
 
PUBLIC TRUST BOARD MEETING  

TO BE HELD ON THURSDAY 26th JANUARY 2017 AT 10.00 AM  
IN ROOM 10009/11, CLINICAL SCIENCES BUILDING,  

UNIVERSITY HOSPITAL, COVENTRY, CV2 2DX 
 

PUBLIC BOARD AGENDA   
 

ITEM TITLE BOARD ACTION PAPER TIME 
Standing Items   

1.  Apologies for Absence  
Chairman 

   

2.  Declarations of Interest 
Chairman For Assurance Verbal  

3.  Confirmation of Quoracy 
Chairman For Assurance Verbal  

4.  Minutes of Public Board Meeting 
held on the 24th November 2016 
Chairman 

For Approval Enclosure 1 
 

5.  Matters Arising 
Chairman For Assurance Verbal  

6.  Trust Board Action Matrix 
Chairman For Approval Enclosure 2  

Patient Experience   
7.  Patient Story 

Chief Medical and Quality Officer For Assurance Enclosure 3 15 

Business Items   
8.  Chairman’s Report 

Chairman For Assurance Enclosure 4 5 

9.  Chief Executive Officer and Chief 
Officer’s Reports 
Chief Executive Officer 

For Assurance Enclosure 5 5 

Performance  
10.  Integrated Quality, Performance 

and Finance Monthly Report  
Chief Workforce & Information Officer 

For Assurance Enclosure 6 30 

Patient Quality and Safety   
11.  Care Quality Commission 

Inspection Report 
Chief Nursing Officer 

For Assurance Enclosure 7 10 

12.  Board Assurance Framework 
Chief Medical and Quality Officer For Approval Enclosure 8 10 

13.  Corporate Risk Register 
Chief Medical and Quality Officer For Noting Enclosure 9 10 

14.  Mortality Performance Report 
Chief Medical and Quality Officer For Assurance Enclosure 10 10 

15.  Infection Control Quarterly Plan 
Chief Nursing Officer For Assurance Enclosure 11 10 

16.  Patient Experience Quarterly 
Report 
Chief Medical and Quality Officer 
 

For Assurance Enclosure 12 10 

TB Public Agenda 26 January 2017 



 
ITEM TITLE BOARD ACTION PAPER TIME 

17.  Safeguarding Adults and Childrens 
Report 
Chief Nursing Officer 

For Assurance Enclosure 13 10 

18.  Guardian of Safe Working Hours 
Update 
Chief Medical and Quality Officer / 
Chief Workforce & Information Officer 

For Assurance Enclosure 14 10 

Regulatory, Compliance and Corporate Governance 
19.  Finance and Performance 

Committee Monthly Meeting Report 
from 18th January 2017 
Chair, Finance and Performance 
Committee 

For Assurance Enclosure 15 10 

20.  Finance and Performance 
Committee Terms of Reference 
Chair, Finance and Performance 
Committee 

For Approval Enclosure 16 5 

21.  Quality and Governance Committee 
Monthly Meeting Report from 16th 
January 2017 
Chair, Quality Governance Committee 

For Assurance Enclosure 17 10 

22.  Quality Governance Committee 
Terms of Reference  
Chair, Quality Governance Committee 

For Approval Enclosure 18 5 

23.  Fit and Proper Persons Declaration 
Director of Corporate Affairs For Assurance Enclosure 19 5 

24.  Approval Process for Trust-wide 
Corporate Business Records  
Chief Medical and Quality Officer 

For Approval Enclosure 20 10 

25.  Matters delegated to Board 
Committees 
Chairman 

For Assurance Verbal 5 

Feedback from Key Meetings   
26.  No reports    

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

The next meeting of the Trust Board will take place on Thursday 2nd March 2017 
at 10.00 am, in the Clinical Sciences Building, University Hospital, Coventry, 
CV2 2DX 

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 24th NOVEMBER 2016 AT 10.00 A.M. IN ROOM 10009/11 OF THE  
CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY  

 
AGENDA 
ITEM 

DISCUSSION ACTION 

   
HTB 
16/226 

PRESENT 
 

 

 Mrs B Beal, Non-Executive Director (BB)  
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 
16/227 

APOLOGIES FOR ABSENCE   

 Mr I Buckley, Vice Chair (IB) 
 

 

HTB 
16/228 

CONFIRMATION OF QUORACY  

 The Chairman declared the meeting to be quorate.  
 

 

HTB 
16/229 

DECLARATIONS OF INTEREST  

 There were no conflicts of interest declared.  
   
HTB 
16/230 

MINUTES OF TRUST BOARD MEETING HELD ON 27th OCTOBER  2016  

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

 

HTB 
16/231 

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

 

  
HTB 
16/232 

TRUST BOARD ACTION MATRIX  

 The Trust Board NOTED the items in progress and APPROVED the removal of 
those actions marked as complete. 
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HTB 
16/233 

CHAIRMAN’S REPORT  

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

 

HTB 
16/234 

PATIENT STORY  

 MP introduced the report regarding two complaints that were recently published in 
the Parliamentary and Health Service Ombudsman (PHSO) report on selected 
summaries of investigations. 
 
MP provided an overview of the first case regarding Mrs T, which was partially 
upheld and centred on a lack of communication between the Trust and the patient 
and her family regarding medication management post diagnosis. The daughter, 
during admission, raised concerns with staff regarding the medication prescribed 
to her mother and in particular the absence of a medication that her mother had 
been prescribed for some 10 years by the GP, which went unheeded. Upon 
discharge the patient subsequently recommenced taking the medication that she 
had at home. Sadly the patient’s condition deteriorated and she subsequently 
passed away at home 10 days later. MP assured that the patient’s death was not 
contributed to by the failure to prescribe the correct medication; however, she 
expressed regret for that it had affected the patient’s quality of life and the distress 
this caused the patient and her family.  
 
As a result of this complaint an action plan has been developed and a change in 
practice has been adopted to ensure that medicines are correctly reconciled. 
 
In response to a query from EMS; MP assured that for elective attendances to the 
Trust, patients are asked to bring with them a list of medication; however, Mrs T 
was admitted via the Emergency Department (ED) and as such had not presented 
with this information. MP added that the daughter did highlight the absence of 
medication during her inpatient stay and the complaint centres around the 
patient’s withdrawal symptoms and lack of communication.  
 
BS expressed concern that the daughter had raised the medication issue on 
several occasions to no avail. MP acknowledged that the Nursing Team did 
escalate to the Medical Team; however, there was no reconciliation of medication 
and the junior doctor failed to inform Pharmacy of the complete medication 
history. 
 
LA provided an overview of the second case regarding Miss P, who had 
presented to the Trust with an 11 year history of multiple sclerosis, three pressure 
sores, alongside a lack of appetite, weight loss and pain. The complaint was 
partially upheld and centred on communication and documentation of nursing 
care. She acknowledged that review of the case had revealed that record keeping 
did not meet the required standard. The Trust has apologised to the patient and 
her family and the complaint was shared with staff on the ward. As a result, 
additional training regarding record keeping has been provided to staff and she 
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was pleased to report that a recent audit of record keeping on the ward 
demonstrated 100% compliance. In addition, the Tissue Viability Team and Link 
Workers on the ward have worked together to develop practice around the 
delivery of care plans for patients.  
 
The Chairman queried whether the implementation of the safeguarding alert had 
been a little over zealous and LA advised that this was done in accordance with 
the requirememts at the time. This has since changed and organisations are now 
able to make individual assessments on patients before implementing alerts. 
 
EMS acknowledged the difficulty for staff who were attending to the patient with 
the pressure sores and the need for the situation to be managed sensitively with 
both the patient and carers. However, he queried whether the safeguarding alert 
had been a distraction. LA advised that staff were concerned about and 
distressed by the status of the pressure sores; however, more could have been 
done to assist the carers by signposting them to community support. 
 
The Trust Board NOTED the two patient stories. 
 

HTB 
16/235 

CHIEF EXECUTIVE OFFICER AND CHIEF OFFICER’S REPORT  

 AH introduced the report and highlighted four key events including the television 
coverage of the photo wall outside of the Neonatal Unit at University Hospital, 
giving hope to people that premature babies do survive and go on to thrive. The 
event was well attended by proud parents of the many neonatal graduates whose 
pictures adorn the photo wall. 
 
AH advised that he had recently returned from the Global Comparators Autumn 
Conference in Los Angeles, which brings together hospitals from 12 different 
countries to discuss global health challenges. He praised the pioneering work in 
relation to the digital healthcare and use of virtual reality and observed the close 
links between the Trust and the Institute for Digital Healthcare at the University of 
Warwick. 
 
AH noted that he had attended the ‘Relentless delivery and making change 
happen’ event in London earlier in the month and welcomed the open discussion 
and pragmatism around the challenges experienced across many of the Local 
Health Economies. 
 
AH confirmed that the Sustainability and Transformation Plan (STP) for the 
Coventry and Warwickshire footprint would be available on the Trust’s website on 
6th December 2016. 
 
DP observed that Wye Valley NHS Trust (WVT) and South Warwickshire NHS 
Foundation Trust (SWFT) have agreed a new strategic partnership and queried 
how this may impact on the delivery of the STP. AH assured that discussions had 
taken place with the Chief Executive Officer (CEO) for SWFT, who was noted to 
have taken on the role of CEO at both Trusts, and he was assured of SWFT’s 
committed to the delivery of the STP. EL endorsed this and reflected on the 
discussions that have taken place at the A&E Delivery Board that is coming 
together across the footprint, which is also chaired by the CEO of SWFT. 
 
AH advised that the two Trusts’ in the short term will continue to run as two 
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separate organisations with SWFT assigned as a ‘buddy’ Trust to work alongside 
WVT as it seeks to make quality improvements and address concerns raised by 
the Care Quality Commission (CQC).  
 
This strategic partnership presents a further opportunity for the Coventry and 
Warwickshire STP footprint, in terms of maximising sharing of core back office 
functions. SK concurred with this and added that this also presents opportunity for 
the STP to widen the net in terms of engagement with Universities. 
 
DM added that the move aligns with the direction of travel for specialised 
commissioning and lead provider arrangements. Furthermore, it links to the 
alliance arrangements with Worcester for cancer services and as such adds 
strength to the STP. 
 
AH advised that in terms of governance arrangements for STP, the West 
Midlands Combined Authority has announced that a Wellbeing Board will be 
established and STP Leads will be required to report in three times each year. 
 
In response to a query from BS regarding the purpose of the Wellbeing Board; AH 
confirmed that it will provide a forum for STP’s and constituent Local Authorities to 
meet and learn from each other. 
 
KM was pleased to advise that the Trust was reporting that 71% of staff had 
received the flu vaccine, drawing closer to achieving the target of 75%. AH 
commended this and observed that previous years had seen 57% compliance. 
KM acknowledged the work of the Occupational Health Team and implementation 
of peer vaccinators to drive this. 
 
KM advised that a potentially serious cyber security incident (zero day malware 
attack) was identified, isolated and the affected service restored in less than two 
hours. This was a useful validation of the Trust’s disaster recovery procedures. 
User awareness is essential to mitigate this risk and ICT and Communications will 
be further developing materials and communications to enhance this awareness. 
 
KM was pleased to report that the Nugensys patient flow system had been 
installed on pilot wards, with the full roll out expected in December. This is key to 
improving site operations and each wards view of patient flow across the 
organisation. She praised the work of the ICT and Operations Team for the speed 
in which they scoped this critical system. 
 
In response to a query from EMS; KM confirmed that the system will enable wards 
to view real time bed states and the plan is to roll out across both hospital sites in 
December. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

   
HTB 
16/236 

INTEGRATED QUALITY, PERFORMANCE AND FINANCE REPORT (IQPFR)  

 KM introduced the report and drew attention to page 8 and the assessment 
framework, which has been applied following the second Quarterly Performance 
Reviews (QPR) of 2016/17 that took place in early November. She outlined that 
Groups have once again been classified as remaining under standard 
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performance management, being recommended for step down from monthly 
accountability reviews or being recommended for the intensive support framework 
(ISF).   
 
The Chairman sought to understand the issues relating to the Groups that have 
been recommended to receive ISF. KM advised that in respect of Renal and 
Acute Medicine, concerns relate to patient flow and pathways and the two Groups 
have been brought together to enhance the leadership and patient pathways. The 
concerns relating to Specialist Medicine and Ophthalmology are multifactorial, 
largely relating to finance and quality indicators. The Corporate Delivery Group is 
supporting the Group through the ISF, which is a work in progress. 
 
DP sought to understand those Groups that do not qualify for ISF but are slowly 
deteriorating and what messages are delivered to the Groups to motivate them to 
improve performance. KM advised that following each QPR, a series of actions 
are assigned to each Group; however, a set of early indicators aimed at avoiding 
ISF has not been articulated but consideration will be given to this.  
 
BS reflected on the discussions at the Finance and Performance Committee, 
earlier in the month, in relation to the pressures on the Clinical Directors (CD) and 
the challenges they face with balancing the clinical and CD management aspects 
of their role and within the time constraints of the job plans. KM added that each 
CD is allocated eight hours per week within the job plan to focus on the CD role. 
Recognising the size of these roles, KM, DE and MP are undertaking a piece of 
work to understand the ask of the CD role, to determine whether there is sufficient 
time within the job plans to fulfil the role and what ask can be achieved within the 
existing allocation of time. MP added that it was important to be explicit about the 
CD role and the need for careful balance between fulfilling that alongside clinical 
requirements, which is linked to the appraisal process. 
 
DP reflected upon the discussions at the recent Finance and Performance 
Committee in relation to the performance challenges against the referral to 
treatment (RTT) target, and praised the RTT recovery plan approach outlined at 
the Committee. However, he observed that theatre utilisation and efficiency 
remained an issue and queried whether intensive work should be focused in this 
area. EL acknowledged the issues relating to theatre efficiency and utilisation but 
cautioned this was one part of the jigsaw that contributed to the RTT challenges. 
There are many issues that intertwine and mostly relate to booking processes. AH 
concurred and added that the current preoperative assessment process directly 
impacts on theatre utilisation and work is underway to standardise this process.  
 
SK observed that performance was generally good but that the areas of poor 
performance (red) demonstrated on the scorecard largely relate to patient flow 
e.g. theatre utilisation and late theatre start times and agreed that more work was 
required to unpick this. MP assured that the Trust is working with Professor Janet 
Godsell, Professor of Operations and Supply Chain Strategy at Warwick 
Manufacturing Group who has a dedicated PhD Student setting a framework to 
create a responsive and demand driven approach to emergency care. 
Furthermore the Trust has entered into a collaborative project with the University 
of Oxford to analyse and optimise theatre efficiency and operations management. 
 
EL advised that performance against A&E and RTT targets had not improved and 
emphasised that both are impacted by a complex system. She advised that 
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emergency flows impact on theatre efficiency, which has a domino effect on 
elective flow. Senior expertise is now focused on closing the gaps in respect of 
RTT, with the Trust seeing early improvement signs in neurosurgical RTT 
performance. Furthermore, externally facilitated training is focusing on how 
consultants interact with patients in the clinic setting, to effectively apply the new 
rules around clock stops, in order to enhance patient flow. She praised the 
engagement from clinicians to support this. 
 
Performance against the A&E target remains under the Sustainability and 
Transformation Fund (STF) trajectory and has seen a deterioration in recent 
weeks, with attendances reaching 750 per day, demonstrating a move into the 
winter period. A community hub has been established, which partners within the 
LHE all feed into, in order to review and address the issue. Furthermore, she was 
pleased to confirm that the discharge to assess model had been activated by 
Commissioners, which is expected to support better discharge out into the 
community and create capacity within the Trust. 
 
