peer/external review. The board challenges itself on 
whether objectives are sufficiently stretching. 

The board seeks to further improve services by looking at best practice across the 
healthcare sector and, where appropriate, uses benchmarking as a way of 
evaluating the services being delivered. It seeks to apply lessons learned in other 
trusts, organisations and industries. 

Information in quality reports is displayed clearly and consistently. The board has 
sufficient information derived from, for example, ward or service line quality data, 
service line management/service line reporting to identify areas of 
underperformance or good practice; and is able to demonstrate how reviewing 
quality information has resulted in actions which have successfully improved 
quality performance.  

The organisation has a way of measuring the success or the progress of quality 
improvement, including innovation, and sees failure not as a negative but as a 
learning experience. Lessons are learned and embedded in practice from failures 
to deliver performance improvement.  

 

There is a strong focus on continuous learning and improvement at all levels of the 
organisation. Safe innovation is supported and staff have objectives focused on 
improvement and learning. 

The trust’s vision sets out a focus on continuous improvement and ambitions 
towards being a learning organisation or system. The trust’s strategy contains a 
number of trust-wide ambitious quality improvement goals. 

The board can articulate the trust’s quality and other improvement initiatives and is 
actively engaged in their delivery (some initiatives could be led personally by board 
members). 

Governance structures and controls exist in order to support the generation and 
implementation of new ideas to drive innovation and organisational development. 
The board has a clear corporate methodology that it uses to drive improvement 
across the organisation.  

Quality/continuous improvement training and development is offered to staff at all 
levels. 

Quality is communicated effectively across the organisation (for example, 
newsletters, intranet, noticeboards regularly feature articles on quality).  
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Staff are encouraged to use information and regularly take time out to review 
performance and make improvement. 

Arrangements are in place for leadership to review performance against targets 
and then update targets for continual improvement on an ongoing basis.  

Across the organisation arrangements appropriate to particular roles are in place 
for frontline staff to identify and report areas for improvement. 

Operational performance improvement processes are in place and the board 
reviews the outcomes of this work, actively encouraging staff to look at how  
they can continually improve the way that they work (processes, pathway 
deployment, etc).  

Process and structures 

Q6 Are there clear roles and accountabilities in relation to board governance 
(including quality governance)? 

 

The board and other levels of governance within the organisation function 
effectively and interact with each other appropriately. 

The board operates as an effective unitary board, demonstrating corporate 
leadership and a good balance between challenge and support. The board is 
assured that the size of the board (including voting and non-voting members) is 
appropriate for the requirements of the organisation.  

There is clarity on the functions of the board of directors and how it will exercise 
those functions. A formal statement is in place that specifies the types of strategic 
decisions, including levels of investment and those representing significant service 
changes that are expressly reserved for the board, and those that are delegated to 
committees or the executive. There are defined lines of accountability into 
directorates and services. 

Information flows (between the board and its committees and between senior 
management, non-executive directors and the governors) support decision-making 
and the rapid resolution of risks and issues. Board sub-committees have a stable, 
regularly attending membership and operate within their terms of reference.  

The board’s agenda is appropriately balanced and focused between:  

 strategy and current performance 

 quality 

 finance 

 making decisions and noting/receiving information 

 matters internal to the organisation and external considerations  

 business conducted at public board meetings and that done in  
confidential sessions.  

The council of governors are actively involved in holding the non executive 
directors to account for their work at the board.  



Well-led framework for governance reviews: Guidance for NHS foundation trustsy 

 

36 

 

Structures, processes and systems of accountability, including the governance and 
management of partnerships, joint working arrangements and shared services, are 
clearly set out, understood and effective. 

The trust’s senior leadership is clear about who is responsible for making 
decisions about the provision, safety and adequacy of services. Every board 
member understands their ultimate accountability for quality. 

The board is assured that levels of delegation are in place and is working to 
support the delivery of the plan and management of risks and issues throughout 
the organisation and ensure that these delegation processes are monitored and 
decisions captured and escalated to the appropriate committees, divisions and 
teams. 

