
 
PUBLIC TRUST BOARD MEETING TO BE HELD ON THURSDAY  

27th OCTOBER 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 

1.  World Class Colleague Award 
Chairman / Chief Executive Officer For Noting Verbal 10 

Standing Items   
2.  Apologies for Absence  

Chairman 
   

3.  Declarations of Interest 
Chairman 

For Assurance Verbal  

4.  Confirmation of Quoracy 
Chairman 

For Assurance Verbal  

5.  Minutes of Public Board Meeting 
held on the 29th September 2016 
Chairman 

For Approval Enclosure 1  

6.  Matters Arising 
Chairman 

For Assurance Verbal  

7.  Trust Board Action Matrix 
Chairman 

For Approval Enclosure 2  

Business Items   
8.  Chairman’s Report 

Chairman For Assurance Enclosure 3 5 

9.  Chief Executive Officer and Chief 
Officers Reports 
Chief Executive Officer 

For Assurance Enclosure 4 
5 

Performance  
10.  Integrated Quality, Performance 

and Finance Monthly Report incl. 
Performance Benchmarking 
Quarterly Report 
Chief Workforce & Information Officer 

For Assurance Enclosure 5 

30 

Patient Quality and Safety   
11.  Infection Prevention & Control 

Quarter 2 Report  
Chief Nursing Officer 

For Assurance Enclosure 6 10 

12.  Safeguarding Vulnerable Adults 
and Children’s Quarter 2 Report  
Chief Nursing Officer 

For Assurance Enclosure 7 10 

13.  Mortality Performance Quarter 2 
Report 
Chief Medical & Quality Officer 

For Assurance Enclosure 8 10 

14.  ‘We Care’ Patient Experience 
Quarter 2 Report 
Chief Medical & Quality Officer 

For Assurance Enclosure 9 10 
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15.  Board Assurance Framework 

Quarter 2 Update 
Chief Medical & Quality Officer 

For Approval Enclosure 10 10 

16.  Mandatory Training Report 
Chief Workforce & Information Officer 

For Approval Enclosure 11 10 

Strategy 
17.  Together Towards World Class 

Programme Update 
Chief Information & Workforce Officer 

For Assurance Enclosure 12 10 

Regulatory, Compliance and Corporate Governance 
18.  Care Quality Commission 

Registration Report  
Chief Nursing Officer 

For Assurance/ 
Approval  Enclosure 13 5 

19.  Timetable of Board, Board 
Committee and Board Seminars 
2017 
Director of Corporate Affairs 

For Approval Enclosure 14 5 

20.  Appointment of UHCW Trustee to 
Charity 
Chairman 

For Approval Enclosure 15 5 

21.  Matters delegated to Board 
Committees 
Chairman 

For Assurance Verbal 5 

Feedback from Key Meetings   
22.  Quality Governance Committee 

Monthly Report of 17th October 
2016 
Chair, Quality Governance Committee 

For Assurance Enclosure 16 5 

23.  Finance and Performance 
Committee Monthly Report of 19th 
October 2016 
Chair, Finance and Performance 
Committee 

For Assurance Enclosure 17 5 

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

The next meeting of the Trust Board will take place on Thursday 24th November 
2016 at 10.00 am, University Hospitals Coventry and Warwickshire 

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

HELD ON THURSDAY 29th SEPTEMBER 2016 AT 10.00 A.M. IN ROOM 10009/11 OF THE  
CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY  

 
AGENDA 
ITEM 

DISCUSSION ACTION 

   
HTB 
16/176 

PRESENT 
 

 

 Mrs B Beal, Non-Executive Director (BB)  
Mr I Buckley, Vice Chair (IB) 
Mr D Eltringham, Chief Operating Officer (DE) 
Professor A Hardy, Chief Executive Officer (AH) 
Professor S Kumar, Non-Executive Director (SK) 

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

HTB 
16/177 

APOLOGIES FOR ABSENCE  

 There were no apologies. 
 

 

HTB 
16/178 

CONFIRMATION OF QUORACY  

 The Chairman declared the meeting to be quorate.  
 

 

HTB 
16/179 

DECLARATIONS OF INTEREST  

 There were no conflicts of interest declared.  
   
HTB 
16/180 

MINUTES OF TRUST BOARD MEETING HELD ON 28th JULY 2016  

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

 

HTB 
16/181 

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

 

  
HTB 
16/182 

TRUST BOARD ACTION MATRIX  

 MP advised that item HTB/16/165 will be presented to the October meeting of the 
Quality Governance Committee and therefore, should remain on the action matrix 
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for the time being. 
 
The Trust Board NOTED the items in progress and APPROVED the removal of 
those actions marked as complete. 
 

HTB 
16/183 

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 
16/184 

CHIEF EXECUTIVE OFFICER AND CHIEF OFFICER’S REPORT  

 AH introduced the report and observed that since writing the report, three 
consultant appointments in Accident and Emergency had been made including 
the academic. He was pleased to advise that this brought the department to a full 
complement of consultant staff and also brought a strong academic angle to the 
department. 
 
AH proceeded to provide an update in relation to the Sustainability and 
Transformation Plan (STP) and observed that in recent weeks pressure groups 
have been moving forward the agenda at a national level. He assured that he had 
met with both Health and Wellbeing Boards within the Coventry and Warwickshire 
footprint and had confirmed that the STP will not result in closure of any acute 
beds within Coventry and Warwickshire. He acknowledged that the confidentiality 
surrounding the development of the STP has proved challenging.  
 
He reminded that STP’s were required to make a high-level submission in 
September demonstrating closure of the financial gap; the next submission is due 
on 21st October 2016, and Trust Board/Governing Body sign-up to the developing 
plans and direction of travel will be required. STP’s can expect to receive 
feedback quite rapidly from NHS England (NHSE) and NHS Improvement (NHSI) 
in terms of which of the 44 plans will garner support. Once the regulatory position 
is known, public consultation will commence, as required. He commended the 
significant contribution of DM and his team in delivering the STP. Going forward 
the plan is to appoint a Programme Director who will support the implementation 
of the plan. Furthermore, each of the organisations within the Coventry and 
Warwickshire footprint will be asked to make a resource contribution in the form of 
either individuals or budget to support the Programme Director in implementation 
of the plan. He confirmed that an extraordinary session of the private Trust Board 
had been scheduled in October, in order for the Board to consider, review and 
sign up to the STP, prior to submission.  
 
DP observed that the process to develop an STP had been longer than 
anticipated and sought to understand whether this was to be a continuing process 
and if so, what had been done to ensure that this was brought forward next year 
in order to understand the key issues earlier. AH acknowledged this and advised 
that NHS planning guidance has set out the intention to look forwards to 2021. 
Plans for 2017/18 and 2018/19 are required to be signed-off by the end of 2016 
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and this presents a challenge in terms of ensuring alignment across the footprint 
to make early change, with the aim of supporting a joint vision. 
 
In terms of control total; AH advised that it is within the gift of the STP to agree to 
a collective footprint control total and he acknowledged that this was required to 
be determined with some pace. However, 2017/18 organisational control totals 
are due to be confirmed to Providers tomorrow but this was not necessarily the 
case for Commissioners, which presents a further challenge. DM concurred and 
explained that the rules have evolved in terms of financial requirements and 
achieving financial balance.  
 
EMS observed that there had been suggestion that some STP’s may merge or 
diverge and sought assurance that the Coventry and Warwickshire footprint was 
solid. AH confirmed this was the case. 
 
EMS recognised the need for pace in terms of developing an STP, which will 
result in radical changes to the local health economies to the benefit of the 
population served, but sought assurance that the process for change will ensure 
proper public consultation in accordance with the law. AH acknowledged that the 
plans inevitably centre around reconfiguration of services and due to the pace and 
privacy surrounding the development process, there has been no requirement to 
engage more publicly, at this stage. However, once NHSE and NHSI have 
demonstrated an appetite for which plans they are willing to support, a formal 
legal consultation process will follow. 
 
In response to a query from BB regarding which organisations will be required to 
sign-off the STP prior to submission to NHSE and NHSI on 21st October 2016; AH 
confirmed that all statutory NHS bodies within the Coventry and Warwickshire 
footprint will be separately holding Board meetings to sign-up to the STP. He 
acknowledged that due to timescales and pace at which the process for sign-off 
needs to take place, Local Authority sign-up will take place under the banner of 
the Health and Wellbeing Boards. 
 
DM emphasised that at this stage in the process, the requirement is to approve 
the direction of travel rather than actual plans, which will need to be worked up. 
 
SK observed that some STP’s have engaged with local Universities who are keen 
to support investment for technology. AH acknowledged this and advised that 
there would be scope to explore this further, once NHSE and NHSI have indicated 
support for the plan. 
 
In response to a query from SK regarding viable alternatives to STP; AH advised 
that it is expected NHSE and NHSI will only support those STP’s that provide 
ambitious plans for transformation within an achievable financial envelope. STP 
Leads will be invited to meet with the Chief Executive Officers for NHSE and NHSI 
over the coming weeks to learn which plans have garnered support. He added 
that 95% of activity is delivered within the Coventry and Warwickshire footprint 
and therefore, provides a strong case for support.  
 
AH concluded his update by advising that a recent Executive to Executive 
meeting with Coventry University explored opportunities for joint working and 
potential initiatives within the local health economy.  
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DE proceeded to provide an update and advised that he and AH had attended a 
recent escalation meeting with NHSE and NHSI along with partners to discuss the 
emerging issues within the local health economy, which included discussions 
around discharge to assess. He was pleased to report that UHCW NHS Trust 
(UHCW) had followed-up and completed all actions from the meeting. However, 
the issue of discharge to assess; assigned to Commissioners to lead on was 
proving difficult due to the need to identify capacity in the form of 60-70 additional 
beds within the local health economy, in order to implement. 
 
In response to a query from the Chairman; DE confirmed that the Systems 
Resilience Group has since been stood down and replaced with an Accident and 
Emergency (A&E) Delivery Board, with the first meeting scheduled for mid-
October. AH added that NHSE have been clear around expectations within the 
STP’s for A&E to be one provider-led facility within each footprint. 
 
MP was pleased to announce that a successful appointment had been made to 
the Guardian of Safe Working and the postholder will be reporting to the Trust 
Board on a quarterly basis regarding exception reporting, rotas etc. 
 
In response to a query from the Chairman regarding the junior doctor contracts; 
MP assured that a Team had been deployed to work on redesigning rotas in order 
that these were aligned to the new contract. 
 
KM was pleased to report that Insights Discovery Profiles will be the focus of the 
Leadership Forum event with Top Leaders within the organisation tomorrow. 
Leaders will receive an introduction to this internationally recognised diagnostic 
tool designed to improve interaction and team dynamics. She added that Service 
and Team Managers enrolled on the second phase of the Leading Together 
Programme had also been exposed to the tool, resulting in a critical mass of staff 
having the opportunity to play a key role in supporting and improving 
organisational development within the organisation.  
 
KM was pleased to confirm the successful launch of the new intranet in August, 
providing ease of access to key critical, timely information. 
 
KM confirmed that the first UHCW Improvement System Newsletter was shared 
with Board members at the most recent Board Seminar in September. 
 
BB commended KM for the work around medical workforce and in particular 
increasing the pool of UHCW doctors registered on the internal bank and thus 
supporting a reduction in the reliance on agency usage. She also praised the work 
undertaken in relation to overseas recruitment and sought assurance around 
numbers and quality of appointments made. KM acknowledged that there is an 
expectation of some attrition but assured that the number and calibre of appointed 
candidates was high. 
 
BB praised KM for the work undertaken to reduce the sickness absence rate 
below the national target of 4% for the first time in two years. 
 
MR reflected on the success of the overseas nurse recruitment campaign in the 
Philippines and how this will feature within the agency reduction plans and 
stabilisation of nursing generally. He praised the work of the existing staff that 
visited the Philippines to support the overseas recruitment programme and who 
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represented UHCW as great ambassadors for the Trust. A Pastoral Lead Nurse 
has been appointed to support the overseas candidates as they arrive into the UK 
and the community of Philippine nursing staff already employed by the Trust will 
also provide support to help them settle in to their new surroundings. 
 
In response to a query from IB regarding the requirement for overseas nurses 
going forward; MR advised that it is recognised that there is, and will remain a gap 
in registered nurses at a national level for some years to come. As a result there 
has been a change to bursary arrangements and opportunities have been taken 
to open up the field of employing high calibre nurses from afar. He added that 
UHCW embraced the need to scope further afield early rather than wait to be 
influenced by national policy to ensure that there was a sufficient supply line. 
 
IB sought to understand what other opportunities were available with local 
partners to engage registered nurses; MR advised that the Coventry University 
have a strong programme of overseas students. He assured that all endeavours 
are made to explore opportunities to collaborate with local academic partners but 
cautioned that this must be done in line with the Nursing and Midwifery Council 
and Department of Health guidance. 
 
IB reflected on the STP and forward view to 2021 and urged the need to 
understand where the workforce will for 2021 derive from and have robust plans in 
place to support this. KM acknowledged this and as Workforce Lead for the 
Coventry and Warwickshire STP, assured that this information is being collated. 
However, whilst the shape of the workforce could not be determined until plans 
were finalised, the assumption was that the issues that are prevalent now will 
continue. 
 
In response to a query from SK regarding apprenticeship schemes; MR confirmed 
that these had been expanded to nursing and administrative posts. However, the 
way in which the Government funds apprenticeships is changing in 2017 and 
employers will be required to contribute to a new apprenticeship levy and there is 
a need to understand the implications of this for the organisation.  
 
MR reported that a competitive dialogue process in relation to the procurement of 
an Electronic Patient Records (EPR) system had taken place with 26 suppliers in 
attendance. 
 
MR advised that the Kaizen Promotion Office and Service Improvement Team 
had come together and, are developing a UHCW Improvement System as one 
vision. In readiness for MR’s departure the function will transfer to KM’s portfolio 
from 1st October 2016. 
 
The Trust Board RECEIVED ASSURANCE from the Chief Executive Officer and 
Chief Officer’s Report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
HTB 
16/185 

INTEGRATED QUALITY, PERFORMANCE AND FINANCE REPORT (IQPFR)  

 KM observed that in the absence of a formal Board meeting in August the monthly 
IQPFR report was shared electronically with Board members.  
 
She drew attention to the report presented to the Board today referring to page 20 

 
 
 
 

Page 5 of 16 



Agenda Item 5 Enclosure 1 
 

AGENDA 
ITEM 

DISCUSSION ACTION 

and was pleased to report that a critical mass of staff (c160) attended the Leading 
Together Programme, with the second year focusing on Service and Team 
Managers, which is starting to yield improved interactions. Furthermore, it helps to 
equip staff to better understand the opportunities that are available to them and 
supports the retention of high calibre staff.  
 
The Leadership event scheduled for tomorrow will focus on a talent mapping pilot, 
whereby the talent rating of Top Leaders will be mapped with the intention of 
helping to establish future opportunities, which could be in the form of developing 
new skillsets, secondment etc. and this will be taken forward over time. The 
intention is to change the mindset to accept, support and enable people to move 
around the system and to draw on individual strengths for the benefit of both staff 
and the organisation. 
 
Discussion ensued with regard to investment in time and money to provide this 
opportunity to staff; DE emphasised that the course, delivered in collaboration 
with the University of Warwick and NHS Elect, has demonstrated significant value 
for money in terms of improving performance and changing behaviours and has 
tangible links to the aforementioned talent mapping pilot. 
 
KM confirmed that the results of a formal two-year post programme evaluation of 
the Leading Together Programme will be shared with the Trust Board at a future 
Board Seminar. 
 
Discussion turned to performance and DE was pleased to report that performance 
against the A&E 4-hour standard had significantly improved from low eighties to 
89.63% in September and work continues to achieve 90% this month. However, 
he cautioned that this falls short of the 95% national standard and below the 
requirements for Sustainability and Transformation Fund (STF) allocation.  
 
Several factors have contributed to this improved performance including; ‘back to 
the floor’ exercises undertaken by DE and MR, the introduction of a ‘meet and 
greet’ initiative within the Emergency Department (ED), senior clinicians 
proactively pursuing discharges, the implementation of a new simplified system 
bed screening tool and the introduction of ‘red to green’ days, which has started to 
embed with good effect. 
 
DE acknowledged that additional capacity remains a cause for concern heading 
into the winter period and he assured that this was a key focus for Chief Officers. 
 
IB sought to understand the focus of priorities to improve performance by 5% to 
meet the national standard; DE advised that Chief Officers had engaged an ED 
Improvement Consultant who has been charged with prioritising reviewing the 
staffing rotas within ED in order to match capacity to meet demand. At present 30-
40 patients breach waiting time standards overnight due to gaps in capacity. With 
the appointment of the three new consultant staff in A&E, the intention is to 
maximise capacity to significantly reduce the number of breaches.  
 
Furthermore, DE added that discharge to asses is a key element to improving 
performance. Regulators have charged Commissioners with identifying capacity 
within the local health authority and; introducing this would result in a dramatic fall 
in delayed transfer of care (DTOC) patients, largely related to social care, 
continuing care packages. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
KM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 6 of 16 



Agenda Item 5 Enclosure 1 
 

AGENDA 
ITEM 

DISCUSSION ACTION 

 
The Chair sought assurance regarding the recent media coverage in relation to 
patients being discharged throughout the night; DE confirmed that UHCW 
employs a policy whereby patients are not discharged after 9pm at night. 
 
SK queried how UHCW A&E performance benchmarked and what is being done 
to signpost patients to seek support in the community, as appropriate. DE advised 
that the pressure experienced by UHCW is similar to that experienced nationally. 
He added that media campaigns have failed to have the desired impact on the 
population at large, with patients choosing to attend A&E because they have 
confidence that they will receive the required treatment. 
 
MP added that Clinical Directors have been asked to review the Internal 
Professional Standards relating to patients that arrive in ED in terms of handover, 
review by specialist teams, discharge etc. to determine whether they are 
sufficiently responsive and will make any necessary changes, to make certain that 
the patient pathway is seamless and ensures delivery of these standards. 
 
BS queried when the organisation can expect to see a demonstrable impact 
following the review of A&E rotas; DE advised that this was an ongoing piece of 
work and an initial proposal is being presented to Chief Officers Group within the 
coming weeks. 
 
EMS expressed concern in relation to challenges faced by Commissioners to 
deliver a discharge to assess function and the risks that this presents to providing 
high quality patient care. He queried what mitigations were being put in place to 
address this risk and the impact that this may have on STF monies. DE advised 
that concerns have been raised with NHSE and NHSI and assured that they were 
closely monitoring the delivery of this action by partners. DM added that in terms 
of STF, the year to date variance was based on the assumption that this key 
access target would not be delivered in July or August. 
 
BB conveyed disquiet that despite considerable work internally to address 
performance issues; significant external influences persist that are prohibiting 
good performance. AH acknowledged this and assured that UHCW made clear 
representation in this regard at the System Resilience Group meetings. NHSE 
and NHSI have been clear around expectations for delivery from all partners 
around this. 
 
In terms of referral to treatment (RTT) targets, action has been taken to deploy 
staff to improve the management of the waiting list to ensure that patients are 
booking in true chronological order via the choose and book system. This is a 12 
week improvement programme, and three weeks in has identified issues within 
Trauma and Orthopaedics (T&O) and Ophthalmology. Both Groups have been 
tasked with developing recovery plans. 
 
There continues to be a small number of 52 week breaches largely relating to 
patients that reside at her majesty’s pleasure because attendance at 
appointments is predicated on the prison service having sufficient resource to 
escort patients. The remaining 52 week wait patients relate to those patients that 
choose to delay their treatment. The Trust is not at liberty to make clock stops for 
these groups of patients. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 7 of 16 



Agenda Item 5 Enclosure 1 
 

AGENDA 
ITEM 

DISCUSSION ACTION 

In response to a query from EMS; MP confirmed that consultants can, and often 
do, refer patients that decline to undergo treatment back to their GP.  
 
Turning to cancer waiting times; DE was pleased to confirm that the Trust 
achieved performance in August and is on target to meet performance in 
September, which is positive against the national picture.  
 
DE closed by confirming that the Trust continues to meet the diagnostic standard, 
with performance benchmarking well nationally. 
 
DM proceeded to provide the financial update drawing attention to pages 21 and 
22 of the report. He advised that the month five position demonstrates that the 
Trust is on plan to achieve £1.1m surplus less STF funding. However, he 
cautioned that projecting forward a further £12m of savings was required to 
deliver on plan. Contract income is c£7m adverse to plan driven by 
underperformance against elective activity in T&O, combined with 
underperformance on A&E, Emergency and Outpatient activity. 
 
SK expressed surprise in relation to underactivity within T&O; DM explained that 
this was as a result of number of vacancies coupled with existing staff not able to 
operate at the present time. 
 
DM advised £24.5m of the annual cost improvement programme (CIP) has been 
identified, which is £1m below the required target but assured that he expected 
this to be delivered by the end of September. 
 
He assured that the Trust continues to explore all opportunities to reduce agency 
spend and advised that NHSI were pleased with the continued downward trend in 
this regard. A mitigating plan to close the agency gap is being developed and will 
be delivered to the Finance and Performance Committee in October. 
 
He acknowledged the challenges presented by the current financial position and 
advised that this was consistent with the national picture. 
 
In response to a query from IB regarding reducing the reduction in financial costs; 
DM assured that all avenues have been explored in this regard including an 
extensive evaluation of costs associated with the private finance initiative (PFI); 
however, there is no viable solution to this at present. 
 
The Trust Board CONFIRMED their understanding of the contents of the IQPFR 
and NOTED the associated actions taken. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DM 
 

HTB 
16/186 

CORPORATE RISK REGISTER  

 MP introduced the report and advised that in July 2016, there were six risks 
logged with a risk grading of 20, and this had remained the same for September 
2016 and proceeded to provide an overview of the six highest rated corporate 
risks, of which five have remained with a risk score of 20 since July. 
 
MP advised that the Board Assurance Framework will be presented to the Board  
and Risk Management Committee next month, demonstrating the organisation’s 
commitment to ensuring that the management of risk underpins all strategies, 
processes and activities that lead to the achievement of the aims and objectives 
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of the Trust. 
 
BB sought to understand what the long-term plan was in relation to the provision 
of storage capacity within the mortuary, which has presented a risk for some time. 
MP acknowledged that the arrangements in place to address the network-wide 
capacity issues are a temporary measure until a more sustainable solution can be 
found. She assured that there was a plan to make provision to acquire space 
currently occupied next to the mortuary; however, this was in the early stages of 
development and works would be required 
 
BB queried whether options had been explored with local undertakers; MP 
confirmed that discussions had taken place but that this was not deemed to be the 
preferred option. MR assured that the Lead Chaplain was in dialogue with families 
of deceased patients that remain within the mortuary but emphasised that this had 
to be dealt with sensitively and with dignity, and at an appropriate pace.  
 
The Trust Board NOTED the Corporate Risk Register Report. 
 

HTB 
16/187 

PATIENT-LED ASSESSMENTS OF CARE ENVIRONMENT  ANNUAL REPORT  

 DE introduced the report to provide an update of the outcome of the Patient-Led 
Assessments of the Care Environment 2016 (PLACE). 
 
DE drew attention to two principal areas of focus relating to patient food and 
privacy and dignity of patients. He acknowledged that there was more work to be 
done to improve the way in which food is made available to paients. As such a 
working group has been established to review catering provision across both 
hospital sites. Common themes emerging relate to the presentation of food, 
selection of food available and the ability to choose from the menu. Work is now 
underway to provide each patient bedside booklet with a menu. An action plan 
has been developed and the Trust continues to work closely with ISS partners to 
address these issues. 
 
In terms of privacy and dignity; he advised that the PLACE Team have been 
charged with reviewing this and developing a plan of action to improve the 
wellbeing of patients and will report findings to the Patient Experience Committee. 
 
EMS observed that despite the need for improvement the Trust must 
acknowledge the work already taken to support the privacy and dignity of patients 
and that the Trust benchmarks high nationally. MR acknowledged this but added 
that the Trust strives to provide the highest possible standards and all endeavours 
are being made to redress the 5% reduction in scoring. 
 
The Trust Board NOTED the content of the report and SUPPORTED the 
proposed approach to make further improvements for PLACE 2017. 
 

 

HTB 
16/188 

SIGNIFICANT INCIDENT GROUP REPORT INCLUDING NEVER EVENTS  

 MP introduced the report and provided a summary of the Serious Incidents (SI’s) 
that were reported in the past six months and a progress report on the completion 
of action plans relating to SI’s. 
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MP advised that the Trust reports approximately 1,100 incidents each month of 
which 1% will be SI’s. SI’s are reported to the Serious Incident Group and 
reported externally, as appropriate.  She praised the considerable work that has 
been achieved in reducing the number of patient falls at the Hospital of St Cross 
in Rugby.  
 
MP updated the Board on two never events declared during the six month period 
pertaining to wrong site surgery and wrong route administration of medication. 
She assured that immediate actions were undertaken and further follow-up 
actions have been identified. 
 
The Trust received a grant of £250k to support a sign-up to safety programme and 
as part of that, Human Factors training has been introduced and rolled out to two 
of the three target areas; ED and T&O with further work required to establish 
training in Theatres.  
 
MP was pleased to report that significant progress has been made in the Patient 
Safety Incidents Value Stream. The first Rapid Process Improvement Workshop 
(RPIW) examined the time from incident entry to being ready for investigation and 
the output demonstrated an opportunity to eliminate waste in the process by 
reducing the time taken to grade the incident The second RPIW examined the 
time and the waste in the process from a serious incident occurring to holding a 
root case analysis (RCA) meeting, the output of which saw the introduction of a 
patient safety response (PSR) team, which meets daily to receive structured 
feedback from the Lead Nurse Clinical Site Operations and Patient Safety Officer 
in relation to any SI’s that have occurred within the previous 24 hours. The PSR 
visit the genba (area) to provide support and determine next steps in the 
investigation process. 
 
EMS complimented the report and observed that the RPIW’s had proved 
transformational. BS echoed this. AH concurred and invited Non-Executive 
Directors to attend future report outs as an opportunity to see first-hand the 
delivery of outputs from the RPIW’s. 
 
BS drew attention to overdue actions and in particular the establishment of a 
virtual clinical forum and urged the need for achievable actions to be set. MP 
acknowledged this and assured that Groups are held to account over any 
outstanding actions at the Quarterly Performance Reviews. 
 
MP advised that next week marks the first year anniversary of the weekly safety 
messages delivered across the organisation and a survey will be undertaken to 
measure the value of the messages received by staff. MR praised this initiative 
introduced by MP and advised that discussions with staff on wards indicate that 
this dissemination of learning is welcomed. 
 
The Trust Board NOTED the contents of the report.  
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HTB 
16/189 

MEDICAL EDUCATION REPORT  

 MP introduced the report and provided the Board with a summary of the progress 
made since the previous report in June 2016. 
 
She was pleased to report that since the previous report the Trust has had two 
further successful inspection visits from Health Education East and West Midlands 
(HEEWM) to the Acute Medicine and the Geriatrics specialties and commended 
the considerable support provided by Dr Marius Holmes ED Consultant, Natasha 
Adams, Rota Manager for Acute Medicine and BS in the lead up to and during the 
visits. 
 
The Trust has met the target of ensuring that all Teaching Leads & Supervisors 
have full General Medical Council (GMC) Trainer Accreditation, in order to 
continue to provide Educational supervision to trainees and students.  Two-
hundred and seventy three consultants have registered as having full 
accreditation status. 
 
The March 2016 GMC survey for Trainee doctors demonstrated that the Trust has 
provided excellence in aspects of training in a number of specialties as evidenced 
by the 28 Green flags. Conversely, the survey also identified 21 Red flags where 
the Trust was rated as significantly below the national average.  MP assured that 
many areas have already been addressed and the Trust is actively seeking to 
make the remaining improvements required.   
 
Feedback from medical students completing internal satisfaction surveys provided 
by Warwick Medical School (WMS) demonstrated that placements at UHCW are 
improving.  However, the results of the last national student survey for WMS are 
still very poor and the Trust strives to continue to help WMS address the deficits. 
 
The Clinical Skills Service continues to deliver 39 T-DOCS (teaching & 
assessment) over the four year curriculum to a total half of the Warwick Medical 
Students with George Eliot Hospital NHS Trust and South Warwickshire NHS 
Foundation Trust delivering the other half between them. MP was pleased to 
announce that two new initiatives have been developed; with medical students 
receiving venepuncture practice in the Out-Patients Department, specifically the 
phlebotomy service and medical students in phase II offered the opportunity to 
take a guided Pathology Laboratory tour at UHCW with one of the clinical 
scientists. 
 
The Surgical Training Centre remains the busiest of its kind in the UK, offering the 
most diverse range of medical training and allied health professional training 
courses. The main challenge for the centre is lack of physical space, resulting in 
considerable loss of time and potential income. An options appraisal to relocate 
the Surgical Training Centre is being prepared. 
 
BS conveyed concern in relation to the National Student Satisfaction (NSS) 
Survey results and requested that an analysis be presented to the Quality 
Governance Committee for further scrutiny. The Chairman concurred with this 
request and MP agreed to provide this is in November. 
 
SK acknowledged the results of the NSS Survey could be better and explained 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MP 
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that this was a reflection of the experience of the most recent cohort across the 
preceding four years, during which time there were many factors that contributed 
to dissatisfaction. However, he assured that going forward he expected to see 
significant improvement in these results. He added that the number of medical 
students recruited within the previous seven years fell far short of the 
requirements and acknowledged the impact this had for UHCW. He assured that 
medical student recruitment numbers had significantly improved this year but 
emphasised the need for preparations to be in place to accept the higher number 
of medical student placements. MP acknowledged this and advised that an 
electronic system has been developed as an innovative way for students to 
timetable attendance at clinics to ensure that time is well spent. 
 
IB suggested that clearer key performance indicators (KPI’s) would be welcomed 
in relation to medical student numbers, in order to monitor progress and not rely 
on NSS survey results in isolation. MP concurred with this and added this would 
also demonstrate positive feedback in respect of 100% of students obtaining their 
first choice placements. BS added that KPI’s at both organisational and Group 
level would be helpful. 
 
In response to a query from the Chairman; MP confirmed that UHCW were 
hosting a National Neurosurgical Conference on 11th October 2016 and expecting 
a third of the Neurosurgical fraternity to attend. 
 
The Trust Board NOTED the on-going work in respect of undergraduate and 
postgraduate training and education and AGREED to continue to provide 
oversight particularly in respect of HEEWM visits. 
  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
MP 
 
 

HTB 
16/190 

RESEARCH DEVELOPMENT AND INNOVATION UPDATE  

 MP presented the report to provide an update on progress made since                 
the previous report to Board and provide assurance on delivery against the 
Research, Development & Innovation Strategy in 2016/17 including increasing 
high quality research and innovation activity; providing quality management and 
support for research and innovation; providing high quality facilities for clinical 
research and healthcare innovations and raising the profile of research and 
innovation. 
 
In order to broaden collaboration with external academic partners to secure 
effective academic leadership; Professor Charles Hutchinson has been appointed 
as Research, Development & Innovation Lead for Medical Academic 
Developments and will be key to developing strategic relationships with a number 
of academic partners and support a ‘grow your own’ programme to develop 
medical academic researchers of the future. 
 
Commercial income remains significantly behind target and in response to this,                                       
Professor Ramesh Arasaradnam has been appointed as Portfolio Development 
lead to develop the research portfolio, particularly commercial trials.   
 
MP commended MR for his significant contribution to the development of a 
Interdisciplinary Non-medical Clinical Academic (INCA) Research Programme to 
identify and develop the non-Medical research leaders of the future. 
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MP was pleased to report that the Trust had achieved 52% of the annual grant 
submission target as at month five. 
 
The tissue bank received approval from Chief Officers Group to supply consented 
human tissues on a cost recovery basis to one commercial company. This is due 
to start imminently, with agreement having been gained from all relevant 
surgeons. 
 
The 100,000 Genome project is open to recruitment for both stipulated rare 
diseases and a number of the cancers i.e. Renal, Colorectal and Breast.  Cancer 
recruitment is in line with contracted sample targets with seven patients recruited 
since opening in late June, and work is ongoing to open further cancer types in 
the next two months to meet increasing targets. 
 
Comparative data, in relation to wealth creation and intellectual property (IP), 
demonstrate activity levels are consistent with this time last year (c.4-5 per 
month).  Since 1 April 2016, two license agreements have been created where 
knowledge is to be freely shared with another party in return for UHCW brand 
recognition and one patent for a Shoulder Dressing has been filed.  The Academic 
Health Science Network has funded dedicated on-site support to enable 
opportunities to identify and protect more IP.  
 
MP provided an overview of key events held in recent months including a joint 
symposium with Warwick University in relation to non-infectious disease. 
 
SK commended the joined up working with University of Warwick and observed 
that there were many opportunities for future collaborative research. IB concurred. 
 
SK observed that the Trial Management Unit requires significant investment, and 
the University of Warwick would welcome opportunity to explore this further. MP 
acknowledged this and agreed to provide further details in relation to the scope of 
benefits and outcomes along with associated resources required outside of the 
meeting.  
 
The Trust Board NOTED the work that has been achieved around the research, 
development and innovation agenda. 
 

HTB 
16/191 

BOARD COMMITTEE APPOINTMENTS  
 
The Chairman presented the report which set out the proposed appointment of 
members of the Trust Board to those Committees formally established by the 
Board.   

 

   
 Following changes to Executive and Non-Executive Director Board members, 

allocation of Executive and Non-Executive Directors to the Committees has been 
revisited, and in line with section 4.6 of the Trust’s Standing Orders, he proposed 
the following appointments:- 
 
• Karen Martin as a member of the Quality Governance and Finance and 

Performance Committees; 

• David Poynton as Chair of the Audit Committee and member of Finance and 
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Performance Committee;  

• Barbara Beal as Vice-Chair of the Audit Committee and withdrawal from the 
Finance and Performance Committee; and  

• Professor Sudesh Kumar as a member of the Quality Governance Committee. 

It was noted that there were no areas of risk as membership is compliant with best 
practice in corporate governance. 
 
The Trust Board ENDORSED the proposed appointments to the Committees of 
the Board. 
 

HTB 
16/192 

MATTERS DELEGATED TO BOARD COMMITTEES  

 The Trust Board DELEGATED:- 
 

• A plan for mitigating agency spend to the Finance and Performance 
Committee in October; and 

• National Student Satisfaction Survey Analysis to the Quality Governance 
Committee in November. 

 
 
 
 
 

   
HTB 
16/193 

AUDIT COMMITTEE MEETING REPORT OF 12th SEPTEMBER 2016  
 

 

 DP introduced the report and highlighted that the Audit Committee expressed 
concern in relation to waivers relating to standard contracts, but that the 
Committee had received assurance that appropriate governance processes were 
in place. 
 
The external audit report highlighted the need for greater transparency in relation 
to the declaration of hospitality and gifts received and a declaration of interests 
policy is under development to underpin the requirement of the NHS Contract for 
2016/17 and wider changes taking place. 
 
BB advised that the Clinical Audit and Effectiveness Programme provoked some 
debate and concern was expressed that the year-end completion rate target of 
90% achieved by 2019 was too distant. It was recognised that the target had been 
approved by the Trust Board within the Quality Account, which had received 
Board approval earlier in the year. MP acknowledged this and agreed to develop 
a more ambitious internal plan to aspire to. 
 
BB added that concern was also expressed in relation to the poor response rates 
to audits and low performance universally across NICE guidelines. It was 
suggested that the Quality Governance Committee from a quality perspective 
review performance against the audit strategy with particular reference to the 
NICE guidelines, in order to receive assurance that audits are effectively 
delivered. MP advised that national audits are mandated but acknowledged that 
specialities will register local specialty audits, which occasionally are not 
completed. As a result, expressions of interest to register a local audit are 
declined until any local audits that remain outstanding are completed. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MP 
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HTB 
16/194 

QUALITY GOVERNANCE COMMITTEE MEETING REPORTS OF 15th AUGUST 
2016 and 19th SEPTEMBER 2016 
 

 

 EMS presented the report and highlighted common themes arising related to the 
need for Executive sign-off of performance data, prior to external submission 
resulting in a lack of clarity and unwarranted adverse media attention. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

 

   
HTB 
16/195 

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORT OF 13th 
SEPTEMBER 2016 
 

 

 IB presented the report. RS confirmed that time was scheduled on the Board 
Seminar of 3rd November 2016 to focus on the cash and capital position. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
16/196 

ANY OTHER BUSINESS  

 There was no other business conducted.  
   
