
 
PUBLIC TRUST BOARD MEETING TO BE HELD AT ON THURSDAY 

25 FEBRUARY 2016 AT 10.00 AM IN ROOM 10009/11, CLINICAL SCIENCES 
BUILDING, UNIVERSITY HOSPITALS COVENTRY& WARWICKSHIRE, CV2 2DX 

 
PUBLIC BOARD AGENDA  

 
ITEM TITLE BOARD ACTION PAPER TIME 
Standing Items   

1.  Apologies for Absence  
Chairman 

   

2.  Declarations of Interest 
Chairman 

For Assurance Verbal  

3.  Minutes of Public Board Meeting 
held on the 28 January 2016 
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.  Integrated Quality, Performance 

and Finance Monthly Report 
Chief Finance & Strategy Officer 

For Approval Enclosure 5 10 

9.  Analysis Following Black Alert 
Escalation  
Chief Operating Officer 

For Assurance Enclosure 6 10 

10.  Trust Development Agency 
Oversight Monthly Self-
Certification Requirements 
Chief Finance & Strategy Officer 

For Assurance Enclosure 7 5 

Patient Quality and Safety   
11.  Medical Revalidation and 

Appraisal 6-monthly Update 
Chief Medical and Quality Officer 

For Assurance Enclosure 8 
 

10 

12.  Patient Story 
Chief Medical and Quality Officer 

For Assurance Enclosure 9 10 

13.  Significant Incident Group Report, 
Including Action Plans and Never 
events  
Chief Medical and Quality Officer 

For Assurance Enclosure 10 10 

Strategy   
 No reports    
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ITEM TITLE BOARD ACTION PAPER TIME 
Research and Innovation   

 No reports    

Regulatory, Compliance and Corporate Governance   
14.  Code of Conduct and Statement of 

Responsibilities – Board of 
Directors  
Director of Corporate Affairs 

For Approval Enclosure 11 10 

15.  Matters delegated to Board 
Committees 
Chairman 

For Assurance Verbal 5 

Feedback from Key Meetings   
16.  Private Trust Board Meeting 

Session Report of  28th January 
2016 
Chairman 

For Assurance Enclosure 12 5 

17.  Quality Governance Committee 
Meeting Report of 18th January 
2016 
Chair, Quality Governance 
Committee 

For Assurance Enclosure 13 5 

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

The next meeting of the Trust Board will take place on Thursday 31st March 2016 
at 10.00 am, University Hospitals Coventry and Warwickshire 

Resolution of Items to be Heard in Private (Chairman) 
In accordance with the provisions of Section 1(2) of the Public Bodies (Admission to Meetings) 
Act 1960, and the Public Bodies (Admissions to Meetings) (NHS Trusts) Order 1997, it is 
resolved that the representatives of the press and other members of the public are excluded 
from the second part of the Trust Board meeting on the grounds that it is prejudicial to the 
public interest due to the confidential nature of the business about to be transacted.  This 
section of the meeting will be held in private session. 
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MINUTES OF A PUBLIC MEETING OF THE TRUST BOARD  
OF UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST  

HELD ON THURSDAY 28 JANUARY 2016 AT 10.00 AM IN ROOM 10009/11 OF THE  
CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY  

 
AGENDA 
ITEM 

DISCUSSION ACTION 

   
HTB 
16/001 

PRESENT 
 

 

 Mr I Buckley, Vice Chair (IB) 
Mr D Eltringham, Chief Operating Officer (DE) 
Mr A Hardy, Chief Executive Officer (AH) 

 Mr E Macalister-Smith, Non-Executive Director (EMS) 
 Mrs K Martin, Chief Workforce and Information Officer (KM) 
 Mr A Meehan, Chairman (AM) 
 Mr D Moon, Chief Finance & Strategy Officer (DM) 
 Professor M Pandit, Chief Medical & Quality Officer/Deputy Chief Executive Officer (MP) 

Mr D Poynton, Non-Executive Director (DP) 
 Professor M Radford, Chief Nursing Officer (MR) 
 Mrs B Sheils, Non-Executive Director (BS) 
  
   
 IN ATTENDANCE  
  

Mrs R Southall, Director of Corporate Affairs (RS) 
Mrs P Young, Corporate Secretary (PY) – note taker 

 
HTB 
16/002 

APOLOGIES FOR ABSENCE  

 Mrs B Beal, Non-Executive Director (BB) 
Professor P Winstanley, Non-Executive Director (PW) 

 

   
HTB 
16/003 

CONFIRMATION OF QUORACY  

 Apologies were noted and the Chairman declared the meeting to be quorate. 
 

 

HTB 
16/004 

DECLARATIONS OF INTEREST  

 There were no conflicts of interest declared.  
   
HTB 
16/005 

MINUTES OF TRUST BOARD MEETING HELD ON 17 DECEMBER 2015  

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

 

HTB 
16/006 

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

 

   
HTB 
16/007 

MATTERS ARISING  

 There were no matters arising that were not on the action matrix or the agenda. 
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HTB 
16/008 

EMERGENCY CARE PATHWAY (WINTER PLAN UPDATE)  

 DE presented the report to provide an update of the Trust’s Emergency Pathway 
and its performance against the 95% Emergency Department (ED) standard. He 
reflected on performance for January and acknowledged that the preceding 
weeks have been very challenging, culminating yesterday in a bed crisis situation. 
Contingency plans were put in place to by the Executive Team, with support from 
the Director of Corporate Affairs. These were executed from the control room and 
through Chief Officers leading and working with teams in clinical areas. He 
assured that progress has been made and the hospital was in a healthier position 
today. He added that objectives were set the previous day to restore flow, gain 
control and manage risk and assessment of the situation this morning concluded 
that the Trust is 70-80% towards achieving these objectives. He further added that 
the Trust discharged a record breaking number of patients the preceding day; in 
excess of 200. He paid tribute to the response from clinical teams to achieve this 
but cautioned that elective surgery had been cancelled to release clinicians in 
order that they focused attention on discharging patients and creating flow 
through the hospital. He assured that despite this, urgent and cancer activity 
continued as part of the overall management of the hospital. 
 
In response to a query from IB; DE advised that the cause was difficult to pinpoint 
but observed that Monday had been exceptionally busy with 689 ED attendances 
and the downward spiral reached a tipping point Tuesday evening. To 
counterbalance this, the Executive Team took the decision to expedite specialty 
input and reduce diagnostic testing, and this had a positive impact on patient flow. 
 
DE noted that the number of delayed transfers of care (DTOC) patients yesterday 
has been validated at 116, well above the 80 which has been the average DTOC 
for the last six months. 
 
The Chairman observed that DTOC exits due to lack of beds in the community 
and queried what support the Trust received from partner organisations. KM 
responded initial discussions between Chief Officers and the Commissioning 
Executive Team had indicated that there was, no capacity within the community to 
support the bed crisis situation. MP added that continued discussions with 
Commissioners resulted in support from community nursing and mental health 
teams at the point of entry to triage patients back into the community, and 
provision in the community was increased by 100 hours.  
 
DE advised that external messages sought support from the public, only to attend 
ED if an emergency response was required and directed people to general 
practice and walk-in centres. KM added that the Executive Team took an 
intentional approach not to participate in external media enquiries, as Chief 
Officers wanted to focus their attention where it was needed most, which was 
internally helping to improve patient flow throughout the hospital. 
 
DE advised that the Executive Team kept in regular dialogue with the Trust’s 
Relationship Manager at the Trust Development Authority (TDA) and it was 
understood that the crisis situation was not unique to UHCW NHS Trust. 
 
IB queried why it had taken a bed crisis to be the catalyst to adopting the FREED 
metrics that are meant to be utilised and to discharge in excess of 200 patients in 
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order to resolve the situation. DE acknowledged this and gave assurance that are 
view would be undertaken in conjunction with clinical staff. MP added that 
additional staff including Ward Liaison Officers (as used during Perfect Week 
initiatives), Porters, Therapists and Phlebotomists were deployed in response to 
the stress in the system and their input provided the essential impetus to deploy a 
‘super’ FREED approach and restore balance. 
 
AH joined the meeting.  
 
The Chairman queried whether this provided an indication for permanent staffing 
levels to be reviewed, in order for the Trust to achieve bed occupancy of less than 
93%. Chief Officers acknowledged this and discussion ensued in relation to where 
money could be best spent to increase the levels of certain disciplines of staff to 
offer the necessary stimulus to improving patient flow. 
 
In response to a query from BS; DE concurred that the redistribution of staff had 
the biggest impact to help take control of the situation, with outpatient 
Phlebotomists outsourced to ward areas and Porters assisting to transport 
samples to Pathology to progress results and expedite patient discharge. 
 
DP observed that heightened escalation has become a permanent feature, which 
is unacceptable to both the Board and the population served and queried what 
predictive tools were available, who would be undertaking a root cause analysis 
(RCA) into the events and was there any more than could be done in the 
community. DE acceded that there could be more done to prevent admission, 
such as directing patients that do not require urgent or emergency care back into 
the community at the point of entrance and additional resource is being allocated 
to support this. However, he emphasised the support required from partners 
within the Local Health Economy (LHE) to progress the discharge of patients; 
observing that discussions with partners at the System Resilience Group was not 
moving at the pace required, which has been a source of continued frustration for 
Chief Officers. 
 
DP urged that if the Trust is to achieve world class status, it must look outside of 
the normal parameters and seek to resolve matters independently, if partners are 
not providing the support required. AH accepted this and agreed that an example 
of this would be for UHCW NHS Trust to directly manage of the Urgent Care 
Centre located in the centre of Coventry, which would reduce the footprint in ED. 
 
EMS concurred with DP and commended the considerable efforts of staff to 
undertake additional work in response to the crisis, which he observed was 
echoed in the many comments on social media praising the compassionate care 
provided by staff. However, he urged that this was not sustainable and the need 
for wider conversations with partners in the LHE to address the long-term trend to 
achieve balance was required. 
 
EMS supported the view that the Trust look independently seek solutions, such as 
funding discharge to assess beds as has been done elsewhere, but urged that the 
organisation must be in a position to run this well. He also observed that the 
Trust’s alternative to Medihome does not have the same level of capacity and 
challenged that the Trust must be able to demonstrate to external partners the 
success of internally-led initiatives. DE advised that the decision to cease 
Medihome was taken by Chief Officers as it was not considered to be providing 
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value for money and was being used as a pressure relief valve. The decision was 
taken to commission internally 30 beds as a virtual ward and it was agreed that 
this would not be used to sustain DTOC. The Trust has embarked on a 
recruitment programme to support the internally-led initiative and has received 
interest from staff previously employed by Medihome, which has helped with the 
transition; however, he acknowledged that as yet only staffing levels to support 12 
virtual beds have been recruited at this time. MR concurred that Medihome was 
costly and was not used entirely appropriately and the Trust has made inroads to 
recruiting qualified nurses; MR added that policy shifts around overseas 
recruitment will factor into decision making and increase the pool of staff available 
to support the internally-led initiative. 
 
In response to a query from the Chairman; DM confirmed that the decision to 
cease the contract with Medihome before fully establishing an internally-led virtual 
programme was agreed as part of the financial recovery plan.  
 
BS queried whether there was political will to support the transfer of the Urgent 
Care Centre to the Trust in managing; AH reflected upon the earlier discussions 
around slow pace of movement at the System Resilience Group (SRG) but 
assured that in recognising that this is a system responsibility, strategically, the 
Chief Executives of the partner organisations have committed to set out a 
compelling vision of the health economy, which establishes a direction of travel for 
system transformation for the next three years and is likely to include some radical 
suggestions for the future of the health economy. This will include a Programme 
Board operating on behalf of the SRG, from which work streams will be 
established. 
 
The Chairman proposed that it would be helpful to receive an update following the 
RCA of the bed crisis situation of the previous day at the next meeting of the Trust 
Board. 
 
The Trust Board:- 
 

• NOTED the contents of this report and the Trust’s efforts to improve its 
performance; 

 
• SUPPORTED the significant transformational engagement within the local 

healthcare community; and  
 

• REQUESTED an update of the findings of the RCA of the bed crisis 
situation at the Trust Board in February. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DE 
 

HTB 
16/009 

NHS PREPAREDNESS FOR A MAJOR INCIDENT  

 Following on from the tragic events in Paris in November 2015, a Gateway 
Publication (ref 04494) NHS Preparedness for a Major Incident was circulated on 
9th December 2015, requesting assurance on several areas including staff 
cascade systems, site access, critical care capacity and access to specialist 
advice. 

 

  
DE declared that mechanisms are in place that meets the assurance requirement 
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and proceeded to provide an overview of the Trust’s response to the four key 
areas. 
 
The Trust has an automated primary cascade system, known as Rapid Reach, 
which alerts the primary tranche of senior staff in the event of an incident. 
Individual departments, including ED, Anaesthetics, Surgical specialities, 
Theatres; and both General Critical Care (GCC) and Cardiothoracic Critical Care 
(CTCC) have cascade mechanisms for contacting doctors in training, nursing and 
Allied Health Professionals, and ensure that a mix of staff can be contacted 
immediately, whilst recognising that others may be required for business 
continuity 24 – 48 hours later. 
 
It was acknowledged that the Trust is not easily served by the rail network, 
however, minimal staff attend work utilising this method. The University Hospital 
site is a major bus hub, served by multiple bus operators, and failure of one 
service is usually covered by another provider. Out of hours, there is ample car 
parking space on site, and at surrounding venues which are a short walk away 
from the site.  
 
In the short term, GCC and CTCC capacity can flex which would enable the Trust 
to manage internally for the first 12 – 18 hours, and potentially ventilate patients 
within a theatre environment in the short term. In line with the current Pandemic 
Flu plans, both GCC and CTCC can increase capacity and sustain that over a 
period of time, but this would potentially be subject to implementing a buddying 
system. 
 
The Trust has several members of staff within the surgical and anaesthetics 
teams who are Regular and Reservist members of the military, and who have 
significant exposure to the types of injuries seen on operational tours. If more 
formal advice is required, the Royal Centre for Defence Medicine at University 
Hospitals Birmingham NHS Foundation Trust is linked into the regional trauma 
network, and can provide specialist clinical pathways advice. In addition, the Trust 
has 24/7 access to the West Midlands Ambulance Service (WMAS) National 
Interagency Liaison Officers, who are specialists ballistics advisers, and can be 
activated via the WMAS control. 
 
The Trust Board NOTED the above assurances regarding the resilience of the 
Trust. 
 

HTB 
16/010 

CANCER SERVICES OPERATIONAL POLICY  

 DE presented the Cancer Services Operational Policy to the Trust Board for 
approval and highlighted that Trust Board approval was required to demonstrate 
compliance with the TDA’s Sustaining Cancer Improvement: 8 High Impact 
Actions. 
 
EMS queried the area of risk outlined in the report and challenged that the 
principle area of risk is the policy not being adhered to and failing to deliver safe 
service and not the absence of a policy as suggested. 
 
The Trust Board APPROVED the Cancer Services Operational Policy. 
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HTB 
16/011 

CHAIRMAN’S REPORT  

 The Chairman presented the report and observed that due to conflicting priorities 
he was regrettably not able to attend the Healing Arts Committee or AUKUH 
Chairs Meeting. 
 
There were no were no questions raised by other Trust Board members.  
 
The Trust Board RECEIVED ASSURANCE from the Chairman’s report. 
 
 

 

HTB 
16/012 

CHIEF EXECUTIVE’S REPORT  

 AH presented the report and proceeded to provide an overview of the key 
meetings and events attended since the previous meeting of the Trust Board. 
 
AH advised that he had attended his first Executive Guiding Board meeting in 
London, which was attended by each of the five organisations that have 
embarked on the development programme with the Virginia Mason Institute (VMI) 
as an opportunity to gauge progress and learn from each other. He added that 
there are a series of key networks already established between the five 
organisations and furthermore, Executives from each organisation have been 
invited to an event on 11th March 2016 when Gary Kaplan, Chairman and Chief 
Executive of VMI will be visiting London.  
 
AH was pleased to report that the first value stream workshop focusing on 
ophthalmology follow-up outpatients with glaucoma had been held and key 
metrics agreed to evaluate performance. The first report out will take place in the 
lecture theatre on 5th February 2016. The second value work stream centred 
around incident reporting, will commence in March. 
 
Amicus consulting, who specialise in organisational change management had 
visited the Trust earlier this week to meet with key staff with a view to developing 
a physician compact (contract) as part of the overall VMI work. He observed that 
Amicus were very insightful and recognised the challenges faced by the 
organisation and the principle agreement reached was that the Trust will look to 
enter into ‘leadership’ compacts in the first instance, and the approach to this will 
be discussed in greater detail at the next Executive Guiding Team Meeting in 
February.  He added that the Trust will also enter into a compact with the TDA, 
which will set out how working patterns will change. More details around 
compacts will be provided to the Board at the Board Seminar scheduled for 3rd 
March 2016. 
 
IB questioned how Executives will ensure that the development programme does 
not detract from the day to day issues, such as had occurred the preceding day, 
and that the programme provides value for money. AH advised that the Trust has 
engaged in the five year programme which underpins the Together Towards 
World Class programme and supports the Trust vision to become world class. He 
added that in the same circumstances, Rapid Process Improvement Workshops 
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(RPIW’s) designed to empower staff to eliminate waste and reduce the burden of 
work would be stood down as a last resort in a crisis. He further added that the 
programme is centred around cultural change and core objectives; every meeting 
is held on the premise that it meets these core objectives, which will become 
integral over the five year journey. 
 
IB observed that Non-Executive Directors (NEDs) have had little involvement in 
the VMI journey thus far and implored Executives to provide clarity for NEDs to 
better understand the significance and expected outcomes from this journey. The 
Chairman concurred with. AH explained that the VMI programme is very much 
Executive focused and not Board driven. However, the TDA recognised that in the 
UK healthcare works differently and hence Chairs of organisations have been 
invited to key events and become involved. 
 
DP queried that whilst huge enthusiasm was apparent; how will Executives 
prevent this from becoming yet another management technique and how will 
cultural shift be evaluated. AH responded that the Chief Executive Officers of 
each of the five organisations are involved in designing the evaluation criteria and 
scoping cultural audits and tools available to achieve this. He added that VMI are 
clear that the programme is Executive driven and there is an expectation that 
each of the Chief Officers will be accredited in training techniques to lead RPIW’s 
and thus lead by example, engaging staff and empowering them to play an 
integral part in sea change and avoid initiative fatigue. 
 
