
 
PUBLIC TRUST BOARD MEETING TO BE HELD AT ON THURSDAY 

30 JULY 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 25 June 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 

Performance 
8.  Perfect Week Update 

Chief Operating Officer 
For Assurance Presentation 30 

9.  Integrated Quality Performance 
and Finance Monthly Report 
Chief Workforce and Information 
Officer 

For Approval Enclosure 5 15 

10.  Trust Development Agency 
(TDA) Oversight Monthly Self-
Certification Requirements -  May 
2015 
Chief Finance Officer 

For Approval Enclosure 6 5 

Patient Quality and Safety   
11.  Board Assurance Framework 

Quarter 1 Update 
Chief Medical Officer 

For Assurance Enclosure 7 10 

12.  Corporate Risk Register 
Chief Medical Officer 

For Assurance Enclosure 8 10 

13.  Infection Prevention & Control 
Annual Report and Plan 
incorporating the MRSA 
Bacteraemia Action Plan  
Chief Nursing Officer 
 

For Assurance  Enclosure 9 10 

TB Public Agenda 30.7.15  



 
ITEM TITLE BOARD ACTION PAPER TIME 

14.  Medical Revalidation and 
Appraisal 6-Monthly Update 
Chief Medical Officer 

For Approval Enclosure 10 10 

15.  End of Life Care Annual Report 
Chief Nursing Officer 
 

For Assurance Enclosure 11 10 

16.  Safer Staffing 
• Midwifery Staffing 
• NICE Maternity Staffing 
• Assessment Unit Report 

Chief Nursing Officer 

For Assurance Enclosure 12 10 

Strategy   
 Currently no reports    

Feedback from Key Meetings   
17.  Private Trust Board Meeting 

Session Report of 25.6.15 
Chairman 

For Assurance Enclosure 13 5 

18.  Quality Governance Committee 
Meeting Report 6 7.15 
Chair, Quality Governance 
Committee 

For Assurance Enclosure 14 5 

19.  Finance and Performance 
Committee Meeting Report 6.7.15 
Chair, Finance & Performance  
Committee 

For Assurance Enclosure 15 5 

20.  Audit Committee Meeting Report 
13.7.15 
Chair, Audit  Committee 

For Assurance Enclosure 16 5 

Regulatory, Compliance and Corporate Governance   
 Currently no reports    
     
21.  Any Other Business    
22.  Questions from Members of the Public Relating to Agenda Items 
23.  Date of Next Meeting:  

The next meeting of the Trust Board will take place on Thursday  
24 September 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 25 JUNE 2015 AT 10.00 AM IN ROOM 10009/11 OF THE  

CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY  
 

AGENDA 
ITEM 

DISCUSSION ACTION 

   
HTB 
15/831 

PRESENT 
 

 

   
 Mr I Buckley Vice Chair (IB) 
 Mr D Eltringham Chief Operations Officer (DE) 
 Mr A Hardy  Chief Executive Officer (AH) 
 Mrs K Martin Chief HR and Information Officer (KM) 
 Mr A Meehan Chairman (AM) 
 Mr D Moon Chief Finance & Strategy Officer (DM) 
 Mr D Poynton Non-Executive Director (DP) 
 Professor M Radford Chief Nursing Officer (MR) 
 Mrs B Sheils Non-Executive Director (BS) 
 Mr P Winstanley Non-Executive Director (PW) 
   
 IN ATTENDANCE  
   
 Mrs K Beadling Head of Communications (KB) 
 Ms B Hay 

Mrs R Southall  
Head of Equality and Diversity (BH) – item HTB/15/845 
Director of Corporate Affairs (RS) 

 Mrs P Young Corporate Affairs Manager (PY) – note taker 
   
   
 
HTB 
15/832 

APOLOGIES FOR ABSENCE  

  
Mrs B Beal, Non-Executive Director (BB) 
Mr E Macalister-Smith, Non-Executive Director (EMS) 
Professor M Pandit, Chief Medical Officer/Deputy Chief Executive Officer (MP) 

 

   
HTB 
15/833 

DECLARATIONS OF INTEREST  

 There were no interests declared. DP noted that he was yet to complete a 
declarations of interest form but assured that he had no conflicts to declare. 

PY 

   
HTB 
15/834 

MINUTES OF TRUST BOARD MEETING HELD ON 28 MAY 2015  

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

 

   
HTB 
15/835 

TRUST BOARD ACTION MATRIX  
  
HTB/15/816 DM confirmed that an analysis at ward level to review comparative 
data for the percentage of patients discharged from the bed-base this time last 
year had been completed which revealed that some wards have different 
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AGENDA 
ITEM 

DISCUSSION ACTION 

discharge rates. It was agreed that a future report specifically in relation to the 
emergency pathway was no longer required as this is provided regularly within the 
framework of the Chief Officer’s updates and Integrated Performance Report.  
 
The Trust Board NOTED the items in progress and APPROVED the removal of 
those actions marked as complete. 

   
HTB 
15/836 

MATTERS ARISING  

 There were no matters arising that were not on the action matrix or the agenda.  
   
HTB 
15/837 

CHAIRMAN’S REPORT  

 The Chairman presented the report and had nothing further to add. There were no 
questions raised by Trust Board members. 
 
The Trust Board RECEIVED ASSURANCE from the Chairman’s report. 
 
 

 
 

HTB 
15/838 

CHIEF EXECUTIVE OFFICERS REPORT  

 AH appraised the Trust Board of the meetings attended in June and drew 
particular attention to a meeting with the Coventry GP Alliance held earlier in the 
month.  He added that two thirds of GP’s within the city have signed-up to the 
Alliance, which was established in 2014 by local GP’s with the vision of protecting, 
improving and enhancing primary care within the city. He expressed his support 
for the Alliance, which will bring together GP’s to better coordinate care across 
practices and to the core population that the Trust serves. 
 
AH emphasised the significance of the ‘confirm and challenge’ meeting held with 
the NHS Trust Development Authority (NTDA) focusing on the Trust’s ambition for 
Electronic Patient Records (EPR). This Trust-led health economy system will 
bring enormous benefit to patients and the Trust in terms of seamless exchange 
of information between organisations and with the population of patients served 
by UHCW NHS Trust. He was pleased to confirm that the Trust had progressed 
through to the next stage of the process. 
 
Lord Carter of Coles has published his interim report of a review of productivity in 
NHS hospitals in England. The aim was to develop an appropriate metric for NHS 
hospitals to peer benchmark and help identify opportunities for productivity 
improvement. The Adjusted Treatment Index (ATI) metric was developed through 
an initial programme which included a cohort of 22 acute trusts ranging in type 
and size. Metrics will be monitored through Finance and Performance Committee. 
It was noted that the Trust has been approached to participate in the second wave 
of the programme as an exemplar. 
 
It was agreed that a future Board Seminar would be dedicated to productivity.  
 
DP commended the report and queried the Trust’s approach to standardisation 
and whether it was in a consortium with other organisations to ensure it received 
maximum benefits. DM confirmed that the Trust has signed up to a procurement 
services framework with HealthTrust Europe LLP, which provides procurement 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RS 
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services to the Trust, other NHS bodies within the West Midlands and the wider 
public sector throughout the UK and provides cost savings benefits. He added 
that there is lots of opportunity to incur significant benefit through standardisation 
and the Trust is in advanced discussions in relation to the standardisation of 
stents. 
 
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 nursing. IB queried whether an edict 
regarding safer staffing within the Emergency Department (ED) had been 
published. AH responded that NICE guidance on safe staffing levels in ED has 
been suspended by NHS England (NHSE) amid concerns over soaring fees for 
agency nurses and doctors and will form part of a wider review. MR added that it 
is the Trust Board’s responsibility to assure itself that the organisation is deploying 
safe staffing levels regardless of what guidance may or may not be available to 
ensure that high quality patient care is delivered at all times.   
 
The Trust Board RECEIVED ASSURANCE from the report. 

   
HTB 
15/839 

PATIENT STORY (YOU SAID WE DID CAMPAIGN)  

 AH presented the report which detailed the recent actions the Trust has taken 
after listening to user feedback and the activities the Patient Experience Team will 
coordinate as part of the refreshed ‘We are listening’ campaign for patients, carers 
and relatives. 
 
DP enquired whether the report provided a comprehensive table of user feedback; 
AH responded that the report has highlighted the key themes of feedback 
provided. DP praised the report and suggested that it would be helpful to receive 
information around user feedback where no action had been taken and the 
mitigation to support no further action in any future reports. 
 
BS sought assurance that the actions taken following feedback were having a 
positive impact. MR provided this assurance and added that the impact is 
monitored through daily impressions. 
 
The Trust Board NOTED the actions taken as a result of listening to user 
feedback.  

 
 
 
 
 
MP 

   
HTB 
15/840 

NURSE EXIT INTERVIEW ANALYSIS  

 MR presented the report which detailed the review of Band 5 exit interviews 
during the period November 2014 an April 2015. MR praised Annette Wye, Lead 
Recruitment Nurse for the comprehensive work undertaken to conduct the 
thematic review which resulted in an impressive response rate. Feedback 
highlighted some issues that the Trust was already cognisant of and others not 
cited to. The results provided a broadly positive rating of the organisation and 
gained better insight to the reasons for staff leaving, which included promotion 
opportunities and retirement. 
 
MR observed that more troubling elements of feedback include absence of line 
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management support, stress and use of temporary staffing and the Trust 
recognises the need to support ward areas to promote good management 
practices. He assured that the Trust Board that the report validates much of the 
work that is already underway with Human Resources; acknowledging that there 
is more work to be done in respect of rota management.  
 
KM urged that the approach to the use of temporary staffing requires a change in 
mind-set. The concept of temporary staffing should not be considered negatively; 
the inappropriate use of temporary staffing is the issue and there is working being 
done around this. 
 
IB sought clarity as to why the review focused on band 5 staff in isolation; MR 
responded that this cohort of staff were selected specifically as this is the most 
challenging group to recruit to; adding that this provided the Trust with better 
insight of what improvements need to be made to support recruitment and 
retention.  
 
IB praised the report and observed that the view of the exiting staff was likely to 
resonate with existing staff views and queried what more could be done with 
regard to making the car parking situation more attractive to quality applicants.    
KM responded that the Trust is making inroads in this respect by offering 
discounted rates at weekends and during the evening. 
 
IB suggested that 10-20% of staff should be randomly selected to complete the 
survey in order to identify and address any trends. KM assured the Trust Board 
that the Exit Interview Strategy is being refreshed to capture information with a 
view to understanding reasons why staff leave and making positive changes to 
retain staff. 
 
DP observed that the information had been sought after staff had left roles and as 
such was more likely to provide honest responses. He queried whether the review 
had drilled down to extract specific information to explain why a small number of 
staff had indicated that they were unlikely to return to the Trust such as relocation, 
personal circumstances etc. MR confirmed that he would provide a more in-depth 
analysis to DP outside of the meeting. 
 
AH observed that there was an increase in leavers during April. MR advised that 
the Trust experienced higher numbers of staff retire at the end of March than was 
usual due to a change in pension arrangements. Promotion and moving abroad 
were other reasons that contributed to this spike in leavers. He added that the 
Trust has a stable number of ward managers in post and as such promotion is 
sought externally for higher banding roles. Additionally, the Trust recognises that it 
is imperative that staff receive equal access to postgraduate courses and is an 
motivator to attract and retain staff. 
 
The Trust Board NOTED the contents of the report and SUPPORTED the actions 
already being implemented. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MR 
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HTB 
15/841 

MORECAMBE BAY INVESTIGATION REPORT  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MR presented the report which provided an overview of the Maternity Service 
review of ‘The Report of Morecambe Bay Investigation’ which provided a detailed 
gap analysis and recommendations for UHCW NHS Trust Maternity Service.  
 
The Chairman queried whether any specific concerns raised had resulted in 
UHCW NHS Trust having to take any corrective action. MR assured the Trust 
Board that this was not the case; adding that the Maternity Service recognised the 
learning opportunity presented from this report.  
 
The Trust Board:- 
 
NOTED the findings of the report; 
SUPPORTED the actions to be taken in response to the report and; 
DELEGATED authority to the Quality Governance Committee to oversee 
implementation of the action plan. 

 

   
HTB 
15/842 

SAFEGUARDING ADULTS & CHILDREN’S UPDATE AND SUMMARY OF 
CARE ACT 2014 
 
The Ofsted inspection of Local Authority Children’s services in Coventry in March 
2014 found children’s services in Coventry to be “inadequate”. UHCW NHS Trust 
is 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 NHS Trust continues to cover the role of Designated 
Doctor for safeguarding children for Coventry and Rugby CCG. 
 
MR provided an overview of progress and developments following the September 
2014 paper. 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 relate to 
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. 
 
The Safeguarding Team has written three management reviews for serious case 
reviews in the last year and committed to the three separate Serious Case Review 
(SCR) panels. One SCR has recently been published, attracting local media 
attention with the second SCR not yet published. MR assured the Trust Board that 
the single actions to arise for UHCW NHS Trust from each of these case reviews 
have already been completed. The third case is at an earlier stage, and the draft 
overview report is not yet completed. 
 
The Trust is awaiting the reports of both the Trust wide Care Quality Commission 
inspection in March of this year and the safeguarding children themed review of 
health services. The initial feedback was largely positive and an action plan has 
already been developed in response to areas identified for improvement in the 
themed review. It was noted that there were no areas of immediate concern. 
 
BS sought clarity regarding the next Ofsted review. MR confirmed that this was 
expected at the end of June and assured that as a health partner UHCW NHS 
Trust is in a good place. He added that partners were working hard to ensure 
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compliance with all standards; acknowledging the importance for compliance to 
be met regardless of an Ofsted inspection. The Chairman concurred with this and 
emphasised the significance of this topic. 
 
The Trust Board NOTED the contents of the report. 

   
HTB 
15/843 

FREEDOM TO SPEAK UP REVIEW  

 RS presented the report advising that the review was undertaken by Sir Robert 
Francis 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 raised by staff. Following publication of the 
report the Department of Health ran a consultation which closed on 4th June 
2015; the outcome of which is awaited. 
 
The review describes 20 principles which each organisation should adopt and a 
number of actions to be implemented. RS assured the Trust Board that the Trust 
already meets a number of requirements. However, she urged that a number of 
recommendations aimed at national bodies could impact on the Trust should they 
be implemented i.e. development of a national policy template and recommended 
that the Trust await the national response before making further changes, in order 
to avoid confusing messages. 
 
KM sought assurance that the current policy was responsive and meets the needs 
of the Trust. RS responded that the Trust does not receive a great number of 
concerns. As part of this work an email and phone line will be accessible to all 
staff as an opportunity to raise concerns; adding that she would welcome the 
opportunity to work with KM outside of the meeting to progress this piece of work. 
 
PW concurred that all organisations should encourage staff to speak out but 
observed that many public interest disclosures arise at a later date and queried 
whether this reduced the level of vulnerability. RS responded that there will 
always be an element of risk and assured that the Trust is no more susceptible 
than any other organisation in this regard. 
 
The Chairman emphasised the significance of promoting a culture of openness 
and suggested this should feature within the induction programme for all staff. RS 
confirmed that this is already in place but that further discussion is to be had to 
ensure that distinctions are made clear between raising concerns and incident 
reporting. 
 
DP advised that within his Non-Executive Director portfolio he has been appointed 
as Lead for raising concerns and observed that some staff may not feel 
comfortable raising concerns with a NED and suggested that perhaps a 
benchmarking exercise against other organisations may be helpful. KM 
acknowledged that it is the ‘unknown’ that should be the focus for any 
organisation and that staff surveys provide the opportunity to raise concerns and 
recognised the need to triangulate this information.  
 
In response to a suggestion from IB regarding exit interviews; KM confirmed that 
questions relating to staff having opportunity to be heard and raise concerns is 
included broadly within the Exit Interview Strategy. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 6 of 13 



Agenda Item 3  Enclosure 1 
 

AGENDA 
ITEM 

DISCUSSION ACTION 

The Chairman queried the position in respect of appointing an Ambassador for 
Cultural Change; AH confirmed that the Trust is seeking to arrange interviews and 
that the date will be determined by the availability of Helen Donnelly, OBE who 
successfully pioneered the role at Staffordshire and Stoke on Trent Partnership 
NHS Trust to ensure that the voice of frontline staff is heard at a senior level 
within the organisation.  
 
The Trust Board:- 
 

• NOTED the findings and recommendations detailed within the Freedom to 
Speak Up Report and the Trust’s response to the recommendations and; 

• APPROVED the current Raising Concerns Policy for a further six month 
period and; 

• REQUESTED a progress report in six months detailing statistics and 
analysis of concerns raised. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
RS 
 
 
 

HTB 
15/844 

2015/16 ANNUAL PLAN   

 
 

DM presented the summary version of the Trust’s 2015/16 Corporate Plan. IB 
suggested that the document could provide a little more depth. DP concurred 
with this and added that the document should reflect the Trust’s position in 
relation to the utilisation of theatres. 
 
In response to a query from IB; DM assured that the document does reflect the 
challenge faced with regard to agency staffing issues in section 6.4.1. 
 
The Trust Board APPROVED the summary version of the 2015/16 plan subject 
to the above observations.  

 

   
HTB 
15/845 

EQUALITY AND DIVERSITY ANNUAL REPORT  

 The Chairman welcomed BH to the Trust Board to present the Equality and 
Diversity Annual Report and update on progress against the Equality Delivery 
System2 (EDS2). NHSE provided the mandatory framework, in the form of the 
EDS2, that Trusts are expected to adopt. BH assured the Trust Board that the 
Trust is compliant. A full assessment of the EDS2 will take place later this year 
and early indications are that the Trust is likely to achieve an overall Green rating. 
 
The Equality and Diversity agenda supports the Trust’s strategic priorities, in 
particular, Together Towards World Class (TTWC) by ensuring that it develops 
best practice, provide high quality care for patients and develop staff to meet the 
needs of the communities that it serves.  
 
BH advised that NHSE 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 was noted that current systems do 
not record this specific information in order to provide statistics and make a more 
in-depth analysis. KM added the Trust need to consider a sensible approach 
identifying what raw statistics are available through the Electronic Staff Record 
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(ESR) to provide the right balance of information. 
 
In response to a query from the Chairman; BH confirmed that 25% of the Trust’s 
workforce consists of BME staff, however, when broken down this number 
reduces in groups of higher bands.  
 
Discussion ensued in relation to what the Trust can do to accommodate the twin 
objectives of encouraging applications from BME candidates for senior 
management roles and ensuring that the recruitment process is fair and robust 
with offers made to appointment the best candidates regardless of race or gender. 
 
The Trust Board:- 
 

• NOTED the progress of the Equality and Diversity Agenda, the issues 
affecting progress of some areas of the EDS2, the work and impact of the 
Independent Advisory Group and the potential risks if the actions 
developed in consultation with the community are not implemented; 

• APPROVED the postponement of the RAG rating event to later this year 
and 

• AGREED to receive a presentation/report on the NHS Workforce Race 
Equality Standard to a future meeting of the Trust Board. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
KM 
 
 

   
HTB 
15/846 

INTEGRATED QUALITY PERFORMANCE AND FINANCE REPORT 
 

 

 KM introduced the report and advised that work had already commenced with a 
view to refining the IQPFR to ensure that it is more responsive and initial views of 
Board members will be sought via a questionnaire which will be circulated 
electronically for ease. The Chairman supported this and suggested that the 
report should focus on the 10 corporate objectives and relevant Trust key 
initiatives that affect the quality, performance and finance. 
 
DE advised that issues persist with receipt of referrals from other organisations 
that have already breached the 62 day urgent referral to treatment cancer target 
and observed the negative impact this has on the Trust’s performance. The 
national framework for reporting breaches following 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. DE assured the Trust 
Board that Chief Officers have sent a clear message throughout the organisation 
that the Trust must meet quarter 2 target. He added that performance against 
cancer waiting times targets is expected to receive more rigorous scrunity 
following recent policy changes. 
 
The Chairman observed the recent change to the referral to treatment target 
(RTT) policy with primary focus on incomplete 18 week-wait pathways as the 
primary indicator. DE advised that the NTDA have made clear that performance 
against admitted and non-admitted 18 week-wait RTT pathways will continue to 
be monitored at a local level as by definition they feed into the incomplete 
pathway indicator. DE added that the Trust’s mix of patients differs to many other 
organisations with the backlog of predominantly admitted patients was due to 
capacity issues. The Trust’ current performance position is 86% against a 92% 
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standard.  
 
In response to a query from the Chairman regarding average time to treat 
patients; DE assured that the Operations Team monitor a range of metrics and 
Chief Officers are cognisant of those patients that are waiting between 18 and 52 
weeks and the need to ensure that they are safe. Clinical Directors have been 
charged with undertaking a clinical review of these patients for assurance 
purposes. 
 
BS sought assurance around the productivity of the Hospital of St Cross and 
progress of recent initiatives to improve this. DE assured that there is currently a 
piece of work underway to maximise the use of theatres at the Hospital of St 
Cross; following which the Trust is expecting increased productivity on that site in 
July/August.  
 
Discussion ensued in relation to the impact of inefficient patient flow and the 
pressure this creates in ED. He assured the Trust Board that an enormous 
amount of work has been undertaken to understand the emergency care pathway 
and diagnoses of the causes that impact on this. The ‘Perfect Week’ initiative to 
launch on 8th July 2015 has provoked motivation and energy around the 
organisation and DE was pleased to report that performance increased to 96.7% 
on Tuesday and peaked at 99.7% yesterday. The threshold for discharging 
patients has seen a positive change with over 170 patients discharged from the 
Trust on Tuesday. The cultural change is combination of factors and behaviours 
and the focused messaging and engagement with staff in the run up to the 
‘Perfect Week’ has had a positive impact. 
 
In response to a query from the Chairman; DE advised that there had been no 
external contribution to the change in culture. AH added that the decision to ring-
fence elective beds in surgery and gynaecology had not been without challenge 
but the Trust is starting to see some reward. DM added that the ability to perform 
elective surgery will have a positive impact in that admissions are planned and 
executed, which influences length of stay.  
 
PW conveyed concern in terms of sustainability. BS concurred with this and 
queried how this change in culture can be embedded so that it becomes normal 
practice. DE advised that the ‘Perfect Week’ methodology is to create headroom 
in order to sustain momentum rather than react in a crisis. DP highlighted the 
significant impact of DE’s ‘Back to the Floor’ exercise in supporting the change in 
culture. DE added that the exercise had proved helpful in terms of partners within 
the Local Health Economy (LHE) acknowledging the complexity of the discharge 
planning process. The work commissioned by the Systems Resilience Group to 
look at this as a system-wide challenge will help to identify capacity issues within 
the LHE. 
 
Discussion progressed to the financial position and DM reported that the month 2 
position was significantly underperforming with a year to date deficit of £8.4m 
reported in month 1. All indicators that were in escalation last month remain so in 
month 2. He added that a further £7.3m of efficiency savings and additional 
savings of £2.7m is required to deliver the Cost Improvement Plan (CIP). DM 
advised that Chief Officers are exceedingly mindful of the continued pressure from 
the NTDA to meet the plan; however, there is a significant amount of risk in the 
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organisation. First and foremost the Trust must aim to achieve the plan and 
attention must focus on reducing agency spend. DP sought clarity regarding the 
subjectivity against budget for pay and non-pay staff and it was agreed that DM 
would provide this outside of the meeting. 
 
DP observed that there is still a significant sum to be identified this year to deliver 
the CIP programme and enquired when was the intention to bring a 2016/17 plan 
to the Trust Board. DM concurred with this proactive approach and added Chief 
Officers are driving a cultural change within the organisation to achieve this. 
 
The Chairman observed the recent plethora of new rules regarding the capping of 
rates for agency and consultancy staff. DM responded that there will be a 
mandate outlining appropriate use and is likely to focus the use of engagement to 
those agencies or consultants on framework only; unless there is a clear 
justification related to patient safety. There will be a clear cap on consultancy 
spend and each Trust will be set an expenditure target which it will not be 
expected to breach. DM conveyed concern that given the current run-rate this 
poses a risk for the organisation. KM added that there has been an unverified 
suggestion that the use of off-framework may be reported as a never event which 
presents a risk and is something that the Trust Board will need to take a view on. 
 
KM assured the Trust Board that there has been an enormous amount of activity 
to recruit to vacancies within nursing; she was pleased to report that the Trust is 
making good in-roads for non-registered nurses with the appointment of 48 health 
care support workers. A recent open day attracted a high volume of foot traffic 
and considerable effort has been taken to remove as much bureaucracy as 
possible from the appointments process. 
 
BS drew attention to pay costs on page 16 of the report and queried whether a 
pattern was starting to emerge in respect of substantive spend. DM responded 
that the increase was a reflection of bank holiday enhancements and not increase 
in establishment. 
 
BS observed that agency spend had decreased in May. DM urged caution not to 
be complacent and that a period of sustained decreased expenditure must be 
evidenced before the Trust Board can be assured that expenditure is travelling in 
the right direction. 
 
The Trust Board:- 
 

• RECEIVED the May 2015 IPR and ACCEPTED associated actions and; 
• RECOMMENDED sign off of the TDA Board Statements on the basis 

there has been no change to their status. 
 

DM 
 
 
 
 
 
 
 
 
 
 

HTB 
15/847 

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

 

 DM presented the report confirming that all of the board statements on the self-
certification requirement had been met. 
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The Trust Board NOTED and APPROVED the May submission against the Board 
and Licence requirements. 

   
HTB 
15/848 

NTDA ACCOUNTABILITY FRAMEWORK 
 

 

 RS provided an overview of the NTDA Accountability Framework for 2015/16 and 
the changes to the Well-Led Framework. 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 IQPFR and the 
NTDA Self Certification Reports that are submitted to the Trust Board each 
month.   
 
The Accountability Framework brings together into one place the policies and 
processes that govern the relationship between NHS Trusts and the NTDA. 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.   
 
RS noted the introduction of new indicators for quality to enable a more rounded 
view which will feature within the refined IQPFR. 
 
The Trust Board NOTED the publication of the Accountability Framework for 
2015/16 and implications for the Trust and the further development of the Well-led 
Framework and TDA plans to implement assessment against this in 2015/16. 
 

 

HTB 
15/849 

PRIVATE TRUST BOARD MEETING REPORT 28 MAY 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. 

 
 
 

   
HTB 
15/850 

QUALITY GOVERNANCE COMMITTEE MEETING REPORT 1 JUNE 2015  

 
 
 
 
 

There were no questions raised by other Trust Board members. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

HTB 
15/851 
 

FINANCE & PERFORMANCE COMMITTEE MEETING REPORT 1 JUNE 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 
15/852 
 

EXTRAORDINARY AUDIT COMMITTEE MEETING REPORT 2 JUNE 2015 
 
There were no questions raised by other Trust Board members. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
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AGENDA 
ITEM 

DISCUSSION ACTION 

 
HTB 
15/853 
 

APPOINTMENT OF AUDIT COMMITTEE CHAIR AND CHANGES TO NON-
EXECUTIVE DIRECTOR LEAD ROLES 
 
The Chairman presented the report.  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. 
 
Following the departure of the former Audit Committee Chair, it was proposed to 
appoint DP as Chair of the Audit Committee given his extensive background in 
NHS Finance.  This appointment will remain effective whilst DP 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. 
 
Additionally, the Trust Board noted the appointment of DP to the Non-Executive 
Directors lead role for ‘Raising Concerns’ and BS to the Non-Executive Director 
lead role for ‘Conduct and Capability’ both previously held by Trevor Robinson. 
 
The Trust Board:- 
 

• APPROVED the appointment of David Poynton as Chair of the Audit 
Committee and; 

• NOTED the appointment of NEDs to the lead roles as set out above. 
 

 

HTB 
15/854 

ANY OTHER BUSINESS  

 AH reported that the Trust was delighted to welcome Dr Kate Grainger, renowned 
for her ‘Hello My Name Is’ campaign to the Trust to deliver an inspirational speech 
and mark the opening of the Lucina Birth Centre at University Hospitals Coventry 
and Warwickshire Hospitals NHS Trust. 

 

   
HTB 
15/854 
 
 

QUESTIONS FROM MEMBERS OF THE PUBLIC 
 
In response to a question from a member of the public in relation to the 170 
patients discharged earlier in the week; DE advised that the information to confirm 
or otherwise whether any of the patients discharged were readmitted or re-
presented to the Trust was not yet available. However; he provided assurance 
that all decisions to discharge were appropriate.  
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AGENDA 
ITEM 

DISCUSSION ACTION 

HTB 
15/855 

The next Public Trust Board will be held on Thursday 30 July 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 NHS TRUST 
ACTION MATRIX PUBLIC TRUST BOARD MEETINGS 

30 JULY 2015 
AGENDA ITEM 5  ENCLOSURE 2 

 
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 RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

ACTIONS FROM MARCH 2015 MEETING 
HTB/15/722 
FINANCE & 
PERFORMANCE 
COMMITTEE 
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. 
 
Scheduled for October and 
December 

Yes 

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 
 
RS and AM have met and have 
developed a proposal that will 
result in the information that is 
being obtained better presented 
and will ensure that actions are 
followed up. 
 

Yes 

HTB/15/793 
SAFER STAFFING 
INDICATORS 

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

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

Yes 

ACTIONS FROM MAY 2015 MEETING 

1 
 



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
ACTION MATRIX PUBLIC TRUST BOARD MEETINGS 

30 JULY 2015 
AGENDA ITEM 5  ENCLOSURE 2 

 
AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

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 Analysis completed which revealed 
that some wards have different 
discharge rates.  

Yes 

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 Scheduled at a Board Seminar 
when Group plans are discussed in 
October 
 
Continues to be the subject of 
debate at F&P / QGC – need to 
agree a strategy so as not to cut 
across Performance Management 
Framework 

Yes 

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 Not due yet. No 

2 
 



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
ACTION MATRIX PUBLIC TRUST BOARD MEETINGS 

30 JULY 2015 
AGENDA ITEM 5  ENCLOSURE 2 

 
AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

ACTIONS FROM JUNE 2015 MEETING 
HTB/15/833 
DECLARATIONS 
OF INTEREST 

DP noted that he was yet to 
complete a declarations of interest 
form but assured that he had no 
conflicts to declare. 

PY June 2015 Declarations of Interest form 
completed 25.6.15 

Yes 

HTB/15/838 
CHIEF EXECUTIVE 
OFFICERS 
REPORT 

It was agreed that a future Board 
Seminar would be dedicated to 
productivity. 

RS Oct 2015 To be scheduled on Board seminar 
programme 

No 

HTB/15/839 
YOU SAID WE DID 
CAMPAIGN 

DP praised the report and suggested 
that it would be helpful to receive 
information around user feedback 
where no action had been taken and 
the mitigation to support no further 
action in any future reports. 

MP Dec 2015 To be provided within the next 
report to Trust Board in December 

No 

HTB/15/840 
NURSE EXIT 
INTERVIEW 
ANALYSIS 

DP queried whether the review had 
drilled down to extract specific 
information to explain why a small 
number of staff had indicated that 
they were unlikely to return to the 
Trust MR confirmed that he would 
provide a more in-depth analysis to 
DP outside of the meeting. 

MR July 2015 Information provided to DP 23/7/15 
– no constant theme or issues of 
concern 

Yes 

HTB/15/843 
FREEDOM TO 
SPEAK UP 

The Trust Board requested a 
progress report in six months 
detailing statistics and analysis of 
concerns raised. 

RS Dec 2015  No 

3 
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ACTION MATRIX PUBLIC TRUST BOARD MEETINGS 

30 JULY 2015 
AGENDA ITEM 5  ENCLOSURE 2 

 
AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

HTB/15/845 
EQUALITY AND 
DIVERSITY 
ANNUAL REPORT 

The Trust Board agreed to receive a 
presentation/report on the NHS 
Workforce Race Equality Standard to 
a future meeting of the Trust Board. 

KM Sept 2015  No 

HTB/15/846 
INTEGRATED 
QUALITY 
PERFORMANCE 
AND FINANCE 
REPORT 

DP sought clarity regarding the 
subjectivity against budget for pay 
and non-pay staff and it was agreed 
that DM would provide this outside of 
the meeting. 

DM July 2015 DP and DM meeting on 30th July 
2015 prior to Trust Board to 
discuss 

Yes 

 

4 
 



AGENDA ITEM 6 ENCLOSURE 3 

UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

30 JULY 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: 
 

• UHCW Volunteers Annual General Meeting 
• Non-Executive Director Interviews for Birmingham Community Healthcare NHS Trust 
• Consultant Interviews 
• Trust Development Authority Quarterly Review 
• Corporate Trustees meeting – UHCW Charity 
• Regular meeting with Chair of Coventry and Rugby Clinical Commissioning Group 

 
 
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 

 
30 July 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: 

• UHCW’s successful bid to secure a place on Virginia Mason Institute Improvement Programme 
• HFMA FT Conference 
• New models of acute care collaboration engagement event 

 
Consultant Appointments – there have been several consultant appointments since the last Trust Board 
Meeting, as listed below:   

• Dr. Hiten Patel – Consultant Radiologist 
• Dr. Beatriz Gallego – Consultant in Respiratory 
• Dr. Muhammed Peerbhoy – Consultant in Respiratory 
• Dr. Supriya Bulchandani – Consultant Urogynaecologist 

 
Policy Issues and Publications: 
The following are key issues and reports that have been published that I would bring to the attention 
of the Trust Board. 
 

• The DH have published Learning not blaming which is the government’s response to the 
Freedom to Speak Up consultation and the Morecambe Bay Report and the Select 
Committee’s report on clinical investigations. Click the link to access these reports: 
http://bit.ly/1Vt6MLx 

• Better Leadership for Tomorrow is a report that has been published by Lord Rose following a 
review into leadership in the NHS. http://bit.ly/1K99jUS 

• The DH has published its response to the proposed changes to the NHS Constitution, which 
includes a summary of those changes. http://bit.ly/1EtUTfW 

 
 
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. 
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REPORT TO THE TRUST BOARD: PUBLIC 

 
30 July 2015 

   
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 Integrated Quality, Performance & Finance Report – Month 3 – 
2015/16 

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

Responsible 
Chief Officer 

Mrs. Karen Martin, Chief Workforce and Information Officer 

Date  30th July 2015 
 
1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of June 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, 30 of the 68 KPIs are breaching the standard / target and a further 10 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 June 2015 IPR 
and note the associated actions. 
 
The Board is recommended to sign off the TDA Board Statements on the basis there has 
been no change to their status. 
 
Name and Title of Author: Ms Bernie Allen, Interim Associate Director of Performance 
and Programme Management 
Date: 30th July 2015 
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Integrated Quality, Performance and Finance Reporting Framework 

Trust Scorecard 
Reporting Month June 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 June 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. 
4 



Integrated Quality, Performance and Finance Reporting Framework 

Trust Heatmap 

5 



Behind plan On plan Ahead of plan 

Im
proving 

Friends and Family Test A&E and IP Recommenders 
Friends and Family Test A&E and IP Coverage 
Number of complaints registered  
Theatre efficiency – Main, Day Surgery & Rugby 
Theatre utilisation – Day Surgery & Rugby 
Last minute non-clinical cancelled ops (elective)  
Breaches of the 28 day readmission guarantee 
18 week RTT – Admitted & Non-Admitted  
A&E 4 hour wait target 
Delayed transfers as a percentage of admissions 
Forecast recurrent and non recurrent efficiency compared to 
plan (£,000)  
Capital Services Capacity 
Personal Development Review Non-Medical 
Mandatory Training Compliance 
Staff turnover rate 
Performance in delivery of trials (quarterly) 
Commercial income invoiced £000 – cumulative 

 
Harm Free Care 
Pressure ulcers 3 and 4 (Trust associated) 
C-UTI 
Maternity FFT No of  touchpoints achieving 15% 
response rate 
Theatre utilisation – Main 
Surgical Safety Checklist (WHO) 
Diagnostic waiters, 6 weeks and over 
Two week cancer wait (GP referral to OP appointment) 
30 day emergency readmissions 
Vacancy rate against TDA workforce plan 
Peer reviewed publications (calendar year cumulative) 
 

N
ot Changing 

SHMI (quarterly) (6 months in arrears)  
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  
 

Deteriorating 

Clostridium difficile (Trust acquired) – cumulative 
Reported harmful patient safety incidents 
Serious Incident (Number) and Serious Incidents (Overdue) 
CAS Alerts (Overdue) 
Falls per 1000 occupied bed days resulting in serious harm 
18 week RTT – Incomplete 
62 days urgent referral to treatment cancer target  
Liquidity days 
Personal Development Review Medical 
Temporary costs and overtime as a % of total pay bill 
No of pts recruited into NIHR portfolio – cumulative  
Performance in initiating trials (quarterly) 
Portfolio research studies open to recruitment 
Submitted research grant applications – cumulative 

  Eligible patients having VTE risk assessment 
31 day diagnosis to treatment cancer  target  
HSMR (basket of 56 diagnosis groups) and Harm free 
care 
Sickness rate 
 

Scorecard matrix|  



Integrated Quality, Performance and Finance Reporting Framework 

Areas of underperformance | Headlines 

The Trust’s overall performance has improved this month, however 
underperformance continues 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 fourth successive month. The 31 day diagnosis to treatment target 
continues to be achieved and following a dip in performance last month, the 2 week 
cancer wait target has recovered this month and is now meeting the target. 
 