HTB 
16/197 

QUESTIONS FROM MEMBERS OF THE PUBLIC 
 

 

 In response to a question from a member of the public in relation to the interface 
between Commissioners and Public Health England to encourage supermarkets 
to support the obesity and healthy eating agenda. AH assured that Health and 
Wellbeing Boards bring together bodies from the NHS, Public Health and Local 
Government to plan how best to meet local health and care needs. EMS added 
that the National Institute of Health Research Health Services and Delivery 
Research Panel, of which he is chair, at its meeting of the previous week 
supported the commission of a programme of research into national diabetes. 
 
A member of the public praised the increase in invoicing patients that receive 
treatment that reside outside of the European Union and queried whether money 
had been received. DM advised that the Trust has seen an increase in the amount 
received and assured that work was underway to improve this. 
 
In response to a question from a member of the public in relation to whether the 
Trust could replicate best practice models in Europe to affect a pre-pay system for 
patients attending the Trust for treatment from abroad. DM acknowledged that this 
was an opportunity to be explored for elective activity and would escalate this.  
 

 

HTB 
16/198 

DATE OF THE NEXT MEETING 
 
The next Public Trust Board will be held on Thursday 27 October 2016 at 
10.00am at University Hospitals Coventry & Warwickshire. 
 
The minutes are approved 
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SIGNED 
 

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

  
CHAIRMAN 
 

 
DATE 

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

27 OCTOBER 2016 
AGENDA ITEM 7 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 November 
2016 

Deferred to allow due 
process/consultation to be 
followed.  Current policy is 
already closely aligned to the 
national policy in any event and 
changes will be minor, 

No 

ACTIONS FROM JULY 2016 MEETING 
HTB/16/168 
CARE QUALITY 
COMMISSION – 
SHAPING THE 
FUTURE 
 

BB emphasised the need to 
understand how the NHSI Joint 
Oversight Framework and CQC 
strategy interface. MR 
acknowledged this and advised that 
arms-length bodies were taking a 
single lens approach and suggested 
this be the topic of a future Board 
Seminar. 

MP/MR January 2017 Not yet due - To be scheduled 
on Board Seminar 2017 
Schedule when further alignment 
between NHSI and CQC has 
taken place. 

No 

HTB/16/158 
INTEGRATED 
QUALITY, 
PERFORMANCE 
AND FINANCE 
REPORT (IQPFR) 

The Trust receives benchmarking 
data from Civil Eyes Research 
Limited. DM added that this was 
used to inform the annual cost 
improvement plan (CIP) challenges 
that are set for each of the clinical 
groups and suggested that it would 
be useful to have this as the topic of 
focus at a future Board Seminar.  

DM February 
2017 

Not yet due - to be scheduled on 
Board Seminar 2017 Schedule 

No 

1 
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AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

HTB/16/165 
PATIENT 
EXPERIENCE 
QUARTERLY 
REPORT 

In response to a query from BB 
regarding the response rate the 
Friends and Family Test (FFT); MP 
acknowledged that improvement 
was required and assured that all 
options were being explored 
including engaging the services of 
an external company to survey 
patients. It was agreed that the 
Quality Governance Committee will 
discuss this matter in greater detail 
at its meeting in September. 

MP September 
2016 

Administrator for QGC advised 
28.7.16 to schedule on QGC 
agenda for October 2016. Paper 
presented. 

Yes 

ACTIONS ESCALATED FROM QGC AUGUST 2016 MEETING 
QGC/16/139 (IQPFR) KM advised that Mandatory Training 

would be reported through F&P but 
that any workforce issues would be 
brought back to QGC via the TERC 
report.  KM agreed to circulate 
information in relation to Mandatory 
Training after QGC on 18 July 
outside of the meeting. 

KM October 2016 Paper on the agenda. Yes 

ACTIONS FROM SEPTEMBER 2016 MEETING 
HTB/16/189 
MEDICAL 
EDUCATION 
REPORT 

BS conveyed concern in relation to 
the National Student Satisfaction 
Survey results and requested that 
an analysis be presented to the 
Quality Governance Committee for 
further scrutiny.  

MP November 
2016 

Administrator for QGC requested 
to schedule item on agenda for 
November. 

No 

2 
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AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

HTB/16/193  
AUDIT COMMITTEE 
MEETING REPORT: 
12th SEPTEMBER 
2016  
 

Concern was expressed regarding 
the response rates to audits and low 
performance universally across 
NICE guidelines. It was suggested 
that the Quality Governance 
Committee, review performance 
against the audit strategy with 
particular reference to the NICE 
guidelines in order to receive 
assurance that audits are effectively 
delivered. 

MP November 
2016 

Administrator for Quality 
Governance Committee (QGC) 
requested to schedule item on 
agenda for November  

No 

HTB/16/185 (IQPFR) DM assured that the Trust 
continues to explore all 
opportunities to reduce agency 
spend and advised that NHSI were 
pleased with the continued 
downward trend in this regard. A 
mitigating plan to close the agency 
gap is being developed and will be 
delivered to the Finance and 
Performance Committee in October. 

DM October 2016 Discussed at the October F&P 
Committee meeting 

Yes 

HTB/16/185 (IQPFR) KM confirmed that the results of a 
formal two-year post programme 
evaluation of the Leading Together 
Programme will be shared with the 
Trust Board at a future Board 
Seminar. 

KM 2018 Results expected autumn 2017 
and will be scheduled on a 
Board Seminar early 2018. In the 
meantime, feedback will be 
provided within the framework of 
regular TTWC reports to the 
Board. 

No 

3 
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AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

HTB/16/189 
MEDICAL 
EDUCATION 
REPORT 

IB suggested that clearer key 
performance indicators (KPI’s) 
would be welcomed in relation to 
medical student numbers, in order 
to monitor progress and not rely on 
NSS survey results in isolation. MP 
concurred with this and added this 
would also demonstrate positive 
feedback in respect of 100% of 
students obtaining their first choice 
placements. BS added that KPI’s at 
both organisational and Group level 
would be helpful. 
 

MP Dec 2016 KPIs to be developed and 
included within the next 
scheduled Medical Education 
Report to Trust Board. 

No 

 

4 
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

27 OCTOBER 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: 

The key meetings and areas of interest, since the previous Board meeting were as follows: 
 

• Board Seminar 
• Board Walk-round (Ward 15 – HDU Infants) 
• Acute Configuration Steering Group meeting 
• Health and Well-Being Autumn Integration Summit 
• Extraordinary Trust Board 
• Volunteers Committee Meeting 
• Charity Trustee Board 

 
 
STRATEGIC PRIORITIES THIS PAPER RELATES TO: 
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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Title Chief Executive and Chief Officer Updates  
Author Chief Officers 
Responsible 
Chief Officer 

Andy Hardy, Chief Executive Officer 

Date 27 October 2016 
 
1. Purpose  
This paper provides an update to the Board in relation to the work undertaken by each of the 
Chief Officers each month and gives the opportunity to bring key issues in relation to areas within 
their respective portfolios and external issues to the attention of the Board. 
 
2. Background and Links to Previous Papers 
The paper is presented to each Trust Board meeting. 
 
3. Narrative 
Each of the Chief Officers has provided brief details of their key areas of focus during October 
2016: 
 
Mr Andrew Hardy – Chief Executive Officer 
Since the last Trust Board meeting I have hosted and participated in the following meetings, 
discussions and events: 

• Chairman's Quarter 2 Meeting with Deloitte 
• Chief Officer's Forum 
• Leadership Forum re Insights Discovery Profiles for Top 100 Leaders 
• Academic Health Science Network South Membership Innovation Council 
• Planning Session re: Provider Response to Commissioning Intentions 
• Transition Board meetings (Transformational and Sustainability Plan) 
• Chief Officer Group meetings 
• Acute Configuration Steering Group with George Eliot Hospital 
• Chief Officer's Strategy Group Meeting 
• Meeting with Angela Carpenter (Head of Assurance - Extra Care Charitable Trust) 
• Autumn Integration Summit Workshop - Transformation through Integration (a Joint 

Session with Coventry and Warwickshire) 
• West Midlands Chief Executive Officer Provider Meeting including a Development Session 
• Coventry Health and Well-being Board 
• Virginia Mason Guiding Team Meeting (including a visit to the Trust by Adam Sewell-

Jones, Executive Director for Improvement at NHS Improvement) 
• Stakeholder Board re Strategic Plan 
• Extraordinary Trust Board 
• Mental Health, Mental Capacity and DoLS Study Day 
• Leading Together Phase Two Second Residential 
• Transformation Guiding Board Meeting 
• Meeting with ISS Cleaners 
• Chief Executive Officer and Deputy Chief Executive Officer Breakfast with Consultants 
• UHCW Integrated Delivery Meeting (IDM) 
• Quarter 2 Coventry Health Watch Meeting 
• Nursing Times Awards ceremony 

 
Consultant Appointments 
Since the last Trust Board meeting on 29th September the following Consultant appointments 
have been made: 
 



• Consultant Rheumatology - Nicola Jane Gullick 
• Consultant Microbiology – Christos Karagkounis                 
• Consultant Cardiologist – Sandeep Panikker 

 
Policy Issues and Publications: 
The DH has recently published ‘Safer Maternity Care’ which sets out the steps required to realise 
the national maternity ambition.  The document can be found here: 
 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/560491/Safer_Mat
ernity_Care_action_plan.pdf 
 
Mr David Eltringham – Chief Operating Officer 
In addition to the regular framework of Board, Committee and key corporate meetings, I have 
undertaken the following commitments:- 

• ED and RTT performance remains challenging.  I continue to spend considerable time on 
this and have again joined Chief Officer performance reviews with each Group. 

• Together with my colleagues from Coventry and Rugby Health Economy I attended a 
meeting of the Health and Social Care Scrutiny Board to present the Local Health 
Economy plans for Winter Readiness and Achieving the A&E 4 hour wait. 

• I attended the Feedback Session and Management Meeting at the close of the West 
Midlands QA visit to the Warwickshire Solihull and Coventry breast screening service. 

• I attended the inaugural meeting of the Local A&E Delivery Board, as well as an initial 
meeting to discuss the Urgent and Emergency Care Workstream of the STP. 

• I also attended the launch meetings of the STP Out of Hospital Design Groups for the 
Coventry & Warwickshire Providers and also the Coventry & Rugby Providers. 

• I attended a Major Incident Training Event, facilitated by NHS England, aimed at 
Executive Directors, First On-Call and Gold Commanders in NHS Trusts, CCGs and NHS 
England in the Coventry & Warwickshire area. 

• I was invited to attend a Clinical Operations Executive Roundtable event in London, 
facilitated by The Advisory Board. 

• I continue to undertake mid-year performance reviews and job planning conversations 
with the Clinical Directors. 

• I participated in the Phase 2 Leadership Programme Orientation and Q&A sessions. 
 
Mr David Moon – Chief Finance & Strategy Officer 
Since the September Trust Board Meeting and, in addition to the routine corporate meetings such 
as COG; COG Financial Star Chamber; Strategy Group & Board Seminars, F&P, Audit 
Committee, VMI Trust Guiding Team and Planning Unit; I have undertaken the following 
commitments: 

1. Chaired the weekly CIP Steering Group Meeting. 
2. Attended the BMI Management Board meeting 
3. Held numerous meetings with Finance and Strategy Colleagues across Coventry and 

Warwickshire over the development of the STP including chairing the weekly finance sub-
group. 

4. Attended a number of STP Programme Board meetings. 
5. Attended the Joint Elective Care Board with CRCCG. 
6. Attended the West Midlands STP Finance lead meetings. 
7. Held a number of meetings/conference calls with Alliance Medical Limited over the potential 

Midland Online Reporting JV and Community Diagnostic Facility. 
8. Met with Dinah McClanahan NHSI. 
9. Met Guy Blomfield CE Alliance Medical with Andy Hardy. 
10. Attended the Trust Cancer Board. 
11. Attended Integration Summit Coventry and Warwickshire HWBB. 
12. Held an initial contract planning meeting for 2017/18 with CRCCG including conversations 

about 16/17 wrap-up. 
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13. Met with PWC on Employment Tax Changes. 
14. Attended the Pharmacy Procurement Standardisation Group. 
15. Attended Regional High Cost Drug meeting. 
16. Attended UH/GEH Collaboration Board meeting. 
17. Met with PWC and GEH colleagues on a weekly basis on the collaboration work. 

 
Professor Meghana Pandit – Chief Medical & Quality Officer/Deputy CEO  
In addition to all the regular meetings and activities such as Chief Officers’ Group, Strategy 
Group, COG Finance Star Chamber, COG Advisory Group, Patient Safety Committee, Risk 
Committee, Quality Governance Committee, Mortality Review Committee, Serious Incident Group 
(SIG), Patient Engagement and Experience Committee, Seven Day Services Steering Group, 
Chief Inspector Hospitals Programme Board, Medical Concerns, Trust Guiding Team, Sign up to 
Safety, signing complaint responses and conducting my own clinical work, I have undertaken the 
following activities since the last Trust Board meeting: 

• Visited wards informally, speaking to Junior Doctors, Nurses, Pharmacists and Consultant 
colleagues  

• Made Responsible Officer submissions to GMC 
• Led and presented to Grand Round on Seven Day Services and Quality Strategy: 

Grand Round on 14 October was very successful with a full Lecture Theatre. 
Jenny Gardiner and I presented the Quality Strategy and Mike Iredale led the 7DS 
presentation along with the Workstream Leads, Neil Anderson, Dr Murthy, Dr 
Duncan Watson, Simon Brake and Alan Cranfield. Both topics generated questions 
and have received good feedback.  

• Together Towards World Class (TTWC) Programme Board meeting:  
The Programme Board has agreed the PIDs for the Patient Experience 
Workstream. These are, Customer service training, roll out of ‘Hello how may I 
help you” book to improve patient communication to address some of the findings 
of the National in-patient survey and development of a patient and public 
involvement strategy. 

• Board Walkaround: 
I accompanied Brenda Shiels to Ward 11. The report is included in the ‘We Care ‘ 
Report. 

• Leadership Forum: 
Teams participated in a facilitated workshop on Insight profiles. 

• Attended Virginia Mason Stand Up and Report Out 
• Key Priority Performance meetings 
• NHSI IDM meeting 
• Chief Officer Forum 
• Institute for Digital Health Education meetings and welcome lecture to the first cohort of 

eighteen students on the MSc in Healthcare Operational Management for which I am 
Course Director. 

• UHCW Improvement System – third value stream on theatres: 
We held the Sponsored Development Session for this value stream and agreed 
the future stare. The first RPIW in the week of 21 November will be “I arrive for 
surgery and I leave SODA for theatre”. We agreed the Sponsors and the Home 
and Away Teams. 

• Peer Review Visit Programme for Transplant Services:  
The peer review team were very complimentary of the transplant service. They 
have two serious concerns – lack of emergency theatre for deceased donor 
transplant and a sole Nephrology Lead for transplant. Both of these are being 
addressed. 

• Board Seminar – Mandatory Training 
• Clinical Advisory Group meetings:  
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This has been set up to review the audit into radiological discrepancy. It has a 
multidisciplinary membership and includes representation from CCG and our 
regulators. 

• Acute Configuration Steering Group meetings with George Eliot Hospital 
• Trust collaboration and developing the clinical services models meetings: 

I have had weekly meetings with PwC and MD of GEH to discuss and plan the 
clinical workshops. Workshops for Maternity and Paediatrics, Emergency and 
Urgent Care and Emergency and elective surgery have been held.  
 

• Speaker at the Registrar Management & Leadership Training Program: 
I developed this course with Clare Ingram two years ago. We have had 15-20 
trainees participate in this program each year. They have a series of lectures on 
strategy, change management, quality, finance and leadership and all participants 
undertake a project to reflect their learning. The feedback has been 
overwhelmingly positive. 

• West Midlands QA Team Visit – Breast Screening Visit: 
I attended the feedback with David Eltringham. This was a positive visit with one 
immediate concern about image transfer, which has been resolved. 

• Consultant Rheumatologist Interview Panel: An appointment was made. 
• Deputy Chief Medical Officers/Associate Directors Nursing/Associate Directors Quality – 

Collaborative Working Meeting. Mark Radford and I led this meeting. It was successful 
with team members welcoming an opportunity to meet regularly to develop and integrated 
way of working across medical, nursing and quality department teams. 

• Doctors in Difficulty Training delivered by Capsticks: 
This half day training session was well received by the participants (n=20). It will 
improve the capacity and capability of teams to undertake MHPS case work. 

• We articulated our initial response to NHSI following the CQC unannounced visit into out-
patents department and Imaging. 

• Met BMI Management Team with David Moon and Vinod Menon. This meeting will be held 
quarterly to discuss joint projects. 

• Met with Professor Richard Lilford and Professor Theo Arvanitis to discuss an innovation 
which was an output of my time at INSEAD. 

• Hosted Professor Jane Dacre, President of the Royal College of Physicians. 
• Attended Anaesthetic Development Day – Report. 
• Karen and I met with the Guardian of Safe Working, Dr Andres Rhunke. He will report to 

Trust Board on a quarterly basis on the new contract and any issues regarding safe 
working for junior doctors. 

• I met with Paediatric, Urology and paediatric surgical Leads to discuss management of 
children under the age of five at UHCW. This will require further negotiations and a 
discussion with specialised commissioning. 

• Karen and I attended the feedback session from NHS Digital. 
 

Mrs Karen Martin, Chief Workforce and Information Officer 
CWIO diary:  
During the past month I have been in attendance at all of the regular Chief Officer meetings 
including Quality Governance Committee, F&P, Trust Guiding Team meeting, Risk Committee, 
Leadership Forum, Chief Officer Forum, COG Advisory Group as well as an Extraordinary Trust 
Board meeting.  I have also been present at the Group Accountability Review meetings.  I have 
also chaired the Partnership and Engagement Forum, the Training, Education and Research 
Committee, Transforming Workforce Supply Committee and the World Class Services Board.   
 
Other work commitments during the past month have also included:- 
• Organised and attended a MHPS Training course covering “Supporting Doctors in Difficulty” 

which was facilitated by Capsticks 
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• Chaired a Coventry and Warwickshire STP Workforce Workstream meeting 
• Attendance at a Q&A session at Warwick University for the Leadership Programme 
• Board Walk around Ward 16 (Childrens) with Brenda Sheils 
• Chair of the West Midlands Streamlining Board and attendance at the West Midlands HR 

Directors Network meeting 
• Met with the Streamlining Midlands and East Executive Sponsors 
• Panel member for the appointment of Interim Associate Director of ICT. 
 
Workforce: 

• The Trust continues its transition to the new junior doctor contract. We have issued 48 
new contracts for doctors joining in December. 

• The government has announced changes to the current NHS redundancy 
arrangements, lowering the benefits received on redundancy. These changes are in 
addition to the government’s commitment to introduce a cap on all public sector exit 
payments and changes to payments for those earning over £80,000.  

• The Trust continues to improve its medical bank arrangements. The new texting service 
for junior doctors saw 71 shifts booked in September and another 54 booked since then. 

• The national flu campaign commenced in late September 2016. We are aiming to meet 
the national target 75% (4575 staff) being vaccinated, compared with 63.9% vaccinated 
here last year. New approaches include the increased use of peer vaccinators. 

• During October the Trust has launched the next phase of the Trust’s health and well-
being plan. These include ‘Deskercise’, encouraging those in sedentary roles to integrate 
exercise into their daily routine, ‘Walk and Talk’ meetings and the implementation of 
Neyber, a new financial well-being offer.  

• The NHS National Staff Survey has commenced at the Trust. This year we will undertake 
a full census of all staff, including those covered by the Retention of Employment. Results 
are expected in early February prior to national publication.  

• As part of the Leadership Development programme, September’s Leadership Forum 
introduced the Trust top managers to their Insights Discovery profiles. Insights Discovery 
is a widely used diagnostic tool that provides individuals with a personalised report on 
their profile. The Insights tool is now also part of the Leading Together programme for 
service and team leaders.   

• The values and behaviours framework has been reviewed two years after its 
introduction. The recommendations include amalgamation of our current ‘Learn’ and 
‘Improve’ values and the introduction of a new value of ‘Respect’.  

• National reforms to apprenticeships have been announced, to be introduced from April 
2017. The changes include the introduction of a 0.5% levy, which will be balanced by an 
increase in tariffs the Trust can claim. Other changes include the introduction of new 
apprenticeship standards and the registration of all apprenticeship providers.  

 
Equality and Diversity: 

• Changing Futures Together Supported Internships programme has begun its second 
year. Seven new interns start their first placements this month. 

• The Trust Equality team supported an Equality Impact Assessment (EIA) on the new 
Junior Doctors Contract. Although a national EIA has been carried out, the Trust needed 
to demonstrate that it has considered and addressed any local issues in relation to the 
equality and diversity protected characteristics. 

• The team presented to the Chief Officers Forum, demonstrating how the Equality and 
Diversity team supports patient care. 

• The team met with Coventry City Council’s hate crime officer to identify how the Trust 
can support staff (and others) in dealing with abuse associated with equality and diversity 
protected characteristics. This is in response to a number of recently reported incidents. A 
joint campaign was proposed.  
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Communications: 
• The ninth annual OSCAs ceremony was held to celebrate the achievements of the Trust 

and its staff.  
• The World Class Colleagues scheme is being evaluated as planned after running for 

nine months. 186 staff have been nominated for awards during that time.  
• The communications campaign around staff flu vaccinations launched in Your Week at 

the end of September, with messages to all Trust desktops, an image on the front of the 
Trust intranet and Instagram and Facebook posts. 

• Planned communications tasks included those on the Sustainability and Transformation 
Plan, the UHCW Improvement System and Emergency Care Pathway work. In addition 
there have been campaigns this month on World Prematurity Day and Domestic Violence 
Awareness. 

Performance and Programme Management Office (PPMO): 
• The Performance team is developing clinical specialty reporting that will include 

statistics for the e-acknowledgement of test results, the utilisation of e-handover and e-
discharge functionality with CRRS, the Trust’s core clinical system.  

• Corporate Analytics key developments include referral to treatment time (RTT) analysis, 
automation of RTT reports and improving the accessibility of Trust reports.  The team has 
been investigating the possibility of the use of a Safety Thermometer app to make the 
data recording process easier for operational staff. 

• The Programme Analytics team continues to support the Emergency Care Recovery 
Group with recording and measurement of success.  The team is also involved with 
supporting the outpatient improvement agenda and is working closely with the Francis 
Group. 

• Clinical Coding is focussing on coding depth and quality and is continuing with its internal 
audit programme to improve awareness of coding matters.  

 
Information and Communication Technology (ICT):  

• Dan Whiston, ICT Associate Director, left the Trust at the start of October. Dan has been 
responsible for the creation of the IT development roadmap and oversaw the delivery of 
many IT infrastructure projects. The Trust will cover the role temporarily by other senior 
ICT staff taking part of the role, while CWIO with the Director of ICT considers how to 
further align IT with transformation at the Trust.  

• The University Hospital network refresh has begun. The first stage to improve electrical 
power to, and cooling in, the site’s network closets has been completed. The next phase, 
to install new network fibres, will take approximately 6 weeks.  

• ICT is upgrading the Trust’s IT security firewall infrastructure across the Trust. This 
will provide UHCW with leading edge technology to protect our users and data over the 
coming years. The work is due to be completed by March 2017. 

• ICT has supported Breast Screening to transfer its imaging system from Sectra PACS 
(Picture Archiving and Communication system) to the Trust’s core Insignia PACS system. 
This will improve support for the Breast Screening service and will deliver a cost 
improvement. 

• The Trust annual IT security testing (penetration testing) was undertaken successfully 
earlier this month by NHS Leicestershire Informatics. While no IT infrastructure is 100% 
secure, this testing identifies any weakness that might be exploited by an attacker.  

• Following on from the upgrade of Trust PCs from Windows XP to Windows 7, the Trust 
team is now rolling out Internet Explorer version 11. Over 80% of Trust PCs are now on 
IE11. Both Windows 7 and IE11 are mandated by NHS national bodies. IE11 will ensure 
that most new websites will be viewable on Trust PCs.    

• The Trust PACs support team is working with the Radiology Department and two external 
suppliers to outsource some radiology reporting. This will help address the reporting 
backlog.  
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Professor Mark Radford – Chief Nursing Officer  
In addition to all regular meetings such as Chief Officers’ Group, COG Finance Star Chamber, 
COG Advisory Group, Patient Safety Committee, Risk Committee, Quality Governance 
Committee, Nursing & Midwifery Committee/Forums, Serious Incident Group (SIG), Safeguarding 
Vulnerable Adults & Children’s Committee, Chief Inspector Hospitals Programme Board (CIHPB), 
Star Chamber and Strategy Group; I have undertaken the following activities since the last Trust 
Board meeting in September 2016: 
 
Internal 

• Exec to Exec Meeting with Coventry University – 14/09/16 
• Trust Guiding Team Virginia Mason Meeting – 20/09/16 & 18/10/16 
• UHCW IDM Meeting – 20/09/16 & 25/10/16 
• COG Residential, University of Warwickshire – 21-22/09/16 
• KPO Lead Interviews – 23/09/16 
• Attended Modern Matrons Away Day, CSB – 27/09/16 
• Unannounced CQC visit to Radiology and Outpatients – 28/09/16 
• Associate Director of Nursing Interviews – 03/10/16 
• EPR Programme Assurance Meeting – 04/10/16 
• Chaired Chief Officer’s Advisory Group – 07/10/16 
• Chaired Key Accountability Meeting – 07/10/16 
• Acute Configuration Steering Group – 11/10/16 
• Chaired Regional Advanced Practice Group – 12/10/16 
• Chaired End of Life Care Committee – 14/10/16 
• Extraordinary Trust Board Meeting – 19/10/16 
• Triumvirate Meeting – 20/10/16 
• Nursing Times Awards Ceremony, London – 26/10/16 
• Completion of staff Personal Development Reviews 

 
External 

• Safe Sustainable Staffing Guidance Programme Board, London – 14/09/16 
• Clinical Forum, London – 16/09/16 
• Visit to St Bart’s NHS Trust, London – 30/09/16 
• Chaired the Maternity Care Staffing Work Stream Meeting, London – 30/09/16 
• PHD Supervision Session, Birmingham City University – 04/10/16 
• Safe Staffing Guidance Delivery Group Teleconference – 04/10/16 
• Maternity Transformation Board Meeting, London – 05/10/16 
• Clinical Governance Committee, Coventry Myton Hospice – 19/10/16 

 
Operations & Delivery 

• Performance via the Emergency Department demonstrates an improvement at 90% 
achieved in September 

• Groups are now commencing winter planning to assist with capacity and flow 
• The Red 2 Green roll-out continues across floors 4 and 5 of the Trust 
• SAFER roll-out is due to commence mid-October  
• Work continues with the Nugensis Electronic Whiteboard 

 
In response to Regulation 28 Report to prevent future deaths issued on 19 August 2016 following 
an inquest the following actions have been taken/planned to improve care for future patients and 
their families. 
 
The matters of concern identified at inquest are being addressed as follows: 
 
(1) Discharge, including appropriate medication (Trust Lead: Associate Director of Nursing- 

Operations and Delivery) 
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Since September 2016, we have reviewed our discharge policy and are in the process of 
developing action cards for staff to remind them of specific tasks that need to have been 
completed and in place at the time of discharge. The Trust has identified that the current 
discharge checklist needs to be amended to reflect our learning from the inquest. During October 
we are auditing our processes and prescriptions to ensure that take away medications are 
appropriate and timely. This work will be completed by December 2016. 
 
From 1st December 2016 each ward will have an electronic patient board, which will include 
prompts to aid discharge planning, including preparation of discharge medication. Staffing 
allocation and resourcing. The rollout programme will commence with the Gerontology Wards. 
 
The Trust has in place an electronic rostering system, and since June 2016, has been piloting a 
new Safe Care module across four wards, which will enable wards to record the allocation of staff 
members (including bank and agency staff) to cohorting or close observation duties on a shift by 
shift basis. Following evaluation of the process to date, the planned next phase of rollout is due 
from November 2016, and starting with Gerontology wards. The module will be rolled out across 
the Trust over the next 12 months and is subject to Internal Audit review.  
 
Since October 2015, a new Enhanced Care Team was introduced into the organisation. This 
consists of 34 WTE Band 2 and 3 staff who, following a bespoke education and training 
programme, provide 1:1 care to our most vulnerable patients using a risk based assessment. The 
team, who are managed by a senior nurse ( Band 7), are allocated to patients based on the Trust 
Close Observation Guidance, which was developed and issued in December 2014, and has been 
added to with a Close Observation Standard Operating Procedure developed in April 2016. 
 
Matrons have been instructed to ensure all wards have in place a process for recording daily the 
day and night shift deployment of the nursing staff, identifying  where staff are working and bays 
where cohorting is in place. A daily allocation sheet has been developed and circulated for 
immediate use across all adult inpatient wards. This instruction was issued on 10th October 2016. 
 
The senior nurses present at the inquest also identified a need to reinforce awareness and 
understanding about the Staff Attendance Policy and this was completed and documented on 
10th October at the Trust Nursing and Quality Ward Manager and Matron Forum. Trust guidance 
and training has also been completed in August 2016 on the process for RIDDOR reporting. 
 
(2) Monitoring and assessing staff who work on permanent night shifts (Trust Lead: Deputy 

Chief Nursing Officer) 
 
Following the Inquest we immediately assessed the number of staff on night only and internal 
rotation contracts, with a view to reducing as far as possible night only shift patterns. It was felt 
that night only shift patterns may impede adequate monitoring of competencies and knowledge, 
and indeed make it more difficult for nurses to keep their skills up to date. A meeting between the 
Deputy Chief Nurse and Human Resources was held on 7th September to agree a process for 
rotation of all ward based band 5 and 6 nurses. A meeting with Staff Side / RCN Representative 
is scheduled for 20th October 2016 to agree the process. 
 
We currently monitor care at night through the quarterly programme of Matrons’ unannounced 
night visits. The outcome of these visits is included in the Modern Matrons’ annual report. An 
update to the Nursing Quality Forum is given after each visit. The most recent visit occurred in 
September 2016. Feedback is scheduled for 31st October 2016. 
 
We have completed development of a Band 5, 6 and 7 Competency Framework. We are now 
planning implementation of this, commencing with band 7 Ward Managers on 28th October 2016. 
Ward Managers will be expected to cascade this to their teams. 
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(3) Investigation process, including cooperation with police enquiries (Trust Lead Associate 
Director of Nursing Quality and Safety and Legal Services Manager) 

 
A post-fall safety conversation known as a ‘huddle’ to explore the circumstances of the fall during 
the shift shortly after it occurred has been implemented since summer 2015. This is intended to 
be a supportive way to adduce the circumstances of the fall from the nurses involved at the time, 
and to help the ward as a whole learn from the incident. It also means that we can better fulfil our 
duty of candour by sharing our understanding of events and learning with patients and their 
families in a timely manner. This has been further strengthened in March 2016 with a reflection 
summary to record outcome of the huddle. Since 30th August, a new Rapid Response team 
(comprising senior doctor, nurse and patient safety team member) is responding to any reports of 
serious harm (on a daily basis) by visiting the ward post incident, meeting with staff, detailing the 
incident, actions, contributory factors and learning and meeting with patient and relative. This is 
being monitored using our UHCW improvement system methodologies but to date this new 
process has met with positive feedback from both staff and patients. 
 
We have since drafted guidance to assist witnesses in providing written statements about the 
circumstances of a fall. The guidance stresses the importance of writing a statement as soon as 
possible after the incident, making reference to the nursing and medical records. Arrangements 
will also be made to involve permanent night staff directly in any investigations by way of an 
interview shortly after the fall. 
 
A new police disclosure policy is due to be considered at the Information Governance Committee 
in November 2016. The purpose of the policy is to assist staff in cooperating with police 
investigations, ensuring proportionate and relevant personal information is disclosed in a timely 
manner. A quick reference guide for ward staff will be produced to ensure that police are directed 
to the correct department so the request can be dealt with quickly with as little disruption as 
possible to front line services. 
 
Women’s & Children 

• 13 WTE Midwives have now commenced employment with the Trust 
• 2 Midwives have commenced an Ultrasound Scan Programme 
• 1 Midwife has now graduated from the Ultrasound Scan Programme 
• A joint bid with CWPT, GEH and SWFT has been submitted to increase and improve 

Perinatal Mental Health Services 
• A bid has also been submitted for an EQUP pilot as part of the non-statutory supervision 

provision from April 2016 
• 12 Paediatric Nurses have been appointed following interview 

 
Education & Research 
Nursing Times Awards - submitted and shortlisted awards for: 

1) Clinical Research Nursing – presented to the judging panel on the 13th September 2016 at 
EMAP London– the submission relates to developing nursing, midwifery and AHP research– 
CARE (Clinical Academic Research Innovation Environment) Model. It represents 
collaborative working between UHCW, Coventry University, Birmingham City University and 
University of Warwick. 
 

2) Learning Disabilities Nursing – team presented to the panel on 15th September. The proposal 
relates to the development of and the outcomes from a flagging system on CRRS to identify 
people accessing services at UHCW who have a learning disability, i/t alerts clinical staff at 
UHCW and the Acute Liaison Team who are also able to add information relating to 
reasonable adjustments that maybe required. It represents collaborative working between 
UHCW Practice Facilitator, ICT and the Coventry and Warwickshire Partnership Trust 
especially the Acute Liaison Team. 
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The outcomes for both awards will be announced at the Award Ceremony on 25th October in 
London. 
 
12 Japanese Nurses from the University of Fukui, Japan visited the Trust for two days as part of 
an Annual Education Visit linked to Birmingham City University. This is the third year that the 
Nurses have spent time at UHCW and during their stay they had the opportunity to learn from our 
staff and also for us to learn from them. They visited clinical areas and spent time at the Surgical 
Skills Centre.  This year, there was a mixture of qualified and student Nurses from Surgery, 
Theatres and Respiratory Care. The Nurses were introduced to ‘hello my name is” and they very 
much enjoyed their experience as translated from Professor Tomoko Hasegawa who 
accompanies the visit: ‘thank you very much for sending files and so much effort you spent for us. 
We had incredible experiences at UHCW. Please say deep appreciations to everybody at UHCW. 
Thank you again very much. Tomoko’ 
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Agenda item 10 Enclosure 5 
 

PUBLIC TRUST BOARD PAPER  
 

Title Integrated Quality, Performance & Finance Report – Month 6 – 
2016/17 

Author Miss. Lynda Cockrill, Head of Performance and Programme 
Analytics 

Responsible 
Chief Officer 

Mrs. Karen Martin, Chief Workforce and Information Officer 

Date  27th October 2016 
 
1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of September 2016. 
 
2. Narrative 
 
The attached Integrated Quality, Performance & Finance Report covers the reported 
performance for the period ending 30th September 2016.  
 
In the Trust Board Scorecard, 25 KPIs achieved the target. 
 
Key indicators in breach are the Trusts performance against: 

• the 4 hour A&E target; 
• Referral to Treatment incomplete standards (including three breaches of the RTT 

52 week wait standard), 
• Complaints Turnaround <=25 days 

 
Key indicators achieving the target include: 

• Cancer 62 day urgent referral to treatment 
• CIP delivery 
• the staff sickness rate  

 
The Trust is reporting a £0.8m deficit year-to-date against a planned year-to-date surplus 
of £0.2m. This is an improvement of £1.0m in actual position from the previous month.  

 
The Trust is forecasting delivery of £25.0m against £25.5m of potentially identified 
savings. This gives a potential forecast under-delivery of £0.5m against the Trust CIP 
target of £25.5m for 2016/17. 
 