There is a clear organisational structure that cascades responsibility for delivering 
quality performance from ‘board to front line to board’ (and there are specified 
owners in post and actively fulfilling their responsibilities). 

The board is assured that a sound system of internal control to safeguard  
investment, the trust’s assets, patient safety and service quality is in place and that 
board sub-committees are set up to focus on these areas. 

The board is assured that governance and management of any partnerships, joint 
ventures and shared services are clearly set out and understood, for example: 

 all parties are clear about their roles 

 clarity and rules are in place to govern the use of any pooled budgets, and 
appropriate management structures exist to support and enforce the agreed 
practice 

 parties are clear and use the protocols for escalation and resolution of 
issues between parties  

 a process for dealing with overspends and underspends exists and is 
reviewed regularly. 

If any issues/concerns have been raised by either internal or external audit, 
recommendations have been implemented in a timely and robust manner. If  
the trust has encountered any serious fraud in the last two years, procedures  
and controls are now in place and the trust has received assurance that they  
are effective. 
 

 

Quality receives sufficient coverage in board meetings and in other relevant 
meetings below board level. 

Quality is a core part of main board meetings, both as a standing agenda item and 
as an integrated element of all major discussions and decisions.  

Quality performance is discussed in more detail by a quality-focused board sub-
committee with a stable, regularly attending membership. 

Discussions suitably interrogate issues to locality/clinical business unit level. 
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Q7  Are there clearly defined, well-understood processes for escalating and 
resolving issues and managing performance? 

 

The organisation has the processes and information to manage current and future 
performance. 

The board has agreed and implemented a performance management system 
which comprises: 

 a set of appropriate performance measures covering financial, quality and 
other areas which are defined, subject to appropriate targets and monitored 

 appropriate reporting lines to manage overall performance against these 
targets in a transparent and timely fashion 

 clinical governance policies for addressing under-performance and 
recognising and incentivising good performance at individual, team and 
service line levels 

 means of addressing underperformance across the full range of the trust’s 
operations. 

In particular, arrangements are in place to manage/respond to adverse 
performance in: 

 finance 

 clinical and other operations 

 organisation/HR and 

 long-term strategy. 

Lessons from performance issues are well documented and shared across  
the trust on a regular, timely basis, leading to rapid implementation at scale of  
good practice. 
 

 

Performance issues are escalated to the relevant committees and the board 
through clear structures and processes. 

The trust is clear about the processes for escalating both quality and financial 

performance issues to the board:  

 processes are documented 

 there are agreed rules determining which issues should be escalated (in 
respect of quality, for example, these cover escalation of serious incidents, 
complaints and matters related to legal and audit) 

 there is a defined procedure for bringing significant issues to the board’s 
attention outside monthly meetings.  

The board is assured that the processes are working and that the appropriate 

person/management level is aware of the issues and are managing these through 

to resolution.  
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The board is aware of the most frequent issues being flagged by the workforce to 

analyse which barriers need to be removed in order to drive improvement. 

Robust action plans are put in place to address performance issues (across 

quality, finance and operations). Actions have: 

 designated owners and timeframes and 

 regular follow-ups at subsequent board meetings. 

 

Clinical and internal audit processes function well and have a positive impact in 
relation to quality governance, with clear evidence of action to resolve concerns. 

There is a continuous rolling programme that measures and improves quality. The 
board actively oversees a co-ordinated programme of clinical audit, peer review 
and internal audit which is aligned with identified risks and/or gaps in other 
assurance. 

Action plans are completed from audit; and re-audits are undertaken to assess 
improvement.  

 

Q8 Does the board actively engage patients, staff, governors and other key 
stakeholders on quality, operational and financial performance? 

 

A full and diverse range of people’s views and concerns are encouraged, heard 
and acted on. Information on people’s experience is reported and reviewed 
alongside other performance data. 

The board is assured that patient and public views are heard and acted on, 

complementing other means of assessing performance. For example: 

 Patient feedback is actively solicited. The process to give feedback is well 

publicised, feedback is easy to give and based on validated tools. 

 Patient views are proactively sought during the design of new pathways and 

processes. 