BS observed that the top 100 leaders identified within the Trust, having embarked 
upon the first stage of the leadership programme, need to set the style and 
approach that will cascade throughout the organisation. AH agreed and reflected 
on the earlier point that the Trust is looking to enter into ‘leadership’ compacts in 
the first instance with this in mind. 
 
The Trust Board RECEIVED ASSURANCE from the Chief Executive’s report. 
 

HTB 
16/013 

INTEGRATED QUALITY, PERFORMANCE AND FINANCE REPORT (IQPFR)  

 KM introduced the report, presenting the new scorecard which all Board members 
have had opportunity to feed into. Furthermore, specific scorecards have been 
designed to focus discussions at both Quality Governance Committee and 
Finance & Performance Committee.  
 
Reflecting upon the earlier discussions around operational challenges; KM 
advised that Chief Officers changed the approach to performance reviews at the 
beginning of the year in response to concerns around access targets. She 
assured that a more robust approach has been taken, implementing monthly 
reviews for the first quarter, challenging each of the groups with the setting of 
clear objectives, aimed at improving performance and achieving key access 
targets by year end. 
 
DM provided an update on the overall position in terms of income and 
expenditure; highlighting that the Trust continues to underperform on elective 
activity and that month nine was ‘off plan’ despite being ‘on plan’ in month eight. 
He added that the pay position remains broadly in line with budgets. Whilst the 
nursing agency cap was breached in December, the spend was within the cap for 
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the quarter. He predicted; however, that January and February will be challenging 
months. 
 
DM advised that in month nine the TDA asked each Trust to declare its slippage 
against capital programmes.  A capital to revenue transfer would then be enacted, 
whereby the capital would be given back to the Trust as revenue, which would 
have a corresponding improvement in control total. This has translated to a 
revised control total of £11.4m deficit for the Trust.  The transaction poses no risk 
to the Trust as the Trust has secured an agreement that the capital monies will be 
re-provided in full in 2016/17. 
 
DM advised that the Trust was successful in gaining cash support from the 
Independent Trust Financing Facility (ITFF).  This will be made available by way 
of a loan repayable in two years time.  He advised that whilst the initial cash 
support was sought as a Public Dividend Capital (PDC), the conversion into a 
loan agreement has had a positive impact on the in-year revenue position as the 
loan does not attract the 1% transaction fee that PDC does, and the interest rate 
is currently lower for a loan than PDC. 
 
DM assured that he was reasonably confident that the Trust could achieve the 
£11.4m deficit; however, this was not without risk due to continuing operational 
pressures and use of agency staff. 
 
DP commended the negotiations led by DM but cautioned that the underlying 
position remains of concern and requested further information to better 
understand the pressure points around non-pay. DM agreed to provide further 
detail at the Finance and Performance Committee in February.  
 
EMS sought to better understand increasing medical agency costs and the drivers 
behind this. Furthermore, he expressed a desire for assurance that the rules for 
engaging medical staff through agencies were being adhered to. KM assured that 
there were clear authorisation processes in place, whereby sign-off at a very 
senior level is required, to engage medical agency locums and the level of 
scrutiny is increasing. She acknowledged that there were a large number of 
medical agencies that, unlike nursing agencies, remained ‘off framework’ and this 
presents a challenge for the Trust. She added that the Trust is required to submit 
weekly reports to the TDA and there is cognisance of spending above the cap on 
both medics and Allied Healthcare Professionals, but the Trust is not alone in this 
regard. The Groups were challenged on agency spend at the performance 
reviews in January and KM added that work is in progress to review Temporary 
Staffing Services, previously seen as a ‘nurse bank’ only to align to all staff 
groups.  
 
EMS acknowledged the process but challenged that this was not evidence of 
compliance and added that compliance must include providing a legitimate reason 
for engaging a medical locum. MP advised that the bulk of medical agency locums 
are engaged to support Acute Medicine and Gerontology, where there is a 
shortfall in the pool of people available to appoint to substantive positions within 
these specialties, and is recognised as a national crisis. She assured that the 
Trust is embarking on schemes with the Royal College of Surgeons in Edinburgh 
and Royal College of Physicians in London for Interventional Trainees. 
 
DP concurred that it would be helpful to understand in greater detail compliance 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DM 
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with the process for recruiting medical agency locums, at the Audit Committee in 
February. 
 
The Trust Board RECEIVED ASSURANCE from the IQPFR for December 2015. 
 
 

 

HTB 
16/014 

TRUST DEVELOPMENT AGENCY OVERSIGHT MONTHLY SELF-
CERTIFICATION REQUIRMENTS DECEMBER 2015 

 

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

 

HTB 
16/015 

CARE QUALITY COMMISSION ACTION PLAN  

 MP presented the Action Plan, which was developed in response to the Trust’s 
Care Quality Commission (CQC) Comprehensive Inspection Report published on 
6 August 2015. Significant progress has been made by the Trust in completing the 
actions, however, four out of the original 109 actions remain outstanding due to 
awaiting output from a meeting or anticipation of new national guidance. It was 
also highlighted that cultural development in imaging was a longer term piece of 
work. She assured that the Chief Inspector of Hospitals Programme Board 
chaired by AH, which meets fortnightly, closely monitors progress against all 
actions. 
 
EMS observed the inadequate rating for (safe) in outpatients radiology and 
queried whether all other elements required to overcome the inadequate rating, 
save the one outstanding, have been achieved. MR assured that the technical 
elements to address the safety issues have been completed. He acknowledged 
that there was more to be done to improve patient flow and focus is now on 
‘hearts and minds’, which is a longer-term piece of work.  
 
BS queried, given all of the challenges, whether Executives were comfortable with 
the pace and focus. MR assured that there are a number of plans progressing but 
acceded that the pace was not as hoped. However, the Executive Team are 
working on a weekly basis with the Group Management Team and whilst the 
investment in support is huge, it is essential that this momentum is maintained to 
achieve the desired outcome. 
 
In response to a query from BS; MR assured that the Executive Team were 
mostly comfortable with the pace in other areas. 
 
The Trust Board NOTED the progress against the Action Plan in response to the 
CQC’s Comprehensive Inspection Report.  

 

   
HTB 
16/016 

BOARD ASSURANCE FRAMEWORK  

 MP introduced the report and presented the quarter three update against the 
2015/16 Board Assurance Framework (BAF). MP thanked RS for her contribution 
to the BAF.  
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MP reminded Board members that the focus of the Board Seminar on 11th 
February 2016 will be agreeing corporate objectives for 2016/17, which will inform 
the 2016/17 BAF. 
 
Each risk has been reviewed and updated by the Chief Officers and the BAF 
details the current controls and gaps in controls; the current assurances and gaps 
in assurances; the current score against each of the BAF risks and an update 
against the actions identified as at the end of quarter three. 
 
MP noted that good progress continues to be made with the risks associated with 
annual objective 1 (reduce the vacancy rate to below 10%) and annual objective 
12 (improve management capacity of the Trust’s 100 leaders) and both are 
recommended for a reduction in score.  
 
No new risks have been recommended for inclusion in the quarter and no risks 
have been closed. 
 
BS observed that it would be helpful to cross reference reports presented to Trust 
Board and the Board Committees to the risks detailed in the BAF. RS assured 
that this was being done as part of the work to implement the recommendations 
following the external Governance Review, through creating a standardised suite 
of report writing templates. 
 
The Trust Board: 
 

• NOTED the updated Board Assurance Framework as at quarter three;  
• RECEIVED ASSURANCE in relation to the management and mitigation of 

the risks; 
• AGREED that the BAF remains reflective of the current risks to the 

achievement of the strategic objectives; and   
• APPROVED the reduction in risk scores as identified. 

 
DE left the meeting. 
 
 

HTB 
16/017 

CORPORATE RISK REGISTER QUARTERLT REPORT  

 MP presented the report to appraise the Board of the Trust’s highest rated risks, 
currently logged on the Corporate Risk Register.  
 
There are 17 “high” corporate risks on the risk register, with the highest rated 
corporate risk being the ‘financial recovery plan’. 
 
The main areas of concern for the Trust are the financial position, patient flow, 
and increased usage of bank and agency staff. However, the Board was assured 
that action is being taken to address these concerns by way of the financial 
recovery plan and budgetary controls, remodelling service provision to focus 
resource at the front door and changes to working practices. 
 
AH advised that the Risk Committee will be reconstituted from next week with AH 
as Chair, sending a clear message to the organisation of the importance placed 
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on risk by Chief Officers. It is hoped that this will promote a more proactive 
approach to owners of risks in reviewing risks more frequently. 
 
EMS welcomed the strengthened approach to risk but observed that there were a 
number of risks that were almost two years old and queried the appropriateness 
of this. DM acknowledged this but added that it is not always in the Trust’s gift to 
close risks due to external influences. 
 
The Trust Board NOTED the quarter three Risk Register Report. 
 
 

HTB 
16/018 

INFECTION CONTROL QUARTERLY REPORT  
 

 MR introduced the report to appraise the Board of the infection, prevention and 
control position for quarter three against national and locally set targets. The 
nationally set targets for MRSA (0) and Clostridium difficile (42) were known to be 
challenging at the start of the year. UHCW NHS Trust is currently two cases of 
Clostridium difficile below trajectory, which is weighted towards the winter months 
as historically this is when most cases occur. 
 
Whilst one case of MRSA bacteraemia has been identified during the year, a 
multi-agency review concluded that this was not attributable to UHCW NHS Trust 
but should be sent for third party review. This is currently being evaluated by the 
TDA and is subject to appeal by NHS England. 
 
There has been an increase in MSSA bacteraemia within the neonatal unit as 
previously reported to the Trust Board and an Incident Group is managing this 
increase. It was noted that the Trust has not had a positive bacteraemia since 
19th August 2015.  At the request of the Trust, the TDA undertook a peer review 
in September 2015 to ensure that the outbreak was being managed appropriately 
and to provide any further advice. The Trust received the TDA report in October, 
which identified areas of best practice including; management of the outbreak, 
patient flow, team approach including executive engagement. A small number of 
recommendations were made which were included in the action plan that is 
monitored monthly through the Infection Prevention and Control Committee. 
 
MR advised that the Trust continues to work closely with Project Co and ISS to 
address the issues around cleaning and assured the Board that there has been 
continued improvement in the previous three months with compliance against the 
Infection Control Nurses Association (INCA scores) expected in quarter four.  
 
The Trust Board RECEIVED ASSURANCE from the report. 
 
 

 

HTB 
16/019 

PATIENT EXPERIENCE QUARTERLY REPORT 
 

 

 
 
 
 

MP introduced the report that is designed to bring together information on Patient 
Involvement, Friends and Family Test, external feedback websites, complaints, 
PALS, compliments and health information in a user friendly format. 
 
She was pleased to report that the complaint response rate for the 25 working day 
standard indicator has remained relatively stable throughout October and 
November. 
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ITEM 
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The Chairman praised the format of the report and the work undertaken by the 
Quality and Patient Safety Department in progressing complaints in a more timely 
manner. 
 
MP added that impressions feedback has been very encouraging with very good 
scores for cleanliness and demonstrations of professionalism, kindliness and 
excellent care. 
 
The e-Library has nearly 2000 items of patient information written and provided by 
speciality staff, and is a vital resource available to all staff to ensure that patients 
receive current, approved information in a timely manner. The Health Information 
Team endeavour to maintain the status of a high percentage of patient information 
leaflets as ‘current’. Presently, 85% of patient information on the e-Library is up-
to-date for this quarter and the team are working with specialities to improve this 
position to meet the internal target of 90%. 
 
The Trust Board NOTED the Patient Experience Quarterly Report. 
 

HTB 
16/020 

FIT AND PROPER PERSONS TEST ANNUAL DECLARATION 
 

 

 
 
 
 

RS introduced the report to provide assurance that all members of the Trust 
Board meet the requirements set out in Regulation 5 of the CQC fundamental 
standards, which came into force on 27th November 2014. 
 
She assured that each member of the Board has confirmed their compliance with 
the regulations on an individual basis and the signed declarations will be retained 
by RS as evidence of this. 
 
The Trust Board NOTED that declarations of compliance with the requirements of 
the Fit and Proper Persons Test have been received from each member of the 
Trust Board and COMMITTED to informing the Chair of any change in individual 
circumstances that might affect compliance on an on-going basis. 
 

 
 
 

HTB 
16/021 

PRIVATE TRUST BOARD MEETING SESSION REPORT: 17 DECEMBER 2015  
 

 

 
 
 
 

The Chairman presented the report of 17th December 2015. There were no 
questions raised by other Trust Board members. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 
 
 

   
HTB 
16/022 

QUALITY GOVERNANCE COMMITTEE MEETING REPORT:18 JANUARY 
2016 
 

 

 
 
 
 
 

EMS presented the report of 18th January 2016.  
 
In response to a query from the Chairman regarding safeguarding children and 
vulnerable adults; MR observed that the setting up of a multiagency safeguarding 
hub in Warwick had not moved at the same pace as Coventry; however, he 
acknowledged that the regrettable tragic death of Daniel Pelka provided the 
impetus for implementing this in Coventry. He assured the Board that the Trust’s 
safeguarding lead has close links to both Coventry and Warwickshire 
safeguarding teams and regularly attends both safeguarding boards. 
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The Trust Board RECEIVED ASSURANCE from the report. 
 

HTB 
16/023 
 

FINANCE AND PERFORMANCE COMMITTEE REPORT 11 JANUARY 2016 
 
IB presented the report and there were no questions raised by other Trust Board 
members. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

   
HTB 
16/024 
 

AUDIT COMMITTEE REPORT 14 DECEMBER 2015 
 
EMS presented the report, as he had chaired the meeting in the absence of DP. It 
was noted that there was much debate around reference costs and the need to 
increase clinical engagement. DM assured that the Trust has reconstituted the 
Service Line Reporting Group, and two clinicians are now members thereof. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
16/025 

ANY OTHER BUSINESS  

 There was no other business conducted.  
   
HTB 
16/026 
 

QUESTIONS FROM MEMBERS OF THE PUBLIC 
 
In response to a question from a member of the public in relation to the lack of 
provision of intermediate care services within the LHE; AH acknowledged that 
Bramcote Hospital in Nuneaton was decommissioned in 2011 and Paybody has 
been out of commission since the opening of University Hospital in 2006. He 
acknowledged that there has been a 25-30% reduction in nursing home capacity, 
which has contributed to the issues with patient flow in the hospital. 
 
In response to a question from a member of the public in relation to Government 
funding; AH advised that there were no statutory plans to merge social care and 
the NHS but acknowledged that both agencies are encouraged to work closely 
together. He added that recent years has seen a huge reduction in the budget to 
support social care in Coventry; with the bulk of the budget focused on Children’s 
social care. 
 
A member of the public observed the extraordinary efforts of UHCW NHS Trust 
staff in response to the bed crisis situation of the previous day and suggested that 
more needs to be done to educate the public in terms of the services available to 
them in the community, in order to avoid unnecessary attendances to the ED. AH 
responded that there is a great deal of interdependence required between a 
number of agencies to assist with patient flow. He acknowledged that UHCW NHS 
Trust is seen as a safety net for patients and agreed that more needs to be done 
to educate people. He assured that all decisions to discharge patients the 
previous day were made by an appropriate senior level of staff and he praised 
staff for their response to the situation and added that there were lessons to be 
learned.  

 

   
HTB 
16/027 

DATE OF THE NEXT MEETING 
 

 

Page 13 of 14 



Agenda Item 3 Enclosure 1 
 

AGENDA 
ITEM 
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The next Public Trust Board will be held on Thursday 25 February 2016 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 

25 FEBRUARY 2016 
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 JUNE 2015 MEETING 
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 Mar 2016 The National Policy has been 
released and is out for 
consultation.  Trust Policy will 
need to be revisited when the final 
version is released and it is 
suggested that this item be 
scheduled for March 2016.   

No 

ACTIONS FROM NOVEMBER 2015 MEETING 
HTB 15/941 
NURSING AND 
MIDWIFERY 
REVALIDATION 
UPDATE 

The Trust Board agreed to receive 
an update on progress in relation to 
first registrants in July 2016. 

MR July 2016 Not yet due No 

ACTIONS FROM JANUARY 2016 MEETING 
HTB/15/013 
INTEGRATED 
QUALITY, 
PERFORMANCE 
AND FINANCE 
REPORT (IQPFR) 

DP concurred that it would be helpful 
to understand in greater detail 
compliance with the process for 
recruiting medical agency locums, at 
the Audit Committee in February. 
 

DM Feb 2016 Considered at the February 2016 
Audit Committee. 

Yes 

1 
 



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

25 FEBRUARY 2016 
AGENDA ITEM 5 ENCLOSURE 2 

 
AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

HTB/15/013 
IQPFR 

DP commended the negotiations led 
by DM but cautioned that the 
underlying position remains of 
concern and requested further 
information to better understand the 
pressure points around non-pay.  

DM Feb 2016 DM agreed to provide further 
detail under the Integrated 
Finance Report at the Finance 
and Performance Committee in 
February. 

Yes 

HTB/16/008 
EMERGENCY 
CARE PATHWAY 
(WINTER PLAN 
UPDATE) 

The Trust Board REQUESTED an 
update of the findings of the RCA of 
the bed crisis situation at the Trust 
Board in February. 