3. Areas of Risk 
 
As detailed in the performance trends pages. 
 
 
 
 



4. Recommendations 
 
The Board is asked to confirm their understanding of the contents of the September 2016 
Integrated Quality, Performance and Finance Report and note the associated actions. 
 
Name and Title of Author: Miss. Lynda Cockrill, Head of Performance and Programme 
Analytics 
Date: 21st October 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 16 17 3 36 

Delivery of value for money 3 2 0 5 

Employer of choice 3 2 2 7 

Leading research based 
health care organisation 1 1 1 3 

Leading training and 
education centre 2 0 0 2 

All domains 25 22 6 53 

25 KPIs achieved the target in September 

The Trust’s overall performance has improved slightly this month, with two indicators moving from exception to watching status. 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 and last minute non-clinical cancelled operations continue to underperform.  There has been a breach of the RTT 52 week wait standard in 
August. The cancer two week wait GP referral to outpatient appointment standard breached in August for the first time since April 2015. Further detail 
for all cancer standards is described later in this report. 
 
There has been a Never Event reported by the Trust in September in relation to a retained foreign object. Further detail can be found within the 
Quality and Safety section of this report. All of the four harm free care indicators are achieving their respective targets. 
Complaints turnaround times have continued to deteriorate – further detail is included within Quality and Safety section of this report. 
 
Achievement of the staff sickness rate of below 4% has been sustained this month with a current performance of 3.57%. Mandatory training 
compliance has remained at a similar level this month (87.68%) and continues to be below the 95% target. 
The Vacancy rate compared to funded establishment indicator has improved further this month, although remains above the target of 10%. This is 
reflected in the agency costs against total costs which has decreased from 8.44% to 8.23%. 
 
The Trust is reporting a £0.8m deficit year-to-date against a planned year-to-date surplus of £0.2m. This is an improvement of £1.0m in actual 
position from the previous month. Further information on workforce and  the delivery of the Value for Money KPIs can be found the Finance and 
Workforce section of this report.   
 
 

What’s Not So Good? 
A&E 4 hour wait 
18 week referral to treatment time 
Complaints Turnaround <=25 days 

What’s Good? 
Sickness Rate 
CIP delivery 
Patients Recruited into NIHR Portfolio 

KPI Hotspot 
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Trust Scorecard 
Reporting Month September 2016 
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Trust Scorecard 
Reporting Month September 2016 
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Performance Trends 

6 
Integrated Quality, Performance and Finance Reporting Framework 

Improving 
 
(3 months 
consecutive 
improvement) 

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

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

• Despite the A&E performance being below the 95% target, it is notable that there continues to be a steady improvement in this 
measure for the last five months.  Further detail is described later in this report. 

• Numbers of last minute non-clinical cancelled operations – elective continue to reduce – Bed availability on the wards remains the main 
reason for these cancellations.  

• Vacancy Rates continue to improve after peaking in April 2016. This reflects positive actions the Groups are taking to reduce agency 
spend. 

• Medical appraisal rates have improved steadily and both Care of the Elderly (100%) and Women and Childrens (93.75%) groups have 
achieved the target this month. 

• The non-medical appraisal rates have deteriorated further to 84.05% this month. The Hospital of St Cross has the highest rate of 
compliance at 95.56% however the Emergency Department group have appraised 67.38% of non-medical staff. 

• Mandatory training has remained at around 88% for this financial year but is trending downwards.  The majority of groups remain in 
amber with the exception of Clinical Diagnostics – pathology which is at 84.83% and the Hospital of St Cross and Care of the Elderly 
groups which both achieved over the 95% target. 

• The Trust received 181 complaints in Quarter 2, which is the highest number of complaints received in one quarter within the 
last twelve months. More information is included in the Quality and Safety performance trends section of this report. 

Failed Year 
End Target 

• A second never event has been reported in September 2016.  Further details are included later in this report. 
• A Trust acquired MRSA bacteraemia was reported in August 2016.   
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Trust Heatmap 
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Group summary of performance – A&E and associated metrics 

Integrated Quality, Performance and Finance Reporting Framework 

Last minute non-clinical cancelled operation rates have 
continued to reduce since last month and are at their lowest 
since February 2016.  Groups with the highest levels of such 
cancellations for September were Neurosciences (6.1%), 
Surgery (1.7%) and Trauma and Orthopaedics (1.4%). Bed 
availability on the wards remains the main reason for these 
cancellations.  

The percent of diagnostic waiters over 6 weeks KPI 
continues to perform well against its target.  The Trust 
has had a small number of breaches for 
Echocardiography tests, Ultrasounds and CT scans 
due to capacity issues. 

The improvement in our A&E performance over the mid summer months has continued into September, although this has been helped by lower attendance 
patterns over this time.    
 
Measures to protect the ‘minors pathway’ continues to provide results above the 95% A&E standard for this area of A&E.  The Trust has undertaken mapping 
to match staffing to demand as well as comparing this against similar trusts.  It reveals a deficit in manpower mainly at the SHO level and we will look at how 
we might address this imbalance.  

9 

The Trust continues to pursue further improvement both internally and with partners 
including working with ECIP to improve ambulance triage/handover and implementing 
SAFER and Red to Green Day. Simultaneously the Trust has engaged an external 
independent adviser to review emergency pathways and procedures across ED and 
Acute Medicine. 
 
The internal Emergency Care Pathway Recovery Group continues its work looking at:  

 
• Piloted changes to the management of patient flow through the empowerment of 

clinical site managers and centralised reporting of bed managers  
• Revised reporting on capacity and demand to manage flow 
• Continued development of Ambulatory care pathways in respiratory and 

hepatology. Commencement of Abdominal ambulatory pathway in September  
• Further expansion  of the Trust’s UH@Home Service 
• Establishment of a frailty service with partners that reduces or avoids admissions 

to hospital or reduces the length of stay on necessary admissions. 
 



 
 

Group summary of performance – Referral To Treatment  
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The delivery against the RTT incomplete target has improved in August with the 
Trust reporting 88.0% against the 92% target.  The Trust did not meet the monthly 
target of 92.2% against the NHSI improvement trajectory that was submitted earlier 
in the year.  
 
The backlog has grown to a total of 3385 patients this month with the Surgery 
group having the largest proportion of the Trust’s total.  Trauma and Orthopaedics  
and Ophthalmology are also significantly challenged.  
 

The Trust is progressing the programme of work to re-book patients in true 
chronological order, and by doing so reduce has reduced the ASI (appointment slot 
issue) backlog. Rebooking in max fax and urology has seen a reduction in long 
waiting patients.    
 

Management capacity has been increased to lead the Recovery plan and revised 
trajectory, by the end of October. Delivery by speciality continues to be monitored 
through the weekly Access meeting which has been extended. Key interfaces such 
as booking, diagnostic support and theatre management (utilisation and 
cancellations) are focussed  areas  with actions to improve RTT delivery. 
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Underperforming groups 
• Surgery (83.3%) 
• Trauma & Orthopaedics (84.1%) 
• Theatres & Anaesthetics (89.4%) 
• Specialist Medicine and 

Ophthalmology (90.9%) 
• Women and Children (90.9%) 

5 out of 10 groups achieved 
the incomplete target 

 
The Trust has reported one general surgery 52 week incomplete 
pathway breach in August. 

Behind target 
(number behind) 

On target 

123 

RTT Incomplete 88.0% (Last month 87.5%) 
Target 92% 
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In August 2016, the Trust achieved 7 of the 8 cancer standards. 
 
The trust achieved 92.0% for two week wait for suspected cancer against 
a 93% target. The target was not met due to clinic capacity constraints 
within Lower GI and Head and Neck. This is the first time that the monthly 
target has not been met since April 2015. Year to date performance is 
95.7% and remains well above target. 
 
The 62 Day Cancer Waiting Times Standard was achieved again in 
August with 86.0% of patients treated against the 85% standard. The year 
to date performance has again improved to 83.1%. 
 

7 out of 8 
standards 
achieved 
in August 

105 days and over target not met 
 

4 breaches of the 105 days and over target 
have occurred in August. 
 
All 4 breaches (6 patients) of the  target 
were in urology. All were due to inadequate 
theatre capacity, however 3 of the shared 
breaches were also referred to UHCW late 
on in the pathway. 

2WW            31 day             62 day 

Performance against cancer standards by tumour site – 2016/17 YTD 



Quality and Safety Summary 
This section includes the Quality and Safety scorecard which contains all relevant indicators that are included within the overarching Trust scorecard, 
together with additional pertinent KPIs that enable headline areas such as harm free care to be explored in more detail e.g. with the underpinning 
pressure ulcer and falls KPIs. Ward staffing information is also included in this section. 
 
Overall performance against quality and safety indicators remains consistent this month. Both the Surgical Safety Checklist and C-UTI have achieved 
100% for September. 

Integrated Quality, Performance and Finance Reporting Framework 
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Quality & Safety 
Scorecard Indicators 

achieved 
Indicators  

in exception 

Indicators  
in watching 

status 

Total 
indicators 

Excellence in 
Patient care and 
experience 

18 14 5 37 

Leading research 
based health care 
organisation 

2 3 0 5 

Leading training and 
education centre 2 0 0 2 

All domains 22 17 5 43 

        14                                       5 18 Excellence in Patient Care and Experience 

                        3 2 Leading Research Based Health Care Organisation 

2 
 

Leading Training and Education Centre 

There has been a Never Event reported by the Trust in 
September in relation to a retained foreign object. Further detail 
can be found within this report. 
 
All of the four harm free care indicators are achieving their 
respective targets. 
 
All four maternity FFT touchpoints have been achieved this 
month following an underperformance for labour/birth last 
month. 
 
Complaints turnaround times have continued to deteriorate – 
further detail is included within Performance Trends. 
 
MRSA Decolonisation score and MRSA elective and high risk 
screening indicators did not achieve target this month. 
 
The  number of patients recruited into the NIHR portfolio 
continues to rise with 1460 patients against a target of 1335 at 
the end of July. 

22 KPIs achieved the target in September 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month September 2016 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month September 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) 

• There continues to be an improvement in performance against the reported harmful patient safety incidents.  All of the four 
harm free care indicators are achieving their respective targets. 

• The falls per 1000 occupied bed days target has been achieved for the first time since August 2015 with one fall reported in 
September. 

• None of the indicators that are achieving their targets this month have deteriorated for three consecutive months 

Failed Year 
End Target 

• The Trust received 181 complaints in Quarter 2, which is the highest number of complaints received in one quarter within the 
last twelve months. Receiving such a large number of complaints within a quarter is challenging within itself, but a number of 
factors added to this challenge, namely: Quarter 1 was also high which meant the department was already managing a high 
caseload; decreased capacity of the Complaints Department due to staff leave and sickness; an unprecedented number of 
complaints being received within August;  staff involved in the complaint within the specialty groups being unavailable due to 
annual leave and the increase in the number of statements and responses built in further delays from the Groups. 

• A second never event has been reported in September 2016.  Further details are included in this report. 
• A Trust acquired MRSA bacteraemia was reported in August 2016.   
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Area of underperformance - Never Event 
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A retained foreign object post procedure has 
been declared in September. 

 
 
 

A  Never Event has been declared in September 2016: Retained vaginal 
pack post laparoscopic radical hysterectomy. The patient had a brief 
readmission, but the event has not had any lasting effect. Duty of 
Candour was promptly undertaken. 
 
The investigation, led by a DCMO, has been completed. The findings 
include the following: 
• The Consultant did not record the presence and the plan for removal 

of the vaginal pack within the post-operative instructions 
• Clinicians providing care in the post-operative period did not note the 

entry in the operation note recording the presence of a vaginal pack 
The report and recommendations to address these issues will be 
reviewed and signed off by the Serious Incident Group in October 2016. 

16 

NHSI consultation on Never Events Policy and 
Framework 2016 

 
 
NHS Trusts have been invited to provide feedback on the 
Never Events Framework with a view to amending the 
framework for 2017/18. 
 
The Trust is coordinating a response which will include 
feedback regarding the definitions for wrong route and 
retained foreign object, as well as consideration of the level 
of harm. 
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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 and Workforce Summary 
This section includes the Finance and Performance scorecard which contains all relevant indicators that are encompassed within the overarching Trust 
scorecard, together with additional pertinent KPIs such as theatre efficiency and utilisation, which underpin the headline indicators. This report 
highlights areas of compliance and underperformance. 
 

Indicators within Delivery of Value for Money section are being revised in-line with recent guidelines from NHSI. Whilst existing KPIs within this section 
are within tolerance of plan, one of the revised KPIs is not within tolerance of plan, as a result an escalation reports will be produced on a quarterly 
basis in line with agreed reporting. Further details on revised KPIs have been provided in the Integrated Finance Report that is submitted to Finance 
and Performance Committee. 
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Indicators 
achieved 

Indicators  
in 

exception 

Indicators  
in watching 

status 

Total 
indicators 

Excellence in Patient 
care and experience 14 22 2 38 

Delivery of value for 
money 3 3 0 6 

Employer of choice 3 3 2 8 

Leading research 
based health care 
organisation 

1 0 1 2 

Leading training and 
education centre 2 0 0 2 

All domains 23 28 5 56 

Achievement of the staff sickness rate of below 4% has been 
sustained this month with a current performance of 3.57%. %. 
Mandatory training compliance has remained at a similar level this 
month (87.68%) and continues to be below the 95% target.  
Medical and non medical PDR KPIs also remains below target. 
The Vacancy rate compared to funded establishment indicator has 
improved further this month, although remains above the target of 
10%. This is reflected in the agency costs against total costs which 
has decreased from 8.44% to 8.23%. 
 
Targets related to the emergency pathway (A&E waiting times and 
delayed transfers of care) and the elective pathway targets including 
RTT incomplete pathways continue to underperform. The Trust did 
not meet the monthly incomplete RTT target of 92.1% against the 
NHSI improvement trajectory that was submitted earlier in the year.  
 
The cancer two week wait GP referral to outpatient appointment 
standard was breached in August for the first time since April 2015. 

   22   2    14 Excellence in Patient Care and Experience 

         1 1 Leading Research Based Health Care Organisation 

     2 Leading Training and Education Centre 

                      3  3 Delivery of Value for Money 

          3          2 3 Employer of Choice 

18 

23 KPIs achieved the target in September 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month September 2016 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month September 2016 
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Updates on Control Total 
Other movements within the control total is largely impacted by under delivery on 
contract income (1.3% adverse to plan); pay and non-pay overspends (1.4% 
adverse to plan). To achieve the planned net surplus, the Trust needs to achieve 
additional savings of £10.0m. 

Trust Position Post Technical Adjustment 

Updates on Net Surplus/(Deficit) position 
The net surplus position reports a favourable outturn position of £0.3m against 
plan a plan of £1.3m.  
Year-to-date position is £1.1m adverse to plan of £0.1m deficit. This gives a net 
deficit of £1.1m as at month 6. 

Net Surplus / (Deficit) position 

The Trust reports a £1.1m surplus forecast control total which is in-line with plan as at month 6. This assumes full receipt of the Sustainability and 
Transformation Funding (STF) of £17.2m. The Trust is reporting a £0.8m deficit year-to-date against a planned year-to-date surplus of £0.2m. This is an 
improvement of £1.0m in actual position from previous month. The slippage is driven by the year-to-date under achievement of the STF operational 
performance trajectories resulting in a withhold of £1.1m. 
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Finance | Headlines September 2016 

AGENCY 
SPEND 

£16.0m 

£16.0m actual spend on 
agency spend year to date. 

Capital 

Cost Improvement 
Programme is £25.0m 
against £25.5m target. 

Trust has a revised 
FRP target of 

£12.1m. 

FRP 
98% 

The Trust has identified £25.3m 
of potential savings: below the 
required target by £0.2m 

£8.1m of the Target has 
been delivered as at month 
6. This gives a shortfall of 

£4.0m. 

Trust is forecasting £29.6m spend 
on agency against target of 
£26.6m as at month 6. 

As at Month 6, the 
Trust is forecasting a 

£41.4m capital 
expenditure against a 
revised plan of £46m. 

 

CONTACT & ACITIVITY  
INCOME 

1 % under-performance 

Under-performance on income is 
largely driven by shortfall in 
Elective, Daycase,  Emergency, 
and outpatient procedures. 

Contract income from 
activities reports an adverse 
variance of £3.9m YTD and 
£6.6m on outturn. 
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SOCI – Statement of Comprehensive Income 
Reporting Month September 2016 

Integrated Quality, Performance and Finance Reporting Framework 

The Trust reports a £1.1m 
forecast control total surplus 
against a £1.1m plan in Month 6. 

The control total position assumes the full 
receipt of the STF of £17.2m. Contract 
income is forecast at £6.5m adverse to 
plan driven by under-performance against 
activity plans, risks and penalties. The 
variance is due to under-performance on 
Elective, Daycase, Emergency and 
Outpatient procedures. Close monitoring 
on activity income continues to take place 
to ensure planned activities are achieved 
in future months. 
Forecast operating expenditure is £5.1m 
favourable to budget. Overall Group 
expenditure forecasts £7.6m adverse to 
budget; largely driven by over-spends on 
Medical costs of £4.0m, and under-
delivery against CIP position by £0.5m. 
The position highlights a gap to target of 
£10.0m on outturn. 
The Trust is reporting a year to date 
deficit of £0.8m which is £1.1m adverse 
of year-to-date plan. This is due to under-
performance against the Trust’s STF 
access standards as at month 6. 

Plan

£'000
Budget 
(£'000)

Forecast 
(£'000) £'000 %

Budget 
(£'000)

Actual
(£'000) £'000 %

Contract income from activities 507,856 508,990 502,459 (6,531) (1.3%) 256,077 252,131 (3,946) (1.5%)
Other income from activities 24,369 23,955 24,002 47 (0.2%) 11,992 10,879 (1,113) (9.3%)
Other Operating Income 75,105 75,786 77,477 1,691 (2.2%) 38,332 39,321 989 (2.6%)

Total Income 607,330 608,731 603,938 (4,793) (0.8%) 306,401 302,331 (4,070) (1.3%)

Pay costs (356,672) (357,710) (362,783) (5,073) (1.4%) (180,446) (178,308) 2,138 (1.2%)
Other operating expenses (197,423) (201,620) (204,182) (2,562) (1.3%) (101,993) (102,294) (301) (0.3%)
CIP gap to target delivery 523 523
FRP gap to target delivery 4,032 4,032
Additional savings required 5,409 5,409
Reserves (6,199) (2,547) 213 2,760 108.4% (1,110) 0 1,110 100.0%

Total Operating Expenses (560,294) (561,877) (556,788) 5,089 0.9% (283,549) (280,602) 2,947 1.0%

EBITDA 47,036 46,854 47,150 296 (0.6%) 22,852 21,729 (1,123) (4.9%)

Profit / loss on asset disposals 0 182 218 36 171 218 47
Depreciation (20,894) (20,894) (20,894) 0 (10,446) (10,431) 15
Interest Receivable 115 115 77 (38) 58 48 (10)
Interest Charges (465) (465) (465) 0 (213) (229) (16)
Financing Costs (22,278) (22,278) (22,278) 0 (11,145) (11,135) 10
Unwinding Discount (34) (34) (35) (1) (34) (35) (1)
PDC Dividend (2,214) (2,214) (2,214) 0 (1,110) (1,107) 3
Impairments 0 0 (10) (10) 0 (10) (10)

Net Surplus/(Deficit) 1,266 1,266 1,549 283 (22.4%) 133 (952) (1,085) (815.8%)

EBITDA % 7.7% 7.7% 7.8% 7.5% 7.2%
Net Surplus % 0.2% 0.2% 0.3% 0.0% (0.3%)

Technical Adjustments:
Donated/Government grant assets 
adjustment

(166) (166) (459) (293) (176.5%) 101 101 0 0.0%

Impairments 0 0 10 10 0 10 10

Trust Position Post Technical Adjustment 1,100 1,100 1,100 0 0.0% 234 (841) (1,075) (459.4%)

6 months ended 
30th September 2016

Year to date Variance to planFull Year Variance to plan
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SOFP – Statement of Financial Position 
Reporting Month September 2016 

Integrated Quality, Performance and Finance Reporting Framework 

The statement of financial position shows the 
assets, liabilities and equity held by the Trust 
and is used to assess the financial soundness 
of an entity in terms of liquidity risk, financial 
risk, credit risk and business risk. 

• The variance on outturn is largely driven by a 
£4.6m reduction in Property, plant and 
equipment against plan as a result of 
constraints on national capital funding. As a 
result of the reduction in the Trust capital 
programme, it is expected that a reduction in 
the Trust’s payables balance will occur and as 
a result trade and other payables assumes a 
reduction of £3.7m. 

• Significant variances year-to-date is mainly due 
to the increase in cash and cash equivalents of 
£8.5m driven by the reduction in trade and 
other receivables of £11.2m following the 
receipts of the PFI car park contribution and 
STF payment. 

• Other contributing factors to the year-to-date 
movement is an increase in current provisions 
by £1.8m as a result of newly assessed in year 
contractual provisions and change in the usage 
profile of prior year provisions. 

 

 

Plan
(£'000)

Forecast Outturn 
(£'000)

Variance
(£'000)

Plan
(£'000)

Actual
(£'000)

Variance
(£'000)

Non-current assets
Property, plant and equipment 383,985 379,411 (4,574) 346,200 346,381 181
Intangible assets 5,087 5,087 0 5,087 5,087 0
Investment Property 8,230 8,230 0 8,230 8,230 0
Trade and other receivables 25,939 26,448 509 34,638 34,695 57
Total non-current assets 423,241 419,176 (4,065) 394,155 394,393 238

Current assets
Inventories 13,274 13,274 0 13,274 13,569 295
Trade and other receivables 29,308 29,647 339 37,940 26,729 (11,211)
Cash and cash equivalents 2,760 2,760 0 2,756 11,242 8,486

45,342 45,681 339 53,970 51,540 (2,430)
Non-current assets held for sale 0 0 0 0 0 0
Total current assets 45,342 45,681 339 53,970 51,540 (2,430)

Total assets 468,583 464,857 (3,726) 448,125 445,933 (2,192)

Current liabilities
Trade and other payables (59,767) (56,034) 3,733 (66,062) (64,524) 1,538
Borrowings (5,860) (5,860) 0 (2,994) (2,995) (1)
DH Interim Revenue Support loan 0 0 0 0 0 0
DH Capital loan (3,774) (3,774) 0 (2,489) (2,489) 0
Provisions (194) (194) 0 (878) (2,692) (1,814)
Net current assets/(liabilities) (24,253) (20,181) 4,072 (18,453) (21,160) (2,707)

Total assets less current liabilities 398,988 398,995 7 375,702 373,233 (2,469)

Non-current liabilities:
Trade and other payables
Borrowings (261,175) (260,424) 751 (261,687) (261,710) (23)
DH Interim Revenue Support loan (17,053) (17,528) (475) (12,479) (12,479) 0
DH Capital loan (20,192) (20,192) 0 (10,515) (10,515) 0
Provisions (2,260) (2,260) 0 (2,405) (2,406) (1)
Total assets employed 98,308 98,591 283 88,616 86,123 (2,493)

Financed by taxpayers' equity:
Public dividend capital 60,741 60,741 0 60,741 59,330 (1,411)
Retained earnings (14,330) (14,047) 283 (15,466) (16,548) (1,082)
Revaluation reserve 51,897 51,897 0 43,341 43,341 0

Total Taxpayers' Equity 98,308 98,591 283 88,616 86,123 (2,493)

6 months ended 
30th September 2016

Year To DateFull Year
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Efficiency Delivery Programme – CIP & FRP 
Reporting Month September 2016 
 

Integrated Quality, Performance and Finance Reporting Framework 

Overview 
 The Trust is forecasting delivery of £25.0m against £25.3m of potentially identified 

savings. This gives a potential forecast under-delivery of £0.5m against the Trust revised CIP 
target of £25.5m for 2016/17. 

  

 To achieve the £1.1m surplus; the Trust is required to deliver a £25.5m internal CIP for 
2016/17. £19.9m is expected to be achieved by cost reduction and/or income from new 
services from clinical and core groups whilst £5.6m is expected to be delivered from increased 
productivity, and continued improvement to counting and charging. 

  

  

 Groups have documented 300 schemes worth £25.3m (99%) against a target of £25.5m with 
an unidentified value of £0.2m as at Month 6. 

  
 

 The Trust is reporting a £13.2m delivery against a target of £12.0m giving a 110% year-to-date 
delivery position as at Month 6. 

 
 

All schemes are required to be assessed for quality impact assessment (QIA) 
and signed-off for operational and financial approval.  

Each scheme, at QIA require clinical approval from individual Group‘s Clinical 
Director (CD) and Modern Matron (MM); and the Trust‘s Chief Nursing Officer 
(CNO) and Chief Medical Officer (CMO). As at M6, 86% of the documented 300 
schemes have been fully assessed by both CD and MM; of these 86% have 
been assessed and signed-off by CMO and 79% by CNO 

At Operational and Finance sign-off stage, schemes require Chief Operating 
Officer (DCOO/COO) and Associate Directors of Finance (ADoF – Ops/CC). 
There are 57 schemes awaiting final sign-off and 133 of these schemes have 
been fully signed off, as such classed as being “fully implemented”. These are 
schemes that have fully been assessed for QIA.  

The Financial Recovery Programme of £12.1m is 
additional to the Trust CIP plan. £8.1m delivered against plan 
as at month 6. 
 Of the £4.0m outstanding, £3.0m relates to Agency Premium reduction 

scheme with delivery risk associated as indicated on the chart above. 
£1m relates to outliers. 

Trust 
Target 
£25.5m 

QIA Final 
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30th 
September 

2016 
TDA Plan 

Variation 
from Plan 

Last 
Month’s 
Variation 
from Plan 

ISS 

WTE 6827.5 6849 -21.5 -27.12 554.4 

WTE 
including ISS 

7381.9 

        

Headcount 7787       720 

Headcount 
including ISS 

8507 

        

*The above figures do not include 1325 bank only staff (Zero contracted 
hours).  
 
The Trust’s staff in post is 21.5 WTE behind the workforce plan of 6849 WTE. 
The Trust’s monthly staff in post has increased by 59.62 WTE from August 
2016 figures.  
 

Staff Group 
Staff In Post 

WTE 31st 
Aug 2016 

Staff In Post 
WTE 30th 
Sept 2016 

Variance 
(WTE) % Variance 

Add Prof 
Scientific and 
Technic 

219.24 228.74 9.50 4.15% 

Additional 
Clinical 
Services 

1560.99 1583.09 22.10 1.40% 

Administrative 
and Clerical 1170.46 1177.07 6.62 0.56% 

Allied Health 
Professionals 387.30 399.97 12.68 3.17% 

Estates and 
Ancillary 5.00 5.00 0.00 0.00% 

Healthcare 
Scientists 311.41 318.21 6.80 2.14% 

Medical and 
Dental 964.31 956.68 -7.63 -0.80% 

Nursing and 
Midwifery 
Registered 

2112.98 2112.99 0.02 0.00% 

Students 36.20 44.73 8.53 19.08% 
Totals 6767.88 6827.50 59.62 0.87 
ISS 559.90 554.40 -5.50 -0.99% 

Staff in Post | Variation from Workforce Plan Staff Group in Post | Monthly Variation 
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Starters & Leavers | Nursing 

• The starters results for this September 
highlights the Newly Qualified Nurses intake 
of 25. 

• New starters totalled 40.99 WTE continuing 
the upward trend against leavers 5.68 WTE.  

• The forecast new starters for Nursing next 
month is 38 (Source - Resourcing). 

• The 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. 

• There have been fluctuations in agency use 
during September across most staff groups.    

• Reduction in charge rates for nursing staff 
were agreed from 6th June onwards and 
initial indications are that the change has 
significantly reduced the proportion of 
nursing shifts above the capped rate.  

• Standardised rates for medical locums took 
effect from 18th July. Although this will not 
move them under the April cap, it will provide 
a reduction in the total cost to the Trust.  

NHSI Rate Caps | Percentage of Shifts Booked Over Cap 
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Pay Costs| Provided by Finance 
• Temporary costs equate to 13.82% of the Trusts total pay bill 

(£29,727,272), this is a decrease of -0.45% from August 2016.  
• Agency costs against total costs decreased from 8.44% to 

8.23%. 
• There was overall reduction in total agency spend with spend 

reducing by £58k against August 2016.  Agency spend by 
Medical staff  have increased by £21k with Nursing and other 
agency spend decreasing by £79k. 

• Bank and overtime usage decreased by £70k and is 5.59% of 
the total spend. 

• The substantive pay bill has increased by £178k from August to 
September. 

• The overall pay bill for September 2016 is £50k above the 
August 2016 pay bill due to the increase in substantive pay, 
agency spend medical.  

Absence | Specialty Group 
• The Trust has achieved sickness 

absence rates below the 4% target 
for the sixth consecutive month. 

• Five specialty groups remain 
above the 4% target, Renal and 
Specialist Medicine & 
Ophthalmology are the two new 
additions. The Hospital of St Cross 
has now moved to target. 

Specialty Group % Abs Rate 
(WTE)

Trauma & Orthopaedics Specialty 
Group 1.89%

Core Functions 2.40%
Care of the Elderly 2.43%
Cardiac & Respiratory 2.62%
Neurosciences Specialty Group 2.72%
Emergency Department Specialty 
Group 2.95%

Women & Children Specialty 
Group 3.31%

Oncology and Haematology 3.32%
Surgery Specialty Group 3.52%
Imaging 3.68%
Hospital of St Cross 3.92%
Pathology Network Cov & 
Warwicks 4.50%

Clinical Support Services 
Specialty Group 4.54%

Renal Specialty Group 4.71%
Specialist Medicine & 
Ophthalmology 4.74%

Theatres and Anaesthetics 
Specialty Group 4.76%

Trust Totals 3.57%
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Mandatory Training | Topics 

• Mandatory Training compliance is currently 87.68%, a small decrease of 0.62% against August. 

• 3 topics are above 95% (Hand Hygiene Non Clinical, Equality and Diversity & Thromboprophylaxis Initial), 15 topics are amber 
status between 85% and 95% and 16 topics below 85%.   

• 2 topics are below 60% Immediate Life Support (ILS) – Annual at 51.22% and Advanced Life Support – 4 Yearly at 58.70%. 

• The Moving and Handling Medical and Dental competency was created in April 2016 following changes to the frequency in 
refresher training required. Compliance has now increased from 45.41% in April to 62.24% in September. 

• Immediate Life Support (51.22%) is recorded against the Imaging group and Cardiac and Respiratory group and only 3 
departments Cardiac Rehab, ECG, and Nuclear Medicine. 



 
 

PUBLIC TRUST BOARD PAPER  
Title Infection Prevention & Control Quarter 2 Report 2016-17  
Author Kate Prevc Modern Matron Infection Prevention and Control 
Responsible 
Chief Officer 

Professor Mark Radford, Chief Nursing Officer and Director of 
Infection Prevention and Control 

Date  27 October 2016 
 
1. Purpose  
 
To provide assurance to the Board around the work that has been undertaken in relation 
to the infection prevention and control agenda for quarter 2, 2016-17 and to report 
against national and locally set targets.  
 
2. Background and Links to Previous Papers 

 
In addition to monthly information provided through the Integrated Quality & Performance 
Report, the Trust Board receives a quarterly report relating to Infection Prevention & 
Control.  This is in line with the Trust’s aspiration to deliver excellent patient care and 
experience and the duty of the Director of Infection Prevention and Control (DIPC) to 
provide assurance to the Trust Board.   
 
3. Narrative 

 
The nationally set targets for MRSA (0) and Clostridium difficile (42) were known to be 
challenging at the start of the year. The Trust is currently performing just below the 
trajectory for C. Difficile. 
 
One case of MRSA bacteraemia was declared in July 2016 and following investigation 
with external reviewers, this was found to be unavoidable and no lapses in care were 
identified.  
 
Our innovative work with hand hygiene measurement ‘5 Moments’ continues and an 
explanation is provided within the report as to how this is used to target training and raise 
awareness.   
 
Latest cleaning audits have demonstrated reduced scores and the Trust is working with 
ISS to ensure that rapid improvement is made.   
 
The IPC Team has benefitted from the recruitment of three new members who will form a 
Sepsis Team and continue to receive recognition through being invited to speak at 
national events and the publication of papers. 
 
4. Areas of Risk 
 
If the Trust fails to ensure that appropriate measures are in place to prevent and control 
the spread of infection then patients may come to avoidable harm, which could result in a 
poor outcome.  Secondary to this, our reputation and potentially our ability to become 
world class could be jeopardized and we will not achieve our regulatory targets which 
could result in financial penalty.  Ensuring that appropriate arrangements are in place 
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mitigates against these risks and this report acts as a source of assurance to the Trust 
Board. 
 
5. Governance  

 
The Trust is required to comply with the Health & Social Care Act 2008 Code of Practice 
on the prevention and control of infections. 
Infection Prevention and Control risks are monitored through the Infection Prevention and 
Control Committee (IPCC) and assurance is provided to the Trust Board via the monthly 
performance report and through this more detailed quarterly report.   
 
6. Responsibility 

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

 
The Trust Board is asked to NOTE the report and the ASSURANCES provided and to 
RAISE any questions or concern. 
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INFECTION PREVENTION & CONTROL 
Quarterly Board Report – July to September 2016. 

 
1. Introduction 
This report seeks to provide the Trust Board with an update against mandatory reporting 
requirements and key infection prevention and control issues. 
 
2. Mandatory reporting 
 
Quarterly figures for mandatory reporting purposes (table 1) sets out our performance 
against national targets up to the end of quarter two. 
  
Table 1   
MRSA, MSSA & E. coli bacteraemias, C difficile infection 
Period Apportioned 

figures 
National 
Ceiling 

Rate per 100,000 
April-16 – Sept-16 Bed days 

MRSA bacteraemia 1 0 0.5 

C. difficile 18 42 9.2 

MSSA bacteraemia 9 Not 
applicable  4.6 

E. coli Bacteraemia  171 Not 
applicable 87.2 

 
 
3. Staphylococcus aureus bacteraemias 
 
3.1 MRSA  
 
The Trust reported one MRSA bacteraemia in this quarter. This was an extremely 
complex case and the Post Infection Review (PIR), which involved a multi-disciplinary 
group and included representation from Coventry and Warwickshire CCG concluded that 
there were no lapses in care and that the acquisition was unavoidable. Prior to that, the 
Trust had not had an MRSA bacteraemia since February 2015, which is some 549 days. 
Figure 1 shows the MRSA bacteraemia attributed to the Trust from 2006-7 to quarter 2 
2016. 
 
Figure 2 plots the position against other regional Trusts.  
  
Significant work has been undertaken using educational campaigns on the ward areas 
with staff, the focus of this, in the absence of determining a single cause through the PIR 
process 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 

 
Figure 2 

 
*Hospital codes for each trust shown in Appendix A 

 
3.2 Methicillin Sensitive Staphylococcus Aureus (MSSA)  
 
The Trust has reported 9 MSSA bacteraemia cases since April of this year, which is less 
than for the same time period last year (11). As reported previously, there was an 
outbreak within the Neonatal Unit (NNU) during 2015-16 and at the same point last year, 
5 MSSA bacteraemias within the unit; this year there has been two. The team continue to 
meet regularly and NNU continue to monitor and manage their action plan, which is 
discussed at the monthly meetings.  
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Figure 3 

 
Figure 4 

 
3.3 Clostridium Difficile (C-diff) 
 
18 cases of Clostridium Difficile have been submitted to the Mandatory Enhanced 
Surveillance System, (MESS).  As with MSSA, this is a reduction on the same period last 
year with 1 less case.  The application of a financial penalty for a Trust who breaches 
their trajectory will be based on an agreement with CCG that for each case and where 
there were no lapses in care for cases over the agreed trajectory, no penalty will be 
applied. Through the review process for this year, which are three months in arears, it 
has been agreed that there were no lapses in care for April and May.  
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Figure 5 tracks the cases of Clostridium Difficile by quarter for the previous 9 years.  
  
Figure 6 compares UHCW performance with other West Midlands Trusts (the key for the 
Trusts are found in appendix 1).  
 
Figure 5 

 
Figure 6 

 
4. MRSA Screening Compliance 
 
The following chart shows compliance with MRSA screening of both emergency and 
elective cases. The improvement in emergency screening continues despite the 
increased workload within  Acute Medicine, and has been brought about through the  
reallocation of Healthcare Support Workers (HCAs) to focus on screening as they are no 
longer taking observations. Perhaps more importantly the compliance against 
decolonisation of the patients who have screend positive has been consistently 100%. 
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Figure 5 

 
 
 
Pre-operative Assessment  continues to return high compliance rates for screening with 
the department consistently reporting above 95%  compliance. 
 
5. MRSA New Acquisitions 
 
The number of patients who actually acquire MRSA colonisation during their admission at 
the Trust is a good indication of how well infection prevention and control is managed at 
ward level. These are all new positive MRSA specimens taken 3 or more days after 
admission that are not from previously known to be positive patients. It is important to 
note that whilst the numbers of cases is very small, this quarter shows a continued 
improvement.  
 
Figure 6 
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A breakdown by ward is shown in Figure 7. 
 
Figure 7 

 
 
6. Hand Hygiene   
 
We have been trialling our new WHO ‘5 Moments’ measurement tool since May 
2015.  This has led to measuring performance on 2,026 hand hygiene opportunities 
(HHO) across 64 areas, with a trust-wide hand hygiene level of 57% (see table below). 
 

 
 
The results demonstrate that, in line with international/national findings, we are better at 
hand hygiene  (HH)  that protects ourselves (Moments 3, 4) than HH that protects 
patients (Moments 1, 2) and lowest at Moment 5.  This has allowed us to focus our 
education accordingly. 
 
We are also able to use our data to provide targeted feedback to areas highlighting the 
specific activities being undertaken under each Moment which are failing to elicit hand 
hygiene. This allows meaningful discussions about what needs to change to improve 
performance for each Moment in each area.  An example of such feedback can be seen 
below: 
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7. Tuberculosis (TB) Incidents  
The work with the community TB Team and Regional Hospital Team has been agreed 
and we now have one Screening Policy across the area.  
 
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 & 
Finish Group. Our latest set of water samples have returned no growth but this is an 
evolving story as many cases are still not being identified nationally. 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. A stringent plan for surveillance and action required is in 
place and all patients undergoing cardiac surgery are now informed of the potential risks. 
Our latest samples have all returned negative results after 5 weeks and regular sampling 
and monitoring will continue.  
 
 
 
 
 
 
 

Infection prevention quarterly report October 2016 Page 7 
 



9. Cleaning  
The Trust continues to work with Project Co and ISS to address the issues around 
cleaning. 
 
Table 2   
Average ICNA Score 80.53% 79.60% 79.48% 79.79% 
Month  July August September Q2 average  
 
Quarter 2 results from the Infection Control Nurses Association (ICNA) cleaning audits 
are the lowest we have seen for some time. This has been escalated and the Trust 
(through the Director of Estates) has given ISS four weeks to achieve an agreed standard 
of cleaning. The action plan produced by ISS will be monitored by the Operational 
Cleaning Group which includes Estates, ISS, Project Co and the Modern Matrons. An 
extraordinary meeting was called to allow ISS to present their intentions; this was also 
attended by Ewan Robinson, General Manager for Project Co. A follow up meeting is 
arranged weekly and Estates & Facilities are also managing the plan weekly.  
 
10. Infection Control Team News 
 

• The Infection Prevention & Control Team have recruited three members to create 
a Sepsis Team which will be led by Fiona Wells. This is funded by CQUIN monies 
and will be based on the work undertaken for year one by Duncan Watson.  

• Fiona Wells has been accepted for the Advanced Practitioner Course. 
• The team had two posters chosen for oral presentations and the National Infection 

Prevention Society Conference.  
• The team have produced a “wheel” for health care staff that provides information 

about which Personal Protective Equipment (PPE) staff should wear for which 
organisms. This was also presented at Conference and was extremely well 
received; this has been picked up by an external company with copyright to the 
Trust.  

• A catheter paper has been accepted for publication in the Journal of Infection  
Prevention (JIP). 

• UHCW Infection Prevention & Control have been invited to take part in NICE 
working group for hand decontamination guidance.  

11. Conclusion 
The Trust continues to perform well nationally against other large teaching hospitals but 
we strive to further improve our performance through a relentless focus on infection, 
prevention and control.  
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Appendix 1- key to regional hospital codes, West Midlands (Figures 2, 4, & 6) 

Hospital Hospital  
Code 

Birmingham Women's NHS Foundation Trust RLU 

The Royal Orthopaedic Hospital NHS Foundation Trust RRJ 

Robert Jones & Agnes Hunt Orthopaedic & District NHS Trust RL1 

Birmingham Children's Hospital NHS Foundation Trust RQ3 

Hereford Hospitals NHS Trust RLQ 

George Eliot Hospital NHS Trust RLT 

South Warwickshire General Hospitals NHS Trust RJC 

Burton Hospitals NHS Trust RJF 

Walsall Healthcare NHS Trust RBK 

The Dudley Group of Hospitals NHS Foundation Trust RNA 

Sandwell & West Birmingham Hospitals NHS Trust RXK 

Shrewsbury & Telford Hospitals NHS Trust RXW 

Worcestershire Acute Hospitals NHS Trust RWP 

Royal Wolverhampton Hospitals NHS Trust RL4 

University Hospital Birmingham NHS Foundation Trust RRK 

University Hospitals Coventry & Warwickshire NHS Trust RKB 

Heart of England NHS Foundation Trust RR1 

University Hospitals Of North Midlands NHS Trust RJE 
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PUBLIC TRUST BOARD PAPER  
 

Title Safeguarding Vulnerable Adults & Children’s Quarter 2 Report 
Author Liz Kiernan, Named Nurse for Safeguarding Adults 

Lisa Maycock, Named Nurse for Safeguarding Children 
Responsible 
Chief Officer 

 
Mark Radford, Chief Nursing Officer 

Date  27 October 2016 
 
1. Purpose  
 
The purpose of this report is to present the quarter 2 update on recent safeguarding 
activity, issues and risks for both adults and children and to highlight any areas that 
require further consideration. 

 
2. Background and Links to Previous Papers 
 
This report forms part of the regular reporting cycle to the Trust Board and builds on the 
report that was submitted to the July Trust Board.   

 
3.  Narrative 
 
The Trust continues to work collaboratively with partner agencies in order to ensure 
statutory safeguarding arrangements are met within both children and adult services.  
 
A number of audits have been undertaken within the last quarter, which demonstrated 
variance in results. The repeat audits in respect of both Female Genital Mutilation (FGM) 
and information sharing and domestic violence questioning during pregnancy have seen 
an improvement in compliance. 
 
The audited records evidence clear documentation from Midwives informing the Health 
Visiting Service when a mother has undergone female genital mutilation in 86% of cases, 
compared to 27% in the previous audit carried out in June 2016. Compliance in relation to 
routine domestic violence and abuse questioning during the antenatal period has 
increased from 41% to 54% this quarter. This is very positive but more work is required to 
raise awareness of the importance of questioning. During the month of November the 
Safeguarding Team will be facilitating a Domestic Violence Awareness Campaign within 
the Trust. 
Training continues throughout the Trust for both safeguarding adults and children. 
Compliance continues to increase and stands at 91.68% for level 2 child protection 
training and 78% for level 3. Compliance for level 1 adults safeguarding is 90%, level 2 is 
93% and PREVENT IS 64%. (Figures based on August data). 
The Safeguarding Team continue to work closely with ICT and will be leading the Child 
Protection Information Sharing System (CP-IS) pilot within the Children’s Emergency 
Department in October 2016.  

 
4. Areas of Risk 



The CQC ‘should do’ action in relation to improvement of staff understanding of mental 
capacity and deprivation of liberties remains challenging but the team have a detailed 
action plan to improve this. 
The Trust remains non-compliant with CCG contractual obligations in relation to level 3 
child protection training, following an increase in the cohort of staff that require training 
being identified. A training trajectory was created to address this, and currently the Trust 
is on target to reach 95% compliance in November 2016. 

 
5. Governance  
 
The Trust as a provider of services is subject to statutory obligations around the 
Safeguarding agenda and must comply with these.  Safeguarding is also an area that 
falls within the remit of the CQC and the Trust must demonstrate that it has effective 
systems and processes to help keep children and adults safe from abuse and neglect.  
 
 
6. Responsibility 
 
Mark Radford, Chief Nursing Officer. 
Liz Kiernan, Named Nurse for Safeguarding Adults 
Lisa Maycock, Named Nurse for Safeguarding Children 

 
7. Recommendations 
The Trust Board is asked to NOTE the content of the report and take ASSURANCE from 
the activity and results detailed and to RAISE any questions or concerns. 
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Quarter 2 Safeguarding Adults & Children’s Report 

October 2016 
 
 
Introduction 
 
The purpose of this report is to update the Board on safeguarding activity in quarter 
2, issues and risks for both adults and children and to highlight any areas that need 
further consideration. 
 
Safeguarding Children 
 
1. Audits 
 
Female Genital Mutilation (FGM) Information Sharing 

A repeat audit into the communication between Maternity Services and Health 
Visiting Services when a woman is identified in the antenatal period as having 
undergone female genital mutilation (FGM) was undertaken in September 2016. This 
was previously audited in June 2016 and demonstrated poor compliance at 27%. 
The results of the re-audit highlight an improvement at 86% of the records audited 
demonstrating clear documentation from Midwives to inform the Health Visiting 
Service when a mother has undergone FGM. The importance of information sharing 
between agencies and professionals in relation to girls whom are potentially at risk of 
FGM and in relation to discussions held around safeguarding must not be 
underestimated, in order to protect anyone at risk. This continues to be discussed in 
training sessions and during safeguarding supervision and will be re-audited in 
January 2017. 
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The annual “Laming” audit was carried out in May 2016 to review record keeping and 
information sharing in child protection cases. In order to improve compliance with the 
detailed recording required, Dr Hilton (Named Doctor for Safeguarding Children) has 
produced a pro-forma which will be used for all Child Protection cases from 
November. 

Use of Paediatric Paperwork in 16 and 17 year olds who present to the ‘adult’ 
Emergency Department 
The CQC “Safeguarding and looked after children Inspection” of Coventry Health 
Services in May 2015 identified the need to use paediatric paperwork in this group of 
children, wherever they choose to be treated, so that their vulnerabilities are 
recognised. It was also recommended that a safeguarding triage tool be introduced. 
This has been audited this twice; on the first review in April 2016 compliance was 
poor with only 28% using paediatric paperwork and no completed triage tools. 
Awareness of the results was raised along with the need for improvement during 
safeguarding training, with the use of posters in the department and small notices on 
the computers within ED reception.  The audit was repeated in August where 
compliance was much improved at 79% use of paediatric paperwork and the triage 
tool had been completed in 20%.  This audit will be repeated in November to provide 
assurance of sustained improvement as well as monitoring compliance with the use 
of the safeguarding triage tool in the Children’s Emergency Department. 

 

Domestic Violence questioning during pregnancy 
Compliance with this standard which was introduced following a Serious Case 
Review (SCR) has improved further. It was audited in September revealing 90% 
compliance with questioning about domestic violence once and 54% compliance with 
asking about domestic violence twice during the antenatal period. This needs to be 
further improved by identifying ways in which Midwives can see a woman without her 
partner being present. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Multi Agency Audits 

2 
 

41% 

54% 

0%

10%

20%

30%

40%

50%

60%

Jun-16 Jul-16 Aug-16 Sep-16

Women who were asked about 
DVA twice during pregnancy  



 

 
The Trust has recently participated in two multi-agency audits; one in relation to care 
leavers and the other in relation to the impact of early help. The results of both are 
being complied and an action plan drafted by the Local Authority. An audit of 
multiagency working in relation to Child Sexual Exploitation (CSE) will commence in 
October 2016. 
 
2. Child Protection Plans 
 
There are currently 595 children subject to Child Protection Plans in Coventry; 23 of 
which are for unborn children (this equates to 3.9%). The trend this quarter has 
differed as both the total number of plans and the percentage of unborn children 
subject to Child Protection Plans has increased. 
 
The Safeguarding Team are in the process of reviewing how the Trust can offer 
more early intervention support through the Common Assessment Framework (CAF) 
process.  It has recently been highlighted through the Children’s Improvement Board 
that the initiation of CAF’s has been static for health services over the last year, 
although there is recognition that as a Trust, patients should be referred for early 
support. The iBUMPS Team who support teenage mothers and their families have 
referred 18 young mothers for CAF support in the last 12 months. 
 
3. Training 

 
Compliance for level 2 child protection training is currently 91.68%. The 
Safeguarding Team delivers face-to-face level 2 sessions as part of the Trust 
Induction Programme. Compliance for level 3 child protection training in line with the 
intercollegiate document and CQC action plan continues to increase and remains 
above the planned trajectory at 78%.  
 
Monthly level 3 training sessions facilitated by the Safeguarding Team continue 
alongside those provided by the Coventry Safeguarding Children Board. The recent 
CQC visit to Radiology and Outpatients identified 2 staff members within Radiology 
who aren’t up to date with level 3 training; these staff members are booked onto 
training sessions in October and November 2016. 
 
During the month of November, the Safeguarding Team will be facilitating a 
Domestic Violence Awareness Campaign within the Trust. Domestic violence 
remains a national issue and in the last three years 315 women and 117 men in the 
UK have been killed in the context of ‘domestic homicide’ (Karen Ingala Smith 2016). 
The aim of the campaign is for staff to consider domestic violence with every patient 
they care for and become more confident with having personal and sensitive 
conversations. 
 
4. Child Protection – Information Sharing (CP-IS) 
 
The Safeguarding Team continue to work closely with ICT to plan for the 
implementation of the CP-IS System pilot within the Children’s Emergency 
Department in October 2016. This is an NHS England sponsored work programme 
that is dedicated to the development of an information sharing solution that will  
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deliver a higher level of protection to children who visit NHS unscheduled care 
settings.  
 
5. Serious Case Reviews 
 
Coventry Local Safeguarding Children’s Board is currently undertaking a SCR 
involving a family in whom there is evidence of long standing neglect. The Individual 
Management Review (IMR) for the Trust did not identify any specific learning points 
or actions and actually demonstrated good engagement with services provided by 
the Trust. There may however be multi-agency actions arising from the overview 
report.  

 
Safeguarding Adults 
 
1. Safeguarding Adults- Serious Case Reviews (SCR) 
 
No further cases have been identified for Serious Adult Reviews from Coventry and 
all action plans from previous cases both single and multi-agency are up to date. The 
Coventry Serious Adult Review sub-committee continues to meet regularly to review 
cases and share relevant information. 
 
Warwick Adults Board has asked for the Trust’s participation in a Domestic Homicide 
Review, which the team are working on at present. 
 

2. Referrals to Adult Safeguarding. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Referrals to Adult Safeguarding average at 22 per month, with the highest referrals 
being in respect of neglect, domestic abuse and self-neglect. Work is being 
undertaken to raise awareness around domestic abuse and a further increase is 
therefore anticipated. Work is also being undertaken to recognise the use of positive  
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risk taking in self-neglect where individuals have capacity to make their own decision 
about their care needs. 
  
3. CQC ‘Should Do’ Recommendations 
 
‘Some improvement was required for staff to have a clear understanding of mental 
capacity and deprivation of liberties and how to apply this in practice within the 
service provided’. 

 
Monthly training sessions continue and a forward plan is in place for these sessions 
to continue until March 2017. These sessions are a full day, with half of the day 
dedicated to the Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards 
(DoLS). There have also been bespoke sessions delivered to departments as and 
when requested. 
 
Jane Grantham, Support Nurse for Adult Safeguarding continues to support the 
wards and has delivered over 80 resource folders in the last 4 weeks.  Jane will be 
working with Debbie Harris, Mental Health Nurse to provide information and training 
to staff at Rugby St Cross. Whilst out in the clinical areas, Jane will continue to 
complete check and challenge pro-formas with staff around their knowledge of MCA 
and DoLs, as well as providing power training sessions where required.  
 
 
4. Training 

 
 Dec 

2015 
Feb 
2016 

March  
2016 

April 
2016 

May 
2016 

June 
2016 

July 
2016 

Aug 
2016 

Level 1 88.73% 90.22% 90.97% 90.83% 90.68% 90.77% 90.5% 89.72% 

Level 2 92.45% 92.94% 93.86% 93.80% 94.32% 93.58% 94.4% 93.3% 

 
Uptake of level 2 training continues to increase however there has been a dip in the 
number of people compliant with level 1. For those departments where compliance is 
low, letters have been sent to the Managers to request they direct their staff to 
complete the online training. The team have also offered to deliver the Safeguarding 
training in classroom sessions, as this will help increase compliance. 
 
PREVENT 
 
Prevent 
Awareness 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Feb 
2016 

March 
2016 

May  
2016 

June 
2016 

July 
2016 

Aug 
2016 

27.26% 29.64% 44.62% 45.12% 48.43% 53.1% 56.6% 61.0% 64.15% 
 
 
Workshops to raise awareness of Prevent (WRAP) = 11.6% (9.5%  July) 
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The number of those who are compliant with awareness training is gradually 
increasing at an average of 3.7% per month. If this increase continues, the 90% 
trajectory should be reached by end of March 2017. 
 
The WRAP trajectory is more challenging; however actions have been taken to 
increase the number of WRAP sessions available.  Prevent (WRAP) training is 
provided in many different forums including the Mental Health, Mental Capacity and 
Restraint Study Day.  
 
The cohort of trainers has recently expanded following a “train the trainer” session.  
This has enabled the training and development department to incorporate the 
training into the Trust Induction Programme. Resources have been cascaded to all of 
the trainers and their names submitted to the Home Office to enable official trainer 
identification numbers to be provided. 

 
5. Safeguarding Champions 
 
The first champions have been recruited and meetings are in the process of being 
organised at both the UH and Rugby St Cross sites.  The role of the champion will 
be to guide colleagues within their clinical areas with safeguarding queries and 
signpost them to the relevant support and guidance. 
 
6. Team Update 
 
The Safeguarding Team has recently expanded by two whole time equivalent posts 
following a successful Business Case. The team continue to expand further with 
interviews scheduled for 10th October 2016 for a further Band 6 Support post for 
Adults Safeguarding, and recruitment in early 2017 to an additional Band 6 Support 
role for Children. The overall Lead for Safeguarding post is currently in the 
shortlisting stage of recruitment. 
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PUBLIC TRUST BOARD PAPER 
 
Title Mortality Performance Report – October 2015 – September 

2016 
Author Kathy Walker, Mortality Review Facilitator 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer / Deputy 
CEO 

Date  27 October 2016 
 
1. Purpose  
 
To provide an overview of Trust-level mortality data and performance for the time period 
October 2015 to September 2016, providing assurance that any highlighted concerns are 
investigated thoroughly and appropriate action is taken. 
 
2. Background and Links to Previous Papers 
 
Investigating and reporting mortality data enables the Trust to identify ways to improve 
patient safety and patient outcomes and in addition to the information that is provided 
through the Integrated Quality & Safety Report each month, this report is provided on a 
quarterly basis as part of the Trust Board programme of work. 
 
3. Narrative 

 
Mortality Review 
• The completion rate for primary mortality reviews between October 2015 and September 

2016 is 85.58%, 
• Between October 2015 and September 2016 there have been 4 confirmed NCEPOD E 

graded deaths. 
 

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.  
 
High completion rates for primary mortality reviews highlight excellent engagement with 
clinical staff with the mortality review process. 89.97% of completed primary reviews 
between October 2015 and September 2016 received an NCEPOD grade ‘A’ highlighting 
good standards of patient care. 
 
All primary reviews graded B-E have a further ‘secondary mortality review’; these are 
discussed at specialty mortality and patient safety meetings to share the learning and 
improve patient care. There have been 191 identified opportunities for learning from deaths 
between October 2015 and September 2016, 21.8% of which have been re-graded to 
NCEPOD A (good care) after a multidisciplinary review (32 cases).   
 
Mortality indicators: HSMR  
• The Trust HSMR value for the latest available 12 months of data (July 2015 – June 2016) 

is 104.30. This is within the ‘expected’ mortality range. 
 



The Hospital Standardised Mortality Ratio (HSMR) compares all inpatient deaths to expected 
deaths. HSMR above 100 indicates more deaths than expected, and a HSMR below 100 
indicates fewer deaths than expected. HSMR has increased since January 2016. Mortality 
Review Committee continues to undertake investigations into diagnosis groups with a large 
number of deaths to identify potential improvements in care. Ongoing actions to reduce 
HSMR include the development and monitoring of care bundles. 
 
Palliative Care 
• Coding rates for palliative care of deceased patients are 34.26%, which are similar to 

national levels (26.37%). 
 

Over the previous year, the Trust has improved the accuracy of recording palliative care, and 
is no longer an outlier for low palliative care coding.  This is an improvement from the 10.2% 
palliative care rate in 2014/2015. 
 
Mortality Alerts – Dr Foster 
• There are 4 investigations in progress and 3 alerts which are being monitored. 
• Between July 2015 and June 2016 the Trust received 87 mortality alerts, 42.53% of 

which are positive alerts. 
 
Each month, diagnosis and procedure groups which have generated negative alerts through 
Dr Foster (significantly more deaths than expected) are discussed at the Mortality Review 
Committee (MRC), which discusses and agrees appropriate action to address the alerts. 
 
Mortality Indicators: SHMI 
• The SHMI value (April 2015 – March 2016) is 1.078 within the expected mortality range. 
 
The Summary Hospital-Level Mortality Indicator (SHMI) differs from HSMR as it not only 
includes all inpatient deaths, but also deaths which occur 30 days after discharge. It uses a 
benchmark of 1 instead of 100. SHMI above 1 indicates more deaths than expected, and a 
SHMI below 1 indicates fewer deaths than expected.  
 
4. Areas of Risk 

 
Datix ID1454: Inaccurate iPM data resulting in delay in completing mortality review forms 

 
5. Governance  
 
Mortality assurance and reporting is monitored by the Mortality Review Committee (MRC) 
chaired by the Deputy Chief Medical Officer. The committee’s actions are monitored through 
Patient Safety Committee, which reports and provides assurance to Quality Governance 
Committee. Trust Board receives a report on mortality performance each quarter. 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical & Quality Officer  
Jenny Gardiner, Director of Quality 
 
7. Recommendations 
 
The Board is invited to NOTE and take ASSURANCE from the Trust’s mortality performance 
for October 2015 – September 2016 and to RAISE any questions. 
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University Hospitals Coventry and Warwickshire Mortality Performance 
Report – October 2016 
 

1.0 Background to Report 
 
The Trust 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 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 subject to an initial review of 
their care and grading 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, 
which reports to the Trust Board. A more comprehensive mortality report is 
submitted to the Trust Board each quarter.  
 
 

2.0  Trustwide Mortality Review – Performance for October 2015 – 
September 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. 
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During the time period 1 October 2015 – 30 September 2016 there have been 
2156 requested primary mortality reviews, 1845 of which have been 
completed (85.58%). 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.  
 
The figure below shows the NCEPOD grade of all completed primary reviews 
between 1 October 2015 and 30 September 2016. It highlights that 89.97% of 
reviews were graded NCEPOD A for ‘good care’. 
 

 
 
Figure 1: NCEPOD Classification Rate 
 

2.2 All patients who are graded NCEPOD B-D during primary review have a 
further secondary review completed, as this 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 between October 2015 and September 2016 which have had a 
completed primary mortality review, there were 191 requested secondary 
reviews (cases graded NCEPOD B-D), suggesting 191 opportunities of 
learning. This figure is likely to increase as more primary mortality reviews are 
completed.  Currently 74% of these secondary reviews have been completed 
(142).  Of the incomplete secondary mortality reviews, 63% are still within the 
2-month timeframe for completion. Of the completed secondary reviews, 
21.8% (32 reviews) of these have been re-graded to NCEPOD A (good care) 
following discussions with their specialty’s team members.  The Trust is 
committed to identifying areas for improvement in an open and transparent 
manner which is highlighted by the number of cases re-graded. 
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2.3 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. 
 
For all deaths between October 2015 and September 2016 there have been 
11 cases graded NCEPOD E at primary mortality review or secondary 
mortality review. Of these, 10 have been presented at the Mortality Review 
Committee for discussion and action. Of the 10, 6 were re-graded to a lesser 
grade at MRC. Of the 4 remaining confirmed NCEPOD E graded deaths, 3 
were sent to the Significant Incident Group for a Root Cause Analysis, the 
remaining NCEPOD E case had actions completed by the specialty involved 
to address problems in care and improve patient services. 
 
The remaining NCEPOD E grade death which has not yet been reported to 
the Mortality Review Committee is due to be discussed at the committee 
shortly.  
 

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 June 
2016. The HSMR for the most recent 12 months of data (July 2015 – June 
2016) is 104.30. This is within the ‘expected’ mortality range. The HSMR 
value for June 2016 is 101.60, which is also within the ‘expected’ mortality 
range. 
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The chart below shows the HSMR trend for the Trust for each month between 
July 2015 and June 2016. It highlights that there were significantly more 
deaths than expected during August 2015 and March 2016 (shown in red 
below).  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2: HSMR Trend by Month (July 2015 – June 2016) 
 
 

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 
serious illness. The Trust has historically ranked as one of the lowest Trusts 
for recording palliative care and work has taken place 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 April 2014 and March 2015, the palliative care rate for 
deceased patients was 10.2%, however, following changes within the 
Specialist Palliative Care Team last year, the palliative coding rate of 
deceased patients has increased to 34.26% (July 2015 – June 2016). The 
national average for palliative coding during this time is 26.37% indicating that 
the Trust is performing significantly better.  
 

5.0 Mortality Alerts  
 

5.1 Each month, diagnosis and procedure groups which have generated negative 
alerts through Dr Foster (significantly more deaths than expected) are 
discussed at the Mortality Review Committee, which discusses and agrees 
appropriate action to address the alerts. 
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5.2 There are currently 4 investigations in progress and 3 alerts which are being 
monitored. Between July 2015 and June 2016 the Trust received 87 mortality 
alerts, 42.53% of which have been positive alerts. All negative mortality alerts 
have been reviewed by the Mortality Review Committee and appropriate 
actions assigned and monitored for completion. 

 

 
Figure 3: Mortality Alerts received by Month of Alert 

 

6.0 Mortality Indicators: Summary Hospital-level Mortality Indicator  
 

6.1 The SHMI is a national indicator published by the NHS Digital (formerly Health 
and Social Care Information Centre) on a quarterly basis 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.  The Trust reports 
SHMI data to the Mortality Review Committee on a quarterly basis. 
 

6.2 The most recent publication for the SHMI is for April 2015 – March 2016 
(published in September 2016). The majority of Acute Trusts in this 
publication were within the ‘expected’ mortality range (76.47%; 104 Trusts). 
This Trust is also within the expected range in this publication, as the value is 
1.078. During this time period there were 2855 deaths recorded compared to 
2,676.66 ‘expected’ deaths. The majority of these occurred within UHCW 
(71.6%). 

 
 

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. 
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7.2 Since April 2016, the Trust has received 9 letters from external organisations 
requesting data or informing the Trust of their status as a mortality outlier. Of 
the 9 letters, reviews are being undertaken of the remaining 2 before a 
response is submitted. These are Aortic, Peripheral, and Visceral Artery 
Aneurysms, and Heart Valve Disorders. 

 
In July 2016 the Trust received a data request from the Care Quality 
Commission regarding mortality data in relation to patients who had a learning 
disability of mental health condition. A response has been submitted on behalf 
of the Trust. 
 
In August 2016, the Trust received a mortality outlier letter from Public Health 
England regarding SACT for Lung Cancer and Breast Cancer Patients. After 
review by the Oncology Team, the concern was regarding data quality, and 
upon rectifying the data the Trust no longer appears as a mortality outlier. 
Ongoing work is underway to ensure data reported through the SACT is 
accurate. 
 
In response to the large number of external letters received this financial year 
to date, the Mortality Review Committee now monitors the status of these 
letters monthly to ensure these are appropriately addressed in a timely 
manner. 
 
 

8.0 Additional Developments 
 

8.1 Following the CQC inspection results published in August 2015, the Clinical 
Effectiveness Team has developed face-to-face mortality training sessions to 
all staff to provide information regarding why and how the Trust monitors 
mortality with the intention to increase understanding and proactive 
engagement with mortality processes. The first session was held in 
September 2016, with subsequent training sessions ongoing each month at 
University Hospital site. This session is run by the Trust Lead for Mortality, 
and the Mortality Review Facilitator. The initial evaluation feedback has 
proved positive, as highlighted below: 

 
 

 
 
 
 
 
 
 
 
 
 
 Figure 4: Evaluation outcome: Improved 

Understanding 
Figure 5: Evaluation outcome: Overall Rating 
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8.2 The Clinical Effectiveness Team has recognised the importance of correct 

consultant recording on IPM and work has been ongoing with the Data Quality 
Manager within the Trust to monitor misallocations across consultants and 
specialty with the aim of rectification at specialty source. Group Managers 
have been informed of this and have nominated an individual within their 
specialty to make these corrections on IPM to provide more accurate data. 
The intent of this is to improve engagement with the Trust-wide Mortality 
Review Process, reduce completion time of mortality reviews, and to strive 
towards accurately reporting Consultant Level Mortality. 

 
8.3 Following the Confidential Enquiry into Premature Deaths of People with 

Learning Disabilities (CIPOLD; 2013) and Mazar’s report (2015), and in 
anticipation of the implementation of the Learning Disabilities Mortality Review 
Programme (LeDeR; commissioned  by HealthCare Quality Improvement 
Partnership [HQIP] on behalf of NHS England), the Clinical Effectiveness 
Team has been working with the Learning Disability Acute Liaison Team and 
the Programme and Performance Analysts at the Trust to set up a robust 
process to capture mortality in patients with learning disabilities to ensure 
appropriate mortality reviews can be undertaken. 

 
 
Author: Kathy Walker, Mortality Review Facilitator.  
October 2016 
 

 
 

 
 

Figure 6: Attendance by Staff Type Figure 7: Attendance by Specialty 
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PUBLIC TRUST BOARD PAPER  
 

Title Patient Experience Quarterly Report  
Author Anita Kane,  Associate Director of Quality 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer 

Date  27 October 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 function of the Quality Department and highlight areas of good practice and 
improvement areas.  
 
The complaint response rate for the 25 working day standard indicator across July 2016 
was 72% and August was 41%. The figure for September and the full Quarter will be 
available in November. The Trust received 180 complaints in Quarter 2, which is the 
highest number of complaints received in one Quarter within the last twelve months. 
However, it is important to note that the overall age profile of the workload is in a much 
healthier position than has been the case when similar challenges were experienced 
previously. Lessons have been learned from previous experience, where too greater 
focus on the 25 Working Day Response Standard through a period of challenge resulted 
in inordinate delays in responding to some complaints, as noted by the Care Quality 
Commission’s (CQC) inspection in 2015. For example, the oldest complaint is 39 working 
days (as at 17 October 2016), whereas the oldest complaint at the time of the 2015 CQC 
inspection was over 200 working days.  The ability to meet the 25 Working Day Standard 
has been registered as a risk on the local Quality Department Risk Register, with 
appropriate controls put in place to mitigate the risk. 
  
Importantly, the Complaints Department is also focussed on ensuring quality is not 
compromised through this challenging time. This is demonstrated by the low number of 
complaints being returned for further Local Resolution, which dropped to 18 in this 
Quarter, representing the lowest Further Local Resolution Rate since recording began in 
October 2014 and the first time the ≤ 10 % Further Local Resolution Key Performance 
Indicator has been achieved. The number of investigations opened by the Parliamentary 
Health and Service Ombudsman has also remained low and the three complaints decided 
by the PHSO in this quarter were not upheld.  
 



The PALS are now able to monitor and report on the performance against the 5 working 
day response standard. It is encouraging to note that for Q2 performance was 91% 
against a target of ≥90% and an improvement on Q1 position of 77%. Work continues to 
improve processes and the service has launched a satisfaction questionnaire with users 
to gather feedback for improvement. It is pleasing to note that the PALS receive 
numerous compliments for their help in resolving dissatisfaction. 
 
Privacy and Dignity, Feeling Safe, and Politeness and Respect were the top 3 performing 
KPIs on Impressions, the Trust’s bespoke patient survey system; the lowest 3 performing 
KPIs were Doing Things on Time, Food and Drink, and Parking. 
 
 
4. Areas of Risk 
 
Health Information - there are currently no Health information staff in the HI Centre as 
both have retired in Q1. Currently the Patient Experience Admin Specialist is ensuring 
patient information leaflets are revised, approved and uploaded in accordance with 
departmental procedures and policy.  A business case is currently being developed that 
impacts on this service and its staffing structure. 
 
Management of complaints - the increased workload both for the Complaints service and 
the specialty Groups in responding to complaints has resulted in a drop against the KPI. 
Mitigations are in place to recover the position. 
 
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 
 
[A] The Board is invited to note: the Patient Experience Quarterly Report 
 
Name and Title of Author: Anita Kane, Associate Director of Quality 
   
Date: 17 October 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). 
 
  

“Many thanks to all staff involved 
in my spinal decompression 

surgery and aftercare” 
 

Neurosciences  
Feedback 

“… big thank you to all 
staff in the for such a 
positive experience” 

 
Dermatology OPD 

Feedback 

“Everything was perfect, 
I'm really happy with the 
way we were treated and 

the care we were 
provided with” 

 
Lucina Birth Centre 
University Hospital 

#153663 

“Friendly staff, competent 
and good with children, 
cheering them up when 

they feel poorly” 
 

Ward 15 
University Hospital 

#153494 

“St Cross Hospital and 
staff are very efficient and 
perform their duties with a 

great deal of care and 
respect” 

 
Day Surgery 

Hospital of St Cross 
#153725 

“…..very happy following 
cataract surgery at Rugby St 
Cross,  would like to thank 
all the staff for their help 
reassurance and advice 

during and after the 
operation” 

 
Ophthalmology 

Department 
Feedback  

“The ward was 
obviously managed very 
well by senior staff and 

ran like clockwork 
although this did not 

detract them from being 
warm hearted, kind and 

caring. ready smile” 
 

Cedar Unit 
Hospital of St. Cross 

#150842 

= Impressions = Feedback 

“Treated by a friendly 
and respectful doctor 

who did a thorough job 
on a difficult wound” 

 
A&E 

University Hospital 
#153316 

“My partner was admitted 
(from Warwick) with acute 
encephalitis! The ICU at 
Coventry are wonderful. 

Positive, helpful and caring 
as well as highly 

professional.” 
 

General Critical Care 
University Hospital 

#147113 

“Could not fault the way 
I was treated.  The staff 

were fantastic, could 
not wish for better 

treatment anywhere” 
 

Ward 10 
University Hospital 

#153683 

“…. Compliment to all  
admin, nursing and clinical 
staff in gynaecology and 

day surgery after 
undergoing a gynaecology 

procedure” 
 

Gynaecology Department 
Feedback 

“ .. Big thank you to all staff 
in the Cardiothoracic Unit, 

Ward 11 and ITU” 
 

Cardiology and ITU 
Feedback  

“I attended the eye 
department early morning 
after an opticians referral. 
The staff were helpful and 
the waiting time was short 

even though they were 
busy” 

 
Eye Casualty 

University Hospital 
#153267 3 



Patient Relations 
(PALS and Complaints) 



Patient Advice and Liaison Service (PALS) – Performance and Enquiries by Subject  

At 886, the number of enquiries received in Quarter 2 is in line with Quarter 1 
and suggests that the enquiries are being consistently recorded.  
 
The service has operated with one PALS Officer vacancy throughout Quarter 
2, however that vacancy was filled on 3 October taking the PALS to full 
compliment. 
 
The work rota implemented and reported on in the last quarterly report 
continues to be an effective way of managing the workload and providing a 
high quality service. Further work is being undertaken in this regard which is 
explained in more detail at page 7 of this report.  

The top 5 enquired about subjects are the same as the top 5 enquired 
about subjects in Quarter 1.  
 
Outpatient appointment: this includes issues such as referrals not being 
progressed as quickly as expected.  
 
Communication/Information to Patients: this is a wide category that 
includes information being provided in a whole range of contexts, such as 
communication about a patient’s care plan to communication about 
waiting times.  
 
Trust policies and procedures: this is again wide ranging, but includes 
enquiries about Access to Health Records, the accuracy of health records 
and the process for the issuing of a death certificate.  

5 

New Enquiries received by Quarter  

Q3  
(15/16) 

Q4  
(15/16) 

Q1  
(16/17) 

Q2  
(16/17) 

Received via 
telephone 667 334  420 406 

Received via 
Feedback@ 378  172  304 242 

Received in 
person 200  94 119 208 

Received in 
writing 23  27 37 30 

Total 
Number 1268 627  880 886 

Top 5 Enquiries received by subject 

Outpatient Appointment (Delays and Cancellations) 208 

Communication/Information to Patients 163 

Waiting Times for Procedures 75 

Trust Policies and Procedures 67 

Admissions, Discharges and Transfers (excluding 
delayed discharge due to absence of care package) 49 



PALS – Examples of PALS Enquiries Received in Quarter 2 

ID Concern Action & Outcome  
10487  Patient explained that she was supposed to have a suprapubic catheter fitted 

but ended up going home with 2 catheters.  She was advised that she would 
be recalled back in within 2 weeks as an emergency.   This lady explained 
that currently her symptoms are causing her MS to flare up and would like to 
know when she can be expected to be seen as it was noted it would be an 
urgent appointment. 

PALS liaised with the medical secretary to the Consultant Urological Surgeon 
and an appointment was made for this patient to attend clinic. 

11368 Ward Manager of Ward 3 contacted PALS for assistance with a family who 
had arrived to take their mother home. 

PALS attended meeting with the patient and family who are in agreement to 
accept help from Social Services.  Patient has been safeguarded due to the risk 
posed by a family member in the family home. 
 
PALS attended ongoing meetings with the family and Social Services to support 
where appropriate. 

11504 Patient re-admitted following re-occurring seizures and he advised PALS that 
he is not being treated appropriately whilst in the Emergency Department.  
Patient unhappy that they are going to discharge him without completing 
tests.  

PALS discussed the patient with staff in the Emergency Department who 
explained that due to his hostile and aggressive behaviour, staff called the 
police and security.  Discharge summary states patient will be seen in 
Neurology as an outpatient. 

11269 Enquirer's husband is a long term in-patient on Ward 43 and she has  needed 
to pay over £1,700 in parking charges. She would like free parking or a 
concession. Enquirer also requested a letter from husband’s consultant for 
benefit purposes but is unhappy with contents of letter as she states that it 
does not contain the requested information and is not fit for purpose.   
Enquirer is also unhappy that the letter took 9 weeks to be written and made 
available to her. 

PALS liaised with Estates to discuss the car parking charges who then 
responded to enquirer.   Enquirer then contacted PALS unhappy with the 
response from Estates.  Enquirer asked for details of the car parking company 
to take this further and advised she would be going to the media.  PALS notified 
the Communications team.  PALS contacted the Modern Matron regarding the 
letter who agreed to speak directly with the enquirer.  Unfortunately Trust policy 
only permits car parking refunds or concessions for specific cohorts of service 
users (e.g. parents of babies in the Neonatal Unit, patients attending for 
chemotherapy treatment etc.), therefore on this occasion the Trust was unable 
to provide the desired outcome for the enquirer. 

11266 Enquirer raised concerns about the contents of reminder text messages sent 
to him and would like an explanation as to why the contents differs for 
different appointments and made suggestions for improvement. Enquirer also 
raised concerns about conflicting information given regarding the cancellation 
of his appointment in Radiology.   

PALS met with enquirer to relay information regarding concerns. Feedback 
included information about Radiology (including actions taken by Radiology to 
rectify situation) and Booking Centre clinic change letters. 

Below you will see a series of examples of PALS enquiries received throughout Quarter 2; the examples below represents the variety of concerns and 
enquiries that the PALS deal with daily, and provide examples of the outcomes achieved.  
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Accessibility  
• The PALS business case to extend the service from a 5 day to a 7 day service has been finalised and is awaiting a date for submission to the Planning 

Unit. This business case was requested from the TTWC Programme Board. 
• The PALS pager is providing to be very popular and Modern Matrons and Ward Managers have now all been made aware of the pager should they or a 

patient require assistance.  
• The PALS Thursday late night opening has continued to be useful for handling enquiries of a more complex nature. 
 
Feedback  
• A satisfaction  questionnaire has been designed to capture feedback from those using the service. This has been launched and will allow enquiries to 

provide feedback online, by post and in person.  
 
Performance Management  
• A piece of work is underway to further improve the efficiency of the service. This will see enquiries triaged based on the nature of the enquiry and entered 

into one of four processes designed to appropriately manage each enquiry. This will also allow PALS to better report on the nature of enquiries received, 
for example, showing how many were signposting enquiries as opposed to enquiries requiring the full support of the PALS. 

Performance Against the 5 Working Day Standard 
• The PALS response rate standard is for ≥90% of enquiries received to be responded to within 5 working days. Of the 886 enquiries received this Quarter, 

810 were responded to within 5 working days.  This is an achievement of 91% compared to 77% in Quarter 1.  Bi-weekly huddles have been introduced 
to review the PALS caseload and ensure that each enquiry is being appropriately progressed. This is proving effective at reducing the time taken to 
respond to enquiries, improving the service to the enquirer.    

 
Training and Engagement  
• The PALS Co-ordinator is on the “Leading Together” cohort for existing team leaders to develop four core areas:  Leading Self, Leading People, Leading 

Strategically and Leading Services. 
• PALS Officers have attended the “Brilliant Basics” Customer Service training. 
 
Complaints  
• The  PALS are focussed on assisting the resolution of as many enquiries as possible locally, negating the need for the enquirer having to access the  

Complaints Process. During Quarter 2, 31 of the complaints registered had previous PALS involvement which represents a 3.6% conversation rate. 
Resolving complaints locally requires the commitment of the service concerned and the PALS will continue to build relations to facilitate the speedy 
resolution of complaints.  

 
 

PALS – Developments in Quarter 2 
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PALS – Developments in Quarter 2   
An example of the compliments the PALS received in Quarter 2.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
These compliments are evidence of the way in which PALS demonstrate our values by putting the Brilliant Basics (see page 25) into action. 

“Thank you to Annette for 
her assistance in 

addressing concerns 
about residential 

accommodation for 
mother” 

 
Datix ID  #11512 

“Thank you to Annette for 
remaining calm and 

reassuring whilst I was 
angry and shouting 

throughout the 
conversation” 

 
Datix ID #10770 

“Thank you to Ellie for a 
quick turnaround of my 

PALS enquiry”   
 

Datix ID #11495 

“Thank you to Amanda for 
being prompt, courteous 

and helpful with my 
enquiry” 

 
Datix ID #11327 

“Thank you to Amanda for 
care and compassion 

shown to me and for her 
kind words and guidance” 

 
Datix ID  #11391 

“Thank you to PALS for 
providing help and 

support when I needed it 
most” 

 
Datix ID #10571 
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Complaints – Overall Performance 

Quarter 3 
2015-16 

Quarter 4 
2015-16 

Quarter 1 
2016-17 Jul 2016 Aug 2016 Sep 2016 

Total number of formal complaints 
received 145 111 160 

46 79 55 

180 received in quarter 

Average quarterly number of 
complaints received per month 48 37 52 60 

% of complaints acknowledged 
within 3 days 93% 95% 97% 

96% 96% 71% 

88% average for quarter 

% of complaints responded to in 25 
working days 83% 88% 89% 

72% 41% TBC 

TBC average for quarter 

Total number returned for further 
local resolution  

23 
16% of total 
complaints 
received in 

quarter 

23 
21% of total 
complaints 
received in 

quarter 

25 
16% of total 
complaints 
received in 

quarter 

6 8 4 

18 
10% of total complaints received in quarter 

Total number of PHSO requests 4 12 6 
4 1 1 

6 

This table demonstrates the overall performance of the Trust’s key performance indicators with regards to complaints management, and compares July, 
August and September with the previous 3 Quarters.  

*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.  
 
Total Number of Complaints  
The Trust received 180 complaints in Quarter 2, which is the highest number of complaints received in one Quarter within the last twelve months. Further 
detail on the subjects of the complaints received in this Quarter is provided on page 12 of the report. 
 
Receiving such a large number of complaints within a quarter is challenging within itself, but a number of factors added to this challenge, namely: the 
number of complaints received in Quarter 1 was also high which meant the department was already managing a high caseload; decreased capacity of the 
Complaints Department due to staff leave and sickness; an unprecedented number of complaints being received within August;  staff involved in the 
complaint within the Specialty Groups being unavailable due to annual leave; and the increase in the number of statements and responses built in further 
delays from the Groups.  
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Complaints – Overall Performance (continued) 

25 Day Response Standard 
As reported, performance against the 25 Working Day Response Standard 
dropped to 41% in August. However, it is important to note that the overall age 
profile of the workload is in a much healthier position than has been the case 
when similar challenges were experienced previously. Lessons have been 
learned from previous experience, where too greater focus on the 25 Working 
Day Response Standard through a period of challenge resulted in inordinate 
delays in responding to some complaints, as noted by the Care Quality 
Commission’s (CQC) inspection in 2015. For example, the oldest complaint is 39 
working days (as at 17 October 2016), whereas the oldest complaint at the time 
of the 2015 CQC inspection was over 200 working days.  
 
The ability to meet the 25 Working Day Standard has been registered as a risk on 
the local Quality Department Risk Register, with appropriate controls put in place 
to mitigate the risk. 
 
The reasons for breach recorded against those complaints that breached in 
Quarter 2 were as  follows:  
 
Specialty: 30   
Complaints: 28  
Specialty Group: 3 
Missing Documents: 2  
Developments in the complaint: 1  
 
Please note: more than one reason can be cited for a breach, therefore the total 
of the figures above does not reflect the total number of breached complaints 
during Quarter 2.  
 
Quality  
Importantly, the Complaints Department is also focussed on ensuring quality is 
not compromised through this challenging time. This is demonstrated by the low 
number of complaints being returned for further Local Resolution, which dropped 
to 18 in this Quarter, representing the lowest Further Local Resolution Rate since 
recording began in October 2014 and the first time the ≤ 10 % Further Local 
Resolution Key Performance Indicator has been achieved. The number of 
investigations opened by the Parliamentary Health and Service Ombudsman 
(PHSO) has also remained low and the three complaints decided by the PHSO in 
this quarter were not upheld.  
 
 
 

Complainant feedback  
The Complaints Department Satisfaction Questionnaire has been revised to focus 
on the key service areas in accordance with the PHSO’s guidance on creating a 
user-led vision for raising concerns and complaints. To improve the accessibility of 
the questionnaire and to increase the return rates, complainants will now be able to 
complete and submit the survey online.  
 
Further Local Resolution (FLR) Analysis  
In order to further improve the quality and effectiveness of the complaint handling 
and responses, the Complaints Service audits the complaints that are returned for 
FLR to understand the complainant’s reasons for returning the complaint. Of the 18 
complaints returned in Quarter 2, 15 complaints were categorised as all the 
concerns having been addressed but not to the satisfaction of the complainant; 7 as 
perceived inaccuracies within the response,;1 was unhappy that disciplinary action 
had not been taken; and the final 3 raised new complaints.  
 
Member of Parliament (MP) Enquiries  
The Complaints Service continues to manage MP correspondence where the MP is 
raising concerns on behalf of their constituent about the care or service they have 
received. The Complaints Service received 19 MP enquiries in Quarter 2, which 
concerned issues such as delay in reporting of MRI and CT scans, fire protection at 
the hospital, and cancelled and changed appointments. These enquiries are 
managed in accordance with the Trust’s Complaint Management Plan to ensure 
they are thoroughly investigated and a timely response is issued. The MP enquiries 
received in Quarter 2 did not meet the criteria of a formal complaint and they were 
therefore managed as an enquiry.  
 
Learning from complaints  
To further support complaints being utilised as a means of learning and to support 
the implementation of improvements, the Complaints Department will be 
commencing a phased implementation of the Actions Module on DATIX in Quarter 
3. This will help Specialty Groups better manage and report on the implementation 
of learning and improvements resulting from complaints.  
 
Training 
The Complaints Department deliver training to key staff groups, such as nursing and 
medical staff. To further improve the local management of complaints and the 
quality of complaint investigations, the Complaints Department is working with the 
Associate Director of Nursing for Professional Standards and Patient Experience to 
develop and deliver bespoke training for Ward Managers and Modern Matrons.  
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Parliamentary Health and Service Ombudsman (PHSO) 
 
The PHSO accepted 6 complaints for investigation in Quarter 2, which is in line with previous quarters.  This brings the total number of complaints under investigation with 
the PHSO to 17. 
 
 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
            rate is very reassuring.  
   
 
 
 
The PHSO decided 3 complaints in Quarter 2, all of which were not upheld. On average the PHSO uphold approximately 50% of complaints received against acute trusts, 
therefore a 0% uphold rate is therefore very reassuring.  
 
 
 
 
 
 
 
 
 
  

Complaints – Overall Performance (continued) 
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PHSO Request Received Specialty Main Issues 

08/07/2016 Emergency Department Communication/Information to patients 

08/07/2016 Gastroenterology Nursing care 

19/07/2016 Emergency  
Department All aspects of clinical treatment 

28/07/2016 Respiratory Medicine Nursing Care 

01/08/2016 Emergency 
Department Medical Staff 

27/09/2016 Cardiothoracic Surgery All aspects of clinical treatment 

PHSO  Request  
Received Specialty Main Issues PHSO Investigation 

Closed Decision 

03/03/2016 Neurosurgery Communication/ 
Information to patients 15/08/2016 Not upheld 

02/03/2016 Acute 
Physicians 

Failure to follow agree 
procedures 15/07/2016 Not upheld 

26/04/2016 Emergency  
Department 

All aspects of clinical  
treatment 11/08/2016 Not upheld 



Complaints – Most Common Subjects for Complaints 

Displayed below are the top five subjects of complaints received by the Trust for July, August, September. For greater detail, a breakdown of the top 5 ‘sub-
subjects’ for each subject is also provided.  
 
The subject categories and sub-subject categories have been revised to facilitate reporting to the Health and Social Care Information Centre. The new 
categories are more specific, allowing for greater analysis and improved reporting of complaints data.  

Complaints – Top 5 Subjects  
(as categorised by the K041a return) Total Most Common Subjects for Complaints 

Clinical Treatment 113 

Delay or failure to diagnose (including. e.g. missed fracture) = 13 
Other – Clinical treatment = 10 

Delay or failure in treatment or procedure = 9 
Delay in treatment = 7 

Injury sustained during treatment or operation = 6 

Patient Care (including Nutrition and 
Hydration)  62 

Care need not adequately met = 16 
Other – Patient care including Nutrition / Hydration = 14 

Failure to provide adequate care ( including overall level of care provided) = 5 
Slips, trips and falls (unwitnessed) = 4 

Care needs not identified (including e.g. therapy needs) = 4 

Communications 60 

Communication with patient = 30 
Communication with relatives/carers = 11 

Communication between medical teams = 4 
Communication failure between departments = 2 

Incorrect/inaccurate interpretation = 2 

Values and Behaviours (staff) 40 

Attitude of medical staff = 17 
Attitude of Nursing staff/midwives = 14 
Attitude of admin and clerical staff = 3 

Rudeness = 2 
Failure to act in a professional manner = 2 

Admissions, Discharges and Transfers 
(excluding delayed discharge due to 

absence of care package – see integrated 
care) 

29 

Discharge arrangements (including lack of or poor planning) = 11 
Cancelled/rescheduled surgery/procedure = 8 

Bed not available for admission = 1 
Cancelled/rescheduled clinic/appointment = 1 

Delay or failure in transfer = 1 
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Complaint Datix ID #9775 
 
The patient’s primary grievance was that they experienced a severe delay in receiving their diagnosis of cancer of the oesophagus.  The patient’s procedure 
was repeated four times, unsuccessfully, leading to further concerns that staff did not learn from the previous attempts and make efforts to plan effectively 
going forward. The patient also experienced weight loss, and there was a failure to provide proper nutrition and hydration post-diagnosis; this was due to an 
error in ordering the appropriate nutrition supplies.  The patient and their family felt that there was poor communication throughout the whole process, and 
found there to be a significant lack of community-level support in terms of nutritional arrangements. 
 
A meeting was held with the patient,  as it was felt that this would be more beneficial by way of discussing the patient’s main concerns and including the staff 
involved.   
 
There was a detailed discussion of the patient’s diagnosis and an explanation of why this took longer to communicate than would be expected.  During the 
meeting, it was agreed that the patient had undergone a difficult diagnosis which was further complicated by cardiac issues.  Staff felt that the management 
was appropriate, however it was accepted that this was a lengthy process.   Staff assured the patient that a high volume of discussion took place during 
Multi-disciplinary team meetings (MDTs) but apologies were offered if updates on these decisions were not communicated as well as they could have been, 
and that the patient was not made aware of the potential cancer diagnosis.  The meeting helped to clarify some issues, such as the plan for the patient to be 
informed of their diagnosis in clinic, but in reality being told by an doctor during an attendance at the Emergency Department.  The staff present offered their 
apologies for any distress which was caused during this time.  The Trust also acknowledged that a mistake had been made by the Dietician with regards to 
the patient’s feed and assured the patient that they would be wary of this in the future. 
 
As a result of the meeting and complexity of the concerns raised by the patient and their family, an action plan was produced to monitor and ensure learning 
arose as a result of the complaint.  The actions decided were: 
 
- Investigation into why there was a 3 week delay in appointment following a barium swallow. The outcome of this action was provided in the formal 

complaint response to the patient from the CEO. 
- A review of patient pathways for complex patients to enable a smooth transfer between services. A doctor has been appointed as a clinician with 

specialist interest in complex patients. 
- Acknowledgement that there was a failure to appropriately discuss the possibility of a cancer diagnosis through ongoing investigations.  This pathway is 

to be reviewed to check for failings in communication and opportunities for discussion. 
- The individual member of staff involved in the patient’s dietetic pathway was made aware of the complaint.  They have been asked to reflect on the 

concerns raised and reminded of the importance of checking the feed and volume. 
 

The Trust apologised for the circumstances leading to the complaint and thanked the patient for attending a meeting to discuss the issues in greater detail.  
The patient and their family were assured that their grievances were taken very seriously, and the Trust hoped they would be reassured that staff would 
learn from the patient’s experience of the management of their care pathway and the lack of communication they endured. 

Complaints – Learning from Complaints 

Below you will see an example of a complaint where the investigation was concluded in Quarter 2. 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 Main Issues of Complaint Outcome and Actions Taken 

10712 

A patient with a history of Pulmonary Embolisms (PE)  attended 
the Emergency Department in July 2016 due to concerns that 
they were suffering another PE.  After being transferred to the 
Medical Decisions Unit (MDU) for further investigation, the 
patient was discharged  as the tests performed were clear.  The 
next day the patient was contact by the Trust and informed that 
they had suffered a PE; this resulted in the need to raise INR 
levels and a referral to a Haematologist. 

The medical team on MDU were reminded of the importance of reminding patients that the 
findings of their investigations may change within 24 hours if consultant review is required, and 
the implications that this may or may not have on their condition or diagnosis.  
 
Once this error was realised, the patient was referred immediately to a Respiratory Consultant 
and Haematologist Consultant in order for the patient to be reassured and advised on the future 
management of their condition. 

10806 

A same-sex couple attended the Centre for Reproductive 
Medicine  (CRM)  following a referral by their GP. On attending 
the CRM the couple were asked to sign several forms, which 
they found were directed at male partners and did not 
accommodate for same-sex partners.  The couple also met 
with a doctor and were required to take on board a lot of 
information within a very short space of time.  The couple were 
advised that as a same-sex couple they would be required to 
self-fund 3 rounds of fertility treatment  before being 
considered for NHS-funded treatment.  The couple felt this 
policy was discriminatory  and asked the Trust to reconsider 
their decision to refuse them treatment. 

CRM staff apologised for the distress caused by forms which did not accommodate for same-
sex partners; this documentation has now been updated to specify ‘partner’ instead of ‘male 
partner’.  In addition to this, all other documentation within the CRM is being reviewed to ensure 
that it is inclusive off both heterosexual and same-sex couples.  The Trust were able to confirm 
that the appropriate discussions took place during the consultation with the doctor, however an 
apology was made for the couple having felt that their appointment was not long enough to 
process all the information provided.  The CRM assured the couple that they do provide 
information for couples to take away following their appointment and to look at in their own time.  
The Trust explained that due to the criteria for funded treatment being decided by the local 
Clinical Commissioning Group (CCG), the Trust and CRM does not have any control over this 
policy. The Trust was able to confirm that the local CCG’s IVF policy is currently under review. 

10678 

The patient attended the Trust for an MRI scan appointment 
with the use of contrast; on arrival the patient was taken to the 
scanning room  where the radiographer realised that a cannula 
to insert the dye had not been placed.  The patient understood 
that the radiographer had contacted a doctor to ask if a 
contrast scan was necessary, however, the radiographer did 
not return to the patient to clarify this.  Another radiographer 
then hurriedly checked the patient’s details and completed the 
scan without the contrast dye. 

The Trust acknowledged that it was unprofessional for the member of staff to carry out the scan 
without explaining the circumstances; an apology was given for the lack of communication.  The 
patient was arranged another MRI scan appointment during which contrast imaging was 
scheduled to take place.  The Radiography department also assured the patient that there had 
not been a waste of NHS resources in scanning without confirmation that a contrast dye was 
needed.  The trust and the MRI department apologised for no contrast having been 
administered; the complaint has been shared among the Radiology staff as a tool for learning. 
Going forward, Trust staff will also ensure that agency staff are aware of the protocols around 
these procedures.  The Radiology department has now produced a check list for staff to 
consider when there is potential for a patient's management to be changed, requiring 
radiographers to justify their decision before changing the original management request. 

10225 

The patient underwent an aortic valve replacement operation in 
January 2014. In December 2015 the patient subsequently 
became unwell and after tests, it was confirmed that the patient 
had contracted a Mycobacterium Chimaera infection caused by 
the original operation in 2014. 
 

The Trust apologised to the patient for the infection having been contracted, especially 2 years 
following the initial procedure.  The consultant who performed the initial procedure provided the 
patient with a detailed explanation of the increased awareness and number of cases of 
Mycobacterium Chimaera in recent years, and explained that as a result of this complaint, the 
risk of this infection is now discussed with the patient at their consultations prior to undergoing 
surgery.  In addition to this, a patient information leaflet on Mycobacterium Chimaera has also 
been produced and is currently in the editing stages before it will be uploaded to the eLibrary for 
patients to access via staff. 

The table below shows examples of complaints received by the Complaint Department in July, August and September 2016; it displays the Datix ID number, 
the main issues and concerns raised by the complainant, and the actions taken as a result of the complaint.   
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Patient Involvement 



Patient & Public Involvement – Impressions Quarter 2 
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 2. 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  2 2015-16 Quarter  2 2016-17 

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.   16 



Patient & Public Involvement – Impressions Graphs Explained Quarter 2 

BOTTOM 3 SERVICE AREAS Q2 2016-17 & ACTIONS BEING TAKEN 
Food & Drink: 
• New bedside folders for menus are in the process of being developed. 
• A mobile app for food ordering is to be considered by the Nutrition Committee. 
• A menu specifically for oncology patients is being developed. 
• An electronic food ordering system, PMOS, is to be trialled at the Hospital of St Cross which will allow nurses to take orders at the bedside via tablets.  

This new system will allow for the alteration of food orders much later in the ordering process thus giving patients the ability to change their minds more 
easily. 
 

Doing things on Time: 
• GECR/FREED - ongoing.   
• GECR is monitoring the length of waits for discharge medication and areas are being performance monitored appropriately. 
• The Pharmacy TTO Tracker monitors TTO turn around times once prescriptions have reached the Pharmacy.  Nursing staff can access the tracker to see 

the status of a TTO for their patients. 
• Satellite Pharmacies are now on all floors at UH enabling ward-based discharge. 
• Medication pre-packs have been introduced in certain areas including wards 52, 53, 32 and Paediatrics. 
• Nursing interface processes, led by Alan Cranfield and Ross Palmer, the key one being 'Why not home, why not today?‘, where clinical teams/IDT work 

with partners in social care to expedite discharge. 
 
Car Parking: 
In anticipation of work beginning to provide approximately 225 additional car parking spaces, a review of the allocation of staff car parking passes has also 
begun.  

COMPARISON BETWEEN Q2 2015-16 & Q2 2016-17 
 
A comparison between this year and last year’s Q2 show us that privacy and dignity and feeling safe remain amongst the top 3 categories with politeness 
and respect replacing kindness and comparison.   Although kindness and comparison has slipped out of the top 3 to the 4th position, the percentage of 
respondents indicating they had a mainly good impression, 98%, is the same as the previous year.   
 
With regard to this quarter’s top three categories, the number of patients feeding back per category has reduced between two of the categories with 300 less 
respondents choosing to feedback about privacy and dignity, and 279 less respondents choosing to feedback about feeling safe.  However, with regard to 
politeness and respect, 708 more respondents chose to feedback .   Regardless of these reductions and increase, overall, there is little difference in the 
percentages of respondents indicating they had a mainly good experience of all 3 of the top categories with a 1% increase, from 98% to 99%, across all 
three. 
 
There is no difference in the order of the bottom scoring categories with parking, food and drink and doing things on time remaining in the same order.  As 
with two of the top scoring categories,  the number of patients feeding back per category has reduced  with 194 fewer respondents indicating they had a 
mainly good experience of parking , 325 fewer on food and drink and 251 regarding doing things on time. 
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Patient & Public Involvement – FFT Quarter 2 
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.  

Met or exceeded the internal target  1% - 5% below the internal target  6% or more below the internal target 

Improving the FFT Response Rate 
• Recruitment of dedicated Patient Experience Volunteers who will be involved in surveying patients on a regular basis is due to begin in November. 
• Information regarding FFT Response Rates is published in the Patient Experience Newsletter on the intranet. 
• FFT results are no advertised on the intranet under Patient Experience. 
• A shorter version of the questionnaire is being designed to encourage more patients to complete the survey. 
• A number of recommendations are being presented to the Quality Governance Committee in October 2016. 

18 



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); and 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.   
• Analysis and actions have been presented at PEEC in July and will be monitored at the Patient Experience and Engagement Committee (PEEC) via 

scheduled reports. 

Survey 
Type 

Year Status 

Inpatient 2015-16 All reports relating to the Inpatient Survey 2015 Results have been received.  The results have been presented to 
COAG, COF, Modern Matron’s Group, Ward Managers, and the Nursing and Midwifery Committee.  An audit of 
current and future work streams has been completed.  This exercise has identified work streams that are current 
which may address some of the issues highlighted in the survey, as well as identifying gaps against the 
recommended actions in the survey.  

Inpatient  2016-17 During July 2016 1,250 inpatients were randomly selected to take part in this year’s survey with results becoming 
available in Spring 2017. 

Children & 
Young 
People – 
IP&DC 

2016 A second national Children and Young People’s survey is planned.  The sample will be drawn from paediatric 
inpatients and day case patients during November and December 2016 with the results becoming available in Autumn 
2017. 

A&E 2016 A national A&E Survey, including minor injury units for the first time, is to be held with a sample drawn from 1,250 
attendees who attended in September 2016. Initial results are expected at the end of March 2017. 
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Area Stars (out of 5) No of ratings 
Cleanliness 3 26 

Environment 3.8 20 

Information 3.7 18 

Involved 3.2 44 

Listening 3.8 19 

Medical 2.7 27 

Nursing 2.9 26 

Parking 2.5 24 

Respect 3.4 45 

Timeliness 3.1 45 

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

 
 
 
 

Overall University Hospitals Coventry and Warwickshire NHS 
Trust 

Based on 15 ratings 
 
 
 
 
 
 
 

University Hospital, Coventry – Based on 191 ratings 
 

36% of reviews on treatment in Q2 were positive and 64% were 
negative, this was based on 22 reviews. 

 
 
 
 
 
 

Hospital of St. Cross, Rugby – Based on 52 ratings 
 

100% of reviews on treatment in Q2 were positive this was based on 
13 reviews. 

Patient Opinion 
An independent site about experiences of health care services 

 
What’s good? 
Staff 
 
What could be improved? 
N/A 
 
How have people rated this service? 
17 people would recommend this service 
 8 people would not recommend this service 

 
 

www.patientopinion.org.uk  

• University Hospital, Coventry received 2 more reviews in Q2 
2016-17 than in Q1 2016-17. There has been a 44% decrease in 
positive reviews and a 44% decrease in negative reviews. 
 

• The Hospital of St. Cross received 5 more reviews in Q2 2016-17 
than in Q1 2016-17. Positive comments are up by 25% with an 
decrease in negative comments of 100%. 
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The Health Information Service 



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 there has been a concerted effort ensure the consistency and quality of information in the Trust’s patient information standard. The table below 
highlights how many new leaflets have been produced in the last quarter and how many current leaflets (and internet links) have been updated in Quarter 2. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

At the end of Quarter 2 86.2% of patient information on eLibrary is current.  8.1% of patient information is expired; 64% of the expired leaflets are 
disabled and therefore cannot be accessed by staff for patients. The eLibrary operational policy  and timescale for archiving disabled 
information which has not been updated is due to be discussed at the eLibrary working group in October 2016. 
 
 
Risk 
The risk recorded in Quarter 1 is still in situ.  The Patient Experience Admin Specialist continues to work hard towards maintaining a current status of at least 
85%. There is a business case in the process of being presented to the Planning Unit regarding the delivery of this service in the future as a direct request 
from TTWC Programme Board. 22 

New Updates Archived 
Total 

Monthly 
Activity 

July 11 42 3 56 

August 0 69 3 72 

September 0 61 28 89 

Quarter 2 
Total 11 172 34 217 

eLibrary Status – September 2016 

86.2% 

5.7% 
8.1% 

Current

Under Review

Expired



Health Information Centre – Other Activity 
Top 10 Patient Information Leaflets 
The Patient Experience Admin Specialist has focused this quarter on investigating the performance of eLibrary, with particular interest in the most popular 
leaflets on eLibrary. The eLibrary is able to run reports to show the top 10 downloaded leaflets during a specific period.  
 
During Quarter 2, the top 10 downloaded leaflets were: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
As a further development in Quarter 3,  the Patient Experience Admin Specialist hopes to work with the Communications team in making the top 10 leaflets 
for each Specialty Group available on the Trust internet site for patients to download before their visit to hospital. 
 
Cleansing the Patient Information directory on eLibrary 
As part of ongoing development of the Health Information Service and to improve reporting performance, the Patient Experience Admin Specialist has been 
interrogating the eLibrary for patient information leaflets which have been disabled for considerable amounts of time. Beginning in September, over 80 
pieces of patient information which have been disabled for longer than 9 months (since January 2016) will be archived to cleanse the eLibrary of information 
which is neither updated, nor available to patients. 
 
Included in this cleanse is also an effort to investigate patient information leaflets with zero hits.  It is hoped that this will make  the most popular and 
comprehensive information more accessible for patients and further improve reporting and efficiency. 
 
The Health Information Service is also working closely with the ICT Department to reformat the Patient Information directories on eLibrary to streamline the 
reporting requirements for Quarterly Performance Reviews. These developments will help to map each specialty folder to the correct specialty group folders 
used by PPMO for reporting purposes.  It is hoped that this will also make information on eLibrary more accessible by limiting the number of directories that 
individual patient information leaflets are stored in. 23 

Patient information title Version Folder Hits 

Information for patients attending the Day Surgery Unit having a General Anaesthetic 9 Day Surgery 29 

Fluoroscopy: Paediatric Barium swallow or meal preparation 6 Radiology 20 

Lumbar Puncture 5 Neurosciences 20 

Day Surgery: Information for adult patients following circumcision 4 Day Surgery 20 

Botulinum Toxin (Botox) in the Treatment of the Overactive Bladder 6 Urology 19 

Bed Exercises 2 Physiotherapy 17 

Endoscopic Retrograde Cholangio-Pancreatography (ERCP) 5 Endoscopy 17 

Welcome to Ward 41* 8 Neurosciences 14 

Welcome to Ward 41* 8 Stroke Services 14 

Frequency Volume Chart 6 Urology 14 

* Please note that this 
patient information leaflet 
is included twice as the 
‘Welcome to Ward 41’ 
patient information leaflet 
is available in more than 
1 specialty directory on 
eLibrary. 



General Update 
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Brilliant Basics – Delivering Service Excellence 
In September 2016 the Patient Experience Team hosted TMI and the NHS England  
Strategic Projects Team at University Hospital and the Hospital of St Cross.  
As part of the TTWC World Class Experience work streams, this training opportunity 
provided up to 310 staff with the opportunity to learn about delivering the ‘brilliant  
basics’,  a selection of 7 core behaviours which should exist within every interaction  
between members of UHCW staff and patients (see image upper right).  The first  
cohort of this training was offered to the Trust’s front-facing staff, i.e. receptionists,  
switchboard staff, medical secretaries and admin staff. 
 
Included in the training was discussion of the functional needs of patients and  
service users, for example, understanding the anxiety that comes with attending 
the hospital for procedures, diagnoses or test results.  The staff who attended the 
training were also encouraged to think about the ways in which different people 
require different approaches from staff, while ensuring that a positive patient  
experience is the key priority of every interaction between staff and service users. 
 
At the end of the training session staff were invited to take away and complete the  
following hand-out (see image lower right), identifying 3 things they could do to 
improve patient experience, and 3 things they could do to improve their colleagues’  
experience.  The aim is for staff to adopt and localise the ‘brilliant basics’ for best  
application in their own areas and teams, for example, medical secretaries may adapt 
the brilliant basics to their many telephone conversations with patient and relatives,  
Compared to receptionists whose main interactions with staff and patients are face  
to face. 
 
After evaluation of this training has taken place, further training will be held for the  
second cohort of staff to participate in this training, with the intention that this training  
opportunity will be made available to all staff across the Trust as part of  the TTWC  
World Class Experience work streams. 
 
A full evaluation of the course is in progress and will be complete after the last  
session of this cohort has taken place. To date 76% of attendees would either be  
extremely likely or likely to recommend the training to colleagues.  The evaluation 
will consider options as to how to roll out the training to the rest of the Trust. 
 
 
“The sum of all interactions, shaped by an organization’s culture, that influence 
 patient perceptions across the continuum of care.”  
          (Beryl Institute definition of patient experience) 
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Other Activity – Board Walk Rounds 
Board Walk Rounds – Q2 
Board Walk Rounds continued in Quarter 2.  In order to facilitate the walk-rounds the Executive Assistant to the Chairman coordinates dates and information packs 
(including feedback forms) using intelligence from the Quality and Patient Safety teams,  with the Non-executive Directors, Chief Officers, and deputies or Associate 
Directors of Nursing. Once the walk-round has taken place and the feedback has been input into the shared-access spreadsheet, feedback is forwarded to the Senior 
Management Teams of the relevant Specialty Groups and fed into the next QIPS meeting for discussion.  

Date Facilitators Area/ 
Specialty Group 

What works well Areas requiring improvement Recommendations for positive change 

15/08/2016 David Poynton, 
Karen Martin 

Radiology/ 
Interventional 
Radiology 

- Introduction of a daily 9.15am huddle for 
information sharing. 

- Awareness of new works and programme. 
- Awareness of Interventional Radiology risks and 

mitigation plans. 

-  ISS have given a sustained response to cleaning 
issues. 

- Late starts in theatres and the day case unit have a 
knock-on effect. 

- A lift currently provides unrestricted access out of 
hours; this has been escalated. 

- Suggestions for new and creative recruitment 
initiatives, e.g. rotation and incentives. 

- More integration in Trust-wide initiatives, e.g. 
Perfect Week. 

- Improved morale among the team since the CQC 
inspection. 

- Found to be a positive and constructive team. 

15/08/2016 Barbara Beal, 
Ross Palmer 

Obstetric Theatre/ 
Women and Childrens 

- Positive handover with Labour Ward. 
- Compliance with the WHO checklist (for elective 

surgery) and improved standard of infection 
control reports. 

- Shared recovery and scrub roles – good 
evidence of sharing of skills and knowledge. 

- Emergency team WHO checklist requires 
improvement. 

- Knowledge of improvements must be shared 
beyond the Specialty Group. 

- External reporting could be improved; share 
improvements and performance with the wider 
Trust. 

- Provide access to iPads for improved checklists 
and handovers. 

- Establish a crèche for sick children of staff and 
those with enhanced needs, to reduce the rate of 
emergency parental leave. 

- More information for staff on childcare, in particular, 
emergency access to childcare. 

15/08/2016 Ed Macalister-
Smith, Donna 
Griffiths 

SODA/ 
Surgery 

- Good flow through the department due to 
comprehensive processes. 

- Committee team with desire to make service 
work for staff and patients. 

- Good amount of space available in the 
department; the team  noted that the utilisation 
of the space available requires review. 

- Lack of privacy for patients undergoing consent, or 
being prepped for surgery; currently being reviewed 
by matron and lead nurse to find ways to partition 
the space. 

- Some patients have been consented in the staff 
kitchen area due to lack of space. 

- Relatives unable to stay with patients unless at staff 
discretion. 

- Consent process for fluoroscopy procedures has 
ongoing challenges; unclear whether surgical team 
or the radiologists should be completing the 
consent process with patients and subsequently 
who should be preparing patients for procedures. 

- The layout of the department is being reviewed; 
there is also a business case for investing in the 
redesign of areas for private treatment and consent 
discussions. 

- Review of the information patients are given in 
advance of their admission, especially with regards 
to relatives presence and bringing belongings into 
the hospital (due to limited space). 

- Explore the permanent use of the Cardiology 
waiting room as  either pre-operative clinic space or 
a SODA waiting area. 

- Better provision for patient bag storage. 
- A standard procedure is needed to establish who is 

required to gain fluoroscopy consent . 

06/09/2016 David Poynton, 
Carmel 
McCalmont 

Surgical Day Unit/ 
Surgery 

- Excellent team work and good staff retention. 
- Nurse led discharge . 
- No TTO delays. 

- Beds are blocked due to surgical patients being 
moved to the SDU – a common problem. 

- Inadequate bathroom and shower facilities. 
- Limited TVs and no Wi-Fi. 

- Responses to small works requests should be 
quicker. 

- A review of facilities to reduce cases of undressed 
male and female patients walking past each other. 

- SDU trolleys are removed and have to be found by 
staff; any trolleys removed should be replaced or 
returned ASAP. 

19/09/2016 Brenda Sheils, 
Meghana 
Pandit 

Ward 11 
Cardiothoracic and 
Vascular/ 
Cardiology 

- A new medical consultant has improved the 
care of medical outliers (up to 17). 

- Robust and disciplined ward rounds. 
- Feedback regarding cleaning has improved; 

daily checks by supervisor. 
- Effective reporting culture has led to a higher 

proportion of low risk falls/slips. 
- Good feedback from junior doctors and patients. 

- Audit meeting not well attended. 
- Cleaning has improved but standards dipped when 

temporary staff used. 
- Care needed when using medicine cupboard lock. 
- Varied performance of agency nurses (reliance not 

heavy). 
- DTOC – high % currently – 6 out of 10 beds – but 

all internal processes and paperwork completed. 

- Senior sister and matron agreed a review of the 
timing of the audit meeting and specific purpose 
was needed. 

- Potential overlap with list planning meeting and 
timing did not encourage attendance (late Friday 
morning). 26 
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Title Board Assurance Framework 2016/17 Quarter 2 Update 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer and Deputy CEO 

Date  27th October 2016 
 
1. Purpose  
 
To present the quarter 2 update against the Board Assurance Framework 2016/17 for 
approval. 
 
2. Background and Links to Previous Papers 
 
The Trust Board approved the Board Assurance Framework (BAF) for 2016/17 at the 
March 2016 meeting.  This paper is the second quarterly update against the BAF and 
represents the position at the end of quarter 2.   
 
3. Narrative 
 
The Board is responsible for identifying and monitoring risks to achievement of the 
strategic objectives that it sets.  This is achieved through the development of a BAF, 
which is monitored at the Trust Board on a quarterly basis.  Audit Committee also has 
oversight of the BAF to ensure that the annual programme of internal audit activity is 
driven by risk; this oversight also allows the Committee to discharge its duties in terms of 
providing assurance around the robustness of the overall system of internal control, of 
which BAF is an integral component. 
 
3.1 Board Assurance Framework 2016/17 
 
Chief Officers have reviewed risks that are assigned to them and in so doing have 
considered the current risk rating, provided updates against the mitigating actions and 
have added further actions where appropriate.  The risk matrix that the Trust utilises to 
determine risk score is attached to this paper at appendix 2. 
 
Summary Position at Quarter 2: 
 

• There are no new risks proposed for inclusion on the BAF. 
• The new Interventional Radiology risk that was accepted for inclusion on the BAF at 

the July Board meeting has been included as risk 10. 
• There are no recommendations for reduction in risk scores. 
• There are no recommendations for increase in risk scores. 

 
Table 2 of the BAF document denotes the changes to the BAF that were approved at the 
July Trust Board and set out the treatment of those risks that were de-escalated from the 
BAF. Good progress continues to be made against all risks and actions have been added 

Agenda item 15 Enclosure 10 



where appropriate. The Risk Committee continues to review the Corporate Risk Register 
and to suggest new risks for consideration as BAF risks as appropriate. 

 
4. Areas of Risk 
 
If the Trust does not have a robust Board Assurance Framework and system of 
monitoring in place there is the risk that the strategic objectives will not be achieved, 
which could have regulatory, reputation and financial implications and could impact on 
the quality of care that is provided and the sustainability of services.   
 
5. Governance  
 
The Trust Board will monitor progress against the management and mitigation of the 
Board Assurance Framework on a quarterly basis, at the board meeting that follows the 
quarter end.  
 
The Audit Committee will ensure that the Internal Audit Strategic Plan reflects the risks 
set out in the BAF. 
 
6. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs 
Meghana Pandit, Chief Medical Officer and Deputy CEO 
 
7. Recommendations 
 
The Board is invited to NOTE the content of the report as at Quarter 2, to seek further 
information where required and to APPROVE the Board Assurance Framework. 
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Board Assurance Framework 2016/17 

RISK NUMBER 1 Datix ref: 2524 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To deliver value for money 
To be an employer of choice 

ANNUAL OBJECTIVE 3 Increase substantive/flexible workforce in place of agency staff  
EXECUTIVE LEAD Chief Workforce and Information Officer 
MANAGEMENT LEAD Associate Director of Workforce 
RESPONSIBLE COMMITTEE Finance and Performance Committee  
RISK If we do not reduce vacancies and embed strong controls we will not reduce the need for 

high levels of costly agency staff. This could impact on the quality of care we provide to 
our patients and on staff morale, on our ability to comply with national requirements 
around the agency cap and on our financial plan. 

NEXT REVIEW DATE 31st December  2016 
Controls: 
Hard to fill posts identified through Operational Delivery Plans (ODP) and Workforce Plan 
There are 3 multi-professional Agency Control groups in place focusing upon Nursing, Medical, AHP/Others, each with a specific 
action plan, monitored through the Transforming Workforce Supply Committee and reported through to the Workforce and 
Engagement Committee 
Agency controls in place via Clinical Directors and Chief Officers 
Recruitment approval process in place via Chief Officers 
All key vacant clinical posts are actioned swiftly and are not subject to current pay controls  
A range of recruitment activities and initiatives are developed and monitored through the Transforming Workforce Supply 
Committee and reported through to the Workforce and Engagement Committee 
TRAC recruitment system in place to make recruitment processes more efficient 
Gaps in controls: 
Resourcing Strategy in development and scheduled to be presented at the Workforce & Engagement Committee on 10th November  
2016 
Assurance:  
Recruitment KPI’s available via TRAC as of October 2016 
Vacancy rate reported in the Integrated Quality and Performance Report at Trust Board each month together with agency spend. 
Key recruitment metrics included within the Integrated Quality and Performance Report (Trust Board) 
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Board Assurance Framework 2016/17 

 
RISK RATING LIKELIHOOD CONSEQUENCE RISK RATING Progress 
Initial Risk Rating 4 (likely) 5 (catastrophic)  20 (very high)  

 Target Risk Rating 2 (unlikely) 4 (major) 8 (moderate) 
Current Risk Rating 3 (possible) 4 (major) 12 (moderate) 
 
ACTIONS 
Action Due Date Progress Update at Quarter 2 
Agree trajectory for reduction in vacancies 31.10.16 Vacancy trajectory not agreed at Group level but there are Group level 

agency reduction plans which include recruitment plans. These were 
reviewed at Group Deep Dive reviews during July and are being 
revisited in October.   

Development of Attraction and Development 
Strategy 

10.11.16 Being presented to Workforce and Engagement Committee on 10th 
November 2016. 

Development of a recruitment microsite  Completed 
Targeted recruitment to Trust Bank to 
increase numbers of flexible workers 

On-going All new nurses, HCA’s and medical starters are now enrolled onto the 
TSS bank. There has been significant increase in the number of 
nursing and HCA staff working on the Trust bank over the past 12 
months. A TSS improvement plan for all staff groups has been 
developed including communications and promotion campaigns. A 
review of pay arrangements for medical bank workers is being 

Tracked at Group Level through monthly workforce report and Performance Framework  
Agency use reported weekly through NHSI 
Transforming  Workforce Supply Committee and Workforce and Engagement Committee provide assurance to Quality Governance 
Committee 
Gaps in Assurance: 
Vacancy rate remains above target at the present time  
Achievement of 10% Trust Wide vacancy rate remains a challenge given the national shortage occupations and difficult to fill posts  
Ability to meet NHSI agency price caps 
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Board Assurance Framework 2016/17 

undertaken.  A new text service for medical bank workers has been 
implemented. A proposed automated medical bank booking system is 
currently being considered and evaluated.   

Internal audits around recruitment 
efficiency/temporary staffing controls part of 
Internal Audit Plan for 2016/17. 

31.07.16 Internal audit completed; moderate assurance.  Action plan in place 
being monitored by the Audit Committee. 

Scheduled overseas recruitment campaign 
for Band 5 nurses 

29.07.16 Recruitment campaign has taken place. First cohort expected from 
January 2017 onwards 

TRAC recruitment system to be implemented 31.07.16 Completed 
Internal audit around Temporary Staffing 
planned 

31.03.17 Part of the Strategic Internal Audit Plan 

 
Recommendation; although good progress continues to be made around reducing agency spend and the vacancy rate, no further 
reduction in the risk score is recommended at this stage owing to the requirement to meet the agency spend target and the impact 
that failing to do so will have upon STF funding.   
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Board Assurance Framework 2016/17 

 
RISK NUMBER 2 Datix ref: 2558 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To deliver value for money  

To be an employer of choice 
ANNUAL OBJECTIVE 1 Alignment  of demand and capacity to:  

• Achieve 18-week standard 
• Achieve agreed 4-hour A&E performance standard 
• Achieve cancer waiting times standard 
• Access to diagnostics 6-week standard 

EXECUTIVE LEAD Chief Operating Officer 
MANAGEMENT LEAD Director of Operations 
RESPONSIBLE COMMITTEE  Finance & Performance Committee   
RISK If we do not practice FREED, have good waiting list management processes/practices, 

work efficiently in theatres and manage waiting lists effectively we will not meet national 
targets.  This could lead to the provision of a poorer standard of care to our patients, staff 
morale may be impacted, our financial position will be jeopardised and we will suffer 
damage to our reputation. 

NEXT REVIEW DATE 30th November 2016 
Controls: 
Daily activity targets to be set for each Group around RTT/cancer in Operational Delivery Plans for 2016/17 
Weekly Patient Access meeting Chaired by the Director of Operations 
Monthly performance reviews with Groups 
Monthly reporting against all access targets to Trust Board through Integrated Quality & Performance Report  
Reporting/scrutiny at Finance & Performance Committee 
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Board Assurance Framework 2016/17 

Weekly monitoring at Chief Officers’ Group 
Formal reporting mechanism for DTOC 
 
Gaps in controls: 
Late referrals on the cancer pathway result in shared breaches for UHCW. 
High number of patients that are Delayed Transfers of Care or Medically Fit for Discharge and capacity shortfall amongst partner 
agencies. 
Weaknesses identified in recording of activity recording 
Assurance: 
Steady performance against diagnostic standard  
External support sought around improving the emergency pathway; whilst not yet meeting the target, this has resulted in 
improvement against the 4 hour standard 
Plans to introduce performance standards for CCGs around DTOC levels 
Significant assurance level in audit re: data quality in cancer and RTT 
Gaps in Assurance: 
No immediate solution for DTOC issues; this will form part of the System Transformation Plan 
 
 LIKELIHOOD CONSEQUENCE RISK RATING Progress 
Initial Risk Rating 4 (likely) 5 (catastrophic) 20 (very high)  
Target Risk Rating 2 (unlikely) 5 (catastrophic) 10 (high) 
Current Risk Rating 4 (likely) 5 (catastrophic) 20 (very high) 
 
ACTIONS 
Action Due Date Progress Update at Quarter 2 
Agree delivery plan with NHS Improvement 30th June 

2016 
Trajectory agreed 

System Transformation Plan to be developed 
and agreed. 

31.03.17 ED action plan now in place agreed at SRG. 

Data quality audits around RTT/Cancer TBC –part Completed; significant assurance 
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Board Assurance Framework 2016/17 

waiting times and activity recording in Internal 
Audit Programme for 2016/17 

of the IA 
Plan 

Tertiary referrals audit planned as part of the 
Internal Audit Plan for 2016/17 

TBC – part 
of the IA 
Plan 

 

Planned internal audit around activity 
recording 

TBC – part 
of the IA 
Plan 

On the internal audit Strategic Plan for 2016/17 

Planned internal audit activity around 
consultant activity. 

TBC – part 
of the IA 
plan 

Consultant activity in Radiology complete; limited assurance.  Action 
plan in place and is being monitored by the Audit Committee 

Bringing together ED and Acute Medicine 
into one Group to bring about improvements 
to flow 

31.03.17 Announcement made and plans in place to formally bring the two 
groups together. 

Intensive Support framework in place to bring 
about improvement in performance where 
required 

On-going  

 
Recommendation; mitigating actions and plans are in place but no reduction in risk score is recommended at this stage given that 
current performance needs to improve against the 4-Hour Standard and RTT. 
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RISK NUMBER  5 a Datix ref: 2527 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 
ANNUAL OBJECTIVE 2 Improve patient outcomes for: 

• Mortality 
• Infection control 
• Hospital cleanliness  

EXECUTIVE LEAD Chief Medical Officer 
 

MANAGEMENT LEAD Director of Quality and Deputy Medical Director 
 

REPONSIBLE COMMITTEE Quality Governance Committee  
RISK If we do not learn from mortality reviews, introduce the right care bundles and have the 

right systems in place our HSMR will rise, leading to poor reputation. 
REVIEW DATE 30th January 2017 
Controls:  
Primary and secondary mortality reviews undertaken 
Investigations of high relative risks and CUSUM alerts and development of associated action plans 
Investigation into top ten HRG’s contributing to HSMR 
Actions from RCAs completed and presented to Patient Safety Committee (PSC).  
 
Gaps in controls: 
Delay in system change relating to transfer process and handovers 
Identification of common themes for improving patient care and subsequent actions for improvement 
Business case for 24/7 outreach team  
Assurance: 
Mortality within expected range 
Presentations and learning evidenced at Grand Round, PSC, QGC and Trust Board 
HSMR and SHMI monitoring on Integrated Quality, Performance and Finance report and group performance scorecards 
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Mortality newsletter 
NHSI and Monitor have recommended our mortality governance and mortality policy for national adoption. 
Gaps in Assurance:  
Delays in obtaining notes for mortality reviews may result in action not being taken as swiftly as required.  
 
 LIKELIHOOD CONSEQUENCE RISK RATING PROGRESS 
Initial Risk Rating 3 (possible) 4 (major) 12 (high)  

 Target Risk Rating 2 (unlikely) 3 (moderate) 6 (moderate) 
Current Risk Rating 3 (possible) 4 (major) 12 (high) 
 
ACTIONS 
Action Due Date Progress Update at Quarter 2 
Regular Mortality reports to Trust Board Monthly HSMR and SHMI reported each month to the Trust Board in balanced 

scorecard. 
Deep dive into high contributors to HSMR September 

2016 
Completed. 

Grand Round presentations On-going Regular grand rounds about themes arising from mortality reviews  
Develop more robust benchmarking On-going Work being overseen by Mortality Review Committee 
Improve intelligence of analysis of mortality 
data to strive to move to a more proactive 
approach 

On-going Work being overseen by Mortality Review Committee  

Two care bundles being introduced – 
pneumonia and heart failure 

December 
2016 

Work underway 

 
Recommendation; although there are no current concerns regarding mortality no change in the current risk score is recommended 
at this stage.
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RISK NUMBER  5b Datix ref: 2536 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 
ANNUAL OBJECTIVE 2 Improve patient outcomes for: 

• Mortality 
• Infection control 
• Hospital cleanliness  

EXECUTIVE LEAD Chief Nursing Officer  
MANAGEMENT LEAD Lead Infection Control Doctor 

Modern Matron, Infection Prevention & Control 
REPONSIBLE COMMITTEE Quality Governance Committee  
RISK If we do not achieve the highest standards for infection control and hospital cleanliness 

our patients may suffer avoidable harm and we will suffer reputational damage 
REVIEW DATE 31.12.16 
Controls:  
Root Cause Analysis/PIR process in place for infection control to analyse cause and identify necessary actions 
Key performance metrics and dashboards for groups. 
ISS Improvement Plan in place 
Programme of ICNA Audits in place 
An educational programme aimed at Health Care Support Workers, developed by Infection Prevention and Control is now in place.  
 
Gaps in controls: 
Aspects of wider corporate learning from RCAs 
Specific controls in emergency MRSA screening  
ISS compliance with Improvement Plan 
Compliance with Central Line Bundle  
Assurance:  
Infection control KPIs form part of the monthly Integrated Quality & Performance Report to Trust Board 
Quarterly infection control/DIPC report to the Trust Board 
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Successful ‘5 Moments’ campaign 
Gaps in Assurance:  
Some slippage in ISS improvement plan and ICNA scores. Closer monitoring underway. 
Emergency screening targets are still not being achieved although improving steadily.  
Elective screening targets show full compliance for those who attend pre-operative assessment work is required on those that do 
not attend.   
Hand hygiene training compliance is still not being achieved   
 
 LIKELIHOOD CONSEQUENCE RISK RATING PROGRESS 
Initial Risk Rating 3 (possible) 4 (major) 12 (high)  

 Target Risk Rating 2 (unlikely) 3 (moderate) 6 (low) 
Current Risk Rating 3 (possible) 4 (major) 12 (high) 
  
ACTIONS 
Action Due Date Progress Update at Quarter 2 
Continued monitoring of progress against ISS 
action plan at QGC and through the IPC 
Committee 

On-going Good progress being made; assurance at QGC although some 
slippage noted. 

Month on month improvement in elective 
screening target compliance 

On-going Improving but further improvement required   

Month on month improvement in hand 
hygiene training compliance 

On-going Improving but further improvement required 

 
Recommendation: good progress is being made but on the basis that there has been one case of MRSA bacteraemia during 
2016/17 and the target has been breached, and there is further work to be undertaken around improving compliance with MRSA 
screening and hand hygiene, no reduction in risk score is recommended at this stage. 
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RISK NUMBER 6 Datix ref:2537 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To deliver value for money 
ANNUAL OBJECTIVE 7 Information communication & technology architecture to support transformation by: 

• Determining the mechanism to deliver electronic patient records (EPR) across the 
local health economy 

• Upgrading Trust’s network infrastructure  
• Introduction of innovative technologies in support of developments in healthcare 

services, wherever these services are located 
• Delivery in support of the locality’s emerging Digital Roadmap (underpinned by the 

Trust’s response to the nationally mandated Digital Maturity Assessment) 

EXECUTIVE LEAD Chief Workforce & Information Officer 
Chief Nursing Officer  

MANAGEMENT LEAD Director of Information & Communication Technology (ICT) 
RESPONSIBLE COMMITTEE Finance & Performance Committee 
RISK If we do not continue to improve our ICT infrastructure we may not have the ability to 

transform our services in line with the Trust’s strategic objectives and the Sustainability 
and Transformation Plan, which could impact upon patient safety, our financial position 
and reputation 

REVIEW DATE 31st December 2016 
Controls: 
Information Strategy in place, supported by IT Development Roadmap and rolling ICT programme of work 
Business Continuity plans in place in wards and departments the event that the network is unavailable 
Trust representatives involved in developing the locality Digital Roadmap   
ICT restructured to protect time for ICT developments 
PFI variation for network refresh agreed.  Sub-contractors in hand. 
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Single information system is part of STP 
Limited funding identified for EPR procurement tasks 
Gaps in controls: 
Limits on capital funding for major IT developments  
Challenge of recruitment and retention of scarce ICT resources  
ICT Service Development Associate Director role vacant; role responsible for the development of the IT Roadmap 
ICT programme of work in second half of FY 16/17 may require more resource than is available 
Funding for EPR deployment phase not yet identified  
Assurance: 
ICT programme assured by World Class Services Board 
ICT security assured by Information Governance Committee 
Locality’s Information Services Board assures the development of the Digital Roadmap  
ICT projects and upgrades managed using standard methods (e.g. Prince2)  
Network refresh underway 
Gaps in Assurance: 
Urgent clinical and service developments needing unplanned ICT resources 
 
 LIKELIHOOD CONSEQUENCE RISK RATING  Progress 
Initial Risk Rating 4 (likely) 4 (major) 16 (very high)  

 Target Risk Rating 2 (unlikely) 4 (major) 8 (high) 
Current Risk Rating 4 (likely) 4 (major) 16 (very high) 
 
 
Action Due Date Quarter 2 Progress Update  
Identify options for delivery of an EPR as part 
of the Service Transformation Plan 

Sept 2016 Identified within the STP 

Network refresh to be undertaken Mar 2017 Refresh underway 
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Recommended; although good progress is being made and there is now a firm plan for the network refresh no change to the risk 
score is recommended at this stage. This is due to progress of the two key projects; the EPR programme is preparing for, but is not 
yet in procurement, and while the network project has begun it is on the second of two enabling phases. 
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 LIKELIHOOD CONSEQUENCE RISK RATING  Progress  
Initial Risk Rating 3 (possible) 5 (catastrophic) 15 (very high)  

 Target Risk Rating 2 (unlikely) 5 (catastrophic) 10 (high) 
Current Risk Rating 3 (possible) 5 (catastrophic) 15 (very high) 

RISK NUMBER 7 Datix ref: 2538 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To deliver value for money 
ANNUAL OBJECTIVE  To deliver £1.1m surplus control total 
EXECUTIVE LEAD Chief Finance & Strategy Officer  
MANAGEMENT LEAD Director of Finance & Strategy 
RESPONSIBLE COMMITTEE Finance and Performance Committee  
RISK If we do not deliver our objectives and work efficiently we will not meet our control target 

which could jeopardise the sustainability of the Trust in its current form and reputation 
damage will be suffered. 

REVIEW DATE 31.03.17 
Controls: 
Financial reporting through monthly finance report to Board 
Monthly performance reviews/monitoring at Group/Corporate level 
Financial Recovery Plan in place and being monitored via COG Star Chamber 
Gaps in controls: 
Operational pressures continue and could impact on availability of STF funding (key targets not being met) 
Agency spend is reducing but there is further work to be undertaken.  
Assurance: 
Delivery of CIP in 2015/16 and vast majority of 2016/17 CIP target identified. 
Delivery of Financial Recovery Plan year 1. 
Rules around STF funding now clarified 
Gaps in Assurance: 
Delivery of the £17.2m that will contribute to the achievement of the control total is contingent upon achieving the agreed access 
targets, resolving operational pressures and reducing agency spend and therefore relates to risks (1) and (2). 
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ACTIONS 
Action Due Date Progress Update at Quarter 2 
Clear activity/income targets set out in the 
Operational Delivery Plans for each 
Group/corporate department 

30.04.16 Completed 

Monthly performance monitoring at 
Group/Corporate level 

On-going Monthly reviews taking place 

Consultant efficiency audit planned as part of 
Internal Audit Plan 

TBC- part 
of IA Plan 

 

 
Recommendation; no change in risk score is recommended at this stage in the financial year. 
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RISK NUMBER 9 Datix ref: 2540 

STRATEGIC OBJECTIVE To deliver excellent patient care and experience 
To be a leading training and education centre 

ANNUAL OBJECTIVE 12 This risk does not link directly to the annual objectives because it is a risk that was 
identified in year and with the agreement of the Trust Board has been added to the BAF 
owing to its potential impact on the strategic objectives of the organisation. 

EXECUTIVE LEAD Chief Operating Officer 
MANAGEMENT LEAD Director of Estates and Facilities 
RESPONSIBLE COMMITTEE Trust Board 
RISK If we do not deliver the remediation plan and maintain our current high levels of control 

and risk mitigation the risk of a fire incident developing and harm occurring might 
increase. There are also consequent risks to the Trust’s business (finance and 
performance), in that in the event of major fire damage to the UH site, the Trust will not 
be able to deliver the full range of services to the population; this in turn gives rise to risks 
to the wider health and safety of the population. 

REVIEW DATE 31st December 2016 
Controls: 
Full range of measures implemented that are supported by the Fire Authority, aimed at preventing fire and at dealing with fire, 
should one break out.  
Amendment to the Trust’s Fire Strategy to reflect the revised arrangements in place. 
On-going risk assessment and dialogue with the Fire Authority.  
Agreed Remediation Plan in place and work is underway and general good progress is being made 
Provision for unanticipated decant as a result of the works in place. 
Gaps in controls: 
Some beds will need to be taken out of use for a short period to accommodate some of the work that is required; the plan for doing 
this has been agreed with the Operational/Clinical Teams. 
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Assurance: 
Arrangements for certification of the standard of work agreed. 

 
Gaps in Assurance. 
First phase of work will now not be completed by the end of July 2016 

 
 LIKELIHOOD CONSEQUENCE RISK RATING  Progress 
Initial Risk Rating 3 (possible) 5 (catastrophic) 15 (very high)  

 Target Risk Rating 2 (unlikely) 4 (major) 8 (high) 
Current Risk Rating 2 (unlikely) 5 (catastrophic) 10 (high) 

 
ACTIONS 
Action Due Date Progress Update at Quarter 2 
Continue to monitor progress against 
remediation plan.   

On-going Progress monitored at PFI liaison committee and PFI Board to Board 
meeting.  Issues escalated by Director of Estates where necessary. 

Continually assess the risks arising out of fire 
and make adjustments as necessary. 

On-going Risk assessment is revisited periodically and in line with any 
developments 

Agree schedule of short term bed closures 
with the operations team 

August 
2016 

Schedule agreed; work underway. 

 
Recommendation; no reduction in risk score is recommended at the present time given the additional work that is required and the 
potential impact on the completion date. 
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RISK NUMBER 10 Datix ref: 2264 

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

ANNUAL OBJECTIVE 1 Alignment  of demand and capacity to:  

• Achieve 18-week standard 
• Achieve agreed 4-hour A&E performance standard 
• Achieve cancer waiting times standard 
• Access to diagnostics 6-week standard 
• Reduce length of in-patient stay 

EXECUTIVE LEAD Chief Medical Officer/Chief Operating Officer 
MANAGEMENT LEAD Clinical Director for Diagnostic Services 
RESPONSIBLE COMMITTEE Quality Governance Committee  
RISK If we are unable to provide a full interventional radiology service due to shortages in 

Consultant staff and failure to complete the necessary works to the IR Suite on schedule, 
then there is the risk that access targets will not be achieved, patients may come to 
avoidable harm and the Trust may lose its Major Trauma Centre status.  This could result 
in poor outcomes for patients, loss of income, loss of reputation and the ability to recruit 
staff, and potentially the loss of our standing as a Teaching hospital. 

REVIEW DATE 31.12.16 
Controls:  
Rota in place to provide acute IR cover in hours with voluntary extra locum cover out of hours.  
Two substantive NHS Consultants have been recruited as locums to help cover weekend gaps  
Recruitment exercise underway 
IR suite works have commenced with workload being planned around these to ensure sustainability 
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Database developed in conjunction with Vascular Surgical lead around EVAR slots to ensure that reasonable capacity is 
maintained  
Work (vascular and non-vascular) has been planned to ensure that work is undertaken collaboratively 
Gaps In controls: 
Current job planning is not sustainable in the medium term and any unplanned absence leaves the service vulnerable. 
Few locums with required skillset available 
EVAR capacity is insufficient to meet demand 
Building works will reduce capacity from two suites to one which impacts on patient flow. 
If equipment fails in the one available suite then it will not be possible to treat emergency patients; there is no formal agreement 
with other Trusts to provide cover in these circumstances or in the event that weekend cover cannot be sourced 
Assurance:  
5th consultant has been appointed and will take up post (August 2017) 
1st year 6 IR fellow has been appointed  
Recruitment drive underway with several trainees having visited and indicated an interest in a career at UHCW 
Programme of pre-emptive planned maintenance in place to reduce the risk of equipment failure and arrangements in place for an 
enhanced level of response in the event of breakdown. 
Gaps in assurance: 
No immediate solutions to recruitment which is a national challenge. 

 
Risk Rating  
 Likelihood Consequence Risk rating Progress 
Initial Risk Rating 4 (likely) 4 (major) 16 (very high) N/A new risk 
Target Risk Rating 2 (unlikely) 3 (moderate)  6 (moderate) 
Current Risk Rating 4 (likely) 4 (major) 16 (very high) 

 
Action  Due Date Progress Update 
Continue with programme of pre-emptive 
maintenance to prevent equipment 
failure 

On-going  Arrangements are in place 
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Continue implementation of emergency 
IR job planning and monitor the situation 

31 December 2016 Emergency job planning completed but 
needs to be kept under review due to 
sustainability issues 

Continue to plan EVAR slots well in 
advance; highlight to the Vascular 
Surgical Lead the need for contingency 
planning for patient safety and onward 
referral to another centre when demand 
for EVAR exceeds the resource currently 
available 

On-going This piece of work will need to continue 
until the works are completed and the 
consultant body is more stable. 

Plan/co-ordinate a 3 session working day 
and job-plan as necessary to allow for 
capacity during building works 

30 November 2016 Work has commenced 

Plan a Service Level Agreement with 
other local centres e.g. UHB, Oxford, 
Nottingham to deal with patient treatment 
in the event of local IR service failure 

31 December 2016 Work underway 

 
Recommendation; no reduction in score is recommended following acceptance onto the BAF as whilst there are mitigating actions 
in place, there is additional work that needs to be undertaken.
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Audit Trail 
 
Table 1 below sets out the risks that have been de-escalated from the BAF during the 2016/17 year: 
 
TABLE 1 
Risk Number Description Status 
3 If we fail to successfully embed the TTWC programme and 

Virginia Mason production system (now UHCW IS) we may not 
transform patient services and will not realise our vision to 
become a national and international leader in healthcare 

Agreed at July Trust Board to de-escalate 
from BAF as has reached target rating.  
Risk remains on the Corporate Risk 
Register. 

4 If we fail to agree an STP with our partners, we will not be able to 
transform the services that we deliver to our patients on sufficient 
scale to ensure that they are of the highest quality and sustainable 
for the future and we will not be able to access transformation 
funding. 

Agreed at July Trust Board to de-escalate 
from BAF as has reached target rating.  
Risk remains on the Corporate Risk 
Register. 

8 If we do not deliver education and training and offer support to our 
trainees our surveys will be poor leading to level 3/4 visits from 
HEWM with a risk of losing trainees and teaching hospital status 

Agreed at July Trust Board to de-escalate 
from BAF as has reached target rating.  
Risk remains on the Corporate Risk 
Register 

 
It should be noted that the risk numbering for those risks remaining on the BAF have not been changed to take into account those 
that have been removed above; each risk that is remaining on the BAF will retain the same number that was allocated from the 
outset for consistency and ease of reference. 
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Table 2 sets out the risks that have been added to the BAF in 2016/17 
 
TABLE 2 
Risk Number Description Status 
10 Interventional radiology It was agreed that the risk would be 

escalated from the Corporate Risk Register 
to the BAF at the July Trust Board. 
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Appendix 2                                                                          
 
Model matrix  
For the full Risk matrix for risk managers, go to www.npsa.nhs.uk  

 

Table 1 Consequence scores  

Choose the most appropriate domain for the identified risk from the left hand side of the table Then work 
along the columns in same row to assess the severity of the risk on the scale of 1 to 5 to determine the 
consequence score, which is the number given at the top of the column.  

 
Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  
Impact on the safety of 
patients, staff or public 
(physical/psychological 
harm)  

Minimal injury 
requiring 
no/minimal 
intervention or 
treatment.  
 
No time off work 

Minor injury or 
illness, requiring 
minor intervention  
 
Requiring time off 
work for >3 days  
 
Increase in length 
of hospital stay by 
1-3 days  

Moderate injury  
requiring 
professional 
intervention  
 
Requiring time off 
work for 4-14 days  
 
Increase in length 
of hospital stay by 
4-15 days  
 
RIDDOR/agency 
reportable incident  
 
An event which 
impacts on a small 
number of patients  
 
 
 
 

Major injury leading 
to long-term 
incapacity/disability  
 
Requiring time off 
work for >14 days  
 
Increase in length of 
hospital stay by >15 
days  
 
Mismanagement of 
patient care with 
long-term effects  

Incident leading  to 
death  
 
Multiple permanent 
injuries or 
irreversible health 
effects 
  
An event which 
impacts on a large 
number of patients  

Quality/complaints/audit  Peripheral 
element of 
treatment or 
service 
suboptimal  
 
Informal 
complaint/inquiry  

Overall treatment 
or service 
suboptimal  
 
Formal complaint 
(stage 1)  
 
Local resolution  
 
Single failure to 
meet internal 
standards  
 
Minor implications 
for patient safety if 
unresolved  
 
Reduced 
performance rating 
if unresolved  

Treatment or 
service has 
significantly 
reduced 
effectiveness  
 
Formal complaint 
(stage 2) complaint  
 
Local resolution 
(with potential to go 
to independent 
review)  
 
Repeated failure to 
meet internal 
standards  
 
Major patient safety 
implications if 
findings are not 
acted on  

Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved  
 
Multiple complaints/ 
independent review  
 
Low performance 
rating  
 
Critical report  

Totally 
unacceptable level 
or quality of 
treatment/service  
 
Gross failure of 
patient safety if 
findings not acted 
on  
 
Inquest/ombudsman 
inquiry  
 
Gross failure to 
meet national 
standards  

http://www.npsa.nhs.uk/


Human resources/ 
organisational 
development/staffing/ 
competence  

Short-term low 
staffing level that 
temporarily 
reduces service 
quality (< 1 day)  

Low staffing level 
that reduces the 
service quality  

Late delivery of key 
objective/ service 
due to lack of staff  
 
Unsafe staffing 
level or 
competence (>1 
day)  
 
Low staff morale  
 
Poor staff 
attendance for 
mandatory/key 
training  

Uncertain delivery 
of key 
objective/service 
due to lack of staff  
 
Unsafe staffing level 
or competence (>5 
days)  
 
Loss of key staff  
 
Very low staff 
morale  
 
No staff attending 
mandatory/ key 
training  

Non-delivery of key 
objective/service 
due to lack of staff  
 
Ongoing unsafe 
staffing levels or 
competence  
 
Loss of several key 
staff  
 
No staff attending 
mandatory training 
/key training on an 
ongoing basis  

Statutory duty/ 
inspections  

No or minimal 
impact or breech 
of guidance/ 
statutory duty  

Breech of statutory 
legislation  
 
Reduced 
performance rating 
if unresolved  

Single breech in 
statutory duty  
 
Challenging 
external 
recommendations/ 
improvement notice  

Enforcement action  
 
Multiple breeches in 
statutory duty  
 
Improvement 
notices  
 
Low performance 
rating  
 
Critical report  

Multiple breeches in 
statutory duty  
 
Prosecution  
 
Complete systems 
change required  
 
Zero performance 
rating  
 
Severely critical 
report  

Adverse publicity/ 
reputation  

Rumours  
 

Potential for 
public concern  

Local media 
coverage –  
short-term 
reduction in public 
confidence  
 
Elements of public 
expectation not 
being met  

Local media 
coverage – 
long-term reduction 
in public confidence  

National media 
coverage with <3 
days service well 
below reasonable 
public expectation  

National media 
coverage with >3 
days service well 
below reasonable 
public expectation. 
MP concerned 
(questions in the 
House)  
 
Total loss of public 
confidence  

Business objectives/ 
projects  

Insignificant cost 
increase/ 
schedule 
slippage  

<5 per cent over 
project budget  
 
Schedule slippage  

5–10 per cent over 
project budget  
 
Schedule slippage  

Non-compliance 
with national 10–25 
per cent over 
project budget  
 
Schedule slippage  
 
Key objectives not 
met  

Incident leading >25 
per cent over 
project budget  
 
Schedule slippage  
 
Key objectives not 
met  

Finance including 
claims  

Small loss Risk 
of claim remote  

Loss of 0.1–0.25 
per cent of budget  
 
Claim less than 
£10,000  

Loss of 0.25–0.5 
per cent of budget  
 
Claim(s) between 
£10,000 and 
£100,000  

Uncertain delivery 
of key 
objective/Loss of 
0.5–1.0 per cent of 
budget  
 
Claim(s) between 
£100,000 and £1 
million 
 
Purchasers failing 
to pay on time  

Non-delivery of key 
objective/ Loss of 
>1 per cent of 
budget  
 
Failure to meet 
specification/ 
slippage  
 
Loss of contract / 
payment by results  
 
Claim(s) >£1 million  

Service/business 
interruption 
Environmental impact  

Loss/interruption 
of >1 hour  
 
Minimal or no 
impact on the 
environment  

Loss/interruption 
of >8 hours 
  
Minor impact on 
environment  

Loss/interruption of 
>1 day  
 
Moderate impact on 
environment  

Loss/interruption of 
>1 week  
 
Major impact on 
environment  

Permanent loss of 
service or facility  
 
Catastrophic impact 
on environment  

 
 
 



Table 2 Likelihood score (L)  

What is the likelihood of the consequence occurring?  

The frequency-based score is appropriate in most circumstances and is easier to identify. It should be used 
whenever it is possible to identify a frequency.  

Likelihood score  1  2  3  4  5  

Descriptor  Rare  Unlikely  Possible  Likely  Almost certain  
Frequency  
How often might 
it/does it happen  
 
 
 
 
 

This will probably 
never happen/recur  
 

Do not expect it to 
happen/recur but it 
is possible it may do 
so 
 
  
 
 

Might happen or 
recur occasionally 
 

Will probably 
happen/recur but it 
is not a persisting 
issue 
 
 
 
 

Will undoubtedly 
happen/recur,possibly 
frequently 
 
 
 
 
 

 
Note: the above table can be tailored to meet the needs of the individual organisation.  

Some organisations may want to use probability for scoring likelihood, especially for specific areas of risk 
which are time limited. For a detailed discussion about frequency and probability see the guidance notes.  

Table 3 Risk scoring = consequence x likelihood ( C x L )  

 Likelihood  

Likelihood score  1  2  3  4  5  
 Rare  Unlikely  Possible  Likely  Almost certain  

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  

 
Note: the above table can to be adapted to meet the needs of the individual trust. 
 
For grading risk, the scores obtained from the risk matrix are assigned grades as follows 

    1 - 3  Low risk 
4 - 6 Moderate risk 

  8 - 12 High risk  
   15 - 25 Extreme risk  

 
Instructions for use  

1 Define the risk(s) explicitly in terms of the adverse consequence(s) that might arise from the risk.  

2 Use table 1 (page 13) to determine the consequence score(s) (C) for the potential adverse outcome(s) relevant to 
the risk being evaluated.  

3 Use table 2 (above) to determine the likelihood score(s) (L) for those adverse outcomes. If possible, score the 
likelihood by assigning a predicted frequency of occurrence of the adverse outcome. If this is not possible, assign a 
probability to the adverse outcome occurring within a given time frame, such as the lifetime of a project or a patient 
care episode. If it is not possible to determine a numerical probability then use the probability descriptions to 
determine the most appropriate score.  

4   Calculate the risk score the risk multiplying the consequence by the likelihood: C (consequence) x L   (likelihood) = 
R (risk score)  

5 Identify the level at which the risk will be managed in the organisation, assign priorities for remedial action, and 
determine whether risks are to be accepted on the basis of the colour bandings and risk ratings, and the 
organisation’s risk management system. Include the risk in the organisation risk register at the appropriate level.  
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1. Purpose  
 
Mandatory training is training which all staff across the organisation are required to 
undertake in order to ensure they have the required knowledge and competence to 
provide high quality patient care and undertake the core elements of their roles 
effectively. This paper provides an overview of mandatory training compliance levels 
across the organisation, highlighting improvements made following a structured review 
over the previous two years; continuing areas of challenge and actions underway over 
the next 6 months to ensure compliance is further improved. This paper also outlines 
proposals to amend current governance and reporting arrangements. 
 
2. Background and Links to Previous Papers 
 
Compliance information in regards to mandatory training is received by Trust Board on a 
monthly basis through the Integrated Performance Report, with more detailed information 
being reviewed as part of the Workforce Performance report received at Finance and 
Performance Committee on a monthly basis.  
 
In addition, any amendments to training requirements or significant areas of risk are 
escalated to Quality Governance Committee as part of bi-monthly reporting from Training, 
Education and Research Committee.  
 
Although the governance arrangements are well embedded, the current approach 
involves duplication and currently leads to some confusion. As such, this paper lays out 
proposals to amend and refine the current arrangements.  
 
3. Executive Summary 
 
3.1   Training Needs Analysis  
 
Whilst some mandatory training competencies are required for all members of staff, such 
as fire safety training, others are determined on a role basis or departmental basis. This 
results in each individual staff member having a personalised training needs analysis 
which is recorded through the Electronic Staff Record (ESR) system. On a monthly basis, 
a compliance report highlighting training requirements is produced through the ESR and 
Workforce Information Team, providing compliance levels by training topic / competency, 
specialty group, department and individual.  
 
Some mandatory training topics are required to be completed on a one-off basis (known 
as initial training only), whilst others are required to be repeated on an annual basis, bi-



annual basis, every three year rolling period or four year rolling period. The below table 
highlights the current average annual training required for each individual Registered 
Nurse, HealthCare Support Worker and Consultant, alongside the maximum and 
minimum training requirements.  
 
Table 1 
 
Staff Role Average Training 

Requirements (per 
annum) 

Maximum Training 
Requirement (per 
annum) 

Minimum Training 
Requirements  
(per annum) 

Healthcare Support 
Workers 

8.1 hours 13.5 hours 2.75 hours 

Staff Nurse (Band 5) 9.3 hours 14.6 hours 4.1 hours 
Consultant  18.4 hours 32.1 hours 4.6 hours  
 
Clinical departments are provided with the appropriate uplift to base establishments in 
order to support the release of staff for study leave, which encompasses mandatory 
training. For senior medical staff, SPA time is allocated within job plans providing 
identified time to allow for completion of mandatory training.  
 
Rotational doctors are not required to undertake mandatory training in the same way as 
all other staff, and are instead required to ensure completion of the Doctors in Training 
Generic On-line Induction (DITOGI), which is monitored and tracked separately through 
the Medical Education department.  
 
3.2   Notification of Requirements  
 
It is each individual member of staff responsibility to ensure their mandatory training is 
up-to-date. As such, individuals receive automatic notifications through the ESR system 
of any training due for renewal. These notifications are received four months and one 
month prior to the expiration of a mandatory training competency.   
 
Furthermore, it is the responsibility of departmental managers to ensure their team 
members are released in order to retain compliance with their mandatory training 
requirements. Through the ESR self-service system managers also receive the automatic 
notifications of the training expiration for each member of their team, supporting them in 
rostering staff appropriately to remain up-to-date.  
 
3.3   Overall Compliance Levels  
 
Utilising the most recent compliance information, as at 31st August 2016, the overall 
compliance level for mandatory training is 88.30%. This incorporates the compliance 
levels for both statutory mandatory training - those topics required by statue and 
applicable to all staff - and essential mandatory training - those topics determined by 
national guidance or local requirements based on job role.  
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Although this compliance levels remains below the Trust target of 95%, this is a 9.68% 
increase in compliance levels in comparison to August 2014 and a 2.82% increase from 
August 2015.  
 
3.4   Structured Training Review  
 
This improvement in overall compliance levels has been driven through a structured 
review of mandatory, overseen by the Mandatory Training Committee. This review has 
focused on:   
 
(a) Reducing the training burden for individuals by ensuring mandatory training 

requirements are delivered in line with amended legislation, up-to-date 
national guidelines and best practice. As an example this has resulted in patient 
manual handling training competencies being amended from an annual requirement 
to a bi annual requirement for clinical staff and to a three yearly requirement for 
medical staff.  

(b) Maximising the use of technology and e-learning to support training 
compliance and reduce the training burden. This approach has seen Conflict 
Resolution refresher training being delivered through e-learning, reducing the 
training time from a 3.5 hour face to face session to a 45 minutes e-learning 
programme.  

(c) Improving access to training. This has been delivered by the inclusion of initial 
only mandatory training topics at induction for new starters and through the roll-out 
of 50 learning laptops to clinical areas, in recognition that existing ICT equipment in 
clinical areas is prioritised for patient care.  

(d) Maximising use of assessments / in-situ training. In terms of In Hospital 
Resuscitation (IHR) this approach has resulted in the roll-out of a 10 minute annual 
assessment in place of a previous 1 hour annual training programme for HealthCare 
Support Workers.  Furthermore many training topics now utilise a cascade trainer 
model, supporting the delivery of training within local departments.  

 
As well as increasing overall compliance levels between 2014 and 2016, this structured 
review has saved approximately £600,000 based on hours lost to training (based on 
average salary) and reduced the annual hours required for mandatory training across the 
organisation by 38,000.  

 
3.5   Current Compliance Challenges  

 
Despite the improvements in compliance levels, the Trust remains below the overall 
target level of 95%.   
 
Alongside challenges with particular topic areas, several wider compliance challenges 
remain. These areas are reviewed through Mandatory Training Committee, and escalated 
to Training Education and Research Committee as appropriate.  
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3.5.1  TSS / Locum Staff  
 
There have been historical challenges with ensuring bank nursing and ad-hoc medical 
locum staff are compliant with mandatory training, due to the transient nature of this 
workforce and a lack of systematic data capture for this group.  
 
A deep dive analysis requested through Training, Education and Research Committee 
(TERC) indicates that achieving 100% compliance for this large staff group would have a 
significant overall impact on Trust compliance levels. Based on August 2016 data this 
would equate to a 4.84% compliance improvement, with overall Trust compliance levels 
standing at 93% (Appendix 2).  
 
An action plan to improve compliance has been developed through Temporary Staffing 
Services and approved through TERC. This includes additional targeted sessions for 
bank staff, the identification of transfer of mandatory training competencies from other 
NHS employers, and identification and transfer of training for doctors in training (who 
form the majority of individuals on our ad-hoc medical locum bank). All work under this 
action plan is due for completion by February 2017. After this time a decision will be 
taken in regards to removing individuals who remain non-compliant with training from 
being registered with the Trust.  

 
3.5.2  Individual & Management Responsibility 
 
It remains each individual members of staff responsibility to undertake mandatory 
training. Furthermore it is part of line managers’ duties to ensure their team members 
undertake the required training in order to maintain their competence, skills and 
knowledge to provide the highest quality of care to our patients. In some areas this 
requires a mind-set shift in relation to training completion.   
 
In order to support this, a new incremental progression policy was implemented in 
February 2016 for all non-medical staff. This policy sets out appraisals and mandatory 
training must have been completed in order for staff to pass through incremental 
progression points. Whilst acknowledging that this policy will not affect staff who are fully 
compliant with their training / appraisal and those on the top of their respective pay band, 
(and therefore not subject to incremental progression), there have to date been no cases 
of incremental progression being ceased due to non-completion of mandatory training. 
Further work is therefore required to understand this pattern and to ensure this policy 
approach is understood across all areas of the Trust. 
 
3.5.3   Operational Release  

 
A review undertaken by Mandatory Training Committee has confirmed there is sufficient 
capacity to ensure all staff that require face to face training sessions are able to maintain 
compliance. This highlights the on-going challenge to ensure staff are rostered and 
released to complete training, whilst continuing to deliver operational demands. This 
issue is reviewed through quarterly performance meetings with each specialty group, in 
line with their training compliance levels.  
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Appendix 3 confirms that Temporary Staffing Services (81%) and Diagnostic and Service 
(45.13%) specialty groups are currently red rated in terms of compliance levels. Although 
it should be noted that work is underway to ensure that ESR accurately reflects the new 
structure within the Clinical Diagnostics Specialty group, as presently Pathology and 
Imaging continue to be reported separately with only one department featuring within the 
Diagnostic and Service specialty group figure for August 2016. Meanwhile, Gerontology 
(96.09%), Hospital of St Cross (96.18%) and Theatres and Anaesthetics (95.69%) are all 
achieving compliance levels above the Trust target  
 
In order to improve operational release of staff in line with rostering approaches, a pilot 
project is currently underway to trial different approaches to the delivery of training. This 
project involves the clinical education leads from Trauma and Orthopaedics, Emergency 
Department, Paediatrics and Gerontology working together to develop and deliver ‘study 
training days’ which provide all practical / face to face training sessions. Progress on this 
will be reviewed through Mandatory Training Committee in December 2016.  
 
3.6   Current Challenges Topics  
 
Alongside the overarching compliance challenges, several topic areas remain red rated 
and are of particular concern. As per Appendix 1, based on August 2016 data, the current 
areas for concern are:  

 
3.6.1  Resuscitation Topics  
 
As indicated in Table 2 below, at present all resuscitation topics are red rated, with the 
exception of Neonatal Life Support Annual Up-date and Neonatal Life Support Four 
Yearly Up-date which are rated amber. 
 
It is acknowledged that all topics have seen improvements in compliance levels over 
since 2014 with the largest improvements seen in Neonatal Life Support Four Yearly Up-
date (56% improvement) and Advanced Paediatric Life Support Four Yearly Up-date 
(41.48%) 
 
Table 2 
.  

Essential Mandatory Training 2014 2015 2016
Compliance Increase/ 
Decrease Current Target Population 

Total Number of Non-
Complaint Individuals 

Advanced Life Support Update - Annual 47.72% 51.90% 66.92% 19.20% 396 131

Advanced Life Support - 4 Yearly 41.80% 41.28% 61.96% 20.16% 92 35

Advanced Paediatric Life Support (APLS) update - Annual 44.86% 72.79% 79.87% 35.00% 149 30

Advanced Paediatric Life Support (APLS) - 4 Yearly 42.73% 81.94% 84.21% 41.48% 76 12

In-Hospital Resuscitation (IHR) - Annual 74.36% 76.78% 77.40% 3.04% 3181 719

In-Hospital Resuscitation including AED - Annual 83.93% 78.99% 83.33% -0.60% 5237 873

Immediate Life Support (ILS) - Annual 47.62% 76.32% 57.14% 9.52% 42 18

Neonatal Life Support (NLS) Update - Annual 77.45% 85.11% 90.81% 13.36% 283 26

Neonatal Life Support (NLS) - 4 Yearly 35.90% 78.41% 92.68% 56.79% 82 6

Paediatric Basic Life Support - Annual 61.97% 83.00% 82.64% 20.67% 144 25

Paediatric Life Support Update - Annual 62.10% 73.79% 70.25% 8.15% 121 36

Paediatric Life Support - 4 Yearly 64.52% 72.82% 77.69% 13.17% 121 27  
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An improvement plan is currently in place led by the Head of Resuscitation, Clinical Skills 
and Simulation and the Resuscitation Committee, and includes a reassessment of 
competency alignment for Advanced Life Support within the Emergency Department, 
reviewing data capture of courses delivering relevant Paediatric Life Support compliance 
and delivery of bespoke Intermediate Life Support training sessions through December 
2016,  
 
Given the current compliance status across this topic area, it is proposed that an in-depth 
report on resuscitation topic compliance and detailed improvement plan is provided to 
Quality Governance Committee.  
 
3.6.2  Manual Handling – Medical and Dental  
 
At present, compliance for this topic stands at 58.36%. Additional targeted sessions are 
being delivered throughout October – December 2016 run by the Manual Handling Team 
(who report into the Associate Director of Nursing – Education and Research) and all 
non-compliant individuals have been directly contacted in an effort to boost compliance 
within the next 3 months.  
 
It is also highlighted that compliance for this topic is skewed by low compliance within 
Temporary Staffing Services. When compliance with the latter staff group is resolved, the 
compliance for this topic would stand at 80.62% compliance – a swing of over 25%.  

 
3.6.3  Blood Transfusion – Annual Up-date  

 
Since 2014 compliance for this topic has improved from 60.45% to 76.63%, however 
compliance clearly remains challenged. There are sufficient training places available to 
provide required training and continued improvements in compliance are now mainly 
dependent on operational release of staff to complete training in a timely fashion.  
 
Additional cascade trainers are currently being developed for this topic area, in order to 
support delivery of training in local areas, and these cascade trainers will be targeted to 
deliver an identified numbers of training sessions within each department. This action is 
overseen by the Modern Matron – Transfusion.  

 
3.6.4  Safeguarding Level 3  
  
This topic has seen a decrease in compliance from 90% in 2015 to the current 
compliance level of 77%, driven in part through an increase in the target population 
requiring this competency from February 2016.  
 
Additional training sessions are currently being delivered in house through the 
Safeguarding Team until December 2016, with the further opportunity for staff to access 
additional events via the Coventry Local Safeguarding Children’s Board. 
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3.7   Future Actions and Changes  
 
As outlined above, actions are underway on a continuous basis to improve compliance 
with mandatory training, with subject matter leads reporting to Mandatory Training 
Committee on a monthly basis. Further actions include:  
 
(1) The development of in-situ assessments for mandatory training. – this would 

result in cascade trainers assessing competency during the course of day to day 
duties, as opposed to through a classroom / simulation based environment.  The 
feasibility of this approach is currently being explored with the Trust’s Manual 
Handling and Falls Lead, and assessed against the requirements of the Skills for 
Health Framework.  

 
(2) The development of in-situ assessment for annual resuscitation topics – this 

would result in members of the resuscitation team assessing competency based on 
attendance at cardiac arrest scenarios as opposed to through a classroom/ 
simulation environment. A feasibility study of this new approach is required and is 
currently being explored with the Head of Resuscitation, Clinical Skills and 
Simulation. 

 
(3)  Annual Assessment Booklet – This concept is in the early stages of development 

and builds on the previously successful introduction of an assessment booklet for 
Information Governance training. It is envisaged that this approach would result in 
electronic assessment booklet being utilised to assess compliance across a number 
of topics areas, such as Fire Safety, Information Governance and Health and 
Safety.  

 
(4) Prevent - Prevent (relating to the prevention of radicalization and terrorism in the 

workplace) will become a mandatory training requirement from April 2017. Staff that 
have undertaken Safeguarding Adults training post January 2015 will already be 
compliant with this new requirement, however clinical staff will be required to 
complete a further WRAP (face to face) session. This topic will not be formally 
reported from a compliance perspective until April 2017, allowing for readiness 
actions to be implemented and awareness of this new training requirement to be 
undertaken with staff.  

 
4. Governance  
 
4.1  Current Process 
 
At present, mandatory training compliance and delivery is overseen through the 
Mandatory Training Committee, a sub-committee of Training, Education and Research 
Committee. This committee oversees proposals to amend training requirements in line 
with legislation and national guidelines (such as the inclusion of new competency topics 
and amendments to existing topics) and ensures that sufficient capacity is available to 
meet training demands. Each mandatory training topic has a subject matter lead (SML) 
identified and each SML is a member of Mandatory Training Committee.  
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Each individual staff member is responsible for ensuring completion of their mandatory 
training, with line managers taking responsibility to ensure members of their team(s) are 
released from duty in order to complete all training as required. Compliance levels for all 
training are monitored through the quarterly performance meetings held with each 
Specialty Group Management Team and with Chief Officers for departments across core 
services.  
 
Compliance levels are incorporated into the monthly Integrated Performance Report 
(IPR), supplemented by the Workforce Performance Report which is received through 
Finance and Performance Committee on a monthly basis.  
 
4.2  Proposed Amendments  
 
It is proposed that Finance and Performance Committee continue to receive compliance 
information within the Workforce Performance; however it is proposed that this report be 
amended to focus on compliance within each specialty group rather than a topic basis.  
 
In addition, it is proposed that Quality Governance Committee receive a quarterly report 
on compliance levels across training topics areas focused on quality impact areas and 
risks.  
 
4.3  Risk Management  
 
Risks related to mandatory training compliance by topic are identified through Mandatory 
Training Committee and added to the corporate risk register as appropriate. Risks 
relating to low compliance within departments are added to local risk registers through 
identification in local Specialty Groups/ Corporate departments. 
 
5. Responsibility 
 
The Chief Workforce & Information Officer chairs the Training, Education and Research 
Committee and therefore oversees action plans underway in relation to mandatory 
training. 
 
Where actions relate to specific topics (such as Resuscitation, Manual Handling and 
Safeguarding) oversight is also required by the relevant subject matter lead and their 
respective Chief Officer as outlined throughout the report.  
 
6. Recommendations 
 
The Board is invited to NOTE: 
 
1. Improved compliance levels from 2014 to 2016, with an overall 9.68% improvement  
2. On-going compliance challenges and structured work underway to improve 

compliance 
3. Appropriate governance processes are in place to monitor amendments to training 

requirements and to oversee overall compliance levels within specialty groups and 
departments.  

 
And APPROVE: 
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1. The proposal to amend governance reporting arrangements in regards to the Finance 
and Performance Committee and Quality Governance Committee.  
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Appendix 1 – Mandatory Training Compliance – August 2014 – August 2016  
 
Mandatory Training 

Year (As at 31/08) 2014 2015 2016
Compliance Increase/ 
Decrease 

Total 78.62% 85.48% 88.30% 9.69%

Statutory Mandatory Training 2014 2015 2016
Compliance Increase/ 
Decrease 

Fire Safety - Annual 76.30% 81.88% 84.34% 8.04%
Health and Safety - 3 Yearly 85.92% 88.51% 90.28% 4.36%
Infection Control Clinical - Annual 71.67% 80.67% 83.45% 11.77%
Infection Control Non Clinical - Initial 90.68% 94.29% 93.00% 2.32%
Moving & Handling Clinical - 2 Yearly N/A N/A 92.35% N/A
Moving & Handling Medical & Dental - 3 yearly N/A N/A 58.36% N/A
Moving & Handling Clinical - Annual 73.79% 76.85% N/A N/A
Moving & Handling Clinical/Non Clinical - 3 Yearly 88.38% 91.92% 93.23% 4.85%
Safeguarding Children Level 1 - 3 Yearly 100.00% N/A N/A N/A
Safeguarding Children Level 2 - 3 Yearly 85.04% 90.40% 91.68% 6.64%
Safeguarding Children Level 3 - 3 Yearly N/A 90.16% 77.61% N/A
Safeguarding Adults Level 1 - 3 Yearly 81.62% 87.77% 89.72% 8.10%
Safeguarding Adults Level 2 - 3 Yearly N/A 89.63% 93.30% N/A
Totals 80.37% 85.46% 88.47% 8.10%

Essential Mandatory Training 2014 2015 2016
Compliance Increase/ 
Decrease 

Advanced Life Support Update - Annual 47.72% 51.90% 66.92% 19.20%
Advanced Life Support - 4 Yearly 41.80% 41.28% 61.96% 20.16%
Advanced Paediatric Life Support (APLS) update - Annual 44.86% 72.79% 79.87% 35.00%
Advanced Paediatric Life Support (APLS) - 4 Yearly 42.73% 81.94% 84.21% 41.48%
Blood Transfusion - Annual 60.45% 77.09% 76.73% 16.28%
Conflict Resolution - 3 Yearly 79.97% 88.72% 92.72% 12.74%
Equality & Diversity - Initial 88.06% 94.06% 96.05% 7.99%
Hand Hygiene Clinical - Annual 78.09% 82.85% 85.46% 7.36%
Hand Hygiene Non Clinical - Initial 93.81% 96.36% 96.46% 2.64%
In-Hospital Resuscitation (IHR) - Annual 74.36% 76.78% 77.40% 3.04%
In-Hospital Resuscitation including AED - Annual 83.93% 78.99% 83.33% -0.60%
Immediate Life Support (ILS) - Annual 47.62% 76.32% 57.14% 9.52%
Information Governance e-learning - Annual 70.57% 83.92% 86.42% 15.84%
Neonatal Life Support (NLS) Update - Annual 77.45% 85.11% 90.81% 13.36%
Neonatal Life Support (NLS) - 4 Yearly 35.90% 78.41% 92.68% 56.79%
NPSA Collection and Transportation of Blood and Blood Products - 2 Yearly 78.45% 85.59% 88.87% 10.42%
NPSA Obtaining Venous Blood - 3 Yearly 47.44% 73.18% 84.45% 37.01%
NPSA Organising the Receipt of Blood - 3 Yearly 78.57% 85.82% 88.96% 10.39%
NPSA Preparing and Administering a Transfusion of Blood or Blood Products - 3 Yearly 78.75% 85.99% 88.94% 10.19%
Paediatric Basic Life Support - Annual 61.97% 83.00% 82.64% 20.67%
Paediatric Life Support Update - Annual 62.10% 73.79% 70.25% 8.15%
Paediatric Life Support - 4 Yearly 64.52% 72.82% 77.69% 13.17%
Thromboprophylaxis - Initial 87.55% 94.36% 96.51% 8.96%
Totals 77.10% 85.50% 88.15% 11.05%  
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Appendix 2 – Mandatory Training Compliance Temporary Staffing Services  
 
August 2016 Mandatory Training Report Current Compliance Compliance (exluding TSS) Compliance Increase
Trust Total 88.30% 93.14% 4.84%

Statutory Mandatory Training % Compliance % Compliance Change
Fire Safety - Annual 84.34% 90.10% 5.76%
Health and Safety - 3 Yearly 90.28% 94.84% 4.56%
Infection Control Clinical - Annual 83.45% 89.78% 6.34%
Infection Control Non Clinical - Initial 93.00% 96.96% 3.96%
Moving & Handling Clinical - 2 Yearly 92.35% 97.45% 5.10%
Moving & Handling Medical & Dental - 3 yearly 58.36% 80.62% 22.25%
Moving & Handling Clinical/Non Clinical - 3 Yearly 93.23% 94.84% 1.61%
Safeguarding Children Level 2 - 3 Yearly 91.68% 95.38% 3.70%
Safeguarding Children Level 3 - 3 Yearly 77.61% 77.69% 0.08%
Safeguarding Adults Level 1 - 3 Yearly 89.72% 94.45% 4.73%
Safeguarding Adults Level 2 - 3 Yearly 93.30% 94.35% 1.05%
Totals 88.47% 93.31% 4.85%

Essential Mandatory Training % Compliance % Compliance Change
Advanced Life Support Update - Annual 66.92% 74.78% 7.86%
Advanced Life Support - 4 Yearly 61.96% 70.51% 8.56%
Advanced Paediatric Life Support (APLS) update - Annual 79.87% 83.10% 3.23%
Advanced Paediatric Life Support (APLS) - 4 Yearly 84.21% 85.33% 1.12%
Blood Transfusion - Annual 76.73% 83.99% 7.26%
Conflict Resolution - 3 Yearly 92.72% 95.25% 2.54%
Equality & Diversity - Initial 96.05% 98.97% 2.92%
Hand Hygiene Clinical - Annual 85.46% 91.87% 6.41%
Hand Hygiene Non Clinical - Initial 96.46% 98.59% 2.14%
In-Hospital Resuscitation (IHR) - Annual 77.40% 84.73% 7.34%
In-Hospital Resuscitation including AED - Annual 83.33% 89.03% 5.70%
Immediate Life Support (ILS) - Annual 57.14% 57.14% 0.00%
Information Governance e-learning - Annual 86.42% 92.30% 5.89%
Neonatal Life Support (NLS) Update - Annual 90.81% 90.81% 0.00%
Neonatal Life Support (NLS) - 4 Yearly 92.68% 92.68% 0.00%
NPSA Collection and Transportation of Blood and Blood Products - 2 
Yearly 88.87% 91.24% 2.37%
NPSA Obtaining Venous Blood - 3 Yearly 84.45% 87.67% 3.22%
NPSA Organising the Receipt of Blood - 3 Yearly 88.96% 94.47% 5.50%
NPSA Preparing and Administering a Transfusion of Blood or Blood 
Products - 3 Yearly 88.94% 94.41% 5.48%
Paediatric Basic Life Support - Annual 82.64% 83.80% 1.16%
Paediatric Life Support Update - Annual 70.25% 81.63% 11.38%
Paediatric Life Support - 4 Yearly 77.69% 90.82% 13.13%
Thromboprophylaxis - Initial 96.51% 98.28% 1.77%
Totals 88.15% 92.97% 4.81%  
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Appendix 3 – Speciality Group Compliance (August 2016) 
 
Specialty Group Compliance Levels (June) Compliance Levels (July) Compliance Levels (August)
218 Cardiac & Respiratory Total 91.39% 92.17% 92.39%
218 Care of the Elderly Total 86.56% 95.85% 96.09%
218 Clinical Support Services Specialty Group Total 95.18% 95.18% 93.39%
218 Core Functions Total 94.77% 94.99% 93.73%
218 Diagnostic & Service Total N/A N/A 45.13%
218 Emergency Department Specialty Group Total 89.42% 89.64% 89.64%
218 Hospital of St Cross Total 94.94% 96.04% 96.18%
218 Imaging Total 95.46% 95.07% 94.42%
218 Neurosciences Specialty Group Total 89.49% 89.98% 89.94%
218 Oncology and Haematology Total 92.75% 92.19% 92.92%
218 Pathology Network Cov & Warwicks Total 85.71% 85.22% 87.50%
218 Renal Specialty Group Total 93.59% 93.21% 92.61%
218 Specialist Medicine & Ophthalmology Total 92.07% 92.64% 92.70%
218 Surgery Specialty Group Total 92.80% 93.28% 93.82%
218 Temporary Staffing Division Total 82.01% 81.50% 81.07%
218 Theatres and Anaesthetics Specialty Group Total 95.86% 95.91% 95.69%
218 Trauma & Orthopaedics Specialty Group Total 90.33% 91.55% 91.31%
218 Women & Children Specialty Group Total 94.03% 93.78% 94.06%
Grand Total 88.63% 88.60% 88.30%  

Page 12 of 12 



Agenda Item 17 Enclosure 12 
 

PUBLIC TRUST BOARD PAPER  
 

Title Together Towards World Class Programme Up-Date  
Author Donna Griffiths, Associate Director of Workforce  
Responsible 
Chief Officer 

Karen Martin, Chief Workforce and Information Officer 

Date  27 October 2016 
 
 
1. Purpose  
 
To inform the Board of progress of the Together Towards World Class programme, with a 
specific focus on the work-streams for September 2016 – August 2017.  
 
2. Background and Links to Previous Papers 
 
The Together Towards World Class programme is the Trust’s 5 year organizational 
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 workstreams – 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. September 2016 Programme Board  
 
The Programme Board normally receives assurance and information on progress against 
each workstream, alongside the identification of key milestones and risks. In September 
2016 the programme board was dedicated to the receipt of project initiation documents 
outlining the proposed areas of focus for each workstream for the period September 2016 
– August 2017.  
 
The programme board received assurance that individual projects each workstream area 
focused on addressing challenges / areas of required improvement as identified through 
a combination of staff feedback, organizational evidence and best practice research. The 
programme board received presentations from each wokrstream lead and approved the 
following areas of focus for September 2016 – August 2017.   
 
 
3.1 World Class Experience  
 
This workstream is led by the Chief Medical and Quality Officer, with Anita Kane – 
Associate Director of Quality – supporting as workstream lead.  
 
(1)  Delivering the Brilliant Basics –This project will focus on  the development, 

implementation and evaluation of a customer care training programme – entitled 
Brilliant Basics – for all staff, The programme has been co-designed with TMI (a 
reputation management company) and was piloted throughout September with 



patient facing administration and clerical staff and ancillary staff. The project is 
designed to support staff to develop the skills and knowledge to deliver excellent 
customer care to our patients and visitors and internally to other colleagues. It is 
envisaged that the programme will commence roll-out to all staff groups from March 
2017 onwards. 

 
(2) PPI Strategic Plan–This project will result in the development and implementation 

of an overarching plan to strengthen the involvement of patient and public 
involvement in all work across the Trust. This will include the development of a new 
policy approach for approval through Patient Experience and Engagement 
Committee (PEEC), deployment of refreshed FFT cards, delivery of World Café 
events and recruitment of volunteers dedicated to patient experience activities.  

 
(3) ‘How May I help You’ Communications Booklet – The aim of this project, which is 

being overseen in partnership with the Associate Director of Nursing – Experience 
and Professional Standards,  is to implement a communication aid to empower 
patients by giving them and other healthcare professional a place to record and 
document experience of their care. The booklet is currently being trialed on wards 
40, 24, 25, Oak and Mulberry wards and is to be evaluated by a student from 
Warwick University by December 2016. Subject to successful pilot outcomes, the 
booklet will then be rolled out to all inpatient areas of the Trust.  

 
3.2 World Class Services  
 
This workstream is broken down into 3 areas – Service Improvement, Health 
Technologies and Innovation. Given recent changes in Chief Officer portfolios this 
wokrstream will now be led by the Chief Workforce and Information Officer, with support 
from respective workstream leads.  
 
Service Improvement  
 
The programme board received assurance that following the integration of the service 
improvement team and KPO (Kaizen Production Office), effective from 1st October 2016, 
a joint programme of work is currently under development. In the meantime, the following 
projects were approved through the programme board as key areas of focus, and will be 
led by Neil Griffin, KPO Lead.  
 
(1)   Standardised Booking – This project will focus on the design and implementation 

of a new standardised booking service within Urology, leading to an improved 
service to patients through effective and efficient use of resources. This project is 
due for completion by November 2016.  

 
(2)    Rota Reconfiguration (Phase 2) - This project builds on work previously 

undertaken in 2015/2016 to ensure patients are treated in the most appropriate 
setting, ensuring an improved patient experience and more effective use of theatre 
capacity for the Trust. This project involves the development of treatment room 
facilities in order to release day case capacity and in turn support the release of 
capacity in theatres for emergency theatre sessions. It is envisaged that the new 
treatment rooms will be in place by February 2017, supporting the onward release of 
12 theatre sessions over a 4 week period on the University Hospital site.  
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(3) Outpatient Service Review and Development – This project again builds on work 

undertaken in 2015/2016 which identified the potential to improve outpatient clinic 
utilisation, therefore delivering better services to our patients. This project will 
involve the systematic review of outpatient specialties (commencing with Urology) in 
order to maximise the use of resources, decrease waste and standardise provision 
of delivery.  

 
 
(4) Daycase – This project is focused on reviewing surgical day case patient pathway 

to identify and eliminate waste to support the provision of a patient centered service 
that will allow planned day case patients to be treated in the most appropriate 
setting. A pilot is currently underway on Ward 32 to utilize a dedicated area for pre 
and post-operative treatment, alongside the use of e-discharge by Consultants in 
theatres and development of nurse lead discharge processes. At present this work 
will allow 6 patients per day across maxillofacial and plastics services to be treated 
under the new day case pathway, supporting patient flow across the associated 
surgical bed base.  