 Patient feedback is reviewed on an ongoing basis, with summary reports 

reviewed regularly and intelligently by the board. 

 The board regularly reviews and interrogates complaints and serious 

untoward incident data. 

 The board uses a range of approaches to engage with individual patients 

(eg face-to-face discussions, video diaries, ward rounds, patient shadowing, 

patient stories). 

Feedback from external representatives, eg Healthwatch, is considered alongside 

the views of current patients and service users, members and governors. 
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The service proactively engages and involves all staff and assures that the voices 
of all staff are heard and acted on. 

The board can demonstrate a variety of methods to capture the views of staff. 

Staff are encouraged to provide feedback on an ongoing basis, as well as  

through specific mechanisms (for example, monthly ‘temperature gauge’ plus 

annual staff survey). 

All staff feedback is reviewed on an ongoing basis with summary reports reviewed 
regularly and intelligently by the board.  

 

Staff actively raise concerns and those who do (including external whistleblowers) 
are supported. Concerns are investigated in a sensitive and confidential manner, 
and lessons are shared and acted on. 

There is an appropriate mechanism in place for capturing frontline staff concerns. 
This includes a defined ‘whistleblower’ policy/error reporting process which is 
defined and communicated to staff; and staff are prepared if necessary to blow  
the whistle. 

Organisations have considered and implemented the recommendations of the 
‘Freedom to speak up’ review into creating an open and honest reporting culture in 
the NHS.  

 

The service is transparent, collaborative and open with all relevant stakeholders 
about performance. 

The board ensures that its decision-making is transparent. There are processes in 
place that enable stakeholders to find out easily how and why the board has made 
key decisions without reverting to freedom of information requests.  

The board works with the council of governors on communicating fully the 
decisions taken and the reasons that the board reached them, recognising its 
accountability to the council as the representatives of service users and the public.  
The board is clear about governors’ involvement in quality governance. 

The board actively engages with the public and stakeholders on significant policy 
developments. Performance outcomes are made public (and accessible) regularly, 
and include objective coverage of both good and bad performance. 

The board actively engages all other major stakeholders on quality: for example, 
quality performance is clearly communicated to commissioners to enable them to 
make informed decisions 

For care pathways involving GP and community care, discussions are held with all 
providers to identify potential performance issues and ensure overall quality along 
the pathway.  
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Measurement 

Q9 Is appropriate information on organisational and operational performance being 
analysed and challenged? 

 

Integrated reporting supports effective decision-making. 

An integrated reporting approach, appropriate to the size and complexity of the 
trust, is used by the board to ensure that the impact on all areas of the 
organisation is understood before decisions are made.  

Dashboards 

Monthly reporting is supported by a ‘dashboard’ of the most important metrics. The 
board is able to justify the selected metrics as being: 

 relevant to the organisation given the context within which it is operating 
and what it is trying to achieve  

 linked to the trust’s overall strategy and priorities 

 covering all the trust’s major focus areas 

 the best available ones to use  

 useful to review. 

The board’s information ‘dashboard’ is frequently reviewed and updated to 
maximise effectiveness of decisions; and in areas lacking useful metrics, the board 
commits time and resources to developing new metrics. 

The board dashboard is backed up by a ‘pyramid’ of more granular reports 
reviewed by sub-committees, divisional leads and individual service lines. 
Supporting performance detail is broken down by service line so members can 
understand which services are high and low performing from a financial and quality 
perspective. Quality information is analysed and challenged at the individual 
consultant level. 

Information is compared with target levels of performance (in conjunction with a 
red-amber-green rating), historic own performance and external benchmarks 
(where available and helpful). 

Information being reviewed must be the most recent available, and recent enough 
to be relevant. ‘On demand’ data is available for the highest priority metrics. 

Information is ‘humanised’/personalised where possible (eg, unexpected deaths 
shown as an absolute number not embedded in a mortality rate). 