DE Feb 2016 On the public agenda Yes 

 

2 
 



AGENDA ITEM 6 ENCLOSURE 3 

UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

25 February 2016 
   
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: 
 

• TDA East Midlands and Chairs Networking event 
• Dinner - Leading Together (Residential 2) 
• Board Seminar 
• Stakeholder Board Meeting 
• In-patient stay in Hospital on Ward 22 

 
 
STRATEGIC PRIORITIES THIS PAPER RELATES TO (Please check one): 

 
To Deliver Excellent Patient Care and Experience                                      
To Deliver Value for Money                                                         
To be an Employer of Choice    
To be a Research Based Healthcare Organisation    
To be a Leading Training and Education Centre    

 
RECOMMENDATION / DECISION REQUIRED:  

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

IMPLICATIONS: 
Financial: None Highlighted 
HR/Equality & 
Diversity: 

None Highlighted 

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

COMMITTEES/MEETINGS WHERE THIS ITEM HAS BEEN CONSIDERED: None –the 
report is for the Trust Board. 
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 

REPORT TO THE TRUST BOARD: PUBLIC 

25 February 2016 

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: 

• Virginia Mason Institute Meetings (Team/Board) 

• Hosting a return visit to the Trust by Amicus Incorporated 

• NHS Improvement's Provider Conference, London 

• Healthwatch Coventry Quarterly Meeting 

• HEWM – Interview Panel (Chair of HEWM) 

Consultant Appointments 

The Trust has made 2 Consultant appointments since the last Trust Board Meeting (28 January 
2016): 

• Dr. Francesca Jones as a Consultant Haematologist 

• Dr. Sathyapriya Parthasarathy, Consultant in Foetal Medicine 

Policy Issues and Publications: 

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

 
1. Lord Carter of Coles has produced his report into productivity in NHS Hospitals.  The report can 

be found here: https://www.gov.uk/government/publications/productivity-in-nhs-hospitals 
 
2. NHS Improvement has published guidance in relation to implementation of the Forward View; the 

report can be found here: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/499663/Provider_r
oadmap_11feb.pdf 

 
 

https://www.gov.uk/government/publications/productivity-in-nhs-hospitals
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/499663/Provider_roadmap_11feb.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/499663/Provider_roadmap_11feb.pdf
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REPORT TO THE TRUST BOARD: PUBLIC 

25 February 2016 

3. The TDA has produced the 2015/16 Accountability Framework.  The document can be found 
here:  

 
http://www.ntda.nhs.uk/blog/2015/04/02/delivering-for-patients-the-201516-accountability-
framework-for-nhs-trust-boards/ 
 

TTWC Board 
• Due to a rescheduled meeting with TDA representatives, the TTWC programme 

board scheduled for January 2016 was cancelled and therefore no formal report is 
provided on this occasion.  

• Work across the programme continues, including planning work for second birthday 
celebrations in March 2016 to run alongside our local Trust survey – Staff 
Impressions. Since previous programme board meeting in November 2015, key 
decisions which impact upon projects and associated timescales have now been 
made, namely the TDA decision regarding the Electronic Patient Record business 
case and approval for the continued roll-out of the Leading Together programme from 
March 2016.  

• Key risks remain regarding both operational pressures and clinical engagement levels 
(which are impacting most notably World Class Services) and capacity within work-
stream teams to deliver projects in conjunction with urgent / emerging work. 
Satisfactory risk management processes are in place.  

• Work also continues to ensure robust governance arrangements are in place for the 
Virginia Mason programme, with reporting to be completed by KPO Lead through 
TTWC programme board from March 2016 onwards. 

 
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 

 

http://www.ntda.nhs.uk/blog/2015/04/02/delivering-for-patients-the-201516-accountability-framework-for-nhs-trust-boards/
http://www.ntda.nhs.uk/blog/2015/04/02/delivering-for-patients-the-201516-accountability-framework-for-nhs-trust-boards/
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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 10 – 
2015/16 

Author Mrs. Laura Crowne, Director of Performance and Programme 
Management 

Responsible 
Chief Officer 

Mrs. Karen Martin, Chief Human Resources and Information 
Officer 

Date  25th February 2016 
 
1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of January 2016. 
 
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, acuity and 
trends of deterioration. 

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

 
In this report, 18 KPIs achieved the target; 4 of which are classified as national standards 
and 14 are corporate objectives. 
 
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 January 2016 
Integrated Quality, Performance and Finance Report and note the associated actions. 
 
Name and Title of Author: Mrs. Laura Crowne, Performance and Programme 
Management 
Date: 25th February 2016 
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Trust Scorecard 
Reporting Month January 2016 
 

3 



Behind plan On plan Ahead of plan 

Im
proving 

18 week RTT  Admitted 
18 week RTT  Non-admitted 
Length of stay – average 
Hand hygiene – clinical – annual 
MRSA -  elective screening 
 

31 day diagnosis to treatment cancer target  
Peer reviewed publications (calendar year cumulative) 
Cannula  – full compliance 
Harm Free Care 
Forecast I&E compared to plan (£,000) 
Forecast recurrent and non recurrent efficiency 
compared to plan 

N
ot Changing 

Enrolled on leading together programme 12 hour trolley waits in A&E 
Succession plan 
MRSA bacteraemia (Trust acquired) – cumulative 

Staff survey – recommending as a place of treatment 
Staff survey – recommending as a place of work 

Deteriorating 

18 week RTT Incomplete 
62 days urgent referral to treatment cancer target  
A&E 4 hour wait target 
Vacancy rate compared to funded establishment 
Number of medical outliers – average per day 
Delayed transfers as a percentage of admissions 
Emergency admissions (local definition) 
Last minute non-clinical cancelled ops (elective)  
No of pts recruited into NIHR portfolio – cumulative  
MRSA -  decolonisation score 
YTD income and expenditure compared to plan 

 SHMI 
 

Diagnostic waiters, 6 weeks and over 
Two week cancer wait (GP referral to OP appointment) 
Bed occupancy rate (basket of wards) 
NCEPOP categorised E Deaths – cumulative 
HSMR (basked of 56 diagnostic groups) 
Hand hygiene –  Non clinical - initial 
Clostridium difficile (Trust acquired) – cumulative 
 

Scorecard matrix|  

4 



Integrated Quality, Performance and Finance Reporting Framework 

Trust Heatmap 
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Areas of underperformance | Headlines 

Indicators 
achieved 

Indicators  
in exception 

Indicators  
in watching 

status 

Total 
indicators 

National Standards 4 5 0 9 

Corporate Objectives: 

Chief Workforce and 
Information Officer 3 2 0 5 

Chief Operating Officer 0 6 0 6 

Chief Medical Officer 4 1 0 5 

Chief Nursing Officer 5 3 0 8 

Chief Finance and 
Strategy Officer 2 1 0 3 

6 

Scorecard Summary | 18 KPIs achieved the target;  
4 of which are classified as national standards and 
14 are corporate objectives. 

Never Event |  A wrong site surgery never event 
was identified in January. 

In December 2015 the patient was scheduled for revision of a L4/5 
inter-laminar decompression which was originally performed in 
November 2013.  
 
The Neurosurgical team suspected, following MRI imaging and lack 
of clinical improvement that the previous surgery had been 
performed at the incorrect level of L3/4.  This was confirmed during 
the planned revision on 17.12.15, when the decompression of L4/5 
was undertaken.   
  
A root cause analysis investigation is underway with the team, led 
by a Deputy CMO.  The investigation report will be reviewed at SIG 
in due course. 

The Trust’s overall performance has improved this month within the Trust. 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 
targets including RTT incomplete pathways.  The 62 day urgent referral to treatment 
performance continues to fall below the required target, this is explored in more detail 
later in this report. 
 

There has been an improvement in the corporate KPIs for harm free care and cannula 
full compliance. 
 

Unfortunately the Trust is reporting a never event this month which relates to wrong 
site surgery.  This is the second declared never event this financial year and is detailed 
later in this report. 
 

Monthly performance reviews continue between Chief Officers and each of the clinical 
groups to focus on the key areas of the 18 week Referral to Treatment incomplete 
standard, emergency care, the cancer 62 day referral to treatment standard and the 
Trust’s financial plan. 



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. 

In month performance shows slight deterioration however, the 
clinical groups continue to focus on increased capacity and 
comprehensive action plans to rectify the position.  
 
The size of the challenge to deliver by year end cannot be 
underestimated. Performance and delivery is being monitored 
through the weekly Access meeting with plans around Easter 
capacity already being discussed to prevent an adverse impact.  
 
The specialties with the largest challenge and highest risk to ensure 
delivery by the year end are Surgery and Trauma & Orthopaedics. 

7 

Cancer 62 day urgent Referral to Treatment performance shows 
the planned decline at 76.64% against the 85% standard.  

Non achievement of the standard continues to be related to 
the  planned treatment of Urology long waiters.  

Particular focus is on the Head and Neck, Gynaecology and 
Colorectal teams to ensure improved and maintainable 
performance for Q4. 

Further detail on tumour site specific performance is included 
on page 16 of this report. 
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Flash Report |  
January 2016 

8 

 
 

Key Achievements |   
 January 2016 

CT Scanner in Emergency Department not available for six weeks  
A CT scanner in the Emergency Department will not be available for 
six weeks from Thursday 11 February.  This is due to the current 
scanner  being removed and a new scanner installed.  
During this time: 
• The radiology team will be scanning patients, including inpatients 

until 10pm and at weekends in order to help maintain service 
levels. 

• Trauma and inpatients will be transferred to the CT scanner in the 
main radiology department.  Between 5pm and 10pm some 
patients will be scanned on the CT in Nuclear Medicine 

• A temporary mobile scanner has been installed in the service area 
outside of the West Wing for outpatients  

• The CT scanner at the Hospital of St Cross will be running as normal 
Wards and departments are asked to be particularly flexible by e.g. 
releasing patients during meal times for their scans to enable us to 
maintain a good service. 

Research Midwife shortlisted for national award. 
Congratulations to Lyndsey Prue, research midwife, who has been 
shortlisted in the Tommy’s Award’s Healthcare Hero category by 
grateful patient Sarah, who she helped after she had three 
miscarriages.  
The Danone Healthcare Hero Award is given to a midwife (or other 
medical professional) who has provided exceptional physical care or 
emotional support to parents in difficult times. 
The winner will be announced at an awards ceremony on March 11 
at the Landmark Hotel in London presented by TV and radio 
presenter Katy Hill. 

Consultant Gastroenterologist Jayne Eaden has been elected to the 
United European Gastroenterology (UEG) Associations Meeting of 
Members. 
This is the highest governing body of the UEG which votes on all the 
important positions and statutes and is comprised of 23 
representatives from all European countries. Each country’s national 
society (for the UK it’s the British Society of Gastroenterology) had to 
nominate one person for election and Jayne was chosen for the UK.  
Jayne is the senior secretary to the British Society of 
Gastroenterology and already has a central role in the BSG’s core 
activities. 

The Perfect Week, 22-26 February 
The third UHCW Perfect Week, takes place Monday 22 to Friday 
26 February, and plans are well underway.  
We’re talking to clinical staff in all the groups to get their ideas on 
how we can focus on FREED to improve patient care: 
Facilitate effective discharge. 
Right person, right place. 
Early specialist input. 
Eliminate unnecessary diagnostics. 
Daily senior review. 

Junior Doctors' Industrial Action  
Industrial action in the form of strike action  took place from 8am, 
Wednesday 10 February  to 8am Thursday 11 February.    
Action: Emergency Care Only  

NIHR research Patient Experience Survey  
The Research Development and Innovation Department at UHCW 
form part of a national research network providing the opportunity 
for patients to participate in a vast range of research supported by 
the National Institute for Health Research (NIHR). In order to 
improve our service and the experience of patients we have agreed 
to take part in a national pilot patient survey for patients 
participating in research.  
The pilot starts on 8 February 2016 and  ends on 26 February 2016.  
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Finance overview | position summary 

Eight finance performance 
indicators are in reportable 
escalation this month.  

Income remains an area of concern, primarily 
due to shortfalls in elective delivery; however, 
the Trust has closed down Arden commissioner 
forecasts to mitigate risk. 

Non Pay is shown in escalation; however, this is 
primarily driven by timing differences in research 
and development funding, coupled with high 
agency fees and RTT pressures. 

Debtors over 90 days accounting for more than 
5% of total debtors remains in escalation at 
month 10, albeit the Trust performance in month 
10 is 5.6% compared with month 9 at 7.93% after 
adjusting for impaired debts. A key issue is the 
proportion of unpaid invoices which are over 90 
days old.  The Trust is in negotiations to resolve 
any outstanding queries. 

Creditors over 90 days accounting for more than 
5% of total debtors remains in escalation in 
month 10. A key issue is the value of overdue 
NHS invoices relating to longstanding queries on 
intra-NHS service level agreement. 

The current financial indicators are still being 
reviewed by The Trust.  
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Indicator Measure Standard YTD YTD Escalation
Plan Actual Status

Monitor COSSR score 3 1 1 No Escalation 
Required - on plan

Liquidity Days days >-7 days -23.9 -23.3 No esclation required - 
within tolerance

Capital Servicing Capacity score >1.25 0.7 1
Escalation Required - 

covered through 
debtors and creditor 

PMR escalations

EBITDA Margin % >=11% 6.7% 7.0% Escalation Required - 
below plan

EBITDA Achieved % >=85% of plan 100.0% 95.2% No esclation required - 
within tolerance

Net Return after Financing % >=2% -2.9% -1.8% Escalation Required - 
below plan

I&E Surplus Margin % >=1% -2.0% -1.2% Escalation Required - 
below plan

Liquidity Ratio* days >=15 days 6.8 8.8 No esclation required - 
within tolerance

Debtors % % > 90days 5.6% Escalation Required - 
below plan

Creditors % % > 90days 21.2% Escalation Required - 
below plan

Total Income % actual v plan w ithin 0.5% of 
plan -1.2% Escalation Required - 

below plan

Pay Expenditure % actual v plan w ithin 0.5% above 
plan 0.3% No Escalation 

Required - on plan

Non Pay Expenditure** % actual v plan w ithin 1.0% above 
plan 1.7% No esclation required - 

within tolerance

Non Operating Items % actual v plan w ithin 1.0% above 
plan 32.8% Escalation Required - 

below plan

CIP % actual v plan w ithin 5% below  
plan 3.3% No Escalation 

Required - on plan

Escalation triggered when YTD is red or amber and showing a deterioration from plan
* Liquidity ratio - assumes 30 days working capital facility equivalent for Monitor metric
** Non Pay Expenditure excludes Non Operating Items



Integrated Quality, Performance and Finance Reporting Framework 

Finance overview | statement of comprehensive income 
The Trust has a changed break-even plan of 
£10.023m deficit representing the inclusion of 
capital to revenue transfer offset by case 915. 

The improvement in control total deficit is as a result of a 
capital to revenue transfer enacted by the centre. 

Contract income is forecast at £9.4m adverse to plan driven by 
under performance against activity targets, risks and penalties.  

Group expenditure forecasts include cost pressures of £3.3m 
mainly due to: 

• (£4.0m) Education & Research income and expenditure 
timing differences 

• (£3.6m) premium cover for medical staff vacancies 

• (£1.3m) premium cost of covering ward nursing vacancies 

• (£1.0m) RTT and capacity issues 

• (£0.9m) for specialing of patients 

• (£0.7m) Pathology network 

• £0.4m activity related variances and other cost pressures 

• £0.8m over achievement of CIP 

• £2.3m staffing  primarily vacancies 

• £4.7m PFI variations and utility costs 

The Trust is reporting a year to date deficit of £5.5m against 
break-even duty, which is £0.4m adverse to the planned deficit. 
This is primarily due to underperformance against activity 
targets noted above. 
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Statement of Comprehensive Income
Original 

plan April 
2015

Stretch 
Target 
Aug 15

Revised 
Target Dec 

2015
Budget Forecast 

Outturn Variance Budget Actual Variance Budget Actual Variance

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

Income

Contract income from activities 479,062 479,062 479,062 494,948 485,522 (9,426) 413,008 404,935 (8,073) 40,881 39,527 (1,354)
Other income from activities 20,317 20,317 32,717 18,783 19,693 910 15,999 16,917 918 11,533 12,000 467
Other Operating Income 71,528 71,528 71,528 73,914 76,206 2,292 61,837 63,193 1,356 6,390 6,545 155

Total Income 570,907 570,907 583,307 587,645 581,421 (6,224) 490,844 485,045 (5,799) 58,804 58,072 (732)

Operating Expenses

Pay (336,170) (336,170) (336,170) (342,124) (344,360) (2,236) (285,138) (285,936) (798) (28,553) (29,290) (737)
Non Pay (189,035) (189,035) (192,035) (197,449) (198,508) (1,059) (162,440) (165,219) (2,779) (16,015) (15,875) 140

Additional savings required 0 0 0

Reserves (18,987) (15,987) (15,987) (8,957) (76) 8,881 (7,589) 57 7,646 (915) 0 915

Total Operating Expenses (544,192) (541,192) (544,192) (548,530) (542,944) 5,586 (455,167) (451,098) 4,069 (45,483) (45,165) 318

EBITDA 26,715 29,715 39,115 39,115 38,477 (638) 35,677 33,947 (1,730) 13,321 12,907 (414)
EBITDA Margin % 4.7% 5.2% 6.7% 6.7% 6.6% 7.3% 7.0% 22.7% 22.2%

Non Operating Items

Profit / loss on asset disposals 0 6 6 0 6 6 0 0 0
Depreciation (21,043) (21,043) (21,043) (21,043) (19,398) 1,645 (17,536) (16,166) 1,370 (1,754) (812) 942
Interest Receivable 100 100 100 100 123 23 83 110 27 8 15 7
Interest Charges (789) (789) (789) (789) (385) 404 (723) (255) 468 (34) (27) 7
Financing Costs (25,303) (25,303) (25,303) (25,303) (25,303) 0 (21,086) (21,139) (53) (2,109) (2,142) (33)
Unwinding Discount (36) (36) (36) (36) (35) 1 (36) (35) 1 0 0 0
PDC Dividend (3,626) (3,626) (3,626) (3,626) (2,589) 1,037 (3,022) (2,158) 864 (302) 208 510
Impairments 0 0 0 0 (16,543) (16,543) 0 (16,543) (16,543) 0 (16,543) (16,543)

Total Non Operating Items (50,697) (50,697) (50,697) (50,697) (64,124) (13,427) (42,320) (56,180) (13,860) (4,191) (19,301) (15,110)

Net Surplus/(Deficit) (23,982) (20,982) (11,582) (11,582) (25,647) 14,065 (6,643) (22,233) (15,590) 9,130 (6,394) (15,524)
Net Surplus Margin % -4.2% -3.7% -2.0% -2.0% -4.4% -1.4% -4.6% 15.5% -11.0%

Technical adjustments

Donated/Government grant assets adjustment (74) (74) (74) (74) (395) (321) 219 196 (23) 22 0 (22)
Impairments 0 0 0 0 16,543 16,543 0 16,543 16,543 0 16,543 16,543
IFRIC 12 1,633 1,633 1,633 1,633 0 (1,633) 1,358 0 (1,358) 136 (861) (997)

Break-even in-year position (22,423) (19,423) (10,023) (10,023) (9,499) 524 (5,066) (5,494) (428) 9,288 9,288 0

2015/16 Year To Date Month
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Finance overview | statement of financial position 
The statement of financial position shows 
the assets, liabilities and equity held by the 
Trust and is used to assess the financial 
soundness of an entity in terms of liquidity 
risk, financial risk, credit risk and business 
risk. 