In response to a query from the Chairman regarding the discharge to assess 
model; EL advised that the care of the patient remains the responsibility of the 
Trust until the patient has been discharged and left the premises.  
 
In response to a further query from the Chairman; KB confirmed that the Trust has 
a clear communication strategy in place to ask the general public to consider 
alternatives attending A&E, signposting patients to GP’s, pharmacists, Walk-in 
Centre and calling NHS 111. This had been shared widely on social media. 
 
BB commended the work of EL and the Operations Team. DP endorsed this and 
added that the level of robust challenge and debate at the Board and Committee 
meetings demonstrates the Trust’s desire to strive for excellence. 
 
Discussion turned to finance and DM reported that the financial position remains 
consistent but with a slight improvement in activity in month 7 compared to the 
previous month.  
 
DM highlighted that contract income from activity shows an adverse variance of 
£4.1m year to date and £6.6m on outturn.  
 
The Trust has identified £25.8m of potential cost improvement programme (CIP) 
savings: above the required target by £0.3m. 
 
Other movements within the control total are largely impacted by under delivery 
on contract income; pay and non-pay overspends. To achieve the planned net 
surplus, the Trust is required to achieve additional savings of £8.4m. He added 
that £8-9m of the identified CIP is non-recurrent, which is driving the challenge. 
 
The Trust reports a £1.1m surplus forecast total, which is in line with plan as at 
month 7. This assumes full receipt of the STF of £17.2m. The Trust is reporting a 
£1.4m deficit year to date against a planned year to date surplus of £1.1m, which 
is a deterioration of £0.3m in actual position from the previous month.  The 
slippage includes the year to date underachievement of the STF trajectory of 
£1.4m associated with failure to meet the performance trajectories for the 
Emergency Department and Referral to Treatment (RTT). However, it was noted 
that emergency activity and delayed transfers of care (DTOC) were both in fact 
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higher than what has been agreed within the contractual plans. Guidance around 
the appeal process was published yesterday and the Trust has until tomorrow to 
submit an appeal, the outcome of which will be revealed mid-December. DM 
advised that the host Clinical Commissioning Group (CCG) is supportive of this 
approach in principle and is required to sign-off any appeal. 
 
The Trust Board CONFIRMED its understanding of the contents of the October 
2016 Integrated Quality, Performance and Finance Report and NOTED the 
associated actions. 
 

HTB 
16/237 

HEALTH AND SAFETY ANNUAL REPORT  

 EL introduced the report which was presented to provide assurance given the 
overall responsibility of the Trust Board for health and safety in the organisation 
and the potential individual and corporate consequences of health and safety 
breaches. 
 
EL assured that the current Committee reporting arrangements have been 
reviewed and it is proposed that the Health and Safety Committee (H&SC) reports 
directly to the Quality Governance Committee (QGC) going forwards, as a better 
reflection of the priority that health and safety is given in the Trust.  The H&SC will 
be chaired by David Eltringham, Chief Operating Officer. Work is underway to 
review the Terms of Reference and these will be presented to the H&SC for 
approval, with subsequent final approval sought from the QGC. EMS concurred 
with this approach. 
 
EL drew attention to the top five adverse events on page 7 of the report and 
assured that action plans were in place to address these. 
 
Work is ongoing to improve the understanding of Reporting of Injuries, Diseases 
and Dangerous Occurrences Regulations (RIDDOR) and the timely reporting of 
RIDDOR incidents. Flowcharts have been developed to aid managers in 
determining if an incident is a RIDDOR reportable event and a reporting 
procedure is in place. 
 
Compliance against health and safety awareness mandatory training is currently 
reported at approximately 92%. 
 
DP observed that security had not featured within the top five list last year but had 
seen a demonstrable increase in incidents (291) well above the threshold of 93. 
He queried whether this was a reflection of better reporting or some other 
influence. EL advised that she would review this and provide DP with feedback 
outside of the meeting.  
 
EMS observed that the H&SC is required to have an overarching view of health 
and safety and provide assurance that non-clinical risks are effectively managed 
and that there needs to be clear boundaries between H&SC and the Risk and 
Patient Safety Committees. 
 
AH endorsed the plan to remove the additional layer of reporting and for the 
H&SC to report directly to a Board Committee; to ensure that the Board has a 
clear line of sight to the health and safety agenda. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EL 
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In response to a query from BS regarding the compliance rate for the return of 
completed audit checklists during 2015/2016; EL advised that this will be 
monitored by the H&SC. 
 
BB praised the report and suggested that a Board Seminar be scheduled to focus 
on health and safety; PY assured that this had already been scheduled within the 
Board Seminar Programme for 2017.  
 
EMS queried whether there was confidence in the approach taken by the Trust’s 
contractual partner organisations, to meet compliance with health and safety 
regulation and how this was being monitored. Discussion ensued and the 
Chairman requested that the Director of Estates and Facilities arrange to provide 
an update on how Vinci, ISS and all partner organisations performance is being 
monitored for compliance against health and safety regulations at the next Board 
to Board with Project Co. Furthermore, the monitoring process will be scrutinised 
through QGC. 
 
The Trust Board:- 
 

• NOTED the content of the report; 
• SUPPORTED the revised reporting arrangements for the Health & Safety 

Committee; and  
• APPROVED the 2016/17 Annual Report. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
LD 
 
 
 

HTB 
16/238 

COMPLAINTS POLICY  

 MP introduced the revised complaints policy for approval. She advised that the 
policy had been broadened in relation to the management of estates related 
complaints including car parking issues and consent requirements. 
 
The Chairman commended the thoroughness of the policy; however, cautioned 
that 48 pages seemed unwieldy for staff and patients and suggested that the key 
points be distilled into a smaller manageable document. EMS concurred. BB 
suggested that a two page Standing Operating Procedure would be useful for 
staff. MP agreed to take this under consideration. 
 
EMS observed that the document did not include a list of the Committees and 
dates that this document had been consulted on. MP assured that the policy had 
been consulted on at the Patient Engagement and Experience Committee and 
through QGC, prior to presentation to the Board. The policy will be updated to 
reflect this prior to publication on the e-library. 
 
The Trust Board APPROVED the Complaints Policy. 
  

 

HTB 
16/239 

APPOINTMENT TO BOARD COMMITTEES  

 RS introduced the report, setting out the proposed appointment of the Interim 
Chief Nursing Officer to Trust Board Committees and the appointment to statutory 
and regulatory roles commensurate with the portfolio. 
 
Following the departure of Professor Mark Radford, Chief Nursing Officer on 31st 
October 2016, LA had been formally acting up into the role of Chief Nursing 
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Officer and had assumed the full responsibilities and accountabilities 
commensurate with the post, with the exception of Registered Manager for CQC, 
which has been held on a temporary basis by the Chief Medical Officer.  
 
Nina Fraser has been appointed as Chief Nursing Officer for a period of six 
months commencing 28th November 2016 and will assume the full responsibilities 
commensurate with the portfolio.  In line with that, the Trust Board was asked to 
approve her appointment to QGC and to note that she will also assume the role 
of: 
 
• Director of Infection Prevention and Control (DIPC) 
• Registered Manager for the CQC  
• Lead for Safeguarding Children and Adults 
• Lead for NMC revalidation 
• Health and Care Professional Standards Lead for Allied Health 
            Professionals 
• Lead for Nurse Education 
 
The Trust Board APRROVED the appointment of Nina Fraser to QGC, NOTED 
the statutory and regulatory roles that she will fulfill during her tenure at the Trust 
and NOTED the temporary formal acting up arrangements in place in the 
intervening period. 
 

HTB 
16/240 

MATTERS DELEGATED TO THE BOARD COMMITTEES   

 The Trust Board DELEGATED:- 
 

• An update on how Vinci, ISS and all partner organisations performance is 
being monitored for compliance against health and safety regulations to 
the next Board to Board with Project Co.  
 

• QGC to scrutinise the monitoring of compliance through the framework of 
regular reporting from the H&SC to QGC, as part of the board assurance 
mechanism. 

  

 

   
HTB 
16/241 

QUALITY GOVERNANCE COMMITTEE MEETING REPORTS OF 14th 
NOVEMBER 2016 
 

 

 EMS presented the report and highlighted that the Committee expressed concern 
that the PFI arrangements were preventing the required theatre improvements,  
and were directly creating a significant impact on patient safety and experience. 
 
MP clarified that the two main concerns raised following the Renal Transplantation 
Peer Review visit related to the need for a second replacement transplant 
consultant and a mechanism to better facilitate deceased donor transplant 
overnight, and cautioned that there was a tenuous link to theatre capacity. She 
assured that there had been no occasions that a renal transplant had been unable 
to go ahead due to theatre availability.  
 
DM assured that two years ago the Trust did not have a second emergency 
theatre. He acknowledged that there are some capacity issues within the second 
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emergency theatre with sessions in the week used to support specialty theatre 
sessions; however, there are plans to build another treatment room which will free 
theatre time and allowing for a dedicated second emergency theatre. He 
cautioned that the theatre link was not representative of the many issues relating 
to the Renal Service, reflecting on the earlier performance discussions and that 
the Group have been recommended to receive intensive support framework, AH 
advised that he would raise this issue up with the CD at a prearranged meeting 
later this month. 
 
The Trust Board RECEIVED ASSURANCE from the report. 

   
HTB 
16/242 

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORT OF 16th 
NOVEMBER 2016 
 

 

 BS presented the report and there were no questions from members of the Trust 
Board. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
16/243 

AUDIT COMMITTEE MEETING REPORT OF 14th NOVEMBER 2016 
 

 

 BB presented the report and highlighted that the Committee received assurance 
around the implementation of the new TRAC recruitment system and the overall 
key financial systems. The Committee welcomed the appointment of the Clinical 
Implementation Manager who is driving forward Trust-wide engagement and 
utilisation of the SafeCare module. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
16/244 

ANY OTHER BUSINESS  

 KM announced that the Trust will be hosting the Long Service Awards tomorrow 
evening in recognition of those members of staff that have committed 25 years of 
service to the health service. 
 
The Chairman announced that there will be no public session of the Trust Board 
in December and that the next public session will be held at 10am on Thursday 
26th January 2017. 

 

   
HTB 
16/245 

QUESTIONS FROM MEMBERS OF THE PUBLIC 
 

 

 In response to a question from a member of the public in relation to the current 
national financial pressures, the increasing number of NHS regulatory bodies and 
the scope to amalgamate these; the Chairman advised that this was already 
happening, explaining that Monitor and the NHS Trust Development Authority had 
merged to become one governing body NHS Improvement (NHSI). The Single 
Oversight Framework published in September 2016 sets out the overarching 
strategic leadership, oversight and support provided by NHSI following the 
bringing together of the aforementioned regulators. 
 
In response to a query from a member of the public in relation to the purpose of 
choose and book; AH advised that this was a national system that ensures that 
patients are better informed and provides more choice to patients in terms of 
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where they want to receive treatment. The GP’s act as the patients advocates 
ensuring that their patients receive the treatment centre of choice. 
 
A member of the public referred to item HTB/16/239, which stated that the 
assumed role for Chief Nursing Officer included the Health and Care Professional 
Standards Lead for Allied Health Professionals and queried that there was no 
mention of Allied Health Scientists. AH observed that the Trust is one of a handful 
of organisations to have an appointed Lead Scientist and assured that the 
postholder reported directly to a Chief Officer. 
 

HTB 
16/255 

DATE OF THE NEXT MEETING 
 
The next Public Trust Board will be held on Thursday 26th January 2017 at 
10.00am at University Hospitals Coventry & Warwickshire. 
 
The minutes are approved 
 
 
 

 

  
SIGNED 
 

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

  
CHAIRMAN 
 

 
DATE 

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

26 JANUARY 2017 
AGENDA ITEM 6 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 March 2017 Policy has been approved by the 
Audit Committee subject to 
comments made which have 
been addressed.  Formal 
approval through staff side is 
being progressed and the Policy 
will be presented to the Trust 
Board when internal consultation 
process is concluded. 

No 

ACTIONS FROM SEPTEMBER 2016 MEETING 
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 

Received at QGC in December Yes 

1 
 



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

26 JANUARY 2017 
AGENDA ITEM 6 ENCLOSURE 2 

 
AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

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 

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 March 2017 KPIs to be developed and 
included within the next 
scheduled Medical Education 
Report to Trust Board. 

No 

ACTIONS FROM OCTOBER 2016 MEETING 

2 
 



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

26 JANUARY 2017 
AGENDA ITEM 6 ENCLOSURE 2 

 
AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

HTB/16/216 
TTWC 
PROGRAMME 
UPDATE 

The Chairman requested that the 
existing arrangements within the 
Booking Centre be reviewed to 
ensure that there is sufficient 
capacity within the system to 
progress enquiries efficiently. 

DE/MP November 
2016 

The Booking Centre has 
increased the dedicated number 
of staff within the Booking Centre 
from three to 20 in the last 
twelve months. The percentage 
of abandoned calls has reduced 
from 55% to 17%. The average 
waiting time to respond to calls 
has reduced from 17.5 to 2.5 
minutes. 

Yes 

HTB/16/215 
MANDATORY 
TRAINING REPORT 

It is proposed that Quality 
Governance Committee (QGC) 
receive a quarterly report on 
compliance levels across training 
topics areas focused on quality 
impact areas and risks. 

KM November 
2016 

Reporting schedule has now 
been included into the QGC 
work programme. 

Yes 

ACTIONS FROM NOVEMBER 2016 MEETING 
HTB 16/237  
HEALTH AND 
SAFETY ANNUAL 
REPORT 

the Chairman requested that the 
Director of Estates and Facilities 
would arrange to provide an update 
on how Vinci, ISS and all partner 
organisations performance is being 
monitored for compliance against 
health and safety regulations at the 
next Board to Board with Project 
Co. Furthermore, the monitoring 
process will be scrutinised through 
QGC. 

LD December 
2016 

Director of Estates and Facilities 
emailed 5.12.16 to request item 
added to the agenda for the next 
Board to Board meeting 

Yes 

3 
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ACTION MATRIX PUBLIC TRUST BOARD MEETINGS 

26 JANUARY 2017 
AGENDA ITEM 6 ENCLOSURE 2 

 
AGENDA ITEM ACTION RESPONSIBLE 

OFFICER 
COMPLETION 
DATE 

UPDATE REMOVAL 

HTB 16/237  
HEALTH AND 
SAFETY ANNUAL 
REPORT 

DP observed that security had not 
featured within the top five list last 
year but had seen a demonstrable 
increase in incidents (291) well 
above the threshold of 93. He 
queried whether this was a 
reflection of better reporting or 
some other influence. EL advised 
that she would review this and 
provide DP with feedback outside of 
the meeting. 

EL December 
2016 

Security Incidents are reviewed 
via the H&S Committee. There 
was a detailed discussion about 
this at the H&S Committee on 
18th January 2017. The 
Committee will focus on specific 
elements going forward starting 
with violent incidents involving 
staff at its next meeting. The 
meetings will take place 
bimonthly and not quarterly as 
previously planned. This reflects 
the importance of these issues. 

Yes 

 

4 
 



Agenda Item 7 Enclosure 3 
 

PUBLIC TRUST BOARD PAPER  
 

Title Patient Story: Support for the Dying – Volunteer Companion 
Author Simon Betteridge, Lead Chaplain & Bereavement Service 

Manager 
Julia Flay – Patient Experience Manager 

Responsible 
Chief Officer 

Professor Meghana Pandit – Chief Medical Officer 

Date  26 January 2017 
 
 
1. Purpose  
 
To inform the Board of the Support for the Dying Companions introduced at the Trust in 
May 2016.   
 