Good practice quality dashboards might include:  

 performance against relevant national standards and regulatory 

requirements 

 selection of other metrics covering safety, clinical effectiveness and patient 

experience  

 selected ‘advance warning’ indicators 
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 adverse event reports/serious incident reports/ patterns of complaints 

 measures of instances of harm  

 Monitor’s risk ratings (with risks to future scores highlighted) 

 where possible/appropriate, percentage compliance to agreed best-practice 

pathways and 

 qualitative descriptions and commentary to back up quantitative information. 

A balanced policy exists for data sharing which demonstrates safe and effective 
sharing of information to facilitate integrated patient care. 

The board is willing to use ‘soft’ information, for example: 

 use of questionnaires and focus groups throughout the organisation and  

 tools for assessing impact with patients, council of governors and other 
major stakeholders.  

Board reports reflect the issues and themes that board members are picking up 
through other channels of information, for example talking to staff, patients and 
other external stakeholders.  

Internal audit of data takes place on a regular basis.  

 

Performance information is used to hold management and staff to account. 

Information is clearly aligned to priorities/elements of the trust plan and its delivery.  

The board can measure the impact of the organisation’s strategy through the use 
of agreed key performance indicators (eg productivity and efficiency measures), 
national and local indicator sets, etc. There is robust narrative text/qualitative 
analysis of outliers/poor performance.  

Board reporting provides assurance that patients are receiving person-centred co-
ordinated care. Boards also review the performance of patient pathways rather 
than purely reviewing metrics of the performance of divisions and/or clinical units.  

The trust has established financial reporting procedures which provide robust 
information on organisational performance and enable key risks to be identified 
and managed, in both operational and strategic terms.  

Information includes relevant indicators in relation to the people or HR  
strategy, eg:  

 workforce capacity and capability to deliver the future strategy  

 intelligence on values, behaviours and attitudes  

 HR health indicators, including information on equality and diversity  

 performance appraisal, training and development; and leadership.  
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Q10 Is the board assured of the robustness of information? 

 

The information used in reporting, performance management and delivering quality 
care is accurate, valid, reliable, timely and relevant. 

The board assures itself that information it receives is from reliable and  
suitable sources and covers an appropriate mix of intelligence (qualitative  
and quantitative).  

There is assurance covering the data collection, checking and reporting processes 
in place for producing the information and testing the systems and controls. The 
following dimensions of data quality could be used to assess the processes and 
data quality:   

 accuracy: data is recorded correctly and is in line with the methodology for 
calculation 

 validity: data has been produced in compliance with relevant requirements 

 reliability: data has been collected using a stable process in a consistent 
manner over a period of time 

 timeliness: data is captured as close to the associated event as possible 
and is available for use within a reasonable time period  

 relevance: data is used to generate indicators that meet eligibility 
requirements as defined by guidance.  

The board regularly reviews their arrangements for supporting how they prepare 
and report performance indicators.  

There are clearly documented, robust controls to assure the board on the 
accuracy, validity and comprehensiveness of information. Local operating 
procedures are in place to ensure the consistency of data handling and 
processing, for example : 

 Each directorate/service has a well-documented, well- functioning process 
for clinical governance that assures the board of the quality of its data. 

 The clinical audit programme is driven by national audits, with processes for 
initiating additional audits as a result of identification of local risks (eg, 
incidents). 

 Electronic systems are used where possible, generating reliable reports with 
minimal ongoing effort. 

 Information can be traced to source and is signed off by owners. 

 There is clear evidence of action to resolve audit concerns: 

 Action plans are completed from audit (and subject to regular follow-up 
reviews). 

 Re-audits are undertaken to assess performance improvement. 

 There are no major concerns with coding accuracy performance. 
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Annex 2: Governance and capability review self-assessment form 

This annex sets out: 

 the purpose of the self-assessment step 

 how to complete the self-assessment step  

 how to rate the self-assessment.  

Purpose of the self-assessment questionnaire 

The self-assessment process is an important step in setting the starting point for a 

governance review. Trusts beginning the review process should assess themselves 

to (i) provide insight to the NHS foundation trust and the independent reviewer about 

how the trust gauges its own leadership and governance performance; and (ii) to 

shape the emphasis and scope of the review, identifying areas within the four 

domains for extra attention or other areas outside the ‘core’ scope in this document.  

Completing the self-assessment 

If the self-assessment process is carried out once the external review team have 

been procured, we suggest that members of the NHS foundation trust board leading 

the review meet with the independent reviewer to discuss the approach to the self-

assessment, ensure consistent expectations about types and levels of evidence to 

use and make effective use of the tool to inform the review.  

While a nominated trust lead or team may co-ordinate the self-assessment and other 

aspects of the review, the self-assessment should be completed and signed-off by 

the full board. In practice, this could mean that a nominated board member works 

with the board secretary and their staff to gather the information and the evidence 

against each question and present their findings and initial conclusions to the board 

for discussion and challenge.  

Once the board has come to an overall conclusion, the self-assessment 

questionnaire, ratings and rationale for the rating should be presented to the 

independent reviewer for comments and further discussion. The reviewer will then 

agree areas for further scrutiny and approach with the board. 

Rating the self-assessment 

One way in which NHS foundation trust boards could rate themselves against each 

of the self-assessment questions might be through using a colour-coded (RAG) 

system. The good practice examples linked to the questions in annex 1 should be 

used as a guide to make a judgement about the RAG rating for each question. The 

self-assessments should be evidence-based. For convenience we repeat the rating 

table below. 
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Table 5: Risk ratings explained 

 

Risk rating (or 
other means of 
assessment) 

Definition  Evidence  

Green  Meets or exceeds 
expectations  

 

Many elements of good practice and 
there are no major omissions 

Amber-green  Partially meets 
expectations, but 
confident in 
management’s 
capacity to deliver 
green performance 
within a reasonable 
timeframe 

 

Some elements of good practice, no 
major omissions and robust action 
plans to address perceived gaps with 
proven track record of delivery 

Amber-red  Partially meets 
expectations, but with 
some concerns on 
capacity to deliver 
within a reasonable 
timeframe 

 

Some elements of good practice, 
some minor omissions. Action plans 
to address perceived gaps are in 
early stage of development with 
limited evidence of track record of 
delivery 

Red  Does not meet 
expectations 

Major omission in quality governance 
identified. Significant volume of 
action plans required and concerns 
about management’s capacity to 
deliver 
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Strategy and planning 

No. Question Priority 
rating 

Explanation of self- 
assessment rating  

How is the board 
assured – evidence for 
assessment 

What are the principal 
actions/areas for discussion 
with your independent 
review team  

1 Does the board have a credible 
strategy to provider high quality, 
sustainable services to patients 
and is there a robust plan to 
deliver? 

 

    

2 Is the board sufficiently aware of 
potential risks to the quality, 
sustainability and delivery of 
current and future services? 
 

    

 

Capability and culture 

No. Question Priority 
rating 

Explanation of self-
assessment rating  

How is the board 
assured – evidence for 
assessment  

What are the principal 
actions/areas for discussion 
with your independent 
review team  

3 

 

Does the board have the skills 
and capability to lead the 
organisation? 

 

    

4 Does the board shape an open, 
transparent and quality-focused 
culture? 
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Process and structures 

No. Question  Priority 
rating 

Explanation of self-
assessment rating 

How is the board 
assured – evidence for 
assessment 

What are the principal 
actions/areas for discussion 
with your independent 
review team  

5 Does the board support 
continuous learning and 
development across the 
organisation? 

 

    

6 Are there clear roles and 
accountabilities in relation to 
board governance (including 
quality governance)? 

 

    

7 Are there clearly defined, well-
understood processes for 
escalating and resolving issues 
and managing performance? 

 

    

8 Does the board actively engage 
patients, staff, governors and 
other key stakeholders on quality, 
operational and financial 
performance? 
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Measurement  

 

No. Question Priority 
rating 

Explanation of self-
assessment rating 

 How is the board 
assured – evidence for 
assessment 

What are the principal 
actions/areas for discussion 
with your independent 
review team  

9 Is appropriate information on 
organisational and operational 
performance being analysed and 
challenged? 

 

 

    

10 Is the board assured of the 
robustness of information? 
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Annex 3: References and further reading 

 

Monitor guidance 

Monitor (October 2013, revised version expected, April 2015) ‘Applying for NHS 

foundation trust status: Guide for Applicants’  

Monitor (December 2013) ‘NHS Foundation Trust Code of Governance’ 

Monitor (July 2010) ‘Quality Governance Framework’ 

Monitor (April 2013) ‘Quality governance: How does a board know that its 

organisation is working effectively to improve patient care?’ 

Monitor (April 2014, updated March 2015) ‘Risk assessment framework’ 

Monitor (October 2014) Strategy Development: A toolkit for NHS providers 

Monitor and PA Consulting (June 2012) ‘Director-governor interaction in NHS 

foundation trusts: A best practice guide for boards of directors’  

 

Interested readers may also find the publications below useful in considering 

governance (we have provided links where possible) 

British Quality Foundation (2013) EFQM Excellence Model 

Department of Health (December 2011) ‘Board Governance Assurance Framework 

for Aspirant Foundation Trusts’  

NHS Providers and DAC Beachcroft (2013) ‘Foundations of Good Governance: A 

Compendium of Best Practice (2nd edition)’  

NHS North West Leadership Academy Board Development Guide ‘Knowing what 

you know and don’t know’: A practical guide to reviewing effectiveness at Board-level  

National Quality Board (March 2011) ‘Quality Governance in the NHS – A guide for 

provider boards’ 

NHS Leadership Academy (2013) ‘The Healthy NHS Board 2013: Principles for 

Good Governance’ (joint introduction from David Bennett and David Flory)  

  

 

https://www.gov.uk/nhs-trusts-apply-for-nhs-foundation-trust-status#the-guide-for-applicants
https://www.gov.uk/nhs-trusts-apply-for-nhs-foundation-trust-status#the-guide-for-applicants
https://www.gov.uk/government/publications/nhs-foundation-trusts-code-of-governance
https://www.gov.uk/government/publications/nhs-trust-boards-quality-governance-framework
https://www.gov.uk/government/publications/nhs-boards-guidance-on-quality-governance
https://www.gov.uk/government/publications/nhs-boards-guidance-on-quality-governance
https://www.gov.uk/government/publications/risk-assessment-framework-raf
https://www.gov.uk/government/publications/strategy-development-a-toolkit-for-nhs-providers
https://www.gov.uk/government/publications/nhs-foundation-trust-governors-and-directors-working-better-together
https://www.gov.uk/government/publications/nhs-foundation-trust-governors-and-directors-working-better-together
https://www.bqf.org.uk/efqm-excellence-model
https://www.gov.uk/government/publications/board-governance-assurance-framework-for-aspirant-foundation-trusts
https://www.gov.uk/government/publications/board-governance-assurance-framework-for-aspirant-foundation-trusts
http://www.nhsproviders.org/resource-library/foundations-of-good-governance-2nd-edition/
http://www.nhsproviders.org/resource-library/foundations-of-good-governance-2nd-edition/
https://www.gov.uk/government/publications/quality-governance-in-the-nhs-a-guide-for-provider-boards
https://www.gov.uk/government/publications/quality-governance-in-the-nhs-a-guide-for-provider-boards
http://www.leadershipacademy.nhs.uk/discover/the-healthy-nhs-board/
http://www.leadershipacademy.nhs.uk/discover/the-healthy-nhs-board/
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PUBLIC TRUST BOARD PAPER
Title Report of April Private Trust Board Meeting
Author Rebecca Southall, Director of Corporate Affairs
Responsible Andy Meehan, Chairman
Date 25th June 2015

1. Purpose

To report in public the substantive business that was transacted in the section of the May
Board meeting that members of the public and the press were excluded from pursuant to
Section 1(2) of the Public Bodies (Admission to Meetings) Act 1960, and the Public
Bodies (Admissions to Meetings) (NHS Trusts) Order 1997.