• The TDA requested organisations to assess the 
scope to reduce capital expenditure in 2015/16 
(due to pressures on the capital budget at a 
national level) and defer the draw down of loans 
into the following year. Capital Planning Review 
Group have identified a number of schemes 
where slippage is likely and expenditure can be 
deferred to 2016/17. 

• An overall reduction of £10.9m on DH Capital 
loan (Current & Non-Current Liabilities) is due to 
the capital to revenue budget agreement.  

• DH interim revenue support loan has increased 
by £12.9m from plan, due to the Trust's revenue 
financing application being approved as an 
interim support loan rather than the planned 
PDC. 

• The public dividend capital (PDC) reduction of 
£22.9m is due to the plan reflecting the revenue 
support required to cover the Trust's planned 
deficit, being planned as PDC, however this has 
now been approved by the ITFF as an interim 
revenue support loan. 
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Statement of Financial Position Resubmitted 
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 414,511 363,001 (51,510) 389,524 353,816 (35,708) 3,195 (18,063) (21,258)
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 25,191 6,946 24,660 31,103 6,443 752 2,113 1,361
Total non-current assets 441,649 397,085 (44,564) 423,077 393,812 (29,265) 3,947 (15,950) (19,897)
Current assets
Inventories 11,558 11,558 0 11,558 11,777 219 0 (87) (87)
Trade and other receivables 27,464 31,117 3,653 38,138 50,707 12,569 14,224 25,472 11,248
Cash and cash equivalents 2,742 2,742 0 2,758 7,913 5,155 (67) (5,793) (5,726)

41,764 45,417 3,653 52,454 70,397 17,943 14,157 19,592 5,435
Non-current assets held for sale 0 0 0 0 0 0 0 0 0
Total current assets 41,764 45,417 3,653 52,454 70,397 17,943 14,157 19,592 5,435
Total assets 483,413 442,502 (40,911) 475,531 464,209 (11,322) 18,104 3,642 (14,462)
Current liabilities
Trade and other payables (50,008) (52,501) (2,493) (71,709) (90,340) (18,631) (17,302) (15,934) 1,368
Borrowings (186) (186) 0 (186) (144) 42 1,554 1,545 (9)
DH Interim Revenue Support loan 0 0 0 0 0 0 0 0 0
DH Capital loan (3,774) (2,489) 1,285 (3,774) (2,390) 1,384 0 0 0
Provisions (194) (194) 0 (1,309) (682) 627 0 (55) (55)
Net current assets/(liabilities) (12,398) (9,953) 2,445 (24,524) (23,159) 1,365 (1,591) 5,148 6,739
Total assets less current liabilities 429,251 387,132 (42,119) 398,553 370,653 (27,900) 2,356 (10,802) (13,158)
Non-current liabilities:
Trade and other payables
Borrowings (268,075) (265,466) 2,609 (264,800) (264,631) 169 28 (35) (63)
DH Interim Revenue Support loan 0 (12,929) (12,929) 0 0 0 0 0 0
DH Capital loan (22,632) (11,759) 10,873 (19,462) (11,620) 7,842 0 0 0
Provisions (2,379) (2,378) 1 (2,428) (2,426) 2 49 48 (1)
Total assets employed 136,165 94,600 (41,565) 111,863 91,976 (19,887) 2,433 (10,789) (13,222)

Financed by taxpayers' equity:
Public dividend capital 83,980 61,080 (22,900) 65,980 55,080 (10,900) 4,300 0 (4,300)
Retained earnings (8,801) (13,466) (4,665) (5,463) (10,053) (4,590) (1,867) (6,392) (4,525)
Revaluation reserve 60,986 46,986 (14,000) 51,346 46,949 (4,397) 0 (4,397) (4,397)

Total Taxpayers' Equity 136,165 94,600 (41,565) 111,863 91,976 (19,887) 2,433 (10,789) (13,222)

2015/16 Year To Date Month



Efficiency Delivery Report | Key January headlines 
Reporting Month: January 2016 

The Trust is forecasting delivery of £34.7m against 
£35.5m of potentially identified savings: This gives a 
potential over-delivery of £700k against the Trust target 
of £34m for 2015/16. 

  

• Trust maintains its forecast delivery of £34.7m from month 9. 
• £28.7m savings delivered against a cumulative year to date plan of 

£27.7m. 
• Forecast delivery of £34.7m against the Trust target of £34m, giving a 

forecast over-delivery of £0.7m. 
• New scheme identified in the month is: 

• A non recurrent consumable savings scheme within Clinical 
Support following a controlled spend on Cryocuffs and Medical 
illustration app realising a £32k benefit in-year. 

• 8% of the identified savings are classified as opportunities. 
• 40% of the identified savings are related to commissioning contract 

income. 
• 36% of the identified savings are non recurrent and will require 

permanent schemes to replace them. 
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• Trust reports a balance to full-year effect value of £1.3m.  
• £6.1m of opportunities documented against 2016/17 target. 
• 2016/17 CIP Plans: 

• There is an overall Trust efficiency target of £21m set for 
2016/17. £14.8m of the target has been allocated to the 
Groups as cost savings. 

• A concerted effort is being made toward the identification of 
opportunities for CIP schemes in 2016/17. Groups are 
required to have fully identified and documented schemes by 
22nd March. 

• Further detail can be found at page 9. 

The Groups have  documented £7.4m of potentially 
identified savings: This gives a 50% identified CIP 
against the Trust target of £14.8m for 2016/17. 



Workforce Information | Headlines January  
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31st Jan 
2016 TDA Plan 

Variation 
from 
Plan 

Last 
Month’s 
Variation 
from Plan ISS 

WTE 6644.15 6603.38 -40.77 -9.83 621.90 

WTE including ISS 7266.05 

Headcount 8778 807 

Headcount including ISS 9585 

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

Starters & Leavers |Nursing 

The Trust’s staff in post is 40.77 WTE ahead of the TDA plan of 6603.38 
WTE.  
The Trust’s monthly staff in post have moved above the Nov fig of 6642.91 
WTE following a reduction to 6613.21 WTE in December 2015.  
The reduction in Administrative & Clerical staff has been achieved for the 
second month running as part of controls for non-essential vacancies.  
Increases are found in most staff groups particularly Additional Clinical 
services for Healthcare Assistants at 23.25 WTE.   

Please note that the Trust data includes Junior/Rotational Doctors resulting 
in spikes of both leavers and starters at the rotation periods, notably April 
and August. 
For the second month running leavers are higher (138) than starters (128), 
although the leavers figures is skewed by the termination of 83 bank staff 
who had not worked in the previous six months.  
With bank staff removed there were more starters (106) than leavers (55).  

There were 61 Nursing leavers in January, which primarily equates to  53 
Bank Nurses who were terminated due to not working a shift for six 
months.  
With bank staff removed, there was an overall increase of 22 of registered 
nurses January 2016.  
A cohort of newly qualified nurses will be commencing next month in 
February 2016 
The recruitment campaigns for nursing staff are in development for  2016. 

Staff in Post | Variation from TDA Plan 

Staff in Post | Monthly Variation 

0
100
200
300
400

Starters Headcount Leavers Headcount

Staff Group 
Staff In Post 

WTE 31st Dec 
2015 

Staff In Post 
WTE 31st Jan 

2015 

Variance 
(WTE) % Variance 

Add Prof Scientific and Technic 219.81 220.86 1.05 0.48% 

Additional Clinical Services 1488.33 1518.23 29.90 2.01% 

Administrative and Clerical 1152.83 1145.54 -7.29 -0.63% 

Allied Health Professionals 365.94 372.02 6.08 1.66% 

Estates and Ancillary 5.00 5.00 0.00 0.00% 

Healthcare Scientists 321.78 320.68 -1.10 -0.34% 

Medical and Dental 919.83 924.85 5.02 0.55% 

Nursing and Midwifery Registered 2098.49 2102.77 4.28 0.20% 

Students 41.20 34.20 -7.00 -16.99% 

Totals 6613.21 6644.15 30.94 0.47% 

ISS 627.30 621.90 -5.40 -0.86% 
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Workforce Information | Headlines 
Pay Costs| Provided by Finance 

Temporary costs equate to 15.76% of the Trusts total pay bill, which is a decrease of 
0.39% from last month.  
This represents: 

A decrease in both Bank and Agency Medical spend of £272k. 
An increase in overtime and Agency Nursing/other of £257k. 

Agency costs against total costs increased from 10.78% to 11.20%, an increase of 0.42% 
against last month which was driven by an increase in the use other agency of £105k. 
Bank usage decreased from 5.02% to 4.21% of total spend. 
The overall the pay bill has increased by £628k over December 2015. 

 
 
 
Mandatory Training |Topics 

Absence| Specialty Group 
Specialty Group

% Abs 
Rate 
(WTE)

 Anaesthetics Specialty Group 5.95%
 Cardiac & Respiratory 3.59%
 Care of the Elderly 4.05%
 Clinical Support Services Specialty Group 5.28%
 Core Functions 3.48%
 Delivery Unit 4.97%
 Emergency Department Specialty Group 6.34%
 Hospital of St Cross 6.14%
 Imaging 4.58%
 Neurosciences Specialty Group 5.07%
 Oncology and Haematology 4.25%
 Pathology Network Cov & Warwicks 6.60%
 Renal Specialty Group 7.00%
 Specialist Medicine & Ophthalmology 3.42%
 Surgery Specialty Group 4.29%
 Theatres Specialty Group 4.90%
 Trauma & Orthopaedics Specialty Group 3.99%
 Women & Children Specialty Group 4.76%
Totals 4.82%

Mandatory Training compliance is currently 86.10% an increase of 0.25% against 
December 2015. 
2 topics are above 95% (Hand Hygiene Non Clinical & Equality and Diversity) with 11 
topics  between 85% and 95% and 18 topics below 85%.   
6 topics with the lowest compliance which are under 75% are Advanced Life Support 
43.97%, Safeguarding Children Level 3 44.54%, Immediate Life Support 60.53%, 
Advanced Life Support 63.01%, Paediatric Basic Life Support 67.96% and Paediatric Life 
Support Update 71.67%. 
The competency for Safeguarding Children Level 3 has been reviewed and applied to an 
additional 591 employees which has resulted in the decreased compliance 44.54% 
against 94.42% in December 2015. An action plan is in place to achieve 95% compliance 
by the end of February 2016. 
72 medical locums who have not worked in 6 months have been removed from ESR. 
This will impact on the February 2016 figures.  

Absence| Staff Group 

Absence has reduced by 0.04% to 4.82% but remains at the second highest 
level for 35 months with December 2015 being the highest. 
Clinical groups have now developed improvement trajectories and action 
plans to achieve the target of 4% by April 2016. 
In the past month there have been 33 long term sickness cases managed to 
either return to work (24) or leave the Trust (9), it is anticipated that this 
will result in a reduction in the absence figures for February 2016. 
A summary of information related to absences within the Trust, 
highlighting importance of absence management and return to work 
discussions has been cascaded to groups for their information and 
distribution. 
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The figures reported above are submitted to the DoH via Unify on a monthly basis to support NHS England Safer Staffing along with the 
ten expectations from the NQB. These figures show the previous months Trust wide nurse staffing, along with exceptions and actions 
being taken.  Patients are able to view this information  on the Trust’s Internet Site.  
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Appendix 1 



Cancer Information | December Headlines 
Two week wait standard: 

Two Week Wait performance year to date is 95.6% (achieved and 
improving). The Breast Symptomatic 2ww target is not met year to date, but 
it is anticipated to be achieved by year end and is 96.2% for December. 

The ‘other’ category is 4 Ophthalmology patients who all cancelled their 
appointments. 

62 day standard (headline points): 

Urology breaches remained high (as expected) with 10.5 breaches for 
December. 

Breast service unusually had 2 breaches (1 complex, 1 needed an additional 
CT scan and planned treatment had to be delayed). 

Colorectal team had 5.5 breaches - these have all been analysed and a 15 
month review of all breaches has also been undertaken with the MDT Lead, 
Mr Evans.  A paper is being written with analysis of the MDTs performance 
and actions agreed to minimise breaches for future months. 

Lung team had 3 breaches - all complex with multiple diagnostics and 
included investigations at other Trusts 

The remaining 4 breaches were within Head and Neck, Gynaecology and 
Haematology teams  

100 plus patients: 

5 patients were treated at >100 days, all over 105 days.  3 were urology 
patients, 1 was a complex lung patient and the other 2 patients were late 
tertiary referrals on days 75 and 66. 

 

 

 

 

 

Two Week Referral Service 2015/16 YTD
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This appendix contains the following additional scorecards which measure KPIs at Trust level. 

 

 

 

Additional Scorecards  
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Page 

Supplementary Scorecard – includes further national standards and key trust metrics 18 

Finance and Performance Committee Scorecard – contains the main Trust level KPIs 
coming under the remit of this committee 

20 

Quality and Governance Committee Scorecard – contains the main Trust level KPIs coming 
under the remit of this committee 
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Trust Scorecard – (Supplementary) 
Reporting Month January 2016 
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Trust Scorecard – (Supplementary) 
Reporting Month January 2016 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month January 2016 
 

Integrated Quality, Performance and Finance Reporting Framework 



21 

Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month January 2016 
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PUBLIC TRUST BOARD PAPER  
 
Title Analysis Following Black Alert Escalation – 25 January 2016 
Author Alan Cranfield, Deputy Chief Operating Officer 

Emma Livesley, Director of Operations 
Responsible Chief Officer David Eltringham, Chief Operating Officer 
Date  25th February 2016 
 
1. Purpose and Background 
 
Following a period of increasing and sustained pressure over the period Friday 22nd to Sunday 
24th January and an inability to stabilise the position over Monday 25th January, it was necessary 
to enhance our operational footing by declaring a Black Alert, which we did at 1600 hrs. 
 
This short paper provides: 

• Our diagnosis of the reasons why we found ourselves in the position we did 
• A summary of the findings of the debrief – good and bad – what we learned 
• A summary of the specific key actions we are taking to address this going forward 

 
2. Narrative 
 
The table below provides the statistical evidence covering the 8 days and provides some 
granularity to assist further understanding of the following statements.  
 
 Fri 

22nd 
Sat 
23rd 

Sun 
24th 

Mon 
25th 

Tue 
26th 

Wed 
27th 

Thu 
28th 

Fri  
29th 

Sat 
30th 

Sun 
31st 

Bed Position @ 
1800Hrs -37 -9 -34 -54 -31 +4 -2 -1 5 -35 
No Attendances 514 500 546 649 533 523 491 498 517 504 
No Admissions (All)1 194 123 131 210 201 223 216 218 160 152 

No Discharges (All)1 216 125 116 194 210 292 241 215 146 108 

No Breaches 91 96 108 81 140 140 3 6 47 84 
No Outlier 86 96 101 103 101 106 76 77 73 85 
No Pts in ED & Req 
Bed @ 0830Hrs 39/22 29/17 30/10 27/9 52/25 72/22 23/3 13/3 25/9 28/8 
Bed Position @ 
0830Hrs -157 -109 -120 -158 -172 -175 -111 -100 -95 -135 
Additional  capacity 
open @ 0830Hrs 37 19 21 36 23 47 21 7 0 0 
Bed Position + 
Additional capacity 

 
-194 

 
-128 

 
-141 

 
-194 

 
-195 

 
-222 

 
-132 

 
-107 

 
-95 

 
-135 

No patients 
>14DLOS 
 

417 444 402 415 435 414 397 392 364 356 

 
The detail is as follows: 
 

• Entered the weekend in a sub-optimal bed position (-37) when an optimum position would 
have been +30.  We showed a slight improvement over Saturday (-9) and deteriorated 
again over Sunday to show a -34 position at 1800 hrs.   

1 Exc DC, Well Babies, Neonates, Obstetrics, Paediatrics 
                                                 



• Our Emergency Department (ED) attendances over this period were reasonably high.  It is 
important to remember that there would have been 30-40 patients on top of this figure who 
would have entered the hospital through the Medical Decisions Unit (MDU).  

• Reasonably full ED on Monday morning with a high predicted Bed Position with a number 
of patients awaiting a bed. 

• The number of outliers began to increase from Friday 22nd January, which is a symptom of 
a lack of beds. 

• Monday will have been slow because of the need to work-up patients admitted over the 
weekend and compounded by the high number of attendances (649) and more 
admissions (210) than discharges (194). 

• The above contrived to produce a 1600 hrs bed position of -81 and led to our escalation to 
Black Alert status. 

• Poor response to Black Alert on Tuesday and a further deterioration of the position. 
• Improved response from Wednesday morning with a gradual further improvement in 

position over Wednesday/Thursday and a stand-down of Black Alert on Thursday. 
• We continued to improve over Friday but still entered the weekend again sub-optimally at -

1. 
• Saturday/Sunday show a similar pattern to the previous week. 
• The Trust remains challenged by a high number of patients with a greater than 14 day 

length of stay (LOS) including those patients who are Delayed Transfers of Care 
(DTOC)/Medically Fit For Discharge (MFFD) (circa 400) and awaiting community 
provision; this is routinely around 140 patients at any given time.   
 

Findings from Debrief  
 
A debrief session was held on Thursday 2nd February at 1400Hrs. A total of 15 people were in 
attendance and a further 6 people communicated via virtual feedback. 
 
The debrief session was run in accordance with the Remote Constructive Debriefing schedule 
which is standard practise at UHCW and incorporates the following approach: 

• Identification of areas of good practise that worked well and the root causes   
• Significant areas for improvement and the root causes  
• Recommendations  

 
Areas of good practise 

• There was good clinical engagement led by a visible executive team, collaboration and 
team work 

• Clear direction and actions were given  
• Fewer meetings were evident and allowed focus on the job 

 
Areas for Improvement 

• Clarity of communication and impact of it, mixed messages and responses  
• Blanket cancellations were not necessary  
• Getting the basics right, Processes – TTOs, outlying patients in the wrong place 
• Get the “DGH” (district general hospital) working correctly  
• Clinical engagement could be even better, working collaboratively across areas  
• Response from community, GPs and other partners  
• Resilience of teams – splitting early and late shifts instead of all doing long days  
• Management of outliers  
• Escalation of issues 

 
Recommendations from the debrief  

• Review of escalation plans, processes and purpose  
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• Develop group escalations 
• Develop joint escalations across the health economy (recommendation from Emergency 

Care Improvement Programme (ECIP) which has started) 
 
The debrief, in summary, highlighted the responsiveness and energy that was felt in the 
organisation, and in part driven by the visible Chief Officer involvement and leadership. The call to 
Board Room for the Clinical Directors (CD) changed the routine nature and probably escalated 
the importance. There was felt to be a heightened threshold on discharges to achieve the number 
that we did in one day through good senior clinical engagement and team working.  
 