The Trust’s sickness rate has been maintained this month  and continues to  achieve 
the target of 4%.  The Trust’s vacancy rate against the submitted TDA workforce 
plan is well within the 10% target at 1.55% this month.  All other indicators in the 
Employer of Choice domain continue to be in exception or in watching status. 
 
E-referral appointment slot issue national data is currently not available following 
the upgrade from Choose and Book to NHS e-referral service as the national team 
are not issuing any reports until August. 
 
The HSMR rag rating has been updated to reflect the Dr Foster categorisations 
of   Green – significant low risk – exceeding target,  or within expected range – on 
target, Red – significant high risk – below target. 

Falls per 1000 occupied bed days resulting in 
serious harm.| Increased falls reported for June 

Domain 
Indicators 
achieved 

Indicators 
in 

exception 

Indicators 
in watching 

status 

Total 
indicators 

Excellence in patient 
care and experience 20 19 6 45 

Deliver value for money 2 3 0 5 

Employer of choice 2 2 3 7 

Leading research based 
health care organisation 2 5 1 8 

Leading training and 
education centre 2 1 0 3 

7 

Scorecard Summary | 40 KPIs underperformed;  31 
of which are classified as ‘compliance’ measures and 
9 as ‘strategic’ KPIs 
 

There has been a rise in falls over the last quarter, with 15 
serious falls being reported in Q1 compared to 4 in Q4. 
All falls that result in serious injury are classed as SIRIs and are 
reviewed at the Significant Incident Group and have a full root 
cause analysis (RCA). 
The Falls Steering Group reviews the outcomes from the RCAs  
and incorporates these into a Trust action plan to ensure 
learning is implemented and shared. 
Immediate action taken: 
• Focused education on wards;  
• Senior Nurse intervention on wards with increased falls; 
• Performance review meeting with matron and ward 

manager by ADN and falls lead for all wards that have a fall 
resulting in serious harm. 

• Thematic review of the 15 falls in Q1 is to be reported to 
Quality Governance Committee. 



Integrated Quality, Performance and Finance Reporting Framework 

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 

RTT:   
Governance:  
• These action plans and associated trajectories are monitored by 

an RTT Board which has membership from the CCG, TDA, NHS 
England and UHCW 

• Trajectories have been agreed.  
• Action plans and trajectories are also reviewed by the SRG.  
Actions:  
• Reduce the admitted backlog, (2344). 
• Specialities off trajectory T&O and General Surgery, Cardiology 
• Additional activity has been agreed and signed off.  
• UHCW is working with the CCG to transfer some activity to the 

private sector.  
• Groups are maximising capacity now that Emergency Pathways 

have improved.  

62 days standard:  
Urology: Capacity has reduced  
• The specialty has increased the number of hours operating by 14 per week 

(9.5 cases per week).  
• An additional consultant will be appointed in Nov 15.  
• Options re additional DSU list & potentially an eighth consultant. 
Gynaecology: Has 3 gynaecology/oncology vacancies / gaps  
• Support has been enlisted from two surgeons in BUH.  
Pathology:  Capacity issues  
• 1 consultant & 1 locum  appointed start June & Sept 15.  
• The number of vacancies in histopathology remains a risk . 
Radiology: prioritising acute medicine, cancer standards and diagnostics   
• Significant consultant vacancies.  

8 



Integrated Quality, Performance and Finance Reporting Framework 

Areas of underperformance | Headlines 

Clostridium difficile (Trust acquired)|Year to 
date performance is one case over trajectory 

Flash Report | June 2015 

9 

 
 

Following the “Perfect Week” the Trust sees improved performance in 
A&E, Delayed Transfers of Care and the number of outliers. 
On the 8th to the 15th July the Trust ran a ‘Perfect Week’ exercise called 
‘Breaking the Cycle for our Patients’ where staff from corporate and 
clinical areas across the Trust worked together to reinvigorate the FREED 
metrics.   
 
The Trust Board has heard stories from staff and patients about what a 
difference this week has made – patients who have been able to be 
discharged home or into the community sooner than they would have 
done, and staff who have been freed up to spend more time with 
patients, as well as training the doctors and nurses of the future.  
  
During this week; 
 
• 120 more patients were discharged during the perfect week compared 

to a poor performing week  
  
• There were only 16 medical outliers by the end of the week – patients 

who due to capacity issues are on the incorrect ward for their 
condition.  On a bad week previously, this has been as high as 160. 

  
• The Trust significantly reduced the numbers of patients whose length 

of stay in its hospitals is over 14 days 
  
• During this week, the Trust also had two 24 hour periods where none 

of its patients waited more than four hours in the emergency 
department. 
 

The Trust is looking into the possibility of running further Perfect Weeks, 
perhaps focusing on different areas across health and social care to 
continue with this successful work. 

• A cluster of 4 cases of CDiff reported for Ward 31, (two 
in April and then one each in May and June) and an 
action plan has been produced to prevent further 
(cases) acquisitions. All other cases were noted 
throughout individual wards. 

• ICNA Environmental cleaning scores have averaged at 
81.7% in the 1st quarter for the trust. A Cleaning 
Assurance Group  is currently in the process of a 12 
week action plan to address key issues, with escalation 
to Seniors ISS Managers. 

• The 100 days C diff free campaign continues to 
increase engagement and staff ownership of C diff 
prevention. This has resulted in all wards achieving 
100 days free, 70% of wards are now over ‘a year 
clear’ and 6 wards have reached 1000 days. 

• Training sessions have been organised for hand 
hygiene, cleaning of commodes, Dekomed & Tristel on 
28th August 2015. 

• The Trust is introducing a new hand hygiene 
measurement tool based upon the WHO 5 Moments. 



Integrated Quality, Performance and Finance Reporting Framework 

Key Achievements | June 2015 

The Trust has held a successful Research, Development and Innovation 
fortnight 
On 29th June, the Trust started ‘Research, Development & Innovation Fortnight’, 
culminating with the R,D&I Summit on 10th July.  During the two weeks,  a number of 
different activities, training and events were offered to engage staff and patients. The 
'research on the go' trolley travelled around the wards and was well received.   
 

The Summit was a great success, providing over 100 staff from UHCW and its partner 
Universities to network and learn about the opportunities available.  Feedback was 
overwhelmingly favourable, with requests for a permanent annual event.   
 

With regards to raising awareness, over the two weeks there were  15.4k impressions 
made (the number of Twitter users who saw the Trusts tweets), the Trust’s average is 
typically 5k, gained 35 new followers and had 958 people visit the profile page (more 
than double that in the previous 28 days).   

UHCW wins place on prestigious scheme to transform care for patients 
The Trust is one of just five NHS Trusts in the country set to benefit from the influence of 
internationally acclaimed healthcare experts Virginia Mason as part of a new initiative 
launched by Health Secretary Jeremy Hunt and the NHS Trust Development Authority in 
July. 
 

The USA’s ‘Hospital of the Decade’ will mentor five NHS hospital trusts in an ambitious 
improvement programme.  They will bring their tried and tested system to University 
Hospital and the Hospital of St Cross to help them to deliver improvements in healthcare 
for local people.  
 

As part of a trailblazing move to make the NHS one of the world’s greatest learning 
organisations, clinicians and leaders from the Virginia Mason Institute will teach NHS 
doctors and nurses the principles and systems that made it so successful. It will mean that 
patients here can benefit from the systems that have led to Virginia Mason receiving 
awards for excellent and safe care. 
 

Working in partnership with one of the safest hospitals in the world is a huge opportunity 
for UHCW NHS Trust and all its staff to learn from a world-leading healthcare 
organisation and will support the ‘Sign Up To Safety’ programme in which the Trust is 
already engaged.  It will play a major part in our development to become world class, 
delivering excellent patient care and experience, while becoming a leading centre for 
research and training 

It is noted that in this months scorecard that all 
theatre areas have shown some improvement in 
both efficiency and utilisation, with Main theatres 
utilisation achieving 87.22% against the 85% target 
for the first time 
There are a number of drivers behind this, as 
discussed at the recent Theatre Management 
Committee:  
 
• A reduction in ward bed related cancellations, 

due to better flow in the hospital generally and 
ring-fenced surgical beds  
 

• A reduced number of inpatients admitted to 
DSU, improving flow in DSU theatres and other 
surgical areas by allowing day-case patients to 
be discharged sooner  
 

• Improved start times at Main and Rugby 
theatres (as demonstrated on scorecards), 
reducing the likelihood of out-of-theatre-time 
cancellations  
 

• Weekly booking meetings now running in 
almost specialties, plus a new Day Surgery 
Booking Meeting which started end of May to 
identify lists where an extra case could be 
scheduled.  
 

There is overall improved confidence to fully book 
theatre lists following the above changes. 
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Integrated Quality, Performance and Finance Reporting Framework 

Finance overview | position summary 

Eight finance performance indicators are 
in escalation this month.  

2 indicators have moved into escalation in 
month 3; Net Return after Financing and I&E 
surplus margin. These have moved into 
escalation due to the reported deficit at month 3 
being higher than plan. 

 

All other indicators remain in escalation. 

 

The Trust is currently in the process of refreshing 
its financial indicators.  
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Integrated Quality, Performance and Finance Reporting Framework 

Finance overview | statement of comprehensive income 
The Trust is forecasting to meet its 
planned deficit of £22.4m for the year. 
However future savings of £6.7m are required to 
deliver the plan.   

Contract income is forecast at £9.8m adverse to plan 
driven by under performance against activity targets 
in electives, daycases and critical care. 
 
Group expenditure forecasts include cost pressures 
of £5.4m: 
• (£8.1m) under achievement of CIP. Group targets 

were increased by £0.9m in month 3 to reflect 
stretch targets. The corresponding entry is held 
within reserves and will be reallocated to groups 
in month 4. 

• (£2.9m) education & research income and 
expenditure timing differences. 

• £2.9m staffing, primarily vacancies. 
• £2.4m activity related variances and other cost 

pressures. 
• (£2.1m) premium cost of covering ward nursing 

vacancies. 
• (£1.5m) Pathology network. 
• (£1.2m) for specialing of patients. 
• (£1.1m) cover for medical staff vacancies. 
• (£0.6m) RTT and capacity. 

 
The Trust is reporting a year to date deficit of 
£10.4m in month 3 (£10.1m against break-even 
duty), which is £1.2m adverse to the planned deficit. 
This is primarily due to underperformance against 
activity targets noted above. 
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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 480,730 470,924 (9,806) 117,320 115,343 (1,977) 41,768 40,432 (1,336)
Other income from activities 16,043 13,060 (2,983) 3,998 3,182 (816) 941 1,053 112
Other Operating Income 71,648 76,085 4,437 18,606 18,586 (20) 5,781 4,997 (784)

Total Income 568,421 560,069 (8,352) 139,924 137,111 (2,813) 48,490 46,482 (2,008)

Operating Expenses

Pay (337,134) (342,907) (5,773) (86,207) (85,941) 266 (28,748) (28,652) 96
Non Pay (189,824) (196,296) (6,472) (48,244) (48,777) (533) (16,236) (16,108) 128

CIP gap to target delivery 7,200 7,200 0 0
Additional savings required (466) (466) 0 0

Reserves (14,748) (267) 14,481 (2,032) (245) 1,787 (685) 473 1,158

Total Operating Expenses (541,706) (532,736) 8,970 (136,483) (134,963) 1,520 (45,669) (44,287) 1,382

EBITDA 26,715 27,333 618 3,441 2,148 (1,293) 2,821 2,195 (626)
EBITDA Margin % 4.7% 4.9% 2.5% 1.6% 5.8% 4.7%

Non Operating Items

Profit / loss on asset disposals 0 2 2 0 2 2 0 0 0
Depreciation (21,043) (21,043) 0 (5,261) (5,261) 0 (1,754) (1,754) 0
Interest Receivable 100 104 4 25 28 3 8 7 (1)
Interest Charges (789) (789) 0 (92) (76) 16 (31) (26) 5
Financing Costs (25,303) (25,303) 0 (6,326) (6,287) 39 (2,109) (2,073) 36
Unwinding Discount (36) (35) 1 (36) (35) 1 0 0 0
PDC Dividend (3,626) (3,626) 0 (907) (907) 0 (302) (303) (1)

Total Non Operating Items (50,697) (50,690) 7 (12,597) (12,536) 61 (4,188) (4,149) 39

Net Surplus/(Deficit) (23,982) (23,357) 625 (9,156) (10,388) (1,232) (1,367) (1,954) (587)
Net Surplus Margin % -4.2% -4.2% -6.5% -7.6% -2.8% -4.2%

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 (8,840) (10,072) (1,232) (1,209) (1,796) (587)

2015/16 Year To Date Month



Integrated Quality, Performance and Finance Reporting Framework 

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. 
• Trust capital expenditure still remains largely on 

plan.  
• The year to date cash and cash equivalent 

increase of £3.3m is a result of the working 
capital movements in trade receivables and 
payables, offset by a deterioration in the year to 
date income & expenditure position against plan. 

• The cashflow still assumes that the Trust will 
receive £31.9m of Public Dividend Capital (PDC), 
of which £28.9m is revenue support. A financing 
application for the revenue support will be 
submitted to the Independent Trust Financing 
Facility (ITFF) in September. 
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Statement of Financial Position Plan Forecast 
Outturn Variance Plan Actual Variance Planned 

Change
Actual 

Change Variance

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

Non-current assets
Property, plant and equipment 414,511 415,136 625 373,456 372,910 (546) 97 (532) (629)
Intangible assets 3,886 3,886 0 3,886 3,886 0 0 0 0
Investment Property 5,007 5,007 0 5,007 5,007 0 0 0 0
Trade and other receivables 18,245 18,115 (130) 28,785 28,944 159 (1,149) (1,105) 44
Total non-current assets 441,649 442,144 495 411,134 410,747 (387) (1,052) (1,637) (585)
Current assets
Inventories 11,558 11,558 0 11,558 11,697 139 0 359 359
Trade and other receivables 27,464 27,298 (166) 24,022 27,519 3,497 (5,186) (9,310) (4,124)
Cash and cash equivalents 2,742 2,742 0 7,509 10,837 3,328 (3,473) 1,593 5,066

41,764 41,598 (166) 43,089 50,053 6,964 (8,659) (7,358) 1,301
Non-current assets held for sale 0 0 0 0 0 0 0 0 0
Total current assets 41,764 41,598 (166) 43,089 50,053 6,964 (8,659) (7,358) 1,301
Total assets 483,413 483,742 329 454,223 460,800 6,577 (9,711) (8,995) 716
Current liabilities
Trade and other payables (50,025) (49,730) 295 (54,407) (62,478) (8,071) 8,198 6,847 (1,351)
Borrowings (186) (186) 0 (4,848) (4,813) 35 0 0 0
DH Working Capital Loan 0 0 0 0 0 0 0 0 0
DH Capital loan (3,774) (3,774) 0 (2,390) (2,390) 0 0 0 0
Provisions (194) (194) 0 (3,309) (2,843) 466 0 158 158
Net current assets/(liabilities) (12,415) (12,286) 129 (21,865) (22,471) (606) (461) (353) 108
Total assets less current liabilities 429,234 429,858 624 389,269 388,276 (993) (1,513) (1,990) (477)
Non-current liabilities:
Trade and other payables
Borrowings (268,075) (268,075) 0 (264,478) (264,667) (189) 99 36 (63)
DH Working Capital Loan 0 0 0 0 0 0 0 0 0
DH Capital loan (22,632) (22,632) 0 (12,815) (12,815) 0 0 0 0
Provisions (2,379) (2,378) 1 (2,525) (2,572) (47) 48 0 (48)
Total assets employed 136,148 136,773 625 109,451 108,222 (1,229) (1,366) (1,954) (588)

Financed by taxpayers' equity:
Public dividend capital 86,963 86,963 0 55,080 55,080 0 0 0 0
Retained earnings (11,801) (11,176) 625 3,025 1,796 (1,229) (1,366) (1,954) (588)
Revaluation reserve 60,986 60,986 0 51,346 51,346 0 0 0 0

Total Taxpayers' Equity 136,148 136,773 625 109,451 108,222 (1,229) (1,366) (1,954) (588)

2015/16 Year To Date Month
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Finance overview | CIP 
 The Trust is forecasting delivery of £26.8m 

against £28.1m of potentially identified 
savings: This gives a potential forecast 
shortfall of £7.2m against the Trust target of 
£34m for 2015/16. 

Headlines 
• £1.8m delivered in June against a plan of £2.1m.    
• £6m delivered against a cumulative year to date plan of £6.2m. 
• Forecast delivery of £26.8 m against the Trust target of £34m, giving a 

forecast shortfall of £7.2m. 
• 39% of the potential savings are classified as opportunities. 
• 51% of the potential savings are related to commissioning contract income. 
• 11% of the potential savings are non recurrent and will require permanent 

schemes to reduce them. 
• 53% of schemes have had their QIA fully signed off. 
 
  

 
 

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. The Trust has not delivered it’s 
month 3 plan. While this is in part due to rephasing of CIP 
schemes enacted through the income scheme review process it 
exposes that 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 £7.2m.  

• An internal review of all contract income schemes has taken 
place during June. As part of the this review recommendations 
were made to Commercial Finance Managers around 
deliverability and phasing of saving schemes. These 
recommendations have been reflected in the month 3 forecast 
position. The Contracting and Commissioning team will continue 
to monitor delivery against identified schemes moving forwards. 

 
Key Actions 
• Groups to have recurrently identified and documented 100% of 

their CIP targets by 31st August.  
• Group to also ensure delivery of identified schemes. 
• Groups and Corporate functions 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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Integrated Quality, Performance and Finance Reporting Framework 
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30th June 2015 
WTE 

TDA Plan Target  
WTE 

Trust WTE 6,393.38 6,494.20 

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

• Starters & Leavers |Nursing 

•  The Trust’s staff in post is 100.82 WTE away from the TDA plan of 
6494.20. 

 
•  The Trust’s monthly staff in post (WTE) has increased by 12.48 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, notably April, August & December. 

•  The Trust’s Nursing Starters is of a higher rate than the Leavers for 
the first time in four months. Recruitment activities continue 
including attendance at a RCN recruitment fayre in Birmingham, a 
Nursing Open Day, which saw over 80 people attend and a dedicated 
recruitment campaign for the Enhanced Care team.  

Staff Group 

Staff In 
Post WTE 
31st May 

2015 

Staff In 
Post WTE 
30th June 

2015 

 
Variation 

(WTE) 
 

% 
Variance 

Add Prof Scientific and Technic 222.73 223.94 1.21 0.54% 

Additional Clinical Services 1309.16 1319.10 9.94 0.76% 

Administrative and Clerical 1170.79 1175.88 5.09 0.43% 

Allied Health Professionals 358.66 360.06 1.40 0.39% 

Estates and Ancillary 1.00 1.00 0.00 0.00% 

Healthcare Scientists 321.63 320.07 -1.56 -0.49% 

Medical and Dental 864.16 869.17 5.01 0.58% 

Nursing and Midwifery Registered 2093.78 2087.16 -6.62 -0.32% 

Students 39.00 37 -2.00 -5.13% 

Totals 6380.90 6393.38 12.48 0.20% 

ISS 643.4 629.6 -13.87 -2.14% 

Staff in Post | Calendar Year Variation 

Staff in Post | Monthly Variation 



• Vacancies| Staff Group 

Integrated Quality, Performance and Finance Reporting Framework 16 

Workforce Information | Headlines 

• Pay Costs| Provided by Finance 

•This graph demonstrates the WTE of Staff in Post, WTE in active 
recruitment and the WTE vacancies which still remain against the 
budgeted establishment but are not being actively recruited to at this 
stage. 

•Given the financial controls being implemented in July, including a 
vacancy freeze on non-clinical vacancies, this gap will increase in coming 
months.  

•Temporary costs (Overtime, Bank, Agency) equate to 15.86% 
of the Trusts total pay bill, which is a slight increase from 
15.77% last month. 

• Initiatives continue to be developed to improve bank 
utilisation including enhanced bank rates, promotional 
campaigns and recruitment drives.  

• Establishment | Staff in Post v TDA Plan 

• This new graph details the TDA plan against staff in post. The 
gap was 67.06 WTE in April, 73.70 in May & 100.82 June.  



Integrated Quality, Performance and Finance Reporting Framework 

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 and Strategy Officer  

Date  30th  July 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 Jun 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 



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 and Strategy Officer 
 
7. Recommendations 
 
 
[A] The Board is invited to note: 
 

1.  The proposed April submission against the Board and License requirements.   
 
and  
 
[B] approve: 
 

1. Submission of the document to the TDA. 
 
 
 
 
.   
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APPENDIX A 

OVERSIGHT: Monthly self-certification requirements - Board Statements Compliance 

CLINICAL QUALITY 

1. The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the TDA’s oversight model (supported by 
Care Quality Commission information, its own information on serious incidents, patterns of complaints, and including any further metrics it chooses to 

adopt), the trust has, and will keep in place, effective arrangements for the purpose of monitoring and continually improving the quality of healthcare 
provided to its patients. 

YES 

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

3. The Board is satisfied that processes and procedures are in place to ensure all medical practitioners providing care on behalf of the trust have met the 
relevant registration and revalidation requirements. YES 

FINANCE 

4. The Board is satisfied that the trust shall at all times remain a going concern, as defined by the most up to date accounting standards in force from time to 
time. YES 

GOVERNANCE 

5. The Board will ensure that the trust remains at all times compliant with the NTDA accountability framework and shows regard to the NHS Constitution at 

all times. YES 

6. All current key risks to compliance with the NTDA's Accountability Framework have been identified (raised either internally or by external audit and 
assessment bodies) and addressed – or there are appropriate action plans in place to address the issues in a timely manner. 

YES 

7. The Board has considered all likely future risks to compliance with the NTDA Accountability Framework and has reviewed appropriate evidence regarding 
the level of severity, likelihood of a breach occurring and the plans for mitigation of these risks to ensure continued compliance. YES 

8. The necessary planning, performance management and corporate and clinical risk management processes and mitigation plans are in place to deliver the 
annual operating plan, including that all audit committee recommendations accepted by the board are implemented satisfactorily. YES 

9. An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance framework requirements that support 
the Statement pursuant to the most up to date guidance from HM Treasury (www.hm-treasury.gov.uk). 

YES 

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

11. The trust has achieved a minimum of Level 2 performance against the requirements of the Information Governance Toolkit. 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 Board Assurance Framework 2015/16 Quarter 1 Update 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer and Deputy CEO 

Date  30th July 2015 
 
1. Purpose  
To present the quarter 1 update against the 2015/16 Board Assurance Framework. 
 
2. Background and Links to Previous Papers 
The Trust Board approved the Board Assurance Framework (BAF) for 2015/16 at the 
May meeting.  Given that the first quarter of the year has now elapsed, each of the risks 
has been reviewed by the responsible Chief Officer and the updated position in terms of 
progress against the actions outlined and the risk score is attached.  
 
3. Narrative 
The Board is responsible for identifying and monitoring risks to the strategic objectives 
that it sets.  This is achieved through the annual development of a Board Assurance 
Framework, which is monitored at the Trust Board on a quarterly basis.  As part of that 
monitoring process, board members should consider whether the Board Assurance 
Framework remains reflective of the current risks to achievement of the annual objectives 
given the dynamic nature of the healthcare environment. 
 
Quarter 1 Update 
Each risk has been reviewed and updated by the Chief Officers and the attached 
document details: 
 

• The current controls and gaps in controls 
• The current assurances and gaps in assurances  
• The current score against each of the BAF risks.   
• An update against the actions identified as at the end of quarter 1. 

 
It should be noted that whilst progress has been made, and there are no specific areas of 
concern to highlight, the risk scores have remained static.  An explanation for this has 
been provided in the narrative and is in the main, reflective of the fact that (a) we are only 
4-months into the current financial year and (b) some of the actions have a longer lead in 
time because they are aimed at achieving an annual objective.  Performance data as at 
30th June 2014 has also been taken into account in terms of determining the risk score 
and is reflected in the narrative where there is an associated key performance indicator 
(KPI). 
 
4. Areas of Risk 
If the Trust does not have a robust Board Assurance Framework and system of 
monitoring in place there is the risk that the strategic objectives will not be achieved, 
which could have regulatory, reputation and financial implications and could impact on 
the quality of care that is provided.  This report mitigates against these risks materialising. 
 



5. Governance  
 
The Trust Board will continue to monitor the Board Assurance Framework on a quarterly 
basis at the board meeting that follows the quarter end.  
 
6. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs 
Meghana Pandit, Chief Medical Officer and Deputy CEO 
 
7. Recommendations 
 
The Board is invited to NOTE the updated Board Assurance Framework as at quarter 1, 
seek further ASSURANCE in relation to the management and mitigation of the risks as 
appropriate and CONSIDER whether the BAF remains reflective of the current risks to 
the achievement of the strategic objectives.  
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Board Assurance Framework 2015/16 

 
 

STRATEGIC OBJECTIVE To deliver excellent patient care and experience 
To deliver value for money 

ANNUAL OBJECTIVE 1 Reduce vacancy rate to below 10%  
EXECUTIVE LEAD Chief Human Resources and Information Officer  

 
MANAGEMENT LEAD Associate Director of Human Resources  

 
RESPONSIBLE COMMITTEE Finance and Performance Committee  
RISK If we do not reduce our vacancy rates, there will be a continuing need for high levels of 

costly agency staff. This could impact on quality of care to our patients, staff morale and 
achievement of our financial plan.  

REVIEW DATE 30.06.15 
 

Controls: 
Vacancy tracker developed and presented regularly to COG which clearly sets out the vacancy position across staff groups. 
Hard to fill posts identified through ODP and workforce plan 
Health and Social Care apprenticeship pilot planned to support reduction in HCSW vacancies and develop future talent pipeline 
Streamlining process underway for HCSW and Band 5 Assessment Centres (alongside implementation of values based 
recruitment), alongside Lead Nurse – Recruitment 
Exploration of different labour markets to support registered nurse recruitment  
Gaps in controls: 
Attraction and Retention Strategy not in place 
Assurance: 
Vacancy rate reported in the Integrated Quality and Performance Report at Trust Board each month. 
Key recruitment metrics included within the Integrated Quality and Performance Report (Trust Board) 
Tracked through monthly workforce report and IPR, monthly ODM Meetings and Quarterly Performance Meetings  
Gaps in Assurance: 
Vacancy rate remains above target at the present time 
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Board Assurance Framework 2015/16 

RISK RATING LIKELIHOOD CONSEQUENCE RISK RATING Progress 
Initial Risk Rating 4 (likely) 4 (major) 16 (high)  

 Target Risk Rating 3 (possible) 3 (moderate) 9 (moderate) 
Current Risk Rating 4 (likely) 4 (major) 16 (high) 
 
 
ACTIONS 
Action Due Date Progress Update at Quarter 1 
Implementation of  streamlined process for 
HCSW and band 5 staff 

May 2015 The process has been reviewed resulting in twice a month band 5 
nursing assessment days and a monthly HCSW assessment day; 
both of which are values based. 

Development of Attraction and Development 
Strategy 

October 
2015 

Under development – not yet due. 

Health and Social Care apprenticeship pilot 
planned to support reduction in HCSW 
vacancies and develop future talent pipeline 

September 
2015 

Pilot areas identified and confirmed with nursing management teams. 
Open days held. 
Assessment centre scheduled for 10th July 2015 
Currently on track for commencement in September 2015 

Pre-employment process to be streamlined  July 2015 The pre-employment process has been streamlined but changes 
continue to be made as part of a continuous improvement cycle. 

 
Recommendation; whilst good progress has been made, no change to the likelihood or consequence score of the risk is 
recommended as at quarter 1 as the actions taken have not had sufficient time to influence vacancy rates. 
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ANNUAL OBJECTIVE 2 Achieve above the national average performance for each quarter of the staff Friends and 
Family Test Survey and National Staff Survey  

EXECUTIVE LEAD Chief Human Resources and Information Officer 
MANAGEMENT LEAD Associate Director of Human Resources  
RESPONSIBLE COMMITTEE  Quality Governance Committee  
RISK If our staff FFT results do not improve this could lead to high levels of staff dis-

engagement and ultimately poor patient experience. 
REVIEW DATE 30.06.15 

 
Controls: 
Staff FFT responses tested through Impressions during the year.  
Access to existing supportive training and development 
Health and Wellbeing events 
Listening Events/ TTWC World Class People work-streams 
Bespoke Leading Together Leadership Development Programme in place to be rolled out to top 125 leaders during 2015/16. 
Gaps in controls: 
None identified 
Assurance: 
Actions to address issues raised in National Staff Survey presented to the April Trust Board 
Information on staff FFT is provided quarterly and presented to the TTWC Programme Board and Chief Officers’ Group 
Gaps in Assurance: 
National staff survey only taken annually and results will not be known until February 2016. 
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 LIKELIHOOD CONSEQUENCE RISK RATING Progress 
Initial Risk Rating 4 (likely) 3 (moderate) 12 (moderate)  

 Target Risk Rating 2 (unlikely) 2 (minor) 4 (low) 
Current Risk Rating 4 (likely) 3 (moderate) 12 (moderate) 
 
ACTIONS 
Action Due Date Progress Update at Quarter 1 
Impressions survey incorporating staff FFT to 
be conducted throughout the year 

On-going Quarter 1 survey undertaken in June alongside listening events, with 
results currently being analysed and due to be fed back to the TTWC 
Board in August. 
Planning for national staff survey (September – November) currently 
underway in advance of launch. 
Full Staff Impressions survey to be undertaken in March 2016, to 
coincide with TTWC 2nd birthday. 

 
Recommendation: whilst all actions are on track and plans are in place, the results of the first quarter are not yet available and as 
such, no change to the likelihood or consequence score is recommended at the end of Quarter 1. 
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Board Assurance Framework 2015/16 

 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To deliver value for money 
ANNUAL OBJECTIVE 3 Reduce bed occupancy rates to less than 93% 
EXECUTIVE LEAD Chief Operating Officer 
MANAGEMENT LEAD Director of Operations  
RESPONSIBLE COMMITTEE Finance and Performance Committee  
RISK If we do not reduce our bed occupancy to less than 93% we will fail our performance 

targets and provide a poorer standard of care to our patients. 
REVIEW DATE 30.06.15 

 
Controls: 
DTOC patients identified and formally recorded. 
Health Economy System Resilience Group in existence. 
Control and Command structure in place to manage operational delivery 
Action plan in place to manage, monitor and deliver improvements and thereby deliver bed occupancy below 93% 
GECR+ released 
FREED metrics in place 
Delivery of Perfect Week 8th -15th July 2015 
Gaps in controls: 
Inability to discharge patients that require a package of care/support from partner agencies 
Inability to discharge patients early enough in the day to establish and maintain flow 
Inability to deliver daily capacity and demand balance seven days per week 
 
Assurance: 
DTOC position reported to the Trust Board each month 
FREED metrics in place and reports generated 
Daily performance position report and weekly trend analysis report 
Monthly report to Finance & Performance Committee and Trust Board 
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Board Assurance Framework 2015/16 

Perfect Week Report 
Gaps in Assurance: 
Number of patients in DTOC at highest ever level. 
Partial system plan to recover the position in place and monitored at System Resilience Group (SRG) 
 
 
 LIKELIHOOD CONSEQUENCE RISK RATING Progress 
Initial Risk Rating 4 (likely) 5 (catastrophic) 20 (high)  

 Target Risk Rating 2 (unlikely) 5 (catastrophic) 10 (moderate) 
Current Risk Rating 4 (likely) 5 (catastrophic) 20 (high) 
 
 
ACTIONS 
Action Due Date Progress Update at Quarter 1 
Accelerated roll out of pharmacy Computer 
on Wheels (COW) to aide with TTOs and 
speed up discharge 

June 2015 Resourced for the Perfect Week and full deployment plan now in 
place. 

Health economy wide diagnostic exercise  July 2015 This work has been commissioned and the diagnostic has a further  
6-weeks to run. 

Perfect Week exercise planned  July 2015 Successfully undertaken 8th to 14th July 2015 
Continue to work with partners and regulators 
to develop system plan to resolve the DTOC 
issue 

On-going Work continues 

Staged internal reconfiguration programme in 
place GPAU/FEAU 

October 
2015 

Not yet due although plans are underway. 

Programme of work to reduce length of stay On-going  
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Board Assurance Framework 2015/16 

Recommendation; although work is on track and the Perfect Week in particular has been delivered with success, the work that is 
underway  to reduce bed occupancy on a sustained basis is multi-factorial as outlined above and will take place across the year.  It 
is therefore too early to recommend a reduction in the likelihood or consequence of the risk score as at the end of quarter 1. 
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Board Assurance Framework 2015/16 

 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 
ANNUAL OBJECTIVE 4 & 5 Reduce the number of avoidable deaths (NCEPOD E) to less than 15 and reduce HSMR 

to below 100 
EXECUTIVE LEAD Chief Medical Officer 
MANAGEMENT LEAD Director of Quality and Deputy Medical Director 
REPONSIBLE COMMITTEE Quality Governance Committee  
RISK If we do not reduce the number of NCEPOD E deaths and HSMR we will suffer 

reputational damage 
REVIEW DATE 30.06.15. 
Controls:  
Primary and secondary mortality reviews 
Investigations of high relative risks and CUSUM alerts and associated action plans 
Actions from RCAs completed and presented to Patient Safety Committee (PSC).  
Gaps in controls: 
Delays in obtaining notes for mortality reviews 
Delay in system change relating to transfer process and handovers 
Identification of common themes for improving patient care and subsequent actions for improvement 
Improve intelligence of analysis of mortality data to strive to move to a more proactive approach 
Consider a more robust benchmarking approach 
Assurance: 
Presentations and learning evidenced at Grand Round, PSC, QGC and Trust Board 
HSMR and SHMI monitoring on Integrated Quality, Performance and Finance report and group performance scorecards 
Mortality newsletter 
Gaps in Assurance:  
Failure to act on rising HSMR 
Implementation of learning from mortality reviews 
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Board Assurance Framework 2015/16 

 
 LIKELIHOOD CONSEQUENCE RISK RATING PROGRESS 
Initial Risk Rating 3 (possible) 4 (major) 12 (moderate)  

 Target Risk Rating 2 (unlikely) 3 (moderate) 6 (low) 
Current Risk Rating 3 (possible) 4 (major) 12 (moderate) 
 
 
ACTIONS 
Action Due Date Progress Update at Quarter 1 
Regular Mortality reports to Trust Board July Trust 

Board 
Last 6-monthly update submitted to April Trust Board. 
HSMR and SHMI reported each month to the Trust Board 

Deep dive into high contributors to HSMR September 
2015 

Work planned but action not yet due. 

Grand Round presentations On-going  
 
Recommendation; although work is on-going and HSMR is within expected limits, as reported in the June Scorecard, the deep 
dive is still to be undertaken.  It is not recommended that the likelihood or consequence score be amended at this time.   
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Board Assurance Framework 2015/16 

 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 
ANNUAL OBJECTIVE 6 Reduce avoidable infections through improved core infection control practice 
EXECUTIVE LEAD Chief Nursing Officer 
MANAGEMENT LEAD Director of Infection Prevention and Control  
RESPONSIBLE COMMITTEE Quality Governance Committee  
RISK If we do not reduce avoidable infections patients may be harmed, we will not meet our 

performance targets and our reputation will be damaged.  
REVIEW DATE 30.06.15 
Controls: 
RCA/PIR process in place to analyse cause and identify necessary actions 
Robust root cause analysis process in place to analyse cause and instigate necessary actions. 
Key performance metrics and dashboards for groups. 
Action plan in place  
Gaps in controls: 
None identified 
Assurance: 
Detailed report and action plan to April Trust board detailing the work that is underway in this regard. 
MRSA & C-diff rates reported in Integrated Quality and Performance Report each month. 
Quarterly report to Trust Board on Infection Control  
Performance Management Framework in place to support change, monitor variance and rectify exceptions; no MRSA cases 
reported in 2015/16. 
Gaps in Assurance: 
None identified 
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Board Assurance Framework 2015/16 

 
 LIKELIHOOD CONSEQUENCE RISK RATING  Progress 
Initial Risk Rating 4 (likely) 4 (major) 16 (high)  

 Target Risk Rating 2 (unlikely) 4 (major) 8 (moderate) 
Current Risk Rating 4 (likely) 4 (major) 16 (high) 
 
 
Action Due Date Progress Update at Quarter 1 
Action plan in place as reported to the Trust 
Board 

On-going Action plan and performance data on the agenda for the July Trust 
Board meeting. 

TDA External Review of Infection Prevention 
and Control Practice 

Completed The review has been completed and will be presented to the Trust 
Board once available. 

 
Recommendation; although it is pleasing to note that there have been no cases of MRSA in 2015/16, the number of clostridium 
difficile cases is exceeding the target as at 30th June 2015 and this, coupled with the fact that we do not yet have the TDA report 
suggests it would be premature to reduce the likelihood or consequence score of the risk as at the end of quarter 1.  
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Board Assurance Framework 2015/16 

 
 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 
ANNUAL OBJECTIVE 7 Improve patient safety thermometer performance to achieve 97% by year end 

 
EXECUTIVE LEAD Chief Nursing Officer 
MANAGEMENT LEAD Deputy Chief Nursing Officer  
RESPONSIBLE COMMITTEE Quality Governance Committee  
RISK If we do not maintain performance at above 95% patients may be harmed and our 

reputation will suffer.  
REVIEW DATE 30.06.15 
Controls: 
Data collection around new and old harms in all wards  
Embedded collection and dissemination systems 
Displayed on public facing safety boards 
Routine analysis of harms through Nursing & Midwifery Committee, Patient Safety Committee and Quality Governance Committee. 
Peer (local and national) benchmark assessment 
Action plan to improve all harms 
Gaps in controls: 
None identified  
Assurance: 
Performance reported in the Integrated Quality and Performance Report  
Reports to Quality Governance Committee on quarterly basis  
Gaps in Assurance: 
Performance is not yet reaching 97% 
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Board Assurance Framework 2015/16 

 
 
 LIKELIHOOD CONSEQUENCE RISK RATING  Progress  
Initial Risk Rating 3 (possible) 3 (moderate) 9 (moderate)  

 Target Risk Rating 3 (possible) 1 (negligible) 3 (low) 
Current Risk Rating 3 (possible) 3 (moderate) 9 (high) 
 
 
ACTIONS 
Action Due Date Progress Update at Quarter 1 
Action plan in place to improve performance 
against all harms – monitored through the 
Quality Governance Committee  

On-going The action plan has identified a requirement to increase the focus on 
falls and pressure ulcers.  Additional actions have therefore been 
developed. Harm free care for June 2015 stands at 95.84% 

 
Recommendation; although harm free care for June 2015 is achieving the target on the balanced scorecard (95.84% against a 
target of 95%) it is not yet reaching the 97% threshold, and as set out above, further focused work on falls and pressure ulcers is 
required to help increase the scores in this area.  It would therefore be premature to reduce the likelihood or consequence score for 
this risk at as the end of quarter 1. 
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Board Assurance Framework 2015/16 

 
 
 
STRATEGIC OBJECTIVE To deliver value for money 
ANNUAL OBJECTIVE 8 Deliver the financial plan 2015/16 
EXECUTIVE LEAD Chief Finance and Strategy Officer 
MANAGEMENT LEAD Deputy Chief Finance Officer 
RESPONSIBLE COMMITTEE Finance and Performance Committee  
RISK If we do not deliver our financial plan for 15/16 our services and reputation will be 

impacted.  
REVIEW DATE 30.06.15 

 
Controls: 
Operational delivery plans in place for Specialty Groups and Corporate Services 
Cost reduction plan in place being monitored by Chief Offices Group Finance Star Chamber 
Monthly report to the Trust Board as part of Integrated Quality and Performance Report  
Financial Recovery Plan in place 
CIP monitoring arrangements in place and embedded  
Gaps in controls: 
Agency spend continues to be high 
Continuing inability to deliver required elective activity levels 
Assurance: 
Delivery of CIP 2014/15 
Financial Recovery Plan 
Integrated Quality and Performance report 
Monitoring of Financial Recovery Plan at Finance and Performance Committee  
Gaps in Assurance: 
Agency spend remains high 
Continuing impact on income due to inability to carry out elective work because of emergency pressures and flow issues 
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Board Assurance Framework 2015/16 

Continuing impact of delayed transfers of care 
Lack of agreed system plan to resolve flow issues 
 
 LIKELIHOOD CONSEQUENCE RISK RATING Progress 
Initial Risk Rating 4 (likely) 4 (major) 16 (high)  

 Target Risk Rating 4 (likely) 2 (minor) 8 (moderate) 
Current Risk Rating 4 (likely) 4 (major) 16 (high) 
 
 
ACTIONS 
Action Due Date Progress Update at Quarter 1 
Financial Recovery Plan May 2015 Approved at May Trust Board  
Plan for closer monitoring/controls around 
agency spend 

May 2015 Directions have been issued to the organisation around agency usage 
with controls in place 

Transfer of additional elective work to Rugby 
St Cross with additional bed capacity coming 
on stream 

September 
2015 

Not yet due but planning process underway.  

Staged internal reconfiguration; GPAU/FEAU October 
2015 

Not yet due but planning process underway.  

 
Recommendations: whilst the Trust is on track to deliver the financial plan as at 30th June 2015, delivery is linked to carrying out 
elective activity and there has been under-performance against activity targets in electives, day cases and critical care in June 
2015.  It would therefore be premature to reduce the likelihood or consequence score as at the end of quarter 1.  
 
 
 
 
 
 

Page 15 of 22 
 



Board Assurance Framework 2015/16 

 
 
STRATEGIC OBJECTIVE To be a leading training and education centre 

To be a research based healthcare organisation 
ANNUAL OBJECTIVE 9 & 10 Increase the number of papers published by 10% for Medical and Nursing & Midwifery 

and the number of academics in post 
EXECUTIVE LEAD Chief Medical Officer/Chief Nursing Officer 
MANAGEMENT LEAD Chris Imray and Ceri Jones 
RESPONSIBLE COMMITTEE Quality Governance Committee  
RISK If we do not increase the number of published papers and academics in post then we may 

not be regarded as a well-established academic centre, leading to recruitment challenges. 
REVIEW DATE 30.06.15 
Controls:  
Routine reminders for staff to submit publications to database 
On-site statistical support and training available to support data analysis for publications 
Commitment to recruit additional academics to provide leadership 
Development of vision and strategy with Warwick University 
Gaps in controls:  
Metric is reliant on staff self-reporting of publications 
Current publication database does not allow for coding by staff group 
Reliance upon reputation and support of local Higher Education Institutions to attract quality academics 
Publication data is 6-months behind as journals can take time to review/accept articles for publication 
Assurance:  
Strategy with Warwick University in development led by the Trust Board 
Number of papers published is reported each month in the Integrated Quality and Performance Report 
Position reported to the Specialty Groups quarterly 
Quarterly reports to Quality Governance Committee  
Bi-monthly reports to the Training, Education and Research Committee  
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Gaps in Assurance:  
Failure to recruit to academic posts in 2014/15 
Service commitments detract from academic time 
 
 LIKELIHOOD CONSEQUENCE  RISK RATING Progress 
Initial Risk Rating 3 (possible) 4 (major) 12 (moderate)  

 Target Risk Rating 3 (possible) 2 (minor) 6 (low) 
Current Risk Rating 3 (possible) 4 (major) 12 (moderate) 
 
 
ACTIONS 
Action Due Date Progress Update at Quarter 1 
Amend database to allow prospective coding 
of staff group 

01.06.15 Request for this to take place sent to PPMP for action (09.07.15) 

Retrospective coding of publications to date 30.06.15 To commence once changes to database made 
Activities to highlight need to provide 
publications to RD&I for database 

30.06.15 Commenced; increased level of submissions in first quarter of 
21015/16. 

Position statement on support and 
appointment of academic staff 

31.05.15 Joint Strategy produced by UHCW which included this; strategy 
currently being considered by the University of Warwick.  Meeting with 
the Dean of Faculty of Health and Life Sciences at Coventry 
University to take place in August.  Further joint UHCW/University of 
Warwick event planned for November 2015. 

Gain commitment from academic partners for 
joint appointments 

01.10.15 As above 

Development of joint research strategy with 
Warwick Medical School 

01.10.15 As above 

Recruitment of new research active 
academics 

31.03.15 As above 
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Recommendation; whilst much work is underway and results in terms of increased submissions being report are being seen, there 
is work to be done on the Joint Vision between the Trust and Warwick University later in the year.  No change to the consequence 
or likelihood score is therefore recommended as at the end of quarter 1.  
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STRATEGIC OBJECTIVE To be a research based healthcare organisation 
ANNUAL OBJECTIVE 11 Recruit 5000 patients to portfolio studies 
EXECUTIVE LEAD Chief Medical Officer 
MANAGEMENT LEAD Ceri Jones, Head of Research, Development and Innovation 
RESPONSIBLE COMMITTEE Quality Governance Committee  
RISK If we fail to recruit more than 5000 patients to portfolio studies then we will be regarded as 

not being research active.  This may have an impact on clinical outcomes and our ability 
to recruit and retain researchers and innovators 

REVIEW DATE 30.06.15 
Controls: 
Board oversight through the monthly Integrated Quality and Performance Reports  
Detailed feasibility process  
Research nurse training and competency package 
Chief Investigators course for research leaders 
Gaps in controls: 
Metric reliant upon availability of research trials and staff/service commitments  
Assurance: 
Number of patients taking part in research is reported within the Integrated Quality & Performance Report 
Position reported to the Specialty Groups each quarter 
Quarterly reports to the Quality Governance Committee 
Bi-monthly reports to the Training, Education and  Research Committee 
Data on set-up and delivery submitted to the National Institute of Health Research quarterly (NIHR generate a comparative report) 
Funding for 2015/16 has been agreed with the Research Network 
Gaps in Assurance: 
National data and local data can conflict as national data can be 1-2 months behind our actual position 
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 LIKELIHOOD CONSEQUENCE  RISK RATING Progress 
Initial Risk Rating 3 (Possible) 3 (moderate) 9 (moderate)  

 Target Risk Rating 3 (possible) 2 (minor) 6 (low) 
Current Risk Rating 3 (possible) 3 (moderate) 9 (moderate) 
 
 
ACTIONS 
Action Due Date Progress Update at Quarter 1 
Research funding to be agreed by Research 
Network 

31.03.15 Funding agreed by the network on 3rd July 2015 

Develop own research nursing capabilities 
with only ad hoc support from the research 
network 

31.03.16 In progress; TUPE documents submitted to HR/JNCC for first wave 
transition.   

Develop commercial research strategy and 
delivery plan 

01.01.16  

Develop formal incentivisation scheme for 
staff 

31.12.15 Association of UK University Hospitals (AUKUH) proposal presented 
to 

Implement formal incentivisation scheme for 
staff  

01.05.16  

 
Recommendation; good progress has been made but as the numbers recruited are cumulative and there is further work to do with 
regard to the Commercial Research Strategy and Incentivisation Scheme, no reduction in the likelihood or consequence score is 
recommended at the present time.  
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STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To deliver value for money 
To be a leading training and education centre 

ANNUAL OBJECTIVE 12 Improve management capacity of top 100 leaders 
 

EXECUTIVE LEAD Chief Human Resources and Information Officer 
MANAGEMENT LEAD Associate Director of Human Resources  
RESPONSIBLE COMMITTEE TTWC Programme Board 
RISK If we do not improve capability and capacity of our leaders we will not optimise our ability 

to deliver excellent patient care and experience as well as improve performance.   
REVIEW DATE 30th June 2015 
Controls: 
Bespoke ‘Leading Together’ programme in place. 
Hospital Leaders (top 125) booked onto ‘Leading Together’ programme  taking place between April 2015 and March 2016 
Existing additional learning and development opportunities are available and individual needs can be identified via the PDR process 
Leadership Development Group in place as part of TTWC World Class Leadership work-stream 
Regular review of management structures to ensure optimal outcomes 
Re-alignment of Chief Officer portfolios will support strategic oversight 
Gaps in controls: 
Leadership development targeted at Hospital Leaders in 2015/16; leadership development need for Service and Team Leaders 
remains and funding for the programme beyond 2015/16 is yet to be identified. 
Assurance: 
On-going evaluation and refinement of Leading Together programme in advance of the formal evaluation that is scheduled for 
December 2015 
Development of capability and capacity amongst out leadership will provide opportunity for Chief Officers to operate and focus on 
strategic aims. 
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Gaps in Assurance: 
Full impact of the Leading Together programme will not be felt during 2015 on a Trust wide basis as the 125 leaders are divided 
into 4 cohorts that are spread across the year and into 2016. 
 
 LIKELIHOOD CONSEQUENCE RISK RATING  Progress 
Initial Risk Rating 5 (almost certain) 3 (moderate) 15 (high)  

 Target Risk Rating 3 (possible) 3 (moderate) 9 (moderate) 
Current Risk Rating 5 (almost certain) 3 (moderate) 15 (high) 
 
 
ACTIONS 
Action Due Date Progress Update at Quarter 1 
Evaluation of Leading Together to be 
completed and reviewed by the Leadership 
Development Group 

November 
2015 

Evaluation programme has commenced and full evaluation approach 
for programme agreed at the Chief Officers’ Group in June 2015. 
Discussions underway with Warwick Business School regarding 
independent evaluation of the programme 

Identify funding for ‘Leading Together’ 
beyond 2015/16 

December 
2015 

Discussions underway with NHS Elect (co-design and delivery 
partner) regarding programme logistics for next year onwards. 
Proposal paper (incorporating initial stage evaluation) to be received 
by the Chief Officers’ Group in December 2015. 

 
Recommendation; whilst the first year of the programme is being delivered and feedback from attendees is very positive, there are 
2 further cohorts of the top 100 leaders to go through the programme and as such it would be premature to reduce the likelihood or 
consequence score of this risk as at quarter 1. 
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Agenda Item 12 Enclosure 8 
 

PUBLIC TRUST BOARD PAPER  
 

Title Corporate & BAF Risk Register 
Author Yvonne Gatley, Associate Director of Quality 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical & Quality Officer 

Date  30th July 2015 
 
 
1. Purpose  
 
To inform the Board of the Trust’s highest rated risks which are currently logged on the 
Corporate Risk Register, including the Board Assurance Framework (BAF). 
 
Risks are rated according to the Trust risk scoring matrix: 
 
CONSEQUENCES LIKELIHOOD 

Rare 
(1) 

Unlikely 
(2) 

Possible 
(3) 

Likely 
(4) 

Almost 
certain 

(5) 
Negligible (1) 1 2 3 4 5 
Minor (2) 2 4 6 8 10 
Moderate (3) 3 6 9 12 15 
Major (4) 4 8 12 16 20 
Catastrophic (5) 5 10 15 20 25 

 
The risk register is a “live” document held on the central risk management software 
system, Datix.  Risk owners and handlers are regularly requested by the Quality 
Department to ensure that they review their risks and update the register.  Inevitably, 
some risks will not have been updated on the system prior to the risk register report being 
extracted for review.   
 
2. Background and Links to Previous Papers 
This quarterly report is included as part of the Board reporting framework.  
Previous reports have been made to the Quality Governance Committee each month as 
part of the Quality reporting schedule and the Risk Committee receives a more detailed 
corporate risk register report monthly. 
The risks are also reviewed by the corporate committee with responsibility for each of the 
risk subtypes (Patient Safety, Finance, Human Resources, ICT, Health & Safety, 
Information Governance, Operations & Strategic risks). 
 
 
3. Narrative 
There are 17 “high” corporate risks on the risk register (risk rating 15-20). 
 
The highest rated corporate risks currently (risk score = 20) are: 

• RTT Performance 
• Achieving 3.5% DTOC national target 
• Acute Frailty Unit 



• Cancer (62 day standard) 
• HPB – Compliance with IOG Guidelines 
• Capacity, staffing and skills 

 
There are 7 high risks rated at 16: 

• MRSA Bacteraemia 
• DNACPR forms not accompanying patients as they leave the organisation 
• Use of Agency staff 
• Capacity, statutory and reputational impact of cold/hot water pipe failure (Harm to 

people and loss of infrastructure) 
• Equipment Breakdown 
• Proton Support 
• Risk to Cancer pathway performance due to delayed appointment to consultant 

posts 
 
The other 4 high risks are rated at 15. 
 
BAF is currently held separately. 
 
The main “categories” (cross-cutting themes) of risk on the corporate risk register are: 
 

• Patient flow 
• Achievement of targets 
• Reputational 

 
 
4. Areas of Risk 
The main areas of concern for the Trust are: 

 

1. Patient Flow - incorporating delayed transfers of care (DTOC), the number of 
outlier patients and the impact on the referral to treatment target (RTT). 
What we are doing:  
• Engaging with local partners around DTOC patients 
• Making internal changes to Emergency Pathway, including the establishment 

of the GPAU, changing the footprint of the Acute Medical Unit and creating a 
Frail Elderly Unit (in progress) 

• Increasing the use of the Rugby St Cross site. 
• “Perfect Week” introduced w/c 6th July 2015 

 
2. Staffing Levels - there is increased usage of bank and agency staff across the 

Trust as a result of vacancies and short/dwindling numbers of staff in the market in 
some specialties/areas. 
What we are doing: 
• Stopped all non-clinical recruitment 
• Improving recruitment processes to ensure that vacancies are recruited to 

more speedily where possible. 
• Implementing incentives to use UHCW Bank staff instead of agency staff 
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3. Financial position - the Trust recorded a deficit in 2014/15.   
The plan for 2015/16 is for a £22.4m deficit, this assumes all activity is delivered in 
line with ODP agreements and all CIP is achieved (£34m).  
 
What we are doing: 

• We will look to stop all non-framework agency spend from 1st July.  
• All non-clinical recruitment will be stopped with immediate effect.  
• No consultancy projects of a value greater than £50k can be entered into without 

prior agreement of the TDA.  
• No HCA agency to be used after 1st July.  
• We will incentivise people to join the bank - a review of rates has been undertaken. 

 
5. Governance  

 
Progress on the risk register will be reported to the Trust Board on a quarterly basis. 
 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical & Quality Officer – Chief Officer responsible for Risk 
Management. 
 
Yvonne Gatley – Associate Director of Quality (Safety and Risk) 
 
Clive Pallett – Head of Risk Management 
 
7. Recommendations 
 
The Board is invited to note: 
 
 1. The risk register report attached to this header   
 
 
Name and Title of Author: Yvonne Gatley – Associate Director of Quality (Safety and 
Risk). 
 
Date: 15th July 2015 
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Open Corporate & BAF “High” Risks as at 15.07.15 
 
1.0 BAF HIGH RISKS  
 
See separate BAF report 
 
 
 
2.0 CORPORATE HIGH RISKS (17) 
 

ID Date 
Identified 

Title Risk 
Subtype 

Description Principal objectives 
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Current controls Gaps in controls 

R
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t) Next 

review date 
Target 
Date 

Assurance Gaps in 
assurance 

R
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1984 01/04/2015 RTT 
Performance 
(Admitted 
pathways) 

Operational The Trust is failing the 
RTT standard for 
admitted and non 
admitted pathways. This 
will lead to patients 
waiting a long time for 
their treatment; a 
standard within the NHS 
constitution will not be 
met; and a corporate 
target will not be 
achieved. 

Delivering safe, high 
quality & evidenced 
patient care 
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(i) A joint Trust/CCG action plan 
has been drafted. This includes 
actions for the Trust and the CCG 
in terms of the wider health 
economy. 
 
(ii) A CCG/Trust RTT delivery 
group has been established with 
chief officer membership. This 
will include representation from 
NHS England and the TDA. 
 
(iii) The RTT trajectory will be 
validated by IMAS (Intensive 
Support and Management). 
 
(iv) Internal validation of waiting 
lists is a continuous process. The 
Trust's waiting list has been 
validated and signed off by NHS 
England. 
 
(v) Additional information 
reporting for operational 
managers has been put in place. 
 
(iv) Weekly performance reports 
are made to COG. 
 
(v) Weekly meetings are held 
with the groups to performance 
manage local action plans and 
performance improvement 
against the standard. 
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01/07/2015 31/03/2016 The RTT trajectory will be 
validated by IMAS 
(Intensive Support and 
Management). 
The Trust's waiting list has 
been validated and signed 
off by NHS England. 
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Source: DATIX Risk Management System 1 



Open Corporate & BAF “High” Risks as at 15.07.15 
 

ID Date 
Identified 

Title Risk 
Subtype 

Description Principal objectives 
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Current controls Gaps in controls 

R
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t) Next 

review date 
Target 
Date 

Assurance Gaps in 
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2164 22/09/2014 Achieving 
3.5% DTOC 
national 
target 

Strategic Due to patients 
discharges delayed in 
hospital, reduced patient 
flow & extended LOS, 
there is an direct impact 
upon the performance of 
the Trust against national 
targets and also a risk of 
patients acquiring 
infections. 

Improving business 
and service 
framework 
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April 2015 Additional beds 
commissioned to transfer patients 
awaiting 2 calls or less for up to 5 
days whilst awaiting POC 
 
April 2015 D2A model for CHC 
introduced 
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20/08/2015 31/08/2015     
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2185 01/04/2015 Cancer (62 
day standard) 

Safety - 
Clinical 

Risk that the Trust will fail 
the overall 62 day 
standard. There are a 
number of high volume 
specialties including 
urology, head & neck 
cancer and gynaecology 
that are failing the 
standard. There are 
potential delays in 
pathology and radiology. 
The Trust continues to 
experience a high volume 
of late referrals from 
other Trusts. 

Delivering safe, high 
quality & evidenced 
patient careTo 
deliver excellent 
Patient Care and 
Experience 
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(i) All cancer pathways discussed 
at weekly access meeting.  
Actions agreed and minuted.(ii) 
Specific meetings with Urology 
and head & neck cancer. Actions 
agreed and minuted.(iii) External 
review of performance 
management and information 
reporting.(iv) Silver command 
review of the following days 
theatre lists to identify and 
prioritise patients on a cancer 
pathways.(v) Internal audit of 
information and performance 
management systems and 
processes undertaken which has 
suggested recommendations for 
changes in practice.(vi) Cancer 
performance included in weekly 
COG report (also circulated to 
TDA and CCG).(vii) Enhanced 
training of Group staff planned (to 
be undertaken by cancer 
departmental staff).(viii) Urology, 
head and neck cancer and 
gynaecology are a particular risk. 
Closer monitoring of demand and 
capacity. Lists of patients 
identified to ensure 100% 
compliance with breach dates. 
Additional capacity agreed in 
Urology. Weekend working 
agreed for gynaecology. 
Recruitment of vacant 
gynaecology consultant posts to 
be expedited. 
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01/07/2015 28/08/2015 External review of 
performance management 
and information 
reportingInternal audit of 
information and 
performance management 
systems and processes 
undertaken  
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2195 20/11/2014 HPB- 
compliance 
with IOG 
guidelines 

Strategic If we do not serve a 
population of 2 million 
people we are not able to 
continue to provide the 
service according to the 
recent peer review. 

Delivering safe, high 
quality & evidenced 
patient care 
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r There will be some joint working 

on this with UHB 
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Source: DATIX Risk Management System 2 



Open Corporate & BAF “High” Risks as at 15.07.15 
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Current controls Gaps in controls 
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2196 03/11/2014 Capacity, 
staffing and 
skills 

Safety - 
Clinical 

There are dialysis spaces 
available in other satellite 
units but patients are 
refusing to move there. 
Due to staff 
shortage,(30% vacancy 
rate) the unit is currently 
being managed with 
under skilled staff, the 
new starters after their 
supernumerary period 
are expected to work 
without supervision, and 
unable to complete their 
technical and emergency 
procedures in order to 
become fully competent 
.This in turn leads to 
difficulties in staff training 
and retention. 
Overloading teams with 
extra/ high dependant 
patients, the quality of 
care will be 
compromised, also it can 
lead to poor patient 
management, missing 
and delayed treatments, 
closing down of the unit 
for patients from outside 
and from other units. 
Twilight shift reduced due 
to vacancy rate. All these 
haveled to increased 
number of on calls, 
cancellation of 
procedures and staff 
sickness.Ward 50 also at 
risk due to high vacancy, 
sickness and maternity 
leave. 

Delivering safe, high 
quality & evidenced 
patient careTo 
deliver excellent 
Patient Care and 
Experience 
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Extra on calls;Closing down of 
teams on alternative 
days;Banking by the same 
staff;Planning to change shift 
patterns to retain staff and 
improve quality of patient 
care.Actively recruiting nurses;Up 
dating staff with 
progress;Requesting consultants 
to  actively involve in transfer 
process to enhance smooth 
running of the unit and utilisation 
of  acute slots27.04.15 Satellite 
units full.18.06.15 Reviewing use 
of Nxstage on Ward 50 to reduce 
on-calls.07.08.15 To be reviewed 
in August QIPS 
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07/08/2015 30/05/2015 3.07.15 Reviewed at QIPS   
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Source: DATIX Risk Management System 3 



Open Corporate & BAF “High” Risks as at 15.07.15 
 

ID Date 
Identified 

Title Risk 
Subtype 

Description Principal objectives 
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Current controls Gaps in controls 
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2285 06/02/2015 Acute Frailty 
Unit 

Operational An Acute Frailty Unit 
under the management 
of Gerontology is planned 
to be implemented for 1st 
April 2015 which is phase 
3 of the Acute Medicine 
Strategy. The Unit 
originally was planned to 
be on ward 21 medicine 
but COG changed so it 
would sit within the 
footprint of Acute 
Medicine on the ground 
floor. Due to more 
capacity required under 
Acute Medicine there is 
now uncertainty as to 
where the Unit will be 
allocated and discussions 
regarding the most 
relevant area have 
occurred which has 
resulted  with an options 
appraisal paper going to 
COG on 6/3/15. 

Building positive 
reputation and 
identityDelivering 
safe, high quality & 
evidenced patient 
careImproving 
business and service 
frameworkTo deliver 
excellent Patient 
Care and Experience 
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Meetings continue with the 
Community Team - looking at 
implementation by Autumn 2015. 
Business case approved at 
planning unit on 21/5/15 and 
went to COG on 10/6/15, 
awaiting decision.Case in 
principle approved subject to a 
solution for the GIM rota being 
achieved. If this isn't achievable 
may have to determine if there is 
a different solution. 

Main issue is 
whether it is possible 
to implement plan 
due to knock-on risks 
for GIM rota.12/5/15 
update - AFU project 
Group will report to 
EPIB as a stand 
alone group - no 
longer with Acute 
medicine.12/5/15 
update: The Acute 
Frailty Unit will now 
be on Ward 21m as 
originally 
planned.AFU project 
Group will report to 
EPIB on project 
progressBusiness 
case to be completed 
and submitted to the 
planning unit. 
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28/08/2015 28/08/2015 Report to EPIB on project 
progressBusiness case to 
be submittedBusiness Case 
submitted on 10/6/15 

No Gaps 
reported 

VL
O

W
 

446 01/04/2015 Use of 
Agency Staff 

Human 
Resources 

The use of temporary 
including agency staff 
expenditure continues to 
be high therefore raising 
staff expenditure and 
reducing continuity of 
care. 
 
Risk first identified 
26.11.2010 - on-going 
risk. 

Improving business 
and service 
framework 
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Recruitment is monitored through 
COG, monthly IPR, monthly 
Workforce Report to F&P 
Committee, monthly ODP 
meetings and quarterly 
performance reviews. Work 
underway to develop attraction 
strategies for hard to fill posts 
and streamlining of recruitment 
processes. 
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Open Corporate & BAF “High” Risks as at 15.07.15 
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Title Risk 
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1114 01/04/2014 Proton 
support - 
Replacement 
System 
Required 

Information 
Technology 

Concern that Proton may 
fail because of a lack of 
technical support and 
resource resulting in the 
loss or unavailability of 
patient data which would 
affect patient care.As this 
is the mechanism by 
which we are paid there 
may be financial 
implications if the system 
were to fail. 

Delivering safe, high 
quality & evidenced 
patient careTo 
deliver Value for 
Money 
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Data manager in post with some 
knowledge of Proton processes.  
The renal system is going to be 
part of the new iPM system which 
is a few years off installation.  A 
temporarily solution is being 
looked into.06.09.12 No data 
manager in post.20.12.12 
Reviewed at QIPS04.06.13 
System Manager in post.07.06.13 
System manager and Dan Ford 
to make an assessment of the 
system and report.13.12.13 IT 
Replacement project board 
established and tender process 
commenced.04.07.14 Tender 
awarded to CCL.01.08.14 
Awaiting confirmation from the 
Trust re finance03.10.14 Still 
awaiting confirmation re 
capital.06.03.15 An all 
encompassing system is being 
assessed by the Trust. Dan Ford 
in discussions and remains 
Proton expert - some updates 
may be possible.18.06.15 IT 
project group starting today re 
new system. 

Only one individual in 
ICT provides 
support.The system 
is very old and out of 
date.There is 
currently no support 
from Proton if the 
system were to 
crash.An upgrade 
may not be 
desirable.Identified in 
Trust capital 
programme but only 
level 2 (which may 
not be funded) and 
for 2013 - 
14.Temporary 
solution being 
identified  
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30/01/2016 06/03/2015 Discussed at QIPS 
16.03.12To be included on 
the draft capital programme 
albeit level 2. 

None 
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Open Corporate & BAF “High” Risks as at 15.07.15 
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Title Risk 
Subtype 

Description Principal objectives 
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1858 01/04/2014 Capacity, 
statutory and 
reputational 
impact of 
cold/hot 
water pipe 
failure (Harm 
to people and 
loss of 
infrastructure
) 

Operational 1. There is a concern that 
the Girpi water system at 
UHCW may release 
water (hot /cold) in an 
uncontrolled manner.2. 
This will cause potential 
harm and damage to 
people, and 
infrastructure3. Resulting 
in a, Loss of Services, b, 
Harm to patients, 
contractors, and others.  
In addition a catastrophic 
failure may result in 
statutory breaches. 

Delivering safe, high 
quality & evidenced 
patient care 
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27/1/2014 Email from Martin Kent 
stating: Skanska have engaged 
two Independent experts to help 
formulate an effective testing 
regime that will help establish the 
integrity and longevity of the Girpi 
pipe work system. Their testing 
regime proposals will be 
presented to the Trust and 
project Co during January 
2014.The work to replace the A6 
Constant Temperature circuit is 
still being developed and will be 
presented to all parties for review 
and agreement.12/3/2014 update 
Girpi committee set up with PFI 
partners.  External, independent, 
experts appointed to carry out 
samples of the pipe work to 
determine true life cycle of the 
Girpi material.  Measures to 
monitor room temperature 
complaints in place to monitor 
energy use and patterns.  Valves 
are being tested by Vinci and 
rapid response team protocol has 
been revised and agreed. A bi 
weekly project team has now 
been established to move this 
forward, a draft PID has been 
developed and is currently being 
reviewed that describes how the 
GIRPI work is managed going 
forward, a separate operational 
group has also been established 
wo understand the implications of 
the work long term from an 
operational perspective. 
(13/07/15) 

Rev 2 Girpi Risk 
Assessment_201411
04.docx provides 
details of Gaps in 
Controls. 
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30/072015 30/07/2015 Skanska construction to 
Identify all the pipes 
schematics (Constant 
Temperature and Variable 
Temperature systems) and 
ensure that the risk 
exposure is clearly identified 
to both people and 
infrastructure.  As soon as 
possible.  (Skanska) 
[Completed 2/5/13]Reduce 
operating temperature of the 
system to minimise hot 
water hazard.   Today 
(26/4/13).  (Project Co) 
[Completed 2/5/13]Ensure 
that all non-essential works 
are put on hold until 
independent assessment of 
failed pipe is obtained with 
immediate effect.  (Project 
Co, Vinci) [Completed 
2/5/13]Inform users to be 
vigilant of leaks from ceiling 
and to report to help desk.  
As soon as possible.  
(Trust) [Completed 
2/5/13]Regular patrols 
across the hospital sites to 
be implemented to monitor 
any leakage or failures.  
(Action Vinci) [Completed 
2/5/13]Clear Maintenance 
procedures in place and 
agreed with Project Co and 
PartnersProtocol / 
procedure to be developed 
and adhered to when 
carrying out any work under 
licence or permit system.  
(Trust and Project Co) 

Rev 2 Girpi Risk 
Assessment_20
141104.docx 
this details the 
gaps in 
assuranceThe 
risk exercise 
was discussed 
at Risk 
Committee and 
recommendation 
made that the 
risk should be 
escalated to 
BAF 
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2178 01/07/2014 DNACPR 
forms not 
accompanyin
g patients as 
they leave 
the 
organisation 

Safety - 
Clinical 

1 - The risk is that a 
patient will be 
resuscitated on arrival to 
the organisation when a 
previous DNACPR order 
has been made and not 
rescinded. The family / 
patient will be aware of 
this. 2- Potential litigation 
and or complaints. 

Delivering safe, high 
quality & evidenced 
patient careTo 
deliver excellent 
Patient Care and 
Experience 
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23/04/15 - recent internal audit 
(March 2015) demonstrated 
increased compliance and 
awareness of procedure. 
Currently being re-audit by 
external agency.08/07/2015 - 
results of external agency audit 
awaited before regrading. Work 
in progress re-DNACPR e-tab on 
CRRS (aiming for Sept 2015) 
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30/09/2015 30/09/2015 Monitored via incident 
reporting 
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Source: DATIX Risk Management System 6 



Open Corporate & BAF “High” Risks as at 15.07.15 
 

ID Date 
Identified 

Title Risk 
Subtype 

Description Principal objectives 
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Current controls Gaps in controls 
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Assurance Gaps in 
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2291 23/02/2015 MRSA 
Bacteraemia 

Safety - 
Clinical 

Concern that until the 
Trust identifies the 
underlying cause(s) of 
the recent MRSA 
bacteraemia cases, then 
patients are potentially at 
risk and there is also 
potential reputational risk 
to the organisation. 

Delivering safe, high 
quality & evidenced 
patient care 
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Standard Precautions are in 
place. 
 
Infection Prevention & Control 
Policies are available and in 
place. 
 
External review undertaken by 
TDA - no issues identified. 
 
Expert review undertaken by 
Microbiologist & Consultant 
Nurse. 
 
Environmental sampling - SPAR 
typing is different for each case. 
 
Proactive screening of patients in 
Gastro - on admission and 
discharge completed. 
 
Awareness campaign - Feb, 
March & May 2015, focus on 
screening & de-colonisation. 
 
Introduction of WHO 5 Moments 
Hand hygiene measurement tool 
from June 2015 
 
Weekly MRSA ward round 

IP&C Team 
reviewing Trust 
processes to identify 
possible sources 
Inconsistent 
adherence to MRSA 
care bundle across 
the Trust 
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14/10/2015 30/09/2015 External review (TDA and 
IPC Experts) - no specific 
issues identified 
Thematic analysis 
completed in-house 
"SPAR" typing different for 
each case.  Genomic level - 
no link between cases. 
Admission and discharge 
screening of high risk wards 
shows nil MRSA acquisition 
rate e.g. patients not 
becoming colonised with 
MRSA during in-patient stay 
New ward level IPC 
scorecard ( key IPC metrics)  
introduced from July 2015. 
Review at Quarterly 
Performance meetings. 
Weekly MRSA ( individual 
patients screen positive ) 
ward round to check 
compliance with MRSA 
Quick Action Guides 
BSI action plan 
implementation monitored at 
Trust Board 

Emergency 
screening 
compliance 
below (national) 
target 98% - 
guidance being 
updated to focus 
on Admission 
Units screening. 
Focus on areas 
where high 
proportion of 
patients are 
assessed prior 
to ward transfer. 
Updated MRSA 
Guidance in 
draft form and 
under review 
and update.   
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2327 30/04/2015 Equipment 
Breakdown 

Operational Achieving the six week 
diagnostic wait standard 
for Imaging is at risk if 
one or more scanners 
breakdown and curtail 
the overall throughput of 
patients 

To deliver excellent 
Patient Care and 
Experience 
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request 
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Open Corporate & BAF “High” Risks as at 15.07.15 
 

ID Date 
Identified 

Title Risk 
Subtype 

Description Principal objectives 
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Current controls Gaps in controls 
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Assurance Gaps in 
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2340 01/12/2014 Risk to 
Cancer 
pathway 
performance 
due to 
delayed 
appointment 
to consultant 
posts 

Safety - 
Clinical 

If we are unable to recruit 
substantive sub-specialist 
Gynae-oncology 
consultants then we will 
only be able to deliver 
60-70% of current 
workload with the 
remaining two 
consultants. This will 
result in loss of business, 
failure to meet targets 
with financial loss. Once 
the business is lost it may 
be difficult to recover 
affecting our reputation in 
becoming a cancer 
centre.July 2014 
business case approved 
to appointment to third 
sub specialist consultant 
for Gynae-oncology. 
However, following 
interviews in December 
2014 no appointment 
was made. The post will 
be advertised again on 
the 6th June 2015 with a 
view to appointing in 
October 2015. Update - 
May 2015. further 
resignation of 1 of the 
current consultant posts 
has added considerable 
pressure to the already 
stretched service. Last 
day of working is the 7th 
July 2015, which will 
leave 2 consultants in 
posts. 

Building positive 
reputation and 
identityDelivering 
safe, high quality & 
evidenced patient 
careImproving 
business and service 
frameworkTo be an 
Employer of 
choiceTo deliver 
excellent Patient 
Care and Experience 
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In the interim the 3 consultants in 
posts have managed demand by 
holding additional waiting list 
initiative at weekends and in 
hours, this level of workload is 
not sustainable. In addition, 
suitably trained and experienced 
junior doctors have been doing 
extra diagnostic lists to meet the 
2 week performance demands. 
Their time has been back filled on 
the rota using locum/agency 
doctors. 

Plan in place to 
recruit to the vacant 
posts. It is planned 
that the two 
remaining 
consultants will do 
extra shifts to 
maintain the level of 
service. However, 
they will be unable to 
cover all theatre 
demand required. 
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13/07/2015 01/01/2016 The Medical Director is 
aware of the situation along 
with the Cancer Network. 
The recruitment process will 
be monitored by the Women 
and Children’s Management 
Group and any delays will 
be monitored / reported. 
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Open Corporate & BAF “High” Risks as at 15.07.15 
 

ID Date 
Identified 

Title Risk 
Subtype 

Description Principal objectives 
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67 01/04/2014 Medicines 
Management 
- Drug 
Security 

Safety - 
Clinical 

Reviewed yearly and 
updated following Patient 
Safety Committee 
Review. 1 Facilities: Drug 
Security is compromised 
due to insufficient 
resources (poor storage 
facilities) within Trust to 
action best practice for 
the safe storage of 
medication. The Trust 
has experienced 
breaches in drug security 
as a result of lack of 
secure facilities.2 
Practice: Drug security 
compromised due to 
practice where doors to 
clinical rooms, drug 
trolleys and drug 
cupboards are left 
unlocked. 

Delivering safe, high 
quality & evidenced 
patient care 
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1 Facilities:15th January 2015 - 
PSC reviewed risk following 
presentation of November 2014 
Trustwide medicines security 
audit. Agreed risk rating remains 
red (High Risk). Options 
appraisal conducted re. Facilities 
how to make facilities fit for 
purpose, preferred option 
Trustwide robotics. Director of 
Pharmacy to develop business 
case. Practice - Monthly 
Medicines Management Training 
Workshops to be continued 
throughout 2015/16 and CD 
training added to nurse 
preceptorship programme. 
Medicines Management training 
programme added to induction 
via market place. 
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29/01/2016 30/09/2016 Monitored at Patient Safety 
Committee 
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461 01/04/2014 Outlying 
Patients 

Operational High numbers of outlying 
patients regularly placed 
on surgical and non 
medical Wards. This  
impacts on bed capacity 
and elective theatre lists. 
Placing patients in an 
area that they are not 
ideally suited. This also 
has potentially increased 
infection control and 
financial 
consequences.Situation 
on Ward 23 specifically 
may be further 
compounded by bed 
closures at Rugby and 
potential reconfiguration 
with GEH which will 
require 12 beds to be 
used.Risk initially 
identified on 1.12.2010 - 
is still an on-going risk 
which is reviewed at 
QIPs and Risk 
Management group. 

Clinical 
servicesGovernance
Patient 
experiencePatient 
safety and clinical 
qualityWorkforce 
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Updated February 2015 - position 
remains complex. Discussed at 
quarterly review meetings, 
groups currently looking at 
possible reconfigurations and ring 
fencing for wards.  Managed daily 
by teams, immediate risks 
escalated when required. 

Outliers from other 
specialties other than 
the medical division 
as there is no buddy 
team available to 
assist in the treating 
and discharging 
process. 

H
IG

H
 

01/08/2015 28/08/2015 Outlier cover is checked 
daily.Outlier numbers are 
reducing to plan over May - 
June 2015 

Non medical 
Outliers are 
monitored but 
plans are limited 
to manage these 
patients 
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2218 01/04/2014 IMR - 
Proportion of 
Medical and 
Dental staff 
that hold an 
active 
professional 
registration 

Operational MAR IMR - ELEVATED 
RISK (Score 2), CQC 
REF ESR Reg01.  Mar 
2014 Draft - Staff 
registration.  Proportion 
of Medical and Dental 
staff that hold an active 
professional registration. 

Building positive 
reputation and 
identity 
Delivering safe, high 
quality & evidenced 
patient care H

IG
H
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 2. We currently have an interface 
with the GMC, so that all GMC 
numbers are updated 
automatically after renewal. 
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09/07/2015 02/03/2015 Interface with the GMC, so 
that all GMC numbers are 
updated automatically after 
renewal. 
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Source: DATIX Risk Management System 9 



Open Corporate & BAF “High” Risks as at 15.07.15 
 

ID Date 
Identified 

Title Risk 
Subtype 

Description Principal objectives 
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Current controls Gaps in controls 

R
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t) Next 

review date 
Target 
Date 

Assurance Gaps in 
assurance 
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2279 04/03/2015 Trustwide 
Clinical 
Staffing 
Vacancies 

Human 
Resources 

As at 30th November 
2014, the average 
nursing vacancy position 
across the trust stood at 
13% (range 1.22% - 
25%) for Registered 
Nurse/ Midwife and 
Health Care Support 
Workers, a total of circa 
400 posts. Identified 
impact (risk on quality 
and safety KPI's- 
pressure ulcers ( slight 
sustained increase at 
grade 2 & 3 since July 
2014), poorer scores on 
EOC benchmarks from 
previous year across all 
benchmarks (findings 
reported Jan 2015).High 
agency usage in most 
wards. Some impact on 
mandatory training 
complianceImpact of 
additional open beds 
(short term over winter in 
renal, cardiology, day 
surgery) requiring 
additional staffing. 

Delivering safe, high 
quality & evidenced 
patient careTo be an 
Employer of 
choiceTo deliver 
excellent Patient 
Care and Experience 
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Daily staffing review and 
management by Matron. Change 
to working practice, flexibility of 
working hours, use of bank and 
agency staff.  Daily escalation 
process in place and report to 
CNORecruitment Lead Nurse in 
post since 1st December 2014 
with a specific focus on 
registered and non-registered 
nurse recruitment/ retention. HR 
review and streamline of 
recruitment process.   Targeted 
plans and actions for areas with 
particular pressures e.g. renal 
haemodialysis, gerontology, 
neurosciencesCreating some 
short term (6 months) Band 3 
posts in areas of highest risk- e.g. 
neurosciences and 
gerontologyConsideration of 
recruiting mental health nurses 
for key specialties.There are a 
number of difficult medical posts 
that the Trust is actively trying to 
recruit to. These posts are 
temporarily being covered by 
locum doctors.April 2015 UHCW 
active participation to recruitment 
fayres in Ireland 

Timescale from 
advert to staff on site 
has improved but 
ongoing work to 
streamline this and 
reduce further to no 
longer than 3 
monthsAgreement to 
employ greater 
number of newly 
qualified staff ( work 
to look at support 
required for this) as 
experienced B5 staff 
not available to 
match current 
vacancy levels.  H

IG
H

 

04/09/2015 04/03/2016 Bi annual review of risk 
assessment at Nursing and 
Midwifery CommitteeTwice 
yearly Safer Staffing report 
to Trust BoardDeep dive 
review ( of quality metrics) 
on those wards with 1:12 
staffing at night received at 
QGC in June 2015.HCSW 
recruitment excellent and 
vacancy numbers reduced 
to below 30 across Trust 
Nursing metrics reviewed 
monthly 

Vacancy rate 
remains at 13% 
at May 2015 
despite active 
recruitment 
activities 

M
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Source: DATIX Risk Management System 10 
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Title Infection Prevention and Control Annual Report 2014/2015 
Author 
 

Jennifer Child, Director of Infection Prevention & Control  
Mark Radford, Chief Nursing Officer  

Responsible 
Chief Officer 

Professor Mark Radford, Chief Nursing Officer 

Date  30 July 2015 
 
1. Purpose  
To present to the Infection Prevention and Control annual report for 2014/2015 to the 
Trust Board. 
 
2. Background and Links to Previous Papers 
In 2014/2015 there were  

• Nine cases of MRSA blood stream infection (BSI, bacteraemias) 
• Fifteen cases of MSSA BSI 
• Forty-one cases of C difficile infection (against a ceiling of 54) 
• 311 cases of E. coli BSI (no ceiing) 

 
3. Narrative 
It is unclear why the number of MRSA BSI increased suddenly from July 2014 onwards, 
whilst the number of MSSA BSI decreased. Molecular typing showed the strains to be 
unrelated. An external review helped to shape a MRSA action plan, and to date (17/7/15) 
there has not been a case of MRSA BSI assigned to the Trust for five months.  
 
The Ebola epidemic in West Africa, and concerns about spread to the UK in August and 
September 2014 provided an interesting challenge. The plan was thoroughly tested one 
weekend in October when a Nigerian student with a fever presented to walk-in centre in 
Coventry. 
 
 Areas of Risk 

• Hand Hygiene 
• Cleaning 
• Intravenous (IV) line practice 
• Antimicrobial Stewardship 
• Screening & Decolonization 
• MRSA policy 
• Consultant/Medical engagement 
• Aseptic technique is inconsistent across the Trust. 

 
4. Governance  
Reporting arrangements to the Trust board and subcommittees to be reviewed, including 
the frequency of reporting, and data reported. TOR of the Infection Prevention & Control 
Committee to be reviewed. 
 
5. Responsibility 
Dr Jennifer Child (Director of Infection Prevention & Control) 
Ms Kate Prevc, Matron, IP&C 
Prof Mark Radford, Chief Nursing Officer, 
Prof Meghana Pandit, Chief Medical Officer 



7. Action Plan 
Hand Hygiene:  

• Review audit methods, conduct a survey of the WHO 5 moments for hand hygiene 
of all staff to identify areas to target education. 

• Wards to be performance managed to achieve 95% compliance 
 
Cleaning:  

• ISS to review and improve standards of cleaning. Set up an assurance team to 
ensure this is adhered to. ISS to achieve 90% Maximiser score for each ward, and 
wards to be performance managed to achieve 85% on ICNA tool. 

 
IV practice:  

• Bring all IV nurse specialties into a single team 
• Business case for two new IV nurse practitioners 
• Introduce single, new policy to standardize IV insertion, care and removal of all IV 

lines across the Trust. 
• Produce peripheral venous cannula pack, includes everything needed to insert a 

cannula and sticker for junior doctors to put in the notes. 
• Audit and monitor compliance with both peripheral and central cannula care 

 
Antibiotic Stewardship:  

• Audit the compliance with the Trust antimicrobial guidelines and feedback to 
clinical groups.  Groups to be performance managed on compliance, The use of 
braod spectrum agents should be reviewed. 

 
MRSA Screening & Decolonization: 

• Review the screening and decolonization strategy across the Trust 
• Continue with Universal Screening, despite the DoH recommendation (August 

2014) to reduce this to high risk groups only 
• Wards should be performance managed to achieve decolonization scores of 95% 
• The MRSA alert system on CRRS should be reviewed. Some MRSA alerts are 

several years old 
• The documentation  surrounding screening and decolonization should be reviewed 

 
Medical Engagement: 

• Consultant leadership is key to any effective infection prevention and control 
strategy 

• Consultant attendance at PIRs must be improved. The CMO will attend the Grand 
Round and discuss IPC issues 

 
Aseptic technique:  

• Trust will look at introducing the Aseptic No Touch Technique package that is 
widely used elsewhere 

 
8. Recommendations 
The Board is invited to NOTE the report and all actions in relation to delivery against the 
infection control standard. 
 
Name and Title of Author:   Dr J A Child 
Date:  17/7/15 
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INFECTION PREVENTION & CONTROL 
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Introduction 
2014/2015 was a particularly challenging year for the Trust in terms of infection 

prevention and control. On the positive side, the number of MSSA bacteraemias and 

C difficile infections fell again, but the number of MRSA bacteraemias rose 

significantly. The fact that the strains were shown to be different and there was no one 

thing clearly linking them in time or place does not mean that there wasn’t a serious 

challenge which required collaborative action.  

 

Significant time was spent in the summer and early autumn of 2014 responding to the 

recent Ebola epidemic in West Africa. Two episodes of TB resulting in a follow-up 

exercise held jointly with the community services and Public Health England was 

likewise very time consuming. 

 

Mandatory reporting 
The final numbers for the four infections subject to the national mandatory reporting 

scheme are shown in Table 1. 

 

The number of  C. difficile infections (CDI) and the rate per 100,000 bed days has 

continued to fall.  With a final total of 41, the Trust came comfortably under the 

ceiling of 54 for the year, and also the internal stretch targett of 44.  The 2015/2016 

ceiling of 42, with an internal stretch target of 40 will be a little more challenging. 

 
It is was never clear why we have had a four-fold increase in hospital-acquired MRSA 

bacteraemias since April 2014, compared with recent years, but have not seen a 

similar increase in MSSA bacteraemias, which have reduced in numbers in 

comparison with previous years (see Fig 1). 

 

The majortity of E. coli bacteraemias are community acquired. Many of those will be 

secondary to urinary tract infection. There are no  targets associated with them.
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Table 1  
 

C. difficile infections, MRSA, MSSA & E coli bacteraemias 

Period  
April 14 - March 15 

Apportioned figures National Target 

MRSA Bacteraemia 9 0 

C. difficile 41 54 

MSSA 15 Not applicable  

E Coli Bacteraemia  311 Not applicable 

 

 

 

Staphylococcus aureus bacteraemias 
Until this year, the rate of both MRSA and MSSA Trust-acquired bacteraemias have 

continue to fall, in line with the national picture. For reasons that are not clear, the number 

of MSSA bacteraemias continued to fall, but the number of MRSA bacteraemias rose 

significantly. Figure 1 shows the rate per 100,000 bed days of both MRSA and MSSA 

bacteraemias. (Mandatory reporting of MSSA was introduced several years after MRSA 

reporting). 

 

 

Figure 1 
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Trust apportioned MRSA and MSSA bacteraemia rate per 100,000 bed days from FY 2006/07 to FY 2014/15.

MSSA rate per 100,000 bed days MRSA rate per 100,000 bed days  
 

 
The number of MRSA bacteraemias had been continuing to fall at UHCW, and we were 

doing very well in comparison with the national picture, until about July 2014, when the 

situation suddenly changed. 
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MRSA bacteraemia 
 

 
Figure 2 

 

 

 

 

 
Figure 3 

 

 

Between April 2014 and 27
th

 February 2015, eleven patients at UHCW have had between 

them, thirteen reportable episodes of MRSA bacteraemia (blood-stream infection, BSI), 

none of which were attributed to the Trust under current DH definitions.  A second 

episode represents a positive blood culture taken 14 days or more after the first one. Two 

patients had two episodes each.  Four of the thirteen were taken within 48h or admission 

and assigned to the CCG, although two of these were probably related to hospital 

procedures within the previous month. One died shortly after readmission. One of the nine 
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Trust-attributed cases was a second episode following a previous infection assigned to the 

CCG.  

 

Investigation into the MRSA bacteraemias 

The numbers of MRSA bacteraemias represented a sudden and significant increase from 

previous years. The first episode was thought to be significant by the cardiology team, but 

the source was never clear. The blood-culture was taken at day 3, and was therefore 

assigned to the Trust. Episode 2 was Trust assigned, as it was in a baby born here, who 

had never left the neonatal unit. Her mother was known to be a longstanding vaginal 

carrier of MRSA. The source was not clear although might have been the chest. The baby 

was not septic clinically, but was treated with vancomycin away in line with departmental 

policy. 

 

Patients representing Episodes 4-10 (July 2014-February 2015) were all admitted to one of 

four wards. All of them had had a gastroscopy in their current admission, or in the 

admission before the MRSA BSI. Three had had an interventional radiology procedure. 

Beyond this rather loose association, there was nothing obviously linking any of the cases. 

 

Two episodes (3 & 13) were unquestionably not hospital-acquired. This is a similar 

number to previous years. Two (6 & 12) more were assigned to the CCG, but were 

possibly related to hospital procedures in the previous month. The remaining nine were all 

assigned to the Trust, although it was felt that there was little we could have done to 

prevent episodes 2 and 11.  

 

Three of the cases had had procedures done in Interventional Radiology, but the strains 

were all different, ruling out a single source. Nonetheless, Dr Child and Kate Prevc went 

to discuss this with staff on the 4
th

 March. Environmental swabbing yielded no MRSA. 

 

Typing of the strains 
The MRSA BSI isolates from July 2014 to January this year were sent off for typing on 

the 19
th

 January 2015 to ARMHAI at PHE, Colindale, and compared by spa typing as well 

as MLVA and PFGE analysis. Isolates from the first two and last patient were not 

included. The last patient (February 27
th

 2015) had an MRSA bacteraemia that was 

unquestionably community-acquired. 

 

The results received from ARMHAI on the 2
nd

 March confirmed that the isolates sent for 

typing are clearly distinct strains, with no evidence of cross transmission. Isolates from 

episodes 8 & 11 were of the same spa type, but these were shown to be different by 

MLVA and PFGE typing. The typing results are shown in Table 2. 

 

 

External Investigation 

Dr Beryl Oppenheim, the DIPC at University Hospitals, Birmingham, and Martin Kiernan, 

a nurse consultant from Stockport, and a former President of the Infection Prevention 

Society were invited to go over the cases with us in March 2015. 

 

They agreed that there was nothing obviously linking them, and the typing results ruled 

out a single source such as a staff carrier; however that didn’t mean there was no issue. As 

one of them put it, we probably have an “outbreak of poor practice”, however, it is 

difficult or impossible to identify and quantify exactly what that is. They couldn’t explain 
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the strange discrepancy between MSSA rates falling and MRSA rates rising either. This is 

not mirrored in the national dataset. 

 

The plan agreed involves generating better surveillance data, and most importantly of all, 

feedback to clinical specialities and wards. 

This would include: 

• Quarterly breakdown of MRSA acquisition on each ward/speciality (this is not the 

same as the number of patients with positive admission swabs) 

• Quarterly breakdown of hospital acquired bacteraemias on each ward/speciality.  

• Quarterly feedback of antimicrobial prescribing data 

• Reporting back of surgical site surveillance data 

• Audit of decolonisation/isolation 

• Assessment of device associated bacteraemia.  

• Audit of antibiotic prescribing in interventional radiology 

• Audit of antibiotic prescribing v MRSA carrier status 

• Assessment of screening- compliance 

• Assessment of laboratory methods. 

• A break down of the number of cases identified through clinical specimens rather 

than through screening 

• Use of sponges rather than swabs & enrichment to increase the pick up rate in 

environmental screening. 

 
 

These areas of review are included under the blood stream infection action plan. 
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Table 2 Summary, molecular typing of MRSA BSI patients April 2014-February 

2015  

 

 

patient 

date 

admitted 

date of 

specimen speciality assignment spa type 

      

1 04/04/2014 06/04/2014 Cardiology Trust  Not sent 

2 12/05/2014 24/05/2014 Neonatology Trust (unavoidable) Not sent  

3 09/07/2014 08/07/2014 Nephrology CCG  T13907 

4 12/04/2014 24/07/2014 Geriatric medicine Trust  

 

T105 

  

5 05/08/2014 02/09/2014 General surgery Trust  T1317 

6 17/10/2014 17/10/2014 Gastroenterology CCG T379
a
 

7 17/10/2014 12/11/2014 Gastroenterology Trust T37
 
9

 a
 

9 15/08/2014 12/01/2015 Gastroenterology Trust  T032
b
 

10 15/08/2014 07/02/2015 Gastroenterology Trust  
T032

 b
 

 

12 30/01/2015 12/02/2015 nephrology Trust T717 

8 16/12/2014 16/12/2014 General medicine 
 

CCG 
T127

C
 

11 20/01/2015 06/02/2015 Infectious Diseases 
 

Trust 
T127

C
 

13 27/2/2015 27/2/2015 Geriatric medicine CCG Not sent 

 

 
a,b These represented two episodes in the same patient 
C
 There was nothing linking these two patients (8 & 11) in time or place. MLVA and 

PFGE typing showed that these two strains, although of the same spa type, were in fact 

clearly distinguishable. 
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MSSA bacteraemias 
The number of Trust acquired MSSA bacteraemias continued to fall in 

comparison with previous years. 

 

 

 
Methicillin-sensitive Staphylococcus aureus (MSSA) bacteraemias 

Figure 4 

 
 

 
Figure 5 
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C. difficile infection (CDI) 
100 days free 

The aim of the 100 days free CDI campaign is to ensure staff know how many cases of 

CDI have occurred in their department in an attempt to make data applicable, or 

“meaningful” to them. To achieve this we motivate and encourage staff to reach “100 

consecutive days free of C. diff.”  

 

Consistent education of a short, direct message with the aid of the acronym WIPE (Wash 

hands with soap and water, Isolate promptly, Prudent antibiotic prescribing and 

Environmental cleanliness) is delivered to wards throughout the year.  A database is set up 

to track how many days each department have managed to achieve. 

 

 Stool Smart charts are given to wards with a personalised target based on their previous 

five year average. 

 

Celebrations are held once wards reach their goal. This includes presentation of a 

certificate signed by the executive team along with a chocolate or tea incentive. 

All wards have managed to achieve 100 days free. Over fifty percent of wards have 

achieved over a year clear and 16% of wards have now achieved 1000 days. 

 

 

Table 3 TOP 10 performing wards, 2014-2015 

Ward Days free 

Ward 43 1,000 Days 

Ward 25 1,000 Days 

Ward 22 sau 1,000 Days 

CTCC 1,000 Days 

CCU 1,000 Days 

Ward 33 - urology 900 Days 

Ward 10 900 Days 

GCC 800 Days 

Ward 53 700 Days 

Hoskyn Ward 700 Days 

 

 

 

 

 
The number of Trust and non-Trust apportioned CDI are shown in Figure  5, the number 

of Trust apportioned cases against Target in Figure  6  and the rate of Trust apportioned 

cases per 100,000 bed days in  in Figure 7. 
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Figure 5 

 

 

 

 
 

Figure 6 
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Figure 7 

 

 

 

 

 

 

 

 

CDI mortality 
The 30 day all-cause mortality was 22%, i.e 22% patients who had a toxin positive C 

difficile test had died, but not necessarily from C. difficile infection, within 30 days of a 

CDI diagnosis.  

 

Table4 

30 Day All-Cause Mortality     

Year number of deaths within 30 days Total % 95% CI L 95% CI U 

2014/15 9 41 22.0% 12.00% 36.71% 

 

 

Attributable mortality, where C. difficle casued the death, is more difficult to measure  

C. difficile was mentioned on the death certificate in two patients (1b & 1c). 
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Norovirus incidents 
This has been a relatively quiet year for nonorvirus incidents within the hospital, which are 

summarised in Table 4. 

 

Table 5 Norovirus incidents, 2014-2015 
 

Ward Month 
Number of patients 

affected 
Number of staff affected 

50 Mar-15 6 8 

31 Feb-15 6 0 

40 Feb-15 6 4 

22 vascular Nov-14 6 4 

41 Nov-14 8 5 

11 Aug-14 6 5 

Hoskyn Apr-14 7 5 

42 Apr-14 8 4 

41 Apr-14 3 0 

    

TOTAL  56 35 

    

 

 

  

We have had no complete ward closures so far this year despite surrounding areas 

suffering disruption from Norovirus. Our data indicated that in previous years we had 

admitted patients with Norovirus on to the wards creating outbreaks. We collaborated with 

the CCG to second a team member, ICN Joan Goodbody, on a part time basis to lead 

education throughout nursing and residential homes in the CCG area.   

 

Feedback from the CCG is that only two patients were admitted from the CCG to ED with 

Norovirus symptoms and in both cases the Hospital alerted and the patients isolated on 

arrival. This has resulted in minimal disruption form Norovirus and prompt action by ward 

staff resulted in only bay or individual rooms being closed because of Norovirus. 

The mean length of closure of bays or areas for Norovirus was 5.9 days which compares 

favourably with the National mean of between 7-10 days.  
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EBOLA 
In the late summer of 2014, the rapidly growing Ebola crisis in Guinea, Sierra Leone and 

Liberia finally grabbed the world’s attention, and was declared a global emergency by 

WHO. 

In conjunction with the Emergency Planning Department, the Infection Control Team and 

virologists, lead by myself as DPIC, put together a Trust policy, based on the Advisory 

Committee for Dangerous Pathogens’ policy on viral haemorrhagic fever. This task was 

not made any easier by the very emotive media coverage of the crisis at the time. 

 

The plan was tested over the weekend of the 11
th

 and 12 October. A Nigerian student, who 

had flown into the UK the previous week to start a course at Coventry University, was 

taken to the Walk in Centre in the city centre on the morning of Saturday 11th October, 

accompanied by two housemates, also of Nigerian origin. He was complaining of a fever, 

and vomited over the reception desk on arrival. 

 

Staff at the walk in centre phoned the imported fever service directly, who after a difficult 

discussion, advised that he be sent by ambulance to the nearest acute hospital, and then 

phoned the on-call microbiologist, who just happened to be the DIPC, to warn of his 

imminent arrival. 

 

By the time he arrived in ED, his case was already being discussed on social media, and 

the Comms office was getting calls from the Press. We didn’t think he had Ebola, but had 

no choice but to test him to allay the public anxiety. It was negative. He had severe 

falciparum malaria, and remained in hospital on treatment for two weeks.  

 

This was as robust a test of the plan as we could have ever have asked for, and it went 

well, with staff doing calmly and professionally what they were supposed to do. 

 

Drs Child and Timms gave a presentation on Ebola, infection control and the use of 

personal protective equipment to a packed lecture theatre the following Friday. The plan 

contained to evolve with ever changing national advice, but no further incidents occurred.   
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Between 12

th
 August and 25

th
 November 2014, a total of 269 staff was trained in safely 

donning and doffing the PPE they would use for an Ebola case by the IPCT.  

 

 

 

Table 6  The number of critical staff trained in the safe use of PPE 
 

 

Area Total 

Critical Care Outreach  3 

Children’s ED (CED) 3 

ED 139 

GCC 41 

Labour Ward 29 

Labour Ward Triage  1 

Lucina Centre 4 

Maternity  3 

OBS 1 

Urgent Care Rugby  9 

W31 21 

Ward 14 4 

Ward 16 1 

Ward 24 10 

Grand Total 269 

 

 

FFP3 mask fit testing 
The IPCT fit tested 256 staff members, including 56 in ED and CED, 50 maternity staff, 

75 staff on the wards at UH, 75 staff in the wards and theatres at St Cross. 

 

 

Cleaning.  
The  IPCT audit cleaning using the Infection Control Nurses Association (ICNA) tool . 

We audit each area on a quarterly basis or if we have any concerns or a CDI case.  These 

scores are collated monthly and the failed questions are fed into a trending format, this is 

feedback and discussed at the operational cleaning group. The information is compared to 

the ISS audit tool to identify areas of concern around cleaning. IPC runs workshops and 

attend ISS team briefs to educate ISS on the importance of their work and to educate staff 

to understand what areas are particularly important to help prevent the spread of infection. 

We have recently asked that all newly appointed supervisors and Managers spend some 

time with the team members. 

 

The ICNA and Maximiser cleaning scores for the year are summarised in Appendices 1 

&2. 
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TB incidents 2014 
Coventry has one of the highest incidents of tuberculosis in the country.   

Hospitalised patients with open pulmonary TB are isolated until they have been on 

effective treatment for two weeks. Occasionally, patients are diagnosed with mTB having 

been on a main ward area for some time. Where this occurs, pa 

 

Case 1 
Was a 63 year old lady with admitted under the acute medical team with a three week 

history of cough and shortness of breath, which was initially treated as a community 

acquired pneumonia. On the 11
th

 August, she was found to be smear positive for 

tuberculosis, and which point she was isolated, and treatment started.  A number of staff 

and patient contacts were identified as needing follow-up. 

 

A formal RCA was chaired by Clinical Director Dr David Parr.  The main root cause was 

felt to be an underestimation of the risk of TB in a Caucasian woman, on admission and 

when she failed to respond to therapy. 

 

Recommendations included  

• TB lead to review and consider revision of Trust TB guidelines to ensure clear 

information on assessment of risk factors for TB and management of risk. 

• All cases of pneumonia should have a formal risk assessment for TB if there are any 

risk factors detected or if response to treatment is poor. 

• All cases identified as at risk for TB should be investigated promptly. 

• All cases identified as at risk for TB should be cared for in a side room until the risk of 

TB cross-infection has been excluded or identified as low. 

• Commencement of anti-tuberculous therapy should never be delayed 

• Trust Clinical Forum should be initiated for discussion of complex cases 

 

Case 2 was a member of staff who had been coughing since beginning of July 2014. 

Whilst on holiday in India in August, she was diagnosed with pulmonary TB and started 

on treatment. 

 

A follow up exercise for both cases was held jointly between the Trust, Public Health 

England and the Warwickshire TB team. A total of 49 patient contacts were identified as 

needing screening, of which eight declined or didn’t attend screening.  Twenty-eight 

patients had chest X rays, and ten a TSPOT test. Only one case of latent TB was found, in 

a patient known to have HIV. This was felt to have been more likely to have been 

acquired in the patient’s country of origin rather than from the hospital exposure. 
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Education and Training 
 

Hand Hygiene 
The IPCT and DIPC lead hand hygiene through a series of teaching and update sessions 

throughout the year. Hand hygiene is part of the Trust mandatory training programme. 

 

A total of 6787 members of staff were recorded as having completed their hand hygiene 

training throughout the year.  

This is delivered through by both the Infection Prevention and Control team, most often at 

Trust induction (957 staff) and by cascade trainers in other areas. 

 

Table 7  Mandatory hand hygiene training and assessment 

 

Staff Group  

Professional, Scientific and Technical 271 

Additional Clinical Services 1864 

Administrative and Clerical 538 

Allied Health Professionals 424 

Estates and Ancillary 1 

Healthcare Scientists 346 

Medical and Dental 724 

Nursing and Midwifery Registered 2612 

Students 7 

  

Grand Total 6787 

 

Medical mandatory training 

Hand hygiene of medical staff is assessed formally after each of the mandatory training 

sessions. 

 

Four junior doctor induction sessions were held throughout the year by the DIPC and one 

of the infection control nurses. The content varied according to what was topical at the 

time- for example, the August 2014 junior doctor induction focused on Ebola, but the one 

on the 1
st
 April 2015 focused on prevention of MRSA bacteraemia. 

 

Three mandatory training sessions, consisting of a 40 minute update were delivered by the 

DIPC. This is a useful opportunity to meet with consultants and to stress the importance of 

their leadership in infection control and antimicrobial stewardship in particular. 

Nursing staff 

Sessions on infection prevention control for nurses are held regularly thought the year, 

covering areas including MRSA, the Stool Smart Programme, and where to find and how 

to use the relevant guidelines. 

Also included were six return to proactive nurses, 124 student nurses and 36 newly 

qualified nurses on the preceptorship programme.  

 

Laboratory staff 
Also included in the total are laboratory staff from the Coventry & Warwickshire 

Pathology Service attending a series of five bespoke sessions for laboratory staff on hand 

hygiene in the laboratory and prevention of laboratory-acquired infections, designed and 

delivered by the DIPC.  
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MRSA awareness- the Mr Grey campaign 
A recurrent learning point from the MRSA bacteraemia RCAs that the need to increase 

staff knowledge of MRSA decolonisation. The Mr Grey campaign was an interactive 

board taken round the wards, which aimed to test and increase the knowledge of ward 

staff in a new and fun way. 

 

A total of 190 staff took part. 

 

 
 

 

Neonatal Unit & Maternity 

The IPCT ran a series of Tiny Tiddler workshops in infection prevention and control for 

the paediatric and neonatal Units, attended by 35 staff.  ICN  Merja Thomas lead a series 

of training sessions for 26  maternity unit staff on effective cleaning of  the equipment and 

furniture in a typical birthing room after delivery. 

 

Catheter awareness 
 We led on the introduction of Bladder scanners and related training across UHCW as part 

of the Catheter Associated Urinary Tract Infection (CAUTI) group. This group is chaired 

by IPCT and are working to reduce the number of catheters used within the Trust by 

educating and helping to provide alternatives to catheterisation,. We have introduced the 

HOUDINI concept as part of educational arsenal and will be auditing against this is the 

future. This was re launched at our Study day. We ran a competition to design a catheter 

magnet for the safety and discharge boards to raise awareness and as a reminder of the 

importance of arranging to have catheters removed at the earliest opportunity.  

 

Bug Wars 
We ran  our annual  “ Bug Wars” study day attended by 80 Trust staff,  the  evaluation 

from staff was extremely good, we continue to focus on creating a good rapport with our 

Trust staff and encouraging a close working relationship so that we are viewed as 

members of their teams not as the a police force who alienate staff. 

  

We ran and presented a study day covering MRSA, Norovirus and CDI for North, South 

Warwickshire and Coventry Community groups.  
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Surgical Site Surveillance 
Mandatory orthopaedic SSI has been carried out at St Cross for a number of years. 

In January, we rolled this out to cover University Hospital as well. 

At the time of writing, the results for UH quarter 1 are not available. 

 

The following tables are taken from the Public Health England’s National Surgical Site 

Surveillance Service reports on total hip and knew replacements at St Cross, 2014-2015. 

NB the benchmarking figures shown for all Trusts in England refer to a longer time peiod. 

 

Table 8 Hip Replacement, St Cross, April 2014-March 2015 
 

  All hospitals 

January 2010-December 2014 

 St Cross 

April 2014-

March 2015 

 

Without  

PQ* 

 

With PQ 

 

total 

Total No. operations 

 

% patients with completed 

post discharge 

questionnaires* 

465 

 

97.8% 

121133 119939 

 

 

71.1% 

 

 

241072 

 

 

0.0% 

No. inpatient/readmission 

 

% infected 

0 

 

0.0.% 

930 494 1424 

No. post discharge confirmed 

% infected 

0 

0.0% 

165 

0.1% 

311 

0.3% 

476 

0.2% 

No. patient reported infection 

% infected 

2 

0.4% 

No data 809 

0.7% 

897 

0.4% 

All SSI 

% infected 

2 

0.4% 

1095 

0.9% 

1614 

1.3% 

2797 

1.2% 

 

 

* Post discharge questionnaires (PQ) 
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Table 9 Knee Replacement, St Cross, April 2014-March 2015 
 
 
  All hospitals 

January 2010-December 2014 

 St Cross 

April 2014-

March 2015 

 

Without  

PQ* 

 

With PQ 

 

total 

Total No. operations 

 

% patients with completed 

post discharge 

questionnaires* 

716 

 

98.9% 

121905 

 

 

n/a 

126249 

 

 

68.5% 

248154 

 

 

0.0% 

No. inpatient/readmission 

 

% infected 

1 

0.1% 

823 

0.7% 

533 

0.4% 

1356 

0.5% 

No. post discharge confirmed 

% infected 

0 

0.0% 

277 

0.2% 

558 

0.4% 

835 

0.3% 

No. patient reported infection 

% infected 

5 

0.7% 

No data 1731 

1.4% 

1956 

0.8% 

All SSI 

% infected 

6 

0.8% 

1100 

0.9% 

2822 

2.2% 

4147 

1.7% 

 
 
 

Caesarean Sections, May to July 2014 
We led on surgical site surveillance for Caesarean sections with support from PH England 

and although this is not normally a supported module: this is being taken on by Maternity 

and will be continuous audit giving valuable information. We are developing a network 

across the country to provide benchmarking and support.  

Caesarean section Surgical Site Infection Surveillance (CS SSIS) is not yet one of the 

mandatory SSI categories in England, but negotiations are in place to address the matter. 

Several Trusts in England are undertaking local CS SSIS in order to establish the number 

of Caesarean section wound infections.  

Figure 9 shows the results of this pilot module at UHCW from May to July 2014 which 

shows that between May – July 2014,  37 women sustained SSI following their caesarean 

section giving 10.1% infection rate. This is slightly higher than the national average of 

9.6% (HPA, 2012). At the same time period a total of 20 (5.5%) women were excluded 

from this surveillance as their signs and symptoms did not meet the SSIS criteria. 
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Figure 9 
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During this surveillance a total of 4 SSI’s were identified during the initial hospital 
stay and 2 women were re-admitted. 
 

 

 

 

National Team Profile 
We have hosted visits from several different Hospitals around the country and the team 

were asked to speak at the Welsh national IPS meeting, this was very well received. 

 

The team were invited to present the “Get Stool Smart:” the Coventry experience as part 

of the health economy approach to the detection, management and prevention of 

Clostridium difficile infection event.  This was a collaborative day between NHS England, 

PH England TDA, RCN and IPS promoting best practice across the whole health 

economy. 

 

The team presented at a series of workshops promoting best practice for delivering the 

IPC agenda” the learning labs[] “ run by the Infection Prevention Society.  

 

Two team members were individually invited to present at the Hong Kong Nurses 

association South East Asia conference in Hong Kong. We continue to remain in contact 

with the group who were very interested in the innovative way we work, and we have 

invited them to visit us in Coventry. 

 

Yet again this year the RCN have asked if they can use our “get stool smart “campaign to 

provide teaching cards for every RCN student nurse across the country.  

  

Our Post Doctoral researcher Carolyn Dawson was invited to attend a novice up and 

coming HCAI researcher workshop in Brazil. 

 

We participated in the international IV cannulae audit run by the University of Western 

Sydney 1 million global catheters PIVC Worldwide prevalence survey.  
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Social Media 
2014-15 UHCW Infection Prevention and Control ( IPC) l team were  very active at the 

National, Infection Prevention Society Conference in Glasgow, being involved in chairing 

sessions, as well as speaking and presenting posters.  

 

 Team uhcw_ inf_com  have almost 2000 followers on the Twitter social media forum. 

 We have been invited to host whole day live twitter forums documenting a day in the life 

of infection control for “We nurses”. We have been invited to write a micro blog for a 

prestigious international forum. 

 

We were also asked to host debates on both Ebola and CDI. We are on many prestigious 

media group listings as the IPC team to follow. .  

Kate Prevc 

 

 

Research and Development 

We were successful in appointing a part time research lead, Dr Carolyn Dawson. 

 
Current Core Research Projects 

1. Changing UHCW NHS Trust mechanism for hand hygiene measurement  

(implementation of PhD Thesis/as per Dawson, 2015 in press).  

Phase 1: May 2015 – Oct 2015  

• Knowledge and Perception survey to establish pre-intervention baseline 

• Introduction of new bespoke behaviour based hand hygiene measurement 

tool 

 

2. Exploring the “Urgh Factor”.  To what extent can behavioural theory 

(Inherent/Elective) contribute to improving processes of hand hygiene 

measurement and education? 

(Infection Prevention Society (IPS) Post-Doctoral Research Grant) 

April 2015 – April 2017 

 

3. Creating “Team Green”: Does ATP screening increase data ownership and 

engagement with environmental cleaning? 

(follow-up from successful pilot presented at IPS conference, 2014 – full study funded by 

UHCW RD&I)Oct 2015 – July 2016 
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Funding 
Infection Prevention Society Post-Doctoral Research Grant awarded in Nov 2014 - £5,945 

RD&I internal funding for ATP study awarded in Nov 2014 - £2,500  

Conferences and Events 

1. Enabled the IPCT to submit three conference abstracts to the IPS 2014 conference, 

this year we have submitted five, demonstrating the range of research and 

improvement activities we are currently involved in.  All abstracts have been 

written by, or with key involvement of IPCT members at UHCW. 

2. Represented UHCW IPCT at an international early career workshop as a selected 

participant, funded by FAPESP and the British Council: Qualitative study design 

in healthcare-associated infection research. University of São Paulo, São Paulo, 

Brazil February 9th– 13th 2015.  

3. Represented UHCW IPCT as invited speaker at IPS West Midlands Branch 

Meeting, Walsall, UK, 3rd March 2015. 

4. (Future) Representing UHCW IPCT as invited speaker at Safer Care Conference 

2015: Promoting research on safer care: by health professionals, centred on 

patients, Birmingham City University, 25
th

 June 2015.  

Engaging the UHCW IPCT by taking Kate Prevc as an inspirational role model 

case study to talk to participants in a workshop entitled: Getting involved in 

research: addressing common barriers 

 

 

 

 

In conclusion, the last year was challenging, but had had some highlights as well. We 

learnt a valuable lesson from the (non) Ebola incident in October, which also 

demonstrated the strength of the Trust plan.  

 

We look forward to meeting the challenges ahead, putting in more robust structures, and 

collecting better surveillance data to inform our practice.  There is lots to do, and we can 

doubtless expect the unexpected to challenge us over the year ahead. At the time of 

writing (16
th

 June 2015) we haven’t had a Trust acquired MRSA bacteraemia for over four 

months. 

 
Our R&D programme is getting off the ground, and we look forward to really forging 

ahead with this.  Hopefully the remainder of coming year will bring us lots to positively 

Tweet about. 

 

As ever I am grateful to the IPCT for help with the writing of this report, and in particular, 

James Parr, our new analyst, Joan Goodbody, Merja Thomas, Kate Prevc, Darren 

Wheldon, Carolyn Dawson, Mel Gallo, Alison Bradley, David Parr and Debbie Crisp. 

 

 

Dr Jenny Child MD FRCPath 

Director of Infection Prevention and control 

University Hospitals of Coventry and Warwickshire 

16
th

 June 2015 
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Appendix 1- ICNA cleaning scores 2014-2015 

 

INDICATORS 2014-15 
Target 

% 

April 

2014 

May   

2014 

Jun   

2014 

 

July    

2014 

 

Aug  

2014 

Sept  

2014 

Oct  

2014 

Nov 

2014 

Dec 

2014 

Jan 

2015 

Feb 

2015 

March 

2015 

Movement 

Amount and 

Direction  

Floors including corners are 

free of dust and grit 
75% 67% 33% 47% 41% 50% 42% 47% 15% 41% 26% 25% 24% -1 ↓ 

All high and low surfaces are 

free from dust and cobwebs 
75% 33% 28% 25% 23% 35% 38% 47% 35% 52% 48% 50% 52% 2 ↑ 

The toilet, hand wash sink, 

handrails and surrounding 

area is clean and free from 

extraneous items 

75% 33% 56% 60% 64% 70% 72% 79% 50% 57% 56% 42% 62% 20 ↑ 

The room is clean and free 

from inappropriate items 
75% 67% 72% 77% 47% 68% 77% 80% 41% 69% 54% 75% 76% 1 ↑ 

Bed frames are clean and 

free from dust 
75% 56% 61% 56% 45% 60% 50% 64% 25% 41% 48% 33% 43% 10 ↑ 

Patient audio visual systems 

are clean and free of dust and 

marks 

75% 87% 71% 83% 70% 67% 79% 87% 69% 76% 78% 80% 79% -1 ↓ 

The area is clean and there 

are no inappropriate items of 

equipment 

75% 78% 89% 66% 48% 65% 92% 73% 79% 79% 74% 92% 90% -2 ↓ 

Work station equipment in 

clinical areas are visibly 

clean e.g. phones, computer 

keyboards 

75% 44% 39% 56% 59% 60% 54% 87% 37% 41% 81% 42% 57% 15 ↑ 

The following are free of 

splashes, soil, film, dust, 

fingerprints, and spillage: 

75% 78% 61% 72% 68% 75% 73% 73% 60% 62% 67% 75% 76% 1 ↑ 
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Chairs and stools 

Curtains and blinds are free 

from stains, dust, cobwebs,  
75% 56% 78% 47% 67% 70% 32% 71% 45% 48% 50% 36% 29% -7 ↓ 

The following are free of 

splashes, soil, film, dust, 

fingerprints, and spillage: 

Tables 

75% 89% 56% 44% 64% 70% 46% 64% 60% 68% 56% 82% 70% -12 ↓ 

Shelves, bench tops and 

cupboards are clean inside 

and out, and are free of dust 

and spillage 

75% 67% 67% 75% 76% 60% 54% 67% 47% 50% 63% 33% 62% 29 ↑ 

All chairs and stools in 

clinical areas are covered in 

an impermeable material eg 

vinyl 

75% 78% 89% 75% 77% 85% 88% 73% 85% 83% 81% 83% 90% 7 ↑ 

No of audits undertaken 
Number 

of 

audits 

9 18 32 22 20 26 15 20 29 27 12 21   

Average ICNA score per 

month 
85% 83% 83% 81% 78% 84% 85% 87% 75% 82% 82% 82% 84% 

Average 

to date 
84% 
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Appendix 2 Maximiser cleaning scores 

          
                

External Areas Risk Category Audit Frequency 
Apr-
14 

May-
14 

Jun-
14 

Jul-
14 

Aug-
14 

Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Jan-
15 

Feb-
15 

Mar-
15 Annual 

CNS/ICT Low Risk Six Monthly     96.4           91.5       93.9 

CRM Very High Risk Weekly 97.3 96.3 96.7 97.2 97.8 97.6 97.6 98.0 97.7 97.7 97.8 97.9 97.5 

Clinical Sciences Building Low Risk SIX Monthly     96.9           96.5     96.9 96.8 

CSSD Significant Quarterly   96.1     96.3       96.5     84.3 93.3 

Facilities Management Building Low Risk Six Monthly     96.3           96.2       96.2 

Ground Floor Risk Category Audit Frequency 
Apr-
14 

May-
14 

Jun-
14 

Jul-
14 

Aug-
14 

Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Jan-
15 

Feb-
15 

Mar-
15 Annual 

Arden Centre  High Risk Monthly 96.1 97.4 95.2 98.3 96.7 97.2 96.1 95.1 94.6 97.5 96.2 98.1 96.5 

Mammography / Breast Screening Significant Quarterly       98.4     98.4     96.1     97.7 

Endoscopy Very High Risk Weekly 97.8 97.0 97.1 97.7 98.3 98.7 97.1 98.1 98.6 97.7 97.9 97.8 97.8 

Mortuary/Anatomy Significant Quarterly   98.2     98.6     98.0         98.3 

Faith Centre / Chapel Low Risk Six Monthly     94.3                   94.3 

ISS Facilities Village and Supplies Low Risk Six Monthly     91.2           93.6     98.4 94.4 

Day Surgery High Risk Monthly 97.8 94.4 96.6 97.4 97.9 96.7 98.2 98.1 98.9 98.7 95.7 99.6 97.5 

Day Surgery Theatre Very High Risk Weekly 97.6 97.5 98.1 98.0 98.2 97.9 98.3 97.9 98.8 97.5 98.8 98.8 98.1 

Pharmacy Significant Quarterly 94.2     94.8     96.0     95.0     95.0 

Fracture Clinic Significant Quarterly 95.2     94.5     98.9     98.3     96.7 

Dermatology Significant Quarterly 96.4     96.9     95.1       84.6   93.2 

Radiology / X-Ray (inc. Medical 
Illustration) Significant Quarterly     94.4     89.2     97.9   95.4   94.2 

Fluoroscopy High Risk Monthly                 97.8 95.0 94.7 96.4 96.0 

CT/MRI Significant Quarterly                 96.0     96.1 96.1 

Xray Ultrasound Significant Quarterly                 97.8     96.2 97.0 

Outpatient Departments Significant Quarterly 95.2     91.6     93.9     95.8   97.6 94.8 

Head & Neck Clinics 9  Significant Quarterly     96.6     93.9     96.1       95.5 

Clinic 10 Significant Quarterly     95.1     90.6     98.7   94.1   94.6 

Clinic 11 Significant Quarterly     95.1     90.6     92.6   95.6   93.5 

Pharmacy OPD Significant Quarterly   92.5     94.8       95.4       94.2 

Rehab Therapy / Inpatient Therapy 
Wisden Centre High Risk Monthly 97.7 95.7 97.8 96.9 93.4 96.3 97.6   96.1 96.4 94.2 97.6 96.3 

Rheumatology OPD (Clinic 6 OPD) Significant Quarterly   97.0     91.8     98.2       97.0 96.0 

Diabetic Centre Significant Quarterly 94.6     95.2     89.9       95.2   93.7 
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Rheumatology (Ward 2) High Risk Monthly 93.8 94.6 97.1 98.9 95.1 97.3 96.2 96.0 97.5 97.3 95.2 89.2 96.0 

Clinic 1 Significant Quarterly   95.9     95.1     97.2         96.1 

Clinic 2 Significant Quarterly   95.7     98.8     97.4       97.6 97.4 

Clinic 3 Significant Quarterly   96.3     95.8     97.6     96.3   96.5 

Clinic 4 Significant Quarterly   97.8 92.0 99.2     97.3       96.4   96.5 

Clinic 5 Significant Quarterly   98.3     94.5       97.9     97.4 97.0 

Clinic 7 Significant Quarterly   94.5     94.5     95.5       97.5 95.5 

Clinic 8 Significant Quarterly   97.4     97.0     95.5   94.4     96.1 

Intermediate Care Rehab Ward 
(Ward 1) High Risk Monthly 98.9 97.5 98.8 98.5 99.1 96.6 97.2 98.1 98.4 97.8   98.4 98.1 

Nuclear Med High Risk Monthly   90.0 93.9   99.0 94.0 97.5 94.2 98.0   99.5 98.7 96.1 

Ward 3 High Risk Monthly 96.6 97.5 98.8 97.4 99.4 98.7 99.1 99.0 96.8 97.7 97.5 96.5 97.8 

General Admin and Bereavement Low Risk Six Monthly         89.5               89.5 

Main Entrance, Mall and Hospital 
Street Low Risk Six Monthly                       82.7 82.7 

Wisdem centre Significant Quarterly 96.8   94.5 92.4   89.2     96.2 95.2     93.8 

First Floor Risk Category Audit Frequency 
Apr-
14 

May-
14 

Jun-
14 

Jul-
14 

Aug-
14 

Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Jan-
15 

Feb-
15 

Mar-
15 Annual 

Women and Children's Entrance Low Risk Six Monthly         97.2               97.2 

Paediatrics OPD Significant Quarterly 96.9     97.0     98.7         97.6 97.5 

Paediatrics Emergency High Risk Monthly 96.4 98.4 99.0 97.6 97.7 95.1 96.8 99.7 97.9 96.6   98.2 97.6 

Neonatal Unit High Risk Monthly 96.1 100.0 95.8 99.2 98.7 98.4 94.4 98.8 98.6   98.4 98.6 97.8 

Paediatric Admin. Low Risk Six Monthly     97.3           96.0     98.2 97.2 

Adolescent Unit (Ward 14) High Risk Monthly 96.8 97.8 96.6 97.4 98.5 97.8 97.1 99.5 98.2   97.8 98.4 97.8 

Infant's Ward (Ward 15) High Risk Monthly 96.6 98.0 98.4 100.0 96.5 97.2 95.8 94.4 95.2 96.3 96.4 96.3 96.9 

Children's Ward (Ward 16) High Risk Monthly 97.0 97.5 96.8 96.9 95.3 98.2 98.1 99.2 96.3   98.6   97.4 

Triage Antenatal High Risk Monthly 96.1 97.2 98.5 97.2 98.9 98.4 95.5   98.9 98.6 98.2 98.1 97.9 

Labour Ward High Risk Monthly 95.7 97.0   96.9   98.0 96.3   97.5   98.1 97.9 97.1 

Lucina Birthing Centre High Risk Monthly 97.0 96.1 97.0 96.8 97.4 98.5 96.6 98.9 98.5 97.1 97.2 98.0 97.4 

Fetal Wellbeing Significant Quarterly 96.6     97.6 98.0       94.1   97.0   96.7 

Maternity Ultrasound/Antenatal Significant Quarterly     97.3     95.5     94.4     98.5 96.4 

Obstetric Theatres Very High Risk Weekly 98.1 98.6 97.8 97.7 97.3 98.1 97.9 97.5 98.9 98.0 98.1 98.0 98.0 

Main Theatres (inc Cardiac 
Theatres) Very High Risk Weekly 95.4 96.1 96.0 96.2 94.5 96.7 94.7 93.3 95.3 96.9 98.2 98.4 95.9 

Critical Care Unit Very High Risk Weekly 97.7 97.9 98.0 97.6 97.1 98.5 95.2 98.3 98.6 98.4 98.4 98.4 97.8 

Accident & Emergency High Risk Monthly 96.5 95.1 97.1 97.2 96.9 97.1 97.1 96.2 96.0 92.5 96.2 96.7 96.4 

Anaesthetics Significant Quarterly   96.1     96.1     95.2     95.6   95.8 

Observation and Assessment Unit High Risk Monthly 97.0 97.7 96.8 93.4 97.5 97.5 98.5 96.3 97.0 95.9 83.2 97.7 95.8 
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(Ward 12) 

CDU   WARD 12 High Risk Monthly 97.3 97.3 94.8 94.3 93.8 98.0 94.5 96.7 97.8 96.9 94.4   95.7 

Coronary Care Unit Very High Risk Weekly 97.4 97.0 97.4 97.5 97.6 97.7 96.9 96.9 97.6 97.5 96.5 94.8 97.1 

Cardiac ITU Very High Risk Weekly 98.0 97.9 96.5 97.6 97.8 97.2 97.0 98.8 98.5 97.8 98.3 98.3 97.8 

Catheter Suite Very High Risk Weekly 97.4 97.5 97.4 97.7 97.5 97.6 96.9 98.2 97.2 97.2 95.6 96.0 97.2 

Cardiac Offices Low Risk Six Monthly             93.9       95.0   94.4 

Cardiothoracic Ward (Ward 11) High Risk Monthly 97.1 96.0 96.8 96.5 97.5 94.8 95.4 97.2 98.0   97.3 97.0 96.7 

Cardiology Ward (Ward 10) High Risk Monthly 95.9 97.6 95.8 96.4 98.8 93.6 97.5 98.2 97.2 97.6   94.2 96.4 

Soda Clinic High Risk Monthly 94.6 97.4 90.4 93.3 98.4 97.0 96.9 97.4 97.1 97.9 98.0 97.4 96.3 

Rotunda, Hospital Street and Hub 
B-C Low Risk Six Monthly   94.7           95.0     92.0   93.9 

Second Floor Risk Category Audit Frequency 
Apr-
14 

May-
14 

Jun-
14 

Jul-
14 

Aug-
14 

Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Jan-
15 

Feb-
15 

Mar-
15 Annual 

Obstetrics Ante Natal Ward (Ward 
24) High Risk Monthly 98.5 97.6 94.7 97.3 97.3 97.1 97.2 96.6 95.8   97.8 97.9 97.1 

Obstetrics Post Natal Ward (Ward 
25) High Risk Monthly 92.9 96.7 97.4 97.2 97.0 97.0 95.1 94.4 92.4   97.7 97.3 95.9 

Obstetrics Clinical Admin Low Risk Six Monthly         92.0               92.0 

Gynaecology Ward (Ward 23) High Risk Monthly 95.9 97.7 98.0 97.5 97.1 97.0 95.8 96.5 97.6       97.0 

General Surgical Ward (Ward 22) High Risk Monthly 95.9 95.2 96.5 97.5 94.3 96.7 95.5 93.2 93.0 97.3 98.1 87.5 95.1 

Medical Admin Low Risk Six Monthly           94.3       97.5 93.4 95.6 95.2 

Gastroenterology & Endocrine 
Ward (Ward 21) High Risk Monthly 96.4 94.3 96.4 96.3 97.0 94.3 96.7 95.8 95.9       95.9 
Gastroenterology & Endocrine 
Ward (Ward 20) High Risk Monthly 96.6 96.3 96.8 97.9 99.0 97.4 95.8 97.4 96.4 97.3   94.2 96.6 

University of Medicine and 
Dietetics Low Risk Six Monthly     94.6           95.0 97.5 97.0 97.5 96.3 

Social Services Low Risk Six Monthly         86.1               86.1 

Rotunda, Hospital Street plus 
Hubs A-B and B-C Low Risk Six Monthly         88.1               88.1 

Third Floor Risk Category Audit Frequency 
Apr-
14 

May-
14 

Jun-
14 

Jul-
14 

Aug-
14 

Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Jan-
15 

Feb-
15 

Mar-
15 Annual 

Divisional Admin (Clinical Admin, 
Central) Low Risk Six Monthly         93.0         17.5 45.5 73.5 49.2 

Oncology Ward (Ward 35) High Risk Monthly 95.2 95.9 95.4 98.6 95.5 96.9 96.5 95.7 95.5       96.1 

Haematology Ward (Ward 34) High Risk Monthly 94.3 97.8 97.2 96.8 96.5 96.9 96.3 96.1 97.3 96.7 93.5 94.6 96.2 

Patient Research Interface Low Risk Six Monthly   94.7             95.8 96.7 96.3 97.5 96.2 

General Surgical Beds (Ward 33) High Risk Monthly 97.0 97.2 97.0 92.5 96.2 95.6 96.3 96.1 95.2       95.9 

General Surgical Beds (Ward 32) High Risk Monthly 94.9 97.3 95.6 96.7 96.3 93.7 94.9 95.1 93.0   87.7 96.6 94.7 

Clinical Skills Low Risk Six Monthly                   96.9 96.4 95.6 96.3 
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Trust Executive Suite Low Risk Six Monthly                           

Medical Ward (Ward 31) High Risk Monthly 98.0 98.0 97.5 98.6 97.8 96.6 96.4 95.4 96.8       97.2 

Medical Ward (Ward 30) High Risk Monthly 96.4 96.6 96.0 97.8 97.0 95.0 96.4 95.8 95.8 92.4 95.1 96.7 95.9 

Rotunda, Hospital Street plus 
Hubs A-B and B-C Low Risk Six Monthly         95.9         97.5 95.9 97.9 96.8 

Fourth Floor Risk Category Audit Frequency 
Apr-
14 

May-
14 

Jun-
14 

Jul-
14 

Aug-
14 

Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Jan-
15 

Feb-
15 

Mar-
15 Annual 

Pathology Significant Quarterly     96.5       94.0     17.5 45.5 73.5 52.6 

Patient Research Interface Low Risk Six Monthly         97.3               97.3 

Control of Infection and 
Occupational Health Low Risk Six Monthly       95.3                 95.3 

Neurosciences Ward (Ward 43) High Risk Monthly 93.8 98.1 99.0 95.8 96.9 97.8 98.2 83.7 97.7       95.9 

Neurosciences Ward (Ward 42) High Risk Monthly 95.4 96.0 98.3 98.2 98.7 98.7 98.1 97.3 97.2 96.7   97.3 97.5 

Neurosciences OPD & 
Neurophysiology Significant Quarterly     96.1       97.3     96.6 97.4 97.4 96.8 

Clinical Admin. Low Risk Six Monthly         92.9           95.0   93.9 

Medical Ward (Ward 41) High Risk Monthly 97.9 96.8 98.4 97.5 98.7 99.2 99.2 95.0 95.7       97.6 

Medical Ward (Ward 40) High Risk Monthly 93.4 97.6 98.5 98.4 97.2 99.3 98.6 96.3 96.2 96.1   95.9 96.9 

Stroke Assessment Team Low Risk Six Monthly         90.9         96.0 97.9   94.9 

Volunteers and Junior Doctors Low Risk Six Monthly             95.6           95.6 

Rotunda, Hospital Street plus 
Hubs A-B and B-C Low Risk Six Monthly         93.1               93.1 

Fifth Floor Risk Category Audit Frequency 
Apr-
14 

May-
14 

Jun-
14 

Jul-
14 

Aug-
14 

Sep-
14 

Oct-
14 

Nov-
14 

Dec-
14 

Jan-
15 

Feb-
15 

Mar-
15 Annual 

Orthopaedic Ward (Ward 53) High Risk Monthly 95.5 97.1 98.3 97.5 98.7 97.4 96.4 97.9 98.5 17.5 45.5 73.5 67.8 

Orthopaedic Ward (Ward 52) High Risk Monthly 97.0 97.6   98.4 98.2 97.6 96.9 94.8 98.4   92.0 92.9 96.7 

Orthopaedic Offices Low Risk Six Monthly       95.4           94.5   96.7 95.5 

Clinical Audit Low Risk Six Monthly                           

Hospital Radio Low Risk Six Monthly               90.9         90.9 

Renal Dialysis Unit High Risk Monthly 97.4 97.5 93.6 98.3 97.3 96.6 96.3 99.6 98.0       97.2 

CAPD High Risk Monthly 99.4 94.0   97.1   98.2 96.8   98.4   96.4 98.2 97.4 

Renal Ward (Ward 50) High Risk Monthly 97.2 94.5   98.5 98.4   97.7   98.0   93.3 95.8 97.0 

Rotunda, Hospital Street plus 
Hubs A-B and B-C Low Risk Six Monthly               96.0     94.4 97.4 96.0 

 
               

 



Monthly Summary of ICNA Environmental Scores by Ward, 2014/15

Ward Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15
Annual 

Average for 
Ward

53 ECU 84.7% 78.3% 78.3% 80.5%
A & E Majors 90.0% 90.0%
A & E Minors 86.7% 86.7%
Antenatal clinic 76.9% 84.9% 68.3% 74.6%
Bowel Screening 49.1% 49.1%
CAPD 84.6% 84.6%
Cardiology day unit 88.3% 88.3%
Catheter lab 87.5% 94.4% 86.5% 89.5%
CCU 84.2% 90.4% 90.0% 94.2% 89.7%
Cedar male 91.8% 91.8%
CT/MRI 71.4% 71.4%
CTCC 87.5% 89.6% 91.1% 93.9% 88.0% 90.0%
ED 55.3% 73.9% 67.9% 82.2% 61.4% 68.1%
Fetal Medicine Unit 83.9% 83.9%
Fetal Well Being 56.8% 77.8% 90.7% 89.3% 78.7%
General Critical Care 91.5% 82.1% 86.8%
Hoskyn 84.7% 78.2% 83.1% 82.4% 82.1%
Labour ward 78.9% 78.2% 91.1% 76.6% 79.7%
Labour Ward Theatre 76.1% 66.0% 91.1% 92.3% 92.7% 66.3% 89.1% 79.6%
Lucina Birth Centre 92.1% 92.9% 86.0% 83.0% 89.2%
Lucy Deane dialysis unit 88.2% 88.2%
Main Theatres 51.1% 79.8% 88.9% 74.9%
Maternity scan dept 90.2% 90.2%
Mulberry 90.0% 88.7% 83.3% 87.3%
Neo-natal unit 95.2% 91.2% 96.4% 93.5%
Oak 88.0% 80.3% 89.8% 84.6%
OPD Clinic 3 72.4% 72.4%
OPD Clinic 4 23.8% 76.7% 50.3%
Outpatients 80.8% 85.7% 83.2%
Owen Building 60.5% 69.2% 64.8%
Paediatric ED 85.0% 86.2% 85.6%
Paediatric out patients 88.7% 95.2% 86.8% 90.2%
Renal unit 75.0% 76.7% 95.9% 82.6%
Resus 75.6% 75.6%
Surgical Day Unit 85.1% 89.8% 87.5%
Theatres 71.8% 71.8%
transitional care 96.5% 96.2% 88.4% 86.7% 91.2%
W34 Day Unit 73.8% 73.8%
Ward 1 80.7% 85.0% 79.7% 63.9% 77.3%
Ward 10 91.4% 89.5% 88.9% 79.0% 85.5%
Ward 11 84.5% 88.1% 76.4% 96.8% 84.4%
Ward 12 CDU 66.7% 86.0% 72.4% 79.7% 75.2%
Ward 12 OBS 90.0% 84.5% 86.2% 81.0% 85.2%
Ward 14 81.7% 96.7% 86.7% 93.2% 89.6%
Ward 15 90.9% 91.8% 89.2% 81.7% 88.6%
Ward 16 98.4% 86.4% 90.2% 91.7%
Ward 2 81.7% 78.3% 84.7% 81.0% 81.4%
Ward 20 85.6% 78.3% 78.6% 80.7% 81.8%
Ward 21 64.0% 86.2% 75.1%
Ward 21 medical 84.5% 95.1% 89.8% 89.8%
Ward 21 surgical 81.0% 86.2% 86.2% 77.4% 82.7%
Ward 22 81.4% 83.1% 87.7% 87.7% 71.0% 79.0% 81.8%
Ward 22 ECU 89.8% 87.7% 88.8%
Ward 22 SAU 91.5% 91.5%
Ward 23 88.3% 79.7% 84.0%
Ward 24 78.0% 80.0% 88.3% 78.3% 81.2%
Ward 25 79.1% 81.4% 91.5% 90.2% 84.2%
Ward 3 86.0% 78.0% 76.7% 85.0% 76.8% 80.5%
Ward 30 89.5% 88.7% 80.4% 86.2%
Ward 31 77.6% 81.4% 85.7% 81.6%
Ward 32 89.7% 86.0% 72.9% 91.9% 82.7%
Ward 33 86.2% 86.0% 86.7% 69.5% 57.4% 77.1%
Ward 33 demand/urology 80.3% 80.6% 80.5%
Ward 33 Short stay and Gastro 78.4% 78.4%
Ward 34 84.2% 84.5% 84.3%
Ward 35 80.7% 80.7%
Ward 40 81.4% 93.0% 84.7% 71.7% 84.7% 88.1% 83.9%
Ward 41 83.1% 88.1% 80.3% 84.5% 78.3% 82.9%
Ward 42 70.6% 86.4% 83.6% 81.7% 83.6% 79.4%
Ward 43 88.3% 88.1% 83.3% 83.0% 85.7%
Ward 50 87.9% 86.2% 84.2% 75.4% 90.2% 81.7% 84.3%
Ward 52 75.9% 79.3% 72.4% 73.2% 79.7% 79.3% 76.2%
Ward 53 79.5% 69.0% 78.0% 84.5% 85.2% 79.3%

Monthly Average 83.4% 83.3% 80.9% 78.2% 84.2% 84.8% 86.9% 75.3% 82.1% 81.7% 81.8% 84.1% 82.0%



 
 

INFECTION PREVENTION & CONTROL 
Quarterly report June qtr 2015 

  
Mandatory reporting 
The final numbers for the four infections subject to the national mandatory reporting 
scheme are shown in Table 1. The full dashboard is shown in Appendix 1. 
 
Table 1  

MRSA, MSSA & E. coli bacteraemias, C difficile infection 
Period Apportioned 

figures 
National 
Ceiling 

Rate per 100,000 
April 15 - June 15 Bed days 

MRSA bacteraemia 0 0 0 

C. difficile 12 42 12.25 

MSSA bacteraemia 8 Not 
applicable    

E. coli Bacteraemia  74 Not 
applicable   

 
 
Staphylococcus aureus bacteraemias 
So far this year, we have had no Trust apportioned MRSA bacteraemias. (The 
last one was on the 12th February 2015, Figure 1).  The number of Trust 
apportioned MSSA bacteraemias however has risen, with eight in the June 
quarter (Figure 2) There were 15 for the whole of 2014/2015.  Most of these 
are intravenous (IV) line associated. In the past, IV lines have been the most 
common cause of hospital-acquired S. aureus bacteraemia, whether MRSA 
or MSSA. 
 
The rates per 100,000 bed days for 2014/2015 have now been relapsed by 
Public Health England (Appendix 1) is an addendum to the annual report. 
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Figure 2 MRSA BSI rates per 100,000 bed days, June qtr, 2015, in 
comparison with other Trusts in the West Midlands 
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RKB- UHCW. For full key, see Appendix 5 

Page 2 of 13 



 
 
MSSA bacteraemia 
 
 
Figure 3 
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Figure 4 MSSA BSI rates per 100,000 bed days, June qtr, 2015, in 
comparison with other Trusts in the West Midlands 
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C difficile infection (CDI) 

The number of Trust and non-Trust apportioned CDI are shown in Figure 5 
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The number of CDI cases for the quarter was up slightly compared with the 
previous quarter, with five occuring in an eight day period towards the end of 
June. The number of non-Trust apportioned CDI also increased in the June 
2015 quarter. 
 
Figure 6 CDI rates 100,000 bed days, June qtr, 2015, in comparison with 
other Trusts in the West Midlands 
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MRSA screening compliance 
 
The following chart shows the compliance with the MRSA quick action 
guide for the whole Trust, June quarter 2015. 
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MRSA Quick Action Guide Compliance - 2015/16 Quarter 1

 
 

 
 
MRSA new acquisitions 
There were 51 patients identified as colonised or infected with MRSA between April and 
June 2015. Of these, 55% (28 of 51) of which were “new” MRSA patients (i.e. not 
previously colonised).  Of these 28 new MRSA isolates it was not clear where 19 acquired 
MRSA however, as they had not been screened on admission. 
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Cleaning.  
The  IPCT audit cleaning using the Infection Control Nurses Association (ICNA) tool . 
We audit each area on a quarterly basis or if we have any concerns or a CDI case.  These 
scores are collated monthly and the failed questions are fed into a trending format, this is 
feedback and discussed at the operational cleaning group. The information is compared to 
the ISS audit tool to identify areas of concern around cleaning. IPC runs workshops and 
attend ISS team briefs to educate ISS on the importance of their work and to educate staff 
to understand what areas are particularly important to help prevent the spread of infection. 
We have recently asked that all newly appointed supervisors and Managers spend some 
time with the team members. 
 
The ICNA and Maximiser cleaning scores for the year are summarised in Appendices 1 
&2. 
 
Progress with the MRSA BSI action plan 
The MRSA policy has been re-written and is now awaiting comments. 
New sections have been added to cover a patients journey through theatre, recovery, day 
surgery, outpatients, radiology and for known MRSA ccarriers being transferred between 
wards and departments within UHCW. 
 
A meeting to discuss the IV surveillance was held on the 21st July. A new. Over arching 
IV policy covering all types of line has been drafted by the IV team and is about to be 
circulated for comments.   
 
We are planning to develop a new database for the surveillance of all types central IV 
lines to replace the three paper forms currently in use in the Trust. We will also aim to 
standardise the competencies for IV line insertion and care between departments. 
 
 
TB incidents  
So far this quarter, there have been nine new cases of TB diagnosed within the Trust, with 
21 inpatient contacts so far identified as needing  “advise and inform” letters. 
 
 
 
 
 
As ever I am grateful to the IPCT for help with the writing of this report, and in particular, 
James Parr, Joan Goodbody, Merja Thomas, Darren Wheldon, Mel Gallo, and Alison 
Bradley. 
 
 
Dr Jenny Child MD FRCPath 
Director of Infection Prevention and control 
University Hospitals of Coventry and Warwickshire 
22ns July 2015 
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Appendix 1: ICNA scores, June qtr 2015 
 

Ward Apr-15 May-15 Jun-15 Average for 
Ward 

# Clinic  66.7%     66.7% 

Antenatal clinic 69.2%     69.2% 

CAPD 68.8% 86.7%   77.7% 

Cardiology Day Unit      94.9% 94.9% 

Catheter lab    60.0% 97.3% 78.6% 

CCU     80.4% 80.4% 

Cedar Female 90.0%     90.0% 

Cedar Male 89.7%     89.7% 

CTCC     91.1% 91.1% 

ED 68.4%   81.8% 75.1% 

Fetal Medicine Unit 85.1%   82.1% 84.1% 

General Critical Care   91.5%   91.5% 

Hoskyn     84.8% 84.8% 

Labour ward 78.9%     78.9% 

Labour Ward Theatre 83.3%     83.3% 

Lucina Birth Centre     98.2% 98.2% 

Maternity scan dept   85.4%   85.4% 

Mulberry     84.7% 84.7% 

Neo-natal unit 96.1%     96.1% 

Nuclear Medicine  77.8%     77.8% 

Oak     86.2% 86.2% 

Outpatients     76.2% 76.2% 

Paediatric ED   86.7%   86.7% 

Paediatric out patients     98.1% 98.1% 

Path Lab     50.0% 50.0% 

Renal unit      97.2% 97.2% 

Transitional Care 83.3%     83.3% 

Ward 1     79.7% 79.7% 

Ward 10     77.4% 77.4% 

Ward 11 77.6%   64.5% 73.2% 

Ward 11 & sdu      74.6% 74.6% 

Ward 12 CDU     84.7% 84.7% 

Ward 12 OBS   81.4%   81.4% 

Ward 14   93.3%   93.3% 

Ward 15 83.6%     83.6% 

Ward 16   95.0%   95.0% 

Ward 20 71.7%     71.7% 

Ward 21 medical     82.0% 82.0% 
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Ward 21 surgical     83.6% 83.6% 

Ward 22 ECU 80.0%     80.0% 

Ward 22 SAU 83.9%     83.9% 

Ward 22a 89.1%     89.1% 

Ward 23     89.3% 89.3% 

Ward 24     93.2% 93.2% 

Ward 25     76.3% 76.3% 

Ward 3     74.6% 74.6% 

Ward 30   78.9%   78.9% 

Ward 31 82.5% 81.1% 83.3% 82.4% 

Ward 32   73.8%   73.8% 
Ward 33 Short stay and 

Gastro     66.7% 66.7% 

Ward 33 Urology 81.7%     81.7% 

Ward 34     84.7% 84.7% 

Ward 41 82.8%     82.8% 

Ward 42 76.7%     76.7% 

Ward 43 84.7%     84.7% 

Ward 50 84.6%     84.6% 

Ward 52 74.6%     74.6% 

Ward 53   69.5% 74.6% 72.0% 

Monthly Average 80.7% 82.3% 82.5% 81.7% 
 
 
 
 
 

            

 Inspection Plan for Healthcare Cleaning Services, UHCW 
 Average Audit Score - 2015/16 Qtr 1          

 
 
 

External Areas Risk Category Apr-15 May-15 Jun-15 Average 
Score 

CRM Very High Risk 97.8 97.6 98.2 97.8 
Clinical Sciences Building Low Risk     96.9 96.9 
CSSD Significant     84.3 84.3 
Ground Floor Risk Category Apr-15 May-15 Jun-15   
Arden Centre  High Risk 97.5 96.2 98.1 97.3 
Mammography / Breast Screening Significant 96.1     96.1 
Endoscopy Very High Risk 97.6 98.2 98.2 97.9 
ISS Facilities Village and Supplies Low Risk     98.4 98.4 
Day Surgery High Risk 98.7 95.7 99.6 98.0 
Day Surgery Theatre Very High Risk 97.7 98.7 98.6 98.3 
Pharmacy Significant 95.0     95.0 
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Fracture Clinic Significant 98.3     98.3 
Dermatology Significant 84.6     84.6 
Radiology / X-Ray (inc. Medical 
Illustration) Significant   95.4   95.4 
Fluoroscopy High Risk 95.0 94.7 96.4 95.4 
CT/MRI Significant     96.1 96.1 
Xray Ultrasound Significant     96.2 96.2 
Outpatient Departments Significant 95.8   97.6 96.7 
Clinic 10 Significant   94.1   94.1 
Clinic 11 Significant   95.6 96.4 96.0 
Rehab Therapy / Inpatient Therapy 
Wisden Centre High Risk 96.4 94.2 97.6 96.1 
Rheumatology OPD (Clinic 6 OPD) Significant     97.0 97.0 
Diabetic Centre Significant 95.2     95.2 
Rheumatology (Ward 2) High Risk 97.3 95.2 89.2 93.9 
Clinic 1 Significant     98.6 98.6 
Clinic 2 Significant     97.6 97.6 
Clinic 3 Significant   96.3   96.3 
Clinic 4 Significant   96.4   96.4 
Clinic 5 Significant     97.4 97.4 
Clinic 7 Significant   97.5   97.5 
Clinic 8 Significant 94.4     94.4 
Intermediate Care Rehab Ward 
(Ward 1) High Risk 97.8 97.8 99.0 98.2 
Nuclear Med High Risk 99.5 98.7 98.4 98.9 
Ward 3 High Risk 97.7 97.5 96.5 97.2 
Main Entrance, Mall and Hospital 
Street Low Risk     82.7 82.7 
Wisdem centre Significant 95.2     95.2 
First Floor Risk Category Apr-15 May-15 Jun-15   
Paediatrics OPD Significant   97.6   97.6 
Paediatrics Emergency High Risk 96.6 98.2 98.8 97.9 
Neonatal Unit High Risk 98.4 98.6 99.5 98.8 
Paediatric Admin. Low Risk     98.2 98.2 
Adolescent Unit (Ward 14) High Risk 97.8 98.4 97.2 97.8 
Infant's Ward (Ward 15) High Risk 96.3 96.4 96.3 96.3 
Children's Ward (Ward 16) High Risk 98.6     98.6 
Triage Antenatal High Risk 98.6 98.2 98.1 98.3 
Labour Ward High Risk 98.1 97.9 98.8 98.3 
Lucina Birthing Centre High Risk 97.1 97.2 98.0 97.4 
Fetal Wellbeing Significant 97.0     97.0 
Maternity Ultrasound/Antenatal Significant     98.5 98.5 
Obstetric Theatres Very High Risk 98.1 98.1 98.1 98.1 
Main Theatres (inc Cardiac 
Theatres) Very High Risk 97.0 98.6 98.2 97.9 
Critical Care Unit Very High Risk 98.4 98.5 97.6 98.2 
Accident & Emergency High Risk 92.5 96.2 96.7 95.2 
Anaesthetics Significant   95.6   95.6 
Observation and Assessment Unit 
(Ward 12) High Risk 95.9 83.2 97.7 92.3 
CDU   WARD 12 High Risk 96.9 94.4 83.2 91.5 
Coronary Care Unit Very High Risk 97.3 96.4 94.4 96.1 
Cardiac ITU Very High Risk 97.9 98.1 98.8 98.2 
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Catheter Very High Risk 97.2 95.3 96.1 96.3 
Cardiac Offices Low Risk   95.0   95.0 
Cardiothoracic Ward (Ward 11) High Risk 97.3 97.0 90.4 94.9 
Cardiology Ward (Ward 10) High Risk 97.6 95.4 92.9 95.3 
Soda Clinic High Risk 97.9 98.0 97.4 97.7 
Rotunda, Hospital Street and Hub 
B-C Low Risk   92.0   92.0 
Second Floor Risk Category Apr-15 May-15 Jun-15   
Obstetrics Ante Natal Ward (Ward 
24) High Risk 97.8 97.2 98.6 97.9 
Obstetrics Post Natal Ward (Ward 
25) High Risk 97.7 97.3 97.5 97.5 
Fetal Medicine Significant     97.1 97.1 
Gynaecology Ward (Ward 23) High Risk 97.3 98.1 92.3 95.0 
General Surgical Ward (Ward 22) High Risk 97.5 93.4 95.6 95.5 
Gastroenterology & Endocrine 
Ward (Ward 21) High Risk 97.3 93.6 95.1 95.3 
Gastroenterology & Endocrine 
Ward (Ward 20) High Risk 97.5 97.0 97.5 97.3 
Third Floor Risk Category Apr-15 May-15 Jun-15   
Oncology Ward (Ward 35) High Risk 96.7 93.5 94.6 94.9 
Haematology Ward (Ward 34) High Risk 96.7 96.3 97.5 96.8 
General Surgical Beds (Ward 33) High Risk 87.7 96.6 96.3 93.5 
General Surgical Beds (Ward 32) High Risk 96.9 96.4 95.6 96.3 
Medical Ward (Ward 31) High Risk 92.4 95.1 96.7 94.8 
Medical Ward (Ward 30) High Risk 97.5 95.9 97.9 97.1 
Fourth Floor Risk Category Apr-15 May-15 Jun-15   
Neurosciences Ward (Ward 43) High Risk 96.7 97.2 96.4 96.7 
Neurosciences Ward (Ward 42) High Risk 96.6 97.4 97.4 97.1 
Neurosciences OPD & 
Neurophysiology Significant   95.0   95.0 
Medical Ward (Ward 41) High Risk 96.1 97.7 94.0 95.4 
Medical Ward (Ward 40) High Risk 96.0 97.9   96.9 
Rotunda, Hospital Street plus Hubs 
A-B and B-C Low Risk     87.3 87.3 
Fifth Floor Risk Category Apr-15 May-15 Jun-15   
Orthopaedic Ward (Ward 53) High Risk 92.0 92.9 97.3 94.1 
Orthopaedic Ward (Ward 52) High Risk 94.5 96.7 99.4 96.9 
Renal Dialysis Unit High Risk 96.4 98.2 99.6 98.1 
CAPD High Risk 93.3 95.8   94.5 
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Appendix 4  MRSA and MSSA bacteraemia rates per 100,000 bed days, compared with selected local and similar 
NHS Trusts, 2014/2015 (total number of NHS Trusts =155) 

 
         

     

         

    Trust-Apportioned 
MRSA Bacteraemia   Trust-Apportioned 

MSSA Bacteraemia 

Trust   n Rate Rank   n Rate Rank 

University Hospitals Coventry & Warwickshire  9 2.3 149  /155  15 3.9 21  /155 

University Hospitals of Leicester  6 1.2 118  /155  19 3.7 18  /155 

University College London Hospitals  3 1.1 113  /155  23 8.5 105  /155 

University Hospitals of North Midlands  5 1.0 110  /155  46 9.4 117  /155 

University Hospitals Birmingham  3 0.8 101  /155  39 10.5 130  /155 

Nottingham University Hospitals  4 0.8 96  /155  95 17.9 151  /155 

The Royal Wolverhampton  2 0.7 92  /155  22 7.8 88  /155 

Heart of England  1 0.2 50  /155  44 9.9 124  /155 

Plymouth Hospitals   0 0.0 1  /155   43 15.5 147  /155 
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Appendix 5- key to regional hospital codes, West Midlands (Figures 2 ,4, & 6) 
 
Key  

Hospital Hospital 
Code 

Birmingham Children's Hospital NHS Foundation Trust RQ3 
Birmingham Women's NHS Foundation Trust RLU 
Burton Hospitals NHS Trust RJF 
George Eliot Hospital NHS Trust RLT 
Heart of England NHS Foundation Trust RR1 
Hereford Hospitals NHS Trust RLQ 
Robert Jones & Agnes Hunt Orthopaedic & District NHS Trust RL1 
Royal Wolverhampton Hospitals NHS Trust RL4 
Sandwell & West Birmingham Hospitals NHS Trust RXK 
Shrewsbury & Telford Hospitals NHS Trust RXW 
South Warwickshire General Hospitals NHS Trust RJC 
The Dudley Group of Hospitals NHS Foundation Trust RNA 
The Royal Orthopaedic Hospital NHS Foundation Trust RRJ 
University Hospital Birmingham NHS Foundation Trust RRK 
University Hospital Of North Staffordshire NHS Trust RJE 
University Hospitals Coventry & Warwickshire NHS Trust RKB 
Walsall Healthcare NHS Trust RBK 
Worcestershire Acute Hospitals NHS Trust RWP 
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Title Medical Revalidation and Appraisal Six Monthly Update   
Author Miss Louise Siddall, Medical Revalidation Support Officer 
Responsible 
Chief Officer 

Professor Meghana Pandit, Chief Medical Officer and Deputy CEO 

Date  30th July 2015 
 
1. Purpose  
 
This report provides an update on Medical Appraisal and Revalidation within the Trust, 
confirming the actions taken to date and the steps that need to be taken following the 
Annual Organisational Audit (AOA) and Internal Audit. The report is provided for 
assurance purposes in order to allow the Trust Board to approve the Statement of 
Compliance in Enclosure C and to authorise the Chair and Chief Executive to sign it on 
behalf of the Board. 
 
2. Background and Links to Previous Papers 
 
Medical revalidation was confirmed as a statutory requirement, by the Secretary of State 
for Health, on the 3rd December 2012; and was introduced nationwide and in Trust from 
April 2013. Its purpose is to demonstrate that licensed doctors are up-to-date and fit to 
practice providing greater assurance to patients, the public, employers and other 
healthcare professionals. 
 
The Trust is regarded as a Designated Body (DB), and all DB’s have a statutory duty to 
support their Responsible Officers (RO) in discharging their duties under the RO 
Regulations1. It is expected that Trust Boards and Executive Management Teams will 
oversee compliance by: 
 

• monitoring the frequency and quality of medical appraisals in their organisations; 
• checking there are effective systems in place for monitoring the conduct and 

performance of their doctors; 
• confirming that feedback from patients is sought periodically so that their views 

can inform the appraisal and revalidation process for their doctors; and 
• ensuring that appropriate pre-employment checks (including pre-engagement for 

Locums) are carried out to ensure that medical practitioners have qualifications 
and experience appropriate to the work performed. 

 
3. Narrative 
 
3.1  Medical Appraisal Performance Data 

 
Annual appraisal is the cornerstone of medical revalidation with a recommendation for 
primarily based on the outcome of and progress made against personal development 
plans. Appraisal for revalidation should support doctors in reflecting on their practice and 
improving the quality of care they provide. 

1 The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The General 
Medical Council (Licence to Practise and Revalidation) Regulations Order of Council 2012’ 
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During the last appraisal year (1st April 2014-31st March 2015) Quarterly Appraisal Rate 
reported to NHS England were as follows: 

Q1 -  49% compliant 

Q2 -  87% compliant 

Q3 -  65% compliant 

Quarter 4 figures are collated as part of an Annual Organisational Audit (AOA), which 
showed overall annual compliance with appraisal at 82.85%. 
 
All doctors with appraisals overdue between 12-15months were written to request an 
appraisal be completed before 30th June 2015.  
 
Those with appraisals breaching 15 months were reported to the GMC via their early 
concerns process. This process requires a request from the Trust to issue a letter of 
concern to the doctor directly from the GMC. The letter details the risk the doctor poses to 
their license to practise should they continue to fail to engage with appraisal along with a 
date by which engagement must be evidenced. Of the 20 doctors reported all have now 
successfully completed an appraisal or are scheduled to.  
 
3.2  Appraisers 
 
There are currently 93 trained appraisers in the Trust, following the delivery of three in-
house appraiser training sessions. The training programme will now run every 6 months 
to ensure the Trusts appraiser to appraisee ratio remains at a consistent 1:5. 

As training must be updated on a 3 yearly basis those who originally completed training 
delivered in November 2012 by the NHS Revalidation Support Team and the GMC are 
due a refresher course at the end of 2015. Four sessions to deliver this have been 
booked see Action Plan (Enclosure A). No guidance has been provided from the GMC or 
NHS England on the content of this training therefore the Trust will base the half day 
session on key elements of the full days training along with any updates gleaned from 
attending networks and themes found from Qualitative Assessments.  

3.3 Revalidation Recommendations 
 
At the time of submitting this report the Trust has 532 prescribed connections, for which 
the RO is responsible.  
 
To date 396 recommendations have been issued to the General Medical Council (GMC) 
for these connections.  
 
Since the last report to board in February 2015 the RO has made 85 recommendations. 
 
79 recommendations to revalidate have been submitted and accepted. 
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6 deferrals have been requested during this 6 month period. One of these was due to an 
ongoing internal process, with the rest due to insufficient evidence to inform a 
recommendation to revalidate. 2 of these doctors have since been recommended for 
revalidation. 
 
3.4 Internal Audit 
 
At the end of April 2015 CW Audit Services undertook an internal audit of the systems 
and process that support Medical Revalidation at the Trust. A copy of the report can be 
found in Enclosure A.  
 
The objectives of this review were to ascertain if: 
 
1. Annual appraisals are planned, undertaken and evidenced for all doctor’s and are 

linked to a doctor’s revalidation submission. 
2. Revalidation recommendations are appropriately recorded and are submitted to the 

GMC on a timely basis. 
 
Moderate assurance could be given for the first objective with the second objective 
receiving full assurance.  
 
Overall, significant assurance was given on the design and operation of the systems in 
place and the audit did not highlight any weaknesses that would impact on the 
achievement of key objectives.  
 
Nevertheless the audit did find some low impact control weaknesses. Recommendations 
to resolve these will be managed by the MRSO on the Team Central audit 
recommendation tracking system, with some incorporated into the Action Plan (Enclosure 
B). 
 
3.5 Supporting Information 
 
At the time of the last report to Board, data on serious incidents, complaints and 
attendance at Quality, Improvement and Patient Safety (QIPS) meetings was provided to 
doctors upon request. As the Trust has a responsibility to provide a certain amount of 
supporting information to doctors, in order to ensure all doctors are provided with the 
same data from August 2015 data referred will be pre-populated into RMS portfolios the 
month prior to a doctors appraisal date. This task will be undertaken with administrative 
support from the Quality Department, overseen by the MRSO, and reviewed in three 
months’ time. 
 
The 360 patient and colleague feedback toolkit provided by Equiniti 360 Clinical has been 
subject to an update. This has enabled new functionality ensuring the MRSO can register 
doctors’ accounts and swap old/inactive accounts for new one. This will provide a more 
effective service than having to wait for providers Equiniti to action requests. This update 
also sees the ability to pull a report detailing dates assessments were completed thus can 
in future be used to determine expiry and timetable when registration for new accounts is 
necessary.  
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3.6. AOA 
 
The aim of the AOA is to provide a tool that helps RO’s assure themselves and their 
Boards that the systems underpinning the recommendations they make, arrangements 
for medical appraisal and responding to concerns, are in place. The Trust submitted its 
first AOA in May 2014, for the year 2013/2014, answering unfavourably to the following 
two statements: 
 
• 2.3 - Every doctor with a missed or incomplete medical appraisal has an explanation 

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

practice. 
 
In order to address 2.7 an Appraiser Support Group has been established which has run 
twice and is scheduled to run quarterly. 
 
Unfortunately point 2.3 has been highlighted again in the AOA return for the year 
2014/2015. Steps have been taken to ensure this information is provided including the 
introduction of the appraisal postponement application in the Medical Appraisal policy. 
Further education of the medical staffing body is needed to ensure this form is utilised 
and the MRSO made aware of sufficient reasons for appraisal postponement. 
 
For this year’s AOA submission it is worth noting that NHS England reviewed the 
questions contained in the report making amendments and additions to these.  
 
One of these additions resulted in a further unfavourably answer to the following 
statement: 
 
• 4.1 - There is a process in place for obtaining relevant information when the 

designated body enters into a contract of employment or for the provision of services 
with doctors (including locums)’ 

 
Following discussion with the Chief HR & Information Officer, the Medical Practice 
Information Transfer (MPIT) form is due to be implemented in pre-employment checks by 
1st August 2015. 
 
3.6. Summary 
 
The Trust has made progress in ensuring that the appropriate infrastructure is in place to 
support revalidation. However, more needs to be done to ensure the processes are 
robust and principles fully embedded across the Trust. This will continue to be facilitated 
by the CMO as RO supported by the Revalidation Team. 
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4. Areas of Risk 
 
Risk arises out of failing to comply with RO regulations and GMC/NHS England 
requirements, which could impact negatively on patient safety as well as the Trust’s 
reputation. In order to mitigate the risk it is imperative to ensure commitment to 
revalidation, rather than compliance, is established across the Trust. This can only be 
achieved with ongoing education. 
 
5. Governance  
 
Revalidation is a statutory obligation with which the Trust must comply. It is also a core 
element of the Quality Governance Agenda.  It is for this reason that reports are made to 
Trust Board in order to assure members requirements are being met and that governance 
arrangements are robust. 
 
6. Responsibility 
 
The Revalidation Team is responsible for the implementation and monitoring of the 
processes that support revalidation. This consists of the following: 
 
• Professor Meghana Pandit, Chief Medical Officer and Responsible Officer 
• Dr Mike Iredale, Deputy CMO and Revalidation Lead 
• Dr Mathew Patteril, Consultant Anesthetist and Deputy Revalidation Lead 
• Miss Louise Siddall, Medical Revalidation Support Officer 
 
7. Recommendations 
 
The Trust Board is asked to NOTE the report along with progress made against the 
action plan to date (Enclosure B) and to RAISE any queries or concerns. 
 
The Board is also asked to APPROVE any additions to the action plan at Enclosure B 
and APPROVE the ‘Statement of Compliance’ (Enclosure C) confirming that the Trust as 
a designated body is compliant with regulations. 
 
Enclosures 
Enclosure A - CW Audit Services Internal Audit Report  
Enclosure B - Action Plan 
Enclosure C - Designated Body Statement of Compliance 
 
Name and Title of Author: Miss Louise Siddall, Medical Revalidation Support Officer
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1. Introduction 

General background 

An internal audit review of Medical Revalidation has recently been completed. This review was 

carried out as part of the 2015/16 internal audit plan agreed by the Audit Committee. This was 

the first internal audit carried out on this system. 

 

The system 
The General Medical Council (GMC) implemented a process for revalidation from December 

2012; it is expected that the majority of licensed doctors in the UK will be revalidated for the 

first time by March 2016. 

 
Revalidation is the process by which licensed doctors are required to demonstrate, on a 

regular basis, that they are fit to practice. Revalidation aims to give extra confidence to 

patients that their doctor is being regularly checked by their employer and the GMC. 

 

Licensed doctors have to revalidate, usually every 5 years, by having annual appraisals with 

their employer based on the GMC’s “Good Medical Practice” Core Guidance for doctors. The 

process should also be informed by regular feedback from colleagues and patients about the 

care they have received. 

 
Only doctors who have a license to practice need to be revalidated; this requirement is 

applicable to both licensed doctors and doctors in training. Each designated body has a 

responsible officer who doctors are accountable to; the responsible officer manages the 

revalidation process for doctors and submits recommendations via the GMC connect website. 

 
There are three types of recommendations that can be made as part of the revalidation 

process: 

 

a) Positive recommendations; this confirms that a license to practice should be 

continued; 

b) Request for deferral; this is made where there are no unaddressed concerns about 

an individual’s fitness to practice, but there is insufficient evidence to support a 

recommendation or where there are concerns being investigated; 

c) Notification of non-engagement; the medical practitioner has failed to engage in 

local process to support revalidation. 
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Following the responsible officers’ recommendation, the GMC decides whether to renew the 

doctor’s license. Recommendations for revalidation are based primarily on the outcome of 

regular annual appraisal, therefore effective annual appraisal is at the heart of revalidation. 

 
Annual appraisals include a review of the scope and nature of the doctor’s work, information 

about clinical outcomes, feedback from patients and colleagues, evidence of continuing 

professional development and any significant events or complaints. 

 

The Trust utilises the Revalidation Management System [RMS] for revalidation monitoring – 

the software provider is RMS; it is required that a quarterly revalidation return be submitted to 

NHS England. 

 
Acknowledgements 
The assistance and co-operation of management during the course of this exercise is 

gratefully acknowledged 
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2. Scope and objectives 

 
The overall objective in undertaking this internal audit was to ensure, through a process of 

systems evaluation and compliance testing, that there is an appropriate control framework in 

place to achieve the following key control objectives for the system: 

 
 

 
 
The results of this review have been discussed at an exit meeting held with the Deputy Chief 

Medical Officer and the Medical Revalidation Support Officer. Action to resolve control 

weaknesses has been agreed where necessary. 

 
This report highlights findings on an exception basis and does not therefore include detail of 

controls that the audit found to be operating satisfactorily. The Internal Audit opinion, 

detailed in section three of the report, provides an overall assessment regarding the level of 

control operating in the system. 

 

 

 

 

 

 

 

 

 

 

 

 

• Annual appraisals are planned, undertaken and evidenced for all doctor’s and are 

linked to a doctor’s revalidation submission. 
 

• Revalidation recommendations are appropriately recorded and are submitted to the 

General Medical Council on a timely basis. 
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The audit did not highlight any weaknesses that would materially impact on the achievement 

of the system's key objectives. The audit did find some low impact control weaknesses 

detailed in section four of this report which, if addressed, would improve the overall 

performance of the system. However these weaknesses do not affect key controls and are 

unlikely to impair the achievement of the system's objectives. 

 
As a result, significant assurance can be given on the design and operation of the 
system's internal controls to prevent risks from impacting on achievement of the 
system's objectives. This opinion has been arrived at by making a professional judgement 

on the number and relative severity of findings made in this report. The extent to which 

individual objectives are being met has been taken into account, as well as the relative 

importance of each control objective to the system as a whole. This is detailed in the table 

below. 

3. Audit opinion and executive summary  

Overall Opinion 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Opinions for individual control objectives 
 

 
Key control objective 

Level of Assurance 
Full Significant Moderate Limited No 

1. Annual appraisals are planned, 
undertaken and evidenced for all 
doctors and are linked to a doctor’s 
revalidation submission. 

      

2. Revalidation recommendations are 
appropriately recorded and are 
submitted to the General Medical 
Council on a timely basis. 

      

 

Full details of the findings, associated risks and audit recommendations are set out 

in section four of this report. The level of risk associated with each audit finding has 

been ranked in accordance with the definitions detailed in section four. Urgent action 

should be taken in respect of level 1 and level 2 ranked risks and the Audit Committee 

should pay particular attention to ensure that agreed action in respect of level 1 and level 

2 ranked risks has been implemented 
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Compliance with applicable standards 

Our review of compliance against the applicable audit standards has confirmed that this 

engagement has been conducted in accordance with the International Standards for the 

Professional Practice of Internal Auditing. In conducting this assignment we can confirm that 

there have been no impairments to our independence or objectivity, either as an 

organisation or as individual auditors involved in delivering this service.
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2. Detailed findings and action plan 

System Control Objective One: Annual appraisals are planned, undertaken and evidenced for all doctors and are linked to 
a doctor’s revalidation submission. 

 
 

Expected 
Control 

 
Audit Finding 

 
Risk 

 
Risk 

Ranking 

 
Recommendation 

 
Response 

 
Who 

 
When 

1.1 RMS Data 
Completeness 

Review of the RMS system to ensure completeness of the 
relevant appraisal fields for 55 sampled Doctors (24 
complete appraisals, 21 not complete appraisals, 5 
early/late appraisals and 5 in progress appraisals) noted 
that: 

 
• 24/55 did not contain the last appraisal due date; 
• 22/55 did not contain the last appraisal meeting 

date; 
• 22/55 did not contain the last appraisal completion 

date; 
• 10/55 did not contain the next scheduled appraisal 

date; 
• 12/55 did not contain the Doctors appraiser details; 
• 10/55 did not contain the Doctors next scheduled 

appraisal date. 
 

It is acknowledged that a minority of these staff may be 
new starters – there is no requirement at present for new 
starters to advise the Trust of their previous appraisal 
dates; however an appraisal should be completed within 6 
months of their commencement date with the Trust – the 
RMS system does not include start date details. 
Furthermore, the RMS system has only been live at the 
Trust since October 2014 and therefore the most recent 
appraisal details may not yet have been entered onto 
RMS. 

 
Therefore, going forward, the gaps noted on RMS should 
begin to be resolved, as appraisals for new starters are 
completed, and/or most recent appraisal information is 
entered onto RMS. 

Incomplete 
appraisal 
information. 

 
Inability to 
accurately 
monitor 
appraisal 
compliance via 
RMS. 

 
System data not 
subject to review 
process. 

3 Doctors should be 
reminded of the 
importance that last 
appraisal 
dates/information should 
be added to their RMS 
profile. Issues of non- 
compliance should be 
escalated accordingly. 

 
 
 
 
 
 
 
 
 
 
 
 

A regular check should be 
undertaken of the quality 
of the data held in support 
of appraisals on the RMS 
system. Results of such 
checks should be shared 
with Doctors and 
appraisers to ensure that 
learning / improvement 
occurs. 

Agreed; the issues raised by 
Internal Audit are noted. This 
issue will be included on the 
next cycle of the 4-month 
reminder update that is issued 
to all Doctors. Furthermore, 
this issue will be included on 
the agenda at the next 1/4ly 
meeting of the Appraiser 
Support Group. 

 
The HR function are 
introducing an MPIT [Medical 
Practice Information Transfer] 
form as part of the pre- 
employment check process 
which will include most recent 
appraisal date; this can then 
be entered onto RMS and 
ESR. 

 
Agreed. Some of the gaps are 
explainable by new starters, 
and/or the recentness with 
which RMS been in use at the 
Trust. The 1/4ly audit outlined 
in the Medical Appraisal policy 
will be commenced and should 
help to address any issues 
with RMS data completeness. 
The software provider will be 
contacted in order to identify 
whether certain fields on RMS 
can be made mandatory. 

Louise 
Siddall; 
Medical 
Revalidation 
Support 
Officer 

 
 
 
 
 

Nick Rees; 
Resourcing 
Manager 

 
 
 
 
 
 
 

Louise 
Siddall; 
Medical 
Revalidation 
Support 
Officer 

30th June 2015 
 
 
 
 
 
 
 
 

31st July 2015 
 
 
 
 
 
 
 
 

30th June 2015 
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Expected 
Control 

 
Audit Finding 

 
Risk 

 
Risk 

Ranking 

 
Recommendation 

 
Response 

 
Who 

 
When 

1.2 
Documentation 
Completeness 

Review of a random sample of 30 Doctors (where an appraisal 
had been completed via RMS between May 2014 - April 2015), 
to verify the completeness of the documentation held on RMS 
in support of the most recent appraisal, noted that 7/30 
personal development plans were incomplete. 

 
Specifically, the incomplete sections of the 7/30 personal 
development plans were: 

 
• 1/7 did not contain any targets; 
• 2/7 did not contain the measures used to monitor 

completeness/compliance against targets; 
• 4/7 did not record the target date for compliance for 

all/some of the targets. 
 

Following the completion of each appraisal, the RMS system 
produces a profile portfolio listing key areas assessed as part 
of the appraisal – review also noted gaps in the completion of 
1/30 of the profile portfolios for the aforementioned sample. 

 
When the Medical Appraisal policy was revised in March 2015, 
a requirement was added stating that a quarterly check of 
documentation in support of 10% of completed appraisals will 
be undertaken; this is yet to occur. 

Incomplete 
appraisal 
documentation. 

 
Improvement 
areas for 
Doctors not 
identified / 
monitored. 

 
System data not 
subject to review 
process. 

3 Doctors and appraisers should 
be reminded of the importance 
of complete appraisal 
documentation. Instances of 
non-compliance should be 
escalated accordingly. 

 
 
 
 
 
 
 

A regular check should be 
undertaken of the 
completeness of 
documentation held in support 
of appraisals on the RMS 
system. Results of such 
checks should be shared with 
Doctors and appraisers to 
ensure that learning / 
improvement occurs. 

Agreed; the issues 
raised by Internal Audit 
are noted. This issue will 
be included on the next 
cycle of the 4-month 
reminder update that is 
issued to all Doctors. 
Furthermore, this issue 
will be included on the 
agenda at the next 1/4ly 
meeting of the Appraiser 
Support Group. 

 
Agreed. Pre-March 2015 
a QA of appraisals was 
undertaken. Going 
forward the 1/4ly audit 
outlined in the Medical 
Appraisal policy will be 
commenced and should 
help to address any 
issues with 
documentation 
completeness. 

Louise 
Siddall; 
Medical 
Revalidation 
Support 
Officer 

 
 
 
 
 
 
 

Mike Iredale; 
Deputy 
Medical 
Director 

 
Louise 
Siddall; 
Medical 
Revalidation 
Support 
Officer 

30th June 
2015 

 
 
 
 
 
 
 
 
 
 
 

30th June 
2015 
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Expected 
Control 

 
Audit Finding 

 
Risk 

 
Risk 

Ranking 

 
Recommendation 

 
Response 

 
Who 

 
When 

1.3 
Outstanding 
Appraisals 

Review of a random sample of 21 Doctors, who were classed 
on RMS as being ‘outstanding’ for their current appraisal,  
noted that 5/21 were not actually due an appraisal according to 
appraisal expiry dates recorded on ESR. This is because these 
Doctors have an appraisal completion date recorded on ESR 
within the last 12 months – this could not be corroborated    
with the RMS system due to the lack of a previous appraisal 
completion date being recorded on the system in all 5//5 
instances. 

 
The information held on RMS, which is utilised by the Medical 
Revalidation Support Officer to monitor compliance, is 
potentially therefore incorrect / unreliable. 

 
It was also noted that 6/21 of the Doctors (who are categorised 
as ‘outstanding’ for their current appraisal on RMS) did not 
have a last login date to RMS (2/6 of these Doctors were  
within the aforementioned 5/21). 

Inaccurate / 
unreliable 
information held 
on Trust 
systems. 

 
Monitoring of 
compliance 
cannot be 
undertaken 
accurately. 

3 Doctors should be reminded of 
the importance of updating 
their RMS profile to include 
their most recent appraisal 
date. 

 
 
 
 
 
 
 
 

Doctors who are overdue an 
appraisal should be monitored 
to ensure that such issues are 
resolved. Instances of Doctors 
not logging into RMS should 
be escalated accordingly. 

Agreed; the issues 
raised by Internal Audit 
are noted. This issue will 
be included on the next 
cycle of the 4-month 
reminder update that is 
issued to all Doctors. 
Furthermore, this issue 
will be included on the 
agenda at the next 1/4ly 
meeting of the Appraiser 
Support Group. 

 
Agreed. The monthly 
process for monitoring 
compliance with 
appraisal deadlines for 
Doctors will continue to 
operate. Going forwards, 
when RMS is fully 
embedded, there will not 
be any need to cross 
check previous 
appraisals against ESR 
records, thereby 
improving reliability. 

Louise 
Siddall; 
Medical 
Revalidation 
Support 
Officer 

 
 
 
 
 
 
 

Louise 
Siddall; 
Medical 
Revalidation 
Support 
Officer 

30th June 
2015 

 
 
 
 
 
 
 
 
 
 
 

Complete 
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Expected 
Control 

 
Audit Finding 

 
Risk 

 
Risk 

Ranking 

 
Recommendation 

 
Response 

 
Who 

 
When 

1.4 Timeliness Review of a random sample of 4 Doctors, where appraisals 
were classed as ‘in progress’ on RMS, noted that: 

 
• 2/4 appraisal dates had not been scheduled, with 

delays between the appraisee submitting initial 
portfolio information and the date of testing 
[07/05/2015] of 43 and 58 days [RMS did not include 
a last appraisal date as at the time of review]; 

 
• 2/4 appraisals were completed between the time of 

review and the time of reporting, however for 1/2 
there was a delay between the appraisee submitting 
initial portfolio information and the appraisal meeting 
occurring of 65 days [RMS did not include a last 
appraisal date as at the time of review] 

 
It is noted that the Medical Appraisal policy states that the 
appraisal portfolio information “should be submitted two weeks 
prior to the appraisal meeting, to allow the appraiser sufficient 
time to review the portfolio” however, the policy does not state 
the maximum time allowed between the submission of portfolio 
information and the appraisal meeting. 

Appraisals not 
completed in a 
timely manner. 

 
Utilised 
assessment 
documents out 
of date. 

3 Doctors and 
appraisers should be 
reminded of the 
importance of 
appraisal meetings 
occurring in a timely 
manner following the 
submission of initial 
portfolio information. 
Essentially, appraisal 
dates should be 
agreed prior to 
portfolio information 
being submitted on 
RMS. Instances of 
non-compliance 
should be escalated 
accordingly. 

Agreed; the issues raised by 
Internal Audit are noted. This 
issue will be included on the 
next cycle of the 4-month 
reminder update that is issued 
to all Doctors. Furthermore, 
this issue will be included on 
the agenda at the next 1/4ly 
meeting of the Appraiser 
Support Group. 

 
It is currently difficult to police 
instances where delays are 
occurring. 
The possibility of including an 
alert on RMS will be 
investigated i.e. portfolio 
submission to be cancelled on 
RMS if appraisal does not 
occur within 30 days, to be 
supported by a letter to the 
appraiser and Doctor 
concerned. 

Louise Siddall; 
Medical 
Revalidation 
Support 
Officer 

 
 
 
 
 
 

Louise Siddall; 
Medical 
Revalidation 
Support 
Officer 

30th June 
2015 

 
 
 
 
 
 
 
 
 

30th 

September 
2015 
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Expected 
Control 

 
Audit Finding 

 
Risk 

 
Risk 

Ranking 

 
Recommendation 

 
Response 

 
Who 

 
When 

1.5 Trained 
Appraisers 

It has been communicated locally that trained officers should 
not complete in excess of 10 appraisals in 12 months; this is 
not documented in the Medical Appraisal policy. 

 
Review of a report from RMS, as at April 2015, detailing the 
volume of appraisals completed/to be completed per appraiser 
for the 12 months from October 2014 noted that of the 97 
trained officers: 

 
• 10/97 were scheduled to act as the appraiser for more 

than 10 Doctors, with 5/10 officers having already 
completed appraisals for more than 10 doctors for the 
period October 2014 – April 2015. 

• 27/97 were not scheduled to complete any appraisals in 
the 12 months from October 2014. The Medical Appraisal 
policy does not state the minimum number of appraisals to 
be undertaken by trained officers each year to ensure that 
training remains relevant. 

 
Training sessions for appraisers have occurred on a regular 
basis since January 2013, with the next session planned for 
July 2015 – it is understood that there are enough trained 
appraisers now in place at the Trust; from September 2015 a 
refresher training course will be introduced to ensure that 
training remains relevant [training is required every 3 years]. 

Policy 
incomplete. 

 
Lack of 
guidance for 
trained 
appraisers. 

 
Excessive time 
allocated to the 
undertaking of 
appraisals. 

 
Trained 
appraisers 
inactive. 

4 The Medical Appraisal 
policy should include 
details of maximum / 
minimum volumes of 
appraisals to be 
undertaken by trained 
officers each year. 

 
Consideration should be 
given to allocating 
appraisers to help 
ensure a more even 
balance. Trained officers 
should be reminded of 
the maximum / minimum 
requirements (i.e. a 
minimum requirement 
should also be set 
locally and 
communicated). 
Instances of non- 
compliance should be 
escalated accordingly. 

Agreed. When the Medical 
Appraisal policy is next 
updated it will include a 
section on the maximum / 
minimum volume of 
appraisals to be undertaken. 

 
 

Consideration will be given 
to allocating appraisers. 
It is inevitable that a small 
volume of trained officers 
will undertake in excess of 
10 appraisals in a 12 month 
period due to the staffing 
structure of the Trust. 

 
This issue will be included 
on the agenda at the next 
1/4ly meeting of the 
Appraiser Support Group. A 
minimum level will also be 
set and communicated to all 
trained officers. 

 
The volumes of appraisals 
being undertaken by trained 
officers will be monitored. 
Furthermore, there is a 
refresher training session 
being developed for all 
trained officers to attend on 
a 3-year cycle to ensure that 
they remain accredited. 

Mike Iredale; 
Deputy 
Medical 
Director 

 
 
 
 

Mike Iredale; 
Deputy 
Medical 
Director 

 
 
 
 
 

Louise 
Siddall; 
Medical 
Revalidation 
Support 
Officer 

 
 

Louise 
Siddall; 
Medical 
Revalidation 
Support 
Officer 

31st March 
2016 

 
 
 
 
 
 

N/A 
 
 
 
 
 
 
 
 

30th June 2015 
 
 
 
 
 
 

30th 

September 
2015 

 

System Control Objective Two: Revalidation recommendations are appropriately recorded and are submitted to the 
General Medical Council on a timely basis. 

 
There is nothing to report on an exception basis as part of this System Control Objective. 
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Appendix one: Definition of our risk rankings 
 

Risk ranking Assessment rationale 

1 The system has been subject to high levels of risk that have, or could, prevent the 
system from meeting its objectives, and which may also impact on the delivery of 
one or more of the organisation's strategic objectives. 

2  
The system has been subject to high levels of risk that have, or could, prevent the 
system from meeting its objectives, but which are unlikely to impact on any of the 
organisation's strategic objectives. 

3 The system has been subject to medium levels of risk that have, or could, impair the 
system from meeting its objectives. 

4 The system has been subject to low levels of risk that have, or could, reduce its 
operational effectiveness. 

 
 

Responsibility Statement 
 
We have prepared this document solely for your use and, therefore, we believe that it would 

not be appropriate for it to be made available to third parties. If such a third party were to 

obtain a copy, without our prior written consent, we would not accept any responsibility for 

any reliance that they might place upon it. 

 
In the event that, pursuant to a request which you have received under the Freedom of 

Information Act 2000 you are required to disclose any information contained in this report, 

then the Trust will notify CW Audit Services promptly and consult with us prior to 

disclosing such report. The Trust agrees to pay due regard to any representations which 

we may make in connection with such disclosure and apply any relevant exemptions which 

may exist under the Act. If, following consultation with us, the Trust discloses this report or any 

part thereof, it shall ensure that any disclaimer which we have included, or may subsequently 

wish to include in the information, is reproduced in full in any copies disclosed 
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Agenda Item 13 Enclosure 10B 
Action Plan 

 
No. Issue Action Timescale Responsible Assurance Progress/Outcome 

1. Compliance with training for 
RMS. 

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

Ongoing Revalidation 
Team & 
CD’s/GM’s 
 

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

18 people still to 
complete training. 
Majority short term 
contracts, have 
valid reasons 
(maternity leave) or 
only began 
employment in last 
2 months 

2. Medical Appraisal Policy up-to-
date and relevant 

Update the policy to 
reflect issues raised by 
Internal audit and 
remain in line with NHS 
England’s Medical 
Appraisal Policy  

March 2016 MRSO  
reviewed by 
Revalidation 
Lead 

Uploaded on 
eLibrary following 
approval from 
Medical 
Negotiating 
Committee and 
Corporate 
Business Records 
Committee. 

Complete -
Registered on 
eLibrary  

3. Quality Assurance of 
Appraisers 

a. Appraiser Support 
Group (ASG) set up 
to provide support, 
the opportunity to 
share experiences 
and calibrate 
appraisals. 

Quarterly Revalidation 
Lead & Deputy 
Revalidation 
Lead 

Meetings 
scheduled and 
communicated out 
to appraisers. 
 

Complete – two 
sessions held. 
Scheduled to run 
on quarterly basis 
 

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

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

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

Complete - Three 
sessions delivered. 
Still awaiting 
certification and 
registration along 
with registration on 
ESR 

 



continued supply of 
quality trained 
medical appraisers 

registered for CPD 
points. 

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

December 2015 Revalidation 
Team assisted 
by LDT 

All those trained in 
November 2012 
are recorded as 
having completed 
refresher training 
Registered with 
LDT to allow its 
booking via ESR. 
Certified by NHS 
England/GMC and 
registered for CPD 
points. 

Half day sessions to 
deliver this have 
been arranged for 
the following dates: 
- 07/09/15 
- 02/10/15 
- 21/10/15 
- 06/11/15 
 

4. 
Quality Assurance of 

Appraisals 
 

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

Quarterly MRSO Presentation 
delivered in ASG 

Will be reported to 
ASG in September 
2015 

b. Utilisation of the 
RMS report 
functions to monitor 
supporting 
information and 
appraiser   

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

Ongoing 

    



5. 

Process in place for 
acquisition/sharing of up-to-
date information on prescribed 
connections within the Trust 
and when the designated body 
enters into a contract of 
employment or for the 
provision of services with 
doctors. 

 

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

February 2015 Revalidation 
Team & 
HR Director 

Action plans. 
 
Acquisition of 
relevant info by 
MRSO prior to 
employee starting 
contract rather 
than in retrospect. 

Chief HR and 
Information Officer 
confirmed MPIT will 
be implemented in 
pre-employment 
checks by 01/08/15 
 
 

6. 
Audit of all missed or 

incomplete appraisals and 
escalation of those who are 

non-compliant 

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

February 2016 MRSO 
supported by 
Revalidation 
Team 

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

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

7. Lack of reflection shown in 
appraisal 

Guidance developed 
on how to reflect for 
doctors follow. 
Workshops.  

2015 QA of 
appraisals 

Revalidation 
Team 

Number of doctors 
shown to be 
reflecting 
increases during 
appraisal year 
2015/2016 QA’s 

Ongoing – QA 
undertaken 
15/07/15 

8. Need for MRSO procedures to 
be backed-up 

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

February 2015 MRSO 
 

SOP’s Approved 
by Associate 
Director of 
Governance 

Band 3 Senior 
Administrator 
trained to provide 
supporting 
information to 
doctors. 
SOPs still to be 
produced. 

    



Strategy)  

9. Adherence to NHS England’s 
FQA core standards 

Review systems and 
processes against NHS 
England’s FQA core 
standards 

February 2016 Revalidation 
Team 

Report of gap 
analysis and 
update to action 
plan. 

New action 

 
 
 
 
 
 
 
 
 
 
 
 
 

    



Agenda Item 13 Enclosure 10C 

 
Designated Body Statement of Compliance 

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

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

Professor Meghana Pandit completed all modules of RO training in 2012 and 
continues to regularly attend the expected quota of RO Networks. 

 

2. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is maintained;  

The MRSO keeps an accurate record using starter and leaver information provided 
by HR on a monthly basis. This will be better achieved with the introduction of the 
MPIT form into pre-employment checks 

 

3. There are sufficient numbers of trained appraisers to carry out annual medical 
appraisals for all licensed medical practitioners;  

UHCW currently has 93 trained appraisers. The ratio of revalidation ready 
appraisers to doctors in the Trust is 1:5. A value between 1:5 and 1:20 is deemed 
sufficient under NHS England guidelines.  
The Trust has successfully delivered 3 appraiser training sessions and plans are in 
place to deliver top-up training for those appraisers originally trained in 2012 to 
ensure this ratio is maintained. 

 

4. Medical appraisers participate in ongoing performance review and training / 
development activities, to include peer review and calibration of professional 
judgements (Quality Assurance of Medical Appraisers or equivalent);  

The Trust has delivered two Appraiser Support Groups. These sessions will 
continue to run on a quarterly basis to develop and support the appraiser body. 

 

5. All licensed medical practitioners either have an annual appraisal in keeping with 
GMC requirements (MAG or equivalent) or, where this does not occur, there is full 
understanding of the reasons why and suitable action taken;  

An appraisal postponement form has been introduced with the reviewed Medical 
appraisal policy in March 2015. Where this form is not used and suitable reasons 
for appraisal postponement not given prescribed connections are written to at the 
end of every quarter to determine explanations for not completing appraisal. Where 
engagement is not forthcoming and a suitable explanation not gleaned the GMC 
REV6 Early Concerns form is utilised.  

 

6. There are effective systems in place for monitoring the conduct and performance 
of all licensed medical practitioners1, which includes [but is not limited to] 

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



monitoring: in-house training, clinical outcomes data, significant events, 
complaints, and feedback from patients and colleagues, ensuring that information 
about these is provided for doctors to include at their appraisal;  

There is now a process in place for providing information to on significant 
incidents, complaints and Quality Improvement and Patient Safety meeting 
attendance directly into doctors’ appraisal portfolios. 
Mandatory training is logged on ESR and is therefore readily accessible to 
individuals. 
Equiniti 360 Clinical are the Trusts providers of multi-source feedback and any 
doctor requiring an assessment are registered accordingly by the MRSO. Once an 
assessment is complete it is the responsibility of the facilitator to provide a copy of 
the report to the appraisee 
 

7. There is a process established for responding to concerns about any licensed 
medical practitioners1 fitness to practise;  

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

8. There is a process for obtaining and sharing information of note about any licensed 
medical practitioners’ fitness to practise between this organisation’s responsible 
officer and other responsible officers (or persons with appropriate governance 
responsibility) in other places where licensed medical practitioners work;  

The MPIT Form still requires implementing in pre-employment checks to capture 
information for new starters. 
Where doctors leave employment with UHCW the MRSO is tasked with the 
transfer of information. This is currently only provided if requested by the new 
employing organisation as leavers information provided by HR does not specify the 
name of new employing organisation.  

Further discussion and resources need providing to meet this standard fully. 
 

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

Medical staffing undertakes all pre-employment checks prior to issuing a contract 
of employment 

 

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

Yes - Please see Trust Board 30.07.15 Agenda item 13 Enclosure B  

 

 



Signed on behalf of the designated body 
 
Name: Mr Andrew Meehan  Signed: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
[Chairman]  
 
 
Name: Mr Andrew Hardy  Signed: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
[Chief Executive]  
 
Date: 30th July 2015 
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PUBLIC TRUST BOARD PAPER  
 

Title Annual Report from the End of Life Care Committee 
Author Professor Mark Radford and Dr Sarah MacLaran 
Responsible 
Chief Officer 

Professor Mark Radford, Chief Nursing Officer 
 

Date  30.7.15 
 
1. Purpose  
 
To provide the Trust Board with an update regarding end of life care at UHCW NHS Trust for 

adult services. 
 
To provide an Annual Report from the UHCW End of Life Care Committee, co-chaired by 

Professor Mark Radford, Chief Nursing Officer and Dr Sarah MacLaran, Consultant in 
Palliative Medicine. 

 
2.   Background and Links to Previous Papers 
 
Definition of end of life care 
 
The Care Quality Commission (CQC) defines end of life care as encompassing all care given 
to patients who are approaching the end of their life and following death, and may be delivered 
on any ward or within any service of a trust. It includes aspects of basic nursing care, specialist 
palliative care, bereavement support and mortuary services (CQC NHS Acute Hospitals 
Provider Handbook September 2014 Appendix A End of Life Care page 4). 
 
The CQC adopts the General Medical Council (GMC) definition that patients are ‘approaching 
the end of life’ when they are likely to die within the next 12 months. This includes patients 
whose death is imminent (expected within a few hours or days) and those with: (a) advanced, 
progressive, incurable conditions (b) general frailty and co-existing conditions that mean they 
are expected to die within 12 months (c) existing conditions if they are at risk of dying from a 
sudden acute crisis in their condition (d) life-threatening acute conditions caused by sudden 
catastrophic events (GMC “Treatment and care towards the end of life: good practice in 
decision-making” 2010).  
 
Predicted data of UHCW inpatients approaching the end of life 
  
Nearly one third of hospital inpatients are likely to be in the last year of their life. 
 

A UK study1 published in Palliative Medicine in June 2014 followed 10,743 hospital inpatients in 
25 teaching and general hospitals on the same day for the subsequent 12 months. 28.8% 
(3098) patients died during 12 months follow-up.  
 
At UHCW NHS Trust this equates to the predicted number  
-per annum 17,248 (28.8% of 59890 inpatients admitted 1st Apr 2013 – 31st Mar 2014)  
-on one day 406 (28.8% of 1413 inpatients in UHCW on one day – on 31st March 2014)  
 
End of life care is the role and responsibility of all health and social care professionals. 
 
1 Palliative Medicine June 2014 Vol. 28 no.6 474-479 
 



Specialist support at UHCW NHS Trust for palliative and end of life care 
 
At UHCW NHS Trust the specialists in palliative and end of life care form the  
Supportive and Specialist Palliative Care Service providing weekday support for inpatients and 
staff. These specialists in palliative and end of life care support health care professionals in the 
hospital setting to ensure high quality end of life care with a person centred approach. Close 
communication and collaboration with other local provider organisations and health and social 
care professionals is essential to ensure streamlined and efficient palliative and end of life care 
services for patients moving between care settings. 
 
The UHCW NHS Trust Supportive and Specialist Palliative Care Service is led by Consultants in 
Palliative Medicine providing 1.2 whole time equivalent hours. They work within the Specialist 
Palliative Care Team and see inpatients at the request of the Supportive and Specialist 
Palliative Care Nurses and by direct referral for medical assessment of symptoms, challenging 
ethical decisions towards the end of life, medical assessment of distress and complex 
psychological support. 
 
The Specialist Palliative Care Macmillan Nurses provide 4.0 whole time equivalent hours of 
staffing seeing inpatients with symptom needs, for psychological support for them or their 
family/carers, advising and supporting staff and assisting with advance care planning (enabling 
a patient to identify and communicate their future care preferences to all those involved with 
their care). There is currently a 0.8 whole time equivalent vacancy. 
 
Specialist Palliative Care Team patient activity 
 
 1st April 2013 – 31st March 2014 1st April 2014 – 30th Nov 2014 
Cancer 488 (85%)  421 (82%) 
Non-Cancer 84 (15%)  91  (18%) 
Total 572 (100%) 519 (100%) 
       
The Supportive Care Nurses provide 2.4 whole time equivalent hours of staffing seeing patients 
in the last days of life, supporting their family and carers and offering support with rapid 
discharge to die in their preferred place of death. They also provide advice and signposting to 
staff and support staff in identifying patients who are entering the palliative phase of their illness, 
with a prognosis of less than a year or so. 
 
Supportive Care Team (Care of the Dying) patients activity 
 
 1st April 2013 – 31st March 2014 1st April 2014 – 30th Nov 2014 
Cancer 223 (25%) 213 (32%) 
Non-Cancer 654 (75%)   452  (68%) 
Total 877 (100%) 665 (100%) 
 
The Specialist Palliative Care Team benefits from the support of a dedicated Specialist 
Palliative care Pharmacist and close working with the Lead Chaplain and Spiritual Care Team. 
 
The UHCW NHS Trust End of Life Care Committee was established in March 2013 co-chaired 
by the Chief Nursing Officer and Consultant in Palliative Medicine to establish an end of life care 
action plan for UHCW NHS Trust to include education and training for staff. The Committee has 
representation from across the Trust and meets bimonthly.  
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UHCW NHS Trust is a collaborating partner in the Coventry and Warwickshire  
CASTLE CIG (“Care And Support Towards Life’s End” Clinical Implementation Group), a group 
of local professionals resolute in achieving improved coordination and collaboration of palliative 
and end of life care services for the benefit of patients, relatives and health and social care 
professionals locally. The CASTLE CIG consists of representatives from UHCW NHS Trust, 
George Eliot Hospital NHS Trust, South Warwickshire NHS Foundation Trust - Acute and 
Community Services, Coventry and Warwickshire Partnership NHS Trust, The Myton Hospices 
(Warwick, Coventry, Rugby), Mary Ann Evans Hospice (Nuneaton), The Shakespeare Hospice 
(Stratford upon Avon), GPs and Clinical Commissioning Group End of Life Care leads and 
palliative care research representation. The CASTLE CIG has facilitated unified development of 
local processes and resources for patients, carers and health and social care professionals. 
Information has been shared through the CASTLE website which has been developed by 
interested volunteers working in the field of palliative and end of life care. 
 
This is the first end of life care report of its kind for the Trust Board and as such does not relate 
to any previous circulated papers. 
 
 
3. Narrative – the work of the UHCW End of Life Care Committee 
 
The UHCW End of Life Care (EOLC) Committee has met on the following dates. 
 
2013 
27th March, 13th June, 11th July, 8th August, 12th September, 21st November 
 
2014 
9th January, 13th March, 8th May, 11th September, 13th November 
 
2015 
8th January, 3rd March, 21st April, 11th May 
 
A decision was made that the most appropriate way to implement this change programme was 
with the support of the national end of life care improvement programme for acute hospitals. 
 
The “TRANSFORM” Programme and Quality End of Life Care for All (QELCA©) training  
 
As Board representative for End of Life Care (EOLC) at UHCW, the Chief Nursing Officer 
facilitated UHCW in joining the NHS Improving Quality “TRANSFORMING end of life care - Route 
to Success Programme” known as the “TRANSFORM Programme” in April 2013. 
 
Financial support was identified to implement the TRANSFORM Programme through an EOLC 
Commissioning for Quality and Innovation (CQUIN) plan for 2 years – (April 2013 – April 2015). 
The leads for this CQUIN were Dr Sarah MacLaran, Co-chair of the EOLC Committee with 
Rebecca Bourton, Group Manager for Oncology, Haematology and Palliative Care. 

 
The CQUIN facilitated increased staffing on the Supportive and Specialist Palliative Care Service 
– 3 new Consultant sessions (2 at University Hospital and 1 at Rugby Hospital of St Cross), 1 
whole time equivalent “TRANSFORM/ MDT Co-ordinator” administration support to assist with 
developing the additional education and training resources and coordinating the input of the 
Supportive and Specialist Palliative Care Service, 1 whole time equivalent band 6 Specialist 
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Palliative Care Macmillan Nurse to increase the staffing resource to the Specialist Palliative Care 
Team for clinical support and training on the wards. 

 
Support was received from the national TRANSFORM Programme in the form of advice and 
training days for the Supportive and Specialist Palliative Care Service. 

 
Further funding was secured on the back of the TRANSFORM Programme implementation from 
Arden Hereford and Worcester Local Education and Training Council (LETC) for £40,000 to 
support collaborative education and training for Coventry and Rugby with TRANSFORM at the 
hospital and engagement with community and hospice organisations providing advance care 
planning resources for health and social care professionals and patient information literature to 
support patients to be able to identify and communicate their future preferences for care. 
 
The Supportive and Specialist Palliative Care Service commenced a phased roll-out approach 
across the Trust to implementing the 5 key enablers which are known to improve EOLC in the 
Acute setting:- 
 

• Advance care planning  
Coventry and Warwickshire advance care planning CASTLE resources for patients, 
carers and health and social care professionals were developed and shared under 
the leadership of two of the UHCW NHS Trust Consultants in Palliative Medicine 
working closely with other local providers; the “Greensleeves” patient handheld wallet 
was implemented across Coventry and Warwickshire so that patients have the option 
of their own advance care plan containing their future preferences for care and their 
CPR decision record. 

 
• AMBER Care Bundle  

as part of the National AMBER Care Bundle network led by Guy’s and St Thomas’ 
NHS Foundation Trust – a tool to ensure high quality care for patients whose 
recovery is uncertain with a focus on improving communication about the patient’s 
care, expected outcome and future preferences. 

 
• Care in the last days  

our CNO initiated a working party to establish a system-wide solution to the 
withdrawal of the Liverpool Care Pathway with collaboration with George Eliot 
Hospital NHS Trust, South Warwickshire NHS Foundation Trust - Acute and 
Community Services, Coventry and Warwickshire Partnership NHS Trust and The 
Myton Hospices; after wide consultation we established a new prompt called the 
“Individual Plan of Care for the Dying Person”, agreed by all participating 
organisations for use by health care professionals in Coventry and Warwickshire to 
ensure best practice and individualised care of the dying wherever the patient is 
being cared for, in hospital, home or hospice. 

 
• Rapid Discharge  

home, hospice or to care home to die – to achieve a patient’s preferences 
 

• EPaCCS – the Electronic Palliative Care Co-ordination System for Coventry and 
Warwickshire known as “The CASTLE Register” – a new web-based secure clinical 
register with key information about patients in the last weeks and months of life which 
will be visible across hospital, community, hospice, ambulance service settings – still 
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under development supported by UHCW clinical and IT staff collaborating with other 
Providers (at procurement stage). 

 
Training for the TRANSFORM programme was led by the UHCW NHS Trust Supportive and 
Specialist Palliative Care Service and facilitated by the national “QELCA©” (Quality End of Life 
Care for All) programme developed by St Christopher’s Hospice in London; this enabled a 
collaborative education and training programme to be initiated between UHCW NHS Trust and 
The Myton Hospices. Ward sisters and ward managers from the identified “TRANSFORM wards” 
were invited to join the QELCA© training programme which involved a 5 day course at Myton 
Hospice followed by one morning a month of Action Learning at the hospice for the subsequent 6 
months. 
 
Establishing the QELCA© programme at Myton Hospice with UHCW NHS Trust led to similar 
collaboration forming between Myton Hospice and George Eliot Hospital NHS Trust and also 
between Myton Hospice and South Warwickshire NHS Foundation Trust - Acute for their 
QELCA© training. This led to the subsequent implementation of the TRANSFORM programme at 
George Eliot Hospital NHS Trust and South Warwickshire NHS Foundation Trust - Acute. 

 
At UHCW NHS Trust the TRANSFORM Programme has been rolled out to the following wards:- 
 

Phase 1 commencing September 2013 – Phase 1 “TRANSFORM Wards” 
Wards 35 (oncology)  
40 (elderly care) 
30 (respiratory) 
20 (gastroenterology)  
Hoskyn and Oak (both wards at the Hospital of St Cross) 
 
 
Phase 2 commencing September 2014 – Phase 2 “TRANSFORM Wards” 
Wards 31 (respiratory) 
           50 (renal) 
           41(stroke) 
           10 (cardiology) 
           53 (trauma and orthopaedics) 
 
Phase 3 is being planned currently with the support of the EOLC Committee to commence 

in Sept 2015 
 

22 ward sisters or ward managers have been trained on the seven month QELCA© training 
programme between UHCW NHS Trust and The Myton Hospices to improve end of life care on 
their own UHCW wards since Sept 2013. 
 
The TRANSFORM Programme encompasses all aspects of UHCW NHS Trust’s values:- 

Compassion – for our patients with terminal illness, treating everybody as individuals and 
respecting their needs 
Openness – engaging with our patients and their carers and communicating openly about 
the future, what they can expect and what they hope for and sharing information as 
appropriate with other professionals involved in their care  
Learn – ensuring we learn from our own and patient experiences of care, and from 
colleagues providing palliative and end of life care in all care settings, remembering what 
we do well and learning from things that could go better 
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Improve – fostering the attitude of continuous improvement, embracing change and 
supporting others through it 
Partnership – working across organisational and geographical boundaries with our local 
partners providing care, communicating, collaborating and integrating better with 
community services, hospice, voluntary and out of hours services 
Pride – sharing what we are proud of with others and taking pride in our palliative and end 
of life care services and our improvement programme – we were asked to showcase our 
work at Health Education England – West Midlands 
http://wm.hee.nhs.uk/files/2015/04/Progress-with-integrated-EOLC-Sarah-Maclaran.pdf 
 

Demand continues to be high for the Supportive and Specialist Palliative Care Service for 
clinical support and with the ongoing roll-out of the TRANSFORM programme; increasing 
staffing levels for the Supportive and Specialist Palliative Care Service are required to ensure 
sustainability and ongoing presence on the TRANSFORM wards to ensure successful 
implementation – Business case under development; need for 7 day working for the Supportive 
and Specialist Palliative Care Service has been identified. 
 
Subgroup work streams of the EOLC Committee 
 

• Education and Development Subgroup (Leads Sarah MacLaran, Consultant in palliative 
Medicine, and Sharon Hollyoak Macmillan Specialist Palliative Care Nurse) 
Trust-wide education and training needs were identified for all disciplines of staff and 
specialties regarding end of life care education with the review of the national document 
“One Chance to Get it Right” 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323188/On
e_chance_to_get_it_right.pdf 
 
The need for a coordinated approach and long term strategy was identified to develop 
the mandatory palliative and EOLC education and training required for all disciplines of 
staff at UHCW NHS Trust. It was recognised that there needs to be greater Palliative 
Medicine Consultant resource to facilitate this leadership with an academic remit to 
ensure this work is progressed in a robust and sustainable way. The Subgroup 
recognised that this remit was too great for this Education and Development Subgroup 
and the work was put on hold until the appointment of additional Consultant/s in Palliative 
Medicine to drive this forward. 
 
The “Difficult Conversations” communication skills training is underway commencing in 
June 2015. Funding was secured from the LETC for £12,000 for this. 
 

• Measurement and Quality Assurance Subgroup (Lead Rebecca Bourton, Group Manager 
for Oncology, Haematology and Palliative Care) 

 
It was identified that EOLC data needs better capture at UHCW. 
 
From January 2015 the IT Service facilitated the Supportive and Specialist Palliative 
Care Service to move over from paper and telephone referrals to electronic referrals in 
order to robustly capture their clinical activity. This also enabled better recording of the 
TRANSFORM Programme activity for patients referred for Advance Care Planning, 
AMBER Care Bundle, Care in the last days and Rapid discharge home to die. 
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A clinical “flag” was been set up in the Clinical Results and Reporting System (CRRS) in 
2013 known as the Supportive and Palliative Care (“SPICT” – Supportive and Palliative 
Care Indicators Tool) Alert which allows Consultants and the Specialist Palliative Care 
Team to “flag” palliative patients at UHCW in a way which is visible to Community and 
Hospice professionals via the clinical database. 
 
An electronic Multi-Disciplinary Team (MDT) system was set up to generate the weekly 
MDT outcomes for inpatients seen by the Supportive and Specialist Palliative Care 
Service and these are now uploaded as clinical letters onto CRRS at the time of agreeing 
the clinical outcomes and plan. 
 

• Patient and Carer Involvement Subgroup (Lead Sharon Hollyoak, Macmillan Specialist 
Palliative Care Nurse) 
Plans are under way to initiate the VOICES (Views of Informal Carers for the Evaluation 
of Services) Bereavement Survey to relatives after each adult death in the Trust. 
 
The Supportive and Specialist Palliative Care Service are working to implement iPOS 
(Palliative Care Outcome Scale) a Patient Reported Outcome Measure for palliative care 
patients. 
 

• Bereavement Subgroup (Lead Simon Betteridge, Lead Chaplain) 
Recent work has included developing a Trust-wide bereavement policy. 
 
A recent addition to the bereavement office provision is the ability to register a death on 
site; this is to assist families who may be from outside of the Coventry area but whose 
family member died here. The provision is also helpful for families who have suffered a 
still birth who would ordinarily have to register a birth at the registry office causing further 
upset. 
 
The newly refurbished Eirene Bereavement Suite gives the opportunity for families to be 
cared for in a gentle and comfortable environment. Bereavement services staff often 
have contact with bereaved families in the days following a death when emotions are 
particularly raw. Time can be given in this environment to listen and offer support which 
enables those who are bereaved to be able to cope better with facing practical 
arrangements.  
 
Chaplains trialled various ways of providing a reasonable level of care for bereaved 
families. 
 
There are ongoing challenges for the chaplains to provide holistic care to dying patients 
(last hours and days) as well as to support patients identified to be approaching the end of 
life (in last year) as demand is currently out-growing the available resources from the 
team, business case has been written  
 
Ongoing close-working with the Supportive and Specialist Palliative Care Service 
continues to be beneficial 
 

• Discharge Subgroup (Lead Kerrie Manning/Karen Cookes) 
The rapid discharge pathway for dying Coventry patients provided by the Supportive Care 
Team to facilitate a discharge within 4 – 6 hours is working really well. 
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The rapid discharge process for dying Warwickshire patients assisted by the Supportive 
Care Team to facilitate a discharge within 4-6 hours is not working well due to time 
consuming discharge systems and limited resources within the community.   
 
The discharge of ‘Fast Track’ palliative care patients (rapidly deteriorating with a prognosis 
of up to about 6 weeks) is being monitored with engagement with Continuing Health Care. 

 
Review of quality standards for EOLC at UHCW NHS Trust:- 
  
1) NICE Quality Standard for EOLC Care; UHCW has registered for ELCQuA – EOLC Quality 
Assessment Tool to benchmark progress at UHCW with EOLC improvement  
http://www.elcqua.nhs.uk/ 
 
2) National Care of the Dying Audit – led by the Royal College of Physicians; UHCW NHS 
Trust is registered for the new 2015 End of Life Care Audit – Dying in Hospital  
https://www.rcplondon.ac.uk/resources/end-life-care-audit-dying-hospital 

 
3) Implementation of the 5 Priorities for Care published by the national Leadership Alliance 
for the Care of Dying People 
https://www.england.nhs.uk/ourwork/qual-clin-lead/lac/  

 
 
Monitoring role of the EOLC Committee to ensure quality improvement 
 
EOLC complaints, compliments and Clinical Adverse Events (CAEs) are reviewed at each 
meeting. Changes made to the search criteria for CAEs to better recognise these in the 
electronic system Datix has ensured improved identification of these as they may occur across 
all departments and include patients with advanced disease and prognosis varying from hours/ 
days/ weeks/ months. 

 
The results of the Mock CQC inspection of the EOLC Domain which took place in October 2014 
were reviewed with lessons learned from the panel ratings and feedback. An action plan was 
implemented alongside preparation for the Care Quality Commission inspection of the EOLC 
Domain which took place in March 2015 (formal feedback from this is currently still awaited). 
 
DNACPR issues are discussed as these fall within remit of the EOLC Domain for CQC, 
although managed by the Resuscitation Committee. Clinical issues have been discussed 
including the reasons why the “Greensleeves” wallets containing the “Do Not Attempt Cardio-
Pulmonary Resuscitation” (DNACPR) forms were not always accompanying patients on 
discharge; shared learning was reflected on regarding the action plan as identified in 
Respiratory Wards and targeted training is under way to support staff in improving their 
communication skills to have the conversations about CPR/DNACPR with patients and 
relatives; the patient information leaflet has been revised in addition. 
 
Integrated working initiatives supported by the EOLC Committee 
 
Work streams supported by The CASTLE Clinical Implementation Group are supported by and 
discussed at the UHCW EOLC Committee, including CASTLE education and training events and 
the unified processes and policies for advance care planning and DNACPR. 
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UHCW EOLC Committee led the initiation of the Coventry and Warwickshire system-wide 
solution to the withdrawal of the Liverpool Care Pathway with close collaborative working with 
representatives from George Eliot Hospital NHS Trust, South Warwickshire NHS Foundation 
Trust - Acute and Community Services, Coventry and Warwickshire Partnership NHS Trust and 
The Myton Hospices, as explained earlier. 
 
Coventry Integrated Breathlessness MDT Service – established for 2 years now led by 
interested professionals from UHCW NHS Trust, Coventry and Warwickshire Partnership NHS 
Trust and The Myton Hospices. This involves representatives from organisations working 
together collaboratively and meeting on a monthly basis at Coventry Myton Hospice to discuss 
complex patients with advanced non-cancer cardiac and respiratory disease likely to be in the 
last year of life. Work is under way to identify a way of formally commissioning this truly 
integrated Service with a view to improve multi-professional care for these patients through 
outpatients, day hospice and a domiciliary service. 
 
Trust quality priority for end of life care for 2015-2016 
 
End of life care has been identified as one of three quality priorities for the Trust for 2015-2016: 
Quality Priority 2 - Clinical Effectiveness: Ensuring effective End of Life Care Practices. 
 
End of life care involves all aspects of health and social care within secondary care, primary 
care and the voluntary sector. Excellent end of life care requires a truly integrated approach with 
collaborative working across organisations and geographical boundaries. A system wide 
approach to end of life care is required to help streamline and coordinate local services for the 
benefit of patients and their families and to improve communication and efficiency of local caring 
professionals. 
 
It is our goal to ensure that every patient is supported to live as well as possible in the last 
stages of their life in accordance with their and their family’s own personal preferences. The 
focus of care will be comfort and quality of life meeting the holistic needs of each patient where 
possible by addressing their physical, psychological, spiritual and social requirements. 
 
This will be achieved by leadership from Palliative Medicine and the Supportive and Specialist 
Palliative Care Service to facilitate continued Trust-wide improvement in end of life care. 
Leadership and direction from the EOLC Committee to facilitate ongoing end of life care 
improvements within the whole organisation. End of life care education and training for staff will 
be seen as high priority for UHCW staff and their line managers to ensure appropriately trained 
and competent multi-professional teams across all departments. Continued roll-out of the 
TRANSFORM Programme in phases across wards. Closer integration and clinical working is 
required with community and hospice partner organisations. 
 
Progress will be monitored and reported at the bimonthly End of Life Care (EOLC) committee. 
End of life care feedback will be provided to all services and departments. 
Dissemination of the work of the EOLC Committee will be shared via the Operational Delivery 
meeting and through the Chief Officers Quarterly Performance Reviews. 
 
4. Areas of Risk 
 
Discharge issues – delays in the ability to discharge patients in the last weeks and months of life 
due to delays in assessments for their funding and/or due to delays in care packages and care 
home places in the community. 
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Adequate staffing resource and clear leadership from the Supportive and Specialist Palliative 
Care Service to drive forwards improvements in end of life care; currently awaiting business 
case, service review, recruitment, clarification of roles and responsibilities for members of the 
Supportive and Specialist Palliative Care Service. 
 
Integration necessary with other providers and palliative care services – opportunity for effective 
collaboration and system wide approach to care in the locality. 
 
Sustainability of the AMBER care bundle at UHCW NHS Trust without a dedicated facilitator. 
 
Ownership of end of life care improvements at ward based level by all clinical professionals. 
 
Engagement and support from lead clinicians in medicine, surgery and the emergency 
department to drive improvements in end of life care in their clinical areas. 
 
Challenges for clinical staff caring for patients with terminal illnesses:- 

1. Recognition and acceptance when a patient is dying by all involved 
2. Identifying patients approaching the end of life by staff in a timely way to ensure 

appropriate professional support 
3. Hospital staff have variable knowledge, skills and competence in end of life care 
4. Patients with terminal illnesses often have complex needs: physical, psychological, 

spiritual and social  
5. Significant demands on the Supportive and Specialist Palliative Care Service which is a 

small specialist team in a large hospital in terms of clinical support required for patients 
suffering from many different conditions with varied prognosis ranging from years to 
months to weeks to days to only a few hours. 

 
Name and Title of Author:  
Professor Mark Radford and Dr Sarah MacLaran and reviewed by the UHCW EOLC 
Committee. 
 
Date: 16.7.15  
 
 
 

Page 10 of 10 



Agenda Item 16 Enclosure 12 
 

PUBLIC TRUST BOARD PAPER  
 
Title Safer Staffing Bi-Annual Report 
Author Elaine Clarke Associate Director of Nursing – Quality and Patient 

Safety 
Responsible 
Chief Officer 

Professor Mark Radford, Chief Nursing Officer 

Date  30th July 2015 
 
1. Purpose  
 
To provide a further update to Board on the actions form of the National Quality Board (NQB) and  
National Institute for Health and Care Excellence (NICE) standards relating to Safer Staffing.   A 
full and comprehensive assessment of nurse and midwife staffing and gap analysis has been 
conducted within UHCW. 
 
2. Background and Links to Previous Papers 
 
A full and comprehensive assessment of nurse and midwife staffing and gap analysis was 
undertaken and presented to Trust Board in May 2014. Since then the Trust Board has received 
monthly data as part of the Integrated Performance Report and a more detailed 6 monthly staffing 
review. 
 
3. Narrative 
 
UHCW has had a long term program in place for understanding and reporting nursing and 
midwifery staffing. The systems in place are consistent with the national guidance received on 
safer staffing, including the Safer Nursing Care Tool (SNCT).  This has consistently been 
reported through to Board and discussed in detail through sub-board governance systems and 
nursing hierarchy.  The system outlined in UHCW has and will continue to be used in the medium 
and long term planning of service models and resource allocation.  Changes to service models 
and configuration utilise these tools in understanding further resource requirements, reallocation 
or redistribution for patient need. 
New NICE safer staffing guidance for ED (Draft) and Midwifery have been reviewed and a gap 
analysis has been conducted, both of these have been presented to COG. 
 
 
4. Areas of Risk 
 
If the trust does not have in place systems and processes to monitor and ensure that wards are 
staffed in accordance with national guidance, best practice and patient acuity then patients may 
come to avoidable harm. These risks are mitigated by established reporting systems that have 
been in use within the trust for some time and the use of the Safer Nursing Care Tool and on 
going monitoring at Trust Board.  
 
5. Governance  
 
In line with the responsibility of the Trust Board for ensuring that services are safe, it is a national 
requirement that a staffing assessment is submitted twice a year in order that the Board is aware 
of the Trust’s position against national guidance and can take action where appropriate.  
 
6. Responsibility 



 
Elaine Clarke, Associate Director of Nursing – Quality and Patient Safety 
Mark Radford, Chief Nursing Officer 
 
7. Recommendations 
 
The Board is invited to note the following: 

• Receive a full staffing review twice per year (June and November) 
• Complete the care contact time/hours baseline by July 2015 
• Continue to produce reports on safer staffing compliance and exceptions at each public 

board meeting. 
 
Name and Title of Author: Elaine Clarke Associate Director of Nursing – Quality and Patient 
Safety 
Date: 15/7/15 
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Executive summary 
     Following the release of the National Quality Board standards in 2013 and NICE Safe 

staffing guideline in 2014, a full and comprehensive assessment and gap analysis is 
conducted within UHCW twice yearly.  Trust Board is asked to accept this report and 
subsequent recommendations. 

Action points since previous report 
• Escalation process in place, matrons to site safety team 
• Safe and supportive observation model approved by COG 
• Red Flags – work with PPMO in shadow form 
• Analysis of wards with 1:12 
• ED and Midwifery have reviewed staffing in line with new guidance form  NICE 
Recommendations  
• Continue with Trust Board focus on safer staffing as required by national guidance. 
• Receive reports on safer staffing compliance and exceptions at each public board 

meeting. 
• Receive a full staffing review twice per year (June and November) to public board 
• Complete the care contact time/hours baseline by July 2015 
• Revise and review ward reconfigurations in June acuity 

 



Introduction 
 

• Post Mid-Staffordshire NHS Trust scandal, there has been growing interest 
with the NHS, Nursing Profession, public, media and wider community on 
the link between nursing staff and clinical outcome.  Both Francis reports 
highlighted a link between lower staffing numbers and the poor outcomes 
experienced at Mid-Staffs. 

• Subsequent Keogh reviews into 14 Hospital Trusts with higher than 
expected HSMR also provided further evidence between outcomes and 
nursing ratios. 

• Two key documents have been issued by the National Quality Board (NQB) 
2013 and National Institute of Clinical Excellence (NICE) 2014. 

• The NQB guidance made 10 key recommendations for Hospital Trusts and 
commissioners in relation to staffing numbers in acute hospitals.  

• The NICE guidance on staffing methodologies made further 
recommendations on tools, assessments and also broad levels of staffing.  
The recommended (in line with established evidence), that ratios of 
trained nurses greater than 1:8 could be linked to poorer outcomes 
for patients. 

• Final NICE guidance issued July 2014 – since then biannual safer staffing 
assessments has been undertaken 

• Both reinforced established and evidenced links between patient outcomes 
and whether organisations have the right people, with the right skills, in the 
right place at the right time 

• Nice produced guidance in February 2015 for Safe Midwifery staffing for 
maternity settings and they also produced a draft guide for staffing in 
emergency departments in January 2015. An analysis of Compliance for 
both of these groups have been presented to COG. 
 



UHCW Nurse & Midwifery staffing model 

TACTICAL 

OPERATIONAL 

STRATEGIC 

Board Assurance 
Delivering Trust Strategy 

Agreeing delivery of care standards 
Resourcing priorities 

NTDA, CCG, CQC assurance 
HEE, LETB/LETC workforce plans 

 

Establishment setting 
Budget Setting 

ODP plans – 1 -3 years 
Service or pathway changes 

 

Patient and system safety 
Care delivery - Shift by shift 

E-rostering 
Risk management 

 



Key Actions from the NQB assessment 
 
•Move from paper to electronic acuity tool 
(module compatible with Erostering ‘Safe 
Care’ – Pilot planned late Summer) 
 
•Daily staffing available on intranet 
 

•Complete twice yearly professional  
judgement assessment alongside acuity 
scoring 
 

•Monthly updates to board on workforce via 
Integrated Quality and Finance Report. 
 
 
 

 



Key Actions for NICE guidance 
• Displaying daily staffing levels on 

the wards- 
• Gap analysis against suggested 

ratio’s and SMR  
• Develop daily staffing tool 
• Escalation process re staffing > 

issues- ward > ADN operations 
team       

• Board Papers  re staffing review 
and daily staffing on Trust 
Internet Site and NHS Choices 
site  

• As per NQB guidance gap 
analysis and costing to uplift 
Band 7 ward managers to 100% 
Supervisory. Agreed phased 
approach, 40% funded 
supervisory from Nov14. The 
remaining 60% requires a further 
paper to COG. 
 

 
 



Key Actions/ GAP analysis for NICE staffing 
guidance 
NICE Recommendations 
• Ensure patients receive the nursing care they 

need , including specialist nursing, regardless of 
the ward to which they are allocated. This 
includes planning to locate patients where their 
clinical needs can be best met 

• Consider adjusting the uplift for individual wards 
where there is variation in planned or unplanned 
absence at ward level 

 
• Hospitals need to have procedures in place for 

nursing red flag events 
 
• Ensure there are procedures in place for 

effective responses to unplanned variations in 
predicted patients nursing needs 

Solution 
• Specific role with the site safety team 
allocated to review decision to out lie 
patients, inform decisions and plan 
care 

• Escalation SOP in place  

 

 

• Work with PPMO in development 

 

•Safe and Supportive Observation 
Guidelines in place since 2014 

 

 

 



Key Actions/ GAP analysis for NICE 
guidance 
NICE Recommendations 
• Use systematic approach that’s takes into 

account the patient, ward and staffing factors as 
per guidance. 
 

 

Solution 
•  Compliant with patient factors  

 
 

•  Care Contact Time  
Roll out currently in progress 
Completion date July 2015 
 
• Publication of nursing indicators 
on NHS choices 

 

 

 



Acuity assessment using SNCT 
Since 2006 we have used the precursor of the ‘Safer 
Nursing Care Tool’ (SNCT), known as the Association of 
United Kingdom University Hospitals (AUKUH) safer 
staffing tool.  UHCW was a pilot site and helped with the 
original research program with the University of Leeds. 
 
Following the review of the AUKUH tool and the launch of 
the SNCT changes have been made to each element of 
the tool. The multipliers overall have been reduced and 
the descriptors of care for each of the five levels of acuity 
and dependency have altered. The calculations for the 
Nurse Sensitive Indicators (NSIs) have changed from 
10,000 to 1,000 occupied bed days which reflects the 
national reporting of quality indicators. 
From the 1st January 2014 we have used the ‘Safer 
Nursing Care Tool’ (SNCT) which was launched in 2013 
following a review of the AUKUH Adult Acuity and 
Dependency Measurement Tool its definitions and 

multipliers.  
 
 

We have for the first time in January 2015 used the ‘Safer 
Nursing Care Tool’ (SNCT) in three acute assessment 
areas 
•Acute Medicine Ward 1 (AMU1) 
•Acute Medicine Ward 2 (AMU2) 
•Observation Ward. 
This tool enables the measurement of both acuity and 
dependency which can be applied to patients whose care 
can be delivered within a general ward setting A multiplier 
for calculating establishments will suggest nursing whole 
time equivalents (wte) required to provide a safe and 
appropriate standard of care for each of the five levels of 
acuity and dependency identified by the SNCT. Also 
measured are NSIs; these are quality indicators, which 
can be influenced by nursing establishments and skill-
mix. 
This has been presented at the Nursing and Midwifery 
Committee and was used again in June. 
 



Levels of Acuity and Dependency 
Level 0:  Patients whose needs can be met 
through normal ward care in an acute hospital.   
Level 1a: increased acuity. This identifies 
patients who are acutely ill or have the potential 
to deteriorate. For example, a routine post 
operative patient who suffers an event during the 
procedure or returns with fluctuating vital signs. 
Or a patient admitted from the Accident and 
Emergency Department presenting acutely, 
requiring stabilisation and immediate intervention. 
Level 1b: increased dependency. This identifies 
patients who require intensive therapeutic 
intervention or more nursing input but are not 
necessarily acutely unwell. For example, a 
patient with complex needs, fully dependent for 
all aspects of daily living – tracheotomy care, 
naso-gastric feeds, poor mobility, and infection. 
Or an immobilised patient requiring more than 
two nurses to mobilise.   

Level 2: Patients requiring more detailed 
observation or intervention including support for a 
single failing organ system or post-operative care 
and those stepping down from higher levels of 
care 
Level 3: Patients requiring advanced respiratory 
support alone or basic respiratory support 
together with support of at least two organ 
systems. This level includes all complex patients 
requiring support for multi-organ failure.  

 
Level 3 

Level 2 

Level 1b 

Level 1a 

Level 0 



Care Contact Time/Hours 
• As part of the ongoing national work around safer staffing to which UHCW participated, 

care contact time is being introduced as a method to determine the percentage of time 
nurses spend delivering direct patient care. This is about taking safer staffing beyond 
numbers, and looking in depth at the actual care being delivered to our patients, based 
on the activity of our nursing staff.  

• In November 2014, A Guide to Care Contact Time was published by NHS England. This 
guidance is in addition to the requirements made by the National Quality Board (2013), 
and National Institute for Health and Care Excellence (2014) around safer staffing. This 
latest publication recommends:  

• Organisations should undertake a care contact time baseline assessment by summer 
2015 and be repeated every six months 

• The phased roll out to complete the data collection by July 2015 is currently under way. 
• A brief was taken to Trust Board in April 2015. 



Trust wide acuity  - Jan 15 

Difference between funded and suggested establishments (WTE) - 
January 2015
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Trust wide acuity  - Jan 15 
with additional 3WTE on wards 1, 3, 10, 11, 31, 21m & 50 that use high levels of enhanced observation 

Difference between funded and suggested establishments (WTE) - 
January 2015
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Acuity assessment at UHCW 2010-2015 

    Jan-11 Jun - 
11 

Jan -12 Jun -12 Jan-13 Jun-13 Jan -14 Jun - 14 Jan-15 

Bed 
occupanc
y 

99.83
% 

99.71
% 

101.79
% 

102.67
% 

NR 99.52% 99.82% 100.76
% 

101.52
% 

Nos. of 
scores  

17,580 17,689 18,098 18,254 NR 17,037 17,907 18,036 17,836 

level 0  44% 46% 45% 44% NR 38% 48% 43% 38% 

level 1a  13% 11% 12% 12% NR 17% 14% 14% 6% 

level 1b  43% 42% 42% 44% NR 44% 38% 43% 55% 

level 2  0.34% 0.23% 0.43% 0.49% NR 0.66% 0.40% 0.22% 0.52% 

level 3  0.03% 0.01% 0.01% 0.02% NR 0.06% 0.02% 0.01% 0.02% 



UHCW ward staffing review 
• The following assessment for all wards at UHCW has been made 

utilising the SNCT, NICE guidance and professional judgment.  The 
parameters for assessment are : 
 

• SNCT +/- 10% from WTE establishment 
• NICE ratio greater than 1:8 
• Skill Mix ratio – Professional review 

 

 



Ward risk assessment 
Ward Spec WTE Acuity (Jan 

15) 
RN to Pt 
(Early) 

RN to Pt 
(Late) 

RN to Pt 
(Night) 

SMR % 

1 Medicine 43.45 -9.41wte -22% 1 : 7 1.8 1: 11 54/46 

3 Medicine 21.38   -3.97wte -18% 1 : 9 1:9 1 : 9 56/44 

10 Cardiac 32.26 -9.21wte -28% 1 : 6 1:6 1 :7 69/31 

11 Cardiac 54.48 +4.72wte +9% 1 : 4 
SDU 1 : 4 

1:5 
SDU 1 : 4 

1 : 11 
SDU 1 : 5 

75/25 

20 Medicine 70.32 (excludes 
1.00 activity 
coordinator) 

Acuity completed 
pre 

reconfiguration 

1 : 6 1: 6 1: 7 53/47 

21M Medicine 29.08 -5.37wte -18% 1 : 6 1:8 1 : 12 58/42 

21s Surgery 27.87 -6.63wte -24% 1 : 6 1:8 1 : 12 55/45 

22v Surgery 18.94 +2.97wte +21% 1 : 6 1 : 6 1 : 6 61/39 

22 ECU Surgery 36.12 +5.59wte +17% 1 : 4 1 : 4 1 : 4 66/34 



Ward risk assessment 
Ward Spec WTE Acuity (Jan 

15) 
RN to Pt 
(Early) 

RN to Pt 
(Late) 

RN to Pt 
(Night) 

SMR % 

22 SAU Surgery 28.65 +1.23wte +9% 1 : 5 1:5 1 : 7 71/29 

23 Gynae 32.61 4.05wte +10% 1 : 7 1 : 7 1 : 9 68/32 

30 Medicine 56.97 -0.73wte -1% 1 : 6 1 : 6 
 

1 : 6 
 

62/38 

31 Medicine 56.35 -4.63wte -8% 1 : 8 1 : 10 1 : 12 53/47 

32 Surgery 58.06 -9.15wte -16% 1 : 4 1 : 6 1 : 7 60/40 

33u Surgery 18.16 Acuity 
completed pre 
reconfiguration 

 

1 : 6 1 : 6 
 

1 : 6 58/42 

33 Gastro Surgery 33.71 Acuity 
completed pre 
reconfiguration 

 

1 : 6 1 : 6 
 

1 : 8 62/38 

33ss Surgery 33.71 -2.67wte -9% 1 : 6 1 : 6 
 

1:8 
 

 

58/42 

34 Onc/haem 33.99 +6.98wte +21% 1 : 4 1:4 1 : 4 80/20 



Ward risk assessment 
Ward Spec WTE Acuity (Jan 

15) 
RN to Pt 
(Early) 

RN to Pt 
(Late) 

RN to Pt 
(Night) 

SMR % 

35 Onc/Haem 36.39 -5.68wte –16% 1 : 5 1 : 5 1 : 10 77/23 

40 Medicine 70.32 
9(excludes 1.00 
activity 
coordinator) 

+1.14wte +2% 1 : 6 
 

1 : 6 
 

1 : 7 53/47 

41( rehab) Neuro 51.19 -4.59wte -9% Ward 1 : 8 Ward 1 : 8 Ward 1 : 8 64/36 

41 (hyper acute) Acute1: 6 
 

Acute1: 6 
 

Acute1: 6 
 

42 Neuro 42.9 -9.99wte -23% 1 : 6 1 : 9 1 : 12 58/42 

43 Neuro 67.15 +6.58wte10% Ward 1 : 6 
SD 1 : 4 

Ward 1 : 6 
SD 1 : 4 

Ward 1 : 11 
SD 1 : 4 

73/27 

50 Renal 29.14 -10.42wte -36% 1 : 6 1 : 8 1 : 8 
1 : 11 sat & sun 

67/33 

52 Ortho 44.76 -3.05wte -7% 1 : 5 1:6 1 : 12 61/39 

53 
53ECU 

Ortho 50.10 
17.43 

-4.29wte -9% 
+5.93wte +37% 

1 : 5 
1 : 3 

1 : 5 
1 : 3 

1 :12 
1 : 3 

54/46 

Cedar Ortho 51.17 uplift to 
allow extra 
capacity at W/E 

-1.69wte -4% 1 : 6 1: 6 1 : 10 66/34 



Ward risk assessment 
Ward Spec WTE Acuity (Jan 

15) 
RN to Pt 
(Early) 

RN to Pt 
(Late) 

RN to Pt 
(Night) 

SMR % 

Hoskyn Medicine 37.5 +5.09wte +14% 1 : 6 1 : 6 
 

1 : 8 60/40 

Oak Rehab 34.29 +3.19wte 9% 1 : 7 1 : 7 
 

1 : 7 53/47 

Mulberry Rehab 35.3 (excludes 
1.00 activity 
coordinator) 

+2.27wte +6% 1 : 7 1 : 7 
 

1 : 7 54/46 

AMU 1 Acute Medicine 69.84 (excludes 
5.95 Band 7 

flow 
coordinators) 

13.03 +19% 1 : 6 1 : 5 1: 6 60/40 

AMU 2 Acute Medicine 35.32 +3.99 +11% 1 : 6 1 : 6 1 : 6 60/40 

Observation  
Ward 

ED 27.7 -4.61 -17% 1 : 6 1 : 6 1 : 8 60/40 



Risk Assessment of wards with 1 : 12 
 The Deputy Director of Nursing undertook a ‘deep dive’ analysis  from a safety and quality perspective on those wards which have a ratio of 1:12 at night. This was presented 

to board in June 2015. 
• In line with our bi-annual acuity and professional review of staffing assessment, data was extracted for the time periods January and February 2014 and 

June and July 2014. Wards were chosen which had an identified 1:12 ratio at night, compared to the same number of wards with 1:8 or and a ‘control group 
of 1:9 wards. Daytime staffing ranged from 1:4- 1:10 (one ward only) with the majority having a 1:6/8 on an early/ late shift.  A range of quality and safety 
measures were selected to provide comparison between night and daytime. Safety indicators – falls with harm, Avoidable pressure ulcers, medication 
errors, delayed nursing observations and escalation of deteriorating patient. Quality indicators – nursing related complaints, impressions data and matron 
(night time) observation.  

 
• The data suggests that in those wards staffed at night at 1:12 that there does appear to be some link to falls with harm, although the greatest number of 

falls occurs during the day. Only one of these wards who had 2 fallers had a higher than 1:6/8 ratio during the day.  
• Although there were no differences in avoidable grade 3 and 4 pressure ulcers, there were 5 grade 2 avoidable pressure ulcers (with a greater potential risk 

of these developing into a grade 3). It would be difficult however to identify whether the change to the skin of the patient happened during the day or at 
night. There were no medication errors at night on the 1:12 wards, one on the 1: 9 wards. However during the day, 7 errors were recorded versus 2 in the 
1:9 wards. 

• The percentage of observations of care appear to be delayed more at night than during the day in the 1:12 wards, but little difference on 1:9 wards. 
However, mean delay in taking observations (in minutes) shows that this is not worse on the 1:12 wards compared to both 1:8/9 wards, and in fact the June 
/ July data shows a slightly shorter delay. Escalation of the sick patient appears similar between day and night although slightly more have been made in 
the 1:8 wards. 

• Impressions feedback suggests that generally across all wards reviewed, patients report good satisfaction with care. Feedback from Matrons nigh time 
observations did not elicit any discernible differences between wards and overall the impression was of a positive experience and feel of the hospital with 
some work to focus on clarity around identifiable nurse in overall charge at night. 

• It is difficult to identify large differences between the wards with the nationally recommended ratio and those without for nigh time staffing based on the 
quantitative and qualitative data used for in depth analysis. It does suggest that daytime ratios at 1: 8 are more likely to have a positive impact on quality 
and reduction of patient harm. However, what isn’t measured here is ward leadership, which is probably key to the maintenance of high standards across 
the ward, reflected in low harm and positive patient satisfaction. dicators Quality Indicators 

Falls with Harm Delayed Nursing Observations   
Escalation f Deteriorating Patient   
 



Immediate Issues 
Risk 
• Ward Manager Supervisory time currently 0.4 

WTE for each ward 
• Areas below 1: 8 ratio predominately Nights,  
• Group plans to review; 
 Ward 3 (AMU) in new model. 
 Respiratory reviewing ward 30/31 possible 

reconfiguration 
 Ward 34/35 reassessing staffing across both 

areas 
• Ability to recruit to authorised vacancies 
• Availability of Bank/ Framework Agency staff 
 

Actions 
• Cost of Ward Manager Supervisory time in 

budget with Band 5 back fill – not being 
applied in all areas consistently due to 
vacancies 

• The analysis of acuity for June is currently 
underway and may result in a distribution of 
staff  to wards that are below 1:8 day and 
night  

• Enhanced care model will help support wards 
form Sept/Oct 

• TSS have increased band 5 bank rates to 
reduce/eliminate agency use 



Birth Rate Plus- Tool  NICE – Safe  
     Midwifery staffing 

  Birthrate Plus (BR+) is a framework for workforce 
planning and strategic decision-making and has been 
in variable use in UK maternity units since 1988. 

 
     The Royal College of Midwives [RCM] and Royal 

College of Obstetricians and Gynaecologists [RCOG] 
recommend the use of Birthrate Plus which was 
endorsed by the RCM Council in 1999, and in the 
Audit Commission Report; First Class Delivery 
(1997).  There is no other research-based 
methodology for workforce planning in maternity 
services and traditional methods are of little value in 
today’s health service.  

 
 Birthrate Plus® has been used in maternity units 

ranging from stand-alone community/midwife units 
through to regional referral centres, and from units 
that undertake 10 births p.a. through to those that 
have in excess of 8000 births.  In addition BR+ caters 
for the various models of providing care, such as 
traditional, community based teams and caseload 
working.  It is sensitive to local factors such as 
demographics of the population; socio-economic 
needs; rurality issues; complexity of associated neo-
natal services, etc.  

 

  
 This guideline published in February 2105 makes 

recommendations on safe midwifery staffing 
requirements for maternity settings, based on the 
best available evidence.  

 The guideline focuses on the pre-conception, 
antenatal, intrapartum and postnatal care provided by 
midwives in all maternity settings, including: at home, 
in the community, in day assessment units, in 
obstetric units, and in midwifery-led units (both 
alongside hospitals and free-standing). 

 When drafting these recommendations the Safe 
Staffing Advisory Committee discussed evidence from 
the systematic reviews and an economic analysis 
report 

 An initial gap analysis has been made by the 
Midwifery department at UHCW and the findings have 
been presented at COG. 

 The pathway sets out nine requirements to ensure 
safe staffing. It is reassuring that UHCW NHS Trust 
already have processes in place similar to those 
suggested by NICE. 



 Obstetrics Ward risk assessment 
Ward Spec WTE RM to Pt 

(Early) 
RM to Pt 
(Late) 

RM to Pt 
(Night) 

Birth Rate 
Plus tool 

24 Obstetrics 21.40 1:6 1:6 1:10 Compliant 

25 Obstetrics 36.55 1:8 1:8 1:11 Compliant 

A Birth rate Plus assessment (April 2014) confirms that ward 24 and 25 staffing complies 
 with the national Birth Rate Plus tool applied to UHCW NHS Trust 
 
Budget has been moved across the areas and numbers of support workers increased (currently 
band 2 will be band 3) which has improved the level of support available. 



Paediatric Wards risk assessment 
Ward Spec WTE RSCN to Pt 

(Early) 
RSCN to Pt 
(Late) 

RSCN to Pt 
(Night) 

14 Paeds 17.2 1:3 1:3 1:6 

15 Paeds 38.37 1:6 1:6 1:8 

16 Paeds 36.97 1:3 1:3 1:4 

Paediatric HDU Paeds 11.2 1:2 1:2 1:2 

In the UK the debate on how best to determine paediatric nurse staffing levels has not reached 
any conclusion at National Level. There is no single formula  available for assessing staffing 
establishments of a typical children's ward  
The only available tool is the Royal College of Nurses - Paediatric Nurse Managers Forum which 
recommend the following – and which the current staffing establishment is based. 
     Child under 2 years              1:3 
     Child over 2 years                1:4 
NICE have indicated that a Safe Staffing guidance will be developed for Acute in-patient and 
neonatal wards in the future. A review in Nov 2014 by an Angela Horsely a senior nurse from NHS 
England found the staffing in the paediatric ward was adequate. 

 



NICE Safe Staffing for A & E Departments 
(Draft) 
 
 In January 2015 NICE produced draft guidelines for consultation in relation safe staffing for nursing in A&E 

departments.  
 Background 
 Currently the approved funding for registered nurses within the Emergency Department is 92.39wte. This allows for 

15 registered nurses on the early shift, 17 registered nurses on the late shift and 14 registered nurses on the night 
shift. The allocation of registered nurses is in line with peak attendances. 

 The current funding is based on the model for ‘Getting Emergency Care Right’ which led to an investment in 2014 
across the Emergency Department. 
 

 Assessment 
 To be fully compliant with the recommendation outlined in the NICE guideline the registered nursing establishment for 

UHCW Emergency Department would require an additional 7.03wte. 
 

 A local risk assessment indicates that staffing levels in ED meet demand. 



Recommendations 
 
• Continue with Trust Board focus on safer staffing as required by national guidance. 
• Receive reports on safer staffing compliance and exceptions at each public board meeting. 
• Receive a full staffing review twice per year (June and November) to public board 
• Complete the care contact time/hours baseline by July 2015 and report outcomes in the safer staffing review to 

public board in November 
• Revise and review ward reconfigurations in June acuity 

 

 

 



 
Chief Nursing Officer 
University Hospital Coventry & Warwickshire NHS Trust 
Clifford Bridge Road 
Coventry  
CV2 2DX 
 
Tel: 024 7696 4000 
         UHCW Nursing 
 
 



Agenda Item 17 Enclosure 13 
 

PUBLIC TRUST BOARD PAPER  
Title Report of June Private Trust Board Meeting 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible  Andy Meehan, Chairman  
Date  30th July 2015 
 
1. Purpose  
 
To report in public the substantive business that was transacted in the section of the June 
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 June private session of the 
Trust Board: 
 

• Information Strategy 
• Head and Neck Cancer Multidisciplinary Peer Review Letter 
• Quality Account 2014/15  
• Clinical Network and Partnership Working Report 

 
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 September Trust board detailing the business 
transacted in the July 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.   
 



      
  
  

 
 

QUALITY GOVERNANCE COMMITTEE 6 JULY 2015 - interim report to board 
Purpose: This report has two purposes; firstly to assure the Board that the committees that it has formally 
constituted are meeting in accordance with their terms of reference and secondly to advise Board Members of 
the business transacted at the most recent meeting and to invite questions from non-committee members 
thereon. 
Committee Name: Quality Governance Committee  
Committee Meeting Date: 6 July 2015 
Quorate: Yes 
Chair: Ed Macalister-Smith, Non-Executive Director 
Report submitted by: Ed Macalister-Smith, Non-Executive Director 
1.  Minutes of the 1 June 2015 meeting were approved and actions were noted as completed or updated.  
2. Infection Prevention & Control Programme Report, and ISS cleaning regime.  The current position re 
MRSA, MSSA and C Diff infections was discussed. MR highlighted that concerns had been raised by staff and 
patient feedback in relation to cleaning standards, which have seen a drop in some areas. A weekly escalation 
meeting is held with ISS staff.  They are having difficulty with staff vacancies which is affecting performance. A 
possible cluster of MSSA has been identified within renal services and ward 35, with IV lines emerging as a 
recurrent theme. The IPC team are working closely with Matrons and ward staff to look at clinical practice, re- 
education of staff and adherence to care bundles. 
3. Medical Education Update. UHCW Acute Medicine training remains at level 3 HEWM and GMC 
surveillance. A further review will be undertaken in October/November 2015. Determined action is being taken 
to ensure that education in acute medicine is excellent despite heavy operational pressures.  BS requested 
that a short summary of the medical education report be present Trust Board in September.   
4. Pressure Ulcers Report The majority of patients at UHCW with recorded pressure ulcers are admitted to 
UHCW with existing problems. There are between 80-100 incidents per month. With regards to hospital 
acquired pressure ulcers, there has been a decrease in grade 3 avoidable from 3/4 - 1 or less for a period of 3 
months. There has however been an increase in grade 2 both avoidable and unavoidable pressure ulcers. All 
grade 3s receive an RCA to establish the cause. Information is regularly sent to wards on how to spot 
pressure ulcers. The excellent Tissue Viability Team is linking in with the “React To Red” campaign to reduce 
pressure ulcers in the wider community.  

5. Annual Reports of QGC sub-committees.  All 6 sub committees provided annual reports of the work each 
committee has undertaken during 2014/15 and key objectives for 2016: 

• Patient Engagement & Experience Committee 
• Patient Safety Committee 
• I&ICT Committee 
• HR Equality & Diversity Committee 
• Training, Education & Research Committee 
• Risk Committee 

Sub-committees will ensure that their reporting committees also provide assurance. Karen will review the 
governance arrangements for the HRD and TER committees, and bring recommendations for change. 
6. Cancer Patient Experience Survey The Cancer Team have a welcome proposed draft CQUIN for 2015/16 
of Psychology provision for cancer patients. Rebecca Burton and Louise Price are leading on this project.  

7. Risk Register Report The committee agreed that some risk owners including Clinical Directors will be 
invited to Quality Governance Committee to provide updates against their actions on the risk register for 
assurance. EMS and JG will take this outside of the meeting to build this into the forward workplan.  
8. CQC IMR Report The draft CQC IMR report included the Whistleblowing Indicator however this has now 
been removed which has impacted on the overall risk rating. UHCW have been banded as grade 3 category.  

 
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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Agenda item 19 Enclosure 15 
  

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: 6 July 2015 
Quoracy: Yes 
Apologies: None recorded. 
Chair: Mrs Brenda Shiels, Non-Executive Director 
Report submitted by: Mrs Brenda Shiels, Non-Executive Director 
1. Minutes; The minutes of the June meeting were approved as an accurate record. 
2. .Quarterly Performance Review Summaries are now provided to this Committee.  Further 

discussion is taking place about how the Committee can receive further information about 
each Group’s performance in the context of the current review of performance reporting. 

3. Senior representatives from the Rugby Theatre Team, Orthopaedics and Trauma are invited 
to the September Committee to present the plan to increase effective operations at Rugby 
and consider its impact. 

4. £7.3m CIPs remain unidentified and specific areas of concern were discussed; Cardiology, 
Renal, Theatres and Anaesthetics.  The recent TDA audit of CIPs’ governance processes 
provided moderate assurance. 

5. Tight centralised controls have been introduced to address overspends in pay expenditure 
including a vacancy freeze on non-clinical posts/cessation of non-framework agency usage.  
The pay rate for bank staff has been increased. 

6. Vacancies concerns remain, particularly in nursing.  The Trust had recruited new nurses in 
Ireland was currently investigating the prospect of recruiting overseas.  However, the 
additional resource and challenges of this strategy is recognised. 

7. ISS performance issues are being closely monitored.  They face challenges regarding 
recruitment and completion of basic training. 

8. Consultation is now taking place with Consultants about Service Line Reporting in order to 
agree the methodology and its implementation.  This will influence and inform the Earned 
Autonomy pilot due to commence in Q4. 

9. The Reference Costs Return is due on 29 July 2015.  The Committee confirmed its 
satisfaction that the Trust will provide this submission in accordance with Monitor’s Approval 
Costing Guidance. 

10. The Committee approved the Corporate Financial Risks and a progress report will be 
provided in October 2015. 

11. Each Group has a specific trajectory to address the RTT backlog.  The Committee will 
receive monthly updates on progress. 

12. Work is underway to capture further information about the reasons for elective patient 



 
   

cancellations.  Solutions are being investigated as it is felt this information will both influence 
and inform future improvement plans. 

 
The Board is asked to note the business discussed at the meeting and to raise any questions in 
relation to the same. 

  Page 1 of 2 
Interim Report to Board   
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INTERIM COMMITTEE REPORT TO BOARD 
Purpose: This report has two purposes; firstly to assure the Board that the committees 
that it has formally constituted are meeting in accordance with their terms of reference and 
secondly to advise Board Members of the business transacted at the most recent meeting 
and to invite questions from non-committee members thereon. 
Committee Name: Audit Committee 
Committee Meeting Date: 13th July 2015 
Quoracy: Yes 
Apologies: Richard Bacon (PwC), Alan Jones, Rebecca Southall 
Chair: David Poynton, Non-Executive Director 
Report submitted by: David Poynton, Non-Executive Director 

1. National RTT Data Validation programme 
Following a successful trial at nine providers in 2014, the North of England Commissioning 
Service (NECS) was selected by NHS England (NHSE) as the primary contractor to 
deliver a National RTT Waiting List Data Validation Programme in 42 Trusts, for 
completion by the end of March 2015. The report provided assurance around UHCW NHS 
Trust’s current patient tracking list and commended the Trust for the high standard of 
quality input practiced.  
 
The Trust has seen a significantly improving picture in the last few days of the ‘Perfect 
Week’ initiative whereby the Trust has enjoyed a balanced bed state position. The 
challenge now is to sustain the positive position and plans are in place to undertake further 
‘Perfect Week’ initiatives throughout the year in order to maintain momentum. 

2 Internal Audit Report – A&E 4 Hour Wait Target 
An overall conclusion of moderate assurance was provided on the design and operation of 
the system’s internal controls to prevent risks from impacting on the achievement of the 
system’s objectives. In terms of benchmarking nationally, it was noted that the Trust would 
be representative of one of the better examples. 

3 Quality Account 
No issues were identified to suggest that the Quality Account had not been prepared in 
accordance with the regulations or that it was inconsistent with the other information 
sources defined by NHSE. An unqualified limited assurance opinion in respect of the 
content of the Quality Account has been provided 

4 Annual Audit Letter 
In terms of value for money external auditors have carried out sufficient and relevant work 
in order to conclude on whether the Trust has put in place proper arrangements to secure 
economy, efficiency and effectiveness in the use of resource. Taking all factors into 
account, a qualified (except for) conclusion has been issued on the Trust’s value for 
money conclusion. 

5 Counter Fraud 
An update on progress against the 2015/16 anti-fraud work plan was provided. 
 
At the request of NHS Protect, the Local Counter Fraud Specialist has been assisting an 
ongoing national investigation into possible large scale agency timesheet fraud.  
 
Discussion progressed in relation to the robustness of pre-employment checks for 
substantive staff. A common sense approach has been taken whereby those posts that do 
not require enhanced DBS are progressed via a risk assessment method in order to speed 
up the recruitment process whilst a DBS is progressed in the background.  

6 Losses and Special Payments 
The Committee NOTED and APPROVED the losses and special payments recorded in 
the losses register for the period 1st April 2014 to 30th June 2015. 



 
   

7 Loss/Damage to Property/Equipment 
The Committee NOTED the proposed entries in the report and SUPPORTED the actions 
taken/proposed to prevent further losses. 

8 Debt Write-offs 
The Committee APPROVED the write-off of the uncollectable 

 
 
The Board is asked to NOTE the business transacted at the meeting and to 
RAISE any questions in relation to the same. 
 

  Page 1 of 2 
Interim Report to Board   
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