2. Background and Links to Previous Papers

The Trust Board is at liberty to exclude members of the public and the press from board
meetings when the nature of the business that is prejudicial to the public interest due to
its confidential nature. In the interests of transparency however, the Chairman provides a
report on the substantive items that were discussed to the next public meeting of the
Trust Board.

3. Narrative
The following items were discussed and/or approved at the May private session of the
Trust Board:

 Patient Story
 Financial Recovery Plan 2015/16
 Contract for Procurement Services

4. Areas of Risk
There no specific areas of risk to highlight arising out of the matters discussed.

5. Governance
A further report will be submitted to the July Trust board detailing the business transacted
in the June Trust Board. Reporting in this way ensures that we are fulfilling our
obligations around transparency and openness.

6. Responsibility

Andrew Meehan, Chairman
Rebecca Southall, Director of Corporate Affairs

7. Recommendations

The Trust Board is asked to NOTE the report.
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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: Quality Governance Committee

Committee Meeting Date: 1 June 2015

Quorate: Yes

Chair: Ed Macalister-Smith, Non-Executive Director

Report submitted by: Ed Macalister-Smith, Non-Executive Director

1. Minutes of the 5 May 2015 meeting were approved and actions were noted as completed or
updated.

2. Francis, Keogh, Berwick Action Plan SB reported that the Francis et al Action Plan was
discussed at the previous Francis Steering Group Meeting. 42 actions were closed, 16 remain in
progress which have been delegated to other appropriate governance groups. The Steering Group
will continue to monitor the actions in progress.

3. Nursing Indicators (Heatmap) A detailed and excellent set of indicators was presented to the
Committee. Discussion focussed on CPR training, and impact on service quality of staff vacancies.
The team were commended for a helpful and insightful report which encourages understanding of a
wide range of issues. During May the Trust successfully recruited 22 band 5 Nurses and 48 Health
Care Assistants which is very positive. Wards 42 and 43 are areas for close monitoring as they have
a high number of staffing vacancies.

4. Cervical Screening Annual Report Overall the service is doing really well with god to very good
performance. Histology is an area for concern in relation to turn around times, and an action plan is in
development. DNA procedures in the various Trusts in the Network are different, and it is intended
that these are aligned across UHCW, Rugby St Cross, George Elliot Hospital and South
Warwickshire Hospital.

5. Patient Safety Thermometer UHCW has comparatively excellent outcomes of harm-free care,
92% - 96.7%.
Key Issues:

 Looking to improve harm free care and achieve 97% by the end of this financial year. Action
needed on falls and pressure ulcers. Action Plan in place.

 A trust wide Falls Summit is planned for November 2015.
 CQUIN NHS Safety Thermometer – reduction in prevalence (all ulcers) to 2.75% or below –

achieved for first quarter only. To reduce incidence of all new pressure ulcers to less than
0.50% - achieved for 6/12 months.

 The Maternity unit at UHCW will submit data to the Maternity Safety Thermometer in July
2015.


6. Risk Register Report The Risk Register and BAF were reviewed, although the report received
had yet to be updated with the 2015-16 BAF, and with the outcomes of the Risk Committee scrutiny
of corporate risks.
7. 10 Standards of 7 Day Working – Five local choices Trusts are expected to select 5 of the
national 10 standards for implementation and progress this year, the remaining 5 by 2017. QGC was
informed and agreed with the five chosen at UHCW, in support of urgent care pathways:
1.First Consultant Review
2.Shift Handovers
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3.Diagnostics
4. Ongoing Review
5. Transfer to community, Primary & Social Care

8. Quality Account; The draft Quality Account, shared with Commissioners, the Local Authority
Overview and Scrutiny Committee and HealthWatch on the 28th April, was reviewed. A draft copy of
the Quality Account will be scrutinised by Audit Committee tomorrow for final approval at the 25th
June Trust Board. This will also be presented to COG in two weeks’ time along with statements from
Partners. SC will email the comments from Partners round to the Committee.

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:1st June 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 May meeting were approved as an accurate record.

2. Emergency department performance continues to deteriorate. It is now over a year since we

achieved the 95% standard target. Over the year April 2014/2015 attendances were up by

over 20000; almost 12%. DTOCs remain the most significant issue with a continuing

challenge of engagement with partners. Significant changes to ED services are planned or

being implemented and recovery to the 95% standard is expected from August 2015.

3. Clinical group performance monitoring will commence next month for all groups. Theatre

performance was highlighted as requiring particular attention.

4. Agency staffing costs increased by 7% or £255k in the month despite actions being taken.

Greater control measures are being implemented. Continued staff agency usage at this

level will result in UHCW failing to achieve its financial performance targets.

5. The Procurement steering group terms of reference were agreed and the first meeting held

on 28th May 2015. Future reports on procurement will be received and scrutinised at this

meeting.

6. The Finance recovery plan was presented and forecast a turnaround within 2 years and

recurrent balance in FY 2018/19. This is based upon the challenging assumption that this

year’s financial target will be met.

The Board is asked to note the business discussed at the meeting and to raise any questions in
relation to the same.



ENCLOSURE NO: 18

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: Extraordinary Audit Committee

Committee Meeting Date: 3rd June 2015

Quoracy: Yes

Apologies:

Chair: Trevor Robinson

Report submitted by: Rebecca Southall

1. EXTERNAL AUDIT ISA 260 REPORT
The report was received by the Committee.

2. ANNUAL ACCOUNTS 2014/15
The annual accounts were prepared on a going concern basis and an unqualified
opinion on the Annual Accounts 2014/15 was issued by the Trust’s external
auditors. On that basis the Committee recommended the adoption of the Annual
Accounts to the Trust Board.

3. ANNUAL REPORT 2014/15
The Annual Report was approved by the Committee subject to some minor
amendments.

4. ANNUAL GOVERNANCE STATEMENT 2014/15
The Annual Governance Statement was approved by the Committee.

5. QUALITY ACCOUNT 2014/15
The Quality Account was approved subject to comment from external
stakeholders.

The Board is asked to NOTE the business transacted at the meeting and to
RAISE any questions in relation to the same.
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PUBLIC TRUST BOARD PAPER

Title Appointment of Audit Committee Chair and Changes to Non-
Executive Director Lead Roles

Author Rebecca Southall, Director of Corporate Affairs
Responsible
Chief Officer

Andrew Meehan, Trust Chair

Date 25th June 2015

1. Purpose
The purpose of this paper is to propose the appointment of the Audit Committee Chair
following the departure of Trevor Robinson and to formally designate lead roles that he
formerly undertook to Non-Executive Directors.

2. Background and Links to Previous Papers
Pursuant to the Trust’s Standing Orders, the Trust Board is required to approve the
appointment of Trust Board Committee and the Chair is responsible for the designation of
lead roles for Non-Executive Directors as required by the Department of Health, statute or
regulation, or best practice.

3. Narrative

3.1. Audit Committee Chair
Following the departure of the former Audit Committee Chair, it is proposed to appoint
David Poynton as Chair of the Audit Committee given his extensive background in NHS
Finance. This appointment will remain effective whilst Mr Poynton remains in post until
such time that a further review of the Trust Board Committees is undertaken, at which
time it will be reviewed as part of the overall review of membership.

3.2 Lead Non-Executive Director Roles

The Trust Board is asked to note the appointment of Non-Executive Directors to lead
roles within the Trust previously held by Trevor Robinson as set out below:

NED Role NED
Raising Concerns (Whistleblowing) David Poynton

Conduct and Capability (Medics) Brenda Sheils

4. Areas of Risk
There are no risks associated with the proposed appointments; the risk arises out of
failing to appoint to these key roles.

5. Governance
The lead roles for NEDs as set out above are either a statutory or regulatory requirement
and appointing to these ensures that the Trust’s responsibilities in this regard are met.

6. Responsibility
The Trust Board is responsible for approving the appointment of the Vice Chair.
The Chairman is responsible for appointing to NED lead roles.
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7. Recommendations

The Trust Board is asked to:

1. Approve the appointment of David Poynton as Chair of the Audit Committee
2. Formally note the appointment of NEDs to the lead roles as et out in the table

in (3.2)
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