 
Health Technologies  
 
 
(1)  Electronic Patient Record – This project is focused on the oversight of a patient 

focused and fully integrated electronic patient record that will be accessible to 
citizens, patients and clinicians across the local health economy. There are several 
major milestones over the next 12 months for this transformational change 
programme, including dialogue with suppliers; final tendering processes; selection of 
a preferred bidder and development and submission of a full business case for 
internal and external approval.  

 
(2)  Electronic Document Management – This project will focus on the development 

and implementation of an Electronic Document Management System (EDM) to store 
and access canned patient records, which will be accessed through the Trust’s 
Clinical Results Reporting System (CRRS). In 2016/2017 this will involve day 
forward scanning for 8 specialty areas alongside the scanning of records of long-
term deceased patients. This project links to the migration towards a full electronic 
patient record.  

 
 
(3) VitalPac – This project builds on the work already undertaken in 2015/2016 and will 

involve the further improvement and roll-out of the current VitalPAC patient 
observation system, which enables our nursing and clinical workforce to record and 
access clinical information electronically. This project will focus on the 
implementation of several new modules, including nutritional screening assessment, 
alcohol assessment and a new module for the Emergency Department. These new 
elements are scheduled for go live from December onwards.  

 
(4) Wireless Up-grade – This project will focus on up-grade of the current wireless 

network to improve performance, capacity and security for both corporate and guest 
(patient) users. It is anticipated this project will completed by July 2017.  
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(5) Collaboration Tools – This project builds on previous work to implement modern 

teleconferencing facilities, and focuses on the implementation of instant messaging 
for all staff from Trust devices to support rapid communications between colleagues, 
in a similar fashion to text messaging, from desktop and mobile devices. It is 
scheduled for the latter to be installed by December 2016, with further focus on the 
development and piloting of patient video consultations from September 2017.  

 
(6) Desktop Optimisation – This project will focus on deployment of a new product 

called Appsense (which supports the control of desktop settings) to reduce the log-
on and access time for staff. With an increased focus on the use of technology in 
providing care to patients and general Trust business, this project is essential to 
improve daily working in the trust and will be deployed throughout the organisation 
by March 2017.   

 
Innovation  

 
(1) Creation of UHCW Innovation Hub environment – This project will focus on the 

transformation of the existing Innovation Hub into a space conducive for innovation 
activity. The project will focus on the delivery of 3-5 workshops to introduce 
colleagues, stakeholders and potential external collaborators to the purpose of the 
hub in order to ensure their usage and resource requirements are captured in the 
environmental and operational design of the hub. The project will also involve the 
project management of the hub through hard and soft facilities management 
phases. The hard facilities management (e.g. ventilation, plumbing and data) is 
currently scheduled to commence from July 2017.  

 
(2) Innovation Heat Map – This project will focus on the development of a system to 

capture, assess and maps trends across internally derived innovations activities, 
bringing together the currently separate processes which exist across the 
Performance & Project Management Office (PPMO), Finance and Innovation teams. 
The project will also involve developing an approach to communicating and sharing 
innovation activities within the organisation, in order to maximise the use of staff 
talent, knowledge and skills.  

 
(3) External Innovation Engagement – This project will involve identification, 

engagement and collaboration with external organisations to scope and 
development projects of strategic interest through the use of the Innovation Hub.  

 
3.3 World Class Communications  

 
This workstream is led by the Chief Workforce and Information Officer, supported by 
Kerry Beadling, Head of Communications, as workstream lead.  

 
In 2016/2017 this workstream will focus on identifying the different demands and 
requirements for varying engagement and communications activities and approaches for 
differing groups across the organisation. This will include engaging with senior managers, 
medics and staff of differing generations to identify different requirement and 
subsequently developing targeted interventions to improve overall engagement levels. 

Page 4 of 7 



Whilst this project will be driven by staff engagement, it is envisaged that there will also 
be a review of existing mechanisms, including CEO Direct - an open staff session 
currently held by the CEO and Chief Officer Forum – a monthly session held with all Top 
Leaders.  

 
3.4 World Class Leadership  

 
This workstream is led by the Chief Operating Officer, supported by Donna Griffiths, 
Associate Director of Workforce as workstream lead. 

 
(1)  Leading Together – This project will focus on the development and implementation 

of Leading Together (the Trust’s leadership development programme) Phase 3 from 
April 2017 onwards and the completion of a 12 month evaluation programme 
conducted in partnership with Warwick Business School. The programme is 
designed to support the development of formal leadership capability at all levels of 
the Trust, whilst the latter research will commence in October 2016 and will focus on 
ensuring the programme remains fit for purpose and identifies conditions to support 
the successful transfer of learning into improved corporate level leadership 
performance.  

 
(2) Talent Management – This project builds on work already undertaken in the 

previous year to pilot the inclusion of talent conversations into appraisals. The focus 
for the forthcoming 12 months will be an evaluation and analysis of the pilot and the 
implementation of a new annual appraisal cycle and talent discussion approach for 
all staff from April 2017 onwards. The project will also focus on the development of 
interventions to ensure the organisational level management and development of 
talent, including the introduction of coaching model and review of recruitment 
approaches to ensure effective internal deployment of identified talent.  

 
(3) Day in the Life of Programme – This project will focus on the comprehensive 

review of our existing programme, which involves Chief Officers working alongside 
staff across the Trust. The review will consider the potential benefits of expanding 
the programme and review opportunities offered by new technology through 
TrustNav, the Trust’s intranet system. Proposals will be developed and presented to 
programme board by January 2017 for implementation from April 2017 onwards.  

 
3.5 World Class People  

 
This workstream is led by the Chief Workforce and Information Officer, supported by 
Wendy Bowes and Donna Griffiths, Associate Directors of Workforce.  

 
(1) Values Based Recruitment – This project will involve an impact assessment of the 

values based recruitment approach implemented from April 2016, understanding the 
benefits for our patients and service users. The project will also involve the 
development of a new approach to clinical Consultant recruitment in line with best 
practice and research evidence. The latter will be scoped, developed and piloted by 
February 2017.  

 
(2) Values Based Induction – This project will focus on the redesign of the Trust’s 

corporate induction programme in line with forthcoming changes to the transfer of 
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learning competencies between NHS organisations, alongside a comprehensive 
review of local induction arrangements to ensure new starters are appropriately 
welcomed to the Trust and equipped with the knowledge and tools to commence 
their new roles.  

 
(3) ChangeMakers – The first cohort of Change Makers, staff who volunteered to 

support change activities in local areas, were introduced at the launch of the TTWC 
programme in 2014. Since this time this group has successfully supported 
engagement events and activities on both a corporate level and local level. This 
project will focus on evaluating the evolving nature of the Change Maker role, with a 
view to undertaking further recruitment for new Change Makers by December 2016 
in order to underpin activities across the Together Towards World Class 
programme.  

 
(4) Health and Well-Being – This project will involve the development and 

implementation of a comprehensive package of health and well-being interventions 
and initiatives across the Trust to support the physical, mental and emotional of our 
staff. This project is expected to deliver associated benefits including improved 
patient safety and experience, staff retention levels, staff engagement and 
experience and reduced costs of sickness absence. The first initiative - Step Jockey 
- was implemented in September 2016 with further targeted activities planned for 
roll-out through to 1st April 2017. 

 
(5) Values and Behaviour Framework (Phase 2) – This work will be focus on the 

refresh of our existing Trust values and behaviour framework, based on staff 
engagement and fee back. A multi-professional task and finish group will focus on 
the development of proposals for change, alongside the development of 
organisational development interventions to support the embedding of the values in 
practice.   

 
4. Areas of Risk  
 
Risk assessments are completed within each workstream and reported to Programme 
Board on an on-going basis throughout the lifecycle of projects.  
 
The overarching risk themes with regard to programme delivery and outcomes from 
2015/2016 which carry over to 2016/2017 outcomes are: 
 
(1)  Key to the overall programme succeeding is wholescale adoption and demonstration 

of the Trust’s Values and Behaviours; this requires changing hearts and minds and 
is not a quick process and requires continual focus. This is area is an identified 
project under the World Class People work-stream and work is currently underway 
to review and refresh the Trust values and behaviours in line with staff feedback and 
learning since their launch in September 2014.   

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

(3)  Capacity restraints within the work-stream leads will restrict the scope and scale of 
work that can be delivered. 
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Additionally, the programme board recognised that a sufficient level of activity is 
underway across the programme and there is a risk that the existing communications 
channels may not sufficiently support the dissemination of this throughout the Trust. The 
programme board received assurance that a new Together Towards World Class 
newsletter was launched in August as a method of sharing outcomes from both the 
programme and interlinked UHCW Improvement System (UHCWi) on a bi-monthly basis, 
and agreed further communications activities will be developed to support the on-going 
information cascade at all levels of the Trust. Furthermore, the programme board noted 
the recent success of the Trust Board Seminar focused on the TTWC and UHCWi 
programmes and agreed for a focused board seminar to be held on a 6-monthly basis in 
future.  
 
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.  
 
6. Recommendations 
 
The Trust Board is asked to NOTE and receive ASSURANCE from the report and to 
RAISE any questions.  
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Agenda Item 18 Enclosure 13 
 

PUBLIC TRUST BOARD PAPER 
 
Title Care Quality Commission Registration 
Author Sue Basham, Associate Director of Quality 
Responsible 
Chief Officer 

Mark Radford, Chief Nursing Officer 

Date  27 October 2016  
 
1. Purpose  
 
As part of the Care Quality Commission (CQC) registration, University Hospital Coventry 
and Warwickshire NHS Trust (UHCW) is required to comply with the fundamental 
standards and regulations set by law.  A review of the CQC registration has been 
undertaken to ensure that the Trust is still compliant with regulations 12 (Statement of 
Purpose) and 7 (Registered Manager).  At present, the Trust is registered with the CQC 
for two sites, University Hospital and the Hospital of St Cross.  This report comprises of 
current status of locations where regulated activity and service types are carried out and 
requests approval for two changes in registration for UHCW.  
 
2. Background and Links to Previous Papers 
 
Each year NHS Trusts should take the opportunity to review their regulated activity 
detailed in their Statement of Purpose and Registration documentation that is held by the 
Care Quality Commission.    This report provides the outcome of that annual review for 
UHCW.  
 
3. Executive Summary 
 
The Trust is required to regularly review its CQC regulated activities in terms of regulated 
activities delivered at organisational locations and CQC defined service activities.     
 
Regulated activity 
On review of CQC regulated activities for the University Hospital site no required changes 
have been identified; however 1 change has been identified for the Hospital of St Cross.  
As surgery is undertaken at the Hospital of St Cross, it is recommended that the 
regulated activity for the “Management of Supply of Blood and Blood derived products” is 
added to the Statement of Purpose/Registration against the Hospital of St Cross site.  
 
Table 1 below details the current status of regulated activity registered against each site 
and with the proposed change included: 
 



 
 

CQC Regulated Activity 
Regulated  Activity 
at University 
Hospital 

Regulated Activity 
at Hospital of St 
Cross 

Maternity and Midwifery Services  Yes Yes 
Termination of Pregnancies  Yes N/A  
Service in Slimming Clinics  Yes N/A  
Family Planning Services  Yes Yes 
Treatment of disease, disorder or injury Yes Yes 
Assessment or medical treatment for 
persons detained under the 1983 Act 

Yes Yes 

Surgical Procedures  Yes Yes 
Diagnostic and Screening Procedures  Yes Yes 
Management of Supply of Blood and Blood 
derived Products  

Yes Yes – to be added 

Table 1: Summary of Regulated activity undertaken at UHCW  
 
  

Service types  
The CQC also defines specific service types and requires trusts to register which service 
types they deliver against each location.   A review of service types against University 
Hospital has identified that no changes are required, however, 1 change is recommended 
for Hospital of St Cross as it provides Urgent Care Services as defined by the CQC and is 
detailed in Table 2 
 

Table 2: Service type defined by CQC against locations  
Service Types  University Hospital Hospital of St 

Cross 
 

Acute Services  
Provide service such as: 

• Surgical Operations 
• Specialist medical treatments 
• Accident and emergency 
• Consultations 
• Diagnostics 
• Maternity and neonatal 
• Pathology  
• Termination of pregnancy 
• Complex dental procedures 
• Liaison psychiatry 

 

Yes Yes 

Hyperbaric Chamber Services  No No 
Hospice Services  No No 
Service Types continued University Hospital Hospital of St 

Cross 
 

Long-Term Conditions Services  No No 
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Hospital Services for people with Mental 
Health needs, and/or Learning Disabilities, 
and/or problems with substance misuse 

No No 

Prison Healthcare Services  No No 
Rehabilitation Services  No No 
Residential Substance misuse treatment/ 
Rehabilitation services  

No No 

Community Healthcare Services  No No 
Doctors Consultation Services  No No 
Doctors Treatment Services  No No 
Dental Services  No No 
Diagnostic and/or Screening Services  No No 
Community-based services for people with a 
learning disability  

No No 

Mobile doctors services  No No 
Community-based Services for people with 
Mental Health needs  

No No 

Community-based Services for people who 
misuse substances 

No No 

Urgent Care Services No Yes – to be added 
Care Home Services with nursing  No No 
Care Home Services without nursing No No 
Specialist College Services  No No 
Domiciliary Care Services including those 
provided for children  

No No 

Extra Care Housing Services  No No 
Shared lives (formerly known as Adult 
Placement)  

No No 

Supported Living Services  No No 
Ambulance Services  No No 
Blood and Transplant Services  No No 
Remote Clinical Advice Services  No No 
 
In addition to the changes recommended above, within the Statement of Purpose that is 
submitted to the CQC, the Trust is required to notify them of any changes in ‘Registered 
Manager’ details.   The current nominated Registered Manager is the Chief Nursing 
Officer who will shortly be leaving the Trust and the Chief Medical Officer will assume this 
responsibility in the interim.    
 
Going forward there will be an annual review of the regulated activity and service types 
with the outcomes reported to the Trust Board for endorsement.  
 
4. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
In order to be able to deliver healthcare services to the population of Coventry and 
beyond, the Trust must be registered with the CQC and have in place a current 
Statement of Purpose. 
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5. Governance  
 
The Trust is required by law to be registered with the CQC, without this registration it 
cannot fulfil its statutory duties.  
 
6. Responsibility 
 
The responsibility for ensuring the regular review of the Trust’s CQC Statement of 
Purpose lies with the nominated Registered Manager.   
 
7. Recommendations 
 
The Board is asked to NOTE: 
 

1. The change in Registered Manager to the Chief Medical Officer on an interim basis 
 
and APPROVE: 
 

2. The addition of Management of Supply of Blood and Blood derived products as a  
regulated activity for Hospital of St Cross, and; 

3. The addition of ‘Urgent Care Services’ as a service type for Hospital of St Cross 
 
 
 
 
 
 
 

Page 4 of 4 



Agenda Item 19 Enclosure 14 

PUBLIC TRUST BOARD PAPER  
 

Title Timetable of Board, Board Committee and Board Seminars 
2017 

Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Chairman 

Date 27th October 2016 
 
 
1. Purpose  
 
To present to the Board the proposed Timetable of Board, Board Committee and Board 
Seminars for 2017 for approval and to outline the topics already referred by the Board 
that have been scheduled within the Board Seminar Programme for 2017.   
 
2. Background and Links to Previous Papers 
 
In accordance with best practice the Trust is required to have an approved annual 
Timetable of Board and Board Committee meetings to ensure that business can be 
conducted and a schedule of Board Seminars in place to ensure that the Board has the 
requisite capacity, capability and knowledge to lead the organisation. 
 
3. Narrative 
 
The Trust Board has overall responsibility for the operational and strategic direction of the 
Trust. 
 
The key functions of the Board include:- 
 
To set the strategic direction, define objectives and agree plans; 
To monitor performance and take corrective action where appropriate; 
To ensure financial balance; 
To ensure high standards of corporate and clinical governance; 
To appoint, appraise and remunerate executives; and 
To work in partnership with external bodies and the local community; 
 
In line with section 3.1 of the Trust Standing Orders ordinary meetings of the Board shall 
be held at regular intervals at such time and places as the Board may determine and in 
order for the Board to execute its duty and fulfil the key functions outlined above a 
timetable of annual meetings at appendix 1 is proposed.  
 
The Board are asked to note that it is proposed that the Trust Board meeting usually 
scheduled at the end of February be moved to the first week in March in 2017, to ensure 
that there is sufficient time between the meeting in January and the next Board meeting 
to prepare timely performance, quality and financial information, in order to provide the 
necessary assurance to the Board. Resultantly, the Board Seminar scheduled for the first 
week in March will be moved to what would have been the Trust Board meeting on 23rd 
February 2017, and there will be no Board Seminar in March. 



:  

 
It is also proposed that in light of summer leave commitments and in the interests of 
ensuring a quorum, that the Quality Governance Committee meeting scheduled for 
August is stood down. This is in-keeping with the Board and other Committee 
arrangements and supports a standard approach. 
 
Furthermore, regular allocation of time to consider strategic matters is essential to 
achieving the Trust’s vision to become a national and international leader in healthcare 
and to this end, Board Seminar sessions are scheduled monthly to provide the Board, as 
a collective, with time and space to consider issues structured around the Trust’s 
Strategic Objectives and a schedule of topics already referred to the Board Seminar for 
discussion is presented at appendix 2 for noting. 
 
4. Areas of Risk 
 
If the Board does not make time to meet and discuss matters of operational and strategic 
importance there is a risk that the trust’s vision will not be achieved. Production of a 
scheduled timetable with advance notice of meetings mitigates against this.  Board 
members have also committed to attending a minimum of 8 board seminars per month. 
 
5. Governance  
 
It is proposed that the attached Timetable of Board and Committee meetings and 
schedule of Board Seminars be reviewed annually with a plan to present annually in 
September for approval. 
 
6. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs 
Andy Meehan, Chairman 
 
7. Recommendations 
 
The Board is invited to NOTE and APPROVE the Timetable of Board and Committee 
Meetings and Schedule of Board Seminars for the 2017 and NOTE the list of Board 
Seminar topics scheduled for 2017.  
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University Hospitals Coventry and Warwickshire NHS Trust Timetable of Board and Committee Meetings 2017  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Extraordinary Trust Board, AGM and Board to Board Meetings: 
 

Meeting Dates/Time Circulation of papers 
Approval of Annual Accounts 
 
Internal Pre-meeting 

31st  May 2017 
 
10.00.11.00 

Monday prior to the meeting 

Extraordinary Audit Committee Meeting 1.00-12.00  
Extraordinary Board Meeting  12.00-13.00  
`   
Annual General Meeting  27 July 2016 17.30-19.00 Friday prior to the meeting 
   
Board to Board with Project Co. Confirmed: 3 May 2017 (14.00 – 16.00)  

Proposed: 8 Nov 2017 (14.00 – 16.00) 
to be agreed at meeting in Nov 2016 

 

 
Public Bank Holidays: 2nd January 2017, 14th and 17th April, 1st and 29th May 2017, 28th August 2017 and 25th and 26th December 2017 

1 QGC moved to Tuesday 18th April 2016 as 14th/17th are bank holidays. Paper deadline will therefore be brought forward one day 

Meeting Jan Feb March  April May June  July  Aug Sept Oct Nov Dec  EA Papers to EA Circulation of papers 
Trust Board Meeting  26 Jan  

10.00-
15.00 

N/A 2 Mar & 
30 Mar  
10.00-
15.00 

27 Apr 
10.00-
15.00 

25 May 
10.00-
15.00 

29 Jun  
10.00-
15.00 

27 Jul 
10.00-
15.00 

N/A 28 Sep 
10.00-
15.00 

26 Oct 
10.00-
15.00 

30 Nov 
10.00-
15.00 

21 Dec 
10.00-
15.00 

Debbie Babington Monday prior to 
circulation of papers 

Friday prior to the 
meeting 

                
Audit Committee  N/A 13 Feb 

13.00-
15.00 

N/A 10 April 
13.00-
15.00 

N/A N/A 10 July 
13.00-
15.00 

N/A 11 Sep 
13.00-
15.00 

N/A 13 Nov 
13.00-
15.00 

N/A Sue Bunn Friday prior to 
circulation of papers  

Tuesday prior to the 
meeting 

                
Quality Governance 
Committee  

16 Jan 
09.30-
12.00 

20 Feb 
09.30-
12.00 

20 Mar 
09.30-
12.00 

18 April1 
09.30-
12.00 

15 May 
09.30-
12.00 

19 Jun 
09.30-
12.00 

17 Jul 
09.30-
12.00 

N/A 18 Sep 
09.30-
12.00 

16 Oct 
09.30-
12.00 

20 Nov 
09.30-
12.00 

18 Dec 
09.30-
12.00 

Cally Hulbert Friday prior to 
circulation of papers  

Tuesday prior to the 
meeting 

                
Finance & Performance 
Committee  

18 Jan 
14.30 -
17.00 

23  Feb 
10.00 – 
12.30 

23 Mar 
14.00-
16.30 

20 April 
10.00-
12.30 

17 May  
14.30-
17.00 

22 Jun 
09.30-
12.00 

19 Jul 
14.30-
17.00 

N/A 20 Sep 
14.30-
17.00 

18 Oct 
14.30-
17.00 

22 Nov 
14.30-
17.00 

20 Dec 
14.30-
17.00 

Amanda 
Scrimshaw 

Two days prior to 
circulation of papers 

Six days prior to the 
meeting 

                

Remuneration Committee  
 

N/A N/A N/A N/A 25 May 
15.00-
16.00 

N/A N/A N/A N/A N/A 30 Nov 
15.00-
16.00 

N/A Jill Prior Wednesday prior to 
circulation of papers 

Friday prior to the 
meeting 

                
Board Seminars 5 Jan 

09.30-
13.00 

23 Feb 
09.30-
13.00 

N/A 6 Apr 
09.30-
13.00 

4 May 
09.30-
13.00 

1 Jun 
09.30-
13.00 

6 July 
09.30-
13.00 

N/A 7 Sept 
09.30-
13.00 

5 Oct 
09.30-
13.00 

2 Nov 
09.30-
13.00 

7 Dec 
09.30-
13.00 

Debbie Babington Tuesday prior to 
circulation of papers 

One week prior to the 
meeting 

                
TTWC Board Meeting 
 

18 Jan 
13.00-
14.30 
 

N/A 
 

21 Mar 
13.00-
14.30 
 

N/A 
 

23 May 
13.00-
14.30 
 

N/A 
 

25 July 
13.00-
14.30 
 

N/A 
 

26 Sept 
13.00-
14.30 
 

N/A 
 

21 Nov 
13.00-
14.30 
 

N/A 
 

Alex Johnson Donna Griffiths and 
PPMO prepare 
agenda and papers 

Six days prior to the 
meeting 

                
Annual Corporate Trustees 
Board to approve accounts 

N/A N/A N/A N/A N/A N/A 26 July 
13.00-
15.00 

N/A N/A N/A N/A N/A Debbie Babington Tuesday prior to 
circulation of papers 

Thursday prior to the 
meeting 

                
Independent Charity 25 Jan 

16.00 – 
18.00 

N/A N/A 26 April 
16.00 – 
18.00 

N/A N/A 26 July 
16.00 – 
18.00 

N/A N/A 25 Oct 
16.00 – 
18.00 

N/A N/A Debbie Babington Tuesday prior to 
circulation of papers 

Thursday prior to the 
meeting 

                
Monthly Accountability 
Meetings 

9th Jan: 
10:00-15:30 
10th Jan: 
13:00-16:00 

N/A 1st Mar: 
13:00–17:00 
3rd Mar: 
13:30-17:00 
4th Mar: 
13:30-17:00  

5 Apr: 
14:30-17:00 
7th Apr: 
13:00-17:00 

N/A TBC TBC N/A TBC TBC N/A TBC Natalie 
Andreassen 

Papers prepared and 
circulated by the 
PPMO 

 

                
Quarterly Performance 
Reviews 

Quarter 3 (February) 
1st Feb: 13:00–17:15 

2nd Feb: 10:00–11:45 & 13:00–17:00 
3rd Feb: 13:00–17:00 

6th Feb: 10:00 – 12:00 & 12.30–15.30 

Quarter 4 (May) 
9th May: 12:30–16:45 
10th May: 12.30–16.45 
11th May: 10:00–17:00 
12th May: 14:00–17:00 

Quarter 1 (August) 
4th Aug: 13:00 – 17:00 
9th Aug: 12:30 – 17:00 

11th Aug: 10:00 – 16:30 

Quarter 1 (November) 
3rd Nov: 13:00 – 17:15 
6th Nov: 9:00 – 13:00 
7th Nov: 13:00 – 17:00 
9th Nov: 9:00 – 12:00 

Natalie 
Andreassen 

Papers prepared and 
circulated by the 
PPMO  

Two working days prior to 
meeting  

Membership 
Committee NED Appointments Chief Officer/Director 

Audit Committee David Poynton (Chair) 
Barbara Beal (Vice Chair) 
Ed Macalister-Smith 
Ian Buckley 

Chief Finance & Strategy Officer* 
Director of Corporate Affairs* 
 

Quality Governance Committee  Ed Macalister-Smith (Chair) 
Brenda Sheils 
Sudhesh Kumar 
Barbara Beal 

Chief Medical & Quality Officer/Deputy CEO 
Chief Nursing Officer 
Chief Workforce & Information Officer 
Chief Operating Officer 

Finance & Performance Committee  Ian Buckley (Chair) 
Brenda Sheils 
David Poynton 

Chief Finance & Strategy Officer 
Chief Operating Officer 
Chief Workforce & Information Officer 

Remuneration Committee All Chief Executive Officer* 
Chief Workforce & Information Officer* 
Director of Corporate Affairs* 

Charitable Trustee Board/ 
Independent Charity 

Andy Meehan Chair 
Ian Buckley 

Chief Nursing Officer 
Chief Operating Officer 

 
 

Appendix 1 
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Appendix 2 
 

University Hospitals Coventry and Warwickshire Hospitals NHS Trust 
 Trust Board Seminar Programme Schedule 2017  

 
Date 
 

Strategic Objective Seminar Topic Speaker/Format Timings 
 

     5th January 2017  • To deliver excellent patient care and experience 
 

• To deliver excellent patient care and experience 

• How NHSI Joint Oversight Framework and CQC Strategy 
interface1 

• Complaints and PALS 

• Chief Medical & Quality Officer/ Interim Chief 
Nursing Officer 

• Anita Kane, Associate Director of Quality  

09.30-13.00 

     23rd February 2017  • All Strategic Objectives 
 

• Board Development Insights • Donna Griffiths, Associate Director of Workforce 
and Information 

09.30-13.00 

     No Seminar March  
 

  •  09.30-13.00 

     6th  April 2017  
 

• To be an employer of choice 
 
• To deliver excellent patient care and experience 

• Staff Engagement Trend Analysis (including staff survey 
results)2 

• Safer Staffing & demonstration of QUESTT3 

• Chief Workforce & Information Officer 
 

• Interim Chief Nursing Officer 

09.30-13.00 

     4th May 2017  • All Strategic Objectives 
 

• Health and Safety and Board Responsibilities 
 

• David Lord, Health and Safety Manager 09.30-13.00 

     1st June 2017  • To deliver value for money • How (Civil Eyes) benchmarking data helps to inform the 
CIP4  

• Chief Finance and Strategy Officer 09.30-13.00 

     6th July 2017  •  • To be confirmed 
 

•  09.30-13.00 

     No Seminar August 
 

    

     7th September 2017  
 

•  • To be confirmed  •  09.30-13.00 

     5th October 2017  
 

•  • To be confirmed •  09.30-13.00 

     2nd November 2017  
 

• All strategic objectives • Strategies on a Page (part one) • Chief Finance & Strategy Officer 09.30-13.00 

     7th December 2017 
 

• All strategic objectives • Strategies on a Page (part two) • Chief Finance & Strategy Officer 09.30-13.00 

      

1 Referred from public session of Trust Board 27 July 2016 ref: HTB/16/168 
2 Referred from private session of Trust Board 27 July 2016 ref: HTB/16/160 
3 Deferred from Board Seminar on 3rd November 2016 
4 Referred from public session of Trust Board 29 June 2016 ref: HTB/16/158 
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Agenda Item 20 Enclosure 15 
 

PUBLIC TRUST BOARD PAPER  
 

Title Appointment of UHCW Trustee to Charity 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Andy Meehan, Chair 

Date  27th October 2016 
 
1. Purpose  
To seek approval of the proposed nomination to replace Professor Radford as a trustee 
of the UHCW Charity. 
 
2. Background and Links to Previous Papers 
The Trust Board approved the establishment of the former Trust Charity as an 
independent charity in 2015 and gave approval to the governing documents in January 
2016.  The new independent charity became operational as of 1st April 2016. 
 
3. Narrative 
Pursuant to the Articles of Association of the Charity, UHCW is entitled to nominate 4 
individuals to become Trustees of the Charity. Professor Mark Radford is one such 
nominee and given his imminent departure from the Trust, it is necessary for a further 
nomination to be made to ensure that the full complement of UHCW Trustees is in place.  
 
It is proposed that Linda Abolins, Deputy Chief Nursing Officer be appointed as a trustee 
and the Trust Board is asked to approve this.  The Trust is entitled to appoint any 
member of staff as a Trustee and it is not necessary for this to be a member of the Trust 
Board. Assuming that approval is forthcoming, the Charity will then ratify the decision at 
its next meeting and the necessary steps will be taken with the Charity Commission and 
Companies House. 
 
4. Areas of Risk 
There are no areas of risk as the appointment of a replacement is intended to ensure that 
UHCW is properly represented on the Charity Board. 
 
5. Governance  
Appointment to the UHCW Charity is governed by the Articles of Association for the 
Charity as a company limited by guarantee.  Whilst this is a matter for the Charity as 
opposed to the Trust, as indicated above, notification of the changes will be made by the 
UHCW Charity following Trust Board approval. 
 
6. Responsibility 
Andy Meehan, Chair 
 
7. Recommendations 
The Trust Board is asked to APPROVE the appointment of Linda Abolins as a Trustee of 
the UHCW Charity. 
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INTERIM QUALITY GOVERNANCE 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. 
The Board is asked to note the business discussed at the meeting and to raise any questions. 
Committee Name: Quality Governance Committee   (QGC) 
Committee Meeting Date: 17th October 2016 
Quorate: Yes          
Apologies: Jenny Gardiner, Rebecca Southall, Rita Stewart   
Chair: Ed Macalister-Smith 
1. Imaging Department Update; the Committee received assurance from the Clinical Director for 

Diagnostics in relation to the work ongoing to strengthen the governance arrangements within the Imaging 
Department including key appointments to senior posts that will drive performance and regular monitoring 
of progress against actions arising from Care Quality Commission Inspections. The Committee requested 
a further update on progress in March 2017, as part of the regular framework of reporting. 

2. Self-declarations of non-cancer specialised services report; the Committee received the first annual 
self-declaration, prior to external submission to the national Quality Surveillance Team (QST), as part of 
the commissioner assurance process. The Committee was assured that the Trust was largely compliant 
against the key requirements within specialist commissioning contracts to the QST. It was agreed that in 
future the Patient Safety Committee will scrutinise the self-declaration submissions, with any exception 
reporting to QGC for assurance purposes, prior to external submission. 

3. Integrated Quality & Performance Report; the Committee noted that overall performance against the 
key quality and safety indicators had demonstrated improvement in month 5. Discussion focused on 
patient transfers to the Hospital of St Cross in Rugby at night which had increased in the past month.  It 
was recognised that when the hospital is under significant pressure, decisions to transfer patients at night 
may be made to support patient care. The Committee was assured that measures were in place to closely 
monitor this issue at the weekly Emergency Care Pathway Group, and patient pathways were being 
process mapped to identify causative factors and actions being put in place to address. 

4. National Maternity Services Review (Better Births); the Committee received assurance that robust 
governance arrangements were in place to map progress against the gap analysis undertaken following 
the recommendations published within the National Maternity Services Review. The Maternity Team has 
established a working party, working closely with key stakeholders who are required to support 
implementation of the recommendations by 2020. The Committee requested a further progress report in 
six months. 

MATTERS DELEGATED FROM TRUST BOARD 
5. Friends and Family Test; QGC undertook a detailed review of FFT, noted the benchmarking 

performance data and acknowledged the challenges experienced to share data regionally. Performance 
against the response and recommender rates was noted to be variable across the specialties and the 
Committee recommended that differential targets be set for different specialties to ensure that the 
messaging to capture this information is more meaningful, to improve the response rate. 

6. Getting it Right First Time - orthopaedics; the Committee received a report highlighting areas of good 
performance against the national and peer mean and those which require further action to be taken, 
following the roll-out of this national initiative within Trauma and Orthopaedics to reduce clinical variations 
by using evidence based treatments to drive down cost and improve quality of care and patient outcomes.  
 
The Committee debated the validity of the data source in relation to the Hospital Episode Statistics (HES) 
data for the period 2013/14 and 2014/15.  Some HES data collection related to historical systems and 
QGC was assured that the Programme and Performance Management Office had reviewed the support 
required including the provision of analysts to ensure there is sufficient resource to strengthen the quality 
of the data for future external reporting. 
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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: 19th October 2016 
Quoracy: Yes 
Apologies: None 
Committee Chair: Ian Buckley 
Report submitted by: Ian Buckley, Vice Chair 
1. Minutes 
The minutes of the September meeting were approved. 
2. Intensive Support Framework 
The Committee received assurance from the development of an Intensive Support Framework (ISF), 
providing an additional element to strengthen the current Performance Management Framework and 
provide greater scrutiny. The ISF will be facilitated by the Corporate Delivery Group and based on a 
support and improvement approach with clear incentives in place for good performance. The Committee 
agreed to receive an update on the progress of ISF, following each of the Quarterly Performance 
Reviews. 
3. Control Total Update 
The Committee reviewed the month 6 income and expenditure position and noted variances to plan 
including Cost Improvement Plan’s, Financial Recovery Plan and other income related and supported 
the actions being taken to mitigate this. 
 
Discussion turned to medical agency spend and the Committee noted that the monthly run rate for 
September was £2.4m and received assurance that overseas recruitment of nurses will start to yield 
results.  Nationally, scrutiny around medical agency spend will be increased further with the introduction 
of new rules around agency staffing and the Committee noted the requirement for a self-certification 
checklist to be approved by the Trust Board at its meeting in November, prior to external submission. 
4. Integrated Performance Report 
The Committee welcomed the upward trend in performance against the A&E 4-hour wait target for 
September and noted the challenges to the performance in October, reflective of seasonal changes and 
disproportionally high foot traffic at the beginning of the week, which has had a domino effect on the 
performance position through the week. The Committee recognised that this was receiving focused 
attention both internally and with external partners, in order to tackle the issue.  
 
The Committee received assurance from the sustained improvements in managing sickness absence 
with performance of 3.52% against a target of 4%.  Mandatory Training compliance remains below the 
target and the Committee were assured that focus would continue to be channelled through the 
performance management framework.  
 
The Committee noted that the way the Government funds apprenticeships will be changing in 2017 with 
the introduction of an apprenticeship levy. Work is underway to understand the impact of this to the Trust. 
KM will provide highlights of this to the Trust Board later this month. 

5. Workforce Information Report 
The Committee noted the significant reduction in nurse agency expenditure in May and requested a 
report to understand the motivation for this, with a view to applying that learning across the wider 
organisation.  

6. Referral to Treatment (RTT) Trajectories Update 
The Committee acknowledged the challenges faced to sustaining RTT performance and the significant 
work that had been undertaken internally to address this. The Committee received assurance that work 



 
   

was underway to agree a revised trajectory with Commissioners by the end of October 2016, that is 
deliverable and which will support a sustainable position. 
 
In the meantime, work continues to reshape the RTT waiting list, to ensure that patients are booked in 
true chronological order, which will also support an improved performance position. The Committee 
requested an update on how this is progressing in November. 

 
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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