
 
PUBLIC TRUST BOARD MEETING TO BE HELD AT ON THURSDAY 

28 APRIL 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 31 March 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.  World Class Colleague Award 

Chairman/Chief Executive Officer 
For Noting Verbal 10 

7.  Chairman’s Report 
Chairman 

For Assurance Enclosure 3 5 

8.  Chief Executive’s Report 
Chief Executive Officer 

For Assurance Enclosure 4 5 

Patient Experience 
 No reports    

Performance  
9.  Integrated Quality, Performance 

and Finance Monthly Report 
Chief Workforce & Information Officer 

For Approval Enclosure 5 10 

Patient Quality and Safety   
10.  National Maternity Review Report 

Chief Nursing Officer/ 
Chief Medical and Quality Officer 

For Assurance Enclosure 6 10 

11.  Patient Experience Quarterly 
Report 
Chief Medical and Quality Officer 

For Assurance Enclosure 7 10 

12.  Corporate Risk Register Report 
Chief Medical and Quality Officer 

For Assurance Enclosure 8 10 

13.  Mortality (SHMI and HSMR) 6-
monthly Update 
Chief Medical and Quality Officer 

For Assurance Enclosure 9 10 

14.  Infection Prevention and Control 
Quarterly Report 
Chief Nursing Officer 

For Assurance Enclosure 10 10 
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ITEM TITLE BOARD ACTION PAPER TIME 

15.  Safeguarding Vulnerable Adults 
and Children Report 
Chief Nursing Officer 

For Assurance Enclosure 11 10 

Strategy   
16.  Corporate Annual Plan 2016/17 

(including Financial Plan, Operating 
Plans and Corporate Objectives) 
Chief Finance and Strategy Officer 

For Approval Enclosure 12 10 

17.  Together Towards World Class 
(TTWC) Programme Update 
Chief Workforce & Information Officer 

For Assurance Enclosure 13 10 

18.  NHS Staff Survey Results Bi-Annual 
Update 
Chief Workforce & Information Officer 

For Assurance Enclosure 14 10 

Research and Innovation   
 No reports    

Regulatory, Compliance and Corporate Governance   
19.  Review of SOs, SFIs and the 

Scheme of Reservation and 
Delegation 
Chief Finance & Strategy Officer  

For Approval Enclosure 15 5 

20.  Audit Committee Annual Report 
2015/16 
Chair of Audit Committee 

For Assurance Enclosure 16 5 

21.  CQC Action Plan 
Chief Medical and Quality Officer 

For 
Endorsement 

Enclosure 17 5 

22.  Matters delegated to Board 
Committees 
Chairman 

For Assurance Verbal 5 

Feedback from Key Meetings   
23.  Finance and Performance 

Committee Meeting Monthly Report 
of 20th April 2016 
Chair, Finance & Performance  
Committee 

For Assurance Enclosure 18 5 

24.  Quality Governance Committee 
Monthly Report of 18th April 2016 
Chair, Quality Governance Committee 

For Assurance Enclosure 19 5 

25.  Audit Committee Monthly Report of 
11th April 2016 
Chair, Audit Committee 

For Assurance Enclosure 20 5 

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

The next meeting of the Trust Board will take place on Thursday 26 May 2016 at 

TB Public Agenda 28.4.16 



 
ITEM TITLE BOARD ACTION PAPER TIME 

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 31 MARCH 2016 AT 10.00 AM IN ROOM 10009/11 OF THE  
CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY  

 
AGENDA 
ITEM 

DISCUSSION ACTION 

   
HTB 
16/050 

PRESENT 
 

 

 Mrs B Beal, Non-Executive Director (BB) 
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 K Beadling, Head of Communications (KB) 
Mrs S Brennan, Patient Experience Manager (SB) – HTB/16/057 
Dr C Ingram, Consultant Anaesthetist (CI) – HTB/16/057 
Ms H Matharu, Head of Information Governance (HM) – HTB/16/064 
Dr S Sankar, Associate Medical Director for Education (SS) – HTB/16/061 
Dr C Turner, Consultant in Emergency Medicine (CT) – HTB/16/057 
Mrs R Southall, Director of Corporate Affairs (RS) 
Mrs P Young, Corporate Secretary (PY) – note taker 

 
HTB 
16/051 

APOLOGIES FOR ABSENCE  

 Mr I Buckley, Vice Chair (IB) 
Professor P Winstanley, Non-Executive Director (PW) 

 

   
HTB 
16/052 

CONFIRMATION OF QUORACY  

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

 

HTB 
16/053 

DECLARATIONS OF INTEREST  

 There were no conflicts of interest declared.  
   
HTB 
16/054 

MINUTES OF TRUST BOARD MEETING HELD ON 25 FEBRUARY 2016  

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

 

HTB 
16/055 

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

   
HTB 
16/056 

MATTERS ARISING  

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

 
 

HTB 
16/057 

PATIENT STORY – HELLO MY NAME IS CAMPAIGN  

 The Trust Board welcomed CI, CT and SB to the meeting to present the report 
and promotional video that supports the ‘Hello My Name Is’ campaign. 
 
CI explained that the international #hellomynameis campaign created by Dr Kate 
Grainger MBE is a campaign to improve communication between NHS staff and 
patients, and their relatives starting with one simple step of introducing 
themselves. The Trust launched the campaign as part of the Patient Experience 
Week (25th February – 2nd March 2016), during which over 700 staff signed up to 
the campaign. In addition, the campaign received widespread coverage on social 
and local media. 
 
CI proceeded to play the promotional video, which depicts the work that the Trust 
has undertaken in support of the campaign. The video has been shared at a 
Grand Round and the intention is to share with all new starters to the Trust at 
Induction, as a vehicle to embed the organisations values and share its vision of 
becoming a national and international leader in healthcare. 
 
CT provided an overview of an issue raised by staff in relation to the compassion 
afforded to an elderly patient attending UHCW.  This demonstrated how staff 
interaction impacts on the patient experience. As a result of this, and with the 
engagement of members of ancillary staff who embraced the opportunity to be the 
driver for change, an ethos of ‘meet-greet-treat’ to improve communication and 
interaction had been developed, and had fundamentally ensured that the patient 
receives the highest standard of care and experience. 
 
MP praised the work of staff and the spirit in which they embraced the need for 
change to ensure that the patient is at the heart of everything. AH concurred and 
thanked all staff for the excellent work undertaken to improve the patient 
experience and provide the highest standards of excellence and professionalism. 
BB echoed this but expressed regret that the work had been necessary as all staff 
should be expected to introduce themselves to patients.  She observed that the 
Maternity Unit had launched a similar successful campaign several years earlier 
and queried whether they were involved in the launch of the current campaign; 
MP confirmed this to be the case. BS acknowledged the work undertaken and 
queried how this would be rolled-out to the wider organisation. SB advised that a 
‘Hello My Name Is’ Working Group has been established, which will provide the 
vehicle to share the learning with staff. MP added that the patient experience 
stream of TTWC and Human Factor Training will help to maintain the pace and 
direction of embedding this fundamental piece of work. 
 
EMS praised the work undertaken but cautioned that measuring the roll-out of a 
campaign should not be required and that the Trust should insist that all staff 
embody the Trust’s values and behaviours as standard practice.  
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The Trust Board NOTED the ‘Hello My Name Is Campaign’ as part of the Patient 
Experience Programme. 
 

HTB 
16/058 

CHAIRMAN’S REPORT  

 The Chairman presented the report summarising the commitments he had 
attended since the previous Trust Board meeting.  
 
There were no were no questions raised by other Trust Board members.  
 
The Trust Board RECEIVED ASSURANCE from the Chairman’s report. 
 

 

HTB 
16/059 

CHIEF EXECUTIVE OFFICER’S REPORT  

 AH presented the report detailing the key meetings and events that he had 
attended since the previous Trust Board meeting, and highlighted key policy 
issues and publications. 
 
AH reported that the planning footprints have now been released by NHS England 
(NHSE) and confirmed that a Coventry and Warwickshire footprint had been 
agreed.  He also confirmed that conversations have already started with partners 
in the Local Health Economy (LHE) and added that the inaugural meeting of the 
Sustainability and Transformation Plan (STP) Board for Coventry and 
Warwickshire was held on 14th March 2016. 
 
AH proceeded to provide an update on progress with the development 
programme that the Trust has embarked on with the Virginia Mason Institute 
(VMI). He advised that the Trust is to hold a two day event in May with the Top 
100 Leaders to engage in developing a leadership compact (contract). 
 
DP observed the monthly VMI Trust Guiding Board (TGB) and Trust Guiding 
Team (TGT) Meetings taking place and queried how UHCW compares in terms of 
progress and engagement with the other four organisations involved in the 
programme.  AH advised that the programme is deliberately managed at a 
specific pace and through a highly disciplined process. He acknowledged that 
there will be an element of competition between the five organisations and at 
present, UHCW are considered to have made good progress in comparison to 
some of the other organisations. However, he observed that this is a five year 
programme and progress throughout that period for each of the organisations will 
vary.   
 
AH noted that he had attended an event held on 11th March 2016, whereby the 
TGT for each of the acute trusts had opportunity to meet with Gary Kaplan, Chair 
and Chief Executive Officer of VMI.  Furthermore, the TGTs from each Trust will 
meet in June, as an opportunity to continue to share progress and learning, with a 
further event to be held in October providing another opportunity to meet with 
Gary Kaplan. He added that increasingly, networks of Chief Medical Officers, 
Chief Workforce Officers, Chief Nursing Officers and Communications Leads 
underpinning the Trust Guiding Teams are forming. 
 
AH observed the importance of staff engagement in the VMI programme and 
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emphasised that the output of the first value stream was the cessation of partial 
booking appointments in Ophthalmology, which had a positive impact on staff.  He 
added that the ‘report out’ wall depicting the objectives of the work with VMI, 
project roll out, progress and sustainability will be visible in the main entrance to 
the hospital. As the main thoroughfare, this will provide optimum exposure to staff, 
visitors and patients. 
 
AH added that the TDA are very supportive of the Trust’s engagement in this 
programme and are undertaking a large academic piece of work to look at the 
programme as a whole in collaboration with the Kings Fund and the University of 
Warwick. 
 
The Trust Board RECEIVED ASSURANCE from the Chief Executive’s report. 

   
HTB 
16/060 

INTEGRATED QUALITY, PERFORMANCE AND FINANCE REPORT (IQPFR)  

 KM introduced the report and drew attention to areas of underperformance on 
page eight of the report and observed the impact of the Industrial Action on 
activity.  This is alongside a spike in attendances to A&E. 
 
KM drew attention to the national staff survey results on page 10 of the report, 
which forms part of the Trust’s rating with the Care Quality Commission (CQC) 
and delighted in sharing that the Trust has seen improvement in almost all areas.  
Staff recommended the Trust as a place to work or be treated and praised the 
training and support received. She added that of the University Trusts within the 
Association of UK University Hospitals (AUKUH), UHCW ranked ninth amongst 
the group. She further added that the results stand the Trust in good stead as it 
continues on its journey with VMI in terms of staff engagement. 
 
DE proceeded to provide an overview of performance, observing that the 
Emergency Department (ED) continues to be a challenge. He advised that activity 
during the Easter break had also presented a challenge but assured that the Trust 
was recovering its position as of today. Performance against the A&E 4-hour wait 
standard during quarter four was reported as 84.5%. He acknowledged that this 
was some distance from the 95% standard but slightly higher than the previous 
year’s quarter-four performance and added that UHCW was middle-ranking 
nationally.   
 
In terms of referral to treatment (RTT) performance, DE advised that despite all 
endeavours the Trust failed to meet the 92% threshold. The un-validated data 
suggests that the Trust achieved 89.4% and once validated it is hoped that the 
position will reach above the 90% threshold.  He gave assurance that the size of 
the backlog had decreased and work continues to further reduce this.  The plan is 
to sustain performance through the summer and maintain the position throughout 
the winter period; however, this is much dependent upon the support of partners 
within the LHE. The Trust’s trajectory for 2016/17 is to fail the 92% RTT standard 
in the first three months to allow the backlog to be eradicated, with a view to 
achieving the target sustainably thereafter.   
 
The Trust is expected to achieve the cancer 62-day pathway standard for the 
month of March. He advised that the Trust is building an expected period of failure 
into the early months of 2016/17, in order to clear the backlog but is expected to 
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achieve an aggregated 85% standard in 2016/17. 
 
DP queried the impact of delayed transfers of care (DTOC) on performance and 
whether the 2% increase in council tax to invest in social care has been modelled. 
DE responded that on any given day, approximately 110-120 patients are 
considered not to require a bed and of that figure approximately 90 patients would 
meet the criteria for DTOC. He added that there are no plans from the Local 
Authority to increase capacity in the coming financial year although the STP will 
provide the opportunity to work differently and to develop a different set of 
solutions than is currently available. However, he assured that it has been agreed 
with partners within the LHE that no patient should remain in hospital for more 
than 24 hours, once the patient has been clinically assessed as fit for discharge.   
 
BS queried the learning and impact from the ‘Perfect Week’ initiatives; DE advised 
that the impact becomes ever more diluted as the initiatives become normalised. 
Despite this, there has been some valuable learning and changes in working 
practices to enhance patient care and experience, including improvements to in-
patient dispensary and more timely transfer of patients out of recovery.   
 
EMS observed that only 26% of theatre lists were commenced within 15 minutes 
of the planned start time for neurosciences and renal respectively. DE advised 
that there are occasions where surgery does not commence at the scheduled time 
for legitimate reasons although he acknowledged that there are other occasions 
where delay could be avoidable. He assured that Chief Officers were in 
possession of the information necessary to target discussion at the monthly and 
quarterly performance review meetings.   
 
In response to a query from EMS regarding RTT performance; DE assured that 
the Director of Operations holds weekly meetings with the Groups to drive the 
pace and grip on RTT performance. BB advised that there was a helpful and 
insightful discussion held at the Finance and Performance Committee of the 
previous week and that Non-Executive Directors had received assurance from 
Chief Officers in this regard. 
 
EMS queried the Trust’s performance in regard to the timely response to 
complaints. MP advised that further information in this regard will be available 
within the Quarterly Patient Experience Report, which is due to be presented to 
the Board in April, but assured that the Trust is endeavouring to maintain the 
standard of responding to complaints within 25 working days. 
 
DM proceeded to provide an update on the financial position.  He advised that the 
Trust is forecasting an outturn of £0.5m above plan. In terms of income position, 
he confirmed that agreements with Commissioners and Specialised 
Commissioning have been reached and there was little risk to the income position 
for 2015/16.  He advised that there is expected to be a small amount of variation 
in March due to the level of elective work undertaken. DM observed that the 
Trust’s financial position was in line with the plan and whilst this was an 
achievement given the financial climate, he emphasised that the Trust was still in 
deficit and had not met the statutory duty to break even.  DM also reminded the 
Trust Board that the £17.2m in transformation funding available in 2016/17 was 
contingent on meeting operational performance targets and delivering a £1.1m 
surplus.   
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DP observed that the value of stock on the balance sheet for the previous year 
remained high compared to turnover and queried whether any action had been 
taken to release cash.  DM advised that he would be happy to undertake analysis 
and to provide further detail at the next Finance and Performance Committee in 
April. 
 
In response to a query from the Chairman regarding the monitoring of agency cap 
compliance; KM confirmed that an enormous amount of work is on-going in terms 
of bringing staff into the temporary staffing function and only using framework 
agencies that are within the capped rates. She acknowledged that the Trust was 
not in the position that it wanted to be, but emphasised the scale of focus that has 
been applied to revolutionising the use of agency nursing and the positive impact 
this has yielded. However, the focus will now shift to medical locums and allied 
healthcare professionals, and plans are being put in place to tighten up 
governance and ensure that the systems and processes are more robust. 
 
In response to a query from BB, KM acknowledged that the management of long-
term sickness absence had not been as robust as it should be. However, 
performance is moving in the right direction.  Whilst KM highlighted that this was 
the lowest that it had been in months, it remains above the national target. KM 
went on to say that the review of the Managing Attendance Policy should see 
further improvement and advised that the Workforce Department have invested 
time in supporting ISS with increasing sickness absence issues. 
 
KM drew attention to headcount reporting on page 15 of the report and advised 
that the Trust has amended the way in which it reports staff in post; the  
headcount figure no longer includes bank only staff, who do not have contracted 
hours. 
 
The Chairman observed that the capped rates graph on page 15 suggested that a 
large proportion of the percentage of shifts booked for registered nurses and 
medical locums were above capped rates. KM acknowledged this and advised 
that previously performance against capped rates was better; however, on 1st 
February 2016, the capped rate was further amended, which has resulted in the 
increase.   
 
BB queried whether the same robust authorisation and processes were in place 
for medical locums, as is for nursing posts. KM confirmed that the processes are 
currently different but work is underway to ensure parity for all bookings, 
regardless of discipline and to ensure that all are progressed through the 
temporary staffing function. She assured that discussions have taken place with 
Groups to ensure that sign-off is taking place at senior level. 
 
Referring to the Industrial Action scheduled for early and late April, which more 
latterly will include the full withdrawal of labour (including emergency care) DP 
queried whether the impact had been modelled and whether contingency plans 
are in place. DE advised that existing contingency plans are expected to ensure 
continuity of service provision for the Industrial Action planned next week. From 
the perspective of emergency services, the Trust expects to be able to provide the 
same level of service as it currently does but there will however undoubtedly be 
an impact on elective inpatient and outpatient activity during the period. MP added 
that Chief Officers have confidence in a very capable group of deputies to execute 
robust contingency plans. 

 
 
 
DM 
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In response to a query from BS regarding the management of short-term sickness 
absence; KM assured that there has been sufficient emphasis internally to 
improve the management of short-term sickness and the impact will be felt over 
coming months.  The Trust is working with staff-side colleagues to improve the 
Managing Attendance Policy and a series of workshops to refresh staff 
understanding are being arranged. 
 
The Trust Board RECEIVED ASSURANCE from the IQPFR for February 2016 
and NOTED the actions being taken. 
 
 

HTB 
16/061 

MEDICAL EDUCATION REPORT  

 MP welcomed SS to the meeting to present the quarterly medical education report 
to the Trust Board. 
 
SS advised that UHCW was one of the UK’s largest and busiest NHS University 
Teaching Trusts, and the strong partnership between the Trust and Warwickshire 
Medical School (WMS) facilitates combined excellence in teaching and research 
with high quality medical education.  
 
SS provided an overview of the governance of medical education at UHCW, 
which has been commended by Health Education West Midlands (HEWM). 
 
Due to a restriction in central Government funding, there was a rebalancing of the 
education budget, which has resulted in a considerable drop in funding for 
medical education in the past two years.  This is likely to continue into the 2016-
2017, with a further predicted drop of £800,000 in undergraduate income. In terms 
of postgraduate income, HEWM now pays only 50% of trainees’ basic salaries 
and no ‘on call’; with a requirement for the Trust to fund the remainder.  Education 
income now explicitly follows the learner, and learners may only be assigned if 
teaching and training is at least satisfactory.  While income has dropped, the 
standards to be achieved for both undergraduate and postgraduate training are 
becoming more explicit and demanding.  Thus, the Trust is operating in a much 
tougher climate and is at risk of losing income if it does not meet the required 
standards; this presents a significant challenge to the Medical Education Team 
but also presents opportunities to work more efficiently.  
 
From July 2016 all Teaching Leads & Supervisors are required to have attained 
Full GMC Trainer Accreditation, in order to be allowed to provide educational 
supervision to trainees and students.  The aim is that all trainers will be carefully 
selected, trained and supported by the Trust. Over the past two years, good 
progress has been made against initial requirements for provisional registration by 
running a large number of tailored ‘in house’ courses, but full accreditation 
requires each trainer to maintain individual professional development in this area.  
Increased emphasis on educational activity will be focus at appraisal and 
revalidation, in order to support this.  The Trust is currently on target to achieve 
this demanding standard. 
 
There have been four Health Education England visits (HEE) to inspect 
postgraduate training since September 2015 (Paediatrics, Acute Medicine and 
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Geriatrics at UHCW, Geriatrics at Rugby St Cross and Obstetrics and 
Gynaecology) with a further two due in the next four months (a revisit to Geriatrics 
at Rugby St Cross in May and a revisit to Acute Medicine in July).  Geriatrics at 
Rugby and Obstetrics and Gynaecology were ‘level 3’ visits, whilst Acute 
Medicine was a Level 4.  Following the visit in March to Obstetrics & Gynaecology 
this specialty has now been graded back to standard visits.  This is in recognition 
of the substantial progress made by this specialty but the inspection team 
recognised that the service still has significant operational challenges to address.  
The operational issues in Acute Medicine, mainly linked to the high workload, are 
proving very challenging to solve but the Trust has responded and continues to 
work on the issues and is seen by HEWM as being supportive of Education and 
Training.  The problems identified with the Geriatric specialty at Rugby have been 
addressed and it is hoped that the follow up visit in May will confirm this.  The 
Paediatrics specialty was very favourably reviewed. 
 
In response to a query by the Chairman regarding the triggers for HEE inspection 
visits, MP advised that HEE report on quality and safety issues and any other 
issues raised by Junior Doctors, which can often include issues that are not within 
the control of the Trust. She added that the Trust has made significant inroads in 
three of the four aforementioned specialties but acknowledged that Acute 
Medicine remains a cause for concern. SS added that Non-Executive support and 
oversight of education by the Trust Board is very helpful, and favourably viewed 
by the General Medical Council (GMC) and HEEWM.   The Non-Executive Board 
member with the lead for Medical Education has set up a series of regular 
meetings with medical students and trainees, in order to get a better 
understanding of the issues that confront them. This additional connection 
between the Board and the shop floor helps to illustrate the Trust’s genuine 
commitment to education.  
 
SS updated the Trust Board of recent appointments made including; Dr Marius 
Holmes who has taken on full responsibility for all Clinical Tutor related tasks and 
is working closely with the Acute Medicine Team and the Geriatrics Team to help 
revert inspection level statuses to standard inspections.  Dr Pijush Ray has 
relinquished his role as Deputy Clinical Tutor managing Foundation Year 1 
doctors training and has been appointed as the Trust Lead for Undergraduate 
Medical Education, commencing in February 2016.   
 
The Surgical Training Centre continues its exponential growth in scope and 
reputation, nationally and internationally.  The team have won several prestigious 
awards and, are tireless in accepting new challenges and opportunities.   This is 
now a substantially self-funding enterprise; however, it has reached a stage where 
it has optimised its current facilities and options for expansion are being explored.  
 
The Clinical Skills and Simulation Centre provides well-equipped facilities, with Hi-
Fidelity simulation particularly suited to teaching on acute medical and surgical 
emergencies, non-technical skills under stress applicable to all clinical disciplines, 
often as specialty multi-professional teams.  
 
SS cautioned that the continued enhanced level of monitoring in Acute Medicine 
presents risk to the Trust in terms of the potential to lose further trainees from 
Acute Medicine, unless HEE see significant improvements in the issues they have 
highlighted as areas of concern. 
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AH advised that discussions with Professor Russell Smith, Postgraduate Dean for 
the West Midlands indicates that there are signs of improvement and the level of 
concern is not that which was previously raised by the GMC. 
 
BS applauded the work undertaken to improve the level of commitment with 
Junior Doctors and proactively taking steps to seek feedback to make any 
necessary changes. 
 
EMS observed that there had been healthy discussion held at the Quality 
Governance Committee in March, which provided the Committee with a significant 
amount of assurance.  
 
The Trust Board NOTED the on-going work in respect of undergraduate and 
postgraduate training and education and RECEIVED an update in respect of 
HEEWM visits. 
 

HTB 
16/062 

BOARD ASSURANCE FRAMEWORK  

 MP presented the Board Assurance Framework for 2016/17 for approval along 
with the proposed treatment of the Board Assurance Framework (BAF) risks from 
2015/16.  MP paid thanks to RS for the work that she had undertaken.   
 
MP reminded members that the Annual Corporate Objectives for 2016/17, which 
supported the delivery of the longer term strategic objectives, had been approved 
at the February Trust Board meeting and the risks to the achievement of these 
had been mapped by the Chief Officers as a starting point to the development of 
the BAF for 2016/17.  The draft BAF was discussed at the Risk Committee on 2nd 
March 2016 and was subsequently presented to the Board Seminar on 3rd March 
2016, to provide an opportunity for the Trust Board as a collective to input into its 
development.  MP noted that there was one residual risk from 2015/16 that was 
proposed to remain on the BAF for 2016/17. 
 
MP advised that none of the risks on the 2015/16 BAF were recommended for 
closure during the year but this is not entirely unexpected, as by virtue of their 
strategic nature, many of plans to mitigate and manage the risk are rather more 
long term in nature.  Although the annual strategic objectives have changed for 
the current year, many of the 2015/16 risks relate to the revised objectives for 
2016/17 and as such, it is suggested that they are linked to the new risks and 
closed off, as they are adequately reflected by the 2016/17 BAF risks.  Although 
the revised risks are subtly different in terms of wording, it is suggested that the 
underlying risk and contributing issues and mitigations remain the same. 
 
The Trust Board APPROVED the Board Assurance Framework 2016/17 and the 
treatment of the residual Board Assurance Framework risks from 2015/16. 
 

 

HTB 
16/063 

DEVELOPING SUSTAINABILITY AND TRANSFORMATION PLANS  

 AH presented the report to provide an update in relation to the development of the 
STP for Coventry and Warwickshire. 
 
DM advised that since the February Trust Board, a Programme Board has been 
established comprising of Chief Executive Officers and Accountable Officers from 
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partner organisations within the LHE. Representatives from NHSE and 
Specialised Commissioning are also members. At the inaugural meeting of the 
Programme Board, it was agreed that NHS Improvement (NHSI) and Healthwatch 
(Coventry and Warwickshire) would be invited to join the Board.  
 
The Programme Board will meet on a fortnightly basis to ensure that the plan is 
developing in line with the trajectory. The Project Board is underpinned by a 
Project Team that comprises a clinical lead and finance & strategy lead from each 
partner organisation within the LHE.  The Trust is also providing internal expertise 
to the project in terms of finance and efficiency, modelling, governance and 
programme management. 
 
As a Programme Board, members have already agreed that the following work-
streams will be the key areas of focus for the STP: 
 
1. Frailty 
2. Maternity & Paediatrics 
3. Mental Health 
4. Musculoskeletal (MSK) 
 
AH advised that the fourth work-stream ‘Musculoskeletal’ was added at the 
request of all three Commissioners based on similarities in their Right Care Data. 
 
Discussions have revealed a number of challenges to delivering the work-streams 
due to tenders that are either underway or potentially due to commence and 
clarity is being sought from NHSE how to proceed in this regard. 
 
DM advised that the submission required by 15th April 2016 is still at an embryonic 
stage and will require an unprecedented level of collaboration between LHE 
partners. AH added that NHSE have praised the drive and pace at which UHCW 
have led the discussions for STP. He urged not to underestimate the enormity of 
the work involved however, and the necessity for partnership working in order to 
develop a robust plan. 
 
In response to a query from DP; AH proceeded to provide details of the chain of 
command in terms of progressing STP and ensuring collaborative partnership 
working. AH added that the STP provides a platform for key leaders to deliver 
cohesive system-wide healthcare provision tailored to the LHE. 
 
AH as Senior Responsible Officer for the STP is required to submit a response by 
15th April 2016. It was noted that whilst the production of an STP is a 
requirement, the proposed response on 15th April does not bind the Trust to any 
course of action at this stage.  Further information around the STP will be 
provided to Board members as the plan develops over coming months and in 
advance of formal approval and sign off. 
 
The Trust Board NOTED the progress that has been made in terms of the 
governance arrangements around the STP and DELEGATED authority to the 
Chief Executive Officer to submit the required response by 15th April 2016. 
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AGENDA 
ITEM 

DISCUSSION ACTION 

 
HTB 
16/064 

 
INFORMATION GOVERNANCE TOOLKIT 

 RS presented the proposed Information Governance Toolkit submission (version 
13) 2015/16 for approval. 
 
The Trust is required to submit version 13 of the IG Toolkit to the Health and 
Social Care Information Centre at the end of March. RS was pleased to report that 
the Trust will achieve an overall rating of ‘Satisfactory’ on the IG Toolkit. The 
evidence that is collected against each requirement has been audited by the 
Trust’s Internal Auditor to provide assurance that the assessment against each 
standard is accurate. An interim review was carried out in November 2015, where 
any gaps in evidence were highlighted and a final review was undertaken in 
February 2016.  The final report will be provided to the Audit Committee in April 
2016. 
 
RS conveyed thanks to the HM and the Information Governance Team for their 
hard work and contribution to achieving an improvement on last year’s 
performance and attainment of satisfactory rating. 
 
The Trust Board APPROVED the 2015/16 IG Toolkit submission. 
 

 

HTB 
16/065 

REGISTER OF INTERESTS AND GIFTS/HOSPITALITY 2015/16  

 RS introduced the Register of Interests and Register of Gifts & Hospitality for the 
Board of Directors of the Trust, for the financial year 2015/16 and noted that since 
circulation of the report she had received details of minor amendments.  RS asked 
members to provide any further amendments by close of play that day. 
 
RS reminded Trust Board members that gifts and hospitality must also be 
declared throughout the year and that reminders were periodically issued to staff 
around the requirement to declare this and any interests that they may have. 
 
It was noted that there was a double entry for MR within the Register of Interests, 
which required updating. 
 
The Trust Board:- 
 
• APPROVED the register of interests and register of gifts and hospitality, 

subject to the above aforementioned amendments and any further updates 
received by close of play of the present day; and  

• NOTED the requirement to declare interests and any gifts/hospitality 
received on an on-going basis. 

 
 
 
 
 
 
 
 
 
RS 
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HTB 
16/066 

AUDIT COMMITTEE TERMS OF REFERENCE 
 

 

 RS introduced the revised terms of reference for the Audit Committee for 
approval. She noted that the terms of reference were reviewed at the February 
Audit Committee meeting.  The predecessor document was felt to be generally fit 
for purpose and in keeping with the Audit Committee handbook, although one 
amendment was made to strengthen arrangements around the Internal Audit plan.  
The Audit Committee is now required to approve any proposed amendments to 
the audit activity set out within the plan. 
 
DP supported the terms of reference and advised the Board that he was very 
satisfied with the discussions at Audit Committee in this regard. 
 
The Trust Board APPROVED the Audit Committee terms of reference.    
 

 
 

HTB 
16/067 

ESTABLISHING AN AUDITOR PANEL  

 RS introduced the report which detailed the recommendation of the Audit 
Committee in relation to establishing an Auditor Panel for the Trust. 
 
Following the abolition and subsequent closure of the Audit Commission on 31st 
March 2015, each NHS Trust is now required to make arrangements to appoint 
their external auditors for the financial year commencing 2017/18.  
 
RS reminded that the Trust’s current contract with KPMG expires in April 2017 
and the Trust is required to have undergone a process to appoint its external 
auditor for the financial year 2017/18 and beyond, by 31st December 2016. 
 
The decision making around the appointment must be properly and appropriately 
carried out and to this end, the Local Audit and Accountability Act 2014 requires 
all public bodies covered by this legislation to appoint an auditor panel to advise 
governing bodies/boards on the selection, appointment and removal of auditors 
and on maintaining an independent relationship with them. 
 
The auditor panel must comprise a minimum of three members, the majority of 
who must be independent, Non-Executive members of the organisation’s 
governing body/board.  Membership can also include a minority of members who 
are not members of the governing body or who are not independent.  The Chair of 
the panel must also be an independent Non-Executive member of the 
organisation’s governing body/board.  
 
Given that the Trust’s Audit Committee comprises four Non-Executive Directors, it 
was proposed that the existing members of the Audit Committee form the auditor 
panel for the Trust, together with the Chief Finance & Strategy Officer who is in 
attendance at Audit Committee meetings.  Support to the panel will be provided 
by the Director of Corporate Affairs.  
 
DP supported the report and noted that the Audit Committee had supported the 
proposal at its meeting in February 2016. 
 
The Trust Board APPROVED the establishment of an Auditor Panel comprising 
members of the Audit Committee and the Chief Finance & Strategy Officer, with 
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the Director of Corporate Affairs in support.    
 

HTB 
16/068 

MATTERS DELEGATED TO BOARD COMMITTEES  

 It was noted that the Trust Board had delegated the Finance and Performance 
Committee to review in further detail, the value of the stock position for 2015/16 
compared to the previous year, at its meeting in April.  
 

 

HTB 
16/069 

PRIVATE TRUST BOARD MEETING SESSION OF 25 FEBRUARY 2016  
 

 
 
 
 

The Chairman presented the report of 25th February 2016. There were no 
questions raised by other Trust Board members. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 
 
 

   
HTB 
16/070 

AUDIT COMMITTEE MEETING REPORT OF 24th FEBRUARY 2016  
 

 
 
 
 

DP presented the report of 24th February 2016. There were no questions raised by 
other Trust Board members. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 
 
 

HTB 
16/071 

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORTS OF 17th 
FEBRUARY 2016 AND 23rd MARCH 2016 
 

 
 

 
 
 
 

Trust Board members noted the meeting reports of 17th February 2016 and 23rd 
March 2016. There were no questions raised by Trust Board members. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 
 
 

HTB 
16/072 

QUALITY GOVERNANCE COMMITTEE MEETING REPORT OF 21st MARCH 
2016 
 

 

 
 
 
 
 

EMS presented the report of 21st March 2016 and observed the Committee had 
received an assurance report in relation to violence and aggression against staff; 
however, the Committee was concerned to ensure that staff felt fully and visibly 
supported by the Trust. DE is reviewing the current position and will report back to 
a Committee.   
 
The Trust Board RECEIVED ASSURANCE from the report. 

 
 

HTB 
16/073 

ANY OTHER BUSINESS  

 There were no other matters raised by Trust Board Members.  
   
HTB 
16/074 
 

QUESTIONS FROM MEMBERS OF THE PUBLIC 
 

 

 In response to a question from a member of the public in relation to the concept 
behind the Virginia Mason development programme; AH explained how in 2002 
VMI created the Virginia Mason Production System, a lean management 
methodology based on the principles of the Toyota Production System, as part of 
their journey to create the perfect patient experience and at the same time 
increase productivity and efficiency. With more than 13 years application, they are 
now considered to be experts in utilisation. He added that Virginia Mason is 
considered to be one of the safest hospitals in the United States and they believe 
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that zero-defect health care is possible while preparing and guiding health care 
professionals to dramatically improve patients’ lives. He further added that the 
TDA have made an investment of £12m to support the programme and UHCW 
are delighted to have the opportunity to work with VMI and adopting their 
principles to pursuing the improvement of patient safety and experience, tailored 
to meet the needs of the population served. 
 
In response to a question from a member of the public regarding population 
demographics; AH advised that different information is taken into account in terms 
of looking at results or outcomes for organisations. For instance, acute trusts are 
measured against the A&E 4-hour wait standard; and not the LHE as a whole. 
However, as the move to place-based systems of care and STP takes fold, the 
LHE will be held to account. 
 
In response to a question from a member of the public in relation to whether the 
signage deterring the inappropriate use of A&E proved effective and the 
measures that can be taken prior to the scheduled Industrial Action at the end of 
April to minimise the impact on A&E. AH advised that there is little evidence that 
promotional material has any significant impact locally, although the same could 
not necessarily be said for London acute trusts, who take full advantage of 
promoting misuse of A&E on public transport, which attracts a heavy foot traffic. 
However, he advised that discussions at a national level, suggest that the way 
forward is to provide co-located walk-in centres within emergency departments.  

   
HTB 
16/075 

DATE OF THE NEXT MEETING 
 
The next Public Trust Board will be held on Thursday 28th April 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 

28 MARCH 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 May 2016 The national Policy has now 
been released and the Trust’s 
Policy will be amended in light of 
this and presented to the Trust 
Board in May.   

Yes 

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 FEBRUARY 2016 MEETING 
HTB/16/048 
QUESTIONS FROM 
MEMBERS OF THE 
PUBLIC 

In response to a question from a 
member of the public regarding 
what revenue the Trust receives 
from treating visiting European 
Union (EU) nationals and non-EU 
nationals. DM confirmed that he 
would be happy to provide this 
information within his presentation 
at the AGM in July. 

DM July 2016 Not due until AGM No 

ACTIONS FROM MARCH 2016 MEETING 

1 
 



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

28 MARCH 2016 
AGENDA ITEM 5 ENCLOSURE 2 

 
AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

HTB 16/060 
INTEGRATED 
QUALITY, 
PERFORMANCE 
AND FINANCE 
REPORT (IQPFR) 

DP observed the value of stock on 
the balance sheet for the previous 
year remained high compared to 
turnover and queried whether any 
action had been taken to release 
cash or would this form part of the 
Carter review and productivity piece 
of work. DM advised that the stock 
position should have improved and 
confirmed that he would be happy 
to provide further detail at the next 
Finance and Performance 
Committee in April. 

DM April 2016 Presented to the April meeting of 
the Finance and Performance 
Committee. 

Yes 

HTB 16/065 
REGISTER OF 
INTERESTS AND 
GIFTS/HOSPITALITY 
2015/16 

It was noted that there was a double 
entry for MR within the Register of 
Interests, which required updating. 

RS April 2016 Register updated prior to 
presentation to Audit Committee 
on 11th April 2016 

Yes 
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

28 APRIL 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: 
 

• Leading the way for better integration event at University of Warwick 
• Board Seminar 
• Non-Executive Director Appraisal 
• Independent Charity Board meeting 

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

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

 
RECOMMENDATION / DECISION REQUIRED:  

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

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

None Highlighted 

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

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

REPORT TO THE TRUST BOARD: PUBLIC 

28 April 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: 

• Sustainability & Transformation  Programme Board 
• Health & Life Sciences Conference – Panel Member (Coventry University) 
• VMI Transformation Guiding Board Meeting 
• Dr Foster-Telstra Health Global Comparators Conference  

Consultant Appointments 

The Trust has made 3 Consultant appointments since the last Trust Board Meeting (31 
March 2016). 

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. 
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 

REPORT TO THE TRUST BOARD: PUBLIC 

28 April 2016 

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

To Deliver Excellent Patient Care and Experience                                      

To Deliver Value for Money                                                         

To be an Employer of Choice    

To be a Research Based Healthcare Organisation    

To be a Leading Training and Education Centre    
 

RECOMMENDATION / DECISION REQUIRED:  
The Trust Board are asked to RECEIVE ASSURANCE from the report. 

 
IMPLICATIONS: 

Financial: None Highlighted 

HR/Equality & 
Diversity: 

None Highlighted 

Governance: None Highlighted 

Legal: None  

NHS Constitution: None Highlighted 

Risk: None Highlighted 

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

Title Integrated Quality, Performance & Finance Report – Month 12 – 
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  28th April 2016 
 
1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of March 2016. 
 
To inform the Board of the proposed new integrated performance report for the 
FY2016/17. 
 
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, 21 KPIs achieved the target; 4 of which are classified as national standards 
and 17 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 March 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: 28th April 2016 
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Trust Scorecard 
Reporting Month March 2016 

4 



Behind plan On plan Ahead of plan 

Im
proving 

18 week RTT Incomplete 
18 week RTT  non-admitted 
62 days urgent referral to treatment cancer target  
Vacancy rate compared to funded establishment 
Enrolled on leading together programme 
Bed occupancy rate (basket of wards) 
Delayed transfers as a percentage of admissions 
Length of stay – average 
No of pts recruited into NIHR portfolio – cumulative  
 

Two week cancer wait (GP referral to OP appointment) 
31 day diagnosis to treatment cancer target  
Last minute non-clinical cancelled ops (elective)  
HSMR (basked of 56 diagnostic groups) 
Peer reviewed publications (calendar year cumulative) 
Hand hygiene –  Non clinical - initial 
MRSA -  decolonisation score 
Harm Free Care 
Forecast I&E compared to plan (£,000) 
 

N
ot Changing 

12 hour trolley waits in A&E 
Succession plan 
SHMI 
MRSA bacteraemia (Trust acquired) – cumulative 

Diagnostic waiters, 6 weeks and over 
Staff survey – recommending as a place of treatment 
Staff survey – recommending as a place of work 
NCE POD categorised E Deaths – cumulative 
 

Deteriorating 

18 week RTT  admitted 
A&E 4 hour wait target 
Number of medical outliers – average per day 
Emergency admissions (local definition) 
Hand hygiene – clinical – annual 
MRSA -  elective screening 

  Cannula  – full compliance 
Clostridium difficile (Trust acquired) – cumulative 
Forecast recurrent and non recurrent efficiency 
compared to plan 
YTD income and expenditure compared to plan 
 

Scorecard matrix  
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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 1 5 0 6 

Chief Medical Officer 4 1 0 5 

Chief Nursing Officer 6 2 0 8 

Chief Finance and 
Strategy Officer 3 0 0 3 

8 

Scorecard Summary | 21 KPIs achieved the target;  
4 of which are classified as national standards and 
17 are corporate objectives. 

A&E 4 hour performance |  Performance is below 
90% for the sixth consecutive month. 

The Trust’s overall performance has improved from last month. Progress 
is being made in line with the RTT incomplete pathway recovery 
trajectory with significant improvement delivering the best in month 
performance since December 2014.  Despite further improvement, 62 
day cancer urgent referral to treatment performance continues to fall 
below the national standard. This is explored in more detail later in this 
report. 
 
There has been considerable improvement in the Last Minute Non-clinical 
Cancelled Operations indicator with the target being achieved for the first 
time in six months. 
 
The improvement in the MRSA decolonisation score due to enhanced 
observation and increased educational support has continued with the 
Trust reporting 100% achievement against this indicator.  
 
The Harm Free Care indicator that was placed in a watching status last 
month has achieved the target this month. 
 

 
 
 

The Trust continues to struggle with performance around the 4 Hour A&E 
Standard.  At the end of the reporting year the overall position was 89.17%, 
down slightly further on the previous years performance of 90.37%. 
 
Overall, attendances at A&E are up slightly by 0.85% (1551) and patient 
admissions from A&E are down by 4%.  We remain pressured against our 
discharge activity, which declined markedly from October onwards.  
Alongside this, a continued elevated level of delayed transfer of care 
(DTOC) averaging 6.7% across the 12 months, is 3.2% above the national 
target of 3.5%.   
 
Actions being taken include: 
• Improve our discharge performance across all areas by working with 

partners to reduce DTOC 
• Fully establish and evolve our UH@Home Service 
• Further improve our Ambulatory Service to divert patients away from ED 

and avoid admission 
• Better manage our patients with  a greater than 14 days stay 
• With partners, establish a frailty service that seeks to reduce the 

conveyance of this group to hospital and where they are conveyed, 
reduce their length of stay  
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Areas of underperformance | Headlines 

Elective access indicators| The Trust continues to face challenges in the delivery of its elective access 
indicators including 18 week RTT and Cancer pathways. 

In month performance shows significant improvement delivering 
the best performance on incomplete pathways since December 
2014. Sustained focus by the clinical groups on increased capacity 
and comprehensive action plans continues to ensure improvement.  
 
Performance and delivery is being monitored through the weekly 
Access meeting with plans and patient level detail discussed each 
week. In addition, theatres management and other key operational 
issues are raised weekly to aid resolution in reducing lost theatre 
capacity and improving key blockages to RTT delivery. 
 
The specialties with the largest challenge and highest risk to ensure 
delivery by the year end are Ophthalmology, Trauma & 
Orthopaedics and Surgery. 
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Cancer 62 day urgent Referral to Treatment performance shows 
an improved performance to 83.8%, an improvement above the 
planned recovery trajectory towards the 85% standard.  

Non achievement of the standard continues to be related to the  
planned treatment of Urology long waiters, alongside tertiary 
referral delays.  

Further detail on tumour site specific performance is included on 
page 18 of this report. 
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Flash Report |  
March 2016 

1
0 

 
 

Key Achievements |   
March 2016 

UHCW consent project shortlisted for national award 
A new training model developed at University Hospitals Coventry and 
Warwickshire NHS Trust (UHCW) has been shortlisted for a national 
healthcare award. 
The High Impact Reproducible Model for Effective Consent Training, which 
gives specialist training to junior doctors about taking patient consent for 
treatment, has made the list in the Training and Development category in the 
Health Service Journal (HSJ) Awards. 
A key focus of the project is ensuring that the consent process is bespoke to 
each patient, and tailored to their own individual needs and lives. 
Chief Medical Officer and Deputy CEO, Professor Meghana Pandit said: “This 
is much needed across the NHS and UHCW is at the forefront once again of 
innovative developments aimed at continuously improving patient care.” 

Junior Doctors' Industrial Action  
Industrial action in the form of strike action is due to take place from 
8am, Tuesday 26 April  to 5pm, Wednesday 27 April.  
This is the first Walk out of all services including emergency care 
which has resulted in in-depth review of services across the Trust. 
Our priority as a Trust is to ensure the continuation of our patient 
care services as well as minimising the disruption to our patients 
The Trust is putting plans in place to minimise disruption and ensure 
services remain safe. These plans include all clinical, management 
and support services. 

Dr Jen Warren qualifies for UK Invictus Games team 
Dr Jen Warren, an anaesthetist at University Hospital in Coventry, has been 
picked for the UK team for the Invictus Games.  She and the rest of the 110-
strong UK team, comprising wounded, injured and sick servicemen and 
women, will compete in ten sports across five days, and champion the power 
sport can play in recovery. 
 Dr Warren, who is a former Army Major, has qualified to represent the UK in 
athletics, swimming and road cycling in the Games, which this year take 
place between 8 and 12 May in Orlando, Florida.   
 She will also feature in a new BBC1 series about the Games, which involved 
cameras following her at work, at home in Rugby, and in training.  The 
programme is due to air in early May. 

UHCW are high achievers against infection standards 
The Trust has achieved the year end target of not exceeding 42 cases of 
Clostridium Difficile, with 38 cases reported. 
Alongside this, there have been no reportable Trust acquired MRSA 
bacteremias this year.  This is a considerable and notable achievement 
against these challenging targets. 

RTT benchmark position shows improvement from February’s 
position in the RTT incomplete standard when compared nationally 
and within the Midlands and East region. 
The Trust has been focussed on the delivery of RTT performance 
with a number of actions being addressed weekly to ensure on-going 
performance into Q1 of the new financial year. 

Trust launches QUESTT 
The Trust has developed an in-house reporting tool to allow us to 
collect, analyse and report ward based statistics in support of the 
national QUESTT initiative.  This is being launched in April to enable 
performance monitoring throughout the next financial year. 
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Finance overview | statement of comprehensive income 

Contract income out-turned at £8.5m adverse to plan. 
This is primarily driven by the displacement of day-case 
activity, elective activity and emergency activity 
delivery.  

Group cost pressures were £8.9m at end of year. This 
excludes any future savings and reserve adjustments. 
Key items impacting this position were agency 
expenditure, timing differences on Education & 
Research income, and overspends due to RTT pressures. 
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The Trust out-turned at a £9.1m deficit. 
This is a £0.5m favourable variance from 
the revised month 12 target of £9.6m.  

Statement of Comprehensive Income
Original 

plan April 
2015

Stretch 
Target 
Aug 15

Revised 
Target Dec 

2015
Budget Forecast 

Outturn Variance

£000 £000 £000 £000 £000 £000

Income

Contract income from activities 479,062 479,062 479,062 495,665 487,212 (8,453)
Other income from activities 20,317 20,317 32,717 18,680 19,918 1,238
Other Operating Income 71,528 71,528 71,528 73,891 78,370 4,479

Total Income 570,907 570,907 583,307 588,236 585,500 (2,736)

Operating Expenses

Pay (336,170) (336,170) (336,170) (342,277) (346,536) (4,259)
Non Pay (189,035) (189,035) (192,035) (199,436) (204,124) (4,688)

Additional savings required 0

Reserves (18,987) (15,987) (15,987) (7,038) 56 7,094

Total Operating Expenses (544,192) (541,192) (544,192) (548,751) (550,604) (1,853)

EBITDA 26,715 29,715 39,115 39,485 34,896 (4,589)
EBITDA Margin % 4.7% 5.2% 6.7% 6.7% 6.0%

Non Operating Items

Profit / loss on asset disposals 0 12 12
Investment property gain 0 3,223 3,223
Depreciation (21,043) (21,043) (21,043) (21,043) (19,497) 1,546
Interest Receivable 100 100 100 100 119 19
Interest Charges (789) (789) (789) (789) (314) 475
Financing Costs (25,303) (25,303) (25,303) (25,303) (25,286) 17
Unwinding Discount (36) (36) (36) (36) (35) 1
PDC Dividend (3,626) (3,626) (3,626) (3,626) (2,366) 1,260
Impairments 0 0 0 0 (18,647) (18,647)

Total Non Operating Items (50,697) (50,697) (50,697) (50,697) (62,791) (12,094)

Net Surplus/(Deficit) (23,982) (20,982) (11,582) (11,212) (27,895) 16,683
Net Surplus Margin % -4.2% -3.7% -2.0% -1.9% -4.8%

Technical adjustments

Donated/Government grant assets adjustment (74) (74) (74) (74) 69 143
Impairments 0 0 0 0 18,647 18,647
IFRIC 12 1,633 1,633 1,633 1,633 50 (1,583)

Break-even in-year position (22,423) (19,423) (10,023) (9,653) (9,129) 524

2015/16



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

Trust delivered £34.7m against  a target of £34m, 
giving an over delivery of £0.7m: There were 
identified savings of £35.2m allowing delivery risk 
to be mitigated.  
The Trust has successfully achieved its CIP targets 
two years in a row. 

  

• Trust maintained its forecast delivery of £34.7m from month 11 
despite a slight deterioration of £0.045m. 

• 1% of the identified savings are classified as opportunities, pending 
final sign-off. 

• 47% of the delivered savings were from Income streams; most of 
which were achieved via commissioning contract income. 

• 37% of the delivered savings are non recurrent. 

12 

• 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 towards full identification of 
opportunities for CIP schemes in 2016/17. Groups have documented 
£13.4m of the £14.8m target. 

• £1.3m of opportunities still to be found by Groups. 
• The Trust reports a balance to full-year effect value of £1.3m included 

in the value of “CIP in Plans in Progress”.  

Against the 2016/17 CIP target of £21m, Trust 
Groups have  documented £19.7m of potential 
savings: This leaves 6% to be identified 
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Workforce Information | Headlines March  
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31st 
March 
2016 TDA Plan 

Variation 
from 
Plan 

Last 
Month’s 
Variation 
from Plan ISS 

WTE 6691.24 6621.70 -69.54 52.06 600.9 

WTE including ISS 7292.14 

Headcount 7622 781 

Headcount including ISS 8403 

(excluding bank and ad-hoc locums) 
NHSI Rate Caps | Percentage of Shifts Booked Over Cap Rates 

Starters & Leavers |Nursing 

The Trust’s staff in post is 69.54 WTE ahead of the TDA plan of 6621.70 WTE. 
The Trust’s monthly staff in post has increased in WTE to 30.78 from February’s 
figures.  
The 17.81 increase in Nursing and Midwifery includes newly qualified nurses 
who have now received their registration. These had been previously 
employed as HCAs pending receipt of their registration. 

The results above are recorded as FTE which is a requested change from 
Headcount. 
The starters results for Oct, Jan and Feb highlights the Newly Qualified Nurses 
intake. 
The forecast Nursing  starters for next month is currently eight. 

Staff in Post | Variation from TDA Plan 

Staff in Post | Monthly Variation 

Staff Group 
Staff In Post 

WTE 29th Feb 
2016 

Staff In Post 
WTE 31st 

March 2016 

Variance 
(WTE) % Variance 

Add Prof Scientific and Technic 223.41 222.12 -1.29 -0.58% 

Additional Clinical Services 1528.60 1530.08 1.49 0.10% 

Administrative and Clerical 1143.09 1146.05 2.96 0.26% 

Allied Health Professionals 374.92 378.92 4.00 1.06% 

Estates and Ancillary 5.00 5.00 0.00 0.00% 

Healthcare Scientists 318.71 315.91 -2.80 -0.89% 

Medical and Dental 930.90 938.52 7.62 0.81% 

Nursing and Midwifery Registered 2096.64 2114.45 17.81 0.84% 

Students 39.20 40.20 1.00 2.49% 

Totals 6660.46 6691.24 30.78 0.46% 

ISS 618.40 600.9 -17.50 -2.91% 

The above graph outlines the information from the weekly submissions by the 
Trust to NHSI on usage of agency staff with charge rates above the current 
NHSI capped rates. 
The final capped rates will be implemented from 1st April 2016. Compliance to 
this revised rate remains a significant challenge. 
Work is being undertaken internally to achieve efficiencies and with agencies to 
reduce charge rates towards the caps, whilst ensuring quality and consistency 
of supply. 

The above figures do not include 1128 bank only staff who do not have 
contracted hours. Bank only staff will not be included in future staff in post 
figures. 
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Workforce Information | Headlines March 
Pay Costs| Provided by Finance 

Temporary costs equate to 16.28% of the Trusts total pay bill (£30,939,620), this is 
a decrease of 0.11% from last month.  
Agency costs against total costs increased from 10.92% to 11.11%, an increase of 
0.19% against last month which was driven by an increase in the use of other 
agency spend of £379K and nursing agency of £83k.Medical agency usage 
decreased by £200k. 
Bank usage increased but reduced from 5.13% to 4.83% of the total spend against  
last month. 
The substantive pay bill has increased by £1,676,480 over February 2016. 
This was as a result of an increase of £1m for medical staff, £500k relating to the 
Pathology SLA with SWFT which has moved costs to pay and the remainder 
includes recognition of an additional charge for cancelled clinics.  
Easter bank holiday enhancements are also included in the March figures. 

Mandatory Training |Topics 

Absence| Specialty Group 

Mandatory Training compliance is currently 87.82% an increase of 0.37% against 
January’s 87.45% . 
4 topics are above 95% (Hand Hygiene Non Clinical, Equality and Diversity, Neonatal 
Life Support - Annual & Thromboprophylaxis) with 7 topics  between 85% and 95% 
and 12 topics below 85%.   
5 topics with the lowest compliance which are under 75% are Advanced Life Support 
4 yearly 50.48%, Safeguarding Children Level 3 59.58%, Immediate Life Support 
60.53%, Advanced Life Support Annual 65.94%, and Paediatric Life Support Annual 
72.00%. 
The competency for Safeguarding Children Level 3 has been reviewed for the third 
time which has resulted in the increased compliance  of 59.58% against 56.74% in 
February. 

Absence| Staff Group -12 Months Rolling Period 

Absence has reduced by 0.26% to 4.25% which is the lowest for 7 months 
and now stands at 0.25% above the target.  
In the past month there have been 56 long term sickness cases managed to 
either return to work (55) or have left the Trust (1), it is anticipated that 
this will result in a further reduction in the absence figures for April 2016. 
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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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Cancer Information |February Headlines 
62 Day Standard: 

Overall the 62 day performance was  83.8% - which would have been 85.7% 
with tertiary referrals referred after day 62 removed. 

LGI: 1 breach, Head and Neck: 2 breaches 

Urology: 5.5 breaches, Gynae: 3 breaches 

UGI: 2 breaches, Lung: 0.5 breach 

 

100 Day Plus = 10.5 patients 

1 Colorectal breach treated on day 104.  This was a complex patient. 
1 Head and Neck breach treated on day 101 = delay in pathway management.  
0.5 Head and Neck breach. 
2.5 (1 shared) urology patients treated on day 141, 125 and 122 due to theatre 
capacity. 
1 urology patient treated on day 100 due to excessive bleeding during 
diagnostic investigation leading to a delay in diagnosis. 
1 urology patient treated on day 110 due to delays to treatment owing to 
underlying medical co-morbidities. 
1 gynae patient treated on day 107 (delays in diagnostic reporting). 
1 gynae patient treated on day 147 (complex). 
0.5 (shared) gynae patient, a late referral on day 65 and treated on day 134 
1 (2 shared) UGI patients, referred on day 86, day 49  and treated on days 127 
and 132 respectively. 
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This appendix contains the following additional scorecards which measure KPIs at Trust level. 

 

 

 

Additional Scorecards  

Appendix 3 
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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 March 2016 
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Trust Scorecard – (Supplementary) 
Reporting Month March 2016 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month March 2016 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month March 2016 
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Executive Summary 

Integrated Quality, Performance and Finance Reporting Framework 3 

Indicators 
achieved 

Indicators  in 
exception 

Indicators  in 
watching 

status 

Total 
indicators 

Excellence in Patient care 
and experience 4 5 0 9 

Delivery of value for money 3 2 0 5 

Employer of choice 0 6 0 6 

Leading research based 
health care organisation 4 1 0 5 

Leading training and 
education centre 5 3 0 8 

All domains 16 17 0 33 

16 KPIs achieved the target in March. 

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. 

What’s Not So Good? 
A&E 4 hour wait 
RTT Incomplete 
Cancer 62 day standard 

What’s Good? 
C Diff 
Diagnostic Waits 
Mixed Sex Accommodation 

Trending KPIs 
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Trust Scorecard 
Reporting Month March 2016 
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Trust Scorecard 
Reporting Month March 2016 
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•   

Performance Trends 
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Improving 
 
(3 months 
consecutive 
improvement) 

Deteriorating 
(red indicators 
worsening) 
 
(3 months 
consecutive 
deterioration) 

Deteriorating 
(green 
indicators 
worsening) 
 
(3 months 
consecutive 
deterioration) 

Actions/Lessons learnt 
•   
•   

Remedial actions 
•   
•   

Remedial actions 
•   
•   

Failed Year End 
Target 
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Trust Heatmap 
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Trust Heatmap 
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Group Summary of performance – A&E and associated FREED metrics 
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Key Group FREED metric performance points inserted 
here 

 
 

The Trust continues to struggle with performance around the 4 
Hour A&E Standard.  At the end of the reporting year the overall 
position was 89.17%, down slightly further on the previous years 
performance of 90.37%. 
 
Overall, attendances at A&E are up slightly by 0.85% (1551) and 
patient admissions from A&E are down by 4%.  We remain 
pressured against our discharge activity, which declined markedly 
from October onwards.  Alongside this, a continued elevated level 
of delayed transfer of care (DTOC) averaging 6.7% across the 12 
months, is 3.2% above the national target of 3.5%.   
 
Actions being taken include: 
• Improve our discharge performance across all areas by working 

with partners to reduce DTOC 
• Fully establish and evolve our UH@Home Service 
• Further improve our Ambulatory Service to divert patients away 

from ED and avoid admission 
• Better manage our patients with  a greater than 14 days stay 
• With partners, establish a frailty service that seeks to reduce the 

conveyance of this group to hospital and where they are 
conveyed, reduce their length of stay  
 
 
 
 
 
 
 
 
 



Group Summary of performance - RTT  
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Comments for specialties that have significant backlog 
numbers and their remedial action plans 

 
 
 
 
 
 
 

Content to be agreed monthly to cover key RTT issues 

3 

Main Underperforming specialties 
• Trauma & Orthopaedics  (78%) 
• Specialist Medicine & 

Ophthalmology (79%) 
• Surgery (81%) 



Group Summary of performance – cancer standards 
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Two week wait standard: 

Two week wait performance year to date is 96.7% (achieved and improving). The breast symptomatic 2ww target is 
met for January but year to date is not met. The team have over performed since failing badly in July and August due 
to a reduced Consultant workforce.  Year to date performance is 91.8% - this trajectory now means that the year end 
figure is predicted to be 92.8% - ACTION to mitigate is that all January breaches are being reviewed and February data 
is now validated, so all February breaches will also be reviewed and a final predicted figure for year end will be 
provided to COG by w/e Friday 11th March. 

62 Day Standard:  

Urology: 5.5 breaches (7 patients) as expected for January 

Colorectal: 4.0 breaches (lower than December). Delays due to Christmas, referral to specialist centre for an opinion 
and patient cancelling an appointment in diagnostic period 

Lung: shared breach sent to UHCW on day 58 from SWFT 

UGI: shared breach sent to UHCW on day 96 from SWFT 

Head and Neck: 1.0 breach (complex and festive period delays) 

Skin: 1.0 breach.  First diagnostic test took 21 days to occur and then an additional lesion found which delayed primary 
treatment 

Gynaecology: 1.0 breach. Multiple diagnostics required and festive period 

100 day plus patients: 

All urology patients (1.5) 



Quality and Safety Summary 

Commentary 
In this report the Trust has highlighted areas of compliance and underperformance.  Areas which are underperforming also include an 
exception report and trends/benchmarking where available.    
In this report, 23 of the 53 KPIs reported against are breaching the standard / target, the same number to the previous month, although 
not necessarily the same targets in failure. Further detail is contained within the report. 
Recent and sustained pressure on the non-elective pathway is manifesting itself as month on month deterioration of the KPIs linked to the 
elective pathway thus creating a significant performance risk. 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month March 2016 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month March 2016 
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•   

Performance Trends 
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Improving 
 
(3 months 
consecutive 
improvement) 

Deteriorating 
(red indicators 
worsening) 
 
(3 months 
consecutive 
deterioration) 

Deteriorating 
(green 
indicators 
worsening) 
 
(3 months 
consecutive 
deterioration) 

Actions/Lessons learnt 
•   
•   

Actions/Lessons learnt 
•   
•   

Actions/Lessons learnt 
•   
•   

Failed Year End 
Target 



Mortality Review Completion Rates Quarter 
1 

Quarter 
2 

Quarter 
3 Quarter 4* 

Primary Mortality Review (by month of death) 98.96% 98.93% 91.16% 63.41% 

Secondary Mortality Review (by deadline for 
completion) 100% 98.31% 88.46% 67.57% 

*65/210 of these incomplete primary mortality reviews are still within the 30 day timescale for completion. 
Data collected 13/04/2016 

eLibrary Clinical Guideline Status 
Folder Current Expired Requires 

Review 
Trust 940 (87%) 43 (4%) 102 (9%) 
Total 1085 

Progress with Clinical Audit Programme Total 
(N= Quarter 2) 

Total Number of ‘live’ Clinical Audits  365 

Non-participation in national clinical audits 0 

Number of audits outstanding registered pre 2015/2016 126 (171) 

Number of not initiated audits 3 (4) 

Number of audits abandoned 17 (10) 

Number of action plans in progress 79 (93) 

Number of action plans to be finalised 67 (66) 

eLibrary Patient Information Status 
  Current Expired Requires 

Review 
Trust 1427 

(81.8%) 
179 

(10%) 
138 

(8%)  
Total 1744 

Patient Safety Incidents per 1000 bed days (PPMO) 
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 

32 34 30 34 33 31 35 33 35 33 33 31 

Quality & Safety Information 

Overdue Risks 61 

Overdue SIG Actions Q1 Q2 Q3 Q4 

Total * * 68 114 
* Data is not available 

Risk Incident by Speciality Total 
Cardiac and Respiratory 22 
Respiratory medicine 8 
Core Services  8 
Care of the Elderly 1 
Emergency Department 11 
Oncology and Haematology 3 
Coventry &Warwickshire Pathology 
Services 16 

Renal Services & Acute Medicine 2 
Rugby Group 2 
Clinical Support 6 
Surgery  2 
Theatres 1 
Trauma and Orthopaedics 3 
Women & Children's 3 
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Group Summary of performance – e.g. Never event 

17 Integrated Quality, Performance and Finance Reporting Framework 

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. 

Remedial Actions and associated group information as 
appropriate e.g. renewed group focus, lessons learnt. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A wrong site surgery never event was identified in January. 
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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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Finance Summary 

Commentary 
In this report the Trust has highlighted areas of compliance and underperformance.  Areas which are underperforming also include 
an exception report and trends/benchmarking where available.    
In this report, 23 of the 53 KPIs reported against are breaching the standard / target, the same number to the previous month, 
although not necessarily the same targets in failure. Further detail is contained within the report. 
Recent and sustained pressure on the non-elective pathway is manifesting itself as month on month deterioration of the KPIs 
linked to the elective pathway thus creating a significant performance risk. 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month March 2016 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month March 2016 
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Finance overview | position summary 

• Income is forecast to underperform, primarily due 
to shortfalls in elective delivery; however, the Trust 
has closed down both Arden commissioner and 
specialised 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 remain in escalation at month 11. 
The Trust performance in month 11 is 14.8% 
compared with month 10 at 5.6% after adjusting for 
impaired debts. The 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 creditors remains in escalation as at 
month 11. This is in part driven by longstanding 
queries on intra-NHS service level agreements 
and are actively being resolved. 

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 -25.2 -23.5 No esclation required - 
within tolerance

Capital Servicing Capacity score >1.25 0.7 1.09
Escalation Required - 

covered through 
debtors and creditor 

PMR escalations

EBITDA Margin % >=11% 6.6% 6.8% No esclation required - 
within tolerance

EBITDA Achieved % >=85% of plan 100.0% 96.3% No esclation required - 
within tolerance

Net Return after Financing % >=2% -2.7% -4.0% Escalation Required - 
below plan

I&E Surplus Margin % >=1% -1.9% -1.3% Escalation Required - 
below plan

Liquidity Ratio* days >=15 days 9.9 8.8 No esclation required - 
within tolerance

Debtors % % > 90days 14.8% Escalation Required - 
below plan

Creditors % % > 90days 22.7% Escalation Required - 
below plan

Total Income % actual v plan w ithin 0.5% of 
plan -0.9% Escalation Required - 

below plan

Pay Expenditure % actual v plan w ithin 0.5% above 
plan 0.4% No esclation required - 

within tolerance

Non Pay Expenditure** % actual v plan w ithin 1.0% above 
plan 2.1% Escalation Required - 

above plan

Non Operating Items % actual v plan w ithin 1.0% above 
plan 29.1% Escalation Required - 

below plan

CIP % actual v plan w ithin 5% below  
plan 2.5% 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

Eight finance performance indicators are in reportable escalation this month.  
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Finance overview | statement of comprehensive income 

The improvement in control total deficit is as 
a result of a capital to revenue transfer 
enacted by the TDA. 
Contract income is forecast at £8m adverse 
to plan driven by under performance against 
activity targets, risks and penalties.  
Group expenditure forecasts include cost 
pressures of £7.5m mainly due to: 
• (£4.1m) Education & Research income 

and expenditure timing differences 
• (£3.2m) premium cover for medical staff 

vacancies 
• (£1.5m) premium cost of covering ward 

nursing vacancies 
• (£0.9m) RTT and capacity issues 
• (£0.9m) for specialing of patients 
• (£0.5m) Pathology network 
• £0.4m activity related  variances and 

other cost pressures  
• £0.8m over achievement of CIP 
• £1.8m staffing, primarily vacancies 
• £3.0m PFI variations and utility costs 
The Trust is reporting a £14.9m net deficit 
year to date and break-even position 
following technical adjustments. The net 
deficit is primarily due to under- 
performance 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 479,062 479,062 479,062 495,093 487,122 (7,971) 453,792 446,583 (7,209) 40,784 41,648 864
Other income from activities 20,317 20,317 32,717 18,783 19,799 1,016 17,932 18,964 1,032 1,933 2,047 114
Other Operating Income 71,528 71,528 71,528 73,915 75,887 1,972 67,868 69,457 1,589 6,032 6,264 232

Total Income 570,907 570,907 583,307 587,791 582,808 (4,983) 539,592 535,004 (4,588) 48,749 49,959 1,210

Operating Expenses

Pay (336,170) (336,170) (336,170) (342,205) (344,645) (2,440) (313,680) (314,978) (1,298) (28,541) (29,128) (587)
Non Pay (189,035) (189,035) (192,035) (197,748) (202,779) (5,031) (179,722) (183,440) (3,718) (17,281) (18,134) (853)

Additional savings required 0 0 0

Reserves (18,987) (15,987) (15,987) (8,722) (165) 8,557 (8,129) 57 8,186 (540) 0 540

Total Operating Expenses (544,192) (541,192) (544,192) (548,675) (547,589) 1,086 (501,531) (498,361) 3,170 (46,362) (47,262) (900)

EBITDA 26,715 29,715 39,115 39,116 35,219 (3,897) 38,061 36,643 (1,418) 2,387 2,697 310
EBITDA Margin % 4.7% 5.2% 6.7% 6.7% 6.0% 7.1% 6.8% 4.9% 5.4%

Non Operating Items

Profit / loss on asset disposals 0 6 6 0 6 6 0 0 0
Investment property gain 0 3,223 3,223 0 0 0 0 0 0
Depreciation (21,043) (21,043) (21,043) (21,043) (19,398) 1,645 (19,289) (17,782) 1,507 (1,754) (1,617) 137
Interest Receivable 100 100 100 100 123 23 92 116 24 8 5 (3)
Interest Charges (789) (789) (789) (789) (346) 443 (757) (281) 476 (34) (26) 8
Financing Costs (25,303) (25,303) (25,303) (25,303) (25,303) 0 (23,194) (23,143) 51 (2,109) (2,004) 105
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 (3,324) (2,373) 951 (302) (215) 87
Impairments 0 0 0 0 (16,543) (16,543) 0 (16,543) (16,543) 0 0 0

Total Non Operating Items (50,697) (50,697) (50,697) (50,697) (60,862) (10,165) (46,508) (60,035) (13,527) (4,191) (3,857) 334

Net Surplus/(Deficit) (23,982) (20,982) (11,582) (11,581) (25,643) 14,062 (8,447) (23,392) (14,945) (1,804) (1,160) 644
Net Surplus Margin % -4.2% -3.7% -2.0% -2.0% -4.4% -1.6% -4.4% -3.7% -2.3%

Technical adjustments

Donated/Government grant assets adjustment (74) (74) (74) (74) (399) (325) 240 135 (105) 22 (59) (81)
Impairments 0 0 0 0 16,543 16,543 0 16,543 16,543 0 0 0
IFRIC 12 1,633 1,633 1,633 1,633 0 (1,633) 1,493 0 (1,493) 136 0 (136)

Break-even in-year position (22,423) (19,423) (10,023) (10,022) (9,499) 523 (6,714) (6,714) 0 (1,646) (1,219) 427

2015/16 Year To Date Month

The Trust has a changed break-even plan of £10.023m deficit. 
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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. 
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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 414,511 362,184 (52,327) 392,719 354,700 (38,019) 3,195 884 (2,311)
Intangible assets 3,886 3,886 0 3,886 3,886 0 0 0 0
Investment Property 5,007 8,230 3,223 5,007 5,007 0 0 0 0
Trade and other receivables 18,245 25,191 6,946 23,226 30,072 6,846 (1,434) (1,031) 403
Total non-current assets 441,649 399,491 (42,158) 424,838 393,665 (31,173) 1,761 (147) (1,908)
Current assets
Inventories 11,558 11,558 0 11,558 12,035 477 0 258 258
Trade and other receivables 27,464 21,668 (5,796) 30,100 27,557 (2,543) (8,038) (23,150) (15,112)
Cash and cash equivalents 2,742 2,742 0 2,763 5,665 2,902 5 (2,248) (2,253)

41,764 35,968 (5,796) 44,421 45,257 836 (8,033) (25,140) (17,107)
Non-current assets held for sale 0 0 0 0 0 0 0 0 0
Total current assets 41,764 35,968 (5,796) 44,421 45,257 836 (8,033) (25,140) (17,107)
Total assets 483,413 435,459 (47,954) 469,259 438,922 (30,337) (6,272) (25,287) (19,015)
Current liabilities
Trade and other payables (50,008) (48,501) 1,507 (65,511) (65,240) 271 6,198 25,100 18,902
Borrowings (186) (186) 0 (186) (144) 42 0 0 0
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) (2,489) 1,285 0 (99) (99)
Provisions (194) (194) 0 (1,309) (700) 609 0 (18) (18)
Net current assets/(liabilities) (12,398) (15,402) (3,004) (26,359) (23,316) 3,043 (1,835) (157) 1,678
Total assets less current liabilities 429,251 384,089 (45,162) 398,479 370,349 (28,130) (74) (304) (230)
Non-current liabilities:
Trade and other payables
Borrowings (268,075) (264,619) 3,456 (264,701) (264,596) 105 99 35 (64)
DH Interim Revenue Support loan 0 (12,479) (12,479) 0 0 0 0 0 0
DH Capital loan (22,632) (11,759) 10,873 (18,770) (12,509) 6,261 692 (889) (1,581)
Provisions (2,379) (2,378) 1 (2,428) (2,426) 2 0 0 0
Total assets employed 136,165 92,854 (43,311) 112,580 90,818 (21,762) 717 (1,158) (1,875)

Financed by taxpayers' equity:
Public dividend capital 83,980 59,330 (24,650) 68,680 55,080 (13,600) 2,700 0 (2,700)
Retained earnings (8,801) (13,462) (4,661) (7,446) (11,211) (3,765) (1,983) (1,158) 825
Revaluation reserve 60,986 46,986 (14,000) 51,346 46,949 (4,397) 0 0 0

Total Taxpayers' Equity 136,165 92,854 (43,311) 112,580 90,818 (21,762) 717 (1,158) (1,875)

2015/16 Year To Date Month

• 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 £12.5m 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 £24.7m 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. 



Overview 
• The Trust is forecasting a delivery of £34.7m against £35.7m of potentially identified savings. This gives 

an improvement of £0.05m from previous reporting week, mainly due to a non-recurrent 
improvement of £0.1m within Anaesthetics (NR Medical Vacancies). 

 

• Of the total 509 CIP schemes, 427 schemes have been fully assessed for QIA. 14 schemes are awaiting 
CD/MM sign-offs and 68 schemes are awaiting CMO/CNO sign-off. 

 

• There are 102 schemes with values in excess of £100k. 92% of these schemes are compliant with PSD 
completion requirement. The outstanding 8% are within Finance and Surgery. 

 

• There are 35 schemes awaiting  final sign-offs:  
 4 schemes awaiting Group Manager action 
 2 schemes awaiting Commercial Finance Manager action 
 2 schemes awaiting COO or DCOO action 
 3 schemes awaiting ADoF – Ops action 
 27 schemes awaiting ADoF – CC action 

Identified 105% 

Forecast  102% 

Assurance  84% 

CIP 

Points forward Quality Assurance 

Trust CIP Flash Report as at 11th March 2016 

Slippage 

Opportunities 

QIA 

Milestones 

KPI 

97% 

67% 

84% 

59% 

45% 

A third of the Trust‘s identified schemes are non-recurrent with a forecast 
delivery of £12.8m. 

High risk associated with the full value of PbR related CIP forecast delivery of 
£13.6m. 

Post validation exercise highlights a potential risk of £1.7m. 

Quality Assurance:  

43 schemes with a total of 283 KPIs. 45% (127 schemes) have achieved their KPI target, 
50% (142 schemes) missed the set targets, and 5% (14 schemes) KPIs are outstanding. 
There are 3 groups with outstanding KPIs – ET&R, Specialist Medicine & 
Ophthalmology, and Surgery.  

40% 

42% 

4 
4 Groups (Theatres, Anaesthetics, Renal & Acute, and Clinical Support) are 
forecasting below 90% against plan. This gives a combined adverse position of 
£1.8m.  

2 

Actions for Steering Group: 

CFSO to raise QIA Sign-off with CNO (on-going) 

AD-PPM to send Q2 QPR actions for Clinical Support to ADoF-Ops (completed) 
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Efficiency Delivery Report | CQUIN – 2015/16 Outcome 
Reporting Month: March 2016 

The Trust expects to fully achieve its CQUIN target for 2015/16 
and has invested £157k to secure delivery. 

 

The Month 11 forecast confirms full receipt of £10.5m CQUIN 
includes Local CCG CQUIN (£6.1m), NHSE (£2.5m), and other Trust 
CQUIN (£1.9m).  
 

The Trust met the CCG to discuss progress on the Local 
Commissioner CQUIN on the 26th of February. It was agreed that 
both parties (Trust and CCG) to develop a  co-productive approach 
to delivering the Local Commissioner CQUIN schemes. The Trust is 
yet to receive responses to the Quarter 2 submission from the 
CCG. 
 
 

The Specialised Commissioner have responded to the Trust on the 
Quarter 3 submission. Two CQUIN schemes (13 and 10) were 
confirmed as achieve, a further two (14 and 12) were confirmed as 
partially achieved; whilst one (11) was classed as not achieved. 
 

The Trust broadly delivering against the objectives of the 
Specialised Commissioner CQUIN programme, however the Renal 
and Acute led CQUIN to introduce eGFR remains a risk due to the 
delay in the implementation of the required software.  There was 
a slight delay in the provision of data for the Oncology & 
Haematology led CQUIN (NICE DG10) .  
 

The Trust has been able to secure its financial position on both 
Local and Specialised CQUIN Programme as such continues to 
assume full payment of all CQUIN monies due from all 
commissioners. 
 

£6.1m FOT (Local) 

£2.5m FOT (NHSE) 

£157k Invested 

CQUIN 

Key:

 Milestone Met

 Milstone Not Achieved

 Further Information Requested

H High

M Medium

L Low

Scheme

Number 1 2 3 4 Risk

Local Commissioner CQUIN
Renal & Acute 
Medicine

1 1 Acute Kidney Injury  M

Core 2 2a Seps is  Screening  M
Core 2 2b Seps is  Antibiotic Adminis tration  L

3a 3a Dementia  and Del i rium - Find, Assess , Investigate, Refer and 
Inform (FAIRI)  L

3b 3b Dementia  and Del i rium - Staff Tra ining  L
3c 3c Dementia  and Del i rium - Supporting Carers  L

Renal & Acute 
Medicine

4 4 Reducing  the proportion of avoidable emergency admiss ions  L
Care of the Elderly 5 5 Developing an acute fra i l ty uni t  L
Oncology & 
Haematology

6 6 Improving psychologica l  support for patients  with cancer  M
Anaesthetics 7 7 Improving the effectiveness  of rehabi l i tation after cri tica l  i l lness  L
Core 8 8 To improve the timel iness  of the inpatient discharge process  H
Core 9 9 Communicating with patients  & GPs  post discharge  H

Specialised Commissioning CQUIN
Core 13 UHCW CQUIN 1 Cl inica l  Uti l i sation Review - Insta l lation and 

Implementation    L
Renal & Acute 
Medicine

14 UHCW CQUIN 2 eGFR Monitoring System (SCG)    M
10 UHCW CQUIN 3 Haemoglobinopathy Networks    L
11 UHCW CQUIN 4 - El igible patients  receiving a  NICE DG10 compl iant 

test with provis ion of monitoring data     L
12 UHCW CQUIN 5 Right Care Right Setting    M

Care of the Elderly

Oncology & 
Haematology

Group Scheme Name
Milestones
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Workforce Information | Headlines March 
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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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1. Purpose  
This paper aims to inform Board member of the publication of the Better Births report 
chaired by Baroness Julia Cumberlege and to highlight to COG potential changes to 
service by 2020. 
 
2. Background and Links to Previous Papers 
 
The document was published on 23rd February 2016 and focuses on women centered 
care. A paper was presented ay COG on 12/4/16. A full copy of that report is attached. 
 
 
3. Narrative 
The vision of the National Maternity Review is to ensure that maternity services in 
England becomes safer, more personalized, kinder, professional and more family 
friendly. The report is welcomed by the maternity service at UHCW as its focus is women 
centered and aims to give women more choices. 
 
The key themes are: 
• Personalized care 
• Continuity of carer 
• Better Postnatal and Perinatal Mental health 
• A payment system 
• Safer Care 
• Multi-professional working 
• Working across boundaries 
 
The senior midwifery team has undertaken a gap analysis to map where UHCW are 
against the review. A multi-professional working party is being pulled together to ensure 
that close working ensures a robust implementation programme, this will include current 
and past users of the service. 
 
Financial 
The payment system, allocating a personalize budget to each woman needs more clarity 
and exploration. It will be necessary to undertake a birth rate plus assessment to ensure 
that optimum staffing is available to implement new ways of working and delivering care, 
this may have a financial implication. 
 
 
 
Reputation 



The reputation of UHCW maternity services is solid and it is important that this is 
sustained and developed. Women from outside of the Coventry and Rugby areas are 
already choosing UHCW as their preferred place of birth due to the good reputation of 
both Lucina and the high risk service 
 
The maternity service performs well against agreed key performance indicators and the 
risk to this is if women who live outside of the boundary will make it difficult to provide 
continuity, however this could be overcome by working differently across maternity units 
and boundaries out of area 
 
4. Areas of Risk 
The main challenges will be offering continuity of care in labor to women with complex 
needs and those requiring high dependency needs care. Continuity during the antenatal 
and intrapartum care will require a major change in the ways that midwifery and medical 
teams work currently but there are plans to run a pilot project between Community 
Midwifery and the Lucina birth center to enable smarter working and expose low risk 
women to their small community teams including birth Centre midwives. 
 
 
5. Governance  
Cross boundary working may well affect the business with more or less births occurring at 
UHCW; however it fits well with Sustainability & Transformation Plans (STP) and the 
future plans for health services. 
 
The gap analysis that has been produced will be reviewed on a monthly basis and 
progress will be reported to the Patient Safety Committee and to the Quality Committee 
via that route.  It is proposed that a separate progress report is submitted to QGC on a 
twice yearly basis. 
 
6. Responsibility 
 
Responsibility for implementing this 5 year vision rests with Clinical Commissioning 
Groups, NHS England and local Trusts as well as Health Education England, Royal 
Colleges and NHS improvements. Pioneer sites and early adopter sites will be identified 
and rely on CCG’s bidding to become pilot sites to NHS England.  The Chief Medical 
Officer and Chief Nursing Officer are joint Board level leads. 
 
7. Recommendations 

 
UHCW has implemented a number of the recommendations well ahead of publication 
such as the Acting Early Teams which have been embedded for 3 years. A strong 
perinatal mental health team works within the service and an alongside birth center has 
been established for 2 1/2 years. The Coventry and Warwickshire. 
 
The Board is asked to NOTE the report. 
  
Name and Title of Author: Carmel McCalmont, Head of Midwifery 
Date: 14th April 2016 
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Better Births –The National Maternity Review 
Five year Forward View 

 
 
Background 
 
The National Maternity Review was commissioned in March 2015. It was 
chaired by Baroness Julia Cumberlege and consisted of a review team 
including clinicians, women’s and patient representatives along with members 
of the Royal Colleges. A number of engagement events were held over a 12 
month period to provide a vision for the future shape of maternity services that 
would improve quality and was woman centred. The review was published on 
23rd February 2016 
 
Findings 
 
Choice of place of birth 
 
The review found that women don’t always get the choices that they want. 
16% of the respondent to the national maternity survey in 2015 reported that 
they had been offered no choice about their maternity care. 14% felt that they 
were not provided with sufficient information to enable a choice of where to 
have their baby and 25 % were unaware of the 4 choices available: 

1. Home birth 
2. Freestanding midwife led unit (FMU) 
3. Alongside midwife led unit (AMU) 
4. Obstetric unit. 

 
10% of women surveyed stated they would prefer a home birth, however 
nationally only 2% women birth at home. 6% indicated that they would like to 
birth in a FMU, again only 2% actually birth in an FMU. 49% of those 
surveyed stated their birth place of preference would be an AMU and currently 
only 9% women birth in an AMU. Only 25% women would choose to birth in 
an Obstetric unit with 87% actually birthing in an obstetric unit. 
 
In Coventry and Rugby women are offered 3 options of place of birth, the 
option of giving birth in an FMU is not given as there is no FMU in Coventry 
and Warwickshire. The nearest FMU is in Solihull and there are only 176 
births in that unit per annum; Heart of England NHS Foundation Trust (HEFT) 
who manage this FMU have a total of 8,300 births per year. 
 
Data  and Quality 
 
The review identified that data quality across maternity services is poor and 
there is also significant variation in the quality of care. The review noted that 
over 10% of births are not recorded in Hospital episode statistics. An audit of 
stillbirths found that half of all term, singleton, and normally formed 
antepartum stillbirths had at least one element of care that required 
improvement and may have had a different outcome. 
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In first time mothers the proportion of instrumental deliveries resulting in 3rd 
and 4th degree perineal tears varied from 3 to 11%. 
 
2/3rd of women with a risk factor for developing diabetes in pregnancy were 
not offered testing in pregnancy which could have identified the need for 
treatment. There was a significant variation in incident reporting across 
maternity services. 
 
The maternity service across Coventry and Rugby are high reporters of 
incidents. The 3rd and 4th degree perineal tear rate is 2.66%. All women with a 
risk factor for diabetes are screened and referred to the specialist diabetes 
team. 
 
Vision for Maternity Care in England 
 
The National Maternity review sets out a vision for maternity care in England 
which is safer, more personalised, kinder, professional and more family 
friendly. The review suggests this can be achieved by:- 
 

• Working across boundaries 
• Changes to the payment system (personalised budgets) 
• Multi-professional working 
• Safer care with professionals working together across boundaries and 

leadership for a safety culture 
• Improve continuity of carer 
• Personalised care 
• Better postnatal and perinatal mental healthcare 

 
Personalised Care centred on the woman, her baby and her family based 
around their decisions where they have genuine choice informed by unbiased 
information. The review suggests that women should receive unbiased 
information through a digital tool. It also recommends that women should 
have a choice of provider of antenatal, intrapartum and post natal care 
exercised through a personalised maternity care budget. 
 
Continuity of carer: The review states that every woman should have a 
midwife who is part of a small team of 4 to 6 midwives based in the 
community. The midwife should provide continuity throughout the pregnancy 
birth and postnatal period. 
 
Safer care: The review recommends that provider boards should have a 
board level champion for maternity services; it should routinely monitor 
information about quality and promote a culture of learning and continuous 
improvement. Rapid referral protocols should be in place to ensure access to 
more specialist care when needed. It recommends that teams should routinely 
measure their own performance and benchmark against others. The review 
recommends that a national standardised investigation process should be in 
place when things go wrong supported by a rapid resolution and redress 
system to encourage rapid learning rather than a blame culture. 
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Better Postnatal and Perinatal Mental Healthcare; the review states that it is 
essential to address the historic underfunding and provision in these two 
areas. It suggests that significant investment in perinatal mental health 
services in the community and in specialist care in line with the Mental Health 
taskforce report should occur. It also advocates that post natal care must be 
resourced appropriately 
 
Multi-Professional working: The review makes clear that it is essential to 
break down barriers between midwives, obstetricians and others. Multi-
professional learning should be a core part of all pre and post registration 
training and continuous professional development for midwives and 
obstetricians. It recommends that there should be a national rollout of an 
electronic maternity record to support information sharing and that there 
should be a national agreed set of indicators to help local maternity systems 
to track, benchmark and improve the quality of maternity services alongside 
multi-professional peer review 
 
Working across boundaries: The review states that community hubs should 
be established where maternity services are provided alongside other family-
orientated health and social services. It also encourages providers and 
commissioners to come together in local maternity systems covering 
populations of 500,000 to 1.5 million with all providers working to common 
agreed standards and protocols. The review suggests that professionals, 
providers and commissioners should come together on a larger geographical 
area through clinical networks to share information, best practice and 
learning, provide support and advice about commissioning of specialist 
services to support local maternity systems. 
 
Payment system: A payment system should be in place that fairly and 
adequately compensates providers for delivering high quality care reflecting 
The different cost structure services have. The need to ensure that money 
follows the woman and her baby to ensure women’s choices drive the flow of 
money whilst supporting organisations to work together. The review confirms 
that there is a need to incentivise the delivery of high quality of care for all 
women, regardless of where they live or their needs including the challenges 
of providing sustainable services in remote and rural areas. 
 
The Better Births report suggests that community hubs should be developed, 
bringing services together by acting as one stop shops for many services with 
different teams operating out of the same facility, bringing services together to 
make it easier for women to get the care they need closer to home. Fast and 
effective referral should also be provided to the right expert if a woman and 
her baby need a more specialist referral. 
 
Local Maternity Systems, bringing commissioners and providers together ; 
The review sees this as being coterminous with existing local neonatal 
networks covering population of 500,00- 1.5 million. The commissioners and 
providers should be responsible for developing a vision for improved maternity 
outcomes. It sees this as essential in order to put in place an infrastructure to 
support services to work together effectively. 

BetterBirths Page 3 
 



 
Maternity clinical networks should bring together local maternity systems 
across a region in order to share information, best practice and learning to 
enable benchmarking and drive quality improvement focusing on the 
outcomes of care as well as ensuring the availability of specialist services to 
women and babies with complex needs. 
 
Implementation Plans 
 
A programme board is currently been set up to oversee 10 work streams. An 
expression of interest for choice and personalisation pioneers was launched 
and went out to CCG’s on 3rd March 2016, expressions of interest for early 
adopter CCGs requires bids to be returned to NHS England by 13th April. The 
Head of Midwifery at UHCW NHS Trust raised this at CQRG on 31st March 
2016 and arranged a meeting with the CCG on 7/4/16 to enable the 3 HoM’s 
across Coventry and Warwickshire to support the CCG’s to work up a bid to 
be a pioneer health economy. Unfortunately the meeting was cancelled at the 
last minute as the commissioners did not feel this was a priority currently 
 
The maternity risk manager at UHCW NHS Trust has undertaken a gap 
analysis with her colleagues against the Better Births document and a multi- 
professional group has been established to review the current service and set 
up some pilot schemes to offer some alternative ways of working to 
implement some of the recommendations. 
 
The initial gap analysis is enclosed and will be updated monthly 
 
 
Carmel McCalmont, Head of Midwifery 
7th April 2016 
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Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

Is it relevant to 
UHCW?

Is the 
recommendation 

met?
Actions Required How will we know

Is there any 
risk? (High, 
Low, None)

Deadline for 
Actions Responsible 

1

Personalised care centred on the woman her 
baby and her family based around their needs 
and their decisions where they have genuine 

choice informed by
unbiased information 

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

Recommendations for Better Births, national maternity review.

Recommendation 



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

1.2

Unbiased information should be made  available to all 
women to help them make their decisions and develop 

their care plan drawing on the latest evidence, and 
assessment of their individual needs, and what services 
are available locally. This should be through their digital 

maternity tool.

Yes No Yes Maternity survey and NIB
monitoring High By April 

2017

National
Information
Board (NIB)

and NHS
England

1.3

Women should be able to choose the provider of their 
antenatal, intrapartum and postnatal care and be in 

control of exercising  those choices through their own 
NHS Personal Maternity Care Budget.

Yes Partial Yes Maternity survey, e-referral
data and CCG Assessment Low

Pioneer sites
in 2016/17.
Potential full
roll out from

2017/18

NHS England
and CCGs



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

1.4

Women should be able to make decisions about the 
support they need during  birth and  where they would 

prefer to give birth, whether this is at home, in a 
midwifery unit or in an obstetric unit, after full 

disscussioin of the benefits and risks associated with 
each option.

Yes Partial Yes Maternity survey, e-referral
data and CCG Assessment High

Most women
should have

access to
three types 

of
birthplace by

2020

CCGs

2
Continuity of carer, to ensure safe care based 

on a relationship of mutual trust
and respect in line with the woman’s decisions



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

2.1

Every woman should have a midwife who is part of a 
small team of 4 to 6 based in the community who know 

the women and family, and can provide continuity 
throughout the pregnancy, birth and postnatally.

Yes Partial Yes Maternity survey High

Early
adopters to
roll out from

2016/17.
Across the
country by

2020

Providers and
CCGs

2.2

Each team of midwives should have an identified 
obstetrician who can get to know and understand their 

service and can advise on issues as appropriate. Yes No Yes Staff feedback High By 2020 Providers and
CCGs



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

2.3

Community hubs should enable them to access care in 
the community from their midwife and from a range of 

others services, particularly for antenatal and postnatal  
care.

Yes Partial Yes CCG Assessment High

Plans for
community

hubs to be in
place and
agreed by 

end
2016/17, for
roll out by

2020

NHS England -
national

support and
guidance;
CCGs and
providers -

local
implementatio

n

2.4

The woman’s midwife should liase closely with obstetric, 
neonatal and other services ensuring that they get the 

care they need and that it is joined up with the care they 
are recieving in the community.

Yes Partial Yes Providers High From now

Maternity 
survey, Local

Maternity 
System

governance



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

3

Safer care, with professionals working together 
across boundaries to ensure rapid referral, and 

access to the right care in the right place; 
leadership for a safety culture within and 
across organisations; and investigation, 

honesty and
learning when things go wrong.



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

3.1

Provider organisation boards should designate a board 
member sa the board level lead for maternity services. 
The Board should routinely monitor information about 
quality, including safety and take necessary action to 

improve quality.

Yes Yes No CQC inspections Low By 1 April
2016/17 Providers



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

3.2

Boards should promote a culture of learning and 
continuous improvement to maximise quality and

outcomes from their services, including multiprofessional 
training. CQC should consider

these issues during inspections.

Yes Partial Yes CQC inspections Low From 
2016/17

Providers and
CQC

3.3

There should be rapid referral protocols in place 
between professionals and across organisations to 

ensure that the women and her baby can access more 
specialist care when they need it.

Yes Partial Yes Local maternity system
governance High

Timetable to
coincide with
establishme

nt
of local

maternity
systems. 

Full
roll out by 

end
2018/19.

Providers and
CCG



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

3.4

Teams should collect data on the quality and outcomes 
of their services routinly, to measure their performance 
and to benchmark against others to improve the quality 

and outcomes of their services.

Yes Yes Yes
Regional clinical network

monitoring, CQC
inspections

Low

From 1 April
2017,

following
publication 

of
national

guidance

Providers and
regional
networks



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

3.5

There should be a national standardised inveestigation 
process when things go wrong. to get to the bottom of 
what went wrong and why and how future services can 

be improved as a consequence.

Yes No Yes DH / NHS Improvement /
HCSIB monitoring High By end

2016/17

Health Care
Safety

Investigation
Branch, NHS
Improvement,

Maternity
Clinical

Networks



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

3.6

There is already an expectation  of openness and 
honesty between professionals and families. which 

should be supported by a rapid redress and resolution 
scheme, encouraging rapid learning and to ensure that 

families recieve the help they need quickly.

Yes Partial Yes DH implementation Low By 2020
DH and NHS

Litigation
Authority

4

Better postnatal and perinatal mental health 
care, to address the historic

underfunding and provision in these two vital 
areas, which can have a significant

impact on the life chances and wellbeing of the 
woman, baby and family.



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

4.1
There should be significant investment in perinatal 

mental health services in the community and in 
specialist care..

Yes Yes No

CCG Assessment
Framework, Mental Health

Minimum Dataset
(MHMDS), MCMDS

Low By 2020

Mental Health
Implementatio

n
Board, NHS
England and

CCGs

4.2
Postnatal care must be resourced appropriately. Women 
should have access to their midwife as they require after 

having had their baby.
Yes Partial Yes Maternity survey, MCMDS High By end

2018/19
CCGs and
providers



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

4.3

Maternity services should ensure smooth transition 
between midwife and obstetric and neonatal care, and 

when appropriate to ongoing care in the community from 
their GP and Health visitor.

Yes Yes No Maternity survey Low By end
2016/17

CCGs and
providers

4.4 A dedicated review of neonatal services should be taken 
forward in light of the findings of this review. Yes No Yes NHS England reporting High By end

2016/17 NHS England



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

5

Multi-professional working, breaking down 
barriers between midwives,

obstetricians and other professionals to deliver 
safe and personalised care for

women and their babies

5.1

Those who work together should train together. The 
nursing and Midwifery Council and the Royal College of

Obstetricians and Gynaecologists should review 
education to ensure that it promotes multi-

professionalism and that there are shared elements 
where practical and sensible.

Yes Partial Yes NMC and RCOG reporting High

Review to be
complete by
end 2016/17

NMC and
RCOG to
include in

their
education
from now 

and
from Sept

2017 at the
latest

NMC, RCOG



Gap Analysis Morecambe Bay Report vs UHCW NHS Trust

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

1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

5.2
Multi-professional training should be a standard part of
professionals’ continuous professional development, 

both in routine situations in emergencies.
Yes Yes Yes

HEE reporting
CQC inspection
Board reporting

Low

DH and HEE
fund 

postregistrati
on

training in
2016/17

Thereafter
responsibility
of employers

NHS England,
HEE, RCM,

RCOG,
employers

5.3

Use of electronic maternity records should be rolled out 
nationally, to support sharing of data and information 

between professionals, organisations and with the 
woman. Commissioners and providers should invest in 

the right software,equipment and infrastructure to collect 
data and share information.

Yes Partial Yes

Digital Maturity Self-
Assessment will cover

electronic records
generally

High By 2020 NHS England,
providers
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1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

5.4

A nationally agreed set of indicators should be 
developed to help local maternity systems to
track, benchmark and improve the quality of
maternity services. This should include the
possible development of PROMS/PREMs

measures for maternity.

Yes Partial Yes NHS England reporting High

Convene by
Spring 2016,

report by 
end

2016/17

NHS England,
RCM, RCOG

5.5

Multi-professional peer review of services should be 
available to support and spread learning. Providers
should actively seek out this support to help them

improve, and they must release their staff to be part of 
these reviews. CQC should consider the issue as part of 

inspections.

Yes No Yes RCM and RCOG reporting
CQC Inspection High By end

2017/18

RCOG and
RCM to
provide
support,

employers to
release

professionals
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1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

6

Working across boundaries to provide and 
commission maternity services to

support personalisation, safety and choice, 
with access to specialist care

whenever needed

6.1

Providers and commissioners should come together in 
local maternity systems covering populations of

500,000 to 1.5 million, with shared standards and 
protocols agreed by all.

Yes No Yes CCG Assessment High

Planning for
working in 

this
way 

2016/17;
begin to 

work
in this way

from 
2017/18.

Full roll out 
by

end 2020

NHS England -
national

support and
guidance;
CCGs and
providers -

local
implementatio

n
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1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

6.2

Professionals, providers and commissioners
should come together on a larger geographical
area through Clinical Networks,89 coterminous

for both maternity and neonatal services, to share 
information, best practice and learning, to provide 
support and to advise about the commissioning of
specialist services which support local maternity

systems.

Yes No Yes NHS England assurance of
Clinical Networks High From now

NHS England
national and

regional
funding and

support; CCGs
and providers
are members

6.3

Commissioners should take greater responsibility for
improving outcomes, by commissioning against clear 
outcome measures, empowering providers to make

service improvements and monitoring progress
regularly.

Yes No Yes CCG Assessment High

From now –
with

demonstrabl
e

progress by
end

2020/2021

CCGs
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1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

6.4 NHS England should seek volunteer localities
to act as early adopter sites. Yes No Yes NHS England reporting High

A two year
programme 

to
start in

September
2016.

NHS England

7

A payment system that fairly and adequately 
compensates providers for

delivering high quality care to all woman, whilst 
supporting commissioners to

commission for personalisation, safety and 
choice
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1.1

Every woman should develop a personalised care plan, 
with their midwife and other health professionals, which 
sets out her decisions about her care, reflects her wider 
health needs  and is kept up to date as her pregnancy 

progresses and after the birth.

Yes Partial Yes Maternity survey
e-referral data Low

100% of
women by

2020

Providers and
CGGs

7.1

The payment system for maternity services should be 
reformed in particular it should take into account the 
different cost structures, different services have ie a 

large proportion of the costs of obstetrc units are fixed 
because they need to be available 24 hours a day, 

seven days a week regardless of the volume of services 
they provide. The need to ensure that the money follows 

the woman and her baby as far as possible, so as to 
ensure womens choices drive the flow of money whilst 
supporting organisations to work together . The need to 
incentivise the delivery of high quality and efficient care 

for all women regardless of where they live or there 
health needs. Challenges of providing sustainable 

services, in certain remote and rural areas.

Yes No Yes NHS England and NHS
Improvement reporting High

Develop
proposals for

reforming
payment
system

2016/17; 
pilot

new system
2017/18;

implement
new system

2018/19

NHS England
and NHS

Improvement
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Jenny Gardiner, Director of Quality 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer 

Date  28th April 2016 
 
1. Purpose  
This quarterly experience report brings together information on Compliments, Complaints, 
PALS, Patient feedback and involvement and health information.   
 
2. Background and Links to Previous Papers 
 
The paper aims to present patient experience information in an easy to read format 
suitable for public consumption.   
 
3. Narrative 

 
In keeping with the Trust’s vision of becoming a national and international leader in 
healthcare and its values, this report aims to bring together the work of the Patient 
Experience Team and highlight areas of good practice and improvement areas.  
 
The complaint response rate for the 25 working day standard indicator has remained 
relatively stable throughout January and February at 89%; the figure for March and the 
full Quarter will be available in May. 
 
12 new Parliamentary Health Service Ombudsman (PHSO) requests were received this 
quarter in comparison to 4 in the previous quarter. This is in line with the PHSO’s five 
year strategy (launched in 2013) to accept more complaints for investigation. The PHSO 
have issued their preliminary decisions on 3 of the 11 they accepted within this quarter 
and their final decision on a further 1.  In all cases the PHSO have decided not to uphold 
the complaints. 
 
 
4. Areas of Risk 
 
There is no CQUIN for the Friends and Family test for 15/16.  However, the Trust 
continues to track its performance and respond to national developments such as the 
easy read FFT question. 
 
5. Governance  
 
NHS Constitution 
 
Principle 4 – The NHS aspires to put patients at the heart of everything it does NHS 
services must reflect and should be coordinated around and tailored to, the needs and 
preferences of patients, their families and their carers. 

 



Principle 7 - The NHS is accountable to the public, communities and patients that it 
serves. 
 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical and Quality Officer 
 
7. Recommendations 
 
The Board is invited to NOTE the Patient Experience Quarterly Report 
 
Name and Title of Author: Anita Kane, Associate Director of Quality 
   
Date: 15/04/2016 
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Compliments – Examples of Compliments Received via Feedback and Impressions 

The Feedback inbox is used by the Complaint Department and PALS for 
complainants and service users to communicate with the Trust via email.  As 
well as being used to communicate concerns, it can also be used to 
communicate compliments and/or praise to individual members of staff or 
teams. 
 
The Impressions website is used by the Patient Experience Team for service 
users (patients, family members and visitors) to provide the Trust with their 
comments about their experience, often via the Friends and Family Test (FFT). 
 
  

“I must say that  overall I 
was very impressed by the 
care that I received from 

staff”   
Emergency Department,  

University Hospital  
Feedback Inbox 

 

“….staff were so warm, 
friendly and professional 

throughout an 
uncomfortable procedure. I 

wanted to pass on my 
compliments to their 

manager and say  thank 
you”   

Ward 23, University 
Hospital Feedback Inbox 

“Staff are always friendly 
and supportive and will 
got he extra mile to help 

and advise” 
 

Rheumatology Day Unit 
University Hospital 

#128641 

“Staff professionalism and 
approachability – outstanding. 
My dad is in the Critical Care 
Unit currently and I feel the 

care he has received has been 
exceptional” 

 
General Critical Care, University 

Hospital 
#128655 

“Superb – high 
standard of real 
patient care with 

humour and 
compassion” 

 
Postnatal Ward, 

University Hospital 
#129155 

“I would like you to thank 
these nurses from the bottom 
of my heart, they deserve the 
recognition at not only being 

very good at their jobs but also 
showing compassion , 

empathy and kindness to a 
very scared patient . They 

were amazing” 
 Ward 32, University 

Hospital Feedback Inbox 
 

“Good, friendly, 
professional and highly 
competent staff. Many 

thanks” 
 

Ward 33 Urology 
University Hospital 

#128605 

2 

= Impressions = Feedback 

“Fantastic day staff, 
especially support 

workers” 
 

Ward 23, University 
Hospital 
#128804 

“Polite and 
reassuring staff – 

excellent!” 
 

Endoscopy Unit 
University Hospital 

#128915 

“It was excellent 
throughout. All the 

staff were fantastic – 
can’t give enough 

praise” 
 

Urgent Care Centre, 
Hospital of St. Cross 

#129051 

“The care and treatment I 
received from the nursing and 
medical staff was first class.  
The Consultant and his team 

involved in the ongoing 
aftercare again were caring, 
efficient and gave me care of 

the highest order” 
Ward 32,  University Hospital 

Feedback Inbox 

 
“I wish to compliment the staff for 
their outstanding care and support 

regarding  granddaughter ….. 
Please pass on my compliments 
and thanks to these wonderful 

members of NHS staff” 
Physiotherapy Department, 

University Hospital 
Feedback Inbox 

 

“Staff were 
excellent, always 

smiling and friendly, 
caring and 

knowledgeable” 
 

Cedar Ward  
Hospital of St. Cross 

#128624 



The Patient Advice and Liaison Service 



Patient Advice and Liaison Service (PALS) – Performance and enquiries by subject  

New Enquiries received by quarter  

Q1 
(15/16) 

Q2 
(15/16) 

 
Q3  

(15/16) 
 

 
Q4  

(15/16) 
 

Received via 
telephone 507 726 667 334  

Received via 
Feedback 211 407 378  172 

Received in person 131 185 200  94 

Received in writing 7 32 23  27 

Total Number of 
PALS Enquiries 
Received 

856 1350 1268 627  

A review of PALS record keeping and reporting has been undertaken and 
it was recognised that better use of Datix functions to record information, 
and further development of definitions to support consistency of recording 
will improve the quality of the information PALS captures.  
 
Improved data is a key step in positioning the PALS to deliver on the Trust 
Values, particularly Learning and Improvement and to contribute to 
meeting the Quality and Patient Experience functions aims and objectives.  
 
As a result of the introduction of improved Standard Operating Procedures 
and definitions of ‘enquiries’ and ‘contacts’ , Q4 data is data recorded on 
Datix as a new enquiry and not the further ‘contacts’ received in relation to 
the enquiry, and this is reflected in the reduced number for enquiries 
received in Q4.  
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It is clear from the subject breakdown that delays, cancellations and 
communication are the main areas of dissatisfaction.  
 
From their handling of these enquiries, the PALS understand that 
patients are dissatisfied with the level and quality of the information they 
receive and the service’s handling of their enquiries regarding waiting 
times.  Improving the information given to patients may help improve 
patient experience, reducing the need for patients to refer to the PALS.  
 
The complaints handling subject represents enquiries where the 
enquirer is dissatisfied with the Trust’s handling of their dissatisfaction 
that has caused them to make contact with the PALS. This does not 
directly relate to the Trust’s complaints service or process. 
 
 

Enquiries received by subject  

Appointments, Delay, Cancellation (outpatients) 
243 

Communication / Information to Patients 
85 

Appointments, Delay, Cancellation (inpatients) 
66 
 

Complaints Handling 
39 

Attitude of Staff 
18 



PALS – Examples of PALS Enquiries Received in Quarter 4 

ID Concern Action 

9299   A relative contacted the PALS and stated that her mother has been in  hospital undergoing 
several tests for Dementia. The patient speaks only Punjabi and has had the use of translation 
services during her appointment. The relative said that the translators have told her mother she 
is undergoing ‘mad tests’ or that ‘she is mental’ which she feels is a confusing and upsetting 
translation to the patient and would like this raised as a concern. 
 

The PALS liaised with the Translation Service 
who advised that they would liaise with the 
relative directly. They are also now reviewing 
the service provided and the information 
translated to the patient. 

8921  The family of a patient contacted the PALS advising that their sister experienced a 
complication during or following surgery that had left her with a severe brain injury. The family 
wanted PALS to support them though the Trust’s investigations into this matter. This involved 
accompanying them to several meetings with medical and nursing staff.  
 

The PALS discussed the family’s concerns 
about the investigation process and attended 
meetings to give support and to help overcome 
those concerns.  

9271  The patient explained that since she has been under the care of a consultant she has not 
“actually met with her”.    She explained that she is sharing “very personal information” with 
junior doctors and she is finding this very distressing, leaving her feeling “very vulnerable and 
exposed” 

The PALS spoke with the patient’s Consultant 
who was very sorry to hear the patient was 
feeling this way and agreed to obtain the 
patient’s medical records and telephone her. 
 

9168 A veiled Muslim lady visited the PALS after being asked to leave the ward where her father is 
an inpatient.  She explained she had been allowed to visit during protected meal times with the 
permission of the Ward Manager on two other occasions however, during her third visit she 
was approached by a member of staff  who “quite aggressively” asked her to leave the ward 
immediately.  This lady is concerned that she was asked to leave due to the events elsewhere 
in Europe. She asked to remain anonymous but asked that I feed her concerns back to the 
appropriate staff.  
 

The PALS relayed this lady’s experience to the 
Patient Relations Manager who in tern referred 
her concerns to the Equality and Diversity 
Manager.  

9148 The patient has been admitted twice to UHCW and on both occasions has contracted 
Norovirus. The enquirer would like to know the Trust's policy for dealing with this and how it 
protects is patients. 

The PALS liaised with the Infection, Prevention 
and Control team asking them to contact this 
lady directly and talk through the process of 
events once Norovirus is confirmed within 
UHCW. 
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Below you will see a series of examples of PALS enquiries received throughout Quarter 4; the examples below represents the variety of concerns and 
enquiries that the PALS deal with daily, and provide examples of the outcomes achieved.  



The Complaints Department 



Complaints – Overall Performance 

Apr 
2015 

May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Total number of 
formal complaints  59 51 47 58 47 56 64 47 34 27 36 48 

% of complaints 
acknowledged 
within 3 days 

88% 96% 93% 92% 98% 98% 85% 95% 100% 90% 97% 98% 

% complaints 
responded to in 25 
working days 

59% 92% 94% 86% 77% 82% 78% 85% 85% 89% 89% TBC 

Number returned 
for further local 
resolution * 

2 6 6 13 8 10 10 3 10 10 8 5 

Number of PHSO 
requests 2 1 2 1 1 2 3 1 0 2 7 3 

This table demonstrates the overall performance of the Complaints service’s key performance indicators, and compares January, February and 
March with the previous 9 months.  
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*This  number represents the number of complaints received by the Trust for further local resolution following the original complaint response 
being received by the complainant. These further complaints can be received up to a year or more after the original response has been sent to 
the complainant and is not related to the total number of complaints received in the month.  

 



Complaints – Overall Performance Continued 

Total number of complaints  
 
The complaints service received 574 new complaints in the 2015 /2016 financial year, with the average number of complaints being (37), 
the highest level for five years. We received less complaints in this quarter than we did in each of the earlier quarters and this has 
allowed us to focus on improving the quality of our complaint responses and responding to those complaints that had breached the 25 
working day response timeframe.  
 
Strengthened thematic analysis will be presented to the Operational arm of the Patient Experience and Engagement Committee in 
2016/17 to understand further the reasons behind the numbers, with a view to enhancing the learning and improvement through a 
significant drive in action planning. 
 
25 day response standard 
 
Based on the first two months of the quarter, quarter 4 is the best quarter of the year with regards to performance against the 25 working 
day standard. The service will continue to review its practices to ensure that complaints are managed as effectively and efficiently as 
possible, as well as ensuring compliance with the Complaints Management Plan and developing a more effective escalation process. 
 
Parliamentary Health and Service Ombudsman (PHSO) 
 
We have seen more complaints referred to the PHSO in the final quarter than any other quarter in this financial year. We are however 
aware that part of the PHSO’s five year strategy (commenced in 2013) was to accept more complaints for investigation. In addition to 
this, the PHSO are changing their internal procedures which may explain the spike of new cases received from the PHSO in February of 
this quarter.  The PHSO have issued their preliminary decisions on 3 of the 11 they accepted within this quarter and their final decision 
on a further 1, in all cases the PHSO have decided not to uphold the complaints. 
 
At the time of reporting, we have 13 cases open with the PHSO. 4 are at draft report stage with 1 being provisionally upheld and 3 being 
provisionally not upheld. 1 is at final report which was not upheld. 
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Complaints – Most Common Subjects for Complaints 

       
    

   
   

Displayed below are the top five subjects of complaints received by the Trust for January, February and March.  For each subject, there are a 
number of ‘sub-subjects’ to measure which issues occur most frequently. 
 
Diagnosis scored highly for all five of the top subjects for complaints received during January, February and March; this was also a 
predominant trend during the previous three months (Oct-Dec). Attitude is also a prevalent issue, featuring in 4 out of 5 sub-subjects.  Dignity 
also features as a common theme of complaints received by the Trust, and are also prevalent in 4 out of 5 sub-subjects. 
 

The information obtained from the KO41(a) data collection monitors written Hospital & Community Health Services complaints (by service area, 
profession and type) received by the NHS each year.   

Complaints – Top 5 Subjects (K041a) TOTAL Most Common Subjects for Complaints 

All aspects of clinical treatment 67 

Diagnosis (35) 
Dignity (20) 
Attitude (10) 

Cleanliness (1) 
Waiting Times in ED/OPD (1) 

 

Communication/information to patients 
(written and oral) 21 

Diagnosis (11) 
Dignity (5) 
Attitude (5) 

 

 
Appointments, delay/ cancellation 

(outpatients) 
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Waiting times in ED/OPD (3) 
Diagnosis (2) 
Attitude (1) 
Dignity (1) 

 

Patients’ Privacy and Dignity  5 

Attitude (3) 
Diagnosis (1) 

Falls (1) 
 

Appointments, delay, cancellations 
(inpatients) 4 

Dignity (2) 
Diagnosis (2) 
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Complaints – Parliamentary Health Service Ombudsman (PHSO) 
The number of complaints referred to the Parliamentary and Health Services Ombudsman (PHSO) received in January, February and March is 
higher than the number of requests for the previous three months. The possible reasons for this have been discussed at the Complaints – 
Performance section of the report (page 6).  
 
In each case received from the PHSO, the staff involved and the  Clinical Group Leadership Teams are advised of the PHSO involvement and 
they are involved in responding to draft reports and taking responsibility for any resulting actions.  We have initiated a piece of work to monitor 
compliance with any actions resulting from PHSO investigations and we will report on this next quarter.  

Number of investigations opened by the PHSO in Quarter 4  Number of PHSO investigations closed in Quarter 4  

Case  Primary Issue (s) Primary Speciality  Date Received from 
PHSO  

Comments 

HS-230939-
0030 Poor Medical Care 

Renal & Acute 
Medicine 

15/01/2016 
Under 

investigation by 
the PHSO  

EN-
232479/0058 

All Aspects of 
Clinical treatment 

Cardiac & Respiratory 25/01/2016 
Under 

investigation by 
the PHSO  

HS-245803 Clinical Judgement 
Query 

Cardiac & Respiratory 02/02/2016 
Not Upheld (Final 

Report) 

HS-242826 Poor Medical Care 
Specialist in Medicine 

& Ophthalmology 
04/02/2016 

Not Upheld (Final 
Report) 

HS-243988 All Aspects of 
Clinical treatment 

Oncology & 
Haematology  

05/02/2016 
Discontinued 
investigation  

EN-
245059/0023 

All Aspects of 
Clinical treatment 

Trauma & 
Orthopaedics  

12/02/2016 
Not Upheld (Final 

Report) 

HS-
245468/0029 Poor Medical Care Women & Childrens  18/02/2016 

Under 
investigation by 

the PHSO  

HS-
244426/0033 Poor Medical Care Gerontology  24/02/2016 

Under 
investigation by 

the PHSO  

HS-
240566/0042 

Clinical Judgement 
Query 

Surgery  25/02/2016 
Under 

investigation by 
the PHSO 

HS-
245912/0034 

All Aspects of 
Clinical treatment 

Renal & Acute 
Medicine  

02/03/2016 
Not Upheld ( Draft 

Report) 

HS-
241085/0038 

Communication, 
Poor medical care 

Neurosciences  03/03/2016 
Under 

investigation by 
the PHSO  

EN-
246182/0030 Communication Surgery  07/03/2016 

Under 
investigation by 

the PHSO  

Case  Primary Issue (s) Primary Speciality  Date Closed with 
PHSO  

Outcome  

HS-245803 Clinical Judgement 
Query  

Cardiac & Respiratory  15/03/2016 Not Upheld  

HS-242826 Poor Medical Care 
Specialist in Medicine & 

Ophthalmology  
18/03/2016 Not Upheld  

EN-245059/0023 All Aspects of Clinical 
treatment  

Trauma & Orthopaedics  29/03/2016 Not Upheld  

HS-212349/0111 All Aspects of Clinical 
treatment  

Emergency Medicine  25/02/2016 Partially upheld 

HS-243988/0045 All Aspects of Clinical 
treatment  

Oncology & Haematology  11/03/2016 Not Upheld  

HS-224416/0043 Poor Medical Care, 
Communication, Attitude  

Specialist in Medicine & 
Ophthalmology  

09/03/2016 Partially upheld 

EN-226936/0026 All Aspects of Clinical 
treatment  

Gerontology  15/03/2016 Partially upheld 

EN-225989 Communication Neurosciences 16/03/2016 
Declined to 
investigate  

HS-223721/0035 Clinical Judgement 
Query  

Emergency Medicine  17/03/2016 Not Upheld  

HS/237766/0037 Poor Medical Care  Cardiac & Respiratory  23/03/2016 Not Upheld  
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The patient was transferred from UHCW to Hoskyn Ward at Hospital of St Cross, Rugby on 5.9.15.  The handover from staff in Coventry had 
indicated that the patient did not require any special nursing  care. The patient fell on 7 September 2015 and sustained a head injury.  The 
patient was managed conservatively but deteriorated over the following few weeks and passed away on 24.9.15.   
 
The fall was also the subject of an RCA (Root Cause Analysis) and the family had agreed to wait for this to be completed and then to meet with 
staff to discuss the outcome of the RCA.  Other issues were raised by the family in the complaint and it was agreed to respond to these at the 
same time as the meeting.  The meeting was held with the family (wife and three daughters) at which the Trust was represented by the Modern 
Matron, Ward Manager and Consultant Gerontologist.  The outcome of the RCA was shared and other issues raised around patient’s care 
addressed.  It was identified that the main issue around this complaint was the lack of communication between the discharging and admitting 
wards.  The family were happy with the discussion that was held and the actions that had already been taken and were being implemented. 
The Modern Matron agreed to write to the family again in approximately 6 months time with an update on progress following the implementation 
of the actions, which are summarised below. 
 
• Importance of good communication with families reiterated to ward staff, in relation to patient safety incidents and advising them of falls. 
• The nurse who is looking after the patient in Coventry must be the nurse providing the telephone handover to the ward at Rugby.  Modern 

Matron to raise this with her Modern Matron colleagues at University Hospital. 
• The implementation of cohort bays on wards at Rugby.  Appropriate tables and lighting have been purchased to enable this to be taken 

forward. 
• New checklists have been implemented for patients being admitted to Hoskyn Ward; this includes if the patient has previously required 1:1 

care; been nursed in a cohort bay; risk assessment is undertaken specifically relating to falls.  This assessment is to be carried out within an 
hour of the patient arriving on the ward.  To be evaluated after a pilot period of time.  The outcome is to be fed back to the family. 

• New forms for handover from medical staff to medical staff. 
• Additional communication issues identified on the ward – Modern Matron and Ward Manager to take forward. 
• Consultant to raise awareness with Junior Doctors of the importance of ensuring that patient reviews are undertaken in a timely manner. 
• Nursing staff to discuss with relatives if they wish to be contacted during the night if an incident occurs with their relative. 
• All patients arriving on Hoskyn Ward are to be initially nursed on a low rise bed and only transferred to a normal bed if assessments deem it 

appropriate to do so. 
• Ward Manager to ensure that all staff are aware of the complaint to ensure that learning from this complaint is shared with the nursing staff 

and changes made as agreed. 
 

The family and staff found the approach of being able to discuss all issues at a meeting, including the outcome of the RCA, very useful.  The 
Modern Matron is to correspond with the family again following evaluation of the actions put in place.  To date the family appear to be happy 
with the outcome of the meeting. 
 
 

Complaints – Learning from Complaints 

Below you will see an example of a complaint where the investigation was concluded in Quarter 4. This demonstrates the learning opportunities 
that arise through a complaint investigation and the resulting service improvements.  
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Complaints – Examples of the Complaints Received 

ID and 
Grade (pre-
investigation) 

Main Issues of Complaint Outcome and Actions Taken Grade Post 
Investigation 

8072 
(BLUE) 

Following a surgical procedure, the patient 
suffered a heart attack whilst in Recovery.  
The following complaints were received:   
 
• Patient was starved of oxygen; 
• Handover was poor from the clinicians; 
• Patient’s personal hygiene was not 

taken care of;  
• Staff were rude to the family when they 

raised concerns regarding the patient’s 
care; and 

• Patient was not covered up during 
move to another ward. 

The patient was reassured that the investigation had found that all the 
appropriate actions were taken in response to the cardiac arrest.  
 
Apologies were given by appropriate staff for the term “starved of oxygen” 
being used, for the patient being exposed,  for the patient not being offered 
a shower and for staff attitude.  
 
The patient was advised that in order to reduce the likelihood of similar 
issues re-occurring we would pass the complaint to the Lead Nurse for 
Professional Standards for her to meet with the Ward Manager and 
Modern Matron to review the care and agree actions to improve the care 
provided going forwards. We invited the complainant to meet with the Lead 
Nurse following to feedback agreed actions.  
 

BLUE 
(Moderate) 

8206 
(AMBER) 

Complainant’s son was brought to 
Children’s ED to have their arm assessed 
as he had fallen and the following 
complaints were raised: 
 
• Doctor was very abrupt during 

assessment. 
• Doctor advised arm would heal, no x 

ray undertaken 
• Two weeks later, fracture confirmed at 

another ED 

 
 
The consultant concerned advised that she was saddened to hear that her 
manner had caused the patient and their family distress. She advised that 
she would reflect on her communication practices and take this forward. 
She advised that she had also reflected on her consultation and as a result 
of the complaint she would now lower the threshold to X-ray a child when 
the mechanism of injury is not clear.  
 
 

AMBER 
(Low) 

The table below shows examples of complaints received by the Complaint Department in January, February and March 2016; it displays the 
Datix ID number and grading of the complaint, the main issues and concerns raised by the complainant, and the actions taken as a result of the 
complaint.   
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Complaints – Examples of the Complaints Received 

ID and Grade 
(pre-
investigation) 

Main Issues of Complaint Outcome and Actions Taken Grade Post 
Investigation 

8253 
(AMBER) 

A mother attended the Maternity 
Department for her 11 week scan, 
which showed no heart beat 
resulting in the clinicians discussing 
her options with her. A surgical 
removal was agreed and this took 
place on 8 January  2016.   
 
Two days later following, 
attendance to EGU with severe 
pain, the foetus was passed whilst 
the patient was on the toilet. 
  

Consultant did not check womb cavity was empty, however as the Registrar 
had performed this procedure before she was confident that the womb cavity 
was empty. Acknowledged clinicians rely on feeling rather than seeing.  
Consultant expressed apologies.  
 
There is risk of incomplete evacuation which may require repeat surgery in 
around 5% of women (5 in 100) due to retained products of conception, 
however currently there is no documentation on the consent form which 
explains this.  
 
Consultant has discussed this with the junior doctor concerned to ensure that 
in the future women presenting with such symptoms are to be vaginally 
examined.  
 

AMBER 
(Low) 
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The Patient Experience Team 



Patient & Public Involvement – Impressions Quarter 4 
Impressions is the Trust’s bespoke patient survey system which allows feedback from not only patients but relatives, carers and visitors too.  The graphs 
below show feedback from all respondents when asked what service(s) influenced their experience at the Trust and whether the service was, in their 
experience, mainly good or mainly bad.  The green bar shows the percentage (as well as the number in brackets) of respondents who said they had a mainly 
good impression and the red bar the percentage (as well as the number in brackets) of respondents who said they had a mainly bad impression of the 
service noted.  The graphs below show [any] movement between this year’s and last year’s Quarter 4. The Top 3 and Bottom 3 Influential Factors are shared 
at ward level on the Looking After You Nursing Boards. The Trust wide influential factors are detailed on the monthly FFT internal report. 

Quarter  4 2014/2015 Quarter  4 2015/2016 

Note:  
• Due to rounding up of percentages, some categories show the same [percentage].  However, they are listed in the correct order taking account of this rounding up 

process.  Please see overleaf for an analysis of the data contained in these graphs.  The arrows indicate movement in results between the quarters.  However, due to 
respondent number differences any comparison is not necessarily comparable. 
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Patient & Public Involvement – Impressions Graphs Explained Quarter 4 

BOTTOM 3 SERVICE AREAS Q4 2015/2016 & ACTIONS BEING TAKEN 
 

Parking (52% of 2438 respondents felt they had a mainly bad experience) 
The recent completion of the improvement to the off site pinch points have greatly improved access at University Hospital.  The 
construction of additional  floors of parking areas next to A&E and the FM building is due to start in the next few months and it is hoped that 
these will improve the parking situation and that this will be reflected in feedback. 
 
Food and Drink (13% of 3211 respondents felt they had a mainly bad experience) 
The Patient Satisfaction Food & Drink Group are considering the re introduction of booklets containing the menus after the decision not to 
include them in general bedside booklet due to space issues. The Group are also considering that these menu booklets be stored in a 
holder attached to the bedside cupboards to ensure their easy use by patients.   The Group examined dementia friendly crockery and are 
considering its usage at the Trust.. 
 
Doing Things On Time (10% of 2865 patients felt they had a mainly bad experience) 
Actions being taken: As noted previously, prolonged discharge times are the subject of several ongoing improvement projects including 
those being overseen by the Strategic Resilience Group (addressing issues pertinent to the whole local health economy) and the 
Emergency Care Project Group to name but a few.  The latter has been set up to consider patient flow through the AMUs and ambulatory 
care etc.  The third Perfect Week  was held 22nd February to 26th February 2016 during which discharge times and flow were expedited.   

COMPARISON BETWEEN Q4 2014/15 & Q4 2015/16 
 
The top and bottom three categories between this year and last year’s quarter are the same.  There is minimal difference in the 
percentages of those who chose to feed back on the top three categories  stating their experience of those services was mainly good.  
Again, with the bottom three [categories] little movement is indicated – the largest shift in percentage rate of those who chose to feedback 
stating their experience was mainly good was with regard to ‘Doing Things on Time’ where there has been a 4% increase . 
 
Whilst the Trust can be reassured that the services which are scoring highly are those it would want [to be scoring highly] in that they relate 
directly to medical and nursing care, it is disappointing that there has been no discernible movement in satisfaction levels with regard to the 
bottom three despite various actions being taken – see below.   
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Patient & Public Involvement – FFT Quarter 4 
The Friends and Family Test (FFT) is a national initiative overseen by NHS England. It is an initial single question, which asks patients whether they would 
recommend the NHS service they have received to family and friends if they need similar care or treatment, plus a supplementary question asking why the 
patient has responded how they have. The FFT question is incorporated into Impressions. The results are presented as a percentage of recommenders 
and non recommenders. The below tables show UHCW’s figures against our internal targets and also the national average for the previous quarter. We do 
not report on the response rate for some maternity services, as indicated by N/A in the table.  
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Met or exceeded the internal target  1% - 5% below the internal target  6% or more below the internal target 

Improving the FFT Response Rate 
• FFT Implementation Group has been re-instated with updated membership. Its focus being predominately ensuring response rates are maintained 

and improved. 
• Exploring FFT Champions at a ward level. 
• The Patient Experience Team carried out a pilot where a short version of the FFT questionnaires were placed on meal trays in an effort to improve 

response rates, evaluation of this demonstrated poor return. 



Patient & Public Involvement – National Patient Survey Programme 

Current status of surveys undertaken as part of the National Patient Survey Programme and overseen by the Patient Experience Team: 

The National Patient Survey Programme has been running since 2002 and is a mandatory programme which all Trusts have to take part in. The Trust 
commissions Quality Health Ltd to carry out the surveys on its behalf. The Patient Experience Team oversee the following surveys on behalf of the Trust: 
 

• Inpatients (run annually)  
• Out-patients (run every 2/3 years)  
• A&E (run every 2/3 years)  
• Maternity Services (run every 2/3 years) 
• Children & Young Peoples (run every 2/3 years) 

 
Quality Health Ltd provides the Trust with its results for each survey via 3 separate reports: Top line results (containing raw figures for the current and 
previous year’s survey) as well as top line recommendations to improve results; Management report (containing full statistical analysis including trends and 
comprehensive recommendations to improve results); Comments report (containing all the verbatim comments given by respondents). 
 
The CQC provides the Trust with a benchmark report which compares how the Trust has fared nationally when compared with other Trust’s.   

Survey Type Year Status 

Inpatient 2015/2016 The Trust has received from Quality Health Ltd, the top line results, including the high level recommendation 
for action.   
The full Management Report is expected on 18th April 2016.  On receipt an action plan will drawn up for taking 
forward by the relevant specialties. 

Paediatrics 2014/2015 The Management Report, produced by Quality Health Ltd, was received in July 2015.  An action plan was 
drawn up by the Specialty and is being taken forward.  Resulting actions include all staff now wear name 
badges, the noisy door from the HDU on Ward 15 has been mended, the provision of magazines, games and 
puzzle books has been addressed with the Volunteers helping out with their purchase etc.  

Maternity  2014/2015 The Trust has received from Quality Health Ltd, the top line results including the high level recommendations 
for action along with the full Management Report in October 2015. The Speciality has produced an action plan 
for the issues highlighted which include: encouraging patients to download the Baby Buddy app to improve 
information giving, better promotion of skin to skin contact and breast feeding (which has now been recognised 
by UNICEF accreditation level 2 to department 

Forthcoming Surveys in 2016/17:  The CQC has indicated that in 2016/2017, in addition to the annual IP survey, there will be an A&E Survey 
with the possibility of a Children and Young People’s Survey. 18 



Area Stars (out of 5) No of ratings 
Cleanliness 3 26 

Environment 4 19 

Information 4 17 

Involved 3.2 43 

Listening 4 18 

Medical 3 27 

Nursing 3 26 

Parking 2.5 24 

Respect 3.4 44 

Timeliness 3.2 44 

Visit to the Ophthalmology Department at the 
Hospital of St. Cross 
 
I was referred to St Cross by my GP & was very 
impressed by the care taken to establish the 
cause of my eye problem and by the kindness 
shown by the staff. I would have no hesitation in 
recommending your Hospital. 
 
Visited in March 2016. Posted on 7 March 2016 

Visit to University Hospital 
 
I attended the outpatient clinic and breast care clinic and I was seen by 
very kind, sensitive and professional people who were wonderful. 
Thank you so much for your support at a very anxious and upsetting 
time. 
 
Visited in February 2016. Posted on 5 February 2016 

Patient & Public Involvement – NHS Choices and Patient Opinion 
NHS Choices 

 
 
 
 

University Hospital, Coventry – Based on 196 ratings 
 

74% of reviews on treatment in Q4 were positive and 26% were 
negative, this was based on 23 reviews. 

 
 
 
 
 

Hospital of St. Cross, Rugby – Based on 42 ratings 
 

100% of reviews on treatment in Q4 were positive, this was 
based on 3 reviews. 

Patient Opinion 
An independent site about experiences of health care services 

 
What’s good? 
Clinical Care, Receptionists and Team 
 
What could be improved? 
The Mammogram Service 
 
How have people rated this service? 
17 people would recommend this service 
6 people would not recommend this service 

 
 www.patientopinion.org.uk  
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Patient Experience Update – 2015/2016 Work Streams Update 

Accessibility 
It was recognised that the hospital experience for patients who are 
blind/visually impaired and deaf/hearing impaired needed to be 
improved. This could only be achieved if staff were equipped with the 
knowledge and understanding of this group of patients’ needs, and 
this is what led to the development of an awareness video. The 
awareness video illustrates the correct and incorrect way of 
communicating and caring for these patients provides staff with 
invaluable bite-sized pieces of information which will help them feel 
more confident when caring for a blind/visually and deaf/hearing 
impaired patient. 
 
Easy Read 
The Easy Reads ‘Welcome to University Hospital’ and ‘Welcome to 
the Hospital of St. Cross’ are now available in soft and hard copy. 
These are available from the Health Information Centre, from the 
Learning Disability Support Teams (internal and in the community) 
and at the Hospital of St. Cross and on the Trust’s website: 
http://www.uhcw.nhs.uk/for-patients-and-visitors/help-and-support. 
The Patient Experience Team is committed to producing health 
information for all. Work has almost completed converting the PALS 
and Complaints, Discharge and Preventing Infection Control patient 
information into easy read format, with someone being filmed signing 
these leaflets with audio as well to make them more accessible to the 
visually and hearing impaired communities. These leaflets are 
produced in partnership with UHCW’s Patient Experience Team, 
Health Information Team, the Equality and Diversity Team, Grapevine 
Coventry and Coventry and Warwickshire Partnership NHS Trust. 
 
Walk rounds 
The 2016 programme of Walk rounds has been scheduled and 
feedback will be incorporated into future ‘We Care’ reports. 
 

Patient Experience Week 
The Trust’s second Patient Experience Week was held from 25th 
February 2016 – 3rd March 2016. Learning from the previous year’s, 
when numerous activities were held, the Patient Experience Team 
decided to concentrate on two main activities this year: the launch of 
the Hello My Name Is campaign and the holding of more improving 
patient experience workshops run by TMI. Three modules were 
offered to staff: The Patient Journey, Getting to Know People and 
Little Things Make a Big Difference. Attended by approximately 400 
members of staff, the workshops evaluated extremely well with the 
Patient Experience Team being approached to organise further 
workshops.  
 
The Friends and Family Test (FFT) 
In recognition of the need to improve the response rate in outpatients, 
various background work has begun to ensure that Impressions and 
Report Manager are updated ready for a concerted push in handing 
out paper questionnaires and business cards. 
 
The Launch of the #hellomynameis Campaign 
The #hellomynameis campaign was successfully launched within the 
Trust during Patient Experience Week in February. This launch saw 
over 85,000 people interact with the campaign over Facebook and 
Twitter as well as over 1000 staff across both sites engage in pledging 
support. A short video has been made to use with staff to highlight the 
importance of introductions and the campaign team presented at 
Grand Round and Trust Board to overwhelming support and positive 
feedback. To support and measure the success of this campaign the 
Trust will amend its online version of patient impressions. A working 
group, chaired by the Associate Director of Quality/Patient Experience 
has been set up to ensure awareness of the campaign continues. 
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Health Information Centre -  eLibrary Activity 

The patient information directory on eLibrary has nearly 2000 items of patient information written and provided by speciality staff, and with 
internet short cuts to relevant national resources. It is a vital resource available to all staff to ensure that patients receive current, approved 
information in a timely manner. 

This quarter the team has worked closely with the departments to update and improve their range of patient information on eLibrary. 

The table below highlights how many new leaflets have been produced in the last quarter and how many current leaflets have been updated.  

 

 

 

 

 

 

 

 
The Health Information Team  endeavour to maintain the status of a high percentage of patient information leaflets as ‘current’. Currently 82% 
of patient information on eLibrary 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%.  

10% of patient information leaflets on eLibrary have expired. The Health Information Team will contact the authors of these documents to 
ensure that these are updated and appropriate information is provided to patients, visitors and carers. 
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Health Information Centre - Enquiries & Referrals   

Enquiries Referrals  

The information on this slide outlines how many face-to-face 
contacts the Health Information Team have had in this quarter in 
the centre. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
There were over 17 information stands and displays held during 
this period, including: Alcohol, Ovarian Cancer Awareness 
Meningitis, Renal, Smoking, Prostate Awareness, Women’s 
Fitness, Roy Castle Support Group, Stop Smoking, Return to 
Nursing. 
 
The top ten health enquiries the Health Information Team received 
this quarter were about Arthritis, Cancer, Dementia, Diabetes, 
Medication, Ophthalmology, Digestive Disorders, Heart, Mental 
Health, Respiratory. There was a decline in enquiries due to the 
decrease of footfall in the hospital over the Christmas period.  
 
 
 

The Health Information Team also refer enquiries to other services 
(internal and/or external to the Trust). With referrals, most of the time the 
team answer the enquiry as far as they can but also refer on to enable the 
enquirer to receive the best outcome, so statistically it is both an enquiry 
and a referral recorded. 
 
The table below shows referrals to other teams and agencies. The top 
three services the team referred people to this quarter were for Cancer 
Information, Citizens Advice Bureau and PALS. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
The high numbers of referrals in regards to cancer information may be 
due to the Health Information Team supporting the Macmillan  Information 
service (temporarily situated in the Health Information Centre)  when the 
member of staff who runs the service was on long term sickness. 
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Work Stream Updates 



TTWC Work Streams Update 2015/2016 
 
Work Stream 1: Provision of Health Information Prescriptions & Expansion of PALS 
It has been agreed that the rollout of Information Prescriptions will begin with Dementia. This will commence by the end of April 2016 and will 
strengthen the support the Trust gives to its patients with dementia and their carers by providing them with accurate and informative 
information. 
 
PALS will begin operating a later service once a week initially with a PALS officer being available until 8.30pm in the Health Information Centre 
on Thursdays. 
 
Work Stream 2: Triangulation of Patient Experience Data & Action Planning 
The Patient Experience Team shared a Patient Experience Intelligence Profile Report with Gynaecology which featured analysis from 
Impressions, PALS and Complaints along with suggested actions for improvement – the format was well received by the Specialty.  An 
evaluation took place and the final version of this report will be tested again before full rollout and communication to clinical teams.  In addition, 
the Patient Experience  Team are to consider how to best use a newly designed (by Lepidus Ltd), automated Impressions report which will 
include data from Impressions and FFT.   
 
Work Stream 3: Provision of Patient Experience Resource Hub &Training  
Intranet: 
The Patient Experience Function has pulled together content for the intranet and this is now live on the current site. This will become more 
interactive once the newly designed intranet has been implemented. This resource hub includes information on the patient experience function 
as a whole including information on the Patient Experience Team, Complaints, PALS and links to the Health Information Centre, Library & 
Knowledge Services. 
 
Training: 
TMI workshops  were delivered during Patient Experience Week (see overleaf).  In addition, as part of this work stream an audit was carried out 
of current courses being delivered in the Trust which aim to improve patient experience; from this audit, gaps were identified one of which is the 
need to provide a Customer Care Course. Consequently, a Customer Care Course Design Working Group has been set up with representation 
from clinical, nursing and therapy staff.  A project definition workshop and associated listening events are scheduled for 20th May 2016 – the 
Associate Director of Quality and the Patient Experience Team are investigating several options as to how best deliver this bespoke course at 
the Trust: amongst the options being considered is bringing in an external company or another NHS body (e.g. NHS Elect) to write the course 
etc. 
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PUBLIC TRUST BOARD PAPER  
 

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

Meghana Pandit, Chief Medical & Quality Officer 

Date  28th April 2016 
 
 
1. Purpose  
 
To inform the Board of the Trust’s highest rated risks which are currently logged on the 
Corporate Risk Register. Risks are rated according to the Trust risk scoring matrix: 
 

CONSEQUENCES LIKELIHOOD 
Rare 
(1) 

Unlikely 
(2) 

Possible 
(3) 

Likely 
(4) 

Almost 
certain 
(5) 

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

 
The risk register is a “live” document held on the central risk management software 
system, Datix.  Risk owners and handlers are required to ensure that they review their 
risks and update the register.  Inevitably, some risks will not have been updated on the 
system prior to the risk register report being extracted for review.   
 
2. Background and Links to Previous Papers 

 
This quarterly report is included as part of the Board reporting framework. Previous 
reports have been made to the Quality Governance Committee each month as part of the 
quality reporting schedule and the Risk Committee receives a more detailed corporate 
risk register report monthly. 
 
The risks are also reviewed by the corporate committee with responsibility for each of the 
risk subtypes (Patient Safety, Finance, Human Resources, ICT, Health & Safety, 
Information Governance, Operations & Strategic risks). 
 
 
3. Narrative 
 
There are 20 “high” corporate risks on the risk register (risk rating 15-20). 
 
The highest rated corporate risks currently (risk score = 20) are: 

• RTT Performance 
• Achieving 3.5% DTOC national target 
• Cancer (62 day standard) 



• Delay in setting up Acute Frailty Unit 
• Clinical Haematology - Not able to meet patient needs / Medical Staffing 

 
There are 8 risks rated at 20: 
 

• RTT Performance (Admitted pathways) 
• Achieving 3.5% DTOC national target 
• Cancer (62 day standard) 
• DNACPR forms not accompanying patients as they leave the organisation 
• HPB – Compliance with IOG Guidelines 
• Delay in setting up Acute Frailty Unit 
• Trustwide Clinical Staffing Vacancies 
• MRSA Bacteraemia 

 
There are 10 high risks rated at 16: 

 
• Proton Support – replacement system required 
• Shortfalls found in structural fire compartments at University Hospital 
• Agency Staffing Expenditure 2016/17 
• Limited Thoracic Surgeon Cover 
• Patient Flow (ED 4hr wait) 
• DNACPR forms not accompanying patients as they leave the organisation 
• HPB- compliance with IOG guidelines 
• Severe shortage of storage capacity in mortuary 
• Insufficient controls and adherence to safety procedures may lead to system 

failures and Never events 
• Financial Recovery Plan 

 
The other high risks are rated at 15. 
 
The main “categories” (cross-cutting themes) of risk on the corporate risk register are: 
 

• Reputational 
• Compliance 
• Achievement of targets 

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

 
1. Patient Flow - incorporating delayed transfers of care (DTOC), the number of 

outlier patients and the impact on the referral to treatment target (RTT). 
 
What we are doing:  
 

(i) Weekly review of all Group plans.  
 
(ii) Weekly trajectory identified.  
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(iii) Additional monthly performance review by executive team.  
 
(iv) Additional and specific objectives set by the Executive team. 
 
(v) Remodelling the service provision to focus resource at the front door and 
inreach to reduce LOS. 
 
(vi) Introducing the new DTOC guidance locally 
 
(vii) Use of predictive capacity and demand models to identify shortfalls in 
capacity. 
 
(viii) Introduction of MAU, incorporating short stay beds, AEC and GPAU.   
 
(ix) The development, with partners, of a frailty service to reduce length of stay 
and admission avoid. 
 
(x) The creation of ringfenced surgical capacity to protect a volume of elective 
activity. 
 
(xi) The introduction of a Trigger system within ED to provide early alerts to 
enhance breach avoidance. 
 
(xii) The uplift of 3 middle grade doctors to allow capacity to meet demand. 
 

2. Cancer (62 day standard) - the Trust is failing the overall 62 day standard. There 
are a number of high volume specialties including Urology, Lung, Head & Neck 
and Gynaecology at risk. The Trust continues to experience late referrals from 
other Trusts. 
 
What we are doing: 
 

(i) Additional Prostate capacity in place;  
 

(ii) Weekly review of all long waiters to ensure there are treatment dates; 
 

(iii) Additional consultant started and being trained. 
 
 

3. Staffing Levels - there had been increased usage of bank and agency staff 
across the Trust as a result of vacancies and short/dwindling numbers of staff in 
the market in some specialties/areas. 
What we are doing: 

 
(i) Budgetary control processes. 
 
(ii) Financial Recovery Plan (proposal to introduce strengthened agency 
staffing controls). 
 
(iii) Monthly operational delivery meetings. 
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(iv) Quarterly performance review meetings. 
 
(v) New controls over the use of agency staff implemented in July 2015 
 
(vi) Additional TDA controls introduced in November 2015 

 
5. Governance  

 
Progress on the risk register will be reported to the Trust Board on a quarterly basis. 
 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical Officer & Deputy CEO as the Chief Officer responsible for 
Risk Management. 
 
Jenny Gardiner – Director of Quality 
 
Yvonne Gatley – Associate Director of Quality (Safety and Risk) 
 
 
7. Recommendations 
 
The Board is invited to NOTE the content of the risk register report. 
 
Name and Title of Author: Yvonne Gatley – Associate Director of Quality (Safety and 
Risk). 
 
Date: 14th April 2016 
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Open Corporate “High” Risks at 14.04.16 
 
 
CORPORATE HIGH RISKS (Total = 20) 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
is

k 
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ve
l 

(in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 Current controls Gaps in controls 

R
is

k 
le

ve
l 

(c
ur

re
nt

) 

R
at

in
g 

(c
ur

re
nt

) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

1984 1-Apr-
2015 

RTT Performance 
O

pe
ra

tio
na

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

Delivering safe, high 
quality & evidenced 
patient care 

H
IG

H
 

D
av

id
 E

ltr
in

gh
am

 

M
r M

ar
k 

Ke
m

p 

M
r M

ar
k 

Ke
m

p 

Update 10/02/2016 -  
 
(i) Weekly review of all Group 
plans.  
 
(ii) Weekly trajectory 
identified.  
 
(iii) Additional monthly 
performance review by 
executive team.  
 
(iv) Additional and specific 
objectives set by the 
Executive team. 

No identified gaps in 
controls 

H
IG

H
 

20 30-Apr-
2016 

RTT Board with 
CCG/TDA and 
UHCW exec 
membership 
Signed off by TDA, 
NHSE & CCG 
The RTT trajectory 
will be validated by 
IMAS (Intensive 
Support and 
Management). 
The Trust's waiting 
list has been 
validated and signed 
off by NHS England. 

None identified 

M
O

D
 

2164 22-Sep-
2015 

Achieving 3.5% 
DTOC national 
target 

St
ra

te
gi

c 

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

Improving business 
and service framework 

H
IG

H
 

D
av

id
 E

ltr
in

gh
am

 

M
r M

ar
k 

Ea
st

er
 

M
s 

Ke
rr

ie
 M

an
ni

ng
 

Remodelling the service 
provision to focus resource at 
the front door and inreach to 
reduce LOS. 
 
Introducing the new DTOC 
guidance locally 

IDT high levels of 
sickness reducing 
accuracy of data 
collected as staff 
covering additional 
wards 
Partners not updating 
the discharge plan for 
their patients 
Daily discharges 
meetings not effective 
use of time reduced to 
twice weekly with 
agreement of partner 
engagement to update 
status with changes 

H
IG

H
 

20 22-Sep-
2016 

Weekly progress 
chase meeting with 
partner organisations 
to agree the DOH 
guidance. 
Daily discharge 
meetings with 
partners, jointly 
agreed DTOC figure 
distributed daily. 
Reduced to twice 
weekly Jun 2015. 
Working with CCG 
and partners to 
review the DTOC 
process and apply 
an adapted 
Worcester model to 
DTOC from the end 
Sept 2015. 
Sept 2015-Senior 
meeting weekly for 4 
weeks to challenge 
the DTOC position, 
work jointly with 
partners to unblock 
areas of concern and 
challenge current 
pathways and 
processes to 
improve flow. 

The impact of 
applying the new 
model is unknown 
currently 

M
O

D
 

Source: DATIX Risk Management System 1 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
is

k 
le

ve
l 

(in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 Current controls Gaps in controls 

R
is

k 
le

ve
l 

(c
ur

re
nt

) 

R
at

in
g 

(c
ur

re
nt

) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

2185 1-Apr-
2016 

Cancer (62 day 
standard) 

Sa
fe

ty
 - 

C
lin

ic
al

 

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

Delivering safe, high 
quality & evidenced 
patient careTo deliver 
excellent Patient Care 
and Experience 

H
IG

H
 

D
av

id
 E

ltr
in

gh
am

 

M
r D

av
id

 E
ltr

in
gh

am
 

M
r M

ar
k 

Ke
m

p 

Update 08/12/2015:  
(i) Revised Cancer trajectory 
signed off by the CCG and 
SRG.  
(ii) Revised plan for 
prostatectomy including 
potentially transferring of 
activity to alternative 
providers.  
(iii) Additional consultants 
across four tumour sites plus 
histo pathology recruited. 
 
Update 10/02/16:  
(i) Additional Prostate 
capacity in place;  
(ii) Weekly review of all long 
waiters to ensure there are 
treatment dates;  
(iii) Additional consultant 
started and being trained. 

None identified 

H
IG

H
 

20 30-Apr-
2016 

Action plan and 
trajectory reviewed 
by NHSE / TDA as 
part of region wide 
assurance 
Cancer action plan & 
trajectory signed off 
at COG 
Action plan goes to 
RTT Board, TDA & 
NHSE 
External review of 
performance 
management and 
information reporting 
Internal audit of 
information and 
performance 
management 
systems and 
processes 
undertaken 

None identified 

LO
W

 

2285 6-Feb-
2016 

Delay in setting 
up Acute Frailty 
Unit 

O
pe

ra
tio

na
l 

Due to changes in 
planning and alteration 
to the footprint to Acute 
Medicine there is a 
delay in setting up the 
Acute Frailty Unit. 

Building positive 
reputation and identity 
Delivering safe, high 
quality & evidenced 
patient care 
Improving business 
and service framework 
To deliver excellent 
Patient Care and 
Experience 

H
IG

H
 

D
av

id
 E

ltr
in

gh
am

 

D
r N

ic
k 

Ba
lc

om
be

 

Sr
 L

or
ra

in
e 

O
w

en
 

Meetings continue with the 
Community Team - looking at 
implementation in due 
course.   
 
Process being reviewed 
regarding GIM Rota - 
awaiting solution 

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

H
IG

H
 

20 30-Apr-
2016 

Business Case 
submitted on 10/6/15 
Report to EPIB on 
project progress 
Business case to be 
submitted 

No Gaps reported 

VL
O

W
 

2445 2-Dec-
2015 

Clin Haem - Not 
able to meet 
patient needs / 
Medical Staffing 

Sa
fe

ty
 - 

C
lin

ic
al

 

If the consultant post is 
not recruited, then 
there may be a failure 
in delivering patient 
care resulting in 
possible delay in 
treatments or harm to 
patients.   

Building positive 
reputation and identity 
Delivering safe, high 
quality & evidenced 
patient care 
To deliver excellent 
Patient Care and 
Experience 

H
IG

H
 

M
eg

ha
na

 P
an

di
t 

D
r L

 F
re

sc
o 

M
r R

ob
er

t S
pe

nc
er

 

1. Locum doctors are 
currently being used to fill the 
vacant post  
 
2. Recruitment is in process, 
forecasted for April 2016  
 
 

If locum doctor does 
not attend shift there 
may be no senior 
doctor to make critical 
decisions resulting in a 
delay in treatment 
If there is no suitable 
candidate, post  will 
remain vacant  

H
IG

H
 

20 24-May-
2016 

Senior management 
team meeting  
QIPS 

Group 
management 
meeting 

VL
O

W
 

Source: DATIX Risk Management System 2 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
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k 
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l 
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) 
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e 
Le

ad
 

R
is

k 
O

w
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r 

H
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er

 Current controls Gaps in controls 

R
is

k 
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l 

(c
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) 

R
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g 

(c
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) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

1114 1-Apr-
2016 

Proton support - 
Replacement 
System Required 

Sa
fe

ty
 - 

C
lin

ic
al

 

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

Delivering safe, high 
quality & evidenced 
patient careTo deliver 
Value for Money 

H
IG

H
 

M
eg

ha
na

 P
an

di
t 

D
r D

an
ie

l F
or

d 

Li
sa

 H
ar

rig
an

 

Data manager in post with 
some knowledge of Proton 
processes.  The renal system 
is going to be part of the new 
iPM system which is a few 
years off installation.  A 
temporary solution is being 
looked into. 
06.03.15 An all-
encompassing system is 
being assessed by the Trust. 
Dan Ford in discussions and 
remains Proton expert - some 
updates may be possible. 
 
18.06.15 IT project group 
starting today re new system. 
 
04.02.16 No further progress. 
 
DF provided update to Risk 
Committee 03/02/16. 
To be reviewed by Renal 
Dept following completion of 
implementation of Nexadia 
Haemodialysis connection 
software. 

Temporary solution 
being identified Only 
one individual in ICT 
provides support.The 
system is very old and 
out of date.There is 
currently no support 
from Proton if the 
system were to crash. 
 
An upgrade may not 
be desirable.Identified 
in Trust capital 
programme but only 
level 2 (which may not 
be funded) and for 
2013 - 14. 

H
IG

H
 

16 31-May-
2016 

Discussed at QIPS 
16.03.12To be 
included on the draft 
capital programme 
albeit level 2. 

None identified 

LO
W

 

2015 1-Apr-
2016 

Limited Thoracic 
Surgeon Cover 

Sa
fe

ty
 - 

C
lin

ic
al

 

Currently the thoracic 
service is covered by 
1.25 thoracic surgeons, 
a 1.0 thoracic surgeon 
and .25 of a 
cardiothoracic surgeon. 
The surgeons are 60 
and 59 respectively. 
The thoracic service is 
an integral component 
of the Trusts regional 
trauma status. That 
status is vulnerable to 
the extent that either of 
the existing surgeons 
were to leave because 
of retirement, ill health 
or any other reason. 
It would be particularly 
difficult if this was to 
occur with limited 
notice. 

Delivering safe, high 
quality & evidenced 
patient careTo deliver 
excellent Patient Care 
and Experience 

M
O

D
 

M
eg

ha
na

 P
an

di
t 

D
r D

av
id

 P
ar

r 

M
rs

 S
ar

a 
Le

e 

Update:22nd July 2015 - 
UHCW Planning Unit has 
approved to appoint a full 
time thoracic surgeon. Job 
Specification and Person 
Specification submitted to the 
Royal College of Surgeons 
for approval. With minor 
tweaks approval will be 
granted. 
Update : 25.03.16 
Substantive consultant post 
advert closes 30.03.16 - 
interviews set for 14th May 
2016 
Job plans of all thoracic 
surgeons to be reviewed and 
finalised 31.05.16 

Failure to agree 
revised job plans with 
consultantsSubstantive 
post may not be 
attractive to a suitable 
candidateLocum may 
leave at short notice 

H
IG

H
 

16 29-Apr-
2016 

Extended contract 
with Locum until 
30.06.2016 
 
Recruitment to 
substantive post 
underway 
 
Job plan review in 
process 

Delay or failure to 
recruit to 
substantive post 
Retention of 
Locum Consultant 
Process to agree 
job plans 
continues to be 
extended 

M
O

D
 

Source: DATIX Risk Management System 3 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
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Title 
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Description Principle Objectives 
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R
is
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2067 24-Apr-
2015 

Patient Flow (ED 
4hr wait) 

O
pe

ra
tio

na
l 

The risk is that that we 
do not have the right 
capacity to meet 
demand which prevents 
the attainment of the 
Constitutional 4 Hour 
Standard for A&E. 

Delivering safe, high 
quality & evidenced 
patient care 
Improving business 
and service framework 
To deliver Value for 
Money 
To deliver excellent 
Patient Care and 
Experience 

M
O

D
 

D
av

id
 E

ltr
in

gh
am

 

M
r A

la
n 

C
ra

nf
ie

ld
 

D
r D

an
 S

tro
ng

 

1 - Use of predictive capacity 
and demand models to 
identify shortfalls in capacity. 
 
2 - Introduction of MAU, 
incorporating short stay beds, 
AEC and GPAU.   
 
3. - The development, with 
partners, of a frailty service to 
reduce length of stay and and 
admission avoid. 
 
4. - The creation of 
ringfenced surgical capacity 
to protect a volume of 
elective activity. 
 
5. - The introduction of a 
Trigger system within ED to 
provide early alerts to 
enhance breach avoidance. 
 
6.  - The uplift of 3 middle 
grade doctors to allow 
capacity to meet demand.  

Clinical engagement 
and resources 
Lack of 7 day working 
Development of staff 

H
IG

H
 

16 30-Apr-
2016 

Hourly monitoring 
Process & o/c 
indicators 
Mortality 
KPIs - FREED 
metrics 

Complex patient 
pathways with 
large numbers of 
patients affected. 
Capacity is reliant 
upon external 
partnerships, and 
community 
pathways being 
updated 
limited capacity 
forces short term 
plans to deal with 
constraints  M

O
D

 

2178 1-Apr-
2016 

DNACPR forms 
not accompanying 
patients as they 
leave the 
organisation 

Sa
fe

ty
 - 

C
lin

ic
al

 

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

Delivering safe, high 
quality & evidenced 
patient care 
To deliver excellent 
Patient Care and 
Experience 

H
IG

H
 

M
eg

ha
na

 P
an

di
t 

D
r D

av
id

 P
ar

r 

D
r R

ob
er

t S
im

ps
on

 

12.1.16 - DNACPR tab still 
under development, due to 
be piloted Feb 2016.04. 
 
03.2016 - Tab pilot imminent. 
Awaiting final notice from AP-
F 
 
06.04.16 Reported at Risk 
Committee that the tab pilot 
has commenced. 

None identified 

H
IG

H
 

16 29-Apr-
2016 

Monitored via 
incident reporting 

None identified 

M
O

D
 

Source: DATIX Risk Management System 4 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
is

k 
le

ve
l 

(in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 Current controls Gaps in controls 

R
is

k 
le

ve
l 

(c
ur

re
nt

) 

R
at

in
g 

(c
ur

re
nt

) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

2195 29-Mar-
2016 

HPB- compliance 
with IOG 
guidelines 

St
ra

te
gi

c 

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

Delivering safe, high 
quality & evidenced 
patient care 

H
IG

H
 

D
av

id
 M

oo
n 

M
rs

 D
an

ie
lle

 T
ay

lo
r 

M
rs

 D
an

ie
lle

 T
ay

lo
r 

Timetable now agreed with 
Specialised Commissioners 
re: new combined service.  
 
UHB will become prime 
contractor.  
 
Models currently under 
discussion - expectation that 
these will be agreed during 
Q1 of 2016/17 and in place 
by Q4 at the latest.  
 
Next meeting with 
Specialised Commissioners 
8th April.                                                                      
 
The Trust is also in 
discussions with Sandwell & 
West Birmingham about 
attracting patients from this 
population. 

None identified 

H
IG

H
 

16 29-Apr-
2016 

Agreed pathways 
and governance 
ensuring on-going 
service at UH 

UHCW & UHB 
due to meet by 
end Feb/early Mar 
16 

VL
O

W
 

2237 1-Apr-
2016 

Severe shortage 
of storage 
capacity in 
mortuary 

O
pe

ra
tio

na
l 

Severely limited 
storage across the 
network during times of 
high death rates and 
bank holidays 
particularly during the 
winter period. This has 
the potential to lead to 
reputational damage, 
stress & upset to 
relatives. 

To deliver excellent 
Patient Care and 
Experience 

H
IG

H
 

M
ar

k 
R

ad
fo

rd
 

M
s 

Ja
ne

 B
ar

ry
 

M
r C

hr
is

to
ph

er
 W

oo
ke

y 

Utilisation of all available 
spaces and storage facilities. 
Contact with local funeral 
directors, use of St Cross 
body store. 
Surgical training room utilised 
on temporary basis. 
Additional storage purchased. 
Daily updates on occupancy 
sent to Programme Analytics 
Manager and Information 
Services Dept. 
Both Nutwell units up and 
running. 
 
03/02/2016 Working with 
bereavement to identify 
'bottle necks'.  
Delay in processing 
paperwork identified that has 
impacted on release of 
bodies to funeral directors. 
Consultants targeted to 
ensure death certificates are 
completed in a timely fashion. 
(This is supported by UHCW 
Executive Team. 
Reviewed at Risk Committee 
02/03/16.  Risk rating to be 
changed to 16. 

Capacity of additional 
storage locations 

H
IG

H
 

16 1-Jun-2016 Regular review, 
updates to Chief 
Officers 

None identified 

LO
W

 

Source: DATIX Risk Management System 5 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
is

k 
le

ve
l 

(in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 Current controls Gaps in controls 

R
is

k 
le

ve
l 

(c
ur

re
nt

) 

R
at

in
g 

(c
ur

re
nt

) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

2290 2-Apr-
2016 

Insufficient 
controls and 
adherence to 
safety procedures 
may lead to 
system failures 
and Never events 

Sa
fe

ty
 - 

C
lin

ic
al

 

If staff do not follow 
policies and procedures 
there is a risk that 
patients will come to 
avoidable harm through 
the occurrence of a 
never-event or other 
clinical incident. 

To deliver excellent 
Patient Care and 
Experience 

H
IG

H
 

M
eg

ha
na

 P
an

di
t 

D
r A

nn
e 

Sc
as

e 

Sr
 Is

at
u 

Ka
rg

bo
 

Following a review on 
mechanisms that are in place 
and have been applied 
following previous incidents 
and are now incorporated into 
ongoing training, an intention 
to apply innovative 
techniques and processes 
was agreed. 
 
This has resulted in the 
following actions being 
completed and techniques 
and principles being 
developed: 
 
Audio surgical safety 
checklist. 
 
Audit of process for counting 
& checking equipment. 
 
Human factors training. 
 
Feedback to manufacturer re 
packaging of different types 
of prosthesis. 
 
Review of storage of 
prostheses. 
 
Theatre list planning. 
 
25/11/15 NatSSIPs and 
LocSSIPs implementation 
being scoped Trustwide. 
 
02/03/16 Discussed at Risk 
Committee.  3 wrong-site 
surgery NEs occurred during 
2015/16.  Risk rating raised. 
 

NatSSIPs (National 
Safety Standards for 
Invasive Procedures) 
and LocSSIPs (Local 
SSIPs) to be 
implemented by Sep 
2016 

H
IG

H
 

16 1-Sep-
2016 

Trustwide never 
events gap analysis 
was conducted 
September 2015, 
where specialties 
identified any gaps to 
be addressed 
Never event reported 
in 2015/16 has since 
been de-registered 

None identified 

M
O

D
 

2359 22-May-
2015 

Shortfalls found in 
structural fire 
compartments at 
University 
Hospital 

Sa
fe

ty
 - 

N
on

 C
lin

ic
al

 

Without adequate fire 
stopping in fire 
compartments walls 
there would be a 
likelihood that a fire 
would spread from one 
compartment to 
another. It is a statutory 
legal requirement that 
all fire compartment 
walls and floors are 
maintained to a suitable 
and sufficient fire 
standard. 

Delivering safe, high 
quality & evidenced 
patient care 

H
IG

H
 

D
av

id
 E

ltr
in

gh
am

 

M
r L

in
co

ln
 D

aw
ki

n 

M
rs

 J
ul

ie
 R

ic
e 

23/02/2016 - Work has 
started on the Phase 1 of the 
remediation works and good 
progress is being made. 
Phase 1 works are due to be 
completed by the end of July 
2016.  
Planning is also underway for 
Phase 2 works and this 
phase will concentrate on the 
key life dependent areas as 
determined by clinical 
managers. 

None Identified 

H
IG

H
 

16 1-Aug-
2016 

Report has been 
taken to COG for 
update on processes 
in place 

None Identified 

LO
W

 

Source: DATIX Risk Management System 6 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
is

k 
le

ve
l 

(in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 Current controls Gaps in controls 

R
is

k 
le

ve
l 

(c
ur

re
nt

) 

R
at

in
g 

(c
ur

re
nt

) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

2392 1-Apr-
2016 

Agency Staffing 
Expenditure 
2016/17 

Fi
na

nc
ia

l 

Failure to control and 
reduce agency staffing 
expenditure 

To deliver Value for 
Money 

H
IG

H
 

D
av

id
 M

oo
n 

M
r D

av
id

 M
oo

n 

M
r A

la
n 

Jo
ne

s 

Budgetary control processes. 
 
Financial Recovery Plan 
(proposal to introduce 
strengthened agency staffing 
controls). 
 
Monthly operational delivery 
meetings. 
 
Quarterly performance review 
meetings. 
 
New controls over the use of 
agency staff implemented in 
July 2015 
 
Additional TDA controls 
introduced in November 2015 

New controls over the 
use of agency staff to 
be implemented in July 
2015 

H
IG

H
 

16 1-May-
2016 

Monthly reports to 
the Trust Board and 
Finance and 
Performance 
Committee. 

Continuing high 
levels of agency 
spending and use 
of non-framework 
agencies 
Full compliance 
with revised Trust 
and TDA controls 
not assured 

LO
W

 

2395 26-Jun-
2015 

Financial 
Recovery Plan 

Fi
na

nc
ia

l 

Failure to develop and 
deliver a financial 
recovery plan which 
meets the statutory 
breakeven 
requirements 

To deliver Value for 
Money 

H
IG

H
 

D
av

id
 M

oo
n 

M
s 

Su
sa

n 
R

ol
la

so
n 

M
r A

la
n 

Jo
ne

s 

Financial recovery plan 
signed off by Board and 
reviewed at F&P 
 
Budgetary control processes. 
 
Monthly operational delivery 
meetings. 
 
Quarterly performance review 
meetings. 
 
Finance Star Chamber. 

None identified. 

H
IG

H
 

16 30-Apr-
2016 

Monthly reports to 
the Trust Board and 
Finance and 
Performance 
Committee. 

Plan not approved 
by the TDA 

LO
W

 

Source: DATIX Risk Management System 7 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
is

k 
le

ve
l 

(in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 Current controls Gaps in controls 

R
is

k 
le

ve
l 

(c
ur

re
nt

) 

R
at

in
g 

(c
ur

re
nt

) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

67 1-Apr-
2016 

Medicines 
Management - 
Drug Security 

Sa
fe

ty
 - 

C
lin

ic
al

 

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

Delivering safe, high 
quality & evidenced 
patient care 

M
O

D
 

D
av

id
 E

ltr
in

gh
am

 

M
r M

ar
k 

Ea
st

er
 

M
r M

ar
k 

Ea
st

er
 

1 Facilities: 
Options appraisal conducted 
re. Facilities how to make 
facilities fit for purpose, 
preferred option Trustwide 
robotics. Director of 
Pharmacy to develop 
business case.  
 
2 Practice - Monthly 
Medicines Management 
Training Workshops to be 
continued throughout 
2015/16 and CD training 
added to nurse preceptorship 
programme. Medicines 
Management training 
programme added to 
induction via market 
place.Feb 2016 - Update on 
status Annual Medicines 
Management Audit results 
show improvement in 
compliance with drug 
security.  
Business case for electronic 
medicines cupboards 
approved at planning board 
and mini competition tender 
underway.  

None identified 

H
IG

H
 

15 30-Apr-
2016 

Monitored at Patient 
Safety Committee 

None identified 

LO
W

 

461 1-Feb-
2016 

Outlying Patients - 
Ward 23 

O
pe

ra
tio

na
l 

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

To deliver excellent 
Patient Care and 
Experience 

M
O

D
 

D
av

id
 E

ltr
in

gh
am

 

M
s 

Em
m

a 
Li

ve
sl

ey
 

Sr
 S

ue
 H

ar
rin

gt
on

 

Updated July 2015 - position 
has improved considerably 
groups agreed to ringfence 
12 elective beds and 
remaining 16 beds are 
Medical / surgical outliers 
currently looking at possible 
reconfigurations to surgical / 
medical based care for the 16 
outlying beds.  Managed daily 
by teams, risks escalated 
when required. 
 
Dec 2015 - remains the 
same. (SH) 
 
Feb 2016 remains the same 

Outliers have 
dedicated team 
available to assist in 
the treating and 
discharging process. 

H
IG

H
 

15 30-Apr-
2016 

Outlier cover is 
checked daily. 
Outlier numbers are 
reducing to plan over 
May - July 2015 

Non-medical 
Outliers are 
monitored but 
plans are limited 
to manage these 
patients 

M
O

D
 

Source: DATIX Risk Management System 8 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
is

k 
le

ve
l 

(in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 Current controls Gaps in controls 

R
is

k 
le

ve
l 

(c
ur

re
nt

) 

R
at

in
g 

(c
ur

re
nt

) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

1936 1-Apr-
2016 

Obsolete main 
network 
infrastructure 
leading to 
incidents and lack 
of network 
capacity 

In
fo

rm
at

io
n 

Te
ch

no
lo

gy
 

Loss of any significant 
part of the UHCW data 
network affecting end 
users access to IT 
systems. The Trust 
network is well beyond 
its refresh date and is 
suffering sudden 
disruptive failures. It is 
becoming increasingly 
difficult to maintain 
since the equipment is 
obsolete.  Many of the 
closets are also full with 
little or no capacity for 
expansion. This is a 
significant risk in 
particular to the EPR 
programme and other 
strategic developments 
such as ED, Resus and 
Pathology 
centralisation. 

Delivering safe, high 
quality & evidenced 
patient careImproving 
business and service 
framework 

H
IG

H
 

Ka
re

n 
M

ar
tin

 

M
r R

ob
in

 A
rn

ol
d 

M
r T

ej
ul

 G
ud

ka
 

3.8.15 - The adoption of the 
plan of works into the PFI 
programme is still ongoing 
with the amendment to the 
deed being discussed 
between involved parties. 
Once the amendments are 
made then the work to 
replace the network can take 
place. 

Depending on the 
nature and time of the 
incident, ICT may not 
be able to immediately 
restore services. This 
risk cannot be 
mitigated without the 
network refresh is 
being scheduled 
through the Trust’s 
PFI.The refresh 
paperwork is currently 
between the Project 
Co. and Trust lawyers.  
 
We are awaiting the 
outcome of this before 
the purchase orders 
are given to the 
preferred supplier to 
lay 1) Fibre Cabling 2) 
Professional Services 
3) Maintenance and 
Contracts. 
Capacity issues are 
also appearing where 
we cannot build into 
the existing 
infrastructure without 
the Network refresh 
occurring due to 
hardware and software 
limitations.  

H
IG

H
 

15 30-Apr-
2016 

The ICT Team 
continue to monitor 
the performance of 
the Network and are 
working with Vinci as 
and when incidents 
occur.The refresh 
project will be 
managed in 
accordance with 
Prince 2. 

Recent events 
have shown the 
risks of 
hardware/software 
failure are 
increasing in 
frequency and 
magnitude.  

VL
O

W
 

Source: DATIX Risk Management System 9 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
is

k 
le

ve
l 

(in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 Current controls Gaps in controls 

R
is

k 
le

ve
l 

(c
ur

re
nt

) 

R
at

in
g 

(c
ur

re
nt

) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

2279 1-Apr-
2016 

Trustwide Clinical 
Staffing 
Vacancies 

W
or

kf
or

ce
 (H

R
) 

High agency usage in 
most wards. Some 
impact on mandatory 
training 
compliance.Impact of 
additional open beds 
(short term over winter 
in renal, cardiology, 
daysurgery) requiring 
additional staffing. 

Delivering safe, high 
quality & evidenced 
patient careTo be an 
Employer of choiceTo 
deliver excellent 
Patient Care and 
Experience 

H
IG

H
 

M
ar

k 
R

ad
fo

rd
 

Li
nd

a 
Ab

ol
in

s 

Li
nd

a 
Ab

ol
in

s 

Daily staffing review and 
management by Matron. 
Change to working practice, 
flexibility of working hours, 
use of bank and agency staff.  
Daily escalation process in 
place and report to 
CNORecruitment Lead Nurse 
in post since 1st December 
2014 with a specific focus on 
registered and non-registered 
nurse recruitment/ retention. 
HR review and streamline of 
recruitment process.   
Targeted plans and actions 
for areas with particular 
pressures e.g. renal 
haemodialysis, gerontology, 
neurosciencesCreating some 
short term (6 months) Band 3 
posts in areas of highest risk- 
e.g. neurosciences and 
gerontologyConsideration of 
recruiting mental health 
nurses for key specialties. 
There are a number of 
difficult medical posts that the 
Trust is actively trying to 
recruit to. These posts are 
temporarily being covered by 
locum doctors. 
April 2015 UHCW active 
participation to recruitment 
fayres in Ireland.Process in 
place to monitor use of 
agency staff, with non-
framework RN requests, and 
HCSW framework requests 
requiring Chief Officer sign 
off. 
TDA target of no more than 
12% of total nursing budget 
to be spent on agency staff, 
with a reduction over next 3 
years year on year.New 
national guidance on agency 
caps came into force end 
November 2015, currently 
implications for UHCW being 
worked through. 
Recruitment monitored by 
COG, on monthly IPR and 
monthly workforce report to 
F&P Committee. 

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

H
IG

H
 

15 30-Jun-
2016 

Twice yearly Safer 
Staffing report to 
Trust BoardDeep 
dive review (of 
quality metrics) on 
those wards with 
1:12 staffing at night 
received at QGC in 
June 2015.HCSW 
recruitment excellent 
and vacancy 
numbers reduced to 
below 30 across 
TrustNew Enhanced 
Care Team to 
commence in 
October 2015. 
Further recruitment 
to 10wte vacancies 
in February 2015 
Monitored at COG, 
F&P Committee and 
quarterly 
Performance 
Reviews 
Bi annual review of 
risk assessment at 
Nursing and 
Midwifery Committee 
Nursing metrics 
reviewed monthly 

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

M
O

D
 

Source: DATIX Risk Management System 10 



Open Corporate “High” Risks at 14.04.16 
 

ID Date 
Identified 

Title 

R
is

k 
Su

bt
yp

e 

Description Principle Objectives 

R
is

k 
le

ve
l 

(in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 Current controls Gaps in controls 

R
is

k 
le

ve
l 

(c
ur

re
nt

) 

R
at

in
g 

(c
ur

re
nt

) Next 
review 
date 

Assurance Gaps in 
assurance 

R
is

k 
le

ve
l 

(T
ar

ge
t) 

2472 25-Jan-
2016 

LACK OF 
HYBRID 
OPERATING 
THEATRE 

Sa
fe

ty
 - 

C
lin

ic
al

 

A hybrid operating 
theatre is an operating 
theatre which has a 
fixed image intensifier 
and equipment for 
performing vascular 
surgery. Modern 
vascular surgery 
requires good quality 
imaging and stock of 
equipment kept in 
theatre to perform 
modern surgical 
techniques. These 
cannot be carried out 
using the current 
facilities in both elective 
and acute settings. 
Hence patients are 
being offered 'older' 
techniques which have 
a higher morbidity and 
mortality rather than 
modern techniques.In 
addition, staff are being 
exposed to higher 
levels of radiation than 
would occur if we had a 
fixed system for 
imaging.A hybrid 
operating theatre is 
recommended by the 
MHRA for the above 
reasons on safety 
grounds. 

Delivering safe, high 
quality & evidenced 
patient care 
To deliver excellent 
Patient Care and 
Experience 

H
IG

H
 

D
av

id
 M

oo
n 

D
r A

nn
e 

Sc
as

e 

M
r A

si
f M

ah
m

oo
d 

Access to interventional 
radiology on an adhoc basis. 
Working party for hybrid 
theatre. 11/03/16 Risk 
escalated to "corporate" at 
Theatre Management 
meeting.  To be approved by 
D Moon. 

Use of interventional 
radiology is sub-
optimal, with no 
immediate access to 
surgery.  

H
IG

H
 

15 30-Sep-
2016 

Monitored through 
incident reporting & 
Mortality review 

 None identified 

LO
W

 

 

Source: DATIX Risk Management System 11 



Agenda Item 13 Enclosure 9 
 

PUBLIC TRUST BOARD PAPER  
 
Title Mortality (SHMI and HSMR) 6-monthly Update  
Author Kathy Walker, Mortality Review Facilitator 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer / Deputy 
CEO 

Date  28 April 2016 
 
1. Purpose  
 
The purpose of this paper is to provide an overview of Trust-level mortality data and 
performance available up to March 2016, providing assurance that any highlighted 
concerns in the quality of care that patients receive are investigated thoroughly and 
appropriate action is taken. 
 
2. Background and Links to Previous Papers 
 
Investigating and reporting mortality data at Trust level is important because it enables 
the Trust to identify ways to improve patient safety and patient outcomes. This helps to 
ensure that patients are receiving the highest possible standard of care within the Trust. 
The Trust Board receives a report detailing Trust mortality performance every 6 months. 
 
3. Narrative 

 
The Trust reviews the care of every patient over the age of 18 who dies whilst in its 
hospitals. This is referred to as a ‘primary mortality review’. During primary mortality 
reviews, the care received by the patient is graded between A and E – A being “good 
standard of care”, and E meaning “less than satisfactory care”.  This helps to provide an 
indication where further investigation may be needed to identify improvements in care. 
 
It is important that all mortality reviews are completed to assure the Trust that a good 
standard of care was given, and it allows the Trust to improve its service for the public. 
The rate of completed mortality reviews has continued to improve since the review 
process was started in July 2011. The completion rate for primary mortality reviews for 
2015/2016 is currently 83.92%. This completion rate will increase during the upcoming 
months as it can take several months to collect all resources required for the review.  The 
completion rate for 2014/2015 is 99.46% highlighting excellent engagement with clinical 
staff with the mortality review process. 
 
The majority of all completed primary reviews during this time period received an 
NCEPOD grade A (91%) highlighting a good standard of care for patients across the 
Trust. An annual quality assessment of NCEPOD A graded deaths has been conducted 
and found that the grading of patients is accurate and reliable. 
 
All primary reviews graded B-E have a further review known as a ‘secondary mortality 
review’, and these are discussed at specialty mortality and patient safety meetings to 
share the learning from each case to improve patient care. There have been 136 
identified opportunities for learning from deaths in 2015/2016, 16.5% which have been re-
graded to NCEPOD A (good care) after a multidisciplinary review. 
  



Extensive work has been carried out following a theme analysis on NCEPOD E (less than 
satisfactory care) deaths. The number of NCEPOD E’s received during 2015/2016 is 
currently 6. This is a 75% reduction in NCEPOD E deaths from the previous financial 
year, which is in line with the Trust objective that was set. 
 
There are two values which are used to monitor mortality performance at UHCW: the 
Hospital Standardised Mortality Ratio (HSMR), and the Summary Hospital-Level Mortality 
Indicator (SHMI). Mortality data, including HSMR values, mortality alerts, and SHMI 
values are not definitive indications of care quality, but act as a warning system to help 
identify any potential problems.  
 
The HSMR value compares all inpatient deaths to expected deaths. A HSMR above 100 
indicates more deaths than expected, and a HSMR below 100 indicates fewer deaths 
than expected. The Trust HSMR value for the latest available 12 months of data (January 
2015 – December 2015) is 103.26. This is within the expected mortality range.   
 
During 2014/2015, the Trust had a high HSMR. As a result, the Mortality Review 
Committee undertook multiple investigations into diagnosis groups with a large number of 
deaths to identify potential improvements in care. Actions are ongoing to address these 
improvements to help reduce the HSMR value. This has had a positive impact, 
highlighted by the most recent figure for December 2015 which is a significantly low 
HSMR (fewer deaths than expected). 
 
The Trust has been aiming to improve the accuracy of recording palliative care across the 
Trust, as the Trust has been an outlier for low coding for palliative care for several years.  
Following these improvements, the palliative care rate of deceased patients is now 
23.81%, similar to national levels (24.77%). 
 
The SHMI value differs slightly from the HSMR as it not only includes all inpatient deaths, 
but also deaths which occur 30 days after being discharged from the Trust. It uses a 
benchmark of 1 instead of 100. A SHMI above 1 indicates more deaths than expected, 
and a SHMI below 1 indicates fewer deaths than expected. The SHMI value for the most 
recent publication (July 2014 – June 2015) is 1.054 which is within the expected mortality 
range.  
 
The Care Quality Commission (CQC) monitors Trust-level mortality and informs the Trust 
of mortality outlier alerts. There has been 1 mortality outlier alert received by the Trust in 
2015/16 for Intracranial Injury. This has been reviewed at both the Mortality Review 
Committee and the Patient Safety Committee. Actions are ongoing and are being 
monitored frequently at the Patient Safety Committee for progress.  
 
Each month, diagnosis and procedure groups which have generated negative alerts 
(significantly more deaths than expected) are discussed at the Mortality Review 
Committee, which discusses and agrees appropriate action to address the alerts.  
 
There are currently 4 mortality alert investigations in progress. During the last year, the 
Trust has received 115 mortality alerts – 36% of which have been positive alerts. All 
alerts have all been reviewed and actioned at the Mortality Review Committee. 
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The Trust will continue to strive to improve HSMR values and patient outcomes during 
the next financial year. 
 
4. Areas of Risk 
 
Datix ID1454: Inaccurate iPM data resulting in delay in completing mortality review forms 
BAF risk: 5A 
 
5. Governance  
 
Mortality assurance and reporting is monitored through the Mortality Review Committee 
chaired by the Deputy Chief Medical Officer. The committee’s actions are monitored 
through the Patient Safety Committee which reports to the Quality Governance 
Committee on a monthly basis and this provides assurance to the Trust Board.  
 
6. Responsibility 
 
The Mortality Review Committee is responsible for assuring the Trust Board that mortality 
is proactively monitored, reviewed, reported and where necessary, investigated. The 
committee ensures any lessons and actions are implemented to improve outcomes. The 
membership of the committee includes: mortality leads for specialties, the Chief Medical 
and Quality Officer, representatives from the palliative care team, nursing team, coding 
team, junior doctors, and the Associate Director of Quality. 
 
7. Recommendations 
 
The Board is invited to NOTE the Trust’s mortality performance in the University Hospitals 
Coventry and Warwickshire Mortality Performance Report for 2015/2016 
 
 
Name and Title of Author: Kathy Walker, Mortality Review Facilitator 
Date: 04/04/2016 
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University Hospitals Coventry and Warwickshire Mortality Performance 

Report – Financial Year 2015/2016 
 

1.0 Background to Report 
 
UHCW is committed to accurately monitoring and understanding its mortality 
outcomes. Reviewing patient outcomes such as mortality is important to 
Trusts as it helps provide assurance and evidence that the quality of care is of 
a high standard, and to make sure any issues are effectively addressed to 
improve patient care.  Reviewing mortality helps fulfil 2 of the 5 domains set in 
the NHS Outcomes Framework: 
 

• Preventing people from dying prematurely 
• Treating and caring for people in a safe environment and protecting 

them from avoidable harm 
 
The Trust uses mortality indicators such as the Hospital Standardised 
Mortality Ratio (HSMR) and Summary Hospital Level Mortality Index (SHMI) 
to compare mortality data nationally. This helps the Trust to identify areas for 
potential improvement. Although these are not a measure of poor care in 
hospitals, it does provide a ‘warning’ for potential problems and help identify 
areas for investigation. 
 
In addition to this, the Trust has an in-depth mortality review process where 
each death of an inpatient aged 18 and above is subjected to an initial review 
of their care and graded according to the standard of care they received. 
Further reviews are conducted by an appropriate consultant or team if 
potential problems in care have been identified. This is to encourage learning 
from patient outcomes. 
 
All mortality processes are overseen by the Trust’s Mortality Review 
Committee, chaired by the Deputy Chief Medical Officer. The Mortality Review 
Committee reports into the Trust’s Patient Safety Committee each month. 
Furthermore mortality data is reported to the Trust’s Quality Governance 
Committee on a monthly basis and to the Trust Board twice yearly.  
 
 

2.0  Trustwide Mortality Review – Performance for 2015/2016 
 

2.1 Each inpatient aged 18 or above is subjected to a primary mortality review by 
the specialty involved in their care at the time of their death. All patients 
subjected to a review have their care graded by a Consultant, using the 
National Confidential Enquiry into Patient Outcomes and Death (NCEPOD) 
Classification of Care (Table 1 overleaf): 
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NCEPOD Classification of Care 

A Good Practice A standard that you would accept for yourself, your 
trainees and your institution 

B Room for 
Improvement Aspects of clinical care that could have been better 

C Room for 
Improvement 

Aspects of organisational care that could have been 
better 

D Room for 
Improvement 

Aspects of both clinical and organisational care that 
could have been better 

E Less than 
Satisfactory 

Several aspects of clinical and/or organisational care 
that were well below satisfactory 

Table 1: NCEPOD Classification of Care 
 
During the financial year 2015/2016 there has been 1996 requested primary 
mortality reviews, 1675 of which have been completed. The number of 
completed reviews has increased with each financial year. This is testament 
to the support this process receives from specialties and the work conducted 
by the Clinical Effectiveness Team in continuing to promote this process and 
provide support wherever necessary.  
 

 

Completed 
Reviews Total Requested Rate (%) 

2011/2012 1211 1394 86.87% 
2012/2013 1728 1901 90.90% 
2013/2014 1876 1945 96.45% 
2014/2015 2026 2037 99.46% 
2015/2016 1675 1996 83.92% 

Table 2: Completion rates of primary mortality reviews by financial year 
 
The completion rate for primary mortality reviews during 2015/2016 is lower 
than previous years. This does not mean that engagement has decreased. It 
is reflective of the delay in acquiring patient records to complete the review 
which are often unavailable for several months due to a post-mortem or an 
inquest. This is highlighted by the table below showing the results published in 
the previous Trust Board Report (October 2015): 
 

 Completion Rate for Deaths occurring between April 
2015 and August 2015 

Trust Board Report  
October 2015 

82% 

Trust Board Report – 
April 2016 

98% 

Table 3: Completion Rate Comparison using the same data (deaths between April 2015 and 
August 2015) 
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The figure below shows the NCEPOD Grade of all completed primary reviews 
for the financial year 2015/2016. It highlights that 91% of reviews were graded 
NCEPOD A for ‘good care’. 
 

 
Figure 1: NCEPOD Classification Rate 
 

2.2 The Trust’s Clinical Lead for Mortality conducts an annual quality assessment 
of primary mortality reviews which have been graded NCEPOD A for ‘good 
care’. This is to provide assurance that the grading of care is appropriate and 
accurate. The most recent report was presented to the Mortality Review 
Committee in December 2015. The findings of this were that there was 
difficulty measuring the appropriateness of the grading due to a lack of 
recorded information on the primary mortality review – however upon further 
investigation into patient records, the care was of a high standard and 
therefore should remain as “A” graded cases. These results were published in 
the mortality newsletter placing emphasis on timely and appropriate recording 
of information. These results also highlight the reliability of the NCEPOD 
grading system for rating patient care. 
 

2.3 All patients who are graded NCEPOD B-D during primary review have a 
further secondary review completed as the grade highlights that there were 
aspects of care which could have been improved. The purpose of the 
secondary review is not to attribute blame to teams, but to identify areas for 
learning and actions to help improve patient care and avoid similar problems 
occurring. This is a multi-disciplinary approach and these cases are discussed 
in specialty meetings to ensure that learning is shared. Theme analyses are 
conducted from secondary reviews and shared throughout the Trust to 
promote improvements in patient care.  
 
For all deaths in 2015/2016 which have had a completed primary mortality 
review, there were 136 requested secondary reviews (cases graded NCEPOD 
B-D), suggesting 136 opportunities to learn from. This figure is likely to 
increase as more primary mortality reviews are completed.  Of the completed 
secondary reviews, 16.5% of these have been re-graded to NCEPOD A (good 
care) following discussions with their specialties’ team members.  The Trust is 

 - 3 - 



committed to identifying areas for improvement in an open and transparent 
manner which is highlighted by the number of cases re-graded. 
 

2.4 Deaths which are graded NCEPOD E have an investigation into their death 
reviewing all aspects of care. This is completed by the Clinical Director or 
Mortality Lead for the specialty involved and reported to the Mortality Review 
Committee. The Committee then discusses the case and agrees appropriate 
action. Trend analyses for NCEPOD E deaths are also conducted in the Trust 
to enable identification for improvement areas and to disseminate learning. 
 
The Trust had a corporate objective for 2015/2016 to reduce the number of 
NCEPOD E deaths to fewer than 15 due to 27 NCEPOD E cases identified in 
the previous financial year. A review of NCEPOD E deaths was conducted by 
the Deputy Chief Medical Officer and as a result, extensive work has been 
undertaken regarding particularly education around escalation of patient 
observations. There have been 6 NCEPOD E deaths during this financial year 
– a reduction of over 75%. 
 

3.0 Mortality Indicators: Hospital Standardised Mortality Ratio (HSMR) 
 

3.1 The HSMR is a mortality indicator (provided monthly) which looks at inpatient 
deaths in comparison to ‘expected’ deaths. Expected deaths are calculated by 
assigning each patient a mortality risk by accounting for factors such as age, 
co-morbidities, diagnosis group, gender, palliative coding, and many more. 
The HSMR includes 56 diagnosis groups which contribute to 80% of inpatient 
hospital mortality (nationally). The HSMR is calculated using the below 
calculation: 
 

 
Equation 1: HSMR and Relative Risk Calculation 
 
The national benchmark for mortality performance is 100. If the HSMR value 
is above 100 it indicates that there has been more deaths than expected. If 
the HSMR value is below 100 it indicates that there have been fewer deaths 
than expected. If there is a statistically significant difference between the 
actual number of deaths and expected number of deaths, either a positive 
alert or a negative HSMR alert will occur.  
 

3.2 HSMR data is received by the Trust 3 months in arrears. The most recent 
release of data includes mortality for all deaths prior to and including 
December 2015. The HSMR for the most recent 12 months of data (January 
2015 – December 2015) is 103.26. This is within the ‘expected’ range for 
mortality (there is no significant difference between observed and expected 
deaths). The HSMR value for December 2015 is 79.95 which is significantly 
low (significantly fewer deaths than expected; positive alert).  
 
The chart below shows the HSMR trend for UHCW for each month between 
January 2015 and December 2015. It highlights that UHCW had significantly 
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more deaths than expected during August 2015 (shown in red below). Despite 
this, UHCW’s HSMR has been below 100 since September 2015, indicating 
fewer deaths than expected and became significantly low in December 2015. 
 

 
Figure 2: HSMR Trend by Month (January 2015 - December 2015) 
 
 

3.3 Reducing the HSMR 
 
In June 2015, the Mortality Review Committee launched multiple 
investigations into diagnosis groups which had the largest difference in 
observed and expected deaths. These alerts had in-depth case note reviews, 
coding reviews, and procedure reviews to help identify areas for improvement. 
Several key areas for improvement were noted, and the following actions are 
underway: 
 

• Evidence based care bundles are being created by specialties for 
diagnosis groups with a large mortality rate. A care bundle is a set of 
interventions that, when used together, significantly improve patient 
outcomes. They aim to reliably deliver the best possible care for 
patients and have been proven to improve patient outcomes.  
 

• Work is ongoing with the Coventry and Rugby Clinical Commissioning 
Group to promote adequate community care to reduce avoidable 
hospital admissions. 
 

• Development of local guidelines for diagnosis and management of 
specific diagnosis groups such as Heart Failure. 

 
4.0 Palliative Care Rate 
 
      Palliative care is important within the Trust as it focuses on providing patients 

with relief from the symptoms, pain, physical stress, and mental stress of a 
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serious illness. UHCW has been one of the lowest Trusts for recording 
palliative care for several years. Work has been ongoing in the Trust during 
the year to increase the number of patients receiving palliative care by our 
Specialist Palliative Care Team including twice daily ward visits to provide 
additional support to patients and nurses. Due to this, the recording of 
palliative care has increased. Between January 2014 and December 2014, 
the palliative care rate for deceased patients at UHCW was 8.78%. However, 
following changes within the Specialist Palliative Care Team this year, the 
palliative coding rate of deceased patients has increased to 23.81% (January 
2015 - December 2015). The national average for palliative coding during this 
time is 24.77% indicating that UHCW is now reporting similarly to other 
Trusts. This improvement in the accuracy of recording patients has had a 
positive effect on the Trust’s HSMR. 
 

5.0 Mortality Alerts  
 

5.1 The Trust can also monitor whether the number of deaths has deviated from 
the ‘expected number’ of deaths at a variety of levels including: diagnosis 
group, procedure group, and specialty level. There are 3 types of mortality 
alerts which are received through Dr Foster: 
 

1. High Relative Risk Alerts – negative alerts where there are significantly 
more deaths than expected 

2. Cumulative Sum Alerts (CuSum alerts) – negative alerts which signal 
that a pattern of activity has gone beyond the ‘expected’ threshold. 
CuSum charts plot patient outcomes against their mortality risk 

3. Positive Alerts – these can either be low relative risk alerts, or positive 
CuSum alerts. They both measure whether there have been 
significantly fewer deaths than expected 

 
5.2 Each month, diagnosis and procedure groups which have generated negative 

alerts (significantly more deaths than expected) are discussed at the Mortality 
Review Committee, which discusses and agrees appropriate action to 
address the alerts. There are currently 4 investigations in progress. Between 
January 2015 and December 2015 the Trust received 115 mortality alerts, 
36% of which have been positive alerts. The remaining mortality alerts have 
all been reviewed by the Mortality Review Committee and appropriate actions 
assigned and monitored for completion. 
 

6.0 Mortality Indicators: Summary Hospital-level Mortality Indicator and 
VLAD Charts 
 

6.1 The SHMI is a national indicator published by the HSCIC quarterly and is 6 
months in arrears. The national benchmark for the SHMI is 1. Similar to the 
HSMR, a value below the benchmark indicates fewer deaths than expected, 
while a value above this highlights more deaths than expected.  UHCW 
reports SHMI data to the Mortality Review Committee on a quarterly basis for 
review. 
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6.2 The most recent publication for the SHMI is for July 2014 – June 2015 

(published by the HSCIC in January 2016). The majority of Acute Trusts in 
this publication were within the ‘expected’ mortality range (80.15%; 109 
Trusts). UHCW is also within the expected range in this publication, as the 
value is 1.054. During this time period there were 2935 deaths recorded 
compared to 2783.937 ‘expected’ deaths. The majority of these occurred 
within UHCW. 
 

7.0 Mortality Outlier Alerts 
 
7.1 The Care Quality Commission (CQC) monitors diagnosis groups using 

statistical data. Outlier alerts are generated when there have been a 
significantly higher number of deaths than calculated. 
 

7.2 During the financial year 2015/2016 the Trust has received 1 mortality outlier 
alert to date from the CQC. This was for the diagnosis group ‘Intracranial 
Injury’. The actions from previous Intracranial Injury investigations are ongoing 
and being monitored regularly by the Patient Safety Committee. 
 
UHCW is committed to seeking an approved transfer policy regarding the 
acceptance of patients with severe intracranial injuries from referring Trusts. 
Additionally, a lead has been identified within the neurosurgical team to help 
identify and treat patients at the end of their life. 
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1. Purpose  
 
To inform the Trust Board of the infection prevention and control position for quarter 4, 
2015-16 against National and locally set targets.  
 
To ensure that the Trust Board has sight of any challenges and successes in the infection 
control agenda. 
 
2. Background and Links to Previous Papers 

 
The Trust Board receives a quarterly report pertaining to the infection prevention and 
control agenda. This covers the MRSA action plan, the response to the CQC report and 
the position at the end of quarter four against national targets. Performance against 
national targets is also provided in the Integrated Quality and Performance Report to the 
Board each month. 
 
The report also links to risk 5(b) on the Board Assurance Framework for 2016/17 around 
infection prevention and control and hospital cleanliness. 
 
3. Narrative 

 
The nationally set targets for MRSA (0) and Clostridium difficile (42) were known to be 
challenging at the start of the year. At the year end, the Trust is reporting 38 cases of 
clostridium difficile which is 4 below trajectory. 
 
The Trust has had zero cases of MRSA Bacteraemia; an increase in MSSA Bacteraemia 
was however seen within the Neonatal Unit and an Incident Group is managing the 
increase. There has not been a positive Bacteremia since 19th August 2015 and none of 
the outbreak strain since July 2015. 
 
A national alert around Mycobacterium Chimera and Cardiothoracic Theatres did identify 
potential cases associated with UHCW but this was historical and internal testing has 
been carried out. The Trusts decontamination processes have also been altered in line 
with the new requirements.  These were in fact put into place by the Cardiothoracic Team 
before the Department of Health request was made. Work to decontaminate equipment is 
progressing and communication with the National Leads continues.   
  
4. Areas of Risk 
 
If the Trust does not put into place robust measures to guard against infection patients 
may be harmed, the Trust will not meet expected performance targets and will suffer 



reputation damage.  Measures are put into place to mitigate against this risk as set out 
within the report.   
 
5. Governance  

 
Infection Prevention and Control risks and issues are monitored through the Infection 
Prevention and Control Committee (IPCC) and provide assurance to the Trust Board via 
regular reports to Quality Governance Committee and Trust Board in addition to the 
information set out in the Integrated Quality and Performance Report. 
 
 
6. Responsibility 

 
Mark Radford, Chief Nursing Officer and Director of Infection Prevention & Control. 
 
7. Recommendations 

 
The Trust Board is asked to NOTE and receive ASSURANCE from the report and to 
RAISE any questions or concerns  
 
 
Name and Title of Author:  Kate Prevc Modern Matron Infection Prevention and 
Control  
Date:    14th March 2016 
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INFECTION PREVENTION & CONTROL 
Quarter 4 Report 

January – March 2016 
 
1. Introduction 
This report seeks to provide the Trust Board with an update on both our mandatory 
reporting requirements and key infection prevention issues in quarter 4. 
 
2. Mandatory reporting 
The final numbers for the four infections subject to the national mandatory reporting 
scheme are shown in Table 1. Comparison of our performance with other large teaching 
Trusts is shown at appendix 1.  
 
Table 1   

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

figures 
National 
Ceiling 

Rate per 100,000 
April-15 - March 16 Bed days 

MRSA bacteraemia 0 0 0.0 

C. difficile 38 42 10.0 

MSSA bacteraemia 22 Not 
applicable  5.8 

E. coli Bacteraemia  294 Not 
applicable 77.2 

 
3. Staphylococcus aureus bacteraemias 
 
3.1 MRSA  
This year saw UHCW NHS Trust declare zero trust apportioned methicillin resistant 
staphylococcus aureus (MRSA) Bacteraemia. 
 
This is a significant improvement on 2014/15 where 9 cases were declared, which 
prompted a review including regional expertise to identify areas of improvement. Although 
no definitive causes were identified, a program of work was implemented in a range of 
practice areas. 
 
There has been a lot of work using educational campaigns to work on the ward areas 
with staff, the focus of which, in the absence of a single cause was to revisit the 
fundamentals of infection prevention, screening, hand hygiene, decolonisation etc.  This 
appears to have been well received 
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Figure 1 
Trust-apportioned MRSA bacteraemias, 2006/2007 Q 1 to 2015/16 Q 4  

 
 
Figure 2 shows the Post Infection Review (PIR) assigned MRSA BSI rates per 100,000 
bed days, 2015/16, in comparison with other Trusts in the West Midlands. This shows 
that UHCW (blue circle) performs well against other Trusts in the West Midlands. 
 
Figure 2 

 
For full key see appendix 2.  

 
3.2 MSSA  
The number of Trust apportioned MSSA bacteraemia, is 22 to date, (Figure 3). At this 
point last year we had reported 15 cases. 
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Figure 3 

 
We identified an issue in the Neonatal unit, where five cases were reported between June 
and August. The previous year there were no cases in the neonatal unit. An Outbreak 
Management Team was formed and Neonates have interrogated their practices and 
developed an action plan. The neonatal action plan is included as an appendix to this 
report. The outbreak was declared to be over in December as there had been no further 
cases of bacteraemia since August and no further cases of the outbreak strain. We 
continue to carry out active surveillance and this is monitored by a watchful waiting group 
which meets regularly. 
 
At the request of UHCW, the NHS Trust Development Authority (NTDA) undertook a peer 
review in September to ensure that the outbreak was being managed appropriately and 
to provide any further advice. UHCW received the TDA report in October. The report 
identified areas of best practice which included; management of the outbreak, patient 
flow, team approach including executive engagement. They also acknowledged that staff 
were clear about their roles and responsibilities and “it was evident that the IPC team 
were engaged on the unit”.  
 
3.3 Clostridium difficile 
The Trust has reported 38 hospital acquired cases to the end of March 2016, which is 4 
below trajectory.  This is our lowest ever number at this period; at the same time last year 
41 cases had been reported. The annual trajectory limit is challenging but we continue to 
work to reduce the numbers further. These figures are particularly pleasing as this is 
contrasting the overall national trends where only 44% of trusts saw a decrease in 
numbers of trust-apportioned CDT compared to the previous year. 
 
We have refined our Root Cause Analysis (RCA) process to improve our understanding 
of causative factors.  Our paperwork has been amended to record a discussion around 
“lapses of care” discussion between CCG, TDA and the Trust. Figure 3 below shows the 
number of trust-apportioned Clostridium difficile infection (CDI). 
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Figure 4 compares UHCW performance with other West Midlands Trusts. 
 
Post 72 hr Clostridium difficile episodes, 2007/08 Q 1 to  2015-16 Q4 

 
 
CDI rates 100,000 bed days, 2015/16 in comparison with other Trusts in the West 
Midlands 

 
RKB- UHCW. For full key, see Appendix 2 

 
4. MRSA screening compliance 
 
The following chart shows compliance with MRSA screening of both emergency and 
elective cases up to March 2016. The improvement in emergancy screening continues. 
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Figure 5 

 
 
Focused work  by  the IPC team  at ward level, looking out what factors hinder 
compliance, and how to address the issues has been initiated to improve compliance, 
most notably in the emergency pathway.  
 
A pathway has been agreed with Pre-operative assessment and this has resulted in the 
department consistently reporting above 95%  compliance. We still have work to do with 
direct admissions to departments and some of this is around the issues with waiting list 
management. 
 
5. MRSA New Acquisitions 
The number of patients who actually acquire MRSA colonisation during their admission at 
UHCW is a good indication of how well infection prevention and control is managed. 
These are all new positive MRSA specimens taken 3 or more days after admission that 
are not from previously known patients. It is important to note the numbers of cases are 
very small, our worst performing months shows 4 cases of acquisition, per month across 
the Trust in approximately 1100 admissions.  This is a rate of 0.36; national rates indicate 
0.5 % - 2.1%   according to the NOW national prevalence study (DH 2013).  The IPC 
team have introduced a number of measures to tackle MRSA including a nurse led ward 
round and targeted education. 
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Figure 6 

 
 
A breakdown by ward is shown in Figure 7 
Figure 7 

 
 
6. Influenza 
The Trust saw large numbers of positive influenza cases this year particularly within Q4. 
Despite the numbers being higher than normal, the ward staff were competent in their 
management, isolating promptly and using correct personal protective equipment (PPE). 
However, we continue to see positive results particularly of Flu A which is the strain most 
associated with outbreaks. UHCW had just one incident of transmission in Hospital, this 
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occurred during January 2016 and once identified, it was effectively managed and there 
were no further episodes.  The Infection Prevention Team continue to work closely with 
ward staff to support and educate, we contact each ward area that has submitted a swab 
for influenza to ensure they are correctly managed  and to reassure ourselves that staff 
understand what is required; staff are proving to be knowledgeable and competent.  
 
7. TB incidents  
A joint meeting with CCG and the TB regional team have progressed to develop an 
algorithm for the management of TB. The development of a whole health economy 
pathway is a welcome development in our management of patients and any potential 
contacts of TB. The meetings facilitate healthy discussion and co-operative working 
between the CCG, Public Health England (PHE), GPs and other regional centres such as 
South Warwick NHS Foundation Trust (SWFT) and the George Eliot Hospital NHS Trust 
(GEH).  
 
8. M chimera infection, cardiothoracic surgery 
 We continue to monitor the ongoing issues with the Heater cooler units that are 
suspected of transmitting M. Chimera to patients following cardiac valve surgery. This is 
an international issue and we are following the guidance produced by the National task 
and finish group. We do however continue to isolate M. Chimera from our unit’s water 
tanks, although it should be noted that the testing that the Trust is undertaking is more 
rigorous than is required in terms of frequency. The numbers of units isolating the 
mycobacterium are reducing and this is thought to reflect good disinfection procedures, 
however nationally this is still an evolving story as many cases are still not being 
identified.  The incubation period can be up to four years and until GPs and all centres 
are aware of the link between cardiac surgery and the development of this unusual form 
of TB we will not know the extent of the issue. However the group monitoring at UHCW 
have a stringent plan for surveillance and action required. All patients undergoing surgery 
are now informed of the potential risks.  
 
9. Cleaning  
The Trust continues to work with Project Co and ISS to address the issues around 
cleaning. 
 
Table 2   
Average ICNA Score 79.9% 85.5% 85.3% 82.8% 

Month  January February March Q4 average.  

 
The Infection Control Nurses Association (ICNA) scores are plotted against the ISS 
auditing scores (Maximiser). The Maximiser is the contractual measure and the ICNA is 
for IPC assurance. We use the two methods together to plot trends of improvement or 
decline. Table 3 shows the two scores for the last four quarters. A regular update of both 
ICNA and Maximiser score is presented at both the Trust Cleaning Group and is 
monitored by the Infection Prevention Committee. 
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Table 3   
 Q1 2015/16 Q2 2015/16 Q3 20151/6 Q4 

20151/6 
Number  

Maximiser  96.6% 96.2% 96.0% 97.% 396 
ICNA 82% 79% 80% 83% 332 
 
  
10. Infection Control Team News 
 

•  Nicola Chamberlain has been appointed to the team on a year’s secondment. 
 She will working as a band 6 infection prevention nurse looking after renal, 
orthopaedics Rugby St Cross. 

 
• The team have been invited to attend the Dyson School of design engineering at 

Imperial College London with Dr Carolyn Dawson to consult as part of an exercise 
utilising morphological analysis to solve complex problems in this case hand 
hygiene measurement. We are potential hosts for the output and were invited as 
the acknowledged leaders in this field. 
 

• The team are developing a standard precaution tool to support staff to choose the 
correct PPE in any given scenario. This is being supported by a commercial 
company for dissemination throughout the NHS.  
 

• Dr Samita Majumdar is the newly appointed Infection Prevention and Control 
Medical lead. 
 

• Merja Thomas, the infection prevention and control midwife is nearing the end of 
year one on the Infection Prevention and Control masters course at the University 
of West London.  
 

• The team are involved in teaching at Birmingham City University and Coventry 
University courses; we were also invited to present a session on research in 
practice on the prestigious Marion Reed course for fledgling infection prevention 
and control practitioners.   
 

• We have had a paper accepted for publication for the Journal of Infection 
Prevention.  
 

• We have been invited to write a paper on the work around women’s and children’s 
from the perspective of a midwife infection practitioner. This was based on a 
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poster presented at the national conference in 2015. The request is from The 
British Journal of Midwifery.  
 

• The infection prevention and control team have refined the working structure to 
create three teams of band 7 to work at strategic level each with responsibility for 
a band 6 staff member. The senior staff have responsibility across whole floor 
areas, the junior staff will work across the areas to allow for a wider learning 
experience but will be mentored by a single  senior staff member. See appendix 3. 

 
11. Conclusion 
The Trust continues to perform well nationally against other large teaching hospitals. We 
continue to work to further improve our performance and focus on infection, prevention 
and control.  
 
A comparison of all large acute teaching hospitals, using an average across the three 
main reportable organisms places UHCW in second position nationally behind Chelsea 
and Westminster Trust, which is very pleasing position. 
 
Director of Infection Prevention and Control,  
University Hospitals of Coventry and Warwickshire 
  

Infection prevention quarterly report. April 2016  Page 9 
 



Appendix 1 
 
Teaching Hospital Comparison – April-2015 to March-2016 

 
Taken from National MESS database 
 

Hospital Hospital 
Code

MRSA Rate 
per 100,000 

Bed Days

MSSA Rate 
per 100,000 

Bed Days

CDI Rate per 
100,000 Bed 

Days

MRSA 
Ranked

MSSA 
Ranked

CDI 
Ranked

Chelsea & Westminster Hospital RQM 0.00 2.45 3.67 1 1 1

University Hospitals Coventry & Warwickshire NHS Trust RKB 0.00 5.78 9.98 1 4 5

Salford Royal RM3 0.00 7.36 6.06 1 9 2

University Hospitals of Leicester RWE 0.20 4.94 11.86 5 3 7

Norfolk & Norwich University Hospitals RM1 0.58 4.05 16.20 8 2 13

Royal Liverpool & Broadgreen University Hospitals RQ6 0.75 9.81 10.94 11 15 6

Oxford University Hospitals RTH 0.93 6.72 14.14 16 7 9

Brighton & Sussex University Hospitals RXH 0.35 7.76 16.57 6 12 15

Cambridge University Hospitals RGT 0.64 6.43 17.05 10 6 17

Hull & East Yorkshire Hospitals RWA 0.58 10.65 13.24 7 18 8

Southampton University Hospitals RHM 1.06 7.44 9.83 20 10 4

Guy's & St. Thomas' RJ1 0.61 10.04 15.52 9 16 12

St. George's Healthcare RJ7 0.92 10.98 8.85 15 19 3

Sheffield Teaching Hospitals RHQ 0.00 13.74 14.89 1 26 11

Wirral University Teaching Hospital RBL 0.85 6.81 20.43 13 8 24

King's College Hospital RJZ 0.89 7.76 18.17 14 11 20

Royal Free Hampstead RAL 0.94 5.96 21.33 17 5 26

University Hospital of South Manchester RM2 1.20 11.96 14.35 22 21 10

Lancashire Teaching Hospitals RXN 1.01 9.12 19.25 18 14 22

University Hospitals Bristol RA7 1.24 12.42 16.56 24 24 14

University College London Hospitals RRV 0.81 12.11 36.32 12 22 28

University Hospital Birmingham RRK 2.14 10.15 17.63 27 17 19

Imperial College Healthcare RYJ 2.03 8.98 21.14 26 13 25

Central Manchester University Hospitals RW3 1.25 13.74 16.74 25 25 16

The Newcastle upon Tyne Hospitals RTD 1.05 17.35 19.65 19 27 23

Bradford Teaching Hospitals RAE 2.80 12.31 17.34 28 23 18

Leeds Teaching Hospitals RR8 1.22 11.89 24.30 23 20 27
Nottingham University Hospitals RX1 1.18 20.88 18.71 21 28 21
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Appendix 2- key to regional hospital codes, West Midlands (Figures 2, 4, & 6) 
 
 
Key  

Hospital Hospital  
Code 

Birmingham Children's Hospital NHS Foundation Trust RQ3 
Birmingham Women's NHS Foundation Trust RLU 
Burton Hospitals NHS Trust RJF 
George Eliot Hospital NHS Trust RLT 
Heart of England NHS Foundation Trust RR1 
Hereford Hospitals NHS Trust RLQ 
Robert Jones & Agnes Hunt Orthopaedic & District NHS Trust RL1 
Royal Wolverhampton Hospitals NHS Trust RL4 
Sandwell & West Birmingham Hospitals NHS Trust RXK 
Shrewsbury & Telford Hospitals NHS Trust RXW 
South Warwickshire General Hospitals NHS Trust RJC 
The Dudley Group of Hospitals NHS Foundation Trust RNA 
The Royal Orthopaedic Hospital NHS Foundation Trust RRJ 
University Hospital Birmingham NHS Foundation Trust RRK 
University Hospitals Of North Midlands NHS Trust RJE 
University Hospitals Coventry & Warwickshire NHS Trust RKB 
Walsall Healthcare NHS Trust RBK 
Worcestershire Acute Hospitals NHS Trust RWP 
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Appendix 3 

 

KEY : Alli Carly
Mel Merja UHCW

Fiona Nicky Floor
53 52  5 50 Renal D+ PDU

4 40 41 42 43

35 34 33 3 30 31 32

25 24 2 20 21 22 23

ACC Theatres ED GCC CTCC CDU 1 11 10 12AMU  14 15 16 LW SCBU

OPD SDU Endoscopy AMU2 G Wisdom 2 1 3

RSX
Renal   

  
GE

Ash
 
Ortho

Theatres

OPD

Rehab

Infection prevention quarterly report. April 2016  Page 12 
 



Agenda Item 15 Enclosure 11 
 

PUBLIC TRUST BOARD PAPER  
 

Title Safeguarding Vulnerable Adults and Children Quarterly Report 
Author Gilly Attree, Lead Nurse Safeguarding Children 

Liz Kiernan, Named Nurse Safeguarding Adults 
Responsible 
Chief Officer 

Mark Radford, Chief Nursing Officer 

Date  28th April 2016 
 
 
1. Purpose  
To update the Trust Board on safeguarding activity, issues, risks and any areas to be 
addressed. 
 
2. Background and Links to Previous Papers 
The Trust Board last received a report in September 2015; two recent Serious Case 
Reviews (SCR) reports have been published since that time. 
 
3. Narrative 
The Safeguarding agenda is a key area of focus for the Trust and its partner agencies. 
Collaborative working is required to ensure statutory requirements are met within children 
and adult services. 
 
Links with partner agencies continue to develop, with the team chairing a joint stake 
holder panel for interviews for a leadership role within the City Council.  
 
Training at level 3 in child protection is being offered to a wider audience in order to 
enhance staff awareness and practice and supervision is being formally offered to a wider 
audience, as well as to Zoe’s Hospice. 
 
 
4. Areas of Risk 
Currently the Trust is non-compliant with contractual obligations with the CCG in relation 
to level 3 child protection training. This is due to an increase in the cohort of staff that 
require training at level 3. A training trajectory is in place to address this.  
 
The Trust has one qualified PREVENT trainer. The demand for training is greater than 
the capacity to deliver at the present time. This is under review by the Trust and partner 
agencies. The local PREVENT Coordinator has been delivering training sessions, and a 
training plan is in place to address the deficit. The Mandatory Training Committee is also 
appraised of the situation. 
 
 
5. Governance 
The Trust is an active member of the local Safeguarding Adults and Childrens’ Boards 
and the Chief Nursing Officer is a member of the Childrens’ Services Improvement Board.   
Internally a Safeguarding Adults and Children Committee meets regularly and reports 
through to Patient Safety Committee, which is turn reports to Quality Governance 
Committee.  
 



6. Responsibility 
Mark Radford, Chief Nursing Officer. 
 
 
7. Recommendations 
The Trust Board is asked to NOTE and receive ASSURANCE from the report and to 
raise any questions or concerns.  
 
 
Name and Title of Author: G.Attree Lead Nurse Safeguarding and E.Kiernan, 
Named Nurse Safeguarding Adults 
Date: 14th April 2016 
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Trust Board 
Safeguarding Adults & Children’s Report 

28th April 2016 
 
 

1. Introduction 
 
The purpose of this report is to update the Trust Board on recent safeguarding 
activity for both adults and children and highlight any areas that need further 
consideration. 
 

2. Serious Case Reviews (SCR) 
 
One Serious Case Review has been published on 31st March 2016 (Child E) and one 
in February 2016 (Child C).  
 
There were five recommendations for the Coventry Safeguarding Children Board in 
the Child E case, including two aspects that UHCW can contribute to; 
 
a) Reviewing the evidence of awareness by parents of the risks of co-sleeping,  
 
and 
 
b) Include in multi-agency training the combination of early risk factors 
that can arise for families, and how these can be better recognised and assessed; 
incorporating the learning from this case in developing better awareness of 
early risk factors, neglect and accessing early help.  
 
Child C had one recommendation that UHCW can contribute to insofar as: 
 
“It is recommended that general practice managers with the primary care team 
facilitate regular meetings between all health professionals involved in the delivery of 
care for the 0-5 age group.” To this end, community midwives attend GP practice 
meetings where they are held. In practices where such meetings are not held, 
communication strategies are being agreed. 
 
One further serious case review has been agreed upon, the details of which will be 
available on conclusion of the SCR process. 
 

3. Audits 
 
Three audits have been completed, following recent serious case reviews. The safe 
sleep audit demonstrated 100% compliance with maternity staff asking to see where 
a baby sleeps in their home, reinforcing the safe sleep messages.  
 
The second audit related to the routine questioning of domestic violence/abuse 
(DVA) in the antenatal period. This audit demonstrated there were no cases of 
disclosed domestic abuse. However, the routine questions were not asked often 
enough and there is no evidence of barriers to asking routine questions. Further 
training is being delivered and a local DVA agency has been invited to present at a 
midwives team meeting. The audit will be repeated in May 2016. 
 
The third audit relates to Female Genital Mutilation (FGM). This audit aimed to 
demonstrate the effective communication between midwifery services and health 
visitor colleagues once FGM has been identified.  Compliance was 23% and further 
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discussions between clinical staff, labour ward and post natal input are taking place 
to reinforce the requirement to liaise effectively with our community colleagues. 
 
Multi Agency Audits 
 
UHCW have taken part in a number of multi-agency audits relating to application of 
thresholds when referring to social care, and care planning for vulnerable children. 
The results are expected in May 2016. 
 
 

4. Child Protection Plans 
 
There are currently 514 children subject to child protection plans in Coventry. 17 of 
these are for unborn children. (This equates to 3.3%) The overall trend is that of a 
reducing number of children subject to child protection plans, with an increase in 
number of the families in receipt of the Early Help Offer. This complies with the 
national drivers relating to child welfare and child protection. 
 
The number of referrals submitted to social care by hospital staff from 1st January - 
31st March 2016 was 177. Of these, only 27% were for no further action. However, 
most of these were requests for information from social care, as opposed to referrals 
for professional concern. A meeting has been arranged with social care to devise a 
process for staff to submit requests for information only, not referrals. This will reduce 
the number of referrals to social care, thus reducing work load for staff. 
 

5. Training 
 
Training compliance for level 2 in child protection is currently 93.14%. Level 3 
compliance has reduced due to an increase in the cohort requiring level 3 training 
following the CQC Safeguarding System Review. Current compliance is 59.90%, with 
the cohort of 663 members of staff. Further level 3 training has been arranged until 
December 2016, with a training trajectory to support compliance, which will be 
achieved by the end of December 2016. 
 

6. Children’s Improvement Board 
 
 
The Chief Nursing Officer attends the Children’s Improvement Board with partner 
agencies to support the system in making improvements following the Ofsted 
Inspection. Progress has been made although concern remains in a number of areas 
that are being addressed by the Board. 
 
Adults 
 

1. Safeguarding Adults- serious case reviews 
 
The three Adult Safeguarding reviews undertaken by the Coventry Adult 
Safeguarding  Board have been completed and executive summaries published. The 
action plans have been addressed and are being actioned. The outstanding actions 
are multi-agency and are around assurance around training. UHCW are able to 
submit their training figures as required. A multi-agency Coroners Policy has been 
developed in response to a serious case review and this will be launched shortly.  
 
A learning event was held in February which drew together all the themes and 
opportunities for learning from the Serious Case reviews. The event was hosted by 
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the Fire Service and took elements form each case. The voice of the relative was 
heard through a daughter talking about her experience of her mother’s journey from 
initial injury to death. The message was very powerful and moving. The event was 
well attended and a repeat event is planned. 
 
Two cases involving UHCW are under review at present by the Serious Adult Review 
sub-group for the possible undertaking of a Serious Adult Review. Both cases are at 
present awaiting Coroners Court and the Safeguarding Review will not proceed until 
after the completion of these proceedings. The case most likely to be undertaken as 
a review may produce some learning for the Trust. Areas of good practice identified 
thus far include good inter professional working demonstrated in the documentation, 
and good person centred care delivered through identifying individual needs, and 
responding / tailoring care appropriately. In this particular case the family have also 
stated how well supported they feel they have been by UHCW staff.  
 

2. Domestic Violence 
 
Data is collected from adult ED concerning domestic violence and collated on a 
dashboard. All cases of confirmed domestic violence should be referred to Children’s’ 
social services, where there are identified children as part of the household. The 
information gathered demonstrates the local demographics, gender of victim, day of 
the week of incident, ethnicity and postcode of where the incident took place. Other 
information gathered allows for deeper understanding of the complexity of the issues 
identified, including any weapons used, repeat victims and highlighting via the CRRS 
alert system the number of times a victim presents to UHCW.  
 
From January 2016 Domestic Violence awareness training is included on the Mental 
health, Mental capacity and Restraint study day.  
 
Figure 3a 
 
Number of cases reported of confirmed domestic violence for Adult ED in 2016. 
 

  
 
Figure 3b 
Percentage of cases reported of confirmed domestic violence involving children- 
Adult ED in 2016 
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Percentage of those cases referred to Childrens’ social services. 
 

 
  
Domestic violence is reported locally in Coventry at a rate of 1:3 households at any 
one time. The expansion of the UHCW Safeguarding Team will allow for more 
support, training and Audit around the Domestic Violence agenda. 
 
UHCW is represented at the National Scrutiny Panel to ensure that MARAC’s are as 
effective as possible. The team also attend the Coventry Domestic violence 
operational group. 
 

3. Referrals to Adult Safeguarding 
 
The number of referrals to adult safeguarding from  April 15 – March 16 rose to  441; 
this has significantly increased over previous years. This increase in activity is 
attributed to improved staff awareness and understanding of the factors that 
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contribute to adult safeguarding/abuse documentation. The increase is despite a 
change to the Safeguarding Policy around pressure ulcers whereby pressure ulcers 
grade 3 and above are only referred to Safeguarding where abuse or neglect are 
suspected - previously all grade 3 and above pressure ulcers were referred. 
 

 
4. CQC Actions 

 
The CQC inspections raised a concern about the level of understanding around the 
Mental Capacity Act and Deprivation of Liberty safeguards; therefore work towards 
this continues.  In response to this. an ability for  CRRS to record Mental Health Act 
(MHA), Mental Capacity Act (MCA) and Deprivation of Liberty has been developed. 
This is in the form of an alert tab which appears on CRRS to indicate that a patient 
has a holding power in place. When the tab is activated the form around the power 
can be viewed, a summary sheet recording all such patients can also be generated 
form the summary function. At present this is used primarily in ED and Acute 
medicine, with plans to roll out through the hospital in conjunction with the 
appropriate training.  
 
The Mental Health, Mental Capacity and Restraint study day continues to be offered 
monthly and the uptake is increasing on a month by month basis.  Face to face 
sessions are offered and have been particularly well attended in Rugby St. Cross and 
by therapists at UHCW.  
 
Mental Capacity Act and Deprivation of Liberty safeguard folders have been 
compiled and distributed to the clinical areas. 
 
 

5. PREVENT 
 
The PREVENT arm of the government’s anti-terrorism strategy has been placed 
under the umbrella of safeguarding. PREVENT training is now mandated for all 
UHCW staff.  It is included at present in the Mental health, Mental capacity and 
Restraint study day and will shortly be included in the Trust Induction programme. 
Over the next 12 months the training trajectory for Prevent awareness will increase to 
90% 
 
Prevent Awareness compliance: 
 
Prevent Awareness 
. 

Sept  
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 2016 

26.00% 27.26% 29.64% 44.62% 42.56%. 
 
 
Adult Safeguarding Training compliance: 
 
 April 

2015 
May 
2015 

June 
2015 

July 
2015 

Aug 
2015 

Sept  
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Level 
1 

85.29
% 

86.05
% 

86.98
% 

87.49
% 

87.77
% 

88.31
% 

88.16
% 

87.83
% 

88.73
% 

89.12
% 

90.22
% 

Level 
2 

86.40
% 

88.10
% 

89.39
% 

89.37
% 

89.63
% 

89.64
% 

92.26
% 

91.45
% 

92.45
% 

92.23
% 

92.94
% 
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Conclusion 
 
The team continue to work well with partner agencies and internal team and are 
prioritising the increased training requirements for both adults and children, whilst 
continuing to meet the requirements of the Trust as a whole, including learning from 
serious case reviews.  
 
Our commitments to the multi-agency safeguarding agenda for both adults and 
children is increasing, with the high profile Child Sexual Exploitation activity, the Multi 
Agency Safeguarding Hub, and the on-going demands of the  domestic violence 
activity. 
 
In April 2016 the safeguarding team chaired a (stake holder) panel involved in the 
recruitment of a new Head of Service in the Local Authority. This new post has the 
role of Head of Adult Safeguarding and Practice Development. As part of the role, the 
post holder will be working towards greater collaboration between the health and 
social care agendas.  
 
The business case to develop the safeguarding team was agreed and the interviews 
will commence next month for the appointment of staff. 
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PUBLIC TRUST BOARD PAPER  
 

Title Corporate Annual Plan 2016/17 (including Financial Plan, Operating Plans 
and Corporate Objectives) 

Author Sarah Phipps – Associate Director of Strategy 
Wendy Bowes – Associate Director of Human Resources 
Jonathan Gamble - Head of Financial Planning 
Craig Cook – Associate Director of Finance – Contracting and Costing 

Responsible 
Chief Officer 

David Moon – Chief Finance and Strategy Officer 

Date  28 April 2016 
 

 
1. Purpose  
 
The purpose of this report is to present the UHCW 2016/17 Annual Plan for Board approval.  
There are three elements to the 2016/17 Annual Plan that require approval; first UHCW’s 2016/17 
internal plan; secondly UHCW’s final Operational Plan submission to the NHS Trust Development 
Authority (NHSTDA); thirdly the public version of the Plan. 
 
2. Background and Links to Previous Papers 
 
2.1 UHCW’s Annual Planning process is detailed in the document ‘Producing Plans for 

2016/17 Onwards’ that was approved by Trust Board Finance & Performance Committee 
meeting on 7 September 2015 

 
2.2  The document describes the policy, process and timeline for producing internal plans and 

external plans 
 
2.3  The internal process requires Operational Delivery Plans (ODPs) to be produced for 

each Group includes an assessment of required activity (demand) together with physical 
capacity (beds, theatres, imaging, outpatients etc) and workforce required to deliver the 
projected activity to the required quality and cost. The ODPs are strategically aligned 
through the inclusion of Corporate objectives as well as Group specific objectives and 
service changes based on clinical specialty strategies.  

 
2.5  The external process is determined by national planning guidance that was received on 

22 December 2015 and refined during January 2016.  
 
2.6  The guidance requires providers to submit Operating Plans to the external regulator, NHS 

Improvement (NHSI), that includes a narrative plus technical annexes for activity, finance, 
workforce and contracts; first draft by 8 February and final Board approved private and 
public versions by 11 April 2016 (subsequently revised to 18 April 2016). 

 
2.7  The Trust Board meeting on 31.3.16 approved the plans, including a public version for 

submission to NHSI and to public Trust Board on 28.4.16  
 

 
3. Narrative 
 
The Annual Plan (attached) is in line with the national guidance that requires sections on 
activity, quality, workforce, finance and sustainability and transformation (STP) plans. A 
maximum of 25 pages is permitted. 



 
4. Areas of Risk 
 
It must be noted that, as a plan, the annual plan includes an element of forecasting and is 
underpinned by a number of assumptions. Whilst the assumptions are based on best available 
intelligence, the plan needs to be recognized as a live document that will be subject to monitoring, 
review and, where appropriate, adjustment throughout the year. 
 
The overarching risk is that of failure to deliver the plan that will have a negative impact on 
quality, finance, performance and ultimately reputation of UHCW. The specific risks and mitigation 
are shown in the table below 
 

Key Risk Mitigation 
Activity variance (above or below planned 
volumes) that will impact on planned capacity 
(over or under utilisation) & finances 
(imbalance between income and expenditure) 

A daily delivery plan is being produced to 
monitor planned v actual activity 

Capacity utilisation does not deliver planned 
efficiencies 

A daily delivery plan is being produced to 
monitor planned v actual capacity 

Bed capacity insufficient to deliver planned 
activity 

Plans will be developed in year to review and 
agree preferred option to close the identified 
bed gap  

Workforce vacancies not recruited & agency 
staffing above cap  

Monitoring via integrated performance report 
and Trust performance management 
arrangements 

Performance trajectories not achieved resulting 
in loss of STF 

Finance plan does not deliver £1.1m control 
total so loss of STF 
 

 
5. Governance  
 
Trust Board is ultimately responsible for the safety and quality of the services that UHCW 
provides.  This plan aims to secure the delivery of the necessary requirements and standards to 
ensure the provision of quality safe service to patients in 2016/17. 
 
6. Responsibility 
 
The Chief Officers of the Trust are responsible for the delivery of the 2016/17 plan. 
 
7. Recommendations 
 
Trust Board is asked to: 
 
Approve the 2016/17 Annual Plan  
 
Name and Title of Author: Sarah Phipps, Associate Director of Strategy 
Date: 15.4.16 
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1. APPROACH TO ACTIVITY PLANNING 
 
1.1 Objectives 
 
The Trust used a bespoke demand and capacity modelling tool to deliver two key objectives, which were 
essential to the 2016/17 operational planning round.  
 
a) Quantifying the level of activity and income to be delivered by the Trust’s clinical groups in 2016-

17. This included: 
 
 setting a baseline period for activity and income; 
 defining the activity required to deliver against all key operational standards across all 

specialties; 
 setting the level of new outpatient and elective work that is expected to be delivered by the Trust; 
 setting the level of emergency work expected to be delivered by the Trust  in 16/17; and 
 Defining the impact of any change to 2016-17 tariffs and local prices.  

 
b) Quantifying the relationship between demand and capacity in terms of: 
 

 The number of diagnostic imaging sessions that are required to support the delivery of inpatient, 
outpatient and A&E activity; 

 How many theatre sessions (type and location) are required to service the elective and non-
elective demand;  

 Defining the number of beds that are to be required to deliver the activity; 
 Deriving the number of catheter lab sessions that are required to service demand; and 
 Deriving the number of endoscopy sessions that are required to service demand.  

 
1.2 Planning Assumptions - Demand 
 
All of the Trust’s activity and capacity modelling work starts from a month 6 2015/16 forecast outturn position 
which was set as the baseline. To get to our 2016/17 plan from this base, incorporated a series of modelling 
assumptions which are assigned to four main categories: 
 

• Normalising the 2015/16 baseline to take account of the full year effect of any recurrent and non-
recurrent changes that may have occurred in 2015/16; 

• Establishing the value of underlying growth in the system using expert opinion and a review of 
historical trend information; 

• Quantifying a level of work to ensure that the Trust meets the Referral to Treatment target in a 
sustainable fashion; and 

• Quantifying the volume of work that was planned for but not delivered in 2015/16.   
 
A summary of these categories is detailed in the table below: 
 

Stages in the modelling process Activity scope Note

Establishing a forecast outturn position All types Based on an actual final cut M6 position.

Normalising 2015-16 changes to activity All types Incorporates non-recurrent and recurrent changes full year effect 
changes that have occurred at various points in 2015/16. 

Outpatient new Based on an assessment of external referral growth rates at a specialty 
level

Outpatient follow-up Applies the new:review ratios in the 15/16 baseline to the new work 
derived above

A&E Applies Clinical Group expert opinion and assessment of recent trend in 
volume. 

Emergency Based on the A&E to admission conversion rate at a specialty level. 
Direct Access Applies a historical growth rate. 

Elective/Daycase Assumes that the forecast backlog as at 31/3/16 rolls over into the 16/17 
activity target, at a specialty level. 

Outpatient new
Assumes that the number of patients assumed to be waiting over 6 
weeks on surgical pathway and 12 weeks on a medical pathway, at 
31/3/16, roll over into the 16/17 activity target, at a specialty level. 

Establishing a "Financial Recovery Plan" 
or FRP adjustment

Elective/Daycase/Outpatient Derived once all the adjustments described above have been factored 
into the position. 

Establishing underlying growth

Establishing an Referral to Treamtent 
Time (RTT) adjustment

 
Without going into the detail on each model parameter, our modelling activities also focussed on 
incorporating assumptions against the following items:  
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Description Product 

A&E growth rate A&E attendances expected in 2016-17. 
 

Diagnostic imaging 
related to A&E 

Diagnostic imaging activity at modality level required as a result of expected 
A&E attendances in 2016-17. 

Direct Access Growth 
(Radiology) 

Direct Access imaging activity expected in 2016-17. 

Direct Access Growth 
(Service Specific) 

Direct Access Service requirements expected in 2016-17. 

Referral growth rate (new 
outpatients) 

Additional new outpatient attendances expected in 2016-17 (OP/OPP/LOPP 
applied at ratio in baseline).   

Non Recurrent RTT 
assumptions (New 
Outpatients) 

Additional new outpatient attendance requirements to clear any backlog of 
patients where the wait >6 weeks for a surgical outpatient attendance and >12 
weeks for a medical outpatient attendance.  

New to Follow-up ratio Additional follow-ups expected as result of growth in new outpatients and RTT 
requirements. 

Diagnostic imaging 
related to outpatients 

Diagnostic imaging activity at modality level required as a result of total 
expected outpatient attendances. 

Non Recurrent RTT 
assumptions (Day Case) 

Additional day case requirements to clear RTT backlogs. 

Non Recurrent RTT 
assumptions Electives) 

Additional elective inpatient requirements to clear RTT backlogs. 

Emergency growth rate Additional emergency activity expected in 2016/17 (HRG/Consultant/LOS/BP 
applied at current ratio).  Result added to baseline emergency data. 

Non-elective growth rate Additional non-elective activity expected in 2016-17 (HRG/Consultant/LOS/BP 
applied at current ratio).  Result added to baseline non-elective data. 

 
1.3 Movement between 2015-16 and 2016-17 
 
The waterfall chart demonstrates the main movements to activity required to service demand, for various 
activity types, from a normalised 2015-16 position to an indicative 2016-17 position. These movements are 
as a result of applying all of the assumptions in the previous two tables and yields a 3.4% increase in the 
volume of acute care from the baseline to the 2016/17 plan. 
 
The main driver of the 3.4% growth is associated with elective and outpatient activity which will increase as a 
result of reducing Referral to Treatment Time (RTT) backlogs in 2016-17 and improving overall technical 
efficiency. A summary of this increase, at an activity type level, is displayed in the chart below. 
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Activity required to service demand in 2016/17 
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5.6% 0.7% 0.7% 0.7% 4.5% 1.2%

3.4% growth in activity 

 
NB: Demand is defined in terms of outpatient attendances; elective, daycase, non-elective spells; A&E 

attendances; critical care bed days and with “other” largely consisting of radiology scans, renal 
dialysis sessions and chemotherapy and radiotherapy treatments. 

 
2015-16 outturn represents a month 6 normalised forecast position. 

 
1.4 Commissioner agreement of activity levels 

 
We have an agreed volume of elective, daycase, emergency and outpatient work with our main 
commissioners which would ensure  that admitted and non-admitted backlogs are cleared in 2016-17 (with 
the exception of two pathways within T&O).  
 
1.5 Impact on Capacity 
 
Capacity describes the level of physical inputs (e.g. beds, theatres) required to deliver the expected activity 
to the required quality and performance standards. In this regard, the Trust has undertaken extensive bed 
and theatre capacity modelling to understand where efficiencies can be made to service the growth in 
demand that we are anticipating and has arranged a series of initiatives to translate these opportunities into 
reality in 2016-17.  
 
The commitment to ensuring alignment between capacity and activity in achieving patient access is reflected 
in the 2016/17 corporate objectives below. 
 
Corporate Objective 
(link to STF) 

Benefit Target 

Achieve 18 week referral to 
treatment standard  
 

High quality care in line with 
national  core standards  

Q1 agree plan with NHS 
Improvement 
 
Q2-4 deliver agreed performance 
trajectories 

Achieve 4 hour A&E waiting 
time standard 
 
 
Achieve cancer waiting time 
standards 
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2. APPROACH TO QUALITY PLANNING  
 
2.1 Quality Strategy 
 
The Trust has in place a Quality Strategy which was approved in 2013.  This will be refreshed for at the start 
of 2016/17 to identify quality priorities for the next five years.  
 
The Quality Strategy sets out the key principles and priorities to continually drive quality improvements 
across UHCW enabling us to deliver on our strategic objective of being a National and International Leader 
in Healthcare.  The Quality Strategy encompasses national, regional and local agendas and supports the 
Trust’s Clinical Strategy by ensuring that clinical pathways are underpinned by robust systems and 
processes for planning, delivery and monitoring of the quality of care in those pathways.  
 
2.2 Quality Account 
 
The Trust continues to publish its Quality Account annually in line with national requirements.  This is 
supplemented by the Trust Quality Department Annual Report which provides further detail on progress.  
The Quality Account is independently audited and that the CCG and Health and Well Being Boards are given 
the appropriate opportunities to review and comment through a Task and Finish Group led by Healthwatch 
Coventry. This group is also given the opportunity to shape priorities for the Quality Account under the 
domains of safe, clinical effectiveness and patient experience.  For 15/16 these priorities were ensuring 
effective handover; ensuring appropriate End of Life Care; Implementing ‘Always Events’.  The priority areas 
agreed at Trust Board on 25th February 2016 for the 16/17 Quality Account are reducing and improving 
medication errors, improving care bundle compliance and care contact time programme. 

2.3 CQC inspection 
 
In March 2015 the Trust underwent a Chief Inspector of Hospitals Comprehensive Inspection by CQC.  The 
Quality Summit was held in August 2015 and the Trust was rated overall as Requires Improvement (however 
the Hospital of St Cross Site was identified as good).  A number of areas for improvement were identified as 
immediate ‘must do’ actions and medium term ‘should do’ actions.  The Trust developed a comprehensive 
action plan to address the identified areas for improvement:  
 

 Medical equipment and medical supplies 
 Infection, prevention and control 
 Patient flow in ED 
 Mental Health Act 
 Medicines Management 

 
In total the Trust CQC action plan has 109 actions and progress was monitored by a fortnightly Chief 
Inspector of Hospitals Programme Board chaired by the CEO. All actions against the Trust CQC action plan 
have now been completed.   
 
2.4 Risk 
 
The Trust has undertaken a complete review of its risk management processes following the CQC 
inspection.  Revised terms of reference have been agreed for the Risk Committee, and from February 2016 
this meeting will be chaired by the CEO.  All risks are recorded on the Datix risk management system.  Risk 
Committee reviews risks that require Executive action or that pose significant threat(s) to the operation, 
resources or reputation of the Trust.  Overall, the risk management process provides a ‘Board to ward’ 
approach to risk and ensures all risks are appropriately identified, categorised and reported at the correct 
levels of the organisation.  Each risk is underpinned by controls, assurances and mitigation actions.   
 
The top three risks to quality identified in the Board Assurance Framework (BAF), together with mitigations 
are shown in the table below. 

 DNACPR forms 
 Risk management 
 Staffing 
 Radiology 
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BAF Risk Mitigation 
Agency staffing A vacancy tracker has been developed and is regularly reviewed by 

the Chief Officers to oversee the increase in substantive/flexible 
workforce in place of agency staff. Agency controls are also in 
place via Chief Officers. All key vacant clinical posts are actioned 
swiftly. A range of recruitment activities and initiatives are also 
being developed and monitored. 

Alignment of activity and capacity to 
achieve national patient access 
standards for 18 weeks, 4 hours A&E, 
cancer 

Weekly activity targets will be set for all operational Groups around 
18 weeks and cancer in the Operational Delivery Plans. Weekly 
monitoring will be undertaken by Chief Officers and monthly 
performance reviews will be held with all Groups, 

Patient outcomes for mortality, 
infection control and hospital 
cleanliness 

Primary and secondary reviews undertaken. Investigations of high 
relative risks and CUSUM alerts and development of associated 
action plans. Actions from root cause analyses completed and 
presented to Patient Safety Committee 

 
2.5 Avoidable Mortality 
 
The Trust has in place an established Trust-wide Mortality Review Committee chaired by the Deputy Chief 
Medical Officer, to monitor mortality and to identify and consider emerging trends and themes of reviews. All 
deaths of patients are reviewed using a screening template (primary review process) to identify any evidence 
of sub-optimal care, avoidable deaths or areas for learning.  Where aspects of care are judged to be 
suboptimal, a further secondary review is conducted by a multi-disciplinary team.  The TDA have reviewed 
our mortality review process and are assured of the robustness of these governance arrangements.  The 
Trust has submitted the self-assessment for avoidable deaths to NHSE, and this has been discussed at the 
Mortality Review Committee. 
 
2.6 Approach to Quality improvement 
 
The Chief Medical Officer is the executive lead for Quality.  They are supported in this role by the Chief 
Nursing Officer in their capacity as CQC nominated individual, and the Director of Quality who leads the 
Quality Department. 
 
Within the Trust, quality is defined as care that is safe, clinically effective, and providing the best possible 
experience for patients.  These three dimensions provide a framework in which we will drive and achieve 
quality improvement at UHCW.   
 
The Trust uses a number of quality improvement methodologies that are interlinked and interdependent in 
realising the Trust vision to become a national and international leader in healthcare.  These include: 
 
• The Virginia Mason Production System 

A process of continual improvement that seeks to identify and eliminate waste and inefficiencies in 
healthcare processes, making it possible for Trust staff to deliver the highest quality and safest patient 
care with zero defects.  VMPS is based on the Toyota Production System. The Trust is partnered with 
Virginia Mason Hospital in Seattle, which is widely recognised as one of the safest hospitals in the world.  
The five year programme commenced in October 2016, and various teams and individuals have been 
trained in lean methodology.  As part of this work we have identified three value streams which include 
improving ophthalmology outpatient service; incident reporting and investigation; and theatre 
management. 
 

• Sign up to Safety Programme  
The Trust is signed up to the national ‘Sign Up To The Safety’ programme aimed at reducing avoidable 
harm to patients by half.  As part of the Trust’s Sign up to Safety Campaign, we were successful in 
obtaining funding from NHSLA for 12 months to implement a Human Factors programme for three of our 
high volume / high value claims specialties (Theatres, Orthopaedics & Emergency Department).  We are 
in the process of recruiting staff into fixed term facilitator posts, who will be trained in Human Factors 
methodology by an external provider to implement human factors within the three high risk specialties 
and cascade this throughout the Trust to encourage a safety culture.  Human Factors methodology will 
be used to support incident investigations and the associated actions to maximise learning outcomes for 
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staff and patients, and to use the outcomes from investigations to inform the introduction of “clinical 
always events” into wards and departments. 

 
• Together Towards World Class Programme 

Together Towards World Class (TTWC) was launched on NHS Change day, 3rd March 2014, by the 
CEO. The TTWC programme is underpinned by the Trust's values and behavioural framework and is an 
organisational development blueprint to achieve the UHCW's aspiration to become a national and 
international leader in healthcare over the next five years. It identifies five key areas of focus: World 
Class Experience; Services; Conversations; Leadership; and People. 

 
2.7 Quality Governance Committee (QGC)  
 
QGC acts as the principal source of advice and expertise to the Trust Board on quality; patient safety, audit 
and effectiveness, patient experience, and clinical risk management. The Committee ensures that adequate 
and appropriate clinical governance structures, processes and controls are in place to: 
 
 Promote safety, quality and excellence in patient care; 
 Identify, prioritise and manage risk arising from clinical care on a continuing basis; 
 Protect the safety of our staff and all others to whom we owe a duty of care; and  
 Ensure the effective and efficient use of resources through evidence-based practice. 
 
QGC ensures that the appropriate strategies, processes, systems, policies, and procedures are in place to 
deliver the Registration / Fundamental Standards, and oversees and monitors their corporate delivery 
through business and local delivery plans. 
 
QGC is supported by the following Executive led sub-committees which report into it: 
 
 Workforce Committee 
 Training, Education and Research Committee 
 Patient Engagement and Experience Committee 
 Patient Safety Committee 
 Risk Committee 

2.8 Operational delivery  
 
Operational delivery is clinically led and managed. Groups of specialties are led by Clinical Directors, who 
have professional management support from Group Managers and Professional Nursing Leadership from 
Modern Matrons. Each Clinical Director, in addition to their clinical role, is managerially responsible, with 
appropriate support, for their specialty group for delivery of clinical quality, activity and financial performance.   
 
In addition, each specialty holds regular multidisciplinary Quality Improvement and Patient Safety (QIPS) 
meetings to review progress against patient safety incidents, clinical audit, mortality, complaints, patient 
experience, and clinical guidelines / NICE implementation. 
Groups are held to account for their performance through Chief Officer led Performance Review meetings.   
 
2.9 Assurance  
 
The Getting the Basics Right (GTBR) Programme was launched in 2015 to provide assurance that the 
organisation was meeting Fundamental Standards.  Through a series of key performance indicators 
multidisciplinary teams comprising medical, nursing, estates, pharmacy and quality representatives 
undertake spot inspections twice per year in all patient facing wards / departments across the Trust.  The 
results are shared immediately with the clinical teams and formally monitored within Chief Officer 
Performance Reviews.   
 
2.10 Learning 
 
Actions taken to embed learning arising from mortality reviews and patient safety incidents include 
presentations to specialty QIPS meetings and grand round, awareness raising including mortality newsletter, 
patient safety newsletter and CMO / CNO safety message of the week.  During 16/17 we will seek to further 
triangulate this with other quality measures should as complaints and patient feedback. 
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2.11 Well-led Framework  
 
The Trust had an external assessment of its governance arrangements at Board Committee level 
undertaken during 2015/16 and is currently implementing the recommendations arising. The Trust Board 
currently has steady membership with no vacancies and a programme of Board Development focussing on 
Trust Board impact is planned for 2016/17.   Fit and Proper Persons tests have been undertaken for all 
members of the Trust Board and a public declaration of compliance was made at the January Trust Board 
meeting. 
 
2.12 Sign up to Safety 
 
The Trust is a registered member of the national Sign up to Safety Programme.  Our pledges are available 
on the Trust website.  In order to deliver these pledges a number of focus areas have been identified to 
improve the quality and safety of patient care, and these form the basis of safety improvement plan for 
2014/15 – 2016/17. 
 

1. Clinical handover 
2. Sepsis/deteriorating patient 
3. Getting Emergency Care right 

 
In addition, the Trust was successful in its bid for funding of £245,329 from the NHS Litigation Authority (LA) 
to support the Sign up to Safety Programme. The Trust was one of only 67 successful bids out of 243 bids 
received by the LA.  Our bid is related to Human Factors education (particularly relating to never events).  
Through root cause analysis of incidents the Trust identified Human Factors as contributory factors common 
to three high volume/high value medico-legal claims specialities (Trauma & Orthopaedics, Emergency 
Department & Theatres). The NHSLA funding will enable us to pilot 2 projects: 
 
1. The introduction of “Risk Champions” into the 3 high volume/high value claims specialties. 
2.  The introduction of an audio surgical safety checklist in Theatres. 
 
2.13 Named consultant / nurse  
 
The Trust ensures every patient has a named responsible consultant/clinician with overall responsibility for 
their care and a named nurse to provide information about their care in accordance with the Academy of 
Medical Royal Colleges 2014 report Guidance for Taking responsibility: accountable clinicians and informed 
patients.  The Trust has embedded the “the name above the bed” initiative. 
 
2.14 Seven day services  
 
During 2015 UHCW NHS Trust established a Seven day Services Steering group, which developed and 
agreed a strategy and first steps towards implementation. Baseline assessments were also undertaken 
which informed our submission to the NHS Improving Quality Seven Day Service Self-Assessment Tool. 
 
For 2016 the Steering Group has prioritised 5 of the 10 Urgent Care Standards, as those that will make most 
clinical impact on patient outcome and flow.   The priorities are aligned to National priorities and are as 
follows: 
 

2 Time to first consultant review 
5 Diagnostics 
6 Consultant directed interventions 
8 Daily review 
9 Transfer to community, primary and social care 

 
For each of the 5 priority areas, Clinical Leads have been identified. For each of these work streams a 
working group has been established to take forward work in service redesign and service improvement to 
improve compliance against the standards. Clinical Leads will report to the Steering Group on a regular basis 
throughout the year and provide assurance of progress. Work streams are currently undertaking a gap 
analysis and will then prioritise actions to close the gap. Any financial implications and timescales for delivery 
will be assessed as part of this process and investment decisions taken through the appropriate business 
case approval process. Currently the plan does not assume any costs in 2016/17. 
 

4. Right staff, right place 
5. Learning/Feedback/Always events 

 

UHCW Final Operational Plan 2016/17 Public- Quality  Page 7  
 

 



 

The Mortality Review Committee regularly monitors weekday compared to weekend mortality.  A difference 
between weekday and weekend mortality has not been identified and this will continue to be reviewed. 
 
2.15 Quality impact assessment process  
 
Quality Impact Assessment (QIA) is designed to provide assurance that organisational changes (such as 
cost improvement programmes, business cases and service developments), take into account potential 
negative impacts on patient services. The Trust has a robust approach to Quality Impact Assessment (QIA) 
for CIPs.  
 
QIAs are embedded in Trust decision making processes; clinical leadership and engagement are central to 
developing safe, realistic CIPs. Effective Service and Cost Improvement delivery requires staff engagement 
at all levels to identify saving schemes, mitigate delivery challenges, and ensure there is clinical buy-in so 
that schemes are clearly communicated and well understood throughout the Trust.  

Each saving scheme is specified and scoped by the Clinical Group or Corporate Team proposing it, thus 
creating a direct link between the individuals leading the service or delivering care that the CIP will impact 
upon.  All saving schemes must have a documented QIA  
 
The QIA has a two stage risk based approach. The first stage is a set of questions: 
 
 Will there be an impact on the Trust's commitment to provide quality care? 
 Do changes impact on Clinical Effectiveness e.g. pathways, evidence-based medicine and targets? 
 Is there potential for an impact on Patient Safety? 
 Does the scheme have potential for impacting on Patient Experience? 
 Does the scheme impact on the workforce in any way? 
 Has Consultation raised issues? 
 
If the answer is yes to any of the above, the respondent must complete a risk assessment using the Trust’s 
risk profile. Where a risk score is higher than 9, more information is required to support the QIA: 
 
 More detail about the specific impact the change will have 
 The actions being taken to mitigate the risks. 
 
The full stage two QIA includes a more detailed analysis of current processes underpinning the six areas of 
quality which are further broken down into component parts (e.g. variation in care, patient safety standards), 
benchmarking data (e.g. bed occupancy, nurse/bed ratio compared to other hospitals) and historical 
evidence (e.g. trends over time).  In turn these component measures are assessed in terms of positive / 
negative impact, likelihood, consequence and total risk score using similar principles to the stage one QIA.   
 
Each area of concern identified is subject to an ongoing assessment of their impact on quality to: 
 
 Identify key quality measures (KPIs) covering safety, clinical outcomes and patient experience; 
 Monitor each measure before and after implementation; 
 Take action as necessary to mitigate any negative impact on quality. 
 
Core clinical quality indicators and metrics enable the initial (baseline) impact on quality to be established 
and monitored at regular intervals e.g. three to six months (or a longer time period if required) to evaluate the 
post implementation impact of the mitigation strategy / actions.  Key quality measures may be existing 
metrics outlined within the Integrated Performance Report e.g. patient safety thermometer, or new metrics 
defined specifically to monitor the risk. 
 
Progress against all components of the CIP, including financial delivery and compliance with documentation 
is monitored by the Performance and Programme Management Office Finance Team. A bespoke database 
has been created for monitoring and reporting CIP progress which allows easy, real time tracking and early 
warning triggers for signs of negative impact of CIPs. 
 
All QIA’s are approved by the Clinical Director, Modern Matron and Group Manager affected by the change. 
Once approved by the management team, all QIA’s are subject to further approval by the Chief Medical 
Officer and Chief Nursing Officer, regardless of the financial value of the scheme and the risk assessment 
given by the Clinical Group or Corporate Team.  QGC and Trust Board receive formal updates on the QIA 
process on a routine basis. 
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Clinical savings are reviewed by a CIP Steering Group that is chaired by the Chief Finance and Strategy 
Officer and attended by the Chief Operating Officer. The Steering Group meets on a weekly basis, seeing all 
Clinical Groups and Corporate Teams in a monthly cycle. There is a standard programme of “quality” 
discussions, including QIA completion, scheme sign off and slippage on delivery. The actions of these 
meetings are formally minuted and followed up as part of the meeting structure. 
 
2.16 Triangulation of indicators  
 
A suite of indicators have been developed into the Trust’s Integrated Quality, Performance and Finance 
Report (IPR); these indicators are in a single, meaningful and accessible format, key covering the National 
Access Standards and organisational objectives.  These are further underpinned by supplementary 
scorecards covering key performance indicators under the Trust’s delivery domains at specialty and group 
level. 
 
The Trust IPR is reviewed by the Quality Governance Committee, Finance and Performance Committee and 
Trust Board; taking into consideration a range of triangulated metrics including quality, performance, 
workforce, activity and finance,  enabling links to be made by focussing on; 
 
 Variances from plan; 
 Key trends and findings; 
 Future projected performance (forecast outturn), associated risks and mitigations  
 Triangulation of key quality information; and  
 benchmarking 
 
2.17 Improving Access 
 
The Trust is committed to improving access to services for patients and the corporate objectives in section 1 
reference the key access standards. Integration with commissioners and other providers to ensure a co-
ordinated approach to meeting the standards and delivering care in the right place, at the right time, by the 
right clinicians is managed through the System Resilience Group (SRG).  
 
The SRG, including UHCW, has agreed the following 4 key actions through its Strategic Transformation 
Programme that will form the basis of its work going forward. An action plan has been developed identifies 
the work to be undertaken within these work streams: 
 
1. No-one comes to hospital who can be managed elsewhere. 
2. No-one is admitted to hospital without an acute hospital need. 
3. No-one waits more than 24 hours to leave hospital once they are medically fit for discharge. 
4. No one receives on-going care and support when they don’t need it and when care and support is 

required it promotes independence, choice and control  
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3 APPROACH TO WORKFORCE PLANNING  
 
The Workforce Plan is an integral component of our planning process and is aligned to our education 
workforce plan that informs Health Education West Midlands for educational commissioning intentions.  
 
The Workforce Plan arises from the Operational Development Plans (ODPs) for each clinical group and 
through this planning process is triangulated against finance and activity assumptions.   Each Operational 
Development Plan is approved by a Clinical Director and Group Manager. This robust process ensures that 
quality and safety metrics are paramount in our planning process. The ODPs and workforce plan are still 
subject to the impact of commissioner negotiations and capacity requirements to deliver activity. 
 
The workforce plan for UHCW for the period 2016/17 takes consideration of speciality activity assumptions 
alongside expected changes to services and therefore the workforce to support this service. Through the 
planning process clear links to clinical strategy and local health and care system commission strategies are 
identified and met, including through the Trust’s Planning Unit meetings, which ensure that all developments 
are aligned to the Trust’s strategic objectives. 
 
The workforce plan is broken into relevant staff groups and by Group Management Teams in order to make 
an assessment against activity and finance. The Group management Teams are actively involved in 
developing their workforce plan, through the ODP process, which includes local transformational schemes, 
productivity improvements and CIP schemes. The workforce plan is used to inform educational 
commissioning intentions through both professional lead forums and the Workforce and Engagement 
Committee.  The operational delivery of the workforce agenda is supported by the Trust’s Transforming 
Workforce Supply Committee, which is governed by the Workforce & Engagement Committee, both of which 
are chaired by the Chief Workforce and Information Officer.  
 
There is a register of corporate and local group management risks associated to workforce. These are 
managed within the remit of the Trust’s Risk Committee, the Workforce & Engagement Committee and at 
group level. This provides the opportunity for risks to be identified at an early stage and actions put in place 
either through the local management team or corporately within the Workforce & Engagement Committee 
and Risk Committee. 
 
All business plans and organisational change proposals include a quality impact assessment to ensure that 
patients and staff are not adversely affected and full consideration is given to impact upon other services or 
areas.  
 
The Trust faces a challenge in meeting the new TDA agency controls specifically for known recruitment 
hotspots of registered nurses and some difficult to fill medical posts.  The risk has been included in the Board 
Assurance Framework. Improvement plans have been developed to reduce agency spend in the areas of 
nursing, medical and other clinical staff. A vacancy tracker has been developed and is regularly reviewed by 
the Chief Officers to oversee the increase in substantive/flexible workforce in place of agency staff. Agency 
controls are also in place via Chief Officers. All key vacant clinical posts are actioned swiftly. A range of 
recruitment activities and initiatives are also being developed and monitored.  Patient safety remains 
paramount to the Trust’s planning processes and therefore full utilisation of the Trust’s E-Rostering system 
and flexible staffing arrangements are a critical component of the Trust’s ability to deliver its workforce plan.  
 
There is an effective system for tracking and managing cost improvements that are supported by monthly 
assurance meetings. 
 
Through the Trust’s 7 Day Steering Group and the ODP process, the Trust is designing workforce processes 
and initiatives to support the delivery of 7 day services including changing of work patterns, role redesign 
and the effective utilisation of flexible staffing.  
 
 UHCW is also fully engaged in wider system transformation and the workforce implications. The Arden STP 
programme includes a supporting work stream for workforce. It is being led by the workforce lead for Arden & 
GEM CSU. It is also expected to involve HEWM. Process changes and initiatives to support elements of the 
Five Year Forward View will be identified and delivered through the ODP process and we will build on our 
experience of service transformations, service transfers and role redesign.  
 
Our performance against the TDA workforce plan is monitored and reported through the Integrated 
Performance Report which is presented to the Trust Board, the Finance & Performance Committee and the 
Workforce & Engagement Committee. This process also includes the regular review of establishment against 
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staff in post. The Trust also employs robust vacancy review and approval processes. Clinical group 
performance is monitored through the monthly Operational Delivery Management meetings and also through 
the Chief Executive Officer led Quarterly Performance Reviews.  
 
The main elements to the workforce plan are:  
 

  

Planned in 
Post 

31/03/16 

Planned in 
Post 

31/03/17 
WTE 

Difference % change 
Total WTE 7,272 7,549 277 3.8% 
Bank 291 256 (35) (12.0%) 
Agency 386 263 (123) (31.9%) 
Substantive WTE 6,595 7,030 435 6.6% 

Non-Medical Clinical 4,453 4,739 286 6.4% 
Non-Medical Non Clinical 1,221 1,305 84 6.9% 
Medical & Dental 921 986 65 7.1% 

* Please note that there may be some further variation once the Theatres plan is finalised. 
 
Key points: 
 
Finance Recovery Plan  
The FRP is dependent upon agency reduction both in volume and price which are both are reflected within 
the plan, along with the transition to a substantive model for medical outliers.  
 
Agency 
The Ceiling cap has now been replaced with an overall cap of £26,563.00. The FRP assumes a reduction in 
the cap in terms of both volume and price. .  The current plan assumptions are ambitious and are still subject 
to review and challenge through the internal operational delivery planning process. 
 
Recruitment Ambitions 
The current return reflects the difficulties in changing the workforce particularly for registered nurses and 
other national shortage areas, which is offset by bank and agency use. The challenges across the whole 
health economy do present difficulties with agency usage given unplanned surges and requirement to flex 
capacity in support of system resilience.  
 
Recruitment plans are being developed through the ODP process including  overseas recruitment, workforce 
redesign and the effective utilisation of flexible staffing. The Trust’s vacancy target remains at 10%. 
  
The 2016/17 corporate objective relating to workforce is shown below. 
 
Corporate Objective 
 

Benefit Target 

Appointment of substantive 
workforce in place of agency 
staff 

High quality and efficient 
patient care in line with 
national policy 

Link to agency controls 
Q1 Agree plan 
Q2-4 Deliver plan 
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4 APPROACH TO FINANCIAL PLANNING  
 
4.1 Financial Forecasts and modelling 
 
Overview 
 
At month 11 the Trust is forecasting a deficit of (£9.5m). Following the deficit posted in 2014/15 and the 
accompanying underlying position, the Trust developed a three year financial recovery plan, of which £15.7m 
is built into the operational delivery plans for the Trust in 2016/17. 
 
The 2016/17 plan is based on UHCW’s system transformation funding (STF) of £17.2m leaving a cost 
improvement programme of £21m to give an expected year end surplus of £1.1m.  
 

Statement of Comprehensive Income 

2016/17 
Full Year 

£000s 
Revenue from Patient Care Activities 533,101 
Other Operating Revenue 73,014 
Gross Employee Benefits (353,368) 

Other Operating Costs (226,680) 

OPERATING SURPLUS/(DEFICIT) 26,067 

Non Operating Costs (24,814) 

RETAINED SURPLUS/(DEFICIT) FOR THE 
YEAR PER ACCOUNTS 1,253 

Donated Assets Adjustment (153) 

Adjusted Financial Performance Retained 
Surplus/(Deficit) 1,100 

Triangulation assurance 
 
The financial forecasts are fully integrated with plans and priorities for quality, workforce, activity and 
transformation.  There is also triangulation at a health system level through the STP. 

 Operational Delivery Process 
The plans are underpinned at a detailed level by operational delivery plans. These align the modelled activity 
which includes both demographic and RTT impacts, together with necessary capacity and resources 
required to operate and support this level of capacity. Our internal process requires group sign off (16 clinical 
and support groups) and feeds into our daily operational delivery plan. The 2016/17 plan is aimed at 
significantly reducing the current waiting list backlog position. The 2017/18 plan will seek to move beyond 
this to deliver a sustainable waiting list position.  

 Capacity 
The plan currently expresses the level of demand against which we have completed a risk assessment of 
deliverability. The key constraint of the plan is associated with theatre sessions and beds. We have an 
efficiency programme aimed at improving productivity in both of these areas (this links to the Carter 
analysis); however, it does not yet contain the impact of priority areas for commissioners concerning lower 
levels of DToCs and admissions avoidance. Financially we have assessed the downside delivery risk within 
the plan and financial mitigation; however, this would impact on RTT performance.  

 Status of Commissioner Agreement 
We are currently in negotiations with commissioners and have not, as yet, signed off any material contracts. 
There remains a potential risk to the deliverability of the financial plan if the Trust is unable to secure the 
assumed levels of contract income through our main commissioners.   
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4.2 Quality  

• Seven day services 
At present we have assumed status quo regarding seven day services with no additional costs built into the 
2016/17 plan. The Trust has a seven day services steering group led by the CMO, and a gap analysis has 
been performed; however, at this stage the implementation strategy is not final and the elements will be 
taken through the Trusts planning unit, where financial viability will be a key line of enquiry. 

• National standards 
Activity has been modelled to achieve the RTT. It should be noted in this initial plan we are still in 
negotiations with commissioners as to how this is to be delivered as current capacity modelling indicates that 
there is a gap in both theatre and bed capacity. 

• CQC 
The majority of CQC actions have been completed in 2015/16. There are no additional direct revenue 
consequences of CQC included within the plan, as the actions centred on areas of leadership and redesign 
of clinical area. The CQC report outlines the need to review the resus area.  This is included within the five 
year capital plan. The plan assumes compliance with safer staffing models. In year spend will be considered 
against our contingency reserve. 

• CQUIN 
We have assumed a level of spend for CQUIN equal to that in 2015/16. This forms the basis of our 
negotiated position.  Any additional cost will be considered against our contingency reserve. 

• QIPP 
A number of QIPP schemes are included in 2015/16 activity and these will be carried forward into 2016/17. 
The impact of further service change will be incorporated into 2016/17 plans as they are agreed with 
commissioners. 

• Service Developments 
The key movement relates to the removal of the Diabetic Eye Screening contract which has transferred to a 
private provider following a tender exercise. No in year additions are planned, although the full year effect of 
service transfers and slipped capital is assumed within the underlying position. Other in-built movements 
relate to movement of services from one of our DGH local providers and the full year effect of 2015/16 
business cases and cost pressures. 
 
4.3 Efficiency savings for 2016/17 

• CIP 
Of the £21m CIP we have assumed that £6m is gained through income, with the remainder allocated to 
group expenditure positions. The focus is therefore for cost out rather than income generation.  Significant 
progress on the identification and delivery of 2016/17 CIPs has been made since the last iteration of the plan 
in January. 

• FRP 
The Financial Recovery plan represents the redress of the key underlying challenge for the Trust before the 
application of further efficiencies required by both non recurrent CIP carry forward and national efficiency. 
 
The key themes are linked to those highlighted in Carter: 
 

• Agency cost and price reduction 
• Management costs including back office functions 
• Productivity 
• Income 

We have a procurement strategy with HTE who are part funding a Director of Supply Chain within the Trust 
whose aim is to drive out procurement savings. Items of cost reduction relate to a review of corporate and 
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back office posts, agency (both price and reduced usage), a substantive outlier solution and the repatriation 
of a hospital at home model.  
 
A refreshed Financial Recovery Plan is due to go to Finance and Performance Committee at the end of April 
for approval. 

• The Lord Carter Programme 
The Trust is part of the second tranche of Carter review. The initial Carter findings indicated £50.6m of 
improvement opportunity from the 2014/15 ACI.  Of this the feedback acknowledges that £24.7m relates to 
the increased cost of the PFI estate, which is largely fixed. The remaining opportunity therefore is circa. 
£25m.  Within this key areas of variation relate to surgical specialties. We are aware that this poses a key 
area for increased productivity with significant in year pressures not allowing specialties to operate at 
optimum levels.  
 
We have a programme of work to address: variation in practice, improved use of e-rostering tools and 
agency reduction, procurement efficiencies. 
 
If we take 2015/16 efficiency target offset by recurrent delivery we believe that the number is broadly in line 
with our anticipated cost improvement and recovery programme. 

• Virginia Mason 
The Trust is one of the 5 Trusts selected to be part of the Virginia Mason programme. The programme 
focuses on both the culture of the organisation twinned with the operational level of the patient pathway.  A 
significant work stream is to look at standard practice and reduce variation. The first programme in 2015/16 
is ophthalmology outpatients, leading onto SUIs in 2016/17, and finally theatre utilisation. 

• Agency 
It is assumed that agency costs will decrease as part of the recovery plan.  This is in part due to the 
continuing procurement work on reducing Agency rates to within the national cap and the use of only 
framework agencies, and reducing our dependence on agency as we recruit substantively and make more 
use of our nursing Bank.   The projected agency spend for 2016/17 is £32.1m.  

• Procurement 
Procurement opportunities are a key feature of Carter.  
 
Our procurement strategy is based around the following key principles: 
 

• Transparency  and Equality; 
• Compliance; 
• Process Efficiency and Effectiveness; 
• Value for Money; 
• Development and Innovation; and 
• Sustainability. 

With the following key themes: 
 

• Procurement governance and leadership ; 
• Contracting; 
• Rationalisation, standardisation and product/service specification; and 
• Process efficiency. 

The implementation of the strategy is governed via a multi-disciplinary procurement steering group with 
clinical and non-clinical representation, chaired by the CFSO. Data is already being shared through this 
process. 
 
Phasing of the plan 
 
The phasing of the annual financial plan is shown below: 
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Statement of Comprehensive Income
2016/17 

Full Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
(mc 02) (mc 03) (mc 04) (mc 05) (mc 06) (mc 07) (mc 08) (mc 09) (mc 10) (mc 11) (mc 12) (mc 13) (mc 14)

£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
Adjusted Financial Performance Retained 
Surplus/(Deficit) 1,100 150 (585) 323 528 1,268 951 571 1,173 (376) (802) (2,689) 587  
 
The 2016/17 corporate objective relating to finance is shown below. 
 
Title 
 

Benefit Target 

Deliver £1.1m surplus control 
total (linked to STF) 

Efficient services in line with 
Carter & NHS Improvement 
agency 

Q1 agree plan & control total with 
NHS Improvement 
Q2-4 Deliver plan & control totals 
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5 LINK TO THE EMERGING ‘SUSTAINABILITY AND TRANSFORMATION PLAN’  

 
1.1 Regional Approach 
 
A co-ordination group is being established by NHS England (West Midlands) to ensure the best possible 
result for the whole regional area. Further to an initial workshop, further system wide meetings are being 
convened to work on a West Midlands wide footprint across the STPs and with key partners and advisors, 
including UHCW. 
 
1.2 Local System Approach 

 
In line with the national planning guidance, Coventry and Warwickshire is the proposed geographical 
footprint for the Sustainability and Transformation Plan. Work is now in train to develop the STP for the local 
area.  
 
The Health Economy Chief Executives have agreed that UHCW’s CEO will be the Senior Responsible 
Officer to lead the development of the STP, supported by UHCW’s Chief Finance and Strategy Officer as 
Programme Director. The governance arrangements will comprise a Programme Board, chaired by UHCW’s 
CEO, and including CEOs from other NHS provider Trusts from the health economy together with 
CEOs/senior representatives from commissioners and local authorities. Patient/public input will be included 
via the involvement of the Coventry HealthWatch and Warwickshire HealthWatch. 
 
The Board will be supported by a Programme Team that will include operational, finance and management 
representatives from each of the organisations on the Programme Board, including public health and social 
care representatives from local authorities.  
   
The STP will address the three key challenges identified in the national guidance, namely health and 
wellbeing, care and quality, and finance and efficiency. The STP will also underpin the Arden ‘strategic 
transformation principles which are: 
 
 Care closer to home 
 Specialist care in the right place, at the right time 
 Enable patients to live the lives they choose 
 Clinicians from across health and social care working together 
 Use of innovative practice and technology to deliver care 
 Care delivered within a financially sustainable system 
 Mental disorders are treated on par with physical disorders. 
 
Currently four priority areas have been identified which are frailty (including dementia, stroke and end of life 
care), children (maternity and paediatrics), mental health and musculoskeletal conditions and clinical, 
commissioning and service leads and project management support for each of these are being identified and 
agreed.  

 
1.3 UHCW Approach 

 
Whilst the content of the STP is to be developed, UHCW has clear plans for 2016/17 and beyond that are 
aligned with both national and local priorities, including the STP. The plans are a result of a robust planning 
process that includes an annual review and refresh of strategic plans. A “strategy on a page” is produced for 
all clinical specialties and corporate functions to ensure progress towards UHCW’s mission to Care, Achieve 
and Innovate and vision to provide world class healthcare.  The strategy on a page framework incorporates 
quality and financial performance elements, as well as alignment to wider health economy plans thus 
ensuring fit with the STP. The strategies are prioritised and incorporated into the operational delivery plans 
for the forthcoming year so that there is an ongoing process of translating strategy into delivery. Priorities for 
2016/17 support developing the architecture for high quality, financially efficient and sustainable system 
integration, as well as service specific transformation.  
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a) Developing the architecture 

 
 Together Towards World Class programme seeks to deliver UHCW's aspiration to become 

a national and international leader in healthcare over the next five years. Underpinning 
transformational work programmes include Elective Care Improvement, e.g. improving theatre 
and outpatient utilisation, and Emergency Care Improvement, e.g. improving standards and 
processes to prevent admissions and facilitate discharge. Specific priorities for 2016/17 
include: 

o Virginia Mason Institute – phase 1 of UHCW’s work with VMI will focus on 
ophthalmology outpatients, theatres and serious untoward incidents 

o Innovation Hub – an area will be created within UH that will provide space for all staff 
and partners to work creatively and develop innovative solutions. This is included in 
the Coventry & Warwickshire STP. 

 Information/IT –the procurement of an Electronic Patient Record system for use within the 
Trust and beyond is central to UHCW’s 5 year Information Strategy. This is underpinned by 
adaptive technologies to support new ways of working. UHCW is also involved in the creation 
of digital road maps across Coventry and Warwickshire. 

 Estates Strategy – UHCW’s clinical strategy seeks to deliver services via a hub and spoke 
model whereby capacity at UH site is utilised for emergency and complex conditions, whilst 
high volume, less specialist elective work is managed at St Cross and ambulatory conditions 
are managed in community settings, closer to home. The service plans below illustrate some of 
the service changes in line with this model. This links to the Coventry & Rugby CCG Local 
Estates Strategy and the STP. 

 
b) Transforming and Sustaining Services 

 
 Stroke services – subject to consultation, all acute stroke care for Coventry and Warwickshire 

will be provided from UH site. This development that is one of the STP priorities. 
 Cancer services – Head and Neck cancer services will be strengthened by the repatriation of 

patient population from South Warwickshire; HPB through partnerships with University Hospitals 
Birmingham NHS Foundation Trust and access to a broader catchment footprint. Non-surgical 
oncology services are also expanding further.  

 Acute Clinical Networks – work will continue with local providers to agree common pathways 
to reduce variation in outcomes. Where appropriate, services will be provided directly by UHCW 
e.g. dermatology and vascular services for George Eliot. We have also agreed to work with 
George Eliot to determine a sustainable acute footprint across Coventry and North East 
Warwickshire and this will be included within the STP submission in June 2016. 

 Intestinal Failure – UHCW is seeking to work in partnership with Leicester and Nottingham 
Hospitals to deliver the service that NHSE has recently tendered.  

 Diabetes service redesign – a consultant led integrated primary, community and secondary 
care service is being developed in partnership with Coventry and Rugby CCG. The intention is to 
agree a Prime Contract between UHCW and CCG. It is expected that, if successful, the model 
can be applied to other long term conditions. Diabetes is within the Arden  STP  

 Coventry City Centre – a number of ambulatory services are planned to be redesigned and 
relocated. Services planned for change include plain film and ultrasound diagnostics, 
dermatology and renal dialysis. 

 Right Care Programme – Coventry and Rugby CCG is participating in Wave 1 of the 
programme. A clinical lead from UHCW, together with the CCG, participated in a NHS England 
regional workshop on 29 February at which a number of opportunities were considered, 
including musculoskeletal that is one of the STP priorities.   
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UHCW’s Corporate Objectives for 2016/17 relating to transformation are shown in the table below:  
 
.Corporate Objective 
 

Benefit Target 

System Transformation Plan 
(linked to STF) 

High quality patient care that 
is innovative & integrated 
across the health system 

Q1-Q3 work with commissioners 
and produce system plan in line 
with national policy  
Q4 STP agreed with regulators 
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PUBLIC TRUST BOARD PAPER  
 

Title Together Towards World Class (TTWC) Programme Update 
Author Donna Griffiths, Associate Director of Workforce  

Laura Crowne, Director of Programme and Performance 
Management Office 
 

Responsible 
Chief Officer 

Andy Hardy, Chief Executive Officer 

Date  28 April 2016 
 
 
1. Purpose  
 
To inform the Board of progress of the Together Towards World Class programme.   
 
2. Background and Links to Previous Papers 
 
The Together Towards World Class programme is the Trust’s Organisational 
Development (OD) programme, and is focused on supporting our vision to be a national 
and international leader in healthcare.  
 
The programme is broken down into five work-streams – World Class Experience, World 
Class Services, World Class Conversations, World Class Leadership and World Class 
People, and is led by the Chief Executive Officer with the Chairman sitting as a Non-
Executive Director member of the board. Each workstream is overseen by a Chief Officer, 
with an identified workstream lead taking forward projects under their direction.  
 
3. November 2015 Programme Board  
 
In line with reporting arrangements, the Programme Board received assurance and 
information on progress against each workstream, alongside the identification of key 
milestones and risks.  
 
A summary of the information received is outlined below.  
 
3.1 World Class Experience  
 
Health Information – As part of delivering our core outcome of being patient centred in 
our approach, work is on-going to expand the provision of health information for patients, 
including expanding service opening times for the Health Information Centre to coincide 
with visiting hours, developing a service on the Hospital of St Cross site and expanding 
the service opening times for PALS service. This project has suffered significant delays 
due to changes in staffing arrangements; however revised options for expanding the 
service are currently under evaluation.  

 
Health Information Prescription Service - A health information prescription pilot for 
dementia has commenced in March 2016. This pilot, which runs for 3 months, allows 
UHCW health professionals (with the support of the Health Information Team) to pull 
together information about dementia into a single package for patients and/or their 



family/friends. If the pilot proves to be successful, consideration will be given to a full roll 
out across all specialties. Meanwhile, discussions regarding delivering a health 
information prescription service for COPD and IBS are also underway.   
 
Patient Experience Information and Reporting- Work is on-going to explore the 
potential of patient feedback and experience information. This includes reviewing 
specialty groups and departmental information  with a view to providing new patient 
experience intelligence reports, which incorporates data extracted from Patient 
Impressions, national patent surveys, complaints and PALS. This will support areas in 
utilising feedback in a more structured and holistic manner. A new report has been 
developed and is currently being trialed to ensure this meets requirements.  
 
Patient Experience and Customer Care Training – Currently the Trust has several 
training programmes or events focused on improving the patient experience and/ or 
delivering better customer care. In order to ensure a sustainable approach to this area an 
audit of existing programmes is currently underway, with options for future delivery being 
considered through Patient Experience and Engagement Committee (PEEC).  
 
3.2 World Class Services  
 
Theatre Reconfiguration - This project is interlinked with a project around day case flow 
and is aimed at ensuring the most effective and efficient use of our resources to deliver 
the best possible care for our patients. Work continues to complete rota reconfiguration to 
maximize use of the Day Surgery Unit, whilst work continues with Vinici to finalise a 
detailed plan for estates work to allow the transition of appropriately identified work from 
main theatres. 
 
Innovation Hub – This project is progressing at pace, with the new hub scheduled to 
launched on 1st July 2016. Work remains underway with PFI partners to begin work on 
the detailed environment design, with a proposal paper due for consideration at Planning 
Unit regarding future governance arrangements.  
 
Electronic Patient Record (EPR) – An options paper regarding a future EPR is currently 
under discussion and review in order to determine an appropriate way forward, supported 
by further strategic discussions.  
 
Outpatients – The board was assured that an automatic self-check system for 
Ophthalmology outpatients was successfully launched on 17th February 2016. 
Meanwhile, from March 2016 onwards, specialty plans for main outpatient clinic 
availability has been rolled out. The latter project is designed to ensure we maximize use 
of outpatient clinics, therefore ensuring patients are seen in a speedily and timely fashion 
as possible.  

 
 
3.3 World Class Conversations  
 
Trust Intranet – The board was assured that the implementation programme continues 
with Ideagen, the selected Intranet provider. This programme has included completing 
focus groups meetings with staff to receive their feedback on the current system and 
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areas for improvement, ensuring the new system will meet business needs This project 
remains on track, with the new system due to launch in August 2016.  
 
Staff Recognition Scheme – The Board received assurance that following the launch of 
the new scheme – World Class Colleagues – in January 2016, a high volume of 
nominations has been received. In light of this, the shortlisting proposals have been re-
evaluated to ensure the scheme is sustainable and continues to provide an opportunity to 
engage with and recognise staff and support the continued focus on embedding the Trust 
values and behaviour frameworks into practice. The first recognition award will be 
presented at the April Trust Board meeting.  
 
3.4 World Class Leadership  
 
Leading Together – The Board received assurance that nominations have taken place 
for 300 Service and Team leaders to commence the programme in 2016/2017. The first 
Service Leader cohort commenced the programme in March with the first Team Leader 
commencing on 11th April 2016. The programme will continue to be evaluated, whilst 
Warwick Business School have been commissioned to undertake a formal evaluation in 
order to ensure the programme delivers its aim of effectively and efficiently builds the 
leadership capability and capacity across the Trust.  
 
Day in the Life of Programme – This programme sees Chief Officers working a shift 
alongside staff from across the organization. The Board received assurance that following 
its successful launch in March 2015 the programme will continue from April 2016, with a 
Chief Officer working a shift across both clinical and non-clinical areas each month. 
Findings from the programme will continue to be shared across the organisation utilising 
our internal newsletter, In Touch, and weekly communications, Your Week. Discussions 
remain underway regarding the potential to expand the programme for junior doctors and 
senior managers to undertake shadowing programmes.  
 
3.5 WC People  
 
Values Based Recruitment – The Board received assurance that a values based 
recruitment approach is to be incorporated into all interviews and assessments from 1st 
April 2016, building on previous work to implement a values based assessment approach 
within all assessment centres. Plans remain underway to integrate this approach into 
consultant recruitment as part of wider work to implement a more holistic approach to 
Consultant recruitment.  This work will ensure all new starters to the Trust are aligned to 
our Trust values and behaviours, therefore helping to embed these into practice.   
 
Values Based Induction – The Board received assurance that the roll-out of a new 
values based induction programme from January 2016 has been delivered. Focus now 
shifts to ensuring a values-based approach is adopted for all local induction processes, 
with a full implementation plan currently under development. This work builds on work 
around values based recruitment, ensuring all new starters are aware of expected values 
and behaviours at the outset of their employment with the Trust.  
 
Values Based Appraisal – The Board received assurance that a pilot with nursing 
colleagues to implement values based appraisals has proven successful, and following 
appropriate evaluation will now be rolled out to all appraisals from 1st April 2016. This 
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work ensures that appraisal discussions, a key opportunity to discuss performance, are 
focused on both what individuals are delivering and how they are delivering through the 
demonstration of Trust values and behaviours.  
 
Staff Surveys – The Board received the results from the NHS National Staff Survey, 
noting the positive improvements achieved from 2014 to 2015 findings. An overview of 
the Trust’s local survey – Staff Impressions - was also received, noting that full results will 
be received at programme board in May 2016.  
 
3.6 VMI Programme Up-date  
 
A separate up-date was also received regarding the Virginia Mason Institute programme. 
This was the first up-date received by the programme board, recognising that whilst 
separate arrangements are in place through an Executive Guiding Team, the VMI 
programme is an integral part of the overall Together Towards World Class programme.  
 
The Board received assurance that work continues to progress in the Ophthalmology 
Outpatients Value Stream following a successful first Rapid Process Improvement 
Workstream (RPIW) in February and planning for the second value stream work on 
Patient Safety Incidents has commenced.  
 
Meanwhile a Kaizen Promotion Office (KPO) Accountability Wall has been installed on 
the ground floor, University Hospital site, enabling staff and patients to be up-dated on-
going work and outcomes.  
 
The Board received assurance that 40 individuals have been identified to undertake a 
Lean for Leaders programme, whilst an awareness session has been delivered to Ward 
Managers as part of a wider education plan.  
 
Up-dates on the VMI programme will be incorporated into World Class Services up-dated 
for the purposes of this report.  
 
4. Areas of Risk  
 
Risk assessments are completed within each workstream and reported to Programme 
Board.  
 
Current areas of concern with regard to programme delivery and outcomes are: 
 
(1) Key to the overall programme succeeding is wholescale adoption and demonstration 

of the Trusts Values and Behaviours, this requires changing hearts and minds and is 
not a quick process and requires continual focus.  

(2) Capacity restraints within clinical and operational teams to participate in 
improvement work, whilst delivering against corporate objectives.   

(3) Capacity restraints within the workstream leads will restrict the scope and scale of 
work that can be delivered. 
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5. Governance  
 
The Together Towards World Class Programme is overseen by the dedicated 
programme board, which is chaired by the Chief Executive Officer and includes the 
Chairman as a Non-Executive Director representative, ensuring oversight through to 
Trust Board.  
 
Whilst each workstream has its own local governance framework in place, the overall 
status and progress of the workstream are reported to each programme board meeting, 
alongside any overarching programme risks.  
 
6. Responsibility 
 
The Chief Executive Officer has overall ownership of the programme, reporting through 
the programme board to Trust Board.  
 
The Trust Board will receive a bi-monthly up-date on the programme progress and 
outcomes.  
 
7. Recommendations 

 
The Trust Board is asked to NOTE and receive ASSURANCE from the report.  
 
 
Donna Griffiths  
Associate Director of Workforce – Learning and Organisational Development  
 
Laura Crowne 
Director of Programme and Performance Management Office 
 
 
April 2016  
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PUBLIC TRUST BOARD PAPER  
 

Title NHS National Staff Survey Results Bi-annual update  
Author Donna Griffiths, Associate Director of Workforce  

Rachael Atkins, Organisational Development Advisor  
Responsible 
Chief Officer 

Karen Martin, Chief Workforce and Information Officer 

Date  28 April 2016 
 
 
1. Purpose  
 
This report provides an overview of the NHS National Staff Survey 2015 within University 
Hospitals Coventry & Warwickshire NHS Trust, outlining how the survey is conducted, 
response rates, results and next steps.  
 
2. Background and Links to Previous Papers 
 
The NHS National Staff Survey is undertaken annually by all Trusts nationwide, and in 
2015 ran from mid-September through to 30th November. The 2015 NHS Staff Survey 
involved 297 NHS organisations in England, with over 741,000 staff being invited to 
participate using a self-completion postal questionnaire survey or online. A total of 
299,000 NHS staff participated in the survey which equates to a 41% response rate, 
slightly down from 42% in 2014.  
 
3. Narrative 
 
3.1  Response rate 
 
3.1.1 Results  
 
The Trust’s response rate has improved slightly this year to 39% (332 staff), an increase 
of 2% from 2014, although below the national average for Acute Trust’s which was 41%. 
The national average for Acute Trusts has slightly fallen from 42% in 2014. 
 
3.1.2 Analysis  
 
Whilst it is encouraging that the response rate has risen slightly in comparison to 2014, 
this remains disappointing.  
 
This year saw the Trust utilise the newly introduced option of electronic surveys, and it 
was envisaged that this would improve overall response rates. However the respondents 
via paper and electronic survey were nearly equal (163 and 169 respectively).  
 
Further, throughout the survey period communications were sent through existing internal 
channels in an effort to boost response rates. However the communications that can be 
used are limited as the Trust is required to comply with the survey requirements set out 
by the NHS Staff Survey National Coordination Centre (which prevent communications 
being sent directly to the 850 staff selected to take part).  



The low response rate could be deemed as indicator of low engagement, although it 
should be noted that it may also be limited by the introduction of the new Staff FFT 
quarterly surveys and therefore staff experiencing some ‘survey fatigue’.  
 
3.2 Engagement Score 
 
3.2.1 Results 
 
The survey provides an overall staff engagement score. Possible scores range from 1 
(poorly engaged with their work, their team and their trust) to 5 (highly engaged).  
 
 

 
 
The below table indicates the overall levels of engagement broken down by staff group. 
 
Staff group Engagement Score 
Professional Scientific and Technical 4.02 
Additional Clinical Services 3.83 
A & C 3.94 
AHP 4.01 
Healthcare Scientists 3.69 
Medical and Dental 3.90 
Nursing and Midwifery (Registered) 3.91 
 
Demographic groups  
 
Age:  Those respondents aged 31-40 have the highest engagement score 

(3.94) whilst those respondents aged 16 -30 have the lowest score at 
3.81. 

 
Working Hours:  Part time respondents have an engagement score of 3.78 and full-

time staff have a score of 3.94. 
 
Gender:  Female respondents have a score of 3.93 whilst male respondents 

have an engagement score of 3.84.  
 
Disability:  Disabled respondents have an engagement score of 3.73, whilst 

non-disabled respondents have a score of 3.76. 
 
Ethnicity:  Respondents that identified themselves as from white ethnic 

background have a score of 3.91 whilst respondents that identified 
themselves as from a BME background had a score of 3.89. 
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3.2.2 Analysis  
 
The Trust's score of 3.91 has increased from 3.78 in 2014 and is in the highest (best) 
20% when compared with trusts of a similar type. 
 
Whilst conclusions could be drawn regarding the levels of engagement amongst different 
staff groups and based on the demographics of respondents, caution should be taken 
here. Results provided are not weighted, and therefore whilst it would appear, for 
example that Professional, Scientific And Technical Staff are more engaged in fact they 
had the lowest number of respondents, therefore impacting the overall scoring.  
 
 
3.3 Key Findings  
Appendix 1 shows how we compared against other acute trusts in the 2015 National Staff 
Survey. 

3.3.1 Coding 

Green indicates that our score was better than average and if a is also shown it means 
our score is in the best 20% of acute trusts.   

Red is a negative finding, e.g. worse than average. If a ! is shown the score is in the 
worst 20% of acute trusts.   

Grey indicates our score is average. 

For most of the key finding scores in the figure below a higher score is good.  However, 
for some a higher score indicates a negative finding – these are marked with an asterix 
and in italics.  

3.3.2 Analysis  

In 28 of the 32 key findings areas we perform better than other acute trusts, and in 18 of 
the areas we are ranked in the top 20% of acute trusts.  

This is a significant improvement from 2014, where we ranked worse than average in 9 of 
29 key finding areas and were ranked in the bottom 20% of acute trusts for six finding 
areas.  
A number of factors could have influenced these improvements within our Trust. The 
launch of our OD programme, Together Towards World Class programme, saw the 
introduction of a new way of engaging with staff, with Listening Events and local area 
feedback mechanisms being put in place. This may have had a positive impact on staff 
motivation, as the Trust’s commitment is to ensure improvements are being made based 
on what staff tell us.  
 
In addition to the standard compactor group of other Acute Trusts (which excludes 
specialist Trusts and those defined as community and Acute Trusts), comparisons have 
also been completed for all 44 members of the Associate of UK University Hospitals 
(AUKUH). This comparator, which includes specialists Trusts, could be viewed as 
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providing a more like-for-like comparison given the nature and complexity of University 
Hospitals trusts. 

This comparator date indicates that: for 16 of the 32 key finding areas the Trust was 
ranked in the Top Quartile of AUKUH Trusts, and was ranked 9th overall in terms of key 
findings results.  
 
In the following two areas our performance is below average (in comparison to other 
Acute Trusts) and has deteriorated since the 2014 survey:  
 
• % experiencing physical violence from patients, relatives or the public in the last 12 

months 
• % reporting most recent experience of violence  

 

Results in regards to the percentage of staff experiencing physical violence may be 
influenced both by the Trust being a major trauma centre and the acuity of our patients. 
However the result, combined with the deterioration in the percentage reporting 
experiences of physical violence, remains worrying.  
 
There is an opportunity to take action in order to tackle these areas, and this area is 
currently been reviewed by the Trust Security Manager in order to determine appropriate 
actions.  
 
 
3.4 Staff Friends and Family Test 
 
3.4.1 Results Staff Friends and Family Test – Service/Treatment Provider 
 
“If a friend or relative needed treatment I would be happy with the standard of care provided by this 
organisation” 
 
 

 
 
 
 

Response National Average  UHCW NHS Trust 

Strongly disagree 3% 2% 

Disagree 6% 3% 

Neither agree nor 
disagree 

22% 18% 

Agree 50% 55% 

Strongly agree 19% 21% 
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3.4.2 Staff Friends and Family Test - Employer 
“I would recommend my organisation as a place to work” 

 

 
 

3.4.3 Analysis  
In Quarter 3 (October – December), through the National Staff Survey, 76% of 
respondents said they would recommend the Trust as a place to receive treatment. 
Whilst this is a decrease from Quarter 2 (July – September) where 89% of respondents 
stated they would recommend the Trust, we remain above the national average of 69% 
recommending their Trust.  
 
In Quarter 3 (through the National Staff Survey) 68% of survey respondents said they 
would recommend the Trust as a place to work. Whilst this is a decrease from Quarter 2 
(July – September) where 80% of participants stated they would recommend the Trust, 
we remain above the national average of 59%.  

Whilst it is disappointing to see a reduction in the percentage of recommenders in 
Quarter 3, it is important to note that the different survey methodologies used across the 
quarters. In summary, the National Staff Survey is only received by a random sample of 
850 staff, therefore restricting those involved in responding to the Staff FFT in Quarter 3 
whilst in remaining quarters of the year all staff have had the opportunity to participant 
providing a wider representation of views.  

Furthermore, there is a large percentage (18% and 24% respectively in regards to 
treatment provider and place to work) who neither disagree or agree that they would 
recommend the Trust. Further analysis is required in order to determine the rationale 
behind this response, and therefore there may be an opportunity to improve the number 
of recommenders significantly in future.  

 

Response National Average  UHCW NHS Trust 

Strongly disagree 5% 3% 
Disagree 10% 5% 
Neither agree nor 
disagree 

26% 24% 

Agree 43% 49% 
Strongly agree 16% 19% 
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4.0 Next Steps   
 
Overall the survey has provided a positive set of results for the Trust, with improvements 
from both 2014 and in comparison to other Acute Trusts.  
 
Although direct cause and effect cannot be determined, these results are a positive 
indication that activities underway across the Trust OD Programme, Together Towards 
World Class, are continuing to support a shift in culture within the organisation, impacting 
on staff experience and engagement.  
 
The projects agreed through programme board in September 2015 should ensure this 
journey continues and therefore Chief Officers have approved that no separate action 
plan is developed specifically from the National Staff Survey results.  
 
Instead results will be combined with the results from Staff Impressions, the Trust’s own 
local staff survey, which was undertaken throughout March 2016 and the results from the 
upcoming Cultural Assessment Tool, which will be conducted in in May 2016. 
 
The Cultural Assessment Tool (CAT) is being utilised by all Trusts engaged with the 
Virginia Mason Institute programme (VMI) and will provide further feedback on the Trust 
culture at various intervals throughout the 5 year programme. It will involve 850 staff, a 
quarter of whom should be involved with VMI related improvement activity (e.g. value 
stream over the next 5 years), receiving a survey by email during May.  
 
Meanwhile Staff Impressions, our local survey, is open to all directly employed staff 
(including RoE staff), volunteers and Vinci staff, on the basis that anyone working on the 
UHCW will have an impression on working here. The survey is designed to complement 
the National Staff Survey and provide a richness of data in regards to staff engagement 
and feedback.  
 
Results are currently being analysed and will be published to Chief Officers and the 
Together Towards World Class programme board in May 2016.  

However, early results show that over 1300 individual completed the survey, with 90% 
having an overall positive impression of the Trust.  

In response to Staff Friends and Family Test questions 87% stated they would 
recommend the Trust as a place to be treated (with a further 9% undecided), which is an 
increase from Quarter 3 (76%) but a slight decrease from Quarter 2 (89%).  

Meanwhile, 71% recommending the Trust as a place to work (with a further 17% 
undecided), which is a slight increase from Quarter 3 (68%) but a decrease from Quarter 
2 (80%).  
Staff Impressions also provides an opportunity for staff to provide verbatim comments on 
why they have a certain impression and what improvements they would like to see 
happen. These comments enable the organisation to have a greater dialogue with staff, 
whilst still reaching a wider proportion of staff through the utilisation of a survey.  
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Whilst no specific action plan has been developed in relation to the National Staff Survey, 
it is also recognised that under the Together Towards World Class (TTWC) programme 
there are no specific actions that would address the results in regards to physical 
violence experienced by staff and reporting levels. Therefore separate actions will be led 
in this area by the Trust Security Manager and reports through the Chief Operating 
Officer.  
 
4. Areas of Risk 
 
The National Staff Survey results are utilised by a range of individuals For example, 
individuals considering joining the Trust may utilise the results in order to assess the 
suitability of the Trust as a future employer. Given the positive results, results have been 
highlighted in recruitment materials and have also sharing with our existing staff as a 
method of improving retention.  
 
The results will also be utilised external organisations, including the Care Quality 
Commission (CQC) assessments, and therefore have a potential impact on our 
reputation and performance assessments.  
 
Whilst our results are positive, it will is essential to continue to provide suitable focus to 
staff engagement levels in order to maintain current momentum. This risk will be 
achieved through continued reporting to Chief Officers and the Together Towards World 
Class programme board.  
 
There is a risk that staff may become fatigued by engagement in a variety of surveys 
(Staff Friends and Family Test quarterly, National Staff Survey, Cultural Assessment 
Tool). This is being mitigated through oversight of staff surveys through the 
Communications and Organisational Development departments, with a view to ensuring 
that surveys (where possible) are timed to not run simultaneously and to review the focus 
and content of each survey in order to reduce repetition of questions for staff.  
 
5. Governance  
 
As outlined above, National Staff Survey results have now been published and further 
results will not be available until after completion of the 2016 National Staff Survey which 
will take place from October – December 2016.  
 
6. Responsibility 
 
The Chief Workforce and Information Officer will retain oversight for coordination of the 
National Staff Survey and reporting of results through to Chief Officers Group and the 
Together Towards World Class programme board. 
 
7. Recommendations 
 
The Board are asked to NOTE:  
 

(a) The overall positive improvements in the Trust’s results in comparison to 2014 
results, other Acute Trusts and other University Hospital Trusts. 
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(b) Further action is required in respect of the downward trend for staff experience of 
physical violence and aggression, with action being led by through the Trust 
Security Manager and onwards to the Chief Operating Officer.  

 
(c) Results will be combined with forthcoming results of Staff Impressions, due for 

publication in May 2016, in order to develop 12 month work plans as part of the 
continued work of Trust’s OD programme, Together Towards World Class. 

 
Donna Griffiths  
 
7th April 2016 
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Agenda Item 19 Enclosure 15 
 

PUBLIC TRUST BOARD PAPER 
 
Title Review of Standing Orders, Standing Financial Instructions & 

Scheme of Reservation and Delegation 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

David Moon, Chief Finance & Strategy Officer 

Date  28th April 2016 
 
1. Purpose  
 
To present proposed amendments to the Standing Orders (SO), Standing Financial 
Instructions (SFI) and Scheme of Reservation and Delegation (SoRD) to the Trust Board 
for approval, on the recommendation of the Audit Committee. 
 
2. Background and Links to Previous Papers 
 
The Standing Orders, Standing Financial Instructions and Scheme of Reservation and 
Delegation are the Trust’s core corporate governance documents, which describe how 
the Trust Board will conduct its business, which decisions are delegated by the Trust 
Board to committees, functions and individual managers and which are reserved for Trust 
Board.  They also provide instruction on financial governance in terms of levels of 
authority around financial matters and requirements around procurement. 
 
These documents are clearly important in terms of the Trust’s overall governance 
mechanism and system of risk and control and as such they are reviewed and updated 
every two years, presented to the Audit Committee for discussion and to the Trust Board 
for approval. 
 
The suggested revisions to the documents were approved at the Audit Committee on 24th 
February 2016. 
 
3. Narrative 
 
The paper sets out the proposed changes to the current documents in table form as 
opposed to presenting the entire document given that it runs to 150 pages.  Once 
approval is forthcoming, the relevant changes will be made and the document will 
updated on the Trust’s e-library. 
 
Whilst it is the case that Trust Board approval is required for any substantial 
amendments, there are a number of minor amendments that have to be made to reflect 
the dynamic nature of the Trust e.g. changes in job titles, organisational names and in 
cross referencing as changes are made.  It was therefore proposed to the Audit 
Committee that authority is delegated to the Director of Corporate Affairs and the Chief 
Finance & Strategy Officer to undertake these on an on-going basis going forwards, as 
opposed to presenting changes of this nature to Audit Committee and Trust Board each 
time they are made.  The Trust Board is asked to approve this approach.  A full review of 
the documents will be continue however to be undertaken once every two years. 
 
The main suggested changes are as follows: 



• Specific reference to the post of Chief Workforce and Information Officer being 
regarded as a member of the Trust Board given the substantial responsibilities that 
the post-holder has over Trust functions. 

• Reference to the Bribery Act within the Standards of Business Conduct Section 
• Inclusion of wording around confidentiality and the Fit and Proper Persons 

Regulations within the section around Duties and Obligations of Board 
members/Senior Managers 

• Clarification of the role of the Trust Board/role of the Remuneration Committee in 
relation to the appointment/dismissal of executive directors 

• Change in Board role in terms of contract approval to bring this in line with current 
delegated financial limits. 

• Inclusion of reference to the establishment of an Auditor Panel following the 
requirement for NHS Trust’s to appoint their own external auditors. 

• Requirement for business cases with a value (revenue) of over £500k that are not 
self-financing to be subject to Trust Board approval. 

• Increase in Board-level approval of Capital Expenditure business cases from £3m 
to £5m (where Trust is in surplus) in line with revised national guidance. 

• Additional clarity around procurement processes to reflect competition law 
requirements and consortium arrangements 

• Removal of provisions around Charitable Funds given that the UHCW Charity is 
now independent of the Trust. 

 
4. Areas of Risk 
 
If the Trust does not have a robust corporate governance framework in place that is 
complied with, decisions might be inappropriately taken and the Trust could potentially be 
exposed to resultant unnecessary risk.  These risks could be financial, performance or 
quality/safety risks and that could expose the Trust to regulatory intervention or action 
and negative publicity.  The suite of documents described within this report aim to 
mitigate against the risk of governance failure. 
 
5. Governance  
 
The Trust Board is required by the NHS Code of Accountability to adopt Standing Orders, 
Standing Financial Instructions and a Scheme of Delegation.  These documents are 
reviewed every two-years and will be presented to the Trust Board for approval.   
 
6. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs 
David Moon, Chief Finance & Strategy Officer 
 
7. Recommendations 
 
The Board is invited to APPROVE the recommendation of the Audit Committee to accept 
the suggested revisions to the suite of documents as described within the attached 
papers and to DELEGATE authority to the Director of Corporate Affairs and Chief 
Finance & Strategy Officer to make minor amendments to the documents between 
scheduled review periods. 
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STANDING ORDERS 
 
Section Number Proposed Change Rationale 
1.2  
NHS Framework 

Inclusion of reference to the 
internally developed Trust 
Board Code of Conduct & 
Statement of 
Responsibilities 

The Trust Board’s document draws together the various elements of the 
Trust’s Corporate Governance Framework and includes the Trust’s values, 
Nolan Principles, Fit and Proper Persons and False and Misleading 
Information requirements. 

Throughout Chief Finance & Strategy 
Officer to replace Chief 
Finance Officer 

The job title and role has changed from that last time that the document 
was reviewed.  

2.1 
Composition and 
Membership of the 
Trust Board 

Reference to the Chief 
Workforce and Information 
Officer (CWIO) as being an 
officer member of the Trust 
Board, without voting status. 

Although this is a non-voting post at present, the post-holder carries 
significant responsibilities and accountabilities.  Pursuant to the Trust 
Board’s own Code of Conduct the CWIO is to be regarded as a member of 
the Trust Board and this ought to be properly and appropriately reflected in 
the Standing Orders. 

2.6 Patient and Public 
Involvement Forum 

Removal of reference to 
requirement for a Patient 
and Public Involvement 
Forum to be established. 

The legislation has changed; the Health & Social Care Act established 
Healthwatch and whilst this does not in any way remove the duty to 
engage, there is no longer a requirement for such a forum to exist.   

5. Committee Structure 
 
(non-statutory board 
committees) 

Removal of the narrative 
detailing the full list of duties 
of each of the Committees 
and those that report to 
them is recommended.  The 
purpose of the Committee 
as defined in the terms of 
reference will be 

The proposed change will mean that the Standing Orders do not have to 
be amended each time the terms of reference for Committees are 
changed or in the event that the reporting sub-structure changes.  The 
summary approach is also the approach that is taken to the description of 
the statutory board committees as provided for in the model version of the 
Standing Orders, upon which the UHCW version are based. 
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substituted.  
6.7 Hosted Shared 
Services 

Inclusion of the Pathology 
Network & Occupational 
Health Service 

These are not currently listed and ought to be given that the Trust is host. 

7.1 Policy Statements Addition of an appendix 
which lists those Policies 
that the Trust Board must 
approve 

There are some policies that must have Trust Board approval because of 
(a) their importance and the requirement for approval at the highest 
authority e.g. Disciplinary & Grievance or (b) because statute or regulation 
dictates this. The production of a list of such policies to be appended to the 
Standing Orders provides clarity for policy authors and ensures that all 
applicable requirements are met.  The rationale for a separate list is that 
this can be more easily changed where required. 

8 Duties and 
Obligations of Board 
Members/Directors and 
Senior Managers 

Addition of section around 
Fit and Proper Persons and 
around Confidentiality. 

These proposed additions reflect current requirements and are an integral 
part of the Trust Board Code of Conduct. 

8.4 Standards of 
Business Conduct 

Inclusion of further text 
around the Bribery Act 

This reflects current legislative requirements and has evolved since the 
last review was undertaken. 

9.2 Sealing of 
documents 

Proposal to change current 
requirement to the seal 
being affixed by the Director 
of Corporate Affairs and 
witnesses by one executive 
director and one Non-
Executive Director 

The current proposal is quite restrictive in that it the Chair and CEO that 
have to sign which is problematic in the event that both are not in the office 
and there is an urgent matter. The new proposal provides greater flexibility 
and the risk of the seal being inappropriately used is minimal given that the 
seal is kept in safe custody and a register of sealings is maintained and 
reported to the Trust Board. 

9.4 Signature of 
Documents (legal 
proceedings) 

Proposal to add words to 
the effect that the Trust 
Solicitor is the signatory for 
any clinical 
negligence/employer’s 

The two individuals referred to are both solicitors and authority can 
therefore properly be delegated to them to sign litigation related legal 
documents, such as defences, statements of truth and formal letters of 
response.  This does not remove the requirement however for consultation 
around the conduct of cases with the relevant Chief Officer, together with 
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liability or public liability 
matters and the Employee 
Relations Specialist can 
sign documents for any 
employment tribunal related 
issues 

their involvement in the decision making process where required.  This 
provision relates purely to the signature. 

 
SCHEME OF RESERVATION & DELEGATION 
 
Section number Proposed Change Rationale 
The Board (9) Change responsibility from 

adopting the organisation 
structures, processes and 
procedures to defining 
these and delegating this 
function to the Chief 
Officers Group 

In reality the Trust Board does not determine the structures and processes 
that discharge the business as this is an executive responsibility, and nor 
does it adopt them.  This is also quite a nebulous statement in that it could 
be interpreted to read that every time that there is a change in the way that 
a corporate function is managed for example, board involvement would be 
necessary.  The proposed change therefore reflects the reality and the 
way in which the business of an NHS Trust board has evolved since the 
model version of these documents was produced. 

The Board (14) Remove responsibility for 
approving arrangements 
relating to the Trust’s 
responsibilities as a bailer 
for patients’ property 

Arrangements for the custody of patient property are contained within 
policies that are approved by the Corporate Business Records Committee 
and not the Trust Board.  Again, this amendment is intended to reflect the 
reality of how the Trust operates, which has evolved since the original 
documents were produced e.g. the introduction of a Local Security 
Management Specialist. 

The Board  -
Appointments/Dismissal 

Change ‘appoint, appraise, 
discipline and dismiss 
executive directors’ to 
‘ensuring that appropriate 
arrangement are in place for 

Whilst the Board does have a role to play in the appointment of executive 
directors and in their dismissal should this be required, it is the Chair that 
would appraise an executive director in his or her capacity as a Corporate 
Director as opposed to an executive manager, and not the entire board.  
The appointment/dismissal of an executive director would also require 
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the appointment, dismissal 
and appraisal of an 
executive director’.   

NHS Improvement involvement. The proposed wording is intended to 
reflect that there is a role for the Chair/a NED in these processes but it is 
not the responsibility of the Trust Board as a whole as this is not the 
reality. 

The Board – 
Appointments/Dismissal 

Clarify responsibility for 
‘approving proposals of the 
Remuneration Committee to 
reflect’ that this would be 
around 
appointment/dismissal only 
and not around 
remuneration itself. 

Membership of the Remuneration Committee comprises all of the NEDs 
and has the authority to approve proposals around remuneration.  It would 
not be appropriate for the Trust Board to have a role in this regard given 
that these proposals relate to executive directors, who would effectively be 
ratifying decisions relating to their own remuneration. 

The Board – Strategy 
Plans and Budget (5) 

Change approval of 
Budgets to approval of the 
Financial Plan 

The Trust Board does not approve budgets for individual services or 
departments and neither would it be desirable for it to do so, but it does 
approve the Financial Plan each year.  The change is intended to reflect 
current practice. 

The Board – Strategy 
Plans and Budget (9) 

Change approval for 
opening bank accounts from 
the Board to the Chief 
Finance and Strategy 
Officer 

It does not seem necessary for the Trust Board to have to approve the 
opening of a bank account when the CFSO has statutory responsibilities 
as Chief Accounting Officer. 

The Board – Strategy 
Plans and Budget (10) 

Change approval of 
contracts over £250k over a 
3-year period to ‘agree 
delegated limits for entering 
into contracts’ 

This suggestion is in line with delegated financial limits.  Trust Board 
approval of any contract with a value over £250k does not appear 
necessary in the context of turnover. 

The Board – Strategy 
Plans and Budget (11) 

Change ‘approval proposals 
for individual cases of write 
off of losses/special 

In line with comments made above, this better reflects reality.  This would 
still mean that any payments above those delegated limits would come to 
the Trust Board. 
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payments above the limits 
of the CEO/CFSO’ to 
‘approve delegated limits for 
sign off’. 

The Board – Strategy 
Plans and Budget (12) 

Suggest removal of 
approval of individual 
compensation payments 

Any compensation arising out of Clinical Negligence claims is dealt with by 
the NHSLA under the CNST scheme.  Likewise compensation for personal 
injury involving employees or members of the public are covered by the 
Trust’s LTPS/EL scheme membership. 
 
Other compensation would be in respect of matters like lost patient 
property which would be covered by special payments (above). 
 
It is suggested that payments arising out of Employment Tribunal matters 
are approved by the Employee Relations Specialist and/or CWIO, unless 
they carry significant reputational/financial risk.  

The Board – Strategy 
Plans and Budget (13) 

Suggest amending 
‘approving proposals for 
action on litigation’ to 
delegating authority to the 
Trust Solicitors to settle 
clinical negligence, EL/PL 
claims and employment 
claims and clarifying that 
the CEO can approve action 
on other litigation, other 
than where there is 
significant financial or 
reputation risk, in which 
case the CEO & CFSO 

The Trust is involved in several aspects of litigation and it would not be 
necessary for the Trust Board to become involved in every claim that is 
made against the Trust or which the Trust instigates.  This can be dealt 
with through approval of delegated limits and making specific reference to 
matters where the Trust employs legal expertise and reference to those 
cases whereby there is significant reputation/financial risk.  The 
involvement of the NHSLA in clinical negligence and employers/public 
liability claims should also be noted as an additional source of assurance. 
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should determine whether 
Board involvement is 
necessary 

The Board – Audit (1) Include reference to 
establishing an Auditor 
Panel 

The Trust is required to establish a panel now that the Audit Commission 
has been abolished and closed. 

The Board – Monitoring 
(2) 

Remove reference to 
Management Policy 
statements  

There are no management policy statements in existence.  The wording is 
intended to capture the role of the board in terms of monitoring 
performance and the additional wording is capable of causing confusion. 

13 Achieve value for money 
and avoid wastage. 
Implement findings of NAO 
& Audit Commission reports  
– suggest split between 
CEO and CFSO; currently 
CEO only and remove 
reference to Audit 
Commission 

Value for money is a significant part of the CFSO portfolio. 
 
CFSO is in attendance at Audit Committee meetings where NAO reports 
would be received/discussed 

1.3.1.8 Add Raising  Concerns 
(Whistleblowing) to approval 
of procedures around 
complaints, breaches of 
Code of Conduct 

The Trust Board must be confident that appropriate measures are in place 
to ensure that concerns can be raised as per the recommendations of Sir 
Robert Francis.  Specific reference to this Policy should be included. 

10.1.6 Change Director of 
Performance and Finance 
to CFSO 

The Trust does not have a Director of Performance and Finance. 

11.6 Responsibility for Counter 
Fraud and the appointment 
of Local Counter Fraud 

This is in line with the responsibilities of the CFSO.  LCFS also attends 
Audit Committee with the CFSO. 
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Specialist – suggest this 
transfers to CFSO 

13.1.1 Compile and report to the 
Board a Business Plan- 
suggest this be delegated to 
the CFSO (currently CEO) 
and that Business Plan is 
renamed Annual Plan 

This is a significant part of the CFSO role. 
Annual Plan reflects the language that the Trust uses. 

13.1.2 & 13.1.3. Submit budgets to the 
Board for approval – 
suggest reference to 
budgets specifically is 
removed  

The Trust Board approves the Annual Plan that also includes the Financial 
Plan.  As referred to above, the Trust Board does not approve individual 
budgets for services/departments. 

13.3.1 Delegate budgets to budget 
holders.  Suggest this is 
changed from CEO to 
CFSO. 

CFSO is responsible for business planning and approves the Operational 
Delivery Plans for each Group/Corporate Department, which detail agreed 
levels of finance, activity and performance each year. 

15.1 Removal of requirement for 
board approval of opening 
bank accounts 

As above. 

17.5.3 Waive formal tendering 
procedures – suggest this is 
changed from CEO to 
CFSO 

CFSO attends Audit Committee where waivers need to be reported and is 
responsible for the Trust’s Procurement Function. 

17.6.2 Responsible for the receipt, 
endorsement and safe 
custody of tenders received 
– suggest this be  delegated 
to the CFSO (currently 

This reflects practice at the Trust; CFSO is responsible for procurement. 
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CEO) 
17.6.3 Register of tenders received 

– suggest this transfer to 
CFSO 

As above 

17.6.8 Register of approved firms – 
suggest that reference is 
removed. 

In practice, because of changes to procurement law, a list of approved 
firms is not required as those tendering for services are required to 
demonstrate that they meet the Trust’s standards. 

17.6.9 Ensuring that appropriate 
checks on the technical and 
financial capability of firms 
that tender – suggest this 
transfer from CEO to CFSO 

CFSO is responsible for procurement. 

17.11 Appointment of managers 
for each contract- suggest 
this transfer to the CFSO 
from the CEO 

The Contracting Team are the responsibility of the CFSO. 

18.1.1 Ensure that SLAs are 
entered into for the 
provision of NHS services- 
suggest this transfer to the 
CFSO 

As above 

20.1.3 Remuneration Committee to 
advise the Board on the 
bases for its decisions 
around remuneration 

As above, the Trust’s Remuneration Committee comprises all of the Non- 
Executive Directors and it would not seem appropriate for the full board to 
be advised of its deliberations. 

20.1.4 Approve proposals made by 
the CEO around terms and 
conditions for staff that are 
not covered by the 

The Trust is bound by Agenda for Change terms and conditions for staff 
that are not covered by the Remuneration Committee; this is nationally set. 
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Remuneration Committee – 
suggest that this is removed  

20.3 Appointment and re-grading 
of staff – suggest this 
transfers to the Chief 
Workforce and Information 
Officer 

Recruitment and retention sits in the portfolio of the CWIO. 

20.4.1 & 20.4.2 Change Chief Human 
Resources Officer to CWIO 

Reflects current job titles. 

20.4.4 As above As above 
20.5 Ensure that all employees 

are issued with a contract of 
employment in a form 
approved by the Board – 
suggest this changes to 
CWIO and that the CWIO 
can approve changes to the 
contract given that this is 
the expertise of the post-
holder. 

Currently delegated to ‘Nominated Managers’ 
CWIO is responsible for the Trust’s Resourcing Service, which issues 
contracts of employment. 

21.1 Set out level of delegation 
of non-pay expenditure to 
managers – suggest this 
change from CEO to CFSO 

In keeping with the role and responsibility of the CFSO. 

24.1.2 Capital Investment 
Programme – suggest this 
transfer from CEO to CFSO 

As above 

24.3.1 Maintenance of asset 
registers - suggest this be 

Reflects the responsibilities of the PFI provider 
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changed from CEO to 
Project Co but add that the 
Director of Estates will 
ensure that this is done. 

25.3.1 Identify persons authorised 
to requisition and accept 
goods from NHS Supplies 
stores – suggest change 
from CEO to CFSO 

In keeping with portfolio of the CFSO/responsibility for preparing Schedule 
of Financial limits 

26.2.4 Approve write off of losses- 
suggest this be amended 
from Board to Audit 
Committee  

Audit Committee currently undertakes this function in line with delegated 
limits. 

27.1.3 Publish a Freedom of 
Information Scheme – 
suggest change from CEO 
to Director of Corporate 
Affairs (DOCA) 

FOI sits within the portfolio of the DOCA 

27.4 Ensure that risks to the 
Trust from IT are identified 
and considered – suggest 
change from CFSO to 
CWIO 

IT sits within the portfolio of the CWIO 

33.1 Risk management 
programme – suggest add 
Chief Medical Officer to 
CEO responsibility 

Risk management is the responsibility of the CMO 

33.4 Documented procedures to 
cover arrangements with 

Day to day responsibility rests with the Head of Legal Services  
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NHSLA – suggest 
responsibility of the Head of 
Legal Services in this 
regard is added to those of 
CFSO 

33.4 Ensure documented 
procedures cover the 
management of claims and 
payments below the 
deductible – suggest Head 
of Legal Services has 
responsibility 

Post holder is responsible for dealing with all claims in the NHSLA 
schemes 
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University Hospitals Coventry and Warwickshire NHS Trust 
 
Proposed changes to Standing Financial Instructions and the Scheme of Reservation and Delegation 
 
 
1 General Changes to Job/Organisation Titles 
 
Existing SFIs Proposed SFIs Explanation 
Chief Finance Officer (CFO) Chief Finance and Strategy Officer (CFSO) 

Change of job title 
Chief Human Resources Officer (CHRO) Chief Workforce and Information Officer (CWIO) 
Group Finance Accountant (GFA) Commercial Finance Manager (CFM) 
Head of Contracting and Income (HoCI) Senior Commissioning & Income Accountant (SICA) 
Director of Delivery (DoD) Director of Operations (DoO) 
NHS Logistics NHS Supply Chain Organisations no 

longer exist – 
responsibilities have 
moved to other 
organisations 

NHS Purchasing and Supply Agency (PASA) NHS Supply Chain or Department of Health (as 
appropriate) 

 
It is proposed that in future, changes to job titles where there is a clear mapping from one post to another will be updated as an 
administrative exercise jointly by the Director of Corporate Affairs and Chief Finance and Strategy Officer, rather than a formal 
amendment (requiring Trust Board approval) to these documents. 
 
 
2 Changes to Cross Referencing 
 
A number of instances have been identified where cross referencing to other parts of Standing Orders, Standing Financial Instructions, 
the Scheme of Reservation and Delegation and the Schedule of Financial Limits are incorrect.   
 
It is proposed that these (and any errors identified in the future) are updated as an administrative exercise jointly by the 
Director of Corporate Affairs and Chief Finance and Strategy Officer, rather than be treated as formal amendments to these 
documents.   
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3 Changes to Financial Limits 
 
In addition to the changes set out below, it is also proposed to move the Schedule of Financial Limits and Scheme of Reservation and 
Delegation to an appendix to Standing Orders and Standing Financial Instructions to facilitate easier updating and dissemination. The 
proposed amendments are set out in highlighted text for ease of reference. 
 
Existing SFIs Proposed SFIs Explanation 
SFI 16 INCOME AND CONTRACTS 
 
16.1.3 

Raising of credit 
note limits 
(NHS/non-
NHS): 
[Writing-off 
bad debts is 
not covered by 
these limits] 

Two first line 
signatories 
One second 
line signatory 
One third line 
signatory 

Over 500,000 
 

500,000 
 

50,000 

First line 
signatories: 

Chief Executive Officer 
Chief Finance Officer (CFO) 

Second line 
signatories: 

Deputy CFO/Associate Director of 
Finance 

Third line 
signatories: 

Chief Financial Accountant 
Senior Commissioning & Income 
Accountant  

 
 
 
 
 
 
 
 
 
 
 

SFI 16 INCOME AND CONTRACTS 
 
16.1.3 

Raising of credit 
note limits 
(NHS/non-
NHS): 
[Writing-off 
bad debts is 
not covered by 
these limits] 

Two first line 
signatories 
One second 
line signatory 
One third line 
signatory 

Over 500,000 
 

500,000 
 

50,000 

Raising of credit 
notes to correct 
administrative 
errors: 

One second 
line signatory 
One third line 
signatory 

Over 50,000 
 

50,000 

First line 
signatories: 

Chief Executive Officer 
Chief Finance Officer (CFO) 

Second line 
signatories: 

Deputy CFO/Associate Director of 
Finance 

Third line 
signatories: 

Chief Financial Accountant 
Senior Commissioning & Income 
Accountant  

 

 
 
 
 
 
Additional line 
added to 
distinguish 
"administrative 
errors" which 
require invoice 
cancellations/credit 
notes from other 
credit notes raised 
to reduce or cancel 
charges.  Allows 
senior finance staff 
to correct all 
administrative 
errors. 
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Existing SFIs Proposed SFIs Explanation 
 
 
 
SFI 13.4.2 (d) BUSINESS CASES 
 

Revenue 
Expenditure 
Limit for the 
authorisation of 
business cases 
(Revenue)* 
 
 
 
 
*in all cases involving 
the increase in 
consultant whole time 
equivalent numbers 

 
Group Management 
Team 
 
Planning Unit 
 
Chief Officers' Group 
 
Trust Board  
 
Trust Board 

 
100,000 

 
 

500,000 
 

1,000,000 
 

Over 1,000,000 
 
 

 
 

SFI 13.4.2 (d) BUSINESS CASES 
 

Revenue 
Expenditure 
Limit for the 
authorisation of 
business cases 
(Revenue)* 
 

- where the 
case is self 
financing 

 
 
 
 

- where the 
case is not 
self financing 

 
 
 
 
*in all cases involving 
the increase in 
consultant whole time 
equivalent numbers 
 

 
 
 
 
 
 
 
Planning Unit 
 
Chief Officers' Group 
 
Trust Board  
 
 
Planning Unit 
 
Chief Officers' Group 
 
Trust Board 
 
 
Trust Board 

 
 
 
 
 
 
 

400,000 
 

1,000,000 
 

Over 1,000,000 
 
 

150,000 
 

750,000 
 

Over 750,000 

Revenue and Capital Business Cases 
The Chief Finance and Strategy Officer will prepare additional 
guidance for the production and approval of business cases 
which may add further limits/conditions (provided that these 
remain within the overall limits specified in this schedule) – these 
shall have effect as if incorporated in this Scheme of Reservation 
and Delegation. 

 

 
 
 
 
 
 
 
 
Differentiation 
between self-
financing cases 
and those which 
result in additional 
cost. 
 
Reduction of limits 
to reflect current 
financial climate 
 
 
 
 
 
 
 
 
Recognition of the 
existence of 
additional 
procedures which 
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Existing SFIs Proposed SFIs Explanation 
 
 
 

provide additional 
controls and 
restrictions over 
business cases 

SFI 13.4.2 (d) BUSINESS CASES 
 

Capital Expenditure 
Limit for the 
authorisation of 
business cases 
(Capital): 
[subject to the Trust 
remaining within its 
approved capital 
programme budget, 
Capital Resource 
Limit (CRL) and 
External Financing 
Limit (EFL)] 

 
Capital Planning and 
Review Group 
 
Planning Unit 
 
Chief Officers' Group 
 
Trust Board (if Trust 
in deficit and notified 
of reduced limit in 
writing by the TDA)* 
 
Trust Board (if Trust 
in surplus)* 
 
 
NHS Trust 
Development 
Authority* 
 
Department of 
Health* 
 
*These limits may 
be varied from time 
to time by the TDA 
and/or DH 

 
100,000 

 
 

250,000 
 

500,000 
 

500,000 
 
 
 
 

lower of 
3,000,000 or 

3% of turnover 
 

50,000,000 
 
 
 

Unlimited 

 
 
 
 

SFI 13.4.2 (d) BUSINESS CASES 
 

Capital Expenditure 
Limit for the 
authorisation of 
business cases 
(Capital): 
[subject to the Trust 
remaining within its 
approved capital 
programme budget, 
Capital Resource 
Limit (CRL) and 
External Financing 
Limit (EFL)] 

 
Planning Unit 
 
Chief Officers' Group 
 
 
Trust Board (if Trust 
in deficit and notified 
of reduced limit in 
writing by the TDA)* 
 
Trust Board (if Trust 
in surplus)* 
 
 
NHS Trust 
Development 
Authority* 
 
Department of 
Health* 
 
*These limits may 
be varied from time 
to time by the TDA 
and/or DH (and such 
changes shall have 
effect as if 
incorporated in 
these SFIs) 

 
250,000 

 
500,000 

 
 

500,000 
 
 
 
 

lower of 
5,000,000 or 

3% of turnover 
 

50,000,000 
 
 
 

Unlimited 

 

 
 
Requirement for all 
cases to go 
through Planning 
Unit (in light of 
current financial 
climate) 
 
 
 
 
 
 
 
 
Limit for Trust 
Board (if in 
surplus) increased 
from £3,000,000 to 
£5,000,000 in line 
with the Capital 
Regime and 
Investment 
Business Case 
Approvals: 
Guidance for NHS 
Trusts 
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Changes to SFI 18 Tendering and Contracting Procedure 

 
Existing SFIs Proposed SFIs Explanation 

18.6 Formal Competitive Tendering 
 

18.6.1 General Applicability 
 
The Trust shall ensure that competitive tenders are 
invited for: 

• the supply of goods, materials and 
manufactured articles; 

• the rendering of services including all forms of 
management consultancy services (other than 
specialised services sought from or provided by 
the DH); 

• For the design, construction and maintenance of 
building and engineering works (including 
construction and maintenance of grounds and 
gardens); for disposals. 

 
 

18.6 Formal Competitive Tendering 
 

18.6.1 General Applicability 
 
The Trust shall ensure that competitive tenders are 
invited for: 

• the supply of goods, materials and 
manufactured articles; 

• the rendering of services including all forms of 
management consultancy services (other than 
specialised services sought from or provided by 
the DH); 

• For the design, construction and maintenance of 
building and engineering works (including 
construction and maintenance of grounds and 
gardens); for disposals. 

 
The Trust may instruct third parties to undertake 
tendering procedures on its behalf but must satisfy itself 
that processes followed are in accordance with the 
general principles as set out in these Standing Financial 
Instructions – examples where the use of third parties 
may be appropriate include: 

• Consortium arrangements where a lead 
organisation is appointed to carry out tendering 
activity; 

• The use of professional procurement partners 
(e.g. procurement hubs/consortia) 

• PFI projects which are managed by the Trust’s 
PFI partner. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Clarification on the 
use of third parties 
to undertake 
tendering 
procedures on 
behalf of the Trust. 
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Existing SFIs Proposed SFIs Explanation 
 

18.6.3 Exceptions and instances where formal 
tendering need not be applied 

 
  Formal tendering procedures need not be applied 

where: 
 

(a) the estimated expenditure or income does not, or 
is not reasonably expected to, exceed £30,000;  

 
(b) where the supply is proposed under special 

arrangements negotiated by the DH in which event 
the said special arrangements must be complied 
with; 

 
(c) regarding disposals as set out in Standing 

Financial Instructions No. 25; 
 

 
 
 
 
 
 
 

 
  Formal tendering procedures may be waived 

in the following circumstances: 
 

(d) in very exceptional circumstances where the Chief 
Executive Officer decides that formal tendering 
procedures would not be practicable or the 
estimated expenditure or income would not warrant 

18.6.3 Exceptions and instances where formal 
tendering need not be applied 

 
  Formal tendering procedures need not be applied 

where: 
 

(a) the estimated expenditure or income does not, or 
is not reasonably expected to, exceed £30,000;  

 
(b) the supply is proposed under special arrangements 

negotiated or approved by the DH in which event 
the said special arrangements must be complied 
with; 

 
(c) regarding disposals as set out in Standing 

Financial Instructions No. 27; 
 

(d) the requirement is covered by an existing contract; 
 

(e) government or other public sector contracts or 
framework agreements are in place and have been 
approved by the Board (provided that any 
requirements in respect of the awarding of a 
contract under a framework agreement are 
complied with); 

 
  Formal tendering procedures may be waived 

in the following circumstances: 
 

(f) in very exceptional circumstances where the Chief 
Executive Officer decides that formal tendering 
procedures would not be practicable or the 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Proposed (d) and 
(e) moved from 
existing (e) and (f).  
Both moved to 
“need not be 
applied” section 
from “may be 
waived section” as 
requirement for 
competition is met. 
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Existing SFIs Proposed SFIs Explanation 
formal tendering procedures, and the 
circumstances are detailed in an appropriate Trust 
record; 

 
(e) where the requirement is covered by an existing 

contract;  
 

(f) where PASA agreements are in place and have 
been approved by  the Board; 

 
(g) where a consortium arrangement is in place and a 

lead organisation has been appointed to carry out 
tendering activity on behalf of the consortium 
members; 

 
(h) where the timescale genuinely precludes 

competitive tendering but failure to plan the work 
properly would not be regarded as a justification for 
a single tender; 

 
(i) where specialist expertise is required and is 

available from only one source; 
 

 
(j) when the task is essential to complete the project, 

and arises as a consequence of a recently 
completed assignment and engaging different 
consultants for the new task would be 
inappropriate; 
 

 
(k) there is a clear benefit to be gained from 

maintaining continuity with an earlier project. 

estimated expenditure or income would not warrant 
formal tendering procedures, and the 
circumstances are detailed in an appropriate Trust 
record; 

 
 
 
 
 
 
 
 
 
 

 
(g) where the timescale genuinely precludes 

competitive tendering but failure to plan the work 
properly would not be regarded as a justification for 
a single tender; 

 
(h) where specialist expertise or compatibility with 

existing services, equipment or systems  is 
required and is available from only one source; 

 
(i) when the task is essential to complete the project, 

and arises as a consequence of a recently 
completed assignment and engaging different 
suppliers, consultants or service providers for the 
new task would be inappropriate; 

 
(j) there is a clear benefit to be gained from 

maintaining continuity with an earlier project. 
However in such cases the benefits of such 

 
 
 
Existing (e) and (f) 
moved from “may 
be waived” section 
to (d) and (e) in 
“need not be 
applied section” 
 
Existing (g) moved 
to General 
Applicability 
section (18.6.1) 
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Existing SFIs Proposed SFIs Explanation 
However in such cases the benefits of such 
continuity must outweigh any potential financial 
advantage to be gained by competitive tendering; 

 
(l) for the provision of legal advice and services 

providing that any legal firm or partnership 
commissioned by the Trust is regulated by the Law 
Society for England and Wales for the conduct of 
their business (or by the Bar Council for England 
and Wales in relation to the obtaining of Counsel’s 
opinion) and are generally recognised as having 
sufficient expertise in the area of work for which 
they are commissioned.   
 
The Chief Finance Officer will ensure that any fees 
paid are reasonable and within commonly 
accepted rates for the costing of such work. 

  
(m) where allowed and provided for in the Capital 

Investment Manual. 
 
 The waiving of competitive tendering procedures 

should not be used to avoid competition or for 
administrative convenience or to award further 
work to a consultant originally appointed through 
a competitive procedure.  

 
 Where it is decided that competitive tendering is 

not applicable and should be waived, the fact of 
the waiver and the reasons should be documented 
and recorded in an appropriate Trust record.  All 
instances of the waiving of competitive tendering 
procedures must be approved by the Chief 

continuity must outweigh any potential financial 
advantage to be gained by competitive tendering; 

 
(k) for the provision of legal advice and services 

providing that any legal firm or partnership 
commissioned by the Trust is regulated by the Law 
Society for England and Wales for the conduct of 
their business (or by the Bar Council for England 
and Wales in relation to the obtaining of Counsel’s 
opinion) and are generally recognised as having 
sufficient expertise in the area of work for which 
they are commissioned.   
 
The Chief Finance and Strategy Officer will ensure 
that any fees paid are reasonable and within 
commonly accepted rates for the costing of such 
work. 

  
(l) where allowed and provided for in the Capital 

Investment Manual. 
 
 The waiving of competitive tendering procedures 

should not be used to avoid competition or for 
administrative convenience or to award further 
work to a consultant originally appointed through 
a competitive procedure.  

 
 Where it is decided that competitive tendering is 

not applicable and should be waived, the fact of 
the waiver and the reasons should be documented 
and recorded in an appropriate Trust record.  All 
instances of the waiving of competitive tendering 
procedures must be approved by the Chief 
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Existing SFIs Proposed SFIs Explanation 
Executive Officer or Chief Finance Officer and 
reported to the Audit Committee twice per annum 
in accordance with the committee’s work plan.   

Executive Officer or Chief Finance and Strategy 
Officer and reported to the Audit Committee twice 
per annum in accordance with the committee’s 
work plan.   

  
18.7 Contracting/Tendering Procedure 

 
 
 
 
 
 
 
 
 
 
 

18.7.1 Invitation to tender 
 
………………………………….. 

18.7 Contracting/Tendering Procedure 
 
The contracting and tendering procedures set out below 
relate to those procurement exercises directly managed 
by the Trust.   
 
In cases where a consortium arrangement is in place 
and a lead organisation has been appointed to carry out 
tendering activity on behalf of the consortium members, 
the procedures to be followed will be those of the lead 
organisation. 
 

18.7.1 Invitation to tender 
 
………………………………….. 
 
 
 

 
 
Clarification on the 
procedures where 
consortium 
arrangements are 
in place. 

SFI 29 FUNDS HELD ON TRUST 
 
29.4 (1) 
 
 

FUNDS HELD ON 
TRUST 

    

      

SFI 30 FUNDS HELD ON TRUST AND 
CHARITABLE GRANTS 
 
30.5 and 30.6 
 

CHARITABLE 
GRANTS 
 
The Chief Finance 
and Strategy Officer 
will issue guidance on 

  

 
 
 
With the change to 
independent 
charity status from 
1st April 2016, fund 
managers will no 
longer exist and 
will be replaced by 
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Existing SFIs Proposed SFIs Explanation 
The Director of 
Finance will 
maintain a schedule 
of designated fund 
managers which be 
will approved by the 
Corporate Trustee 
Board.  This 
schedule shall have 
effect as if 
incorporated in this 
Scheme of 
Delegation. 

    

Limits for approval of 
expenditure from 
individual funds  
(subject to funds 
being available) 
 
(This needs to be 
read in conjunction 
with the Trust’s 
procedures and 
financial limits for 
contracting and 
tendering (SFI 17)) 

Designated Fund 
Manager 
 
Designated Fund 
Manager  plus one 
Executive Director 
 
Designated Fund 
Manager  plus one 
Executive Director 
and the Chair) 

5,000 
 
 

30,000 
 
 
 

Unlimited 

 
 

applying for charitable 
grants. 
 
Orders for goods and 
services may only be 
placed upon 
confirmation of the 
award of a grant and 
the Trust’s existing 
financial limits for 
budget holders will 
apply. 
 
 
 
 
 
 

 

fund advisors. 
 
Furthermore, as 
the charity will be 
wholly 
independent, fund 
advisors will be 
applying to the 
charity for grants 
and will not be able 
to directly approve 
expenditure. 
 
The amended SFI 
confirms that 
expenditure can 
only be incurred 
upon receipt of 
confirmation of the 
award of a grant 
(see also section 5 
of this report 
below).  
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4 Changes to SFI 30 Funds Held on Trust 
 
SFI 30 relating to Funds Held on Trust will need to be updated in the light of the NHS Charity’s move to independent status in April 2016.  
At present limited changes are proposed to existing SFIs as in theory the Trust could continue to act as a corporate trustee and in any 
case will need to do so until the new charity is operational).  Additional paragraphs are added concerning independent charities and 
charitable grants. This SFI may require further review in 2016/17 once the new independent charity is fully operational and the existing 
charity wound down.  
 
Existing SFIs Proposed SFIs Explanation 

30. FUNDS HELD ON TRUST 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

30.1 Corporate Trustee 
(1) Standing Order No. 2.8 outlines the Trust’s 

responsibilities as a corporate trustee for the 
management of funds it holds on trust, along with SFI 
4.8.3 that defines the need for compliance with 
Charities Commission latest guidance and best 
practice.  

 
(2) The discharge of the Trust’s corporate trustee 

responsibilities are distinct from its responsibilities for 
exchequer funds and may not necessarily be 

30. FUNDS HELD ON TRUST AND CHARITABLE 
GRANTS 
The Trust’s linked NHS charity will become independent 
on 1st April 2016 as allowed for under the Department of 
Health’s paper entitled “Review of the regulation and 
governance of NHS charities” published in March 2014. 
 
Whilst in theory the Trust could continue to operate as a 
corporate trustee of a linked NHS charity, it has entered 
into a memorandum of understanding with the new 
independent charity University Hospitals Coventry and 
Warwickshire Charity into which all donations and 
legacies will be paid. 
 
Paragraphs 30.1 to 30.4 relate the role of the Trust in 
respect of funds held on trust whilst paragraphs 30.5 and 
30.6 relate to independent charities and charitable 
grants received from other independent charities. 
 

30.1 Corporate Trustee 
(1) Standing Order No. 2.8 outlines the Trust’s 

responsibilities as a corporate trustee for the 
management of funds it holds on trust, along with SFI 
4.8.3 that defines the need for compliance with 
Charities Commission latest guidance and best 
practice.  

 
(2) The discharge of the Trust’s corporate trustee 

responsibilities are distinct from its responsibilities for 
exchequer funds and may not necessarily be 
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Existing SFIs Proposed SFIs Explanation 
discharged in the same manner, but there must still be 
adherence to the overriding general principles of 
financial regularity, prudence and propriety.  Trustee 
responsibilities cover both charitable and non-
charitable purposes.   

 
The Chief Finance Officer shall ensure that each trust 
fund which the Trust is responsible for managing is 
managed appropriately with regard to its purpose and 
to its requirements. 
 

(3) A policy for the management of charitable and other 
funds held on trust will be prepared by the Chief 
Finance Officer and approved by the Corporate 
Trustee Board (as specified in the Scheme of 
Reservation and Delegation). 

 
30.2 Accountability to Charity Commission and Secretary 

of State for Health 
(1) The trustee responsibilities must be discharged 

separately and full recognition given to the Trust’s 
dual accountabilities to the Charity Commission for 
charitable funds held on trust and to the Secretary of 
State for all funds held on trust. 

 
(2) The Schedule of Matters Reserved to the Board and 

the Scheme of Delegation make clear where 
decisions regarding the exercise of discretion 
regarding the disposal and use of the funds are to be 
taken and by whom.  All members of the Corporate 
Trustee Board and Trust officers must take account of 
that guidance before taking action.  

 
30.3 Applicability of Standing Financial Instructions to 

funds held on Trust 
(1) In so far as it is possible to do so, most of the 

sections of these Standing Financial Instructions will 
apply to the management of funds held on trust. (See 
overlap with SFI No 17.16).  

 

discharged in the same manner, but there must still be 
adherence to the overriding general principles of 
financial regularity, prudence and propriety.  Trustee 
responsibilities cover both charitable and non-
charitable purposes.   

 
The Chief Finance and Strategy Officer shall ensure 
that each trust fund which the Trust is responsible for 
managing is managed appropriately with regard to its 
purpose and to its requirements. 
 

(3) A policy for the management of charitable and other 
funds held on trust will be prepared by the Chief 
Finance and Strategy Officer and approved by the 
Corporate Trustee Board (as specified in the Scheme 
of Reservation and Delegation). 

 
30.2 Accountability to Charity Commission and Secretary 

of State for Health 
(1) The trustee responsibilities must be discharged 

separately and full recognition given to the Trust’s 
dual accountabilities to the Charity Commission for 
charitable funds held on trust and to the Secretary of 
State for all funds held on trust. 

 
(2) The Schedule of Matters Reserved to the Board and 

the Scheme of Delegation make clear where 
decisions regarding the exercise of discretion 
regarding the disposal and use of the funds are to be 
taken and by whom.  All members of the Corporate 
Trustee Board and Trust officers must take account of 
that guidance before taking action.  

 
30.3 Applicability of Standing Financial Instructions to 

funds held on Trust 
(1) In so far as it is possible to do so, most of the 

sections of these Standing Financial Instructions will 
apply to the management of funds held on trust. (See 
overlap with SFI No 18.17).  
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Existing SFIs Proposed SFIs Explanation 
(2) The over-riding principle is that the integrity of each 

Trust must be maintained and statutory and Trust 
obligations met.  Materiality must be assessed 
separately from Exchequer activities and funds. 

 
30.4 Delegation to Fund Managers 

(1) The Chief Finance Officer will maintain a schedule of 
designated fund managers and their limits of authority 
will be as set out in the Schedule of Financial Limits 
in the Scheme of Delegation. 

 
(2) The Chief Finance Officer will provide guidance to all 

appropriate officers of the Trust on the management 
and operation of charitable and other funds held on 
trust. 

(2) The over-riding principle is that the integrity of each 
Trust must be maintained and statutory and Trust 
obligations met.  Materiality must be assessed 
separately from Exchequer activities and funds. 

 
30.4 Delegation to Fund Managers 

(1) The Chief Finance and Strategy Officer will maintain 
a schedule of designated fund managers (where 
required) and their limits of authority will be as set out 
in the Schedule of Financial Limits in the Scheme of 
Delegation. 

 
(2) The Chief Finance and Strategy Officer will provide 

guidance to all appropriate officers of the Trust on the 
management and operation of charitable and other 
funds held on trust. 

 
30.5 Independent Charities 

(1) The Chief Finance and Strategy Officer will maintain 
a schedule of designated fund advisors who will be 
responsible for: 
a. advising the independent charity on the suitable 

application of charitable funds; 
b. submitting applications for charitable grants. 

(2) The Chief Finance Officer will provide guidance to all 
appropriate officers of the Trust on the process for 
applying for charitable grants; 

(3) The Chief Finance and Strategy Officer will agree 
procedures with the independent charity for the 
submission of grant applications 

 
30.6 Charitable Grants – Ordering of Goods and Services 

(1) The ordering of goods and services financed from 
charitable grants will be subject to the Trust’s 
procedures and financial limits as described in these 
Standing Financial Instructions (subject to any 
constraints or conditions imposed by the independent 
charity) 

(2) Orders for goods and services may only be placed 
upon receipt of confirmation from the independent 
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Existing SFIs Proposed SFIs Explanation 
charity of the award of a grant. 
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 Agenda item 20 Enclosure 16 
 

PUBLIC TRUST BOARD PAPER  
 

Title Audit Committee Annual Report 2015/16 
Author David Poynton, Non-Executive Director and Audit Committee 

Chair 
Responsible 
Director 

David Poynton, Non-Executive Director and Audit Committee 
Chair 

Date  28th April 2016 
 
1. Purpose  
 
The report is submitted to provide assurance to the Trust Board that the Audit Committee 
is functioning in accordance with its Terms of Reference and in line with the requirements 
of the NHS Audit Committee Handbook. 
 
2. Background and Links to Previous Papers 
 
The Audit Committee Chair presents an Annual Report to the Trust Board each year; this 
iteration covers the Committee’s activities in the financial year 2015/16. 
 
3. Narrative 
 
The detail is contained within the attached report. 
 
4. Areas of Risk 
 
There are no specific risks arising from the report because the Committee has been 
functioning in accordance with best practice and guidance.  The risk arises out of the 
Trust failing to have an effective Audit Committee in place, in that if it does not, the overall 
governance of the Trust would be in jeopardy, which could lead to potential regulatory 
intervention and action and reputational damage. 
 
5. Governance  

 
The Committee is required to prepare and present an annual report each year describing 
the work that it has done and how this has supported and contributed to the Trust’s 
governance arrangements.  This also contributes to the development of the Annual 
Governance Statement 
 
6. Responsibility 
 
The Chair of the Audit Committee is responsible for preparing the report supported by the 
Director of Corporate Affairs. 
 
7. Recommendations 
 
The Trust Board is asked to NOTE the work of the Audit Committee during 2013/14, to 
RAISE any questions or concerns and to APPROVE the Annual Report. 
 



UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 
 

AUDIT COMMITTEE ANNUAL REPORT 2015/16 
 

 
1. Introduction 
 
This Annual Report summarises the activities of the Trust’s Audit Committee (the 
Committee) for the financial year 2015/16 and sets out how it has met its terms of 
reference and complied with the duties delegated to it by the Board of Directors. 
 
The Committee is a formal committee of the Board of Directors (the Board).  It 
follows best practice guidance as set out in the NHS Audit Committee Handbook 
and provides a form of independent check upon the management upon the Trust. 
 
2. Membership and Meetings 

 
In line with best practice the Committee comprises solely Non-Executive Directors; 
thus ensuring the required degree of independence.  The terms of reference provide 
for 4 NEDs comprising membership of the Committee.  Owing to the former 
scheduling of the Committee report in the cycle of business and the planned 
departure of the former Chair, an Annual Report for the financial year 2014/15 was 
not prepared; the Audit Committee has however benefited from stable membership 
in the year 2015/16 and the scheduling has been amended to ensure that the report 
is prepared in a timely way at the end of the financial year going forwards, and that 
the member survey has been completed in readiness.  
 
The members of the Audit Committee within the period covered by this report were:  
 

• Trevor Robinson – Chair (April-June 2015) 
• David Poynton – Chair (July 2015 – current) 
• Ian Buckley 
• Ed Macalister-Smith 
• Peter Winstanley 

 
David Poynton was formally appointed to the role of Chair at the June 2015 Trust 
Board meeting. 
 
During the year, the Chief Finance & Strategy Officer and the Director of Corporate 
Affairs were in attendance at Committee meetings along with the Associate Director 
of Finance. Representatives from the Trust’s internal and external auditors, Counter 
Fraud & Security Management services were also in regular attendance to report on 
a range of risk and control issues and the financial controls and statements.   
 
The Committee reviews its terms of reference on an annual basis and for the year 
2015/16 the review was undertaken at the meeting in February 2016; minor changes 
were made at that time to strengthen arrangements around proposed changes to the 
agreed Internal Audit Plan, which now must be approved by the Audit Committee. 
 
Through its terms of reference, the Committee is responsible on behalf of the Board 
for independently reviewing the systems of governance, control, risk management 

Page 1 of 7 
Audit Committee Annual Report 2015/16 



and assurance.  Its activities cover the whole of the Trust’s governance agenda in 
line with best practice and it provides assurance to the Trust Board in relation to the 
efficacy of the system of internal control as a whole. 
 
The Committee met on 6 occasions during 2015/16; 5 ordinary meetings were held 
with an additional extraordinary meeting taking place in June 2015, at which the 
Annual Accounts for 2014/15 were discussed and recommended to the Trust Board 
for adoption.  A schedule of attendance is set out below, where (x) indicates 
attendance. 

 
Member April June 

(Extra-
ordinary) 

July October December February 

Trevor Robinson x x     
David Poynton  x x x - x 
Ian Buckley x x x x x x 
Peter Winstanley  x x - x x 
Ed Macalister-Smith x x x x x  

 
- 
 

 
3. Governance Arrangements 

 
There are 2 other committees of the Board over which the Audit Committee has an 
oversight and monitoring role; these are Quality Governance Committee (QGC) and 
Finance and Performance Committee (F&P).  The Chairs of these Committees are 
members of the Audit Committee and through that linkage and the submission of 
Committee Annual Report to the Audit Committee, the Committee is familiar with their 
work.   The Committee is reliant upon the work of QGC to provide assurance around the 
clinical governance and quality agenda and on F&P regarding matters financial and 
performance issues.  The Audit Committee has delegated a quality related matter that it 
has identified though a regular report, to QGC during the year. 
 
The Chair of the Audit Committee prepares a short summary report to the Board 
meeting that follows the Committee meeting to ensure timely information flow, within 
which, key issues are highlighted.  The minutes of the Audit Committee are formally 
submitted to the Board once approved.   

 
4. Work and Achievements 

 
The year 2015/16 saw a change in Audit Committee Chair although the transition was 
managed smoothly, with the newly appointed Chair attending the extraordinary meeting 
during which the annual accounts 2014/15 were adopted, alongside his predecessor. 
The year also saw a change in the Trust’s external auditors from PwC to KMPG. 
 
As is demonstrated by the table above, the Committee met in line with its schedule and 
achieved quoracy at each meeting.  It also considered all matters that are properly 
under its jurisdiction within the year, with the exception of producing an Annual Report 
for the 2014/15 year, for the aforementioned reason.  A Committee work-plan was 
produced for the year, which drove the agenda for each meeting and ad hoc reports 
were requested in relation to issues raised where appropriate.  The Committee built on 
the success seen in the previous year with regards to improving the number of agreed 
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actions arising out of internal audit reports being completed in line with deadlines and a 
new process has been established whereby the new Committee Chair will call in the 
owners of actions to hold them to account where delivery has slipped without good 
reason.  As a result, there is only one recommendation that has not been implemented 
at the year end. 
 

4.1 Objectives 
 
As a result of the October 2014 Committee Member survey, a number of objectives for 
the Committee were set for 2015/15 to ensure continuous improvement in the way that 
the Committee operated.  The objectives were:  
 

1. Maintain a strong focus on ensuring that all actions contained within the tracker 
are followed up in an appropriate and timely way 

2. Strengthen current Board Assurance Framework processes to ensure that the 
BAF is a dynamic and living document. 

3. Improve the focus of the Committee on security issues. 
4. Review the administrative processes including making changes to header sheets 

and agendas to allow time for reflection on the meeting. 
 
Brief commentary on progress towards meeting these objectives is detailed below: 
 
Objective Progress 
1. Good progress has been made; the number of outstanding actions on the 

tracker are at the lowest that they have been, and risk owners are now 
routinely providing updates.  The Chief Officers’ Group also has regular 
oversight of the outstanding recommendations. 

2. The approach to development of the BAF was changed for 2015/16.  Risks 
were mapped to annual objectives as opposed to 5-year objectives and a 
robust set of actions were developed in relation to each.  The format of the 
report was also changed to ensure that actions and deadlines were more 
visible.  One risk was added during the year and there were movements in 
risk scores demonstrating progress towards mitigation and the ‘live’ nature 
of the document. 

3. The Local Security Management Specialist (LSMS) attended the meeting 
for the first time in February 2016 and will be scheduled for attendance 
twice per year going forwards. 

4. The agendas are now structured to provide adequate time for debate and a 
proforma has been developed to aide feedback around the effectiveness of 
each meeting.  Changes to the header sheets are planned in line with the 
work that is being carried out in response to the Committee Review that 
was undertaken by Capsticks LLP to improve the corporate identify of 
board and committee papers.  

 
Objectives for the coming year (2016/17) are under consideration and will be presented 
to the Committee. 
 

4.2 Risk Management 
 
The Committee received and discussed the Board Assurance Framework (BAF) 4 times 
during the year in addition to which, reports relating to the risks on the BAF compiled by 
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internal audit were also received.  The opinion of Internal Audit is that the 2015/16 BAF 
meets requirements. Work to develop the 2016/17 BAF took place in the early part of 
2015/16 and for the first time, the BAF was presented to the Trust Board for approval 
ahead of the start of the financial year, which demonstrates good progress. 
 
The Committee also received a report detailing the robustness of and progress to date 
against the action plan that was developed as a result of the review of the Trust’s Risk 
Management Processes that was undertaken.  The report detailed that good progress 
was being made and the re-invigoration and re-focusing of the Risk Committee is 
expected to continue to strengthen arrangements over the coming year. 
 

4.3 Clinical Audit 
 
The Committee approved the Clinical Audit work plan for the year and was satisfied that 
it met requirements in terms of both nationally mandated and Trust driven audits.  The 
Committee was also given assurance via the report that appropriate arrangements for 
clinical governance across the Trust are in place.   
 

4.4 Regulatory Matters 
 
The Committee undertook a comprehensive review of the Standing Orders, Standing 
Financial Instructions and Scheme of Delegation in February 2016. 
 
The Committee also reviewed the following:  
 

• Register of Interests 
• Losses and Special Payments 
• Debt write offs 
• Waivers of Standing Orders/Standing Financial Instructions 
• Changes to Accounting Policies 
• Counter Fraud Policy 
• Arrangements for establishing an Auditor Panel 

 
 

4.5 Evaluation of the Committee  
 
Committee members completed the Audit Committee checklist as set out within the 
HFMA Audit Committee handbook.  The survey was carried out in accordance with the 
revised Audit Committee Handbook (3rd edition) and comprised 2 sections; 
effectiveness and processes.   
 
The report was presented in December of 2015 and therefore relates to the main period 
of this annual report.  As in the previous year, given the change in membership, the 
results of the survey must be interpreted with a degree of caution as some of the 
questions relate to whether or not reports have been presented, and the disparity in 
some of the responses may have arisen as a result of one of the current members only 
joining the Committee part way through the financial year. 
 
Notwithstanding this, assurance is given that the Committee is operating effectively and 
within its terms of reference and of the measures/recommendations that the Committee 
does not have in place, following discussion it was agreed that they were not mandatory 
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and the Trust could choose whether or not they were beneficial.  This approach was 
supported by the Trust’s Internal Auditors. 
 

5. Independent Assurance 
 
Internal Audit 
 
CW Audit Services provided the Trust’s internal audit function during 2015/16.  During 
the year the Committee received progress reports from internal audit at every meeting 
and the audit plan was changed to accommodate emerging issues as necessary.  The 
Head of Internal Audit Opinion for 2015/16 gives an overall opinion of significant 
assurance that there is a generally sound system of internal control in place. 
 
During the year the Committee received 20 detailed assurance reports from internal 
audit relating to a range of systems of internal control set out in the 2015/16 plan.  Each 
report included an assurance opinion and an action plan that was approved by 
management and accepted by the responsible Chief Officer of the Trust, other than in 
the case of advisory pieces of work where no formal opinion is given1.  Actions were 
then uploaded into the audit recommendation tracker system operated by internal audit, 
and a recommendation tracking report was then received at each meeting to enable the 
Committee to fulfil its function with regards to ensuring that agreed actions were 
followed up, and to provide assurance to the Trust Board in that regard.  There are eight 
actions that has been deferred beyond the year end, which was agreed with the Audit 
Committee Chair in advance. 
 
It should however be noted that whilst there were no reports received with a no-
assurance opinion, in contrast to the previous year where there were none, there were  
4 reports received with a limited assurance period.  The detail of the reports and their 
assurance levels are set out at Appendix A. 
 
Members of the Committee were offered the opportunity to meet with both internal and 
external audit in private at the end of each scheduled meeting (extraordinary meeting 
excepted) and such meetings periodically took place during the year. 
 

6. External Audit and Review of Financial Statements 
 
The Trust’s external audit function was provided by KMPG who were appointed as the 
Trust’s auditors for 2015/16.  The role of external audit is to review and report on the 
Trust’s financial statements and to report on whether the Trust has made proper 
arrangements for securing economy, efficiency and effectiveness in the use of its 
resources.  
 
The Committee received the Annual Audit letter from PwC relating to the 2014/15 year 
in July 2015 and KMPG started attending meetings of the Committee as of October 
2015.  The Audit Plan for 2015/16 audit of the accounts and financial statements was 
received at the December meeting.  Progress reports and briefings on emergent issues 
pertinent to the Audit Committee have also been provided.  The final report and opinion 
for 2015/16 is not available at the time of writing this report. 
 

1 Information Governance and Acute Medicine Activity Review 
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7. Counter Fraud 

 
The Trust’s Counter Fraud Service continued to be provided by CW Audit in the 
financial year 2015/16 although there was a change in the Trust’s Local Counter Fraud 
Specialist.  A Quality Assurance Assessment was undertaken by NHS Protect in 
September 2015 in relation to the self-assessment carried out by the Trust.  The results 
are set out in the table below:    
 

Area Self-rating NHS Protect Rating 
Strategic Governance Green Not assessed 
Inform and Involve Amber Amber 
Prevent and Deter Amber Not assessed 
Hold to Account Amber Red 
Overall level Amber N/A 

 
It was disappointing to see an external score of red against a self-assessed score of 
amber but a number of actions are in train to bring about improvements in these ratings.  
Progress against these actions will continue to be monitored going into 2016/17. 
 
All suspected frauds that were reported within the year were investigated with progress 
being reported within regular reports to the Committee.  A work-plan for the year was 
also approved aimed at identifying areas where fraud could potentially take place and 
working pro-actively to raise awareness of counter fraud and to promote a reporting 
culture across the Trust. 
 

8. Annual Report and Quality Account 
 
The Committee received and approved the Annual Report and Annual Accounts for 
2014/15 at its extraordinary June meeting to ensure that the content was accurate and 
consistent with the information that the Audit Committee has been privy to over the 
year.   
 

9. Conclusion  
 
The Committee is of the view that it has taken appropriate steps to perform its duties as 
delegated by the Board and that it had no cause to raise any issues of significant 
concern with the Board arising out of its work during 2015/16. 
 
In making this statement the Committee acknowledges the support given to it by 
management, in particular the Chief Financial & Strategy Officer and his team, and by 
internal and external audit colleagues. 
 
David Poynton 
Chair, Audit Committee 
April 2016 
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 Appendix A 
 
Schedule of Internal Audit Reports 2015/16 

 
Number Review Level of Assurance 
1 Data Quality VTE assessment Full 
2 Financial Ledger Significant 
3 Treasury Management Significant 
4 Creditor Payments Significant 
5 Income and Debtors Significant 
6 Payroll Significant 
7 Assurance Framework (interim)  N/A 
8 Assurance Framework (final) Level A* 
9 Information Governance Advisory 
10 Budget Setting including CIP Significant 
11 Medical Revalidation Significant 
12 Financial Delivery including CIP Significant (objectives 1-3) 

Moderate (objective 4)  
13 Consent (Theatre Procedures) Moderate 
14 Pay Arrangements for Private Practice in 

Theatres 
Moderate 

15 Outpatient Follow Ups Limited 
16 Cardiopulmonary Resuscitation Decisions Limited 
17 Consent (Radiology Procedures) Limited 

18 Waiting List Management Limited 
19 Risk Management N/A high level review 
20 Acute Medicine Activity Review Advisory  
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Agenda Item 21 Enclosure 17 
 

PUBLIC TRUST BOARD PAPER  
 

Title CQC Action Plan 
Author Sue Basham, Associate Director of Quality 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer 
Mark Radford, Chief Nursing Officer 

Date  28th April 2016 
 
1. Purpose  
 
This paper provides assurance to the Trust Board of the closure of the Action Plan 
developed in response to the Trust’s Care Quality Commission (CQC) Comprehensive 
Inspection Report published on 6 August 2015. The Trust Board is asked to endorse the 
CQC Action Plan closure.  
 
2. Background and Links to Previous Papers 
 
The CQC Comprehensive Inspection Report rated the Trust as “Requires      
Improvement”.  There were 14 “must do” and compliance actions identified within the 
report against which the Trust is required to implement a remedial plan of action.    
 
3. Narrative 
 
The Trust’s CQC Action Plan (attached) is structured around the main themes identified 
for the Quality Summit held on 4 August 2015, which respond to the “must do” actions 
and compliance actions from the CQC Report.  The report highlighted the following 
themes which require additional work to improve quality standards in the Trust;  
 

• Medical Equipment and Medical Supplies 
• Patient Flow in ED 
• Mental Capacity Act  
• Medicines Management  
• Infection Control  
• DNACPR Forms  
• Sufficient Suitably Skilled Staff  
 

The CQC identified an additional compliance action regarding Risk Management 
processes within the Trust.  Although this did not appear in the “must do” actions in the 
CQC report, associated actions have been identified in the action plan.   
 
Additionally not highlighted as a ‘must do’, a separate set of specific urgent actions have 
been included in the plan in response to the Inadequate rating for ‘Safe’ in the 
Outpatients (Radiology) Service.  
 
Relevant leads and services have been proactively addressing the actions within the plan 
to completion.  It can now be reported that all 109 actions identified have been completed 
and closed.    
 
 
 



4. Areas of Risk 
 
If the Trust does not take steps to respond to the “must do” actions identified within the 
CQC report then patients could potentially suffer harm and the Trust could face regulatory 
action, which could impact  negatively on its reputation.  The completion of the actions 
identified within the plan mitigates against this risk along with the continuation of the 
‘Getting the Basics Right’ internal inspection programme, which will ensure that 
compliance is assessed on an on-going basis 
 
5. Governance  
 
The actions identified within the Action Plan will address areas for improvement in 
compliance of statutory regulations within the Health and Social Care Act 2008 (amended 
2014).    
 
Progress against the Action Plan has been monitored by the Chief Inspector of Hospital 
Programme Board, with oversight by the Quality Governance Committee.  
 
Progress against the delivery of the plan is also being monitored by the NHS Trust 
Development Authority (now NHS Improvement) and the CQC.  
 
6. Responsibility 
 
The Action Plan identifies Lead Executive Officers, supported by identified lead officers, 
with responsibility for continued delivery of the completed action plan.  This will be 
assessed by the Getting the Basics Right Programme, which will provide assurance 
against the markers of evidence on an ongoing basis. 
 
7. Recommendations 
 
The Board is invited to ENDORSE the closure of the Trust’s Action Plan in response to 
the CQC’s Comprehensive Inspection Report.  
 
Name and Title of Author: Sue Basham, Associate Director of Quality 
Date: 28th April 2016 
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CQC Must DO Action Plan_Final_15.10.15_v1.0.xlsx

Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

a)    Theatres to implement a specific Quality and Safety 
checklist. This includes oxygen cylinders within theatres and 
anaesthetic rooms, to ensure they are full and within date.

04/08/2015 Completed*

b)   Review Theatre Quality and Safety checklist  after 1 month to 
assess effectiveness and feedback to staff. 30/11/2015 Completed

c) Review and revise the Safe Surgery Policy 30/11/2015 Completed

d)    Develop video training promoting best practice of quality 
checks and commence roll out 30/09/2015 Completed

e)     Commence recruitment process for Clinical Education 
Facilitators to support compliance with safety checks. 26/08/2015 Completed

f)   Implement a process to undertake monthly compliance checks  
by Matron to provide assurance. 04/08/2015 Completed*

g)   Maternity to introduce a process for Labour Ward Co-
ordinator to check emergency equipment daily.  04/08/2015 Completed*

h)   Resusitaires in each labour ward room to be checked by 
Midwife allocated to patient, signed and checked after every use. 04/08/2015 Completed*

j)   Maternity to introduce a process for check of Neonatal resus 
trolley in labour ward. 04/08/2015 Completed*

NB: Oversight of the delivery of this Action Plan takes place on a monthly basis by the Quality Governance Committee (a sub-committee of the Trust Board) Last Updated: 15/03/2016

UHCW CQC Action Plan * Actions completed between Inspection (13.3.15) and Quality Summit (4.8.15) 

MEDICAL EQUIPMENT AND MEDICAL SUPPLIES

Chief Nursing Officer

Regulation 17 including 17 (a) of the Health 
and Social Care Act 2008 (Regulated 
Activities) Regulations 2014.

(a) assess, monitor and improve the 
quality and safety of the services provided 
in the carrying on of the regulated activity 
(including the quality of the experience of 
service users in receiving those services)

The provider did not operate effective 
systems to identify, assess or monitor risks 
relating to the health, safety and welfare of 
people who use services and staff. This 
included risk management processes for 
the maintenance of equipment.

Relating specifically to:
St Cross - medical wards
UHCW - surgical wards

   

Nursing and Midwifery 
Committee

1.Ensure that the Trust’s systems to review 
equipment and audit compliance are 
effective relating to checking resuscitation 
equipment.

Matron for Theatres

Head of Midwifery



2
CQC Must DO Action Plan_Final_15.10.15_v1.0.xlsx

Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

k)   Maternity to review new processes 6 months after inspection 
to ensure process embedded and being sustained. 30/09/2015 Completed

a)   Trust wide, individual Matrons to determine local process for 
checking resuscitation equipment and medical gases with each 
Ward Manager.

30/09/2015 Completed

b)    Review and amend Quality and Safety Matrix to ensure it 
includes CQC findings 30/09/2015 Completed

c)    Continue monthly assurance audit with addition of quarterly 
'Critical Friend' review and assessment  24/08/2015 Completed

d)    Continue monthly reporting and discussion of findings at 
Matron Care Quality Forum. 24/08/2015 Completed

e)    Undertake Getting The Basics Right (GTBR) programme to 
measure compliance 30/11/2015 Completed

  

Nursing and Midwifery 
Committee

        
      

  

      
       

        
       

     

      
       

        
       

     
   

  
    

   
UHCW - medical wards

   
       

     
     

2.Ensure that the Trust systems to review 
equipment and audit compliance are 
effective so far as they relate to checking 
resuscitation equipment and medical gases.

  

Deputy Chief Nursing 
Officer
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

a)   First ‘Perfect Week’ cycle to be conducted.  04/08/2015 Completed*

b)   Ring fence a cubicle for corridor patients to improve privacy 
and dignity.  04/08/2015 Completed*

c)   Implement Rapid Assessment and Treatment during 
weekdays.  04/08/2015 Completed*

d)   Develop and monitor direct pathways to medical and surgical 
assessment units supported by MDT working.  30/11/2015 Completed

e)      Repeat Perfect Week cycle 30/11/2015 Completed

f)    Develop a programme for delivery of Perfect Week to embed 
practice. 30/11/2015 Completed

PATIENT FLOW IN ED
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

g)    Map and consolidate all ambulatory pathways.  30/11/2015 Completed

h)      Explore the introduction of escalation models to provide 
additional resilience out of hours. 30/11/2015 Completed

i)   Improve staffing in observation unit to improve flow and ensure 
prompt review of patients 30/11/2015 Completed

Chief Operating Officer

3.Improve the ability of the emergency 
department to consistently respond safely 
to the demands placed on it and to respond 
to patient needs in a timely way once they 
have arrived at the hospital and in a way 
that promotes patient’s privacy and dignity.

N/A Emergency Care 
Improvement Board

Clinical Director of 
Emergency Medicine
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

 Director of Estates and 
Facilities

j)   Develop a preferred option to increase resus capacity to allow 
acuity patients to be managed in bays with more space 30/11/2015 Completed
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

a)     Undertake a local Trust wide training review analysis.  04/08/2015 Completed*

b)     Reinforce availability of Deprivation of Liberty awareness 
cards and posters.  04/08/2015 Completed*

c)     Increase face to face training to areas with monthly 
monitoring, also targeting ED teams.  04/08/2015 Completed*

d)     Deliver further bespoke power training for key areas, 
including ED and Outpatients. 31/10/2015 Completed

e)    Commence a rolling programme of awareness sessions on 
wards.  31/10/2015 Completed

f)     Each Ward to have a Mental Capacity Act/Deprivation of 
Liberty resource folder.  01/11/2015 Completed

a)      Increase awareness of Assessing Mental Health in ED 
policy.  04/08/2015 Completed*

b)      Establish regular ‘Mental Health Awareness’ training days for 
Trust staff, including ED staff. 04/08/2015 Completed*

c)      Highlight Mental Health guidelines and access to related 
guidance at trust induction.  04/08/2015 Completed*

d)     Continue to deliver Mental Health refresher training to all ED 
staff  30/11/2015 Completed

 

5. Review and reinforce staff knowledge of 
       

         
       

 

Regulation 18  including Regulation 18 (1) 
of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.

(1) Sufficient numbers of suitably qualified, 
competent, skilled and experienced 
persons must be deployed in order to meet 
the requirements of this Part.

Ensure staff are aware of and have an 
understanding Mental Capacity Act 2005 
and Deprivation of Liberty Safeguards 
training, and able to apply in practice.

Relating specifically to:
UHCW - Emergency and Outpatients
UHCW - Trust wide

Chief Nursing Officer

4.Ensure all staff have a clear 
understanding of Mental Capacity Act 2005 
and deprivation of liberties as they apply in 
practice to the service provided. 

Nursing and Midwifery 
Committee

Associate Director of 
Nursing - W&C and 

Safeguarding

   
 

MENTAL HEALTH ACT
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

e)   Introduce CRRS functionality to record capacity and 
document applications of MCA or MHA trust wide 30/11/2015 Completed

f)   Support the re-expansion of Arden Mental Health Acute Team 
hours. 30/11/2015 Completed

Safeguarding Committee

     g   
the ‘Assessing mental health in ED’ policy 
in order to better support staff to protect the 
rights of patients when any restraint power 
is used.

       
        

   

      
    

        
    

        
     

     
      

  
    
   

  

Clinical Director of 
Emergency Medicine
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

a)     Review CD storage at Rugby St Cross.  04/08/2015 Completed*

b)    Procure new CD cabinets for Rugby St Cross 30/11/2015 Completed

c)   Review all CD storage on UH medical wards to ensure they 
meets legislative requirements 30/11/2015 Completed

d)     Improve compliance with ‘Duthie’ and Trust policy of Trust 
staff by informal pharmaceutical support 04/08/2015 Completed*

7. Ensure the practice of multi-use 
administration of intravenous infusions is 
stopped until assurance can be made that it 
is safe and appropriate practice. 

 Associate Director of 
Nursing, Quality and 

Patient Safety,
 Pharmacy Governance 

Manager  
&  Director of Pharmacy

a)     Cease all practice of multi use administration of intravenous 
infusions.  04/08/2015 Completed*

a)     Increase delivery of medicines management workshops to 
monthly.  04/08/2015 Completed*

b)      Include recording and monitoring of expiry dates to 
electronic medicines cupboard business case. 30/09/2015 Completed

c)    Include medicines management in all staff nurse 
competencies. 30/11/2015 Completed

a)  Patients own medicines to be stored separately from ward 
stocks 04/08/2015 Completed*

MEDICINES MANAGEMENT

9. The Trust should ensure that people who 
use services and others are protected 
against the risks associated with the unsafe 
management and storage of medicines.  The 
Trust should ensure that there is a system 
in place to prevent medicines of different 

      
        

     

     
 

6. Review medicines management within the 
medical division to ensure that controlled 
medicines are stored securely. 

Regulation 12 including Regulation 12 (2) 
(b) (g) (h) of the Health and Social Care Act 

2008 (Regulated Activities) Regulations 
2014.

(b) doing all that is reasonably practicable 
to mitigate any such risks;

       

       
      
      

 

       
      

      
        

       
       

        
     

  
   

  
    

Director of Pharmacy

Associate Director of 
Nursing, Quality and 

Patient Safety, 
Pharmacy Governance 
Manager & Director of 

Pharmacy

   
   

  
  

    

8. Implement robust processes in place to 
ensure that intravenous fluid expiry dates 
were checked to ensure that they were 
within date prior to be administered.
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

b)    Medicines Management Training to include information 
around expiry date checks 04/08/2015 Completed*

c)   Develop an options appraisal for the installation of electronic 
medicines cupboards.     30/11/2015 Completed

d)  Raise awareness of the top 3 medication incidents, including 
omitted doses, by inclusion in speciality QIPs, the Trust wide 
Medicines Management newsletter, the Patient Safety Newsletter 
and at Grand Round

30/11/2015 Completed

e)   Risk assessment to be completed for community midwives' 
current medicines management practice 30/11/2015 Completed

f)    Deliver Getting the Basics Right to ensure compliance with 
Duthie and Trust's medicines policy standards 30/11/2015 Completed

        
      

       
       

        
       

patients being confused and/or ensure that 
patients received or have access to all their 
medication when it was required. 

Medicines Management 
Committee

Chief Medical and 
Quality Officer

      
          

    

       
    

(g) the proper and safe management of 
medicines;

(h) assessing the risk of, and preventing, 
detecting and controlling the spread of, 

infections, including those that are health 
care associated

People who use the services were not 
protected against the risks associated with 

the unsafe management and storage of 
medicines. The trust did not have a system 
in place to prevent medicines of different 
patients being confused and or to ensure 
that patients received or had access to all 

their medication when it was required

Relating specifically to:
St Cross - medicine

UHCW - surgery
UHCW - medicine and surgery

Associate Director of 
Nursing, Quality and 

Patient Safety, 
Pharmacy Governance 
Manager & Director of 

Pharmacy
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

g)    Disseminate  remedial medicines management actions 
resulting from Getting the Basics Right Programme to Ward 
Managers

30/11/2015 Completed

h)   Monitor ambient room temperature storage for medicines at 
Rugby St Cross (Hoskyn, Oak and Mulberry wards) 02/04/2015 Completed

I)   Review of storage of medicines temperature control risk 
assessment 31/10/2015 Completed

Clinical Tutor j)   Junior doctor competency check regarding safe prescribing 31/12/2015 Completed

a)     Review all  Post Infection Reviews (PIR i.e. root cause 
analysis)  of each MRSA case during 2014/2015 04/08/2015 Completed*

b)     Blood Stream Infection action plan to be presented to board.  04/08/2015 Completed*

    
 

      
          

    

       
    

       

       
      
      

 

      
      

        
    

       
      

     
     
      

    

  
    

   

   
 

        
      

       
       

        
       

      
        

     

     
 

      
          

    

       
    

       

       
      
      

 

       
      

      
        

       
       

        
     

  
   

  
    

      
     

     

   
   

  
  

    

INFECTION PREVENTION AND CONTROL
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

c)  Deliver MRSA screening training for non-compliant areas 31/10/2015 Completed

d)     Introduce a core group specific infection prevention and 
control score card including screening data.  04/08/2015 Completed*

e)      Introduce new performance dashboards for wards that 
include infection control KPI's  31/10/2015 Completed

f)     Commence training for MRSA decolonisation via informal 
training for nursing staff to achieve 95%  01/07/2015 Completed

g)   Increase surveillance approaches for Infection Control KPIs
- CVC
- Cannula compliance
- MRSA screening
- MRSA incidents
through establishment of database and robust reporting

01/07/2015 Completed

    
 

      
          

    

       
    

       

       
      
      

 

      
      

        
    

       
      

     
     
      

    

  
    

   

   
 

10. Ensure all patients attending elective 
operations, including caesarean section, are 
routinely screened for MRSA before surgery.



12
CQC Must DO Action Plan_Final_15.10.15_v1.0.xlsx

Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

h)    Finalise pre-operative pathway 30/09/2015 Completed

I)    New pre-operative pathway to go live 31/10/2015 Completed

j)    Commence 1:1 meetings with Ward Manager / Matron and 
Chief Nursing Officer regarding quality metrics, including MRSA 
screening 

31/10/2015 Completed

a)  Undertake a  review of current MRSA policy. 31/10/2015 Completed

b)     Discuss the policy at Matron and Ward Manager Care Quality 
Forum for cascade to ward/service teams and Clinical Directors 30/11/2015 Completed

c)    Complete review and update current policy for transfer and 
receiving of infected patients 31/10/2015 Completed

Chief Nursing Officer Modern Matron, 
Infection Control

Regulation 12 including Regulation 12 (2) 
(b) (g) (h) of the Health and Social Care Act 

2008 (Regulated Activities) Regulations 
2014.

(b) doing all that is reasonably practicable 
to mitigate any such risks;

(g) the proper and safe management of 
medicines;

(h) assessing the risk of, and preventing, 
detecting and controlling the spread of, 

infections, including those that are health 
care associated

The provided did not operate effective 
systems designed to prevent, detect and 

control the spread of infection and did not 
maintain appropriate standards of 

cleanliness and hygiene. There is no robust 
process for identifying inpatients with an 
infection, which can contaminate other 

patients during transfers around the 
hospital. Staff did not always follow 

infection prevention and control guidance.

Relating specifically to:
UHCW - Medicine and Outpatients

UHCW - Trust wide 11. Ensure the trust has a robust policy for 
transporting patients with an infection or 
who may be at risk of acquiring an infection 
in the hospital, so that staff are aware that 
special precautions need to be put in place 
to protect the patient and the public

Infection Prevention and 
Control Committee
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

d)    Cascade transfer and receiving of infected patient policy at 
Matron and Ward Manager Care Quality Forum 30/11/2015 Completed

e)   Commence  monitoring of adherence to MRSA policy and 
Transfer and Receiving Infected Patients policy. 31/12/2015 Completed
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

a)     Consultants and junior doctors to be informed in writing of the 
Trust DNA CPR policy 04/08/2015 Completed*

   DNA CPR completion issues to be included in all mandatory 
ALS resus training.  04/08/2015 Completed*

b)     Commence ongoing programme of 'Difficult Conversations' 
workshops for consultants  04/08/2015 Completed*

c)     Internal Audit findings to be presented at Resus Committee, 
and FY1 and FY2 protected teaching.  04/08/2015 Completed*

d)     Present the results of Internal Audit of DNACPR to Grand 
Round.  16/10/2015 Completed

e)  Undertake a Getting The Basics Right review, to include 
completion of DNACPR forms 30/11/2015 Completed

f)     Schedule a repeat DNACPR audit  to be completed prior to 
March 2016.  30/11/2015 Completed

Chief Medical and 
Quality Officer

Resuscitation 
Committee

Regulation 17 including Regulation 17 (2) 
(c ) of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.
(c) maintain securely an accurate, 
complete and contemporaneous record in 
respect of each service user, including a 
record of the care and treatment provided 
to the service user and of decisions taken 
in relation to the care and treatment 
provided;
(1) The provider had not ensured that 
service users were protected against the 
risks of unsafe or inappropriate care and 
treatment arising from a lack of proper 
information about them by means of the 
maintenance of:
(a) an accurate record in respect of each 
service user which shall include 
appropriate information and documents in 
relation to the care and treatment provided 
to each service user.
Documentation relating to patients' "do not 
attempt cardio-pulmonary resuscitation" 
(DNACPR) records across the trust were 
not always accurately completed. 
Incomplete or incorrect DNACPR forms can 
lead to patients being subjected to 
resuscitation attempts when this is not 
appropriate or in line with their wishes, 
Relating specifically to: UHCW - Trust wide

DNACPR FORMS

12. Ensure that ‘Do not attempt cardio- 
pulmonary resuscitation’ (DNACPR) forms 
are completed accurately. 
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

g)    Review alignment of Trust DNACPR policy against new 
national policy (dependent upon national launch by end 2015).  31/12/2015 Completed

a)    Undertake a review of the Trust's "Risk Management" 
processes 31/10/2015 Completed

b)   Produce an associated action plan for implementing any 
agreed changes as a result of the above review 31/10/2015 Completed

RISK
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

c)    Review the process for escalation and discussion of all 
outstanding SI actions 30/09/2015 Completed

d)    Review the risk registers and outstanding SI actions for 
Rugby St Cross Medicine specialties and UH Surgery specialties. 31/10/2015 Completed

e)    Feed back the findings of the review to the relevant specialty 
QIPS meetings 31/10/2015 Completed

a)   Appoint a recruitment lead nurse. 04/08/2015 Completed*

  

       
        

   

     
    

        
    

       
      

     
     

       
 

  
    

   

Regulation 17 including 17 (a) of the Health 
and Social Care Act 2008 (Regulated 

Activities) Regulations 2014.

(a) assess, monitor and improve the 
quality and safety of the services provided 
in the carrying on of the regulated activity 
(including the quality of the experience of 
service users in receiving those services)

The provider did not operate effective 
systems to identify, assess or monitor risks 
relating to the health, safety and welfare of 

people who use services and staff. 
This included incident-reporting systems 

within the trust where we found action 
plans open, overdue and uncompleted.

Relating specifically to:
St Cross - Medicine

UHCW - Surgery

      
     

       
     

       
 

   

Risk Committee Associate Director of 
Quality Safety and Risk

  

Chief Medical and 
Quality Officer  

STAFFING
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

b)    Reduce HCA vacancies 30/11/2015 Completed

c)    Complete a local (Birmingham) and overseas (Ireland) 
recruitment programme. 04/08/2015 Completed*

d)     Introduce more attractive bank rates. 31/07/2015 Completed

e)    Undertake ward staffing reviews including Medical Wards at 
Rugby St Cross 31/07/2015 Completed

f)   Remodel workforce based on review outcomes including 
medical wards at Rugby St Cross 30/11/2015 Completed

g)   Establish an Enhanced Observation team to support wards. 30/11/2015 Completed

Patient Safety 
Committee Chief Medical and 

Quality Officer 
Deputy Chief Medical 

Officer

h)   Commence phased programme to ensure medical staffing in 
the cardiac critical care unit meets the requirements of the 
intensive care standards

31/12/2015 Completed

Chief Nursing Officer

Regulation 18  including Regulation 18 (1) 
of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014.

Sufficient numbers of suitably qualified, 
competent, skilled and experienced 
persons must be deployed in order to meet 
the requirements of this Part.

Appropriate steps had not been taken to 
ensure that there were sufficient numbers 
of suitably qualified, skilled and 
experienced nursing and other staff 
working services to meet the needs of 
service users.

Relating specifically to
UH - Cardiac Critical Care
St Cross - Medical

13.Ensure that there are sufficient numbers 
of suitably skilled, qualified and 
experienced staff, in line with best practice 
and national guidance, including Mental 
Capacity Act 2005 and Deprivation of Liberty 
Safeguards training.

Nursing and Midwifery 
Committee

RADIOLOGY 

Deputy Nursing Officer
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

a)   Radiology internal action plan produced. 25/08/2015 Completed

b) Hold a review meeting of CQC MUST DO action plan with 
Radiology staff 30/09/2015 Completed

c)  Introduce observations of care standards 30/11/2015 Completed

d)  Undertake a compassion and care workshop with Radiology 
staff and agree on-going programme of workshops 30/11/2015 Completed

e)  Commission an external peer review of Radiology 30/11/2015 Completed

f)   Complete a Getting The Basics Right Review to include 
specific Key Lines of Enquiry 30/11/2015 Completed

g)    Identify Infection Prevention and Control nurse with remit for 
OPD/Radiology 19/08/2015 Completed

       
       

      
        

     
         
  

  

Chief Nursing Officer Modern Matron of 
Outpatients
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

h)    Deliver targeted training of OPD/Radiology UH staff to reach 
95% in hand hygiene 31/12/2015 Completed

I)   Undertake a baseline audit of vascular access insertion 
compliance 30/09/2015 Completed

j)    Commence 10% increase per month of compliance until 
minimum of 95% compliance is achieved for vascular access 
insertion

31/10/2015 Completed

k)    Review scrub competencies specific to Radiology Practice 30/09/2015 Completed

l)    Deliver scrub training to Band 6 and Band 7 nursing staff 31/10/2015 Completed

m)    Review risk register and CAE process. 30/11/2015 Completed

n)    Identify alternative patient flow model.  04/08/2015 Completed

14. Although not highlighted as a 'MUST 
DO', on reviewing the final CQC Inspection 
Report the Trust has included specific 
urgent actions in response to the rating of 
Inadequate in the Radiology (Outpatients) 
Service.  Specific areas of focus in the plan 
address the following:

Culture
Process
Environment

N/A
Patient Safety 

Committee
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

o)    Review feasibility and commencement of ISAS Accreditation 
process for Radiology.  30/11/2015 Completed

 p)    Review incentives for staff engagement. 30/11/2015 Completed

q)    Identify alternative Radiology provision off site and within 
UHCW 04/08/2015 Completed

 Director of Estates and 
Facilities r) Agree plan for remedial building works implementation.  31/10/2015 Completed

       
       

      
        

     
         
  

  

Clinical Director for 
Radiology

"SHOULD DO" ACTIONS 

Chief Operating Officer
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Compliance Actions “Must do” area for improvement Monitoring 
Committee Exec Lead Delivery Lead Identified actions By When Status

N/A N/A CIH Programme Board Chief Medical and 
Quality Officer

Acting Associate 
Director of Quality 
Effectiveness and 

Compliance

a)  Develop and deliver a process to respond to "should do" 
actions with the report. 30/11/2015 Completed



Completed
In Progress
Overdue
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INTERIM COMMITTEE REPORT TO BOARD 
Purpose: This report has two purposes; firstly to assure the Board that the committees that it 
has formally constituted are meeting in accordance with their terms of reference and secondly to 
advise Board Members of the business transacted at the most recent meeting and to invite 
questions from non-committee members thereon. 
Committee Name: Finance and Performance Committee   
Committee Meeting Date: 21st April 2016 
Quoracy: No 
Apologies: Barbara Beal  & David Poynton 
Committee Chair: Ian Buckley 
Report submitted by: Ian Buckley, Vice Chair 
1. Minutes 

The minutes of the March meeting were approved. 
2. Aligning Planning and Performance 

In line with the request made by the Trust Board in March, the Committee received a helpful 
report detailing the links between the planning process and the performance management 
framework.  It was noted that significant progress had been made in relation to strengthening 
the performance management framework over the preceding 12-months and the Committee 
was assured that the appropriate linkages are in place.   

3. Theatres Update 
The Committee has for some time been seeking assurance that action is being taken to 
improve theatre efficiency and received a report relating to the number of hours lost through 
delayed start times.  Assurance was given that this will be an area of focus at the Group 
performance review meetings and it was agreed that a presentation would be given to the 
Committee at a later date in relation to theatre productivity. 

4. Agency Spend  
The Committee was asked by the Audit Committee to review agency spend following a 
report that was received at the April meeting.  Assurance was given that controls were in 
place and the resultant success seen to date in reducing nurse agency spend was noted.  
The focus will now be on medical and AHP spend and reducing the spend and run rate 
through various controls and measures.  The Committee will continue to monitor this area 
given the impact on the financial position and the agency cap of £26.5m. 

 
The Board is asked to note the business discussed at the meeting and to raise any questions in 
relation to the same. 
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INTERIM QGC 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 April 2016 
Quorate: Yes                    Apologies: Karen Martin, Meghana Pandit, Mark Radford & Barbara Beal 
Chair: Ed Macalister-Smith 
1. 2015 Board Walkrounds – the Committee received a report against the actions identified as part of the 

Walkrounds Programme in 2015.  All actions had been completed or superseded.  Committee members 
welcomed the importance of the programme in identifying quality and safety concerns at ward/department 
level, testing compliance, but must not be allowed to be used to by-pass normal management processes. 
Future 2016-17 actions will be reported via the quarterly Patient Experience Report at Trust Board. 

2. CQC Action Plan – it was noted that all ‘must do’ actions were now complete.  Compliance monitoring 
would continue, and a report on “should-do” actions prepared. 

3. Nursing Indicators (Heatmap) the Committee welcomed the report and the development of the QUESST 
tool as a way of measuring and presenting trend data across wards and departments, and thereby driving 
up quality performance. 

4. Clinical Coding; the report detailed the significant improvement in the IG Toolkit score against coding, the 
changes that were being made to the department and the potential procurement of a tool that would assist 
in coding accuracy, audit and performance monitoring.  The upswing in palliative care coding was 
welcomed. 

5. Medical Locums; the Committee felt that the risks posed by the shortage of doctors in some specialities 
from a quality perspective and in light of the agency cap, should feature on the risk register.  The 
Committee also requested that a clear exposition of the Trust’s position following the extensive work that 
has been undertaken, together with the associated risks, be presented to Trust Board for further 
discussion. 

6. QGC Work Programme 2016-17; a review of the Committee work programme has been undertaken and 
a radical change has been suggested, which will reduce duplication of effort between Committees, and will 
allow QGC more time to focus on ‘deep dives’ and to take a more strategic perspective.  The final 
programme will be discussed at the May meeting and discussion at Trust Board will be required to ensure 
that the Board is aware of the work that QGC is doing, and ensure that there is robust debate at Board 
level around quality indicators within the IPQR. 
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INTERIM COMMITTEE REPORT TO BOARD 
Purpose: This report has two purposes; firstly to assure the Board that the committees 
that it has formally constituted are meeting in accordance with their terms of reference and 
secondly to advise Board Members of the business transacted at the most recent meeting 
and to invite questions from non-committee members thereon. 
Committee Name: Audit Committee 
Committee Meeting Date: 11th April 2016  
Quoracy: Yes 
Apologies: Peter Winstanley, David Moon, Rebecca Southall, David Eltringham 
Chair: David Poynton, Non-Executive Director 
Report submitted by: David Poynton, Non-Executive Director 
1. Internal Audit Report – Waiting List Management 
An overall conclusion of ‘limited assurance’ was provided in the design and operation of 
controls, in relation to elective waiting list management.  
 
The Audit Committee received assurance that an action plan and programme of support 
has been developed with the intention of creating a more centralised approach to waiting 
list management. Internal Audit plan to conduct a further review in September to ensure 
that all milestones within the action plan have been met and the conclusion of that review 
will be presented to the Audit Committee in November 2016. 
2. Pay Arrangements to for Private Practice in Theatres 
An overall conclusion of ‘moderate assurance’ was provided on the design and operation 
of the system’s internal controls to prevent risks from impacting on achievement of the 
system’s objectives.  
 
The Committee delegated to the Finance and Performance Committee to review in 
greater detail the timeliness of invoices raised and to seek assurance around the 
mechanisms in place to improve this.  
3. Annual Internal Audit Report 2015/16 and Head of Internal Audit Opinion 
The overall conclusion of ‘significant assurance’ was given on the basis that there is a 
sound system of internal control and underpinning supporting framework, designed to 
meet the organisations objectives. 
4. Nursing and Midwifery Council (NMC) Hearing Closure Report 
The Committee received details of a recent NMC misconduct hearing concerning a former 
Trust employee in relation to misconduct involving serious departures from the 
professional standards required of a registered nurse. The conclusion of the hearing was 
that all twelve charges brought against the subject were found to be proven. The NMC 
advised that the proportionate and appropriate sanction, sufficient to satisfy the public 
interest and maintain confidence in the profession, was a striking-off order. 
5. External Audit Progress Report 
The Committee noted the results of data analysis in relation to the recording of sickness 
absence and return to work interviews and observed that the Finance and Performance 
Committee were already providing close scrutiny of the management of sickness and at 
specialty group level and will be asked to consider the analysis around the return to work 
interviews at the same time. 
6. Board Assurance Framework (BAF) 2016/17 
The Committee noted the BAF for 2016/17, which had been approved by the Trust Board 
in March and further noted that a number of risks from 2015/16, which translated into the 
risks for 2016/17 have been linked to the revised risk and closed off. 
 
The Committee requested review of the Internal Audit Plan for 2016/17 to ensure that it 
appropriately reflects the risks on the BAF 2016/17 and provides the necessary 



 
   

assurance. This will be presented to the Audit Committee in July 2016. 
7. UHCW Clinical Audit Assurance Framework – self assessment 2016/17 
The Committee noted the outcome of the self-assessment against the Clinical Audit Guide 
for NHS Boards and Partners and supported the actions to improve self-assessment 
scores in the Clinical Audit Development Plan. The Committee delegated to the Quality 
Governance Committee to monitor progress against the actions to improve the baseline 
self-assessment scores. 
8. Audit Committee Annual Report 
The Committee approved the annual report which set out the work undertaken by the 
Audit Committee in 2015/16, progress against the self-set objectives and evaluation of 
effectiveness of the Committee and its processes, in line with best practice guidance as 
set out in the NHS Audit Committee Handbook, subject to some minor amendments.  
 
The final document will be presented to the Trust Board in April, providing assurance to 
how the Committee has met its terms of reference and complied with duties designated to 
it by the Board. 

 
 
The Board is asked to NOTE the business transacted at the meeting and to RAISE 
any questions in relation to the same. 
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