The work must continue on delivery of the FREED metrics as a matter of routine that embeds 
getting the basics right. Processes need challenge and review particularly across the escalation 
levels and the operational delivery on a day to day basis that allows staff to concentrate on and 
maximise the day job effectively. There were reactive actions taken at the time especially with 
regards to external communications with the media. There is a strong belief that the blanket 
response could have been minimised and tackled more sensitively with the right information 
received from the right services early on.   
 
The message must continue to be reiterated and understood that the best care is not achieved by 
keeping people in hospital.  
 
Actions Going Forward 
 
ECIP are currently supporting the Trust in a number of areas, some of which are highlighted 
below. In order to mitigate against us falling into the situation again the following actions are 
proposed: 
 

• Responsiveness to Black Alert 
o There is concern that it took the Chief Officers intervention to execute the level of 

responsiveness required. Operations Team with Corporate Delivery Group support 
to suggest a way forward on how we increase the empowerment of Clinical 
Directors and Groups.   

• Keep flow going 
o The dynamic equilibrium between admissions and discharges to maintain patient 

flow has to be achieved across 7 days of the working week to maintain patient flow 
effectively. In partnership, the Operations Team and Groups lead a focussed 
reduction in outliers and propose a solution to the reduction in number of medically 
fit for discharge patients. 

o Increasing the number of beds above the number needed to match available 
treatment capacity is inefficient and has no beneficial impact on discharge or 
treatment rates. In partnership, the Operations Team and Groups to lead the 
contraction of the additional bed capacity as soon as is reasonably practicable,    

• Reduce variation  
o Unwarranted variation is a major obstacle to achieving safe cost effective patient 

care and flow. Variation in clinical practice needs to be reduced by full adoption of 
the FREED metrics. Corporate Delivery Group to identify the constraints which 
prevent consistent delivery of the FREED metrics and lead the universal adoption 
and compliance.  

• Whole system partnership  
o There is improved working to be achieved across the locality by sharing 

information on capacity and demand and working more closely for the benefit of 
patients. ECIP work on escalation is the start. 
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• Escalation plans  

o Local integrated health and social care escalation plans need to clearly define 
trigger levels for escalation across all organisations so that mutual support is 
achieved at times of stress. 

o An assessment of how escalation processes are operating should be a standing 
item on the Systems Resilience Group (SRG) agenda (this work is being 
progressed with assistance from ECIP)  

o UHCW internal escalation plans need review of content that includes purpose 
timings and triggers supported by training - Emergency Planning team. 

• Emergency Department  
o The ED shop floor should be well led with real time “command and control” 

achieved through senior medical, nursing and administrative team. A good 
leadership model includes regular board rounds, walk-throughs and active 
progress chasing.  

o Clear clinical pathways for the prompt transfer of care to specialist teams for high 
volume patients, specifically frailty need to be delivered. This work is currently 
supported by ECIP but progress is too slow.  

o Standardising clinical processes and pathways will improve overall quality.  
o Delivering our internal professional standards 

• Acute Medicine 
o Expected date of discharge should be established as part of the care plan and 

linked to functional and psychological criteria for discharge  
o Specialty in reach in to Acute Medical Unit (AMU) follows an agreed process which 

can be based on attendance at board rounds or on request of senior decision 
makers. 

o Discharge planning should begin on AMU if not before and include: 
 Anticipated discharge needs 
 Place of discharge  
 Discharge date and time 
 Follow-up arrangements 

• Bed management  
o An accurate and real time bed state is needed to inform decision making  
o We need to ensure there are enough beds available on AMU for the next 4 hours 

work. 
• General acute wards and specialty teams 

o FREED metrics should be universally used 
o All patients should have a consultant approved care plan containing an expected 

date of discharge and clinical criteria for discharge set within 14 hours of 
admission. 

o Morning discharges should be the norm, to reduce ED crowding. 
• Surgical Assessment Unit (SAU) 

o Surgical resources should be planned to meet the daily demand for elective and 
emergency admissions.  

o Low risk surgical conditions can be managed through an Ambulatory care unit. 
 
3. Areas of Risk 
 
The Trust reached a point of saturation and blockage which created a critical clinical risk for 
patient safety which enacted the Black alert escalation. The risk was managed in the response 
and positive turnaround that was delivered in recreating patient flow across the hospital. 
Completion of the actions specified in the previous section will avert a repeat of this situation 
being repeated 
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The financial risk continues to be challenged whilst extra inpatient capacity is open and adds a 
subsequent pressure on the use of agency staffing.     
 
Risk to the Trusts reputation was a likely outcome of regional media coverage, regards the 
cancellation of all non-urgent and routine activity. The responsive recovery has mitigated against 
any longer term impact.  
 
Elective performance and delivery of the 4hour ED standard has been heavily impacted upon 
given the lack of flow in the hospital.  
 

4. Recommendations 
 
The Board is invited to note: 
 

1. the positive response the hospital achieved in the later period of the Black alert 
and the reduction of clinical risk 

2 the need to sustain Trust delivery of good patient care and flow, through 
completion of the actions described, and avoid future repeat of this situation  

 
Name and Title of Author:  Alan Cranfield (Deputy Chief Operating Officer) 
  Emma Livesley (Director of Operations) 
Date:   11 February 2016 
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 Agenda item 10 Enclosure 7 
 

PUBLIC TRUST BOARD PAPER  
Title Trust Development Authority (TDA) Oversight – Monthly Self 

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

David Moon, Chief Finance Officer  

Date  25th  February 2016 
 
1. Purpose  
This paper is to inform Trust Board that the NHS Trust Development Authority (TDA) has 
notified the Trust of the termination of the monthly Self Certification Return– Monitor & 
Board Compliance with immediate effect. 

 
2. Background and Links to Previous Papers 
It was previously a requirement of the TDA regulatory regime that a Trust Board 
approved submission against Board Statements and the Monitor Provider License 
Compliance statements 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.   
 
3. Narrative 
The TDA Self Certification process has not been updated in accordance with the 
Accountability Framework and is no longer in line with Monitor reporting requirements. 
The TDA has therefore decided to stop this collection with immediate effect until further 
notice and will inform the Trust when new reporting requirements evolve. 

 
4. Areas of Risk 
There are no areas of risk apparent; the Trust will continue to monitor performance 
against all applicable external standards and requirements. 
 
5. Governance  
The TDA Self Certification process was a component of the Trust’s governance 
framework but has now been abandoned. 
 
6. Responsibility 
David Moon, Chief Finance Officer 
 
7. Recommendations 
 
The Board is invited to NOTE the cessation of the requirement to produce the monthly 
self-certification return to the NHS Trust Development Authority. 
 
 
.   
 



Agenda Item 11 Enclosure 8 

PUBLIC TRUST BOARD PAPER  
 

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  25th February 2016 
 
1. Purpose  
 
This report provides an update on Medical Appraisal and Revalidation within the Trust, 
confirming the actions taken to date and developments since the report to Board of July 
2015. This report is provided for assurance purposes. 
 
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 this Trust 
from April 2013. Its purpose is to demonstrate that licensed doctors are up-to-date and fit 
to practice. 
 
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 
primarily based on satisfactory appraisal outcomes and on patient and colleague 
multisource feedback. 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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The Trust must provide NHS England with assurance of its appraisal rates on a quarterly 
basis. Data reported below for the appraisal year 1st April 2015 - 31st March 2016 reflects 
those who have successfully completed an appraisal or where the RO accepts that 
postponement was reasonable: 

• Quarter 1 – 86%  
• Quarter 2 – 75%  
• Quarter 3 – 81%  

 
For the last quarter (1st October- 31st December 2015) NHS England were informed that 
of the 188 appraisals due, 88 doctors did not hold an appraisal meeting in this period. 11 
have a valid reason for postponement e.g. sick leave and maternity, 41 were still within 
the 15 month window and 5 have since left the Trust. 
 
All doctors with outstanding appraisals (between 12-15months) are written to at the end 
of each quarter to remind them of their contractual and professional obligation to 
participate in annual appraisal. They are instructed to complete an appraisal before the 
end of the following quarter (31st March 2015 in this instance) or to contact a member of 
the Revalidation Team should they be experiencing difficulty.  
 
Where doctors fail to comply, the GMC is notified and they receive an early concerns 
letter from the GMC at the request of the Trust. There are currently 5 ongoing GMC 
concerns which have been issued to doctors with appraisals breaching 15-18 months. 
The letter details the risk the doctor poses to their license to practice should they continue 
to fail to engage with appraisal along with a date by which engagement must be shown. 
 
3.2  Appraisers 
 
There are currently 97 trained appraisers in the Trust. 

The Medical Revalidation Appraiser training programme now runs every 6-months to 
ensure the appraiser to appraisee ratio is maintained and to give colleagues the 
opportunity to become a medical appraiser. 

Revalidation-ready medical appraisal training must be updated on a 3 yearly basis. Those 
who originally completed training delivered in the autumn 2012 were asked to complete a 
top-up training course to comply with this requirement. Five training sessions to deliver 
this were provided during the autumn of 2015; 50 appraisers received top-up training. 

3.3 Revalidation Recommendations 
 
At the time of submitting this report the Trust has 573 prescribed connections, for which 
the RO is responsible.  
 
To date 502 recommendations have been submitted to the General Medical Council 
(GMC) for these connections.  
 

Page 2 of 7 
 



Since the last report to board in July 2015 the RO has made 106 recommendations. 
 
96 recommendations to revalidate have been issued and accepted. 
 
10 deferrals have been requested during this 6 month period due. One of these was due 
to maternity leave, with the rest due to insufficient evidence to inform a recommendation 
to revalidate. 3 of these doctors have since been recommended for revalidation. 
 
3.4 Educational Appraisals 
 
By 31st July 2016 the GMC require all named Educational and Clinical Supervisors to be 
formally approved. This will depend upon completion of appropriate training and an 
adequate educational appraisal as part of the appraisal process.  
 
The Revalidation Management system (RMS), the Trust’s online appraisal system, has 
been developed to facilitate educational appraisals and now includes the seven required 
domains which must be evidenced and discussed as part of an adequate educational 
appraisal. Due to issues with collating a report on educational appraisal completion, the 
RMS providers, Equiniti 360 Clinical, were asked at a meeting on 28th January to provide 
this reporting function, with a plan for the required improvements to be implemented by 
end of March 2016. 
 
The Associate Director for Medical Education is working with the Revalidation Team to 
ensure that all Educational and Clinical supervisors will have received an appropriate 
educational appraisal by July 2016 and that GMC & HEWM requirements are met. 
 
3.5 NHS England Visit 
 
Representatives from NHS England Regional Medical Directorate (Midlands & East) will 
be visiting the Trust on 4th March 2016 to undertake independent verification of the 
processes that support Medical Revalidation within UHCW as a Designated Body. 
 
A pack of supporting information has been provided to support this visit. The visiting team 
agenda includes meetings with the Responsible Officer, Clinical Appraisal Lead, 
Revalidation manager, selected appraisers and appraisees and representatives from the 
Human Resources team. The visit will scrutinise and provide feedback on policies, 
process, compliance, governance and Q/A relating to Revalidation. 
 
Feedback will be provided by NHSE at the end of the day with good practice and 
anything they feel UHCW should action. These will be included and results reported in 
next report to board in July 2016. 
 
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 principles are fully 
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embedded across the Trust in order to drive up appraisal rates. This will continue to be 
facilitated by the CMO as RO supported by the Revalidation Team. 
 
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 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 A) and to RAISE any queries or concerns.  
 
The Board is also asked to APPROVE any additional actions. 
 
Enclosures 
Enclosure A - Action Plan 
 
Name and Title of Author: Miss Louise Siddall, Medical Revalidation Support Officer 
 

Page 4 of 7 
 



Agenda Item 11 Enclosure 8A 
 
 
 

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. 

List obtained from 
workforce each month 

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. Next 
date 22/02/16 
 

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

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

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

Ongoing - Three 
sessions delivered. 
Still awaiting 
certification and 
registration along with 
registration on ESR 

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

December 2015 Revalidation Team 
assisted by LDT 

All those trained in 
November 2012 recorded 
as having completed 
refresher training. 
Certified by NHS 
England/GMC and 
registered for CPD points. 
 
 

Ongoing:  the following: 
- 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 

Complete: reported to 
ASG in September 
2015 
and Appraiser Top-up 
Training sessions 

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 
Appraisal Support Group.  

Ongoing 

5. 
Process for acquisition/sharing of up-
to-date information on prescribed 
connections internally and externally 

 

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. 

Complete: following 
intervention from CMO 
& CWIO MPIT is 
implemented in pre-
employment checks by 
01/08/15 
 
 

6. 
Audit of 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 

Ongoing MRSO supported 
by Revalidation 
Team 

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

Update of the RMS now 
issues warnings and 
logs late appraisals. 
Inclusion of appraisal 
postponement process 
in Medical Appraisal 
Policy.  
GMC concerns process 
has been used on three 
separate occasions for 
doctors.  
 

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 

QA undertaken 
15/07/15 
24/11/15 

 



 

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 
Strategy) 

February 2016 MRSO 
 

SOP’s Approved by 
Associate Director of 
Governance 

Band 3 Senior 
Administrator trained to 
provide supporting 
information to doctors. 
SOPs still to be 
completed & ratified. 

9. Adherence to NHS England’s FQA 
core standards 

Review systems and 
processes against NHS 
England’s FQA core 
standards 

February 2016 MRSO Report of gap analysis and 
update of action plan. 

NHSE Visit on 
4/3/2016  

10. Educational Appraisals 

Ensure all Educational and 
Clinical supervisors have 
completed an appropriate 
educational appraisal 

July 2016 Revalidation Team 
& Associate 
Director of Medical 
Education 

Fully registered pool of 
Educational and Clinical 
Supervisors 

New Action 

 
 
 
 
 
 
 
 
 
 
 
 

 



Agenda Item 12 Enclosure 9 
 

PUBLIC TRUST BOARD PAPER  
 

Title Patient Story - A Volunteer’s Tale 
Author Marianne Cox, Volunteer 

Sarah Brennan, Patient Experience Manager  
Responsible 
Chief Officer 

Meghana Pandit, Chief  Medical and Quality Officer 

Date  25th February 2016 
 
1. Purpose  
 
The purpose is to share with the Board the story of Marianne Cox who has been a 
volunteer for the Trust for the past five years and who had a positive hospital experience 
when she came in as a patient for Thyroid Surgery.  
 
2. Background and Links to Previous Papers 
 
This story forms part of the Patient Story Programme that was agreed by the Board in 
January 2015.  
 
3. Narrative 
 
In keeping with ‘Together Towards World Class’ and our vision of becoming a national 
and international leader in healthcare, the Patient Experience and nursing and midwifery 
teams believe that patient stories are important to further inform the Board, and add 
additional patient experience information to compliment the Integrated Quality, Finance 
and Performance Report. Patient Stories also align with the organisations values of 
Compassion, Care, Openness, Partnership, Learning and Improvement. 
 
The purpose of this story is to share with the Board the experiences of Volunteer 
Marianne Cox. In this story she describes how she received first class treatment during 
and after her Thyroid Surgery. She describes the nurses as caring and empathetic, the 
theatre staff personable and how proud she is to be part of UHCW NHS Trust as a 
dedicated volunteer.  
 
 
4. Areas of Risk 
 
The feedback provided by Marianne should be shared with the relevant department and 
staff groups in order for staff to consider and discuss her suggestions for improvement. 
This affords staff with the opportunity to see what they do well, and to look at what could 
be even better for future patient care and experience.   
 
5. Governance  
 
NHS Constitution 
 
Section 3b- Patients and the public have responsibility to give feedback, both positive and 
negative about their experiences. 



Principle 4 – The NHS aspires to put patients at the heart of everything it does….NHS 
services must reflect and should be coordinated around and tailored to, the needs and 
preferences of patients, their families and their carers. 
 
6. Responsibility 
 
Chief Nursing Officer, Mark Radford 
Chief Medical Officer and Quality Officer, Meghana Pandit 
 
 
7. Recommendations 
 
The Board is invited to note: The positive hospital experience of Volunteer Marianne Cox  
who was underwent surgery at University Hospital, Coventry 
 
Name and Title of Author:  
Marianne Cox, Volunteer and Sarah Brennan, Patient Experience Manager  
 
Date: Thursday 25th February 2016 
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Specialties/ Departments / Staff 
groups concerned 

Day Surgery 
Ward 32 

Why was this Story chosen A Volunteer’s Tale 
Storyteller Marianne Cox 
 

Please describe your experience 
of being a patient at UHCW? 
 
 
 
 
 
 

I have been a volunteer at the Trust for past five years and at the 
beginning of this year I underwent Thyroid Surgery for suspected 
cancer. On the day of my surgery I came to Ward 32 and after a 
short wait I was taken down to theatres. My surgery was 
successful and my Consultant Mr Alaani did such a fantastic job 
you wouldn’t even notice the incision on my neck. I spent some 
time in recovery as I was suffering from a severe headache due 
to my head being clamped down so that they could carry out the 
procedure. I was then transferred to Ward 32 where I spent one 
night before I was discharged home the following day. 
   

Please detail what you thought 
was good about your care and 
treatment at UHCW? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Where could we have 
improved? 

There was many aspects of my care which were very positive 
including: 
 

• All the staff in Theatres were kind and attentive; 
• It was quite chilly in Theatres but a kind nurse brought 

me a warm blanket for my shoulders; 
• In the operating area I was informed throughout all the 

procedures which made me feel very calm and each 
person called me by name which was comforting; 

• When I was taken to Ward 32 I was greeted by a very 
friendly nurse who settled me into the area calmly and 
with a smile on her face throughout; 

• I was checked constantly by the nurses who put me at 
ease with their friendly chatter and when I asked for 
pain  relief due to my severe headache it was brought to 
me immediately; 

• During the night I had to have my blood pressure taken 
and the nurse who did it was very quiet and pleasant 
which put me at ease; 

• I was discharged very efficiently and effectively. 
 
 
As part of my volunteering role I sit with patients to complete the 
Friends and Family questionnaire and complaints about the 

We are Listening: Patient Story 

A Volunteer’s Tale 

 
 



quality of food and noise at night are expressed to me 
frequently. Unfortunately, I would have to agree with these 
patients as these two aspects of my experience could have been 
improved. After my operation I did not feel hungry however the 
staff on the ward encouraged me that I should eat something as 
it would help with my recovery. I ordered a jacket potato with 
tuna. Now I know not to expect food the same standard as the 
Ritz when I come to hospital but how the food was presented on 
the plate was so unappetising. In my career I worked in 
hospitality and taught waitresses how food and drink should be 
presented and served. I think this type of training could be 
delivered to the meal hostesses at the hospital, as the plate of 
food I received was not tempting and consequently I eat very 
little of the meal. 
 
Noise on the ward at night could be improved too. Admittedly, I 
am not the best sleeper but the nurses at the nursing station I 
felt were particularly loud, talking and laughing. I am not saying 
they shouldn’t be able to speak as obviously they need to 
communicate however, there should be more consideration for 
the patients trying to sleep. It also seemed that the staff were 
assembling some equipment which as you could imagine was 
very noisy and in my opinion should have be carried out away 
from the bays. I appreciate this is suggested a lot but I believe if 
you brought back Matrons (or a senior figure) who circulated the 
wards at night to check standards then I believe people’s 
perception of the care they receive at night would change. 

  
 

What actions would you like to 
see the Trust Take? 

As a volunteer whose job is to visit patients with the Friends and 
Family surveys I generally find that the majority of patients have 
a fantastic experience at UHCW NHS Trust. I feel proud to 
volunteer for this organisation and in my opinion as a patient I 
truly believe that nurses here give 100% in the care and empathy 
they provide and for this I am sure Florence Nightingale can sleep 
happily! 
 
I have now returned to my volunteering role where I get to meet 
some lovely patients and above all work with the caring staff 
here at UHCW NHS Trust. 
 
 

 

Points for the Board to consider: 

• What does this story reveal about our staff? 
• What does it reveal about the context in which clinicians work? 
• What actions need to be taken as a result of what we have heard? 
• What needs to be done immediately to make things right for the patient and prevent a 

recurrence for other patients? 
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PUBLIC TRUST BOARD PAPER  
 

Title Significant Incident Group Report, Including Action Plans and 
Never events 

Author Yvonne Gatley, Associate Director of Quality 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer 

Date  25 February 2016 
 
1. Purpose  
 
To provide the Board with a summary of the Serious Incidents (SIs) that were reported in 
the past 6 months and a progress report on the completion of action plans relating to SIs. 
 
2. Background and Links to Previous Papers 
 
The Trust Board receives this report on a 6-monthly basis; the last report was in 
September 2015.  The Quality Governance Committee (QGC) also  receives a monthly 
report . 
 
3. Narrative 
 
SI Report August 2015 – January 2016: 
All SIs (including never events) are reviewed at the weekly Serious Incident Group (SIG) 
meeting, who ensure that investigations are undertaken and appropriate actions are put 
in place to reduce identified risks.   
 
Details of investigations (including root causes and lessons learned) are also presented 
monthly to the Patient Safety Committee. 
 
Incidents that fall into the serious incident category (NHS England’s serious incident 
reporting framework) are also reported to the commissioners of the Trust’s services.   
 
Each SI has to be investigated by root cause analysis and the commissioners require a 
copy of the investigation report and action plan within a timescale of 60 working days 
from the date of notification, unless a clock-stop has been negotiated with them.  Some 
categories of serious incident have a 6 month deadline, e.g. those that require external 
investigation. 
 
The report details the SIs that were reported, opened, and closed in the previous six 
months. 
 
Actions relating to SIs 
Implementation of SI action plans is necessary to prevent such incidents from re-
occurring and should they re-occur the consequences are minimised; it also serves to 
ensure that lessons are learnt and shared across the Trust. 



 
4. Areas of Risk 
 
All incidents hold opportunities for learning. If the Trust does not learn from its incidents, 
then improvements will not be made and similar incidents may occur.  This aligns to the 
Trust’s “Learn” and “Improve” Values. 
 
5. Governance  
 
Progress in all these areas will be reported to the Trust Board on a six monthly basis. 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical & Quality Officer – Chief Officer Responsible for Patient 
Safety 
Jenny Gardiner – Director of Quality 
Yvonne Gatley – Associate Director of Quality (Safety and Risk) 
 
7. Recommendations 
 
The Board is invited to NOTE the report and to RAISE any queries or concerns.  
 
 
Name and Title of Author: Yvonne Gatley, Associate Director of Quality 
Date: 09 February 2016 
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SIGNIFICANT INCIDENT REPORT TO TRUST BOARD  

FEBRUARY 2016 
 

Yvonne Gatley Associate Director of Quality (Safety and Risk) 
 

1.0 Background 
 

 This report provides a summary of incidents that met the criteria for reporting to the 

CCG under the Serious Incident Framework (NHS England, March 2015) for the 6-

months from August 2015 to January 2016.    

 In broad terms, serious incidents are events in health care where the potential for 

learning is so great, or the consequences to patients, families and carers, staff or 

organisations are so significant, that they warrant a comprehensive response.   The 

Framework describes the circumstances in which such a response is required and the 

procedures for investigating the incident to ensure that lessons are learned. 

 Serious incidents can extend beyond incidents which affect patients directly and 

include incidents which may indirectly impact patient safety or an organisation’s ability 

to deliver ongoing healthcare.  

 Serious Incidents include:  

• Acts and/or omissions occurring as part of NHS-funded healthcare (including in the 

community) that result in:  

• Unexpected or avoidable death of one or more people. This includes  

  suicide/self-inflicted death; and  

 homicide by a person in receipt of mental health care within the recent 

past  

• Unexpected or avoidable injury to one or more people that has resulted in 

serious harm;  

• Unexpected or avoidable injury to one or more people that requires further 

treatment by a healthcare professional in order to prevent:—  

 the death of the service user; or  

 serious harm;  
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• Actual or alleged abuse; sexual abuse, physical or psychological ill-treatment, or acts 

of omission which constitute neglect, exploitation, financial or material abuse, 

discriminative and organisational abuse, self-neglect, domestic abuse, human 

trafficking and modern day slavery where:  

• healthcare did not take appropriate action/intervention to safeguard against 

such abuse occurring; or  

• abuse occurred during the provision of NHS-funded care.  

• A Never Event - all Never Events are defined as serious incidents although not all 

Never Events necessarily result in serious harm or death.  

• An incident (or series of incidents) that prevents, or threatens to prevent, an 

organisation’s ability to continue to deliver an acceptable quality of healthcare 

services, including (but not limited to) the following:  

 
• Failures in the security, integrity, accuracy or availability of information often 

described as data loss and/or information governance related;  
• Property damage;  
• Security breach/concern;  
• Incidents in population-wide healthcare activities like screening and immunisation 

programmes where the potential for harm may extend to a large population;  
• Inappropriate enforcement/care under the Mental Health Act (1983) and the 

Mental Capacity Act (2005) including Mental Capacity Act, Deprivation of Liberty 
Safeguards (MCA DOLS);  

• Systematic failure to provide an acceptable standard of safe care (this may include 
incidents, or series of incidents, which necessitate ward/ unit closure or 
suspension of services; or  

• Activation of Major Incident Plan (by provider, commissioner or relevant agency)  
• Major loss of confidence in the service, including prolonged adverse media 

coverage or public concern about the quality of healthcare or an organisation  
 

 At UHCW these incidents are reviewed and monitored by the weekly Significant 

Incident Group (SIG), which is chaired by the Director of Quality.  SIG has been 

meeting since the inception of Clinical Governance back in 2001, its terms of 

reference having been updated over the years to its present configuration.  Members 

of the group include the Chief Medical & Quality Officer (CMO), Chief Nursing Officer 

(CNO), Deputy CMOs, Associate Directors of Nursing, Head of Legal Department and 

representatives from the local commissioners, the Emergency Department and the 

Obstetrics Department.  SIG is responsible for supporting the Trust Board in assuring 
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that serious incidents are proactively monitored, reviewed, reported and investigated 

and that lessons learned are shared with all relevant parties. 

 SIG reviews each investigation report and considers and approves the 

recommendations and associated action plan.  

 The Quality Department maintains a database (Datix) of all ongoing and completed 

investigations and action plans and has a process for escalating actions that have not 

been completed within their agreed timescales. 

 Serious Incidents and the work of SIG are monitored via the Patient Safety Committee 

which reports to the Quality Governance Committee. 

 Following the Francis Report of the Mid Staffordshire NHS Foundation Trust Public 

Inquiry the Care Quality Commission (CQC) regulation 20: Duty of Candour was 

implemented in October 2014.  Regulation 20 is to ensure that providers are open and 

transparent with people who use their services. It sets out some specific requirements 

that providers must follow when things go wrong with care and treatment, including 

informing people about the incident, providing reasonable support, providing truthful 

information and an apology when things go wrong (known as the Duty of Candour).  

SIG ensures that the Trust fulfils its duty by checking that it has been applied in 

relevant cases.  

 

2.0 Summary of SIs (including Never Events) August 2015 – January 2016 
This report is a summary of serious incidents that met the Framework criteria for reporting for 

the 6 months from August 2015 to January 2016.  To comply with the Serious Incident 

Framework each of the Trust’s serious incidents must be investigated and a report submitted 

to the commissioners within 60 working days from the date of reporting.  Clock-stops can be 

requested under certain circumstances, when additional time or relevant information is 

required to fully investigate an incident, e.g. a case that has gone to HM Coroner or a case 

that the police are investigating. 

 

SIG also reviews serious incidents that have been reported by staff that do not meet the 

definition for reporting externally but nonetheless require a thorough review.  The group 

reviews these incidents in the same manner, requiring a report and action plan from the lead 

investigator and following up the actions via Datix. 
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According to the national framework serious incidents have to be reported by the Trust that 

identifies them, whether or not they are attributable to the reporting organisation.  

 

2.1 Number of SIs reported by month 

 
 

2.2 Broad types of SIs reported by month 
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  MRSA Maternity C Diff 
(death/outbreak) 

Other 
Infections 

Pressure 
Ulcer 

Patient 
Falls 

Other 
SIs 

Never 
Events TOTAL 

AUG 0 1 1 0 1 1 1 0 5 

SEP 0 0 1 1 7 4 5 0 18 

OCT 0 1 0 0 12 8 3 0 24 

NOV 0 1 0 0 12 3 0 1 17 

DEC 0 1 1 0 6 4 1 0 13 

JAN 0 2 1 0 5 3 3 1 15 
TOTAL 0 6 4 1 43 23 13 2 92 

 
 
 

2.2.1 Categories of “Other SI” 
 
Month Definition of “Other SI 
August Unexpected death x1 
September Accident x3, Delayed diagnosis x1, Unexpected death x1 
October Sub-optimal care of deteriorating patient x2, Delayed diagnosis x1 
November n/a 
December Unexpected death x1 
January Failure to act on test results x1, Accident x1, Sub-optimal care of deteriorating patient x1 
 
The investigation outcomes from these are regularly collated for review to ascertain any 

common issues or causes from which the Trust can learn lessons.  Investigation reports are 

considered by the Tissue Viability Team and the Falls Steering Group respectively and 

analyses are shared at Quality Governance Committee and with the local commissioners at 

the Clinical Quality Review Group. 

 

2.3 Never events 
2 never events were declared during this 6 month period: 

 

1. Wrong-site spinal surgery, October 2015 (declared November 2015) 

• Spinal decompression was performed at the incorrect spinal level; surgical site was 

one vertebral body above that which had been planned 

• Investigation has been completed by Deputy Chief Medical Officer (CMO) 

• Draft root cause analysis report has been reviewed at the Significant Incident Group 

(SIG) 

• Additions to the report are required before final sign-off 

 

2. Wrong-site spinal surgery, November 2013 (declared January 2016) 
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• Incorrect level surgery performed in 2013, identified in 2015 when revision surgery 

was commenced. 

• Investigation under way, led by Deputy CMO.   

• Report to be presented to SIG for approval. 

 

2.4 Sign up to Safety 
In response to serious incidents, never events and clinical negligence claims, the 

Trust included “Human Factors” (HF) education and training in its Sign up to Safety 

implementation plan.  The aim of this is to improve safety across the 3 identified 

areas (Emergency Department, Theatres and Trauma & Orthopaedics) by 

implementation of HF interventions and to embed HF principles in a sustainable way.  

Funding was awarded by the NHS Litigation Authority (NHSLA) to aid the 

implementation of HF. 

 

Key progress: 

• In Theatres, the audio surgical safety checklist has been piloted as an 

enhancement to the WHO surgical safety paper-based checklist.  Randomly-

selected Theatres were played a basic recorded prompt at the ‘time-out’ and 

‘sign-out’ stages. 

• The study concluded that ‘time-out’ and ‘sign-out’ were performed for 100% of 

the procedures when using audio delivery of these components of the WHO 

Safe Surgery Checklist; an improvement on practice during the observation 

phase of the study. The compliance with communication of checklist items also 

improved with audio delivery of the SSC.  

• Richard King and Yvonne Gatley (Associate Director of Quality) will present the 

work to the NHS Litigation Authority at an event in March, alongside other 

Trusts who were awarded funding for Sign up to Safety projects. 

• There is a nominated HF lead for Emergency Department 

• Started to add HF education into action plans for serious incidents 

• Provided feedback about serious incidents to Grand Round sessions with 

strong links to HF  
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• Constructed a job description for a HF Project Lead, which is to be advertised 

shortly. 

• We are about to request expressions of interest for 

o 1 Consultant for 1 PA per week for 12 months (or 2 Consultants for 0.5 

PA each) for each of the 3 areas 

o 1 Nurse / Allied Health professional for 12.5 hours per week for 12 

months for each of the 3 areas 

 

3.0 SI Action Plans 
3.1 Process 

• An action plan forms part of the investigation report for each serious incident and is 

approved by the Significant Incident Group 

• Each action is assigned an owner, who is informed by SIG 

• Each action is then logged on the Datix system with the action owner & date for 

completion 

• Actions are followed up by Quality Department and progress notes are recorded 

• In order to improve the escalation process the following additional steps have been 

introduced: 

• Overdue actions are escalated to the relevant Specialty management team 

• Overdue actions are included as part of the Specialty Group quarterly 

performance reviews 

• Actions remaining overdue are escalated to Clinical Directors and ultimately to 

the Chief Nursing Officer & Chief Medical Officer  

• Leads are required to attend PSC to discuss progress with their overdue 

actions 

 

3.2 Actions 

• 363 new SI actions were assigned during 01/08/15 – 31/01/16 

• 31 action plans (60 individual actions) due for completion prior to 31/01/16 are 

overdue (see progress with completion of outstanding actions in graph below) 
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• There is inevitably some lag between an action being completed and it being 

updated on the database (Datix) by the action owner.  The escalation process is 

being refined to better acknowledge this gap. 

• Actions that were outstanding from 2013 and 2014 have now been completed or 

revised and updated as approved by the Patient Safety Committee. 

• The oldest overdue action is from 30 April 2015 

• SIG is applying increased scrutiny of “due dates” for actions to ensure that they 

are realistic and not over-ambitious. 

 

3.2.1 Graph to show the year from which actions were overdue closure   
 

 
 

 

4.0 Examples of actions taken as a result of SI Reporting 
4.1 Duty of Candour 
• Care Quality Commission (CQC) regulation 20: Duty of Candour was implemented in 

October 2014.  Regulation 20 is to ensure that providers are open and transparent 

with people who use their services. It sets out specific requirements that providers 

must follow when things go wrong with care and treatment, including informing people 

about the incident, providing reasonable support, providing truthful information and an 

apology when things go wrong (known as the Duty of Candour).   

• A new Duty of Candour policy has been piloted in the Trust since October 2015. 
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• The first review of compliance with the Trust’s new policy will commence in February 

2016 and the results will be reported to the Patient Safety Committee and to the 

commissioners as part of the commissioning contract.  

• SIG has adapted the Trust’s SI report format to include a section for recording the 

initial duty of candour apology to patients and families and a standard action relating 

to duty of candour for each relevant incident.  This ensures that these actions are 

followed up in the same manner as all SI actions. 

 

4.2 General 
Serious incidents highlighted the following issues, which have been assigned actions: 

• The need to ensure that all staff are trained in electronic handover, specifically 

including locums. 

• Patients should not be transferred late at night unless urgent care is required.  

• Nursing staff must inform patients of the dangers of mobilising without slippers. 

• Avoidance wherever possible of the movement of patients at night time. 

• Adding safety elements to ward handover to highlight those at risk of falls and any 

falls which have occurred during the shift.  

• Ward staff to stay with high risk, vulnerable patients while they are in the bathroom, 

unless the patient requests them to leave.  

• Patients with acute kidney injury (AKI) to have careful physiological management. 

 

4.3 Other Actions 

• SIG provides cases for sharing across the organisation to the Trust’s quarterly safety 

newsletter to ensure that safety messages are being communicated. 

• Learning from SIG cases is shared via the Chief Medical Officer and Chief Nursing 

Officer weekly safety messages that are sent out to all staff. 

• Cases are shared at the weekly Grand Round. 

• Specialties are required to produce their own safety newsletters for staff. 

• Specific safety incidents give rise to the creation of Trust safety alerts that are 

circulated to relevant staff for immediate review and action. 

 

5.0 Conclusion 

The SI process continues to perform well as demonstrated by:  
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 The senior level attendance at SIG and their scrutiny and oversight of all serious 

incidents. 

 Attendance of CCG representative at SIG to provide assurance to commissioners. 

 Feedback to staff via Grand Round.  

 Sharing of safety lessons via Trust and specialty newsletters. 

 The process for escalation of overdue actions – providing the Trust with assurance 

that actions from serious incidents are recorded and followed up.   

 SIG’s review against the Duty of Candour Policy to ensure that the Trust complies 

with current legislation.   
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 Agenda item 14 Enclosure 11 
 

PUBLIC TRUST BOARD PAPER  
 

Title Code of Conduct and Statement of Responsibilities – Board of 
Directors 

Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Andy Meehan, Chair 

Date  25th February 2016 
 
1. Purpose  
To seek commitment from the Trust Board on an individual and collective basis to comply 
with the provisions of the Code of Conduct and Statement of Responsibilities for the 
Board of Directors. 
 
2. Background and Links to Previous Papers 
The Code of Conduct and Statement of Responsibilities was prepared following 
consultation with members of the Trust Board and was initially presented for approval at 
the February 2015 Trust Board meeting.  To ensure that the Code remains live and to 
demonstrate on-going commitment to abiding by its provisions, it was agreed that the 
Trust Board would re-confirm commitment on an annual basis. 
 
3. Narrative 
The Code of Conduct and Statement of Responsibilities for the Board of Directors aims to 
set out what is required of the Board of Directors and individual members thereof, from a 
regulatory and statutory perspective and from the Trust itself and to describe the internal 
systems and processes that are in place to ensure that individual and collective 
responsibilities are discharged. 
 
Values are as important in terms of effective corporate governance as the systems and 
processes that are in place, as the Trust Board is responsible for setting the tone and 
culture of the organisation and must therefore lead by example in terms of both conduct 
and decision making.  Accordingly, the document links expectations, responsibilities and 
accountabilities with the Trust’s values and the values expected of those in public office 
(Nolan Principles); these elements, combined with the systems and processes that are in 
place describe the Trust’s approach to corporate governance. 
 
The Code includes many elements of the Foundation Trust Code of Governance, which is 
based on the UK Corporate Governance Code, widely regarded as the authority on 
corporate governance.  It also incorporates the Trust’s approach to the following: 

• Duty of Candour,  
• Fit and Proper Persons test  
• False and Misleading Information Offence  
• Standards of Business Conduct in the NHS  

 
The Code is binding upon all members of the Board and those who are in attendance at 
Board meetings and board members will receive a personal copy upon appointment.   . 
 
4. Areas of Risk 
There are no specific areas of risk in respect of adopting the Code of Conduct and 
Statement of Responsibilities as its component parts are widely regarded as best 



practice.  The risk arises out of failing to abide by its provisions in that that this could 
potentially give rise to failures in corporate governance, which would negatively impact 
the reputation of the Trust Board and undermine public trust and confidence in the 
organisation.  
 
5. Governance  
Foundation Trusts are required to implement the FT Code of Governance which is based 
on the UK Code of Governance that applies to the private sector, on a ‘comply or explain’ 
basis.  The attached document addresses many of the requirements therein 
demonstrates the Trust’s commitment to embedding world class corporate governance. 
 
6. Responsibility 
 
Andy Meehan, Chair 
Rebecca Southall, Director of Corporate Affairs 
 
7. Recommendation 
 
The Trust Board is to commit to COMPLYING with the provisions of the Code of Conduct 
and Statement of Responsibilities in the execution of Trust business, both on an 
individual and collective basis. 
 
Name and Title of Author: Rebecca Southall, Director of Corporate Affairs 
Date: 25th February 2016 
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Version 1 
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INTRODUCTION 
 
Effective corporate governance is the cornerstone of well-run organisations 
and comprises the systems and processes by which the organisation is 
controlled and directed and the values and principles that determine how this 
control and direction will be exercised.  
 
This Code of Conduct and Statement of Responsibilities (“the Code”) sets out 
the individual and collective roles and responsibilities of the Board of Directors 
(“the Board”) of University Hospitals Coventry & Warwickshire NHS Trust (“the 
Trust”) and the conduct expected of members thereof. It describes the Trust’s 
Corporate Governance framework, incorporates the Duty of Candour and Fit 
and Proper Persons test and sets out the principles upon which the Board will 
execute its duties. The Code is binding upon all members of the Board and 
those who are in attendance at Board meetings.    
 
It is not intended to replace the Standing Orders of the Board, which is the 
formal framework that governs the way in which meetings of the Board will be 
conducted, but to complement this.  
 
All members of the Board will be provided with a personal copy of the Code 
upon appointment and will be asked to confirm receipt and adherence to its 
terms in writing. Members of the Trust Board will be asked to re-confirm 
commitment to the Code on an annual basis thereafter. 
 

1. THE BOARD OF DIRECTORS 
 
It is a statutory requirement that all NHS Trusts and NHS Foundation Trusts 
are led by a Board of Directors1.  The constitution of NHS Trust Boards in 
terms of membership is laid out within the National Health Service Trusts 
(Membership and Procedure) Regulations 19902.  In accordance with the 
NHS Trust Establishment Order, the Board currently comprises the following 
voting board members: 
 
Non-Executive Directors  

• Non-Executive Chairman 
• 6 Non-Executive Directors  

 
Executive Directors (Chief Officers) 

• Chief Executive Officer 
• Chief Financial & Strategy Officer 
• Chief Medical Officer 
• Chief Nursing Officer 
• Chief Operating Officer  

 

1 http://www.opsi.gov.uk/acts/acts1990/ukpga_19900019_en_2#pt1-pb2-l1g5 
2 http://www.opsi.gov.uk/si/si1990/Uksi_19902024_en_2.htm 
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The following officers are also to be regarded as members of the Board by 
virtue of the significant management functions for which they are responsible; 
they do not however hold voting rights at Board meetings.  
 

• Chief Human Resources and Information Officer 
 

The Director of Corporate Affairs will be in attendance at all Board meetings 
as he or she fulfils the Trust Secretary function.  He or she will have no voting 
rights. 
 
1.1 Unitary Board  
Each voting Board member has equal voting rights, and the Board operates 
under the principle of a unitary Board, whereby no distinction is drawn 
between executive and non-executive Board members.  All Directors of the 
Board carry equal responsibility and corporate accountability for all of the 
decisions taken by the Board, and in line with unitary Board principles, should 
speak with one voice 
 
1.2 The Role of the Board of Directors 
The Board exists to govern the organisation and ensure that it is well 
managed; it is not the role of the Board to manage the Trust or to become 
involved in any activity that falls within the remit of management. 
 
Governance is a concept that is based upon principles rather than hard and 
fast rules, and it is the role of the Board to agree the parameters within which 
the Trust will be managed, leaving managers to manage within the confines of 
a clearly defined framework. 
 
The parameters that govern the management of the Trust are contained 
within the following documents: 
 

• Standing Orders 
• Standing Financial Instructions 
• Scheme of Delegation 

 
The above documents will be approved by the Trust Board and it is imperative 
that the Board members take ownership of them, understand their content, 
and ensure that the functions delegated to the Executive Directors or any 
Committee of the Board are appropriate.   
 
1.3 Duties of the Board of Directors 
The Board is responsible for:   
 
Leadership; setting the strategic 
direction 

setting the ‘agenda’ for the Trust for 
the short and long term and 
exercising control over it within the 
overall NHS Framework. 

Vision; defining and promoting  this includes articulating the vision to 
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staff, stakeholders and to the wider 
community and describing how the 
Trust will look when the vision is 
realised through the development of 
critical success factors. 

Values; defining and promoting Bringing values to life by leading by 
example and demonstrating that they 
are embedded at Board level through 
the way in which the Board operates 
and takes decisions. 

Oversight; approving and 
monitoring progress against 
organisational plans and targets 

Setting and agreeing targets and 
receiving regular reports on finance, 
quality and performance and requiring 
action where deviation occurs. 

Accountability; holding 
management to account 

For the delivery of the plans and 
targets that the Board has set. 

Sustainability; developing 
organisation capacity 

Ensuring that the Trust is fit for 
purpose for the future by appointing 
suitable executives to manage the 
Trust and by approving plans 
presented by management. 

 
1.4 The Role of the Chairman 
The Chairman of the Board is at the present time appointed by the NHS Trust 
Development Authority (TDA). 
 
He or she does not have executive powers but is pivotal to the success of the 
Trust in that he or she is perceived as its figurehead. The main responsibilities 
of the Chairman in relation to the Board of Directors are: 
 

• To provide leadership to it. 
• To ensure that the Board is effective in all aspects of its role and to set 

the agenda and; 
• To facilitate the effective contribution of all executive and non-executive 

directors and ensuring effective communication with patients, staff and 
other stakeholders. 

• Ensuring that all members of the Trust Board and those in regular 
attendance meet the requirements of the Fit and Proper Persons test, 
both upon appointment and on an on-going basis thereafter. 

 
The Chairman of the Trust Board will also chair the Council of Governors 
when the Trust becomes a Foundation Trust and is responsible for ensuring 
that the two entities work together effectively for the benefit of the population 
served.  He or she is also responsible for ensuring that each body receives 
accurate, timely and clear information. 
 
The Chairman is responsible for chairing all meetings of the Board and the 
Council of Governors when this is in place.  Specific provisions apply in the 
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event of his or her non-availability in the respective Standing Orders of each 
body. 
 
The role of the Chairman is defined in greater detail at Appendix 1. 

 
1.5 The Role of the Non-Executive Directors 
Non-Executive Directors (NEDs) are at the present time appointed via the 
NHS Trust Development Authority for the skills, experience and intellectual 
capacity that they bring to the Board; their primary function is to guide and 
direct.  When the Trust is licensed as a Foundation Trust, NEDs will be 
appointed by the Council of Governors3. 
 
NEDs are not employees of the Trust and are expected to execute their duties 
within a defined timescale.   It is not possible, nor is it necessary, for NEDs to 
have any level of understanding of operational issues.  This is distinctly 
advantageous in that their vision will not be clouded by operational matters, 
which means that they are able to bring creative distance and a different 
perspective to the Board. 
 
The NEDs hold a unique perspective of the Trust which is invaluable to the 
Board and to the Trust as a whole; it is therefore fundamental to the success 
of the Trust that this is preserved.  For this reason the executive team will not 
refer operational issues to the Board or Board committees for decision, nor 
submit papers that contain an unnecessary level of operational detail. NEDs 
will also seek to appropriately distance themselves from issues that are within 
the remit of the executive team.  
 
Whilst this may be counter intuitive and a difficult balance to strike, if Board 
members are confident that the key corporate governance documents as 
detailed in section 4, and the Board committee structure, are fit for purpose, 
this should provide an adequate level of assurance and negate the need for 
detailed discussion around issues that are not within the remit of the Board. 
 
NEDs should hold management to account by offering constructive and 
appropriate challenge, but in line with the unitary Board principles, NEDs 
should also provide support and guidance to the executive team. 
 
In line with the Foundation Trust chain of accountability, NEDs must be 
prepared both individually or as a collective to attend meetings of the Council 
of Governors when this body is in place to account for the performance of the 
board of directors. 

 
1.6 The Role of the Senior Independent Director 
Appointing one of the Non-Executive Directors as a Senior Independent 
Director (SID) is a requirement of the Foundation Trust Code of Governance.  
His or her role is to be available to members and governors in the event that 

3 NB: in accordance with statute the NEDs of the NHS Trust will be appointed as NEDs of the 
Foundation Trust for the remainder of their tenure unless they do not wish to be 
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they have concerns that cannot be resolved through the normal channels of 
the Chairman, Chief Executive Officer or Chief Finance & Strategy Officer or 
in the event that contact with these individuals would not be appropriate. 
 
The Trust has not appointed a SID at this stage but will do so as the journey 
towards Foundation Trust status progresses.   

 
1.7 The Role of the Chief Executive Officer 
The Chief Executive Officer (CEO) is the Accountable Officer in law.  He or 
she is accountable for leading the executive team and for ensuring that the 
Trust is managed in accordance with its values and objectives, and that the 
strategic objectives are achieved.  He or she will work with Board members to 
develop and promote these values and will ensure that effective working 
relationships are established between the Trust and its stakeholders. 
 
The CEO is responsible for understanding, assessing and managing strategic, 
reputational and operational risks, and in order to do so will evaluate present 
and future opportunities, threats and risks in the external environment and 
future strengths and weaknesses and risks to the Trust.   
 
The role of CEO is set out in further detail at Appendix 1. 

 
1.8 The Role of Executive Directors (Chief Officers) 
Chief Officers have a dual role to play within the Trust; namely as members of 
the most senior management team and also as members of a unitary Board.  
These roles are distinctly different and require the individual to be accountable 
for the functions delegated to them within their portfolios and to be corporately 
accountable for the Trust as a whole. 
 
This Code is however concerned with the role of the Chief Officer as a Board 
member, and their role in that respect is to hold one another to account in 
respect of the management functions for which they are responsible.  This is 
achieved through the provision of constructive and appropriate challenge at 
Board meetings in much the same way as is expected of the NEDs. 
 
Chief Officers are also expected to distance themselves from operational 
detail in their capacity as a Board member, and to maintain a corporate 
perspective whilst carrying out this function. 

 
1.9 The Role of the Director of Corporate Affairs 
The Director of Corporate Affairs fulfils the Trust Secretary function and is 
responsible for ensuring that the highest standards of corporate governance 
are observed at all times and to this end, he or she is responsible for ensuring 
that the key corporate governance documents highlighted in section 4 of this 
document are in place and regularly refreshed.  He or she is also responsible 
for ensuring that committees of the Board are properly constituted, that there 
is a good flow of information between these committees and the Board, and 
for ensuring that Board and Board Committee meetings are conducted in line 
with the Standing Orders. 
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The Director of Corporate Affairs also has responsibility for ensuring that 
papers submitted for consideration at the Board:  
 

• Are relevant for Board consideration 
• Contain the necessary information to enable an informed decision to be 

made but do not contain unnecessary or irrelevant information 
• Are presented in line with the standards set by the Board 

 
2. THE COUNCIL OF GOVERNORS 
The Trust does not yet have a Council of Governors in place as this is not a 
requirement for NHS Trusts.  In recognition of the Trust’s aspiration to 
become a Foundation Trust however, the duties of the Council of Governors 
have been included within this document along with a high level summary of 
how the Trust intends for the two bodies to work both together and distinctly. 
 
2.1 Statutory Duties  
The National Health Service Act 2006 and the Health and Social Care Act 
2012 impose the following statutory duties upon the Council of Governors: 
 

• Appointment and removal of the Chairman and Non-Executive 
Directors4 

• Holding the Non-Executive Directors individually and collectively to 
account for the performance of the Board of Directors   

• Determining remuneration, allowances and other terms and conditions 
of office of the Chair and Non-Executive Directors 

• Approving of the appointment of the Chief Executive Officer5 
• Holding the Non-Executive Directors to account individually and 

collectively for the performance of the Board of Directors 
• Representing the interests of the members of the corporation (the 

Trust) as a whole and the interests of the public 
• Approving proposals to acquire business or services at the value 

determined within the Constitution 
• Appointment and, if appropriate, removal of the Trust’s auditor 
• Approving any proposed increases in non-NHS income of 5% or more 

in any financial year and determining whether private patient work 
would significantly interfere with the Trust’s principal purpose 

• Approving any merger, acquisition, separation or dissolution proposals 
in line with the requirements of the Constitution. 

• Approving any changes to the Trust’s Constitution  
 

2.2 Role of the Council of Governors 
Although the Council must comply with these duties, its overriding purpose is 
to embody local accountability, acting as a ‘critical friend’ to the Board of 

4 Specific provisions apply to the appointment of the initial Chair and Non-Executive Directors 
in that there is the expectation that the Chair and Non-Executive Directors of the NHS Trust 
will be appointed to the Foundation Trust Board should they wish to be. 
5 As above 
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Directors and providing a formal inlet for the voice of the membership and the 
wider community to be heard. Governors are therefore responsible for feeding 
back information about the Trust, its vision and performance to the 
constituencies and for seeking the views of members. 
 
The Council should hold the Board to account for the performance of the Trust 
and should ensure that it does not breach the terms of its licence, but should 
acknowledge the overall responsibility of the Board of Directors for running 
the Trust.  Only in exceptional circumstances should the Council consider 
using its powers to block the decisions of the Board of Directors or otherwise 
obstruct the implementation of agreed strategies and plans 

 
2.3 Role of the Lead Governor 
The role of the lead governor is primarily to facilitate direct communication 
between Monitor and the Council of Governors in limited circumstances6 
where communication through the normal channels may not be appropriate. 
 
In the event that the Council resolves to make a referral to the Governors’ 
Panel that will be established by Monitor then the Lead Governor will make 
the referral and act as the point of contact thereafter. 

 
2.4 Role of Individual Governors 
The role of individual governors is to convey the views of the constituency 
they represent or in the case of partner governors, to represent the views of 
the organisation they represent. 
 
Governors are therefore responsible for communicating with members of their 
constituency, or the organisation for which they work (as appropriate) and for 
ensuring that they seek the views of members/their organisation as 
appropriate.  Governors will therefore be supported by the Trust to do this. 
 
Governors must undertake any training commensurate with the role that is 
provided to them by the Trust and may from time to time be invited to sit on 
short life groups or any committees of the Council that may be established. 
 

3. CORPORATE GOVERNANCE FRAMEWORK 
 
The Board has extensive responsibilities that could not be fully discharged 
within the confines of a monthly Board meeting, and it is therefore necessary 
to delegate functions and responsibilities to individuals or the formal 
committees of the Board that it constitutes. 
 
The Board must therefore define the responsibilities that it is willing to 
delegate and the parameters in which the Chief Officers can manage the 
Trust.  As referred to in section 4, these parameters are set out within the 
following documents: 
 

6 For example when there is a real risk of the Trust breaching the terms of its licence. 
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Document Purpose 
Standing Orders The standing orders are the formal terms of 

reference for the Board, which define the 
constitution of the Board, the responsibilities of 
Board directors and describe how Board meetings 
will be conducted. 

Standing Financial 
Instructions 

Sets out the financial limits within which each 
identified officer/committee will operate and the 
procedures for financial management, tendering 
and contracting. 

Scheme of Delegation Defines the decision/actions that the Board has 
delegated to individuals and to the sub-committees 
of the Board and those that are reserved for the 
Board itself. 

 
These documents are aimed at providing clarity around responsibilities, 
ensuring that decision making is devolved appropriately throughout the Trust 
and empowering managers to confidently make decisions. Approving a 
Scheme of Delegation is also recognition of the fact that the Board has no 
part to play in the day to day management of the Trust and must allow 
managers to manage. 
 
3.1 The Role of Board Committees  
Strong Board committees with clearly delegated powers are a key 
characteristic of high performing organisations, in that they provide a forum for 
additional debate that enables the provision of a greater level of assurance to 
the Board.  A formal committee of the Board is therefore a committee that is 
established by the Board, has delegated powers to carry out Board level work 
and reports to the Board on a range of agreed outputs, with outputs rather 
than activity being the main focus. 
 
The Board is at liberty to delegate any of its functions to any committee that it 
formally constitutes, but in so doing, it must be assured of the appropriateness 
of this delegation and the ability of the committee to undertake the function 
effectively.  
 
The role of Board committees is to:   

• Carry out Board level work on behalf of the Board and offer options for 
the Board to debate 

• Test the robustness of the Trust 
• Provide assurance to the Board around the responsibilities that are 

delegated to it via the terms of reference 
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3.1.1 Statutory Board Committees 
As an NHS Trust the Board is obliged in statute to establish the following as 
formal Board Committees: 

• Audit Committee 
• Remuneration Committee  
• Charitable Trustees Board (where appropriate) 

 
3.1.2 Non-Statutory Board Committees 
The Board has currently established the following committees to provide a 
source of additional assurance to the Board: 
 

• Quality Governance Committee (QGC) 
• Finance and Performance Committee (F&P) 

 
3.1.3 Principles for Establishing Non-Statutory Board Committees 
It must be recognised that there are resource implications attached to 
establishing and servicing Board committees in terms of the time commitment 
of committee members.  Whilst Board assurance is critical, attendance at 
committee meetings takes Chief Officers away from their roles and the 
preparation of papers is also time-consuming and resource intensive. For 
these reasons, it is prudent to establish a set of principles that will govern the 
establishment of any board committee that the Trust is not required to 
establish: 
 
Permanent, non-statutory board committees will only therefore be established 
when there is an identified need to delegate an area of Board level 
responsibility that cannot be delegated to an individual within their role, cannot 
be accommodated within the existing statutory committee structure and 
cannot be established on a task and finish basis. 
 
Board committees will: 
 

• Not deal with any operational or managerial issues. 
• Be subject to regular review around their usefulness and 

contribution to the work of the Trust Board 
• Be subject to terms of reference that must explicitly delegate 

and fully describe the responsibilities of the committee, the 
expected outcomes and the expectations around reporting to the 
Board. 

 
4. CODE OF CONDUCT 
Effective corporate governance is as reliant upon integrity, values and 
behaviours as it is on structures and processes and as such, all members of 
the Trust Board and those in attendance at Board meetings are expected to 
adhere to the following:  
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• The Nolan Principles 
• The Trust’s values 
• Duty of Candour 
• Fit and Proper Persons Test  
• False and Misleading Information 
• Standards of Business Conduct and Hospitality in the NHS 
• Expected Behaviours and Conduct 

 
4.1 Nolan Principles  

The Board is required to be open and transparent in its dealings given that the 
Trust is a public body, and through Board approval of this Code, members will 
individually and collectively resolve to adopt the Nolan Principles as set out in 
Lord Nolan’s Report ‘Standards in Public Life’. The principles are as follows 
and will be applied in the conduct of the Board’s business: 
 
Principle Definition 
Selflessness 
 

Holders of public office should take decisions solely in 
terms of the public interest. They should not do so in 
order to gain financial or other material benefits for 
themselves, their family, or their friends 

Integrity 
 

Holders of public office should not place themselves 
under any financial or other obligation to outside 
individuals or organisations that might influence them in 
the performance of their official duties. 

Objectivity In carrying out public business, including making public 
appointments, awarding contracts, or recommending 
individuals for rewards and benefits, holders of public 
office should make choices on merit 

Accountability 
 

Holders of public office are accountable for their 
decisions and actions to the public and must submit 
themselves to whatever scrutiny is appropriate to their 
office. 

Openness 
 

Holders of public office should be as open as possible 
about all the decisions and actions that they take. They 
should give reasons for their decisions and restrict 
information only when the wider public interest clearly 
demands 

Honesty 
 

Holders of public office have a duty to declare any 
private interests relating to their public duties and to 
take steps to resolve any conflicts arising in a way that 
protects the public interest. 

Leadership 
 

Holders of public office should promote and support 
these principles by leadership and example. 

 
4.2 Trust Values 

In line with responsibility for setting the culture of the organisation, Board 
members are expected to lead by example and display the Trust’s values in 
their execution of their duties and in the course of conducting Trust business.  
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These values have been developed in conjunction with staff and are set out 
below in short form; further detail is provided in appendix 2.  
 
Compassion Partnership 
Openness Improve 
Pride Learn 
 

4.3 Duty of Candour 
Compliance with the requirements of the duty of candour will be monitored by the 
Care Quality Commission (CQC), who through their assessment process will look 
at how the leadership of the organisation reflects the vision and values, 
encourages openness and transparency and promotes good quality care. The 
Trust Board must therefore foster and encourage a culture that is open and 
honest at all levels, which links to both the requirements of the Nolan Principles 
and the Trust’s own values.   

 
4.4 Fit and Proper Persons Test 

The Fit and Proper Persons test is a statutory requirement that was 
introduced in November 2014.  Although the CQC has a regulatory 
responsibility for monitoring compliance against the requirements, the 
Chairman is responsible for ensuring that every member of the Board of 
Directors and those in regular attendance meets these requirements upon 
appointment and on an on-going basis thereafter. 
 
In addition to the usual pre-employment checks that are carried out on all 
board members, and in the case of Non-Executive Directors, processes put in 
place by the Trust Development Authority (TDA), Board members are 
required to complete a declaration of compliance with the requirements upon 
appointment and on an annual basis thereafter.  The declaration also clearly 
states the on-going duty to bring promptly to the attention of the Chairman any 
change in circumstance which means that they can no longer comply. 
Compliance with the requirements is fundamental in terms of public 
confidence in the organisation and therefore forms part of this Code. 

 
4.5 False and Misleading Information  

It is a criminal offence under the Care Act 2014 for any director or senior 
individual to publish, supply or make available information that the Trust is 
under a statutory or regulatory obligation to publish or supply, which is false or 
misleading in a material respect. In keeping with the Trust’s values and the 
Nolan principles around honesty, transparency and openness, Board 
members will take all reasonable steps to ensure that all data that is published 
or supplied by the organisation is accurate.  
 
Although the Trust Board as a corporate body does not approve all statutory and 
regulatory returns as this would not be practical, in order to meet the legislative 
requirements Board members will, through the programme of internal audit and 
other governance activity, ensure that the systems and processes that are in 
place in relation to data capture, validation and reporting across the Trust are 
sufficiently robust and will ensure that action is taken where necessary. 
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4.6 Standards of Business Conduct and Hospitality  

The Board has approved a Business Conduct and Hospitality Policy which 
sets out the expected standards for the conduct of business and also the 
responsibility of individuals and the Trust in relation to the Bribery Act 2010.  
The Trust is required to put into place adequate preventative procedures for 
acts of bribery and corruption committed by persons associated with them, in 
the course of their work and can be subject to criminal sanctions for failure to 
do so. Further detail on what constitutes bribery and corruption and the 
legislative requirements are set out within the policy document. 
 
The policy applies to all Trust employees and to members of the Board.  In 
addition to complying with the anti-bribery and corruption requirements, 
members must also disclose to the Director of Corporate Affairs all interests 
that they have as per the stated definition of ‘interests’, both upon 
appointment and on an on-going basis thereafter.  Interests will be recorded 
within a register, which will be reported in public on a periodic basis.   
 
A separate register will be held in respect of gifts or hospitality received by 
Board members, which must be reported in accordance with the Policy. The 
register will be reported to the Trust Board on an annual basis. 
 

4.7 Expected Behaviours 
Members of the Board also commit to:  
 

1. Giving a personal commitment to signing up to this Statement of 
Responsibility and Code of Conduct in the knowledge that failure to 
adhere to it may result in action being taken as appropriate. 
 

2. Putting patient care at the heart of decision making and ensuring that 
decisions are made on a fully transparent basis and in the interests of 
patients, service users and the wider community. 
 

3. Leading the Trust with integrity and accountability; acting in the best 
interests of the Trust at all times and not acting in a manner that is 
detrimental to the interests of the organisation or to patient care. 
 

4. Knowing the purpose, vision, goals, strengths and needs of the Trust 
and actively contributing to discussion and decision making aimed at 
the furtherance of these.  
 

5. Increasing public engagement and being visible to staff. 
 

6. Ensuring that any information that is provided to them in confidence or 
is discussed confidentially, or is marked as confidential, is kept strictly 
confidential. If any member is found to have breached confidence then 
sanctions may follow as per the Trust’s Disciplinary Procedures. 
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7. Taking ownership by attending all Board, Board development and 
Committee meetings of which they are a member, for the duration of 
the meeting unless there are good reasons for not doing so.  
Attendance at Board and Board Committee meetings will form part of 
the annual appraisal process for Board members. 

 
8. Being familiar with the content of all papers and devoting their full 

attention for the duration of the meeting. In the event that any member 
is unable to attend a meeting then they should keep abreast of 
developments by reading the papers.   
 

9. Attending training commensurate with their roles to ensuring that 
individually and collectively they are able to execute their roles and 
responsibilities effectively. 
 

10. Remaining at all times polite, courteous and respectful during meetings 
and allowing other members to contribute and express their views. 
 

11. As a matter of courtesy, switching off all mobile phones and 
blackberries for the duration of the meeting unless there are 
extenuating circumstances (e.g. on-call or other urgent commitments) 
and the Chair has given prior permission to the contrary. 
 

12. Speaking with one voice and endeavouring to communicate its views to 
the Trust and wider public. 
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Appendix 1 
Responsibility of Chair  
 
Reports to the Board of Directors 
 
Other than the Chief Executive, no executive 
reports to the chair 
 
The effective running of the Board of 
Directors and Council of Governors 
 
Ensuring that the Board of Directors as a 
whole pays a full part in the development and 
determination of the Trust’s strategy and 
overall objectives 
 
The guardian of the Board of Directors’ 
decision making processes. 
 
General Leadership of the Board of Directors 
and the Council of Governors 
 
Ensuring that the Board of Directors and 
Council of Governors work together 
effectively 
 
Running the Board of Directors and setting 
its agenda 
 
Ensuring that Board of Directors and Council 
of Governors agendas take full account of 
the important issues facing the Foundation 
Trust 
 
Ensuring that the Board of Directors and 
Council of Governors receive accurate, 
timely and clear information 
 
Ensuring compliance with the Board of 
Director’s approved procedures 
 
Arranging informal meetings of the directors, 
to ensure that sufficient time and 
consideration are given to complex, 
contentious or sensitive issues 
 
Proposing a schedule of matters reserved to 
the Board of Directors, terms of reference for 
each Board of Directors Committee and other 
Board policies and procedures 
 
Facilitating the effective contribution of all 
members of the Board of Directors and the 

 
Responsibility of Chief Executive 
 
Reports to the Chair and to the Board of 
Directors directly 

 
All members of the management structure 
report either directly or indirectly to the 
CEO 

 
Running the Trust’s business 

 
Responsible for proposing and developing 
the Trust’s strategy and overall objectives 

 
Implementing the decisions of the Board of 
Directors and its committees 

 
Provision of information and support to the 
Board of Directors and Council of 
Governors and ensuring that Board of 
Directors’ decisions are implemented 

 
Facilitating and supporting effective joint 
working between the Board of Directors 
and Council of Governors 

 
Providing input to the Board of Director’s 
agenda from themselves and other 
members of the executive team 

 
Ensuring the Chair is aware of the 
important issues facing the  Trust and 
proposing agendas which reflect these 

 
Ensuring that the Executive Team provide 
reports to the Board of Directors which 
contain accurate, timely and clear 
information 

 
Ensuring that he or she and the Executive 
Team comply with the Board of Directors’ 
approved procedures 
 
Ensuring that the Chairman is alerted to 
forthcoming complex, contentious or 
sensitive issues affecting the  Trust 
 
Providing input on appropriate changes to 
the schedule of matters reserved to the 
Board of Directors and Committee Terms 
of Reference 
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Council of Governors to ensure that 
constructive relations exist between 
executive and non-executive members of the 
Board of Directors and elected and appointed 
members of the Council of Governors and 
between the Board of Directors and the 
Council of Governors 
 
Chairing the Remuneration Committee and 
initiating change and succession planning in 
relation to the Board of Directors and the 
appointment of effective and suitable 
members and Chairs of Board of Directors 
Committees 
 
Ensuring that there is effective 
communication by the Trust with patients, 
members, clients, staff and other 
stakeholders 

 
Taking the lead in providing a properly 
constructed induction programme for new 
Directors 
 
Taking the lead in identifying and seeking to 
continually update the skills and knowledge 
and meet the on-going development needs 
both of individual Directors and of the Board 
of Directors as a whole 
 
Ensure that members of the Council of 
Governors have the skills, knowledge and 
familiarity with the Trust to fulfil their role 
 
Ensuring that the performance of the Boards 
of Directors and Council of Governors as a 
whole, their committees, and individual 
members of both are periodically assessed 
 
Promoting the highest standards of integrity, 
probity and corporate governance throughout 
the organisation and particularly at Board of 
Directors level 
 
Ensuring good information from and between 
the Board of Directors, committees, Council 
of Governors and members of both and 
between senior management and non-
executive directors, members of the Council 
of Governors and senior management 

Supporting the Chairman in his or her tasks 
of facilitating effective contributions and 
sustaining constructive relations between 
executive and non-executive members of 
the Board of Directors, elected and 
appointed members of the Council of 
Governors and between the Board of 
Directors and the Council of Governors 

 
Providing information and advice on 
succession planning, to the Chairman, the 
Remuneration Committee and other 
members of the Board of Directors, 
particularly in respect of Executive 
Directors 

 
Leading the communication programme 
with members and stakeholders 

 
Contributing to induction programmes for 
new directors and ensuring that appropriate 
management time is made available for the 
process 

 
Ensuring that the development needs of 
the executive directors and other senior 
management reporting to him/her are 
identified and met 

 
Ensuring the provision of appropriate 
development, training and information 

 
Ensuring that performance reviews are 
carried out at least once a year for each of 
the executive directors.  Providing input to 
the wider Board of Directors’ and Council of 
Governors’ evaluation process 

 
Promoting and conducting the affairs of the  
Trust with the highest standards of 
integrity, probity and corporate governance 

 
Provision of effective information and 
communication systems 
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Agenda Item 16 Enclosure 12 
 

PUBLIC TRUST BOARD PAPER  
 

Title Report of January Private Trust Board Meeting 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible  Andy Meehan, Chairman  
Date  25 February 2015 
 
1. Purpose  
 
To report in public the substantive business that was transacted in the section of the 
January 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 substantive items were discussed and/or approved at the January private 
session of the Trust Board: 
 

• Patient Story 
• Establishing a New Charity  and Appointment of Trustees 

 
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 March Trust board detailing the business 
transacted in the February Trust Board.  Reporting in this way ensures that we are 
fulfilling our obligations around transparency and openness. 
 
6. Responsibility 
 
Andrew Meehan, Chairman 
Rebecca Southall, Director of Corporate Affairs 
 
7. Recommendations 
 
The Trust Board is asked to NOTE the report.   
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INTERIM COMMITTEE REPORT TO BOARD 
Purpose: This report has two purposes; firstly to ASSURE  the Board that the committees that it has formally 
constituted are meeting in accordance with their terms of reference and secondly to ADVISE Board Members 
of the business transacted at the most recent meeting and to INVITE questions from non-committee members 
thereon. The Board is asked to note the business discussed at the meeting and to raise any questions in 
relation to the same. 
Committee Name: Quality Governance Committee    
Committee Meeting Date: 18th January 2016 
Quoracy: Yes 
Apologies: Meghana Pandit & Peter Winstanley 
Chair: Ed Macalister-Smith 
1. Minutes; the minutes of the December 2015 meeting were approved as an accurate record. 
2. Delayed Transfers of Care (DTOC): the Committee received a detailed report setting out the risks 

associated with the DTOC position and the mitigation that is in place.  This included an update on the 
ECIP work across the Local Health Economy and the actions that are in place as a result to improve 
pathways across partner organisations. 

3. Pressure Ulcers; the Committee noted that a further pressure ulcer had been reported and the Chief 
Nursing Officer gave assurance that a root cause analysis was underway and that lessons learned would 
be identified and actions put into place to prevent recurrence. 

4. Safeguarding Children & Vulnerable Adults; the Committee received a well written and positive report 
demonstrating the increasing volume of work that was being undertaken by the team and were pleased to 
note that additional staff were being recruited to accommodate this.  Also noted requirements around 
PREVENT training and the significant burden this imposed on a very large organisation such as UHCW. 

5. Cervical Screening Report; the report was very positive and it was noted that KPIs are being met and 
that turnaround times for Coventry & Warwickshire were amongst the best in the West Midlands. 

6. Maternity Dashboard Annual Report; the number of births at UHCW continues to rise with a number of 
expectant mothers either booking or self-referring from outside of the immediate catchment area.  This 
was felt to be due at least in part to the reputation of the Lucina Birthing Centre. The number of women 
with complex needs is rising. UHCW continues to be rated green for caesarean section rates. 

7. Risk – Defibrillators; the Committee was advised of an on-going problem with defibrillators and were 
given assurance that whilst the new models were awaited, together with the associated training, first 
responder units were in use across the Trust. 

8. Getting the Basics Right/CQC; the post-inspection programme continues to run.  QGC noted that six of 
the must-do actions in the CQC Action Plan were reported outstanding, two closed since the report issued. 

 
 


	Enc 0 - Public Trust Board Agenda FINAL
	Enc 1 - PUBLIC MINUTES January 2016
	Enc 2 - Action Matrix Public February 2016
	Enc 3 - Chairman Board Report (Public) February 2016
	Enc 4 - CEO Board Report (Public)February 2016
	Enc 5 - Trust Board Header Integrated Performance Report M10
	1. Purpose

	Enc 5.1 - IPR M10
	Integrated Quality, Performance and Finance  Reporting Framework��Reporting period: Month 10 – January 2016
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Workforce Information | Headlines January 
	Slide Number 14
	Slide Number 15
	Cancer Information | December Headlines
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21

	Enc 6 - Analysis Following Black Alert Escalation UHCW 110216 v4 FINAL - Trust Board 25 02 16
	1. Purpose and Background

	Enc 7 - TDA Oversight Header Feb 16
	1. Purpose

	Enc 8 - Medical Revalidation Report - February 2016
	1. Purpose

	Enc 9 - Patient Story Feb 2016 PUBLIC
	1. Purpose

	Enc 9.1 - A Volunteer's Tale story Feb 2016
	Enc 10 - significant incident report Header Board Paper Template Public UCHW February 2016
	1. Purpose

	Enc 10.1 - SI Report to Trust Board February 2016 2
	Enc 11 - Code of Conduct Header
	1. Purpose

	Enc 11.1 - CODE OF CONDUCT FEB 2016
	Enc 12 - Private Trust Board Report for January 2016 (approved)
	1. Purpose

	Enc 13 - QGC Report Jan16 with EMS edits