2. Background and Links to Previous Papers 
 
The Palliative Care Team, Chaplaincy Team and Voluntary Services Department worked 
in partnership to develop this new service, based on a similar scheme being run at 
Aintree University Hospital NHS Foundation Trust, which provides company to adult 
patients in the final stages of their life and also offers support to their family or carers. 
 
3. Executive Summary 
 
To be able to afford another human being a good death that has a sense of wholeness 
and completion should be intrinsic to our humanity. Our death is our last rite of passage 
and should be as important to do right as our birth and other rites throughout our life. 
 
As a community, in this case in our Trust, the way in which we treat someone at the end 
of their life speaks volumes of our overriding values and who we are as an organisation.   
For bereaved family members, either absent or present, knowing that their loved one was 
able to die well makes a significant difference to how they are able to cope with their loss 
going forwards. This may be especially significant if the family member is not able to be 
here and the dying person would have been alone. 
 
The service to offer companions to the dying fits within our Trust values and what we 
strive to be. To be able to give the dying person and /or their family the time and attention 
they need, to be able to genuinely treat them as individuals and respect their needs and 
feelings are part of the compassionate care we aim to give.  
 
The partnership between our Volunteers Office, Chaplaincy and the Palliative Care Team 
is a good demonstration of how we are able to improve patient experience when we work 
together in a small but significant way. To speak of a sense of pride when talking about 
someone’s death may seem odd; but it is an enormous privilege and something the 
companions themselves take a real sense of pride from, that they are able to afford a 
dying person the care and dignity that is so important.  
 
A companion’s key purpose is to: 
 



• Listen to the needs of the dying and their families and carers; 
• Give guidance and support by signposting to the appropriate professional when 

required; and 
• Show understanding and compassion based on an individual’s needs. 

 
The Companions are also responsible for: 

• Maintaining patient confidentiality at all times; 
• Communicating any concerns about the patient, family or carer to the Ward 

Nursing Team; and 
• Ensuring that [any] family/carers have access to refreshments and are aware of 

the facilities available to them. 
 
It is recognised by the Companions that they must also: 

• Exercise discretion when working in sensitive situations; 
• Work as part of a team and accept supervision and direction from the Ward Nurses 

and the Chaplaincy Team; 
• Complete a reflective diary for each patient they support; 
• Leave their visiting card with the patient and or family; 
• Participate in regular review meetings, debriefing sessions with other Volunteers 

and the Chaplaincy Team; 
• Promote the Support for the Dying Companion Service with designated wards; 
• Participate in ongoing education to the role; 
• Work with the Trust’s Volunteer Involvement Policy; and 
• Work within the scope of the Volunteers Handbook 

 
On a practical level the Volunteers carry out the following: 

• Sit with dying patients; 
• Talk to patients; 
• Provide therapeutic touch; 
• Read to patients; 
• Offer support to [any] family members; 
• Offer refreshments to families; and 
• Can refer to the Chaplaincy Team if this is requested. 

 
The Volunteers do not provide personal care to the patient or pass on messages to 
healthcare professionals.  Neither are they involved in any decision making processes, 
act as a member of the family or on their behalf or act as a representative of any faith. 
 
4. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
The Trust’s Values and Behaviours Framework:   
 

• Compassion  
• Respect 
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5. Governance  
 
NHS Constitution 
 
Principle 1: The NHS aspires to the highest standards of excellence and 
professionalism in the provision of high quality care that is safe, effective and focused 
on patient experience. 
 
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 5: The NHS works across organisational boundaries and in partnership 
with other organisations in the interest of patients, local communities and the 
wider population. The NHS is an integrated system of organisations and services bound 
together by the principles and values reflected in the Constitution. The NHS is committed 
to working jointly with other local authority services, other public sector organisations and 
a wide range of private and voluntary sector organisations to provide and deliver 
improvements in health and wellbeing.  
 
6. Responsibility 
 
 Kristine Horne, Voluntary Services Manager 
 Simon Betteridge, Chaplaincy Team 
 Sharon Hollyoak, Palliative Care Team 
 
 
7. Recommendations 
 
The Board is invited to note the Patient Story – Support for the Dying Volunteer 
Companion. 
 
Name and Title of Author: Julia Flay, Patient Experience Manager 
Date: 10th January 2017 
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AGENDA ITEM 8 ENCLOSURE 4 

UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

26 JANUARY 2017 
   
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: 
 

• Meeting with Chair of NHS Improvement 
• Long Service Awards 
• Meeting with the Chair of the Virginia Mason Institute  
• Pathology Stakeholder Board Meeting 
• Head of Charity Interviews 
• Attended the official opening of the Breast Screening Unit at Coventry Health Centre 
• Regional Chairs Network Meeting 
• Consultant Interviews 
• Board Walkround 
• Board Seminar 
• Together Towards World Class Meeting 
• Charity Board 
• Warwickshire Health and Wellbeing 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    

 
GOVERNANCE:  

An incidental finding has revealed an inaccuracy in the minutes of the public Trust Board 
meeting of 28th April 2016, which does not reflect the position. The minute extract relating to 
the final sentence of the second paragraph on page 8 of the minutes presently reads: 
 
EMS queried the M chimera infection within cardiothoracic surgery.  MR clarified that 
increased surveillance was now in place by the Infection Control Team and that 2 cases that 
had been identified this year.  Upon investigation of the practices, commonalities had been 
identified which in turn had pointed towards the drivers of this infection.  EMS then queried 
the balance between cleaning and antibiotics and MP commented that a major factor in this 
infection was poor hand washing.   
 
The Trust Board are asked to approve that the highlighted minute should read "MP 
confirmed that handwashing was not a factor relating to mycobacterium chimera”. 

 



AGENDA ITEM 8 ENCLOSURE 4 

UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

26 JANUARY 2017 
   
 

RECOMMENDATION / DECISION REQUIRED:  
The Trust Board are asked to RECEIVE ASSURANCE from the report and APPROVE the 
correction to the minutes of the public Trust Board minutes of 28th April 2016. 
 
 

IMPLICATIONS: 
Financial: None 
HR/Equality & 
Diversity: 

None 

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

 

 



Agenda Item 9 Enclosure 5 

PUBLIC TRUST BOARD PAPER 
 
Title Chief Executive and Chief Officer Updates  
Author Chief Officers 
Responsible 
Chief Officer 

Andy Hardy, Chief Executive Officer 

Date 26 January 2017 
 
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 December 
2016 and January 2017. 
 
Mr Andrew Hardy – Chief Executive Officer 
Since the last Trust Board meeting I have hosted and participated in the following meetings, 
discussions and events: 

• Long Service Awards Ceremony 
• West Midlands Urgent and Acute Transformation Theme Steering Group Meeting 
• Coventry Health and Wellbeing Board 
• Midlands and East Health Education England and East Local Education Training Board 
• Coventry Health and Social Care Scrutiny Board (5) meeting 
• Chartered Institute of Public Finance and Accountancy (CIPFA) Health and Integration 

Board Meeting 
• Warwick Medical School Event (Personalised Healthcare and Measurement of Patient 

Outcomes) 
• Christmas Carol Service at Holy Trinity Church 
• STP Next Phase Meeting (Coventry and Warwick) 
• Welcomed a visit by Dr Mike Durkin, National Director of Patient Safety at NHS 

Improvement to University Hospital Coventry NHS Trust 
• Guest Speaker at STP Clinical Leadership Forum in Birmingham 
• Guest Speaker at British Medical Association (BMA) Division meeting 
• Coventry and Warwickshire Health and Wellbeing Workshop at Ricoh Arena 
• STP workshop from Nuffield Trust/Health Financial Management Association (HFMA) 
• Transformation Guiding Board Meeting in London 
• HFMA Chief Executive Officer Forum 
• Academic Health Science Network Board Meeting 

 
Consultant Appointments 
Since the last Trust Board meeting on 24th November the following Consultant appointments have 
been made: 
 

• Martin Minich  (Consultant Anaesthetist) 
• Anuja Sunit Patil  (Consultant Anaesthetist) 
• Muhammad Farooqi (Consultant Paediatrician - Paediatric Oncology) 
• Ramalakshmi Ramiah  (Consultant Paediatrician - Paediatric Neurology) 
• Darryl Nilesh Ramoutar  (Consultant Orthopaedic and Trauma Surgeon specialising in 

Trauma) 



• Bryan Riemer  (Consultant Orthopaedic and Trauma Surgeon specialising in Trauma) 
• Vicky Sangha  (Consultant Clinical Oncologist) 
• Fiona Foss  (Consultant in Cellular Pathology) 

 
Clinical Group Structure 
 
The previously discussed changes to the Clinical Group Structure have now been implemented. 
The new Groups and their respective management teams are as follows: 
 

 
 

Policy Issues and Publications: 

Publications: 
 
Reference Costs 2015/16 have been published by the Department of Health (DH).  The report 
can be found here: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/577083/Reference
_Costs_2015-16.pdf 
 
A report detailing changes to healthcare education funding for student nurses, midwives and 
allied health professionals effective from August 2017 has been published by the DH: 
https://www.gov.uk/government/publications/nhs-bursary-reform 
 
The government has published its response to the House of Commons Health Committee report 
on public health post 2013.  A joint NHS digital and Public Health England response regarding 
access to data and intelligence features at annex 1: 
https://www.gov.uk/government/publications/public-health-post-2013-report-government-response 
 
DH has published NHS Improvement’s remit and objectives for 2016/17: 
https://www.gov.uk/government/publications/nhs-improvements-remit-for-2016-to-2017 
 
Proposed changes to Nursing and Midwifery Council Legislation has been published following a 
consultation.  These are subject to parliamentary approval: 
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https://www.gov.uk/government/consultations/changes-to-nursing-and-midwifery-council-
governing-legislation 
 
The Care Quality Commission (CQC) is consulting upon proposed changes to the way that they 
regulate healthcare providers: 
http://www.cqc.org.uk/content/our-next-phase-regulation 
 
NHS & CQC are jointly consulting upon how they will assess the use of resources and well-led: 
https://improvement.nhs.uk/uploads/documents/Consultation_on_use_of_resources_and_well-
led_assessments.pdf 
 
Mr David Eltringham – Chief Operating Officer 
• Emergency Department (ED) and referral to treatment (RTT) performance remains 

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

• I attended and chaired the inaugural meeting of the Coventry & Rugby Health Economy 
A&E Delivery Board.   

• I continue to attend the Coventry & Warwickshire A&E Delivery Board meetings chaired by 
Glen Burley. 

• I participated in a conference call with NHS England (NHSE), NHS Improvement (NHSI) and 
our partner organisations in Coventry & Warwickshire following a national review of A&E 
Christmas and winter pressures. 

• I continue to work with NHSE and Coventry and Rugby Clinical Commissioning Group 
(C&RCCG) to ensure completion of the actions from the Coventry and Rugby A&E 
Escalation Meetings.  These continue to be followed up regularly by Regulators as part of 
the National Plan. 

• I continue to represent the Trust at the Sustainability and Transformation Plan (STP) Urgent 
and Emergency Care meetings. 

• I met with Jane Ives, Director of Operations – South Warwickshire NHS Foundation Trust 
and Adrian Stokes, Improvement Director – C&RCCG to discuss Discharge to Assess. 

• I joined Board Rounds on Wards 41 and 11 to observe the discussions that take place on 
wards and how these are applied to ‘Red to Green’ and ‘SAFER’ principles. 

• I hosted a ‘Red to Green’ workshop with Chief Operating Officer (COO) and Chief Nursing 
Officer (CNO) colleagues from local health economy partners. 

• As part of the implementation of ‘Red to Green’ days within the Trust, I am pursuing Chief 
Medical Officer (CMO)/COO/CNO triumvirate coaching opportunities which are available via 
NHS Elect.  

• Together with Chief Officer colleagues I attended the PFI Liaison Committee meeting.  I also 
attended a further meeting with Project Co and Skanska specifically relating to fire-stopping 
issues. 

• I met with the Trust’s Internal Auditors to discuss my requirements for inclusion in the 
2017/18 Internal Audit Strategic Plan. 

 
Mr David Moon – Chief Finance & Strategy Officer 
Since the November 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: 
• Chaired the Sustainability and Transformation Plan Finance Meetings 
• Chaired a number of Cost Improvement Plan Steering Group Meetings 
• Attended the Quarterly Performance Review meetings 
• Attended the Midlands Online Reporting meetings 
• Attended the Auditor Panel 
• Met with Specialised Commissioning and UHB on HPB service amalgamation 
• Attended 2 mediation meetings with NHSI/E and CRCCG 
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• Attended the weekly UHCW / George Eliot Collaborative Working Programme Group 
meetings 

• Attended a meeting re the Capital Plan for 2017/18 
• Attended West Midlands Finance Directors (FD) Meeting 
• Attended a final contract negotiation meeting with Specialised Commissioners 
• Attended the HFMA Provider Faculty FD meeting 
• Met with colleagues from University Hospitals Leicester to discuss STP and specialised 

services 
• Attended the Strategic Partnership Board meeting with Worcester Acute Hospitals NHS 

Trust 
• Chaired the Procurement Steering Committee 
• Attended NHSI Provider FD meeting 
• Attended the Out of Hospital workshop 

 
Professor Meghana Pandit – Chief Medical & Quality Officer/Deputy CEO  
In addition to all the regular meetings such as Chief Officers’ Group, Strategy Group, COG 
Finance Star Chamber, CO 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, and my own clinical work, I 
have undertaken the following activities since the last Trust Board meeting in December 2016 and 
January 2017: 
• Visited wards informally, speaking to Junior Doctors, Nurses, Pharmacists and Consultant 

colleagues: Ward 1,2,3,ED, Labour ward, Theatres, Ward 23, Ward 42,43, Ward 50, 52, 53 
• I participated in activities related to Black Alert 
• Made Responsible Officer submissions to the General Medical Council (GMC) 
• Attended UHCWi Stand Up and Report Out 
• Clinical Advisory Group meeting: the final meeting was held in December. A report is 

presented to the private Trust Board in January regarding this matter. 
• Attended Design Authority for the STP 
• Attended the Grand Round 
• Met with PWC  
• Value Stream 3 – Sponsored Team meeting to follow up on progress actions agreed at the 

RPIW 
• Met with the Neurosurgery Department    
• Met with the Clinical Directors (CD) for Diagnostics & Neurosciences re: Neuroradiology 
• Interviewed for CD roles for Acute Medicine / ED and Renal / Haematology / Oncology 
• Attended Trainee Management and Leadership Course: This is now a successful course 

developed in-house. This is run by Dr Clare Ingram with my support. All trainees on this 
course are involved in a QI project during their time at UHCW 

• Accountability meetings with Groups 
• I was a panellist at an event organised by Warwick Medical School on ‘Outcomes in 

Healthcare’ 
• Christmas Service at the Holy Trinity Church 
• Thanks to the volunteers at University Hospital, Coventry and the Hospital of St Cross, 

rugby 
• Met with GMC Employee Liaison Advisor 
• Met Professor Mike Durkin, National Director for Patient Safety at UHCW – who was very 

impressed with the outcome of the work on safety incidents and would like to roll this out 
nationally. 

• Met with Guardian of Safe Working 
• Medical Director’s meeting – NHSI 
• Additionally, I have met with several consultants regarding service improvement education 

and research proposals. 
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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, as well as COG Advisory Group.  I have also been in 
attendance at the monthly accountability meetings with the Groups.  I have also chaired the 
Partnership and Engagement Forum involving Staffside members and Transformation MDT.   
 
Other work commitments during the past month have also included:- 
• Attended a meeting with Dr Keith McNeil, NHS Chief Clinical Information Officer together with 

Andy Hardy.  Robin Arnold, Director of ICT and Alex PriceForbes, EPR Programme Lead 
were also in attendance. 

• Held a Workforce Conference for the whole of the workforce team which was very successful 
and received positive feedback. 

• Attended the West Midlands HR Directors Networking Meeting 
• Attended the Association of UK University Hospitals HR Directors meeting in London 
• Chaired the Coventry and Warwickshire STP Workforce Stream meeting held at UHCW 
• Attendance at a Coaching course in Burton 
• Attendance at Local Workforce Action Board (formerly known as the LETC) 
• Attendance at Foxford School Trust Board meeting in capacity as a Trustee 
 
Equality and Diversity: 
• Racial Abuse of staff/Hate Crime – A number of staff, including ISS colleagues, have 

reported that they are being, or have been, racially abused by patients and members of the 
public whilst carrying out their duties.  The Head of Diversity is working in partnership with the 
City Council’s Community Safety Officer to develop a strategy that will: 
- Support staff experiencing equality related abuse;  
- Ensure managers recognise and act upon their duty of care regarding their teams and 

respond to patients and public behaving inappropriately; 
- Carry out an awareness campaign across the Trust; 
- Enable staff, patients and members of the public to report any abuse related to the 

Protected Characteristics of sexual orientation, transgender, race, disability and 
religion/belief, i.e. hate crime; and   

- The Community Safety Officer will be attending the next Independent Advisory Group 
(IAG), due in January.  

• A new Equality Impact Assessment (EIA) form and supporting guidance was launched this 
month. An EIA is used to analyse policies and practices (and changes to these) to ensure 
they do not discriminate against groups or individuals, especially those from Protected 
Characteristic groups.   

• The team has promoted the NHS Leadership Academy Stepping Up programme designed 
for Black and Minority Ethnic (BME) staff at Bands 5 to 7, or equivalent. The programme is 
designed to bridge the gap between where people are now and where they need to be, to 
progress into more senior roles. 

 
Performance and Programme Management Office (PPMO): 
• The annual external clinical coding audit towards the Information Governance Toolkit 

submission took place at the end of November 2016. UHCW exceeded the recommended 
95% accuracy for primary diagnoses and 90% accuracy for secondary diagnoses, meeting 
the highest level of attainment for the Toolkit.   

• The Performance Team has deployed an Acute Performance Contract report on the InSite 
business intelligence system. Following an initial pilot phase, this will become widely 
available in the coming months, allowing Trust staff to track performance against contract, as 
reported to out commissioners. 

• The Information Systems Development team have been supporting colleagues in the Quality 
and Safety department to warehouse data from Datix to enable the creation of automated 
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reporting from this system. The team has also worked with the Cancer Team to improve 
Cancer two week wait data processing.  

 
Communications: 
• The Domestic Violence awareness campaign was launched in December, followed by the 

Trust’s first Facebook live broadcast with Lisa Maycock, the Trust’s Safeguarding Lead.  
• The Trust has been awarded prestigious Clinical Research Facility status by the 

National Institute for Health Research (NIHR). NIHR is providing £750,000 over the next five 
years to support research at UHCW.  The announcement recognises the dedicated, purpose-
built facilities within University Hospital, Coventry that includes six Patient Research suites 
and three specialty units. 

• The staff flu campaign kicked off at the start of October. To date more than 80% of staff 
have had the vaccine, compared with just under 64% overall last year. This is a fantastic 
result. This mean the Trust can claim against the CQUIN measure, worth £600,000. 
Vaccinations will continue until the end of February.  

 
Workforce: 
• Key performance indicators are being reported out of our recruitment system, Trac. The 

time now taken for pre-employment checks has reduced to 18 days. Over 300 Trust 
managers have been trained to use Trac. 

• 73 employees celebrated their Long Service Awards in November, with 39 attending the 
awards ceremony.  

• Changes to the Immigration Act 2016 came into effect in December that impose a “fluency 
duty” on public sector employers. The Government has issued a Code of Practice that 
provides guidance on how to apply the legislation. In addition, an Immigration Skills Charge 
comes into effect in April, requiring employers to pay £1,000 per year for a visa for each non-
EU migrant worker. Recent recruits from the Philippines will need to be in post before April to 
avoid this additional cost. 

• The Neyber financial wellbeing scheme has had 86 applications made since its launch in 
October, with a total of £240,000 paid by the end of November. Over 360 staff have also 
visited the Neyber website for guidance.  This month’s advice focuses on debt consolidation 
and budgeting.  

• UHCW is preparing for the introduction of national apprenticeship reforms in May, 
including a baseline review of qualifications that can be converted to apprenticeship 
programmes to maximise use of the levy. In addition, we continue to complete rolling intakes 
of new start business and health and social care apprenticeships. This agenda is being 
formally tracked through the Training, Education and Research Committee, reporting to 
Quality Governance Committee.  

• The Trust held its second Workforce Conference in late November enabling all of our 
Workforce teams to share our performance and achievements, along with shaping priorities 
for the future. Andy Hardy presented on the Sustainability and Transformation Plan and Mark 
Easter gave reflections from a Clinical Director’s perspective on the Workforce function.   

• National Staff Survey – The Trust achieved a response rate of 41%, slightly improved on 
2015 (39%). Our results are being analysed and shared with our top leaders and staff side 
partners. The full national results are scheduled for release at the end of February.  

 
Information and Communication Technology (ICT):  
• UHCW has attained the Government-backed Cyber Essentials accreditation, one of only a 

handful of NHS bodies to achieve this. While this is excellent news, we remain vigilant given 
several recent incidents across the NHS. 

• IT and information governance leads across the NHS in Warwickshire have agreed a way 
forward to allow the sharing of path test results and radiology reports across the acute 
sector, irrespective of which organisation requested the service. 
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• The new bed management/patient flow system, Nugensis, is live across UHCW following 
a rapid deployment during November and December. An Operations and ICT team combined 
to lead this project and deliver it on schedule to a challenging timescale.   

• VitalPac is now live in ED, Acute Medical Unit and Medical Decisions Unit and after a 
period of validation these areas have stopped recording observations on paper. 

• Working closely with the Information Governance team, ICT has brokered an agreement to a 
multi-specialty Information Sharing Agreement drawn up for GEH clinicians to access 
CRRS in support of closer clinical collaboration.   

 
UHCW Improvement Services 
• The Theatres Value Stream Rapid Process Improvement Workshop (RPIW) focused on 

preparing patients on the day of admission for surgery reported out to the Trust in November 
and re-measures at 30 days are now taking place. 

• The Patient Safety Incident Value Stream has started planning a third RPIW focused on the 
investigation process for incidents from a week in January.  

• As part of the work towards standardising booking a pathway mapping with Group 
Managers was undertaken in November and followed up in December with discussions on 
what a future model should look like. 

• The Outpatient Service Review is developing specialty data packs highlighting variation to 
drive improvement.  Trust-wide outpatient management meetings are giving oversight of all 
outpatient services across the Trust. 

 
Nina Fraser – 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), Chief 
Inspector Hospitals Programme Board (CIHPB) and Strategy Group; I have undertaken the 
following activities since the last Trust Board meeting in November 2016: 
 

• Infection Control Cleaning Group – 28/11/16 & 19/01/17 
• Chaired Infection Control Committee – 24/01/17 
• 1:2:1’s with all Chief Officers and key members of staff 
• Attended the Quality Team Away Afternoon – 30/11/16 
• Undertaken clinical rounds to A&E, ward 50, SAU, ward 30, Sterile Services Department 

and AMU 
• Chaired End of Life Care Committee – 12/12/16 & 19/01/17 
• Attended the local STP Meeting at Warwick Hospital – 03/01/17 
• Attended STP Lead Network Session at Birmingham – 11/01/17 
• Chaired M. Chimera meeting with Public Health England and NHS England – 13/01/17 
• Back to the Floor Exercise on ward 35 Oncology with the Senior Nursing Team – 18/01/17  
• Held performance meetings on e-roster metrics with all specialty groups – 20/01/17 

 
Following the publication of our case study ‘improving care and safety of at- risk patients – from 
‘specialling to enhanced care’ on the NHSI website, a lot of external interest has been generated 
from other Trusts. In December UHCW hosted a visit from Russell’s Hall Hospital, Dudley, 
Leicestershire Partnership Trust and Walsall Healthcare to share how we had developed and 
implemented this service and our initial 6 month review, findings and learning. Feedback from 
visitors was very positive with opportunities to continue with these newly formed links and sharing 
of material resources. 
 
In January I hosted a teleconference with Sinead Lardner, Nursing Project Officer (DoH) to share 
our experiences of implementing the Enhanced Care Policy.  Sinead has asked if UHCW can 
partner with an acute hospital in Dublin to support them in developing and implementing a similar 
approach. 
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In December, NHSI Midlands and East hosted a workshop Red2Green to support organisations 
with improvement tools to reduce unnecessary waits for patients and apply these techniques to a 
whole hospital programme. In depth knowledge about this programme amongst the senior 
nursing teams is helping them to support implementation at ward/unit based level.   
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Agenda item 10 Enclosure 6 
 

PUBLIC TRUST BOARD PAPER  
 

Title Integrated Quality, Performance & Finance Report – Month 9 – 
2016/17 

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

Responsible 
Chief Officer 

Mrs. Karen Martin, Chief Workforce and Information Officer 

Date  26th January 2017 
 
1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of December 2016. 
 
2. Narrative 
 
The attached Integrated Quality, Performance & Finance Report covers the reported 
performance for the period ending 31st December 2016.  
 
In the Trust Board Scorecard, 23 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), 
• Cancer 62 day urgent referral to treatment 

 
Key indicators achieving the target include: 

• HSMR - basket of 56 diagnosis groups 
• Staff turnover rate 
• Harm Free Care 

 
The Trust is reporting a year to date surplus of £0.3m which is £2.4m adverse of year-to-
date plan. This is due to under-performance against the Trust’s STF access standards as 
at month 9. 
 
The Trust is forecasting delivery of £26.0m against £26.5m of potentially identified 
savings. This gives a potential forecast over-delivery of £0.5m against the Trust revised 
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 November 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: 20th January 2017 
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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 13 19 4 36 

Delivery of value for money 4 1 0 5 

Employer of choice 2 2 3 7 

Leading research based 
health care organisation 2 1 0 3 

Leading training and 
education centre 2 0 0 2 

All domains 23 23 7 53 

23 KPIs achieved the target in December 

The Trust has achieved 23 of the 53 indicators reported within the Trusts performance scorecard which is a deterioration from last month.  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 have been two breaches of the RTT 52 
week wait standard in November. 
 
The number of Peer Reviewed Publications reported has increased and is now ahead of target at 125 publications up to  September 2016. 
 
A research critical finding and serious incident has been reported as a serious breach of a protocol was identified on a study that the Trust is 
sponsoring.  The breach was reported to the MHRA and the study was immediately suspended and an investigation launched.  A Corrective and 
Preventative Action plan was put in place and the study has now re-opened.  No patient harm occurred.  The Patient Safety Committee has been 
briefed. 
 
Staff turnover rate has fallen for a third month and is now 8.63% against a target of no more than 10%. 
 
The cancer 62 day urgent referral to treatment target was not met in November, achieving 84.06% against the 85% target.  
 
The Trust is reporting a year to date surplus of £0.3m which is £2.4m adverse of year-to-date plan. This is due to under-performance against the 
Trust’s STF access standards as at month 9. 
 

What’s Not So Good? 
A&E 4 hour wait 
18 week referral to treatment time 
Cancer 62 day urgent referral to 
treatment 

What’s Good? 
HSMR -  basket of 56 diagnosis groups 
Staff turnover rate 
Harm Free Care 

KPI Hotspot 
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Trust Scorecard 
Reporting Month December 2016 
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Trust Scorecard 
Reporting Month December 2016 
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Performance Trends 
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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) 

• Staff turnover rates continue to decrease for the third consecutive month and reflect sustained achievement of this target of below 10%. 

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

• A&E 4 hour wait performance has decreased for a third month achieving 79.5% in December. 
• Last minute non-clinical cancelled operations continue to rise for a third month mainly due to a lack of bed availability. 

Failed Year 
End Target 

• A third never event was reported in November 2016.  
• A Trust acquired MRSA bacteraemia was reported in August 2016.   
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Trust Heatmap 
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The groups currently in Intensive Support are highlighted in blue. 

The groups currently in Intensive Support are highlighted in blue. 
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Trust Heatmap 
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The groups currently in Intensive Support are highlighted in blue. 



Group summary of performance – A&E and associated metrics 

Integrated Quality, Performance and Finance Reporting Framework 

Last minute non-clinical cancelled operation rates have 
risen since last month. Groups with the highest levels of 
such cancellations for December were Theatres and 
Anaesthetics (7.0%), Neurosciences (5.8%), Trauma and 
Orthopaedics (3.5%), Surgery (2.5%), Cardiac and 
Respiratory (1.5%) and Women & Children (1.3%). Bed 
availability on the wards continues to be the main reason 
for these cancellations.  

The number of diagnostic waiters over 6 weeks KPI has 
increased again this month but remains well within its 
target. 26 breaches occurred across services including 
imaging, audiology, cardiology, sleep studies, and 
endoscopy.  The total number of waiters has reduced to 
below 10,000 in December. 

The Trust’s performance against the 95% 4 Hour A&E standard has further deteriorated 
through December to 79.54%.  We continue with measures to protect the ‘minors’ and 
‘non-admitted’ pathways in ED and both are showing positive results with >90% and 
>85% performance respectively, and with these 2 pathways representing circa 50% of our 
attendances they are important contributors to our overall performance. Our 
underperformance against this principle target remains our poor discharge profile and 
more specifically early morning and weekend discharges.  
 
DTOC (delayed transfer of care) and MFFD (medically fit for discharge) are also 
significant impediments and also contribute to our outlier numbers.  The Trust has 
undertaken mapping to match staffing to demand in ED and this has shown that further 
measures are required to strengthen staffing in ED and this will be the subject of a 
business case to Trust Board 

9 

The Trust continues to pursue further improvement both internally and with partners 
including improved ambulance triage/handover, and implementing SAFER and Red to 
Green Days, as well as a focus on improving ambulatory pathways.   
 
The C&R A&E Recovery Board continues to address the issue of capacity external to the 
hospital to move patients who are awaiting external provision to more appropriate care 
settings.  
 



 
 

Group summary of performance – Referral To Treatment  
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Performance for the delivery against the RTT incomplete target improved  from 
last month, with the Trust reporting 88.4% against the 92% target in November. 
 
The backlog has reduced to a total of 3271 patients this month with the Surgery 
group having the largest proportion of the Trust’s total.  Trauma and 
Orthopaedics  and Ophthalmology continue to be significantly challenged.  
 
With the appointment of a new Associate Director of Operations (a post which 
has been vacant for some time) the Trust has undertook detailed revision of 
recovery plans and trajectory to year end of 90.6%. This trajectory was met for 
November.  It includes focus on: 
 
• Embedding business rhythm – full day trust wide access meeting, local 

access and tracking meetings 
• Patients are booked in true clinical and chronological order  
• Clinical engagement 
• Clinical review process for all 52 week breaches 

6 

Underperforming groups: 
• Trauma & Orthopaedics (82.9%) 
• Surgery (84.5%) 
• Women and Children (90.7%) 
• Specialist Medicine and 

Ophthalmology (91.2%) 

6 out of 10 groups achieved 
the incomplete target 

The Trust has reported one Trauma and Orthopaedic and one Oral 
Surgery 52 week incomplete pathway breach in October.  Both 
patients were prisoners, one having a date cancelled and later date 
requested by HMP. 

Behind target 
(number behind) 

On target 

123 

RTT Incomplete 88.4% 
(Last month 87.9%) 
Target 92% 



Group summary of performance – Cancer Standards 
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In November 2016, the Trust achieved 5 of the 8 national cancer standards. 
 
The Trust did not achieve the 62 Day Cancer Waiting Times Standard in 
November with 84.1% of patients treated against the 85% standard. The year 
to date performance is 83.1% against the 85% standard. 
 
The Trust  did not achieve the Two Week Wait Breast Symptomatic Standard 
in November (84.6% against target of 93%) nor the 62 day National Screening 
Programme (89.3% against target of 90%). Both standards are met for the 
year to date. 

 
 

5 out of 8 
standards 

achieved in 
November 

 

105 days and over target not met 
 

1.5 breaches (2 patients) of the 105 days 
and over target were reported in November. 
 
The breaches occurred in Urology. One 
breach followed late referral to the Trust, 
whilst the other was due to a lack of theatre 
capacity. 

2WW            31 day             62 day 

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

Standard:                                   Nov-16 YTD  DoH Tolerance
TWW suspected cancer 96.1 95.7  93%
TWW breast symptomatic 84.6 97.8  93%
31 day - 1st treatment 100 99.3  96 %
31 day - subsequent treatment -surgery 100 97.2  94% 
31 day - subsequent treatment -chemo 100 100  98%    
31 day - subsequent treatment - radio 97.1 95.6  94%
31 day - subsequent treatment - other 100 100  No tolerance set
31 day - rare cancers 50 91.7  No tolerance set
62 day - 1st treatment 84.1 83.1  85%
62 day - national screening programme 89.3 93.4  90%  
62 day - consultant upgrade 94.9 93.3  CCG tolerance = 85%
62 day - treated on or after day 100+ 1.5 26.5 0
62 day - treated on or after day 105+ 1.5 21 0
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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 has decreased this month with 19 KPIs achieved for the month. 

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 

15 16 6 37 

Leading research 
based health care 
organisation 

2 2 1 5 

Leading training and 
education centre 2 0 0 2 

All domains 19 18 4 44 

        16                                    6 15 Excellence in Patient Care and Experience 

Leading Research Based Health Care Organisation 

2 
 

Leading Training and Education Centre 

A grade 3 trust acquired pressure ulcer was reported for 
November. 
 
The 15% response rate was achieved for 3 or the 4 maternity 
touchpoints with the labour and birth touchpoint achieving 14.3%. 
  
Whilst the number of complaints received has risen to 44 for 
December, complaints turnaround within 25 days has seen some 
improvement relating to the previous period but remains below 
target. 
 
The number of Peer Reviewed Publications reported has 
increased and is now ahead of target at 125 publications up  to  
September 2016. 
 
A research critical finding and serious incident has been reported 
as a serious breach of a protocol was identified on a study that 
the Trust is sponsoring.  The breach was reported to the MHRA 
and the study was immediately suspended and an investigation 
launched.  A Corrective and Preventative Action plan was put in 
place and the study has now re-opened.  No patient harm 
occurred.  The Patient Safety Committee has been briefed. 

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

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

Failed Year 
End Target 

• Coverage for Friends & Family A&E has fallen for the 4th month. 

• A third never event was reported in November 2016.  
• A Trust acquired MRSA bacteraemia was reported in August 2016.   

• None of the indicators that are improving against their targets this month have improved for three consecutive months. 
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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 the Delivery of Value for Money section are being revised in-line with recent guidelines from NHSI. Further details on revised KPIs 
have been provided in the Integrated Finance Report that is submitted to Finance and Performance Committee. 

Integrated Quality, Performance and Finance Reporting Framework 17 

Indicators 
achieved 

Indicators  
in 

exception 

Indicators  
in watching 

status 

Total 
indicators 

Excellence in Patient 
care and experience 11 25 2 38 

Delivery of value for 
money 4 2 0 6 

Employer of choice 2 3 3 8 

Leading research 
based health care 
organisation 

1 1 0 2 

Leading training and 
education centre 2 0 0 2 

All domains 20 31 5 56 

Staff turnover rate has fallen for a third month and is now 8.63% 
against a target of no more than 10%. 
 
The cancer 62 day urgent referral to treatment target was not 
met in November, achieving 84.06% against the 85% target.  
 
Medical and non medical PDR KPIs remain below target 
alongside mandatory training compliance. 
 
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 has developed specialty specific recovery plans and a 
realistic trajectory to year end of 90.6% for RTT. This was 
achieved for November. 
 

The Trust is reporting a year to date surplus of £0.3m which is 
£2.4m adverse of year-to-date plan. This is due to under-
performance against the Trust’s STF access standards as at 
month 9. 
 

   25  2               11 Excellence in Patient Care and Experience 

         1 1 Leading Research Based Health Care Organisation 

     2 Leading Training and Education Centre 

                        2
  

 4 Delivery of Value for Money 

          3          3 2 Employer of Choice 

17 

20 KPIs achieved the target in December 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month December 2016 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month December 2016 
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Updates on Control Total 
Other movements within the control total is largely impacted by under delivery 
on contract income (1.4% adverse to plan); pay and non-pay overspends 
(0.5% adverse to plan). To achieve the planned net surplus, the Trust needs to 
achieve additional savings of £4.5m. 

Trust Position Post Technical Adjustment 

Updates on Net Surplus/(Deficit) position 
The net surplus position reports a £1.2m forecast deficit against a plan of 
£1.3m. Year-to-date position is £2.9m adverse to plan of £2.5m surplus. 
This gives a net deficit of £0.4m as at month 9. This is driven by the under 
achievement of STF funding year to date. 

Net Surplus / (Deficit) position 

The Trust reports a £1.3m deficit forecast control total which is £2.4m adverse plan as at month 9. This assumes partial receipt of the STP funding 
of £17.2m. The Trust is reporting a £0.3m year-to-date surplus against a planned year-to-date surplus of £2.7m; an adverse year-to-date position of 
£2.4m.  The position shows a further deterioration of £0.6m from previous month. The slippage includes the year-to-date under achievement of the 
STP trajectory of £2.4m. 
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Finance | Headlines December 2017 

AGENCY SPEND 
£23.0m 

£23.0m actual spend on 
agency spend year to date 
against NHSI profile of 
£20.8m 

Capital 

Cost Improvement 
Programme is £26.0m 
against £25.5m target. 

Trust has a revised 
FRP target of 

£12.1m. 

FRP 
102% 

The Trust has identified £26.5m 
of potential savings: above the 
required target by £1.0m 

£7.3m of the Target has 
been delivered as at month 
9. This gives a shortfall of 
£4.8m. 

The Trust is forecasting £30.4m 
spend on agency against target 
of £26.6m as at month 9. 

As at Month 9, the Trust 
is forecasting a £36m 

capital expenditure 
against a revised plan of 

£46m. 

CONTRACT & ACTIVITY  
INCOME 

1.4 % under-performance 

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

Contract income from 
activities reports an adverse 
variance of £6.2m YTD and 
£7.0m on outturn. 
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SOCI – Statement of Comprehensive Income 
Reporting Month December 2016 

Integrated Quality, Performance and Finance Reporting Framework 

The Trust reports a £1.3m forecast 
control total deficit against a £1.1m 
planned surplus in Month 9. 

At month 9  the Trust revised its forecast 
based on the delivery of the Sustainability 
Transformation Fund (STF) from £1.1m 
surplus to £1.3m deficit. 
At month 8, an appeal to NHSI on STF was 
unsuccessful resulting in failure to achieve 
100% of the £17.2m trajectory. 
The control total at month 9 accounts for the 
achievement of the finance and diagnostics 
element of the STF, and the partial 
achievement of A&E, RTT, and Cancer 
trajectories. 
Contract income is forecast at £7.0m adverse 
to plan driven by under-performance against 
activity plans, risks and penalties. The 
variance is due to under-performance on 
Daycase, Emergency, Outpatient procedures 
and Pass-through costs. Close monitoring on 
activity income continues to take place to 
ensure planned activities are achieved in 
future months. 
Forecast operating expenditure is £5.4m 
favourable to budget. Overall Group 
expenditure forecasts £0.7m adverse to 
budget; largely driven by over-spends on 
Medical costs, Specialing and other non-pay 
pressures. The position highlights a gap to 
target of £4.5m on outturn. 
The Trust is reporting a year to date surplus 
of £0.3m which is £2.4m adverse of year-to-
date plan. This is due to under-performance 
against the Trust’s STF access standards as 
at month 9. 

Plan

£'000
Budget 
(£'000)

Forecast 
(£'000) £'000 %

Budget 
(£'000)

Actual
(£'000) £'000 %

Contract income from activities 507,856 509,041 502,046 (6,995) (1.4%) 384,476 378,251 (6,225) (1.6%)
Other income from activities 24,369 23,991 21,820 (2,171) (9.0%) 17,919 15,634 (2,285) (12.8%)
Other Operating Income 75,105 76,782 78,290 1,508 2.0% 57,646 58,406 760 1.3%

Total Income 607,330 609,814 602,156 (7,658) (1.3%) 460,041 452,291 (7,750) (1.7%)

Pay costs (356,672) (358,455) (359,560) (1,105) (0.3%) (269,364) (267,324) 2,040 0.8%
Other operating expenses (197,423) (202,736) (202,363) 373 (0.2%) (152,892) (150,963) 1,929 (1.3%)
CIP gap to target delivery 0 0
FRP gap to target delivery 0 0
Additional savings required 4,524 4,524
Reserves (6,199) (1,769) (198) 1,571 88.8% (1,098) 0 1,098 100.0%

Total Operating Expenses (560,294) (562,960) (557,597) 5,363 1.0% (423,354) (418,287) 5,067 1.2%

EBITDA 47,036 46,854 44,559 (2,295) 4.9% 36,687 34,004 (2,683) (7.3%)

Profit / loss on asset disposals 0 182 219 37 177 219 42
Depreciation (20,894) (20,894) (20,894) 0 (15,669) (15,646) 23
Interest Receivable 115 115 77 (38) 86 62 (24)
Interest Charges (465) (465) (465) 0 (321) (338) (17)
Financing Costs (22,278) (22,278) (22,278) 0 (16,748) (16,733) 15
Unwinding Discount (34) (34) (35) (1) (34) (35) (1)
PDC Dividend (2,214) (2,214) (1,847) 367 (1,665) (1,385) 280
Impairments 0 0 (559) (559) 0 (559) (559)

Net Surplus/(Deficit) 1,266 1,266 (1,223) (2,489) 196.6% 2,513 (411) (2,924) (116.4%)

EBITDA % 7.7% 7.7% 7.4% 8.0% 7.5%
Net Surplus % 0.2% 0.2% (0.2%) 0.5% (0.1%)

Technical Adjustments:
Donated/Government grant assets 
adjustment

(166) (166) (601) (435) (262.0%) 167 168 1 0.6%

Impairments 0 0 559 559 0 559 559  

Trust Position Post Technical 
Adjustment 1,100 1,100 (1,265) (2,365) (215.0%) 2,680 316 (2,364) (88.2%)

9 months ended 
31st December 2016

Year to date Variance to planFull Year Variance to plan
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SOFP – Statement of Financial Position 
Reporting Month December 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 
£16.5m reduction in property, plant and equipment 
against plan as a result of constraints on national 
capital funding and land valuation methodology 
agreed by the Audit Committee. 

• PDC is forecast to increase by £1.7m following the 
approval of the Trust’s funding application for 
replacement of one of its linear accelerators. 

• Significant variances year-to-date is mainly due to 
a combination of: 

• Slippage of £5.5m PFI lifecycle equipment 
• £9m reduction in land valuation 
• A reduction in current trade and other 

receivables of £7.1m from plan 
• Other contributing factors to the year-to-date 

movement is an increase in current provisions by 
£2.2m 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 383,985 367,526 (16,459) 355,171 334,915 (20,256)
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 26,807 868 31,029 39,719 8,690
Total non-current assets 423,241 407,650 (15,591) 399,517 387,951 (11,566)

Current assets
Inventories 13,274 13,274 0 13,274 15,419 2,145
Trade and other receivables 29,308 29,308 0 38,339 27,177 (11,162)
Cash and cash equivalents 2,760 2,760 0 2,740 7,294 4,554

45,342 45,342 0 54,353 49,890 (4,463)
Non-current assets held for sale 0 0 0 0 0 0
Total current assets 45,342 45,342 0 54,353 49,890 (4,463)

Total assets 468,583 452,992 (15,591) 453,870 437,841 (16,029)

Current liabilities
Trade and other payables (59,767) (59,711) 56 (63,667) (62,731) 936
Borrowings (5,860) (5,860) 0 (4,427) (4,428) (1)
DH Interim Revenue Support loan 0 (12,479) (12,479) 0 (12,479) (12,479)
DH Capital loan (3,774) (2,977) 797 (2,489) (2,489) 0
Provisions (194) (194) 0 (878) (4,836) (3,958)
Net current assets/(liabilities) (24,253) (35,879) (11,626) (17,108) (37,073) (19,965)

Total assets less current liabilities 398,988 371,771 (27,217) 382,409 350,878 (31,531)

Non-current liabilities:
Trade and other payables
Borrowings (261,175) (260,168) 1,007 (260,206) (260,246) (40)
DH Interim Revenue Support loan (17,053) (7,414) 9,639 (12,479) 0 12,479
DH Capital loan (20,192) (12,898) 7,294 (16,370) (10,070) 6,300
Provisions (2,260) (2,260) 0 (2,356) (2,358) (2)
Total assets employed 98,308 89,031 (9,277) 90,998 78,204 (12,794)

Financed by taxpayers' equity:
Public dividend capital 60,741 62,413 1,672 60,741 59,330 (1,411)
Retained earnings (14,330) (16,819) (2,489) (13,084) (16,007) (2,923)
Revaluation reserve 51,897 43,437 (8,460) 43,341 34,881 (8,460)

Total Taxpayers' Equity 98,308 89,031 (9,277) 90,998 78,204 (12,794)

9 months ended 
31st December 2016

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

Integrated Quality, Performance and Finance Reporting Framework 

Overview 
 The Trust is forecasting delivery of £26.0m against £26.5m of potentially identified 

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

  

 The Trust is reporting a year-to-date delivery of £20.3m. This gives a £1.6m (109%) favourable 
position against year-to-date target of £18.7m. 

  

  

 The improvement in forecast position (£0.1m) from previous month is mainly driven by 
documentation of additional savings within Renal and Acute. 

  
 

 The Trust has set and allocated a target of £25.9m for 2017/18 to Groups. The target 
represents 5% of the Trust’s operating expenditure for 2017/18 plan. To date, Groups have 
documented planned savings of £4.7m and aim to have identified 85% of the target by 31st 
March. 

 
 

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

Each scheme, at QIA requires clinical approval from the 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 M9, 97% of the 
documented 304 schemes have been fully assessed by both CD and MM; of 
these 94% have been assessed and signed-off by the CMO and 83% by the 
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 114 schemes awaiting final sign-off and 138 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. £7.3m delivered against plan 
as at month 9. 
 Of the £4.8m outstanding, £3.8m 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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31st 
December  

2016 

Workforce  
TDA Plan 

Variation 
from Plan 

Last 
Month’s 
Variation 
from Plan 

ISS 

WTE 6859.09 6853 6.09 8.37 537.8 

WTE 
including ISS 

7396.89 

        

Headcount 7809       697 

Headcount 
including ISS 

8506 

        

*The above figures do not include 1518 bank only staff (Zero 
contracted hours).  
 

The Trust’s staff in post is 6.09 WTE ahead of the workforce plan of 
6853 WTE. 
 

The Trust’s monthly staff in post has increased by 11.37 WTE from 
Nov 2016 figures.  
 

Staff Group 

Staff In  
Post WTE  
3oth Nov 

2016 

Staff In Post 
WTE 31st 
Dec 2016 

Variance 
(WTE) % Variance 

Add Prof 
Scientific and 
Technic 

231.74 235.43 3.69 1.57% 

Additional 
Clinical 
Services 

1581.59 1553.54 -28.04 -1.81% 

Administrative 
and Clerical 1188.52 1189.45 0.93 0.08% 

Allied Health 
Professionals 409.67 411.97 2.31 0.56% 

Estates and 
Ancillary 5.00 5.00 0.00 0.00% 

Healthcare 
Scientists 328.63 327.03 -1.60 -0.49% 

Medical and 
Dental 928.03 936.89 8.86 0.95% 

Nursing and 
Midwifery 
Registered 

2127.79 2153.01 25.23 1.17% 

Students 46.76 46.76 0.00 0.00% 
Totals 6847.72 6859.09 11.37 0.17% 
ISS 539.30 537.80 -1.50 -0.28% 

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

  

NHSI Rate Caps | Percentage of Shifts Booked Over Cap 
• 98.43% of Medical Agency shifts remain above 

cap. This is due to the specialist skills required 
when booking agency workers and not being 
able to secure these skills at a reduced rate. 

• Nursing shifts over cap have fluctuated 
between 42% to 47% which is a positive 
decrease compared to November.   

• Various staff groups continue to have a 
positive reduction in usage above cap rates 
although Nursing and A&C have increased. 

• The starters results for December highlight 
that 3 WTE Newly Qualified Nurses have 
commenced in post compared to 6.8 last 
month. New starters for Nursing totalled 9.9 
WTE in December.  

• The forecast new starters for Nursing next 
month is 20 (Source – Resourcing 
Department). 
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Pay Costs | Provided by Finance Temporary costs equate to 22% of the Trust’s total 
pay bill (£29,787,825), this is a increase of 8.15% 
from November 2016.  
Agency costs against total costs decreased from 
7.93% to 7.62%. 
There was an overall decrease in total agency 
spend by £110k against November 2016.  Agency 
spend by Medical staff  has decreased by £107k 
with Nursing Spend increasing by £13k and other 
agency spend decreasing by £16k. 
Bank and overtime usage decreased to £1,756,851, 
minus £21k and is 5.90% of the total spend. 
The substantive pay bill has decreased by £111k 
from November to December. 
The overall pay bill for December 2016 is £243k 
below the November 2016 pay bill due to the 
decrease in all areas of spend apart from agency 
Nursing. Absence | Specialty Group 

The overall Trust sickness 
absence rate is above the 4% 
target for the second time in 
seven months decreasing by 
0.6% in December to 4.38%. 
This increase reflects historical 
trends where sickness rates 
increase in the winter months.  
The top reasons for absence were 
Cold/Flu and Gastrointestinal 
problems. 
Ten specialty groups have not 
met the 4% target, five groups 
have achieved the target in 
December. Trauma & 
Orthopaedics has the lowest 
absence figure of 2.56%.  

Absence | Month 

Specialty Group
% Abs 
Rate 
(WTE)

Cardiac & Respiratory 3.81%
Care of the Elderly 7.54%
Clinical Support Services Specialty Group 4.15%
Core Functions 3.27%
Diagnostic Services 4.18%
Emergency Department Specialty Group 4.93%
Hospital of St Cross 3.59%
Neurosciences Specialty Group 5.93%
Oncology and Haematology 5.29%
Renal Specialty Group 4.75%
Specialist Medicine & Ophthalmology 6.24%
Surgery Specialty Group 3.66%
Theatres and Anaesthetics Specialty Group 5.05%
Trauma & Orthopaedics Specialty Group 2.56%
Women & Children Specialty Group 4.48%

Trust Totals 4.38%
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Mandatory Training | Topics 

• Mandatory Training compliance is currently 87.24% a small increase of 0.13 % against November 2016. 

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

• One topic is below 60% Immediate Life Support (ILS) – Annual at 26.98%. 

• 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 61.51 % in December. 

• Immediate Life Support (26.98%) is recorded against the Cardiac and Respiratory group and only two departments ECG and Cardiac Rehab. 
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Date  26 January 2017 
 
 
1. Purpose  

 
This paper presents the Care Quality Commission’s (CQC) inspection report of 
Outpatients and Diagnostic Imaging Services at University Hospital published on 12 
January 2017.  
 
2. Background and Links to Previous Papers 
 
The CQC undertook a Comprehensive Inspection of services delivered by the Trust in 
March 2015.  At that time the CQC rated Outpatients and Diagnostic Imaging Services on 
the University Hospital site as ‘Requires Improvement’ for domains; Caring, Responsive 
and Well Led, and ‘Inadequate’ for Safe.  The Effective domain was not rated.    
 
 
3. Narrative 
 
The CQC revisited the Trust on 28 September 2016 to inspect the Outpatients and 
Diagnostic Imaging Services on the University Hospital site.  The Trust received the 
CQC’s draft inspection report on 29 November 2016 for comment on factual accuracy. A 
factual accuracy response was sent to the CQC on 15 December 2016.   The final report 
was published on the CQC website on 12 January 2017 with all factual accuracy 
comments having been adopted.   The published report is attached.   
 
As a result of the inspection the CQC has revised its ratings for Safe, from ‘Inadequate’ to 
‘Requires Improvement’, and Caring from ‘Requires Improvement’ to ‘Good’.  All other 
ratings remain the same.  The overall CQC ratings for the Trust have not changed.   
 
As well as good practice, the report highlights a number of areas that the Trust must 
improve, namely:  

• Storage of medicines 
• Incident reporting 
• Infection control practices 
• Transfer of patient information between clinicians  

 
Alongside these ‘Must Do’ improvements, the CQC identified 10 areas the Trust should 
improve, as detailed in the report’s executive summary.  
 
The Trust will now develop an Action Plan in response to the findings in the published 
report.  This will be shared with the CQC before 10 February 2017.    
 
 



4. Areas of Risk 
 
There are a number of risks associated with the non-compliance of recommendations 
made within the CQC inspection report.  These are:  
 

• Patients do not experience a high quality, safe service 
• The Trust does not meet its statutory duties 

 
These risks are mitigated through delivery and completion of the identified actions within 
the report’s associated Action Plan.  
 
5. Governance  
 
The actions identified within the Action Plan will address areas for improvement in 
compliance of statutory regulations within the Health and Social Care Act 2008 (amended 
2014).    
 
Progress against the Action Plan will be monitored by the Chief Inspector of Hospital 
Programme Board on a six weekly basis, with oversight by the Quality Governance 
Committee.  
 
6. Responsibility 
 
The Chief Nursing Officer is the nominated manager for CQC activities within the Trust, 
and thus has responsibility for ensuring the delivery of the Trust’s response to the 
recommendations made within the CQC’s inspection report.  
 
7. Recommendations 
 
The Board is invited to note the CQC’s Inspection Report of Outpatient and Diagnostic 
Services at University Hospital.  
  
 
Name and Title of Author:  Sue Basham, Associate Director of Quality 
Date: 12 January 2017 
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This report describes our judgement of the quality of care at this hospital. It is based on a combination of what we found
when we inspected, information from our ‘Intelligent Monitoring’ system, and information given to us from patients, the
public and other organisations.

Ratings

Outpatients and diagnostic imaging Requires improvement –––

University Hospitals Coventry and Warwickshire NHS
Trust

UniverUniversitysity HospitHospitalal
Quality Report

Clifford Bridge Road
Coventry CV2 2TX
Tel: 024 7696 4000
Website: www.uhcw.nhs.uk

Date of inspection visit: 28 September 2016
Date of publication: 12/01/2017
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Letter from the Chief Inspector of Hospitals

University Hospitals Coventry and Warwickshire NHS Trust is one of the UK’s largest trusts and serves a population of
about 1,000,000 across Coventry, Warwickshire and beyond. Inpatient and outpatient services are provided from two
hospital sites, University Hospital at Coventry and Hospital of St Cross, at Rugby. In total, the trust has 1,250 beds and
provides both elective and emergency care. A major trauma centre, University Hospital specialises in cardiology,
neurosurgery, stroke, joint replacements, in vitro fertilisation and maternal health, diabetes, cancer care and kidney
transplants.

During this inspection we only inspected outpatient and diagnostic imaging services provided by University Hospital.
This was an unannounced follow up inspection on 28 September 2016, due to the outpatient and diagnostic imaging
service being rated ‘inadequate’ for safe in our March 2015 comprehensive inspection.

We did not inspect any other services provided by the trust. Therefore, the overall rating for University Hospitals
Coventry and Warwickshire NHS Trust remains as requires improvement, as per the March 2015 inspection.

Overall, we rated outpatient and diagnostic imaging services at University Hospital as requires improvement with three
of the five questions we ask, safe, responsive and well led being judged as requiring improvement.

We rated caring as good. Patients were treated with kindness, dignity and respect.

Our key findings were as follows:

• Staff were aware of their responsibilities and understood the need to raise concerns and report incidents. However,
we did find that in some areas incidents were not always reported in line with trust policy.

• Learning and feedback from incidents was inconsistent. The action taken as a result of some incidents did not always
address the cause of the incident.

• Governance systems were in place to monitor and assess risk, but these were not always accurately recorded.
• In ophthalmology there were medicines that were not securely stored.
• Systems in place to prevent and protect people from a healthcare associated infection were not always followed.
• There was inconsistent handover of inpatients when they arrived and waited for their radiology investigation or

procedure.
• Patients were not always kept informed about how long they were expected to wait to be seen in clinic. Some

patients arriving for their appointments waited a considerable time to be seen. In ophthalmology patients left the
clinic without being seen due to the long waits.

• We identified areas in radiology where there was insufficient action taken to maintain patient privacy and dignity.

However, we also found that:

• Patients were treated with compassion, kindness, dignity and respect.
• Patients we spoke with felt well informed about their care and treatment.
• The trust was generally meeting referral to treatment times.
• There were facilities to meet the needs of patients with complex conditions.
• Staff described when the duty of candour applied and demonstrated an understanding of when it should be

implemented.
• Arrangements were in place to safeguard adults and children from abuse.
• Staffing levels and skill mix were planned and reviewed so that patients received safe care and treatment. Where

there had been staff shortages, we saw no evidence of patients coming directly to harm.
• There was a systematic programme of clinical and internal audit.
• Staff were encouraged to suggest improvements.
• Most staff felt that managers were visible, supportive and approachable.

Summary of findings
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• Staff were proud to work at the hospital and passionate about the care they provided.

There were areas of poor practice where the trust needs to make improvements.

Importantly, the trust must:

• The trust must ensure all medicines are stored in accordance with trust polices and national guidance.

• The trust must ensure all incidents are reported in line with trust policy.
• The trust must ensure that infection control practices follow trust policy and recommended guidance, including

correct hand hygiene and use of personal protective equipment.

• Ensure there is a robust policy for transporting patients with an infection or who may be at risk of acquiring an
infection in the hospital, so that staff are aware that special precautions need to be put in place to protect the patient
and the public.

• The trust must ensure that there sufficient patient information handed over between clinicians to ensure that the
health, safety and welfare of the patients is maintained.

In addition the trust should:

• The trust should ensure all staff have received their required mandatory training to ensure they are competent to
fulfil their role.

• The trust should ensure staff receive appraisals which meet the trust target.
• The trust should ensure that patients are able to access outpatient services in a timely way for initial assessments,

diagnoses and/or treatment, with the aim of meeting trust and national targets.
• The trust should ensure that all risks are identified on the risk register and appropriate mitigating actions taken.
• The trust should ensure that meeting minutes clearly record recommendations and lessons learnt from incidents.
• The trust should ensure equipment is always stored appropriately and fit for use.
• The trust should ensure that staff in phlebotomy ask if they have any allergies prior to the application of the cleaning

spray.
• The trust should ensure that hazardous chemicals are stored in line with Control of Substances Hazardous to Health

Regulations 2002.
• The trust should ensure that patents privacy and dignity is protected at all times, in particular within radiology.
• The trust should minimise the percentage of outpatient clinics cancelled.

Professor Sir Mike Richards
Chief Inspector of Hospitals

Summary of findings
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Our judgements about each of the main services

Service Rating Why have we given this rating?
Outpatients
and
diagnostic
imaging

Requires improvement ––– Overall, we rated the outpatient and diagnostic
imaging service as requires improvement because:

• Staff were aware of their responsibilities and
understood the need to raise concerns and report
incidents. However, we did find that in some
areas incidents were not always reported in line
with trust policy.

• Learning and feedback from incidents was
inconsistent. The action taken as a result of some
incidents did not always address the cause of the
incident.

• Governance systems were in place to monitor
and assess risk, but these were not always
accurately recorded.

• In ophthalmology there were medicines that were
not securely stored.

• Systems in place to prevent and protect people
from a healthcare associated infection were not
always followed.

• There was inconsistent handover of inpatients
when they arrived and waited for their radiology
investigation or procedure.

• Patients were not always kept informed about
how long they were expected to wait to be seen in
clinic. Some patients arriving for their
appointments waited a considerable time to be
seen. In ophthalmology patients left the clinic
without being seen due to the long waits.

• We identified areas in radiology where there was
insufficient action taken to maintain patient
privacy and dignity.

However, we also found that:

• Patients were treated with compassion, kindness,
dignity and respect.

• Patients we spoke with felt well informed about
their care and treatment.

• The trust was generally meeting referral to
treatment times.

• There were facilities to meet the needs of patients
with complex conditions.

Summaryoffindings

Summary of findings
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• Staff described when the duty of candour applied
and demonstrated an understanding of when it
should be implemented.

• Arrangements were in place to safeguard adults
and children from abuse.

• Staffing levels and skill mix were planned and
reviewed so that patients received safe care and
treatment. Where there had been staff shortages,
we saw no evidence of patients coming directly to
harm.

• There was a systematic programme of clinical
and internal audit.

• Staff were encouraged to suggest improvements.
• Most staff felt that managers were visible,

supportive and approachable.
• Staff were proud to work at the hospital and

passionate about the care they provided.

Summaryoffindings

Summary of findings
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UniverUniversitysity HospitHospitalal
Detailed findings

Services we looked at
Outpatients and diagnostic imaging;
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Background to University Hospital

University Hospitals Coventry and Warwickshire NHS
Trust is one of the UK’s largest trusts and serves a
population of about 1,000,000 across Coventry,
Warwickshire and beyond. Inpatient and outpatient
services are provided from two hospital sites, University
Hospital at Coventry and Hospital of St Cross, at Rugby. In
total, the trust has 1,250 beds and provides both elective
and emergency care. A major trauma centre, University
Hospital specialises in cardiology, neurosurgery, stroke,
joint replacements, in vitro fertilisation and maternal
health, diabetes, cancer care and kidney transplants.

During this inspection we only inspected outpatient and
diagnostic imaging services provided by University
Hospital. This was an unannounced follow up inspection
due to the outpatient and diagnostic imaging service
being rated ‘inadequate’ for safe in our March 2015
comprehensive inspection.

We did not inspect any other services provided by the
trust. Therefore, the overall rating for University Hospitals
Coventry and Warwickshire NHS Trust remains as
requires improvement, as per the March 2015 inspection.

Our inspection team

Our inspection team was led by:

Head of Hospital Inspections: Charlotte Rudge, Care
Quality Commission (CQC)

The team included three CQC inspectors and a specialist
advisor radiologist.

How we carried out this inspection

To get to the heart of patients’ experiences of care, we
always ask the following five questions of every service
and provider:

• Is it safe?
• Is it effective?
• Is it caring?
• Is it responsive of people’s needs?
• Is it well-led?

We carried out this inspection as part of our follow-up
programme of re-visiting trusts which had inadequate
domain ratings following our comprehensive inspection.
We undertook an unannounced inspection on 28
September 2016.

Before visiting, we reviewed a range of information we
held about University Hospital, as well as information
available regarding the outpatient and diagnostic
imaging services performance.

Detailed findings

7 University Hospital Quality Report 12/01/2017



We talked with patients and staff from outpatient and
diagnostic imaging services.

We spoke with staff individually as requested.

We would like to thank all staff, patients and carers for
sharing their balanced views and experiences of the
quality of care and treatment at University Hospital.

Facts and data about University Hospital

University Hospitals Coventry and Warwickshire NHS
Trust employs 6767.9 whole time equivalent (WTE) staff
as of August 2016, with a head count of 7718 staff
members. The trust’s staff in post is 27.1 WTE behind the
workforce plan of 6795 WTE. The trust’s monthly staff in
post has increased by 44.0 WTE from the July 2016
figures. The vacancy rate compared to funded
establishment indicator has improved but remains above
the target of 10% for August 2016. This is reflected in the
agency costs against total costs which has decreased
from 8.9% to 8.4%.

As of August 2016 the trust’s is reporting a £1.8m deficit
year-to-date against a planned year-to-date deficit of
£1.1m. This is a further deterioration of £0.36m in actual
position from previous month. The trust is forecasting
delivery of £24.1m against £24.5m of potentially identified
savings. This gives a potential forecast under-delivery of
£1.4m against the trust revised cost improvement
programme target of £25.5m for 2016/17.

Activity

Hospital Episode Statistics for March 2015 to February
2016 showed that there were 719,363 outpatient
appointments for this trust. University Hospital
accounted for 650,254 (90%) of these outpatient
appointments.

The trust in 2015/16 admitted 158,193 patients with
184,966 attendances to the emergency department. The

first quarter of 2016/17 the bed occupancy at the hospital
was 98.9%. This did not meet the trust target of 93% and
was worse than the national average (88.2%). It is
generally accepted that bed occupancy over 85% is the
level at which it can start to affect the quality of care
provided to patients and the orderly running of a
hospital.

Population served

The trust provides hospital care to a population about
1,000,000 across Coventry, Warwickshire and beyond.

Deprivation

Coventry is ranked 46 out of 326 Local Authorities in the
Indices of Multiple Deprivation, with deprivation levels in
the most deprived 20% compared to other Local
Authorities. This is in comparison to the districts of
Warwickshire which are ranked: North Warwickshire 160,
Nuneaton and Bedworth 110, Rugby 249, Warwick 187
and Stratford Upon Avon 274, where deprivation levels
are in the least deprived 20% compared to other local
authorities.

About 27% of children live in poverty. Life expectancy for
both men and women is worse than the England average.
The rate of statutory homelessness, teenage pregnancy,
physical activity in adults and hospital stays for alcohol
related harm and self-harm is worse than the England
average.

Our ratings for this hospital

Our ratings for this hospital are:

Safe Effective Caring Responsive Well-led Overall

Outpatients and
diagnostic imaging

Requires
improvement Not rated Good Requires

improvement
Requires

improvement
Requires

improvement

Overall N/A N/A N/A N/A N/A N/A

Detailed findings
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Notes
We are currently not confident that we are collecting
sufficient evidence to rate effectiveness for outpatients
and diagnostic imaging.

Detailed findings
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Safe Requires improvement –––

Effective Not sufficient evidence to rate –––

Caring Good –––

Responsive Requires improvement –––

Well-led Requires improvement –––

Overall Requires improvement –––

Information about the service
Outpatient services at the University Hospital in Coventry
are located throughout the hospital, with a hub situated on
the ground floor, which is served by several reception
desks. From March 2015 to February 2016 the trust
facilitated 650,254 outpatient appointments at University
Hospital.

The hospital provides outpatient services covering a range
of specialities and conditions including, medicine such as
cardiology, ophthalmology, neurology, rheumatology,
diabetes, respiratory and elderly medicine. There were
surgical clinics such as ear, nose and throat, colorectal,
vascular, orthopaedics and trauma. Blood test services
were provided within the outpatient department.

The fracture clinic and dermatology clinics were nearby the
main outpatient department, with separate receptions and
facilities.

We also visited the Wisdem Centre, which is located on the
University Hospital site. The centre provides clinical
support to patients with diabetes and related hormonal
illness through education and research, and physiotherapy.

The radiology department located on the ground floor,
supported outpatient clinics as well as inpatients,
emergency and GP referrals and provided imaging for the
diagnosis and interventional treatment of a number of
conditions.

During our inspection we spoke with nine patients as well
as some of their relatives. We also spoke with 17 members
of staff including nurses, radiographers and radiography

assistants, reception and booking staff, secretaries,
managers, cleaning staff, health care assistants, medical
students, doctors, consultants, therapists and
phlebotomists.

We observed care, including a patient and doctor
consultation. We also reviewed performance information
about the department and the trust.

Outpatientsanddiagnosticimaging
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Summary of findings
Overall, we rated the outpatient and diagnostic imaging
service as requires improvement because:

• Staff were aware of their responsibilities and
understood the need to raise concerns and report
incidents. However, we did find that in some areas
incidents were not always reported in line with trust
policy.

• Learning and feedback from incidents was
inconsistent. The action taken as a result of some
incidents did not always address the cause of the
incident.

• Governance systems were in place to monitor and
assess risk, but these were not always accurately
recorded.

• In ophthalmology there were medicines that were
not securely stored.

• Systems in place to prevent and protect people from
a healthcare associated infection were not always
followed. Although there were some improvements
in outpatients since our March 2015 inspection,
infection control practices in radiology required
improvement.

• There was inconsistent handover of inpatients when
they arrived and waited for their radiology
investigation or procedure.

• Patients were not always kept informed about how
long they were expected to wait to be seen in clinic.
Some patients arriving for their appointments waited
a considerable time to be seen. In ophthalmology
patients left the clinic without being seen due to the
long waits.

However, we also found that:

• Patients were treated with compassion, kindness,
dignity and respect.

• Patients we spoke with felt well informed about their
care and treatment.

• The trust was generally meeting referral to treatment
times.

• There were facilities to meet the needs of patients
with complex conditions.

• Staff described when the duty of candour applied
and demonstrated an understanding of when it
should be implemented.

• Arrangements were in place to safeguard adults and
children from abuse.

• Staffing levels and skill mix were planned and
reviewed so that patients received safe care and
treatment. Where there had been staff shortages, we
saw no evidence of patients coming directly to harm.

• There was a systematic programme of clinical and
internal audit.

• Staff were encouraged to suggest improvements.
• Most staff felt that managers were visible, supportive

and approachable.
• Staff were proud to work at the hospital and

passionate about the care they provided.

Outpatientsanddiagnosticimaging
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Are outpatient and diagnostic imaging
services safe?

Requires improvement –––

Overall, we rated the outpatient and diagnostic imaging
service as requires improvement for being safe because:

• Staff were aware of their responsibilities and
understood the need to raise concerns and report
incidents. However, we did find that in some areas
incidents were not always reported in line with trust
policy.

• Learning and feedback from incidents was inconsistent.
The action taken as a result of some incidents did not
always address the cause of the incident.

• In ophthalmology there were medicines that were not
securely stored.

• Systems in place to prevent and protect people from a
healthcare associated infection were not always
followed.

• There was inconsistent handover of inpatients when
they arrived and waited for their radiology investigation
or procedure.

• Not all staff were up to date with mandatory training.

However, we also found that:

• Staff described when the duty of candour applied and
demonstrated an understanding of when it should be
implemented.

• The trust had a major incident plan which was available
to staff on the intranet and staff participated in “mock”
major incident events

• Arrangements were in place to safeguard adults and
children from abuse.

• The department had introduced effective systems to
ensure appropriate and up-to-date information was
made available for clinicians to review patients who
attended outpatient appointments.

• Staffing levels and skill mix were planned and reviewed
so that patients received safe care and treatment.
Where there had been staff shortages, we saw no
evidence of patients coming directly to harm.

Incidents

• There had been no never events reported for outpatient
and diagnostic imaging services from August 2015 to

July 2016. Never events are serious incidents that are
wholly preventable as guidance or safety
recommendations that provide strong systemic
protective barriers are available at a national level and
should have been implemented by all healthcare
providers.

• There had been no serious incidents reported for
outpatient and diagnostic imaging services from August
2015 to July 2016.

• There were arrangements in place to implement good
practice and an open culture to encourage focus on
patient safety and risk management practices. Patients
were generally protected from abuse and avoidable
harm, as most staff had confidence in reporting
incidents.

• Most staff confirmed they knew how to escalate and
record incidents using the trusts incident reporting
system. However, not all staff recorded incidents in line
with the trust incident reporting policy. For example,
nursing staff within the ophthalmology department told
us that due to work pressure, they did not always report
incidents on the electronic system which meant they did
not comply with trust policy.

• The May 2016 board walk round review visit to
ophthalmology (where executive team members visited
the department) identified that the incident reporting
culture was low. The review recognised the need to
encourage incident reporting and to understand why
reporting was low. However, we did not see an action
plan to address this issue which meant there was a risk
of staff not having all the information required to ensure
lessons were learnt throughout the service.

• Four nursing staff in ophthalmology told us they did not
receive feedback from incidents submitted. This meant
we were not assured learning was always identified from
incidents reported.

• One phlebotomist told us they did not complete an
incident form following a needle stick injury. However,
they did go to the occupational health department and
reported the incident there. We were unsure if the
incident had then been reported via the electronic
system.

• We saw patient safety incidents from September 2015 to
August 2016 for the outpatient service. All were
categorised between no harm and moderate harm. The
majority of incidents related to delays in outpatients
and poor communication. We saw the immediate action
taken to redress the situation.

Outpatientsanddiagnosticimaging
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• However, the action taken as a result of some incidents
were unclear or did not always address the cause of the
incident. For example, one incident denoted a patient
who required a wheelchair to attend clinic, it took 90
minutes for a wheelchair to be sourced, which meant
the appointment was late. The action stated ‘No actions
required. A wheel chair was eventually found’. However,
this did not solve the issue for the future if another
patient required the use of a wheelchair. Another
incident reported an outpatient appointment for a
patient with complex needs was cancelled due to
transport services not being able to collect the patient
at the required time. There was no immediate action
documented but the long term action stated ‘reporting
this incident highlights potential repeated issues with
the quality and provision of transport services’, which
did not address the underlying issues.

• Staff in radiology were able to describe how they
completed an incident form using the electronic
reporting system. They told us how the form was
processed and who was responsible for investigating
the incident. We were told feedback was always
provided at team meetings so that everyone could learn
from the incident. We saw the radiation protection
committee meeting minutes from June 2016 where an
incident from the radiology department had been
discussed and actions were put in place to reduce the
likelihood of similar incidents occurring in future.

• The radiation protection committee oversaw the
development and operation of the radiation risk
management arrangements within the trust. Radiology
staff were able to tells us how an incident had led to
improved practice, including the introduction of a check
list for patients required to take medication at home
prior to their appointment. This had reduced the
number of patients attending appointments that had
not prepared correctly for their test, avoiding ineffective
appointments and unnecessary exposure to radiation.

• From November 2014, NHS providers were required to
comply with the Duty of Candour Regulation 20 of the
Health and Social Care Act 2008 (Regulated Activities)
Regulations 2014. The duty of candour is a regulatory
duty that relates to openness and transparency and
requires providers of health and social care services to
notify patients (or other relevant persons) of ‘certain
notifiable safety incidents’ and provide reasonable
support to that person.

• Staff described when the duty of candour applied and
demonstrated an understanding of when it should be
implemented.

Cleanliness, infection control and hygiene

• Systems were in place to prevent and protect people
from a healthcare associated infection. However, these
were not always consistently followed.

• All areas we inspected, including clinical and waiting
areas, were visibly clean and tidy.

• Toilets were clean and well equipped with hand
washing gels and paper towels. We were told that since
our March 2015 inspection hand air driers had been
installed to prevent the incorrect disposal of paper
towels and help ensure the area remained clean and
tidy.

• There was a baby nappy change facility located outside
x-ray room three, but this area had no access to hand
washing facilities.

• We saw clinical rooms had facilities for the disposal of
clinical waste and sharps. Waste management was
handled appropriately, with separate colour coded
arrangements for general waste, clinical waste and
recycling. Clinical bins had foot pedal operated lids and
were not overfilled. Sharps bins observed were
assembled correctly, signed, dated and not overfilled.

• Hand sanitising gel dispensers were available in
corridors, waiting areas and clinical rooms. We saw
posters in waiting areas and other communal areas
advising patients and visitors to gel their hands.

• We observed staff were ‘bare below the elbows’ in line
with national guidance for clinical areas. Where one
consultant was not bare below the elbow, we saw the
matron challenge this practice and the consultant rolled
up their sleeves.

• There was access to hand washing facilities and a
supply of personal protective equipment (PPE), which
included gloves and aprons.

• We saw the hand hygiene training compliance audit
from March 2016 to August 2016. The radiology nursing
showed 100% compliance, whilst the fracture clinic
showed a range of between 93% to 100% and the main
outpatient department showed a variance of 86% to
94%. Senior staff confirmed they oversaw the training
figures which enabled them to monitor staffs’ training
and address any outstanding training needs.

• We observed inconsistent hand hygiene in the radiology
and phlebotomy department. We observed staff
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cleaning their hands with alcohol gel after patient
contact. However, we saw hand hygiene was not always
performed immediately before patient contact. For
example, we saw staff accessing computers and writing
notes but did not then re clean their hands prior to their
next patient contact. The hospital’s own policy on hand
hygiene followed guidance produced by the World
Health Organisation’s (WHO) ‘five moments of hand
hygiene’ which stated hands must be decontaminated
immediately prior to every patient contact.

• We saw a health care assistant assist a patient with a
urine bottle wearing gloves but no apron. Best practice
dictates uniforms are protected from splashes when
handling bodily substances (such as urine or blood) by
wearing a disposable plastic apron. The trust’s own
policy on wearing PPE stated gloves and aprons should
be worn when handling bodily substances. In the
fracture clinic we observed a member of staff apply a
sterile dressing to an open wound without wearing an
apron.

• We observed staff wearing gloves inappropriately.
Radiographers wore gloves while pushing patients in
beds and wheelchairs around the department. This
meant staff were not following the WHO (2009)
guidelines on hand hygiene in health care. Gloves worn
in this way prevent normal hand hygiene and have been
linked to increased transmission and transfer of dirt and
germs between pieces of equipment, the environment
and patients. Additionally, prolonged and inappropriate
glove use has been linked to adverse reactions and skin
sensitivity in staff hands (epic3: national evidence-based
guidelines for preventing healthcare-associated
infections in NHS hospitals in England). The trust’s
infection control policy advised gloves should only be
worn if contact with blood or bodily fluids was
anticipated. We asked staff why they were wearing
gloves in these instances, they told us it was for
‘infection control’. Therefore, we could not be assured
that staff were aware and practising in line with the trust
infection control policy or latest guidance.

• There were no designated rooms for treating patients
with communicable diseases, such as influenza or
tuberculosis. Staff told us that if it was necessary to
isolate a patient, an appropriate consultation or
treatment room would be designated for their use. The
patient would not be seated in the waiting area, in order

to reduce the spread of any known communicable
diseases to other patients and visitors. The room would
then be thoroughly cleaned prior to any other patient
use. This was in line with infection control procedures.

• Staff in radiology told us patients with known infections
would be taken straight into x-ray and would not be left
in the waiting area whenever possible.

• Staff in radiology told us that whenever possible an
inpatient with a known infection would be seen last in
the day, at lunchtime if it was an urgent request, or
when fewer patients were in the department. Staff told
us they would be responsible for cleaning the room
following a patient with an infection and were able to
describe the products available in order to carry out this
effectively. We were told there was a rapid response
cleaning team who could attend the department and
carry out a deep clean if required.

• We saw some staff were unaware of infection control
risks in the radiology department. We saw an inpatient
in a wheelchair waiting and holding a catheter bag and
a vomit bowl. Staff were unable to tell us why the
patient had a vomit bowl but one suggested it might be
required for sputum. Two further patients arrived in the
department and were placed either side of the patient,
exposing them potentially to either a gastric or
respiratory infection.

• There was a process in place for staff to share
information about patients with infections, but it was
not always followed. Staff told us they were not always
aware when an inpatient had a known infection
because ward staff did not always handover this
information in advance. Portering staff told us wards
usually completed a red form if the patient had an
infection which was handed to staff in radiology, but
sometimes ward staff were too busy to complete this.
Radiography staff told us a patient’s infection status
could be found using the electronic records system but
this relied on doctors completing the information on the
booking request, which did not always happen.
Historical infections like MRSA could be seen if the
patient had a red flag attached to their electronic
record. However, we were told there were two electronic
systems which contained different information and
things did sometimes get missed.

• We saw patient safety incidents from September 2015 to
August 2016 for radiology. All were categorised between
very low and low harm. Eight incidents reported were
categorised as ‘lack of communication relating to
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infections’, which reflects our findings. Actions form
these incidents included patients returning to radiology
at the end of the day to prevent the spread of infection,
and a need to sees trends and implement a plan if poor
practice continued, however, we saw no plan in place to
resolve this issue.

• At the hospital, MRSA screening compliance was
reported by admitting wards so the hospital did not
audit screen compliance specific to radiology or
outpatient services. Between June 2015 and July 2016
there were 48 reported patients who attended
pre-operatively as non-compliant with MRSA screening.
This was due to delays in elective admissions rather
than pre-operative performance.

• Individual infection control standard audits carried out
by the trust in 29 outpatient areas between March and
September 2016 found compliance cleanliness scores
ranged from 54% to 90%. Examples included; 58% for
main x-ray and 68% for clinic 5 (cardiology). Audits
carried out by the infection control nurse in the same
period showed compliance between 64% and 86%.The
target rate was 85%. Staff told us the audit results were
fedback at team meetings where local actions to
improve compliance were set out and monitored by
senior staff.

• Patient Led Assessment of the Care Environment
(PLACE) cleanliness audit score for University Hospital
for 2016 up to the time of our inspection was 99%. This
was better than the national average of 98%. It was not
possible to obtain PLACE data specifically for the
outpatients and radiology department.

• On the physiotherapy outpatient rehabilitation unit staff
board the daily housekeeping record was displayed,
showing when equipment such as chairs, had been
cleaned and when fridge temperatures had been
checked. From 1 September to 28 September 2016,
there were six working days where the record had not
been completed. This meant that we could not be
assured the checks had been made as required.
However, we saw the department was clean, tidy and
well maintained.

• Cleaning record sheets were available on the
radiography base notice board and these were audited
by the infection and prevention control link
radiographer. The cleaning audit showed that the areas
had been cleaned as per schedule. We saw a cleaning
schedule in the waiting area of the fracture clinic that
had been audited regularly with compliance above 85%.

• We saw appropriate cleaning wipes and chemicals
throughout the departments. We saw fresh cleaning
fluid had been made up daily and this was signed was
dated appropriately. We saw notices on how to dilute
the cleaning fluids to the correct concentration.

• We saw some ready to use hazardous chemicals were
not locked away as per Control of Substances
Hazardous to Health Regulations 2002 (COSHH). In the
x-ray room fresh cleaning fluid was visible on the
worktop areas and although staff would normally be
present when a patient was in x-ray, there was a risk
patients could still access the chemicals.

• We saw blood spillage kits in the phlebotomy clinic
stored on open shelving and not locked away. These kits
contain chemicals which are hazardous to health and
must be stored in a locked cupboard to comply with
COSHH regulations.

• In the ultra sound area, cleaning chemicals were stored
in the clean store. However, we found this room
unlocked during our inspection, despite having a
keypad as some staff were unaware of the access code.

• We saw children’s toys in the radiography area were on a
cleaning rota. However, some of the toys were made of
material which was difficult to clean, including soft toys
and books. This meant that there was a risk these would
not be cleaned appropriately to minimise the spread of
infection.

• The children’s waiting area outside x-ray three
contained a full linen skip which was lined with a plastic
linen bag. This was emptied during our inspection. The
bag contained used adult hospital gowns. This waiting
area also contained a clinical waste bin. Both of these
items were potentially hazardous to children.

• In the radiography clinics we saw clean patient gowns
were stored on open shelving in the patient waiting
areas. These shelves were not covered and therefore,
liable to dust collection. Gowns outside x-ray room three
were on the bottom shelf and also alongside the
children’s toys. These gowns were at risk of splashing
during routine floor cleaning and the shelves were dusty
at the time of our inspection.

• In fracture clinic we saw evidence of daily tap flushing
however, in the radiography department staff told us
they did not record tap flushing. We were told it was the
radiographer’s responsibility to flush the taps daily in
the room they were assigned to work but there was no
system for flushing communal taps or taps in clinical
rooms not in use. Guidance in the Health Building Note
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(HBN) 04-01, safe water in healthcare premises (HBN
04-01) recommends taps are flushed to prevent
contamination of the water supply with Legionella and
Pseudomonas aeruginosa. Staff we spoke to in the
phlebotomy clinic were unaware of tap flushing
requirements but said their taps were run frequently
during working days for hand washing. Areas had been
risk assessed in accordance with usage and patient
group. Each month 62 water samples were tested for
Legionella throughout the hospital. No positive results
for Legionella had been reported for 12 month prior to
the inspection.

• In the phlebotomy clinic we saw staff cleaning patient’s
skin prior to inserting the needle to withdraw blood.
However, staff were using an antiseptic spray solution
containing 20% chlorhexidine and 70% alcohol from a
multi-use bottle and gauze from open multi packs.
Single use antiseptic products containing 2%
chlorhexidine and 70% alcohol are recommended for
aseptic procedures (or povidone iodine in alcohol if
patients are sensitive to chlorhexidine), (epic 3:National
Evidence-Based Guidelines for Preventing
Healthcare-Associated Infections in NHS Hospitals in
England). We saw patients treated in the phlebotomy
clinic were not asked if they had any allergies prior to
the application of the cleaning spray. Chlorhexidine has
been known to cause reactions in patients, including
blistering and anaphylaxis and therefore an assessment
of product suitability should always be undertaken prior
to application (epic 3). The bottles of skin cleaning fluid
were not stored securely and could be accessed by
unauthorised people including patients.

Environment and equipment

• Generally, the design, maintenance and use of facilities
and premises met patients’ needs. The maintenance
and use of equipment kept patients safe.

• Clear and bright coloured signage was in place in the
ophthalmology department to guide patients visiting
the department.

• Resuscitation trolleys were strategically placed (outside
clinics two and ten) within the outpatients department
which ensured easy accessibility to all clinics. There
were grab bags for treating children. Location of the
resuscitation trolleys were displayed within the clinics
visited. Staff spoken with knew the location of these
trolleys.

• We examined the resuscitation trolleys and found
evidence that regular checks had been completed and
documented to ensure the equipment was fit for use.

• The trust maintained equipment including medical
devices. However, during our inspection to
ophthalmology one piece of equipment had
malfunctioned. Although reported on the morning of
the clinic, the service had not received either a
replacement nor had the equipment fixed. The clinician
had to source another room with sufficient equipment
which meant that their clinic began late and was
overrunning.

• Conditions were cramped in the ophthalmology
department. We observed one consultation room was
also used as a telephone triage room. We noted the
phone was frequently ringing which could be a
distraction to patients receiving treatment within the
room. Staff confirmed that confidentiality was a concern
and they often left the phone unanswered whilst they
were attending directly to patients. This meant that they
were unable to provide an effective service to patients
requiring support and/or guidance.

• Radiation warning signs and lights were located outside
all clinical diagnostic imaging areas, such as x-ray.

• The radiography department had separate waiting areas
for inpatients and outpatients. The inpatient area was
open plan but had two areas separated by a half wall.
One area had a notice for patients using ‘’wheelchairs’’,
and one area for ‘bedded patients’’. However, we saw
both groups of patients waiting in the bedded area. Staff
said they only used the wheelchair area during busy
periods, despite the signage. We saw patients in
wheelchairs were in a row facing the patients in beds,
and all areas were mixed sex. There was a risk that due
to the environment it was difficult to maintain a
patient’s privacy and dignity.

• We saw in the radiography inpatient waiting area a
changing room with chairs that were made with fabric
covers. Fabric is difficult to clean and not recommended
for a healthcare environment. One of the chair covers
was badly ripped and exposed the inner padding.

• Equipment was not always stored appropriately. For
example, we saw the patient transfer board was stored
on the floor in the inpatient changing room and there
was an unclean drip stand lying on the floor.

• Changing rooms were clean and small. They had thin
curtains which could compromise privacy for larger
patients.
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• We saw x-ray room three’s heating system was broken
and the room temperature reading was 18 °C. Staff
informed us it was normally 20°C. We saw the fault had
been reported on the day of our inspection and that a
repair was also due that day. A portable heater had
been provided for interim use.

• In the fracture clinic waiting area we saw that all
available seats were taken and that some patients and
visitors were standing. Some patients were waiting in
wheelchairs, which reduced the available space further
in the fixed seating area. We observed two patients who
were brought through the department by transport
services on trolleys. This appeared to be a health and
safety risk as there was very little space available in the
department. The trust advised us at busy times the
fracture clinic had systems in place to try and reduce the
overcrowding, including a bleep system where patients
were asked to wait in the main outpatient area until
their bleep went off and it ensured the responsible
matron would visit the area daily to manage any
problems.

• In the phlebotomy clinic we saw a blood warming
machine was available to keep blood samples at the
correct temperature. Temperatures of the warming
equipment were recorded daily. However, we saw
temperatures regularly above and below the target
range of 40 to 42°C. In August 2016 the temperature had
ranged from 14 to 51°C and no action to rectify this had
been recorded.

Medicines

• We saw the medicines management controlled drug
(CD) audit summary report for July 2016. The audit
supported the Getting the Basics Right 3 programme
which incorporated regulation and legislation
standards, as well as best practice standards that
applied to CDs storage and practice. These included; CD
audit tool from the West Midlands Dispensary Managers,
Department of Health: Safer Management of Controlled
Drugs; A guide to good Practice in Secondary Care (Oct
2007); NHS Business Services Authority; NHS Protect:
Medicines Security Ward/Department Checklist (Jan
2014); National Patient Safety Agency (NPSA) Alerts:
0295 and 0396; and Care Quality Commission (CQC)
Essential Standards Outcome 9: Management of
Medicines (March 2010). Feedback was provided to the
nursing staff involved at the time of the audit. The

results were presented to the medicines management
committee in July 2016. The report showed a
compliance rate of between 82% and 95%. Areas of
compliance included:
▪ All CD cabinets were found locked.
▪ A separate page was used within the CD register for

each drug, formulation and strength.
▪ Entries were supported by two signatories.

• However, the report found four standards which
required immediate action to improve compliance.
These included; :
▪ Standard 1.2 - The CD cupboard in centre for

reproductive medicine did not comply with
legislative standards British Standard (BS): 2881. The
managers for the area had been informed of this
concern in May 2016. The report identified an
immediate recommendation for this cupboard to be
replaced.

▪ Standard 1.18 - CD stock lists were unavailable on or
in the CD cabinet. These were issued by pharmacy
and the audit identified that whilst the CD stock list
review occurred the paper lists, over time, came
away or torn. They were then removed from the CD
cabinets. Arrangements had been made to ensure
stock lists are laminated and re-distributed
throughout the trust.

▪ Standard 1.19 - The results found that pharmacy
quarterly CD stock checks had been undertaken for
the clinics where no stocks were held but only
documented on pharmacy records.

▪ Standard 1.5 - 29% of clinics’ CD cupboards were
found to contain items other than CDs. CD cupboards
must be solely used for the storage of CDs and
immediate arrangements were made to remove and
relocate all other items.

• The service completed a self-assessment of its
medicines storage. We saw the results for the
computerised tomography (CT) and magnetic
resonance imaging (MRI) area for May 2016. The audit
did not identify any issues or concerns. The department
kept medicines, such as sodium chloride 0.9% and
contrast, within locked scanning rooms. The medicines
were kept in the scanning room during clinical sessions
and then locked in a cupboard at the end of the session.

• In the radiology department, staff told us all medication
was locked in the fluoroscopy room. We did not see
medication in any of the other radiology treatment
rooms.
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• In ophthalmology there were medicines that were not
securely stored. For example, we found eye drops
(oxybuprocaine hydrochloride and phenylephrine
hydrochloride) that were on desk in unlocked rooms
accessible via the public corridor.

• The cylinder of oxygen was stored in a room within the
respiratory clinic and was in-date. There was signage on
the door to indicate that a compressed gas was stored
in the room. The Department of Health has produced
guidance on the storage of medical gases and
recommends that the designated room should be
clearly labelled with the types of cylinder contained and
“no smoking” warning signs (Medical gases. Health
Technical Memorandum 02-01: Medical gas pipeline
systems. Part B: Operational management, 2006). This
meant that the service complied with the Department of
Health guidance on the safe storage of compressed
gases.

• To ensure the safety and usage of stored medicines the
service conducted daily recordings of medicine storage
rooms and fridge temperatures. All temperatures were
within the required ranges. However, in outpatient room
408 the seven working days in September 2016 (from 1
September to 27 September 2016) and six working days
in August 2016 had no documentation recorded to
indicate that fridge temperature check had been made.

Records

• Staff informed us that records were being converted to a
new electronic system. However, no date had been set
for when this should occur. Until the electronic system
was implemented staff used a mixture of hard and
electronic copies of records, such as x-rays.

• We saw that the records of patients who attended
outpatient clinics were stored securely to maintain
patient confidentiality.

• Staff told us patient records were usually available in
time for clinics. All records were delivered twice daily
and urgent requests could be made when required.

• Staff within ophthalmology reported missing records as
a concern. We saw this was highlighted in the May 2016
board walk round review visit. This was identified due to
multiple appointments in short time frames. The
missing patient notes was recognised as an area which
required escalation as it caused unnecessary delay in
patient care.

• However, incidents from September 2015 to August
2016 for the outpatient service only had one incident

reported where patient’s notes were missing,
inadequate or illegible. This reflected what nursing staff
in ophthalmology told us, that due to work pressure,
they did not always report incidents on the electronic
system.

• University Hospitals Coventry and Warwickshire NHS
Trust outsourced the health records service. The trust
provided electronic requests for patient records to the
supplier on a daily basis for planned outpatient activity.
From January 2016 to the inspection in September
2016, on average 1.8% of patient records were
unavailable for clinic. This data was for the University
Hospital and St Cross site, the trust were unable to
break the data down into each site. The reasons records
were unavailable was collected and included: the
records were not in the last tracking location; the
supplier was notified the records would be moved/
delivered internally by trust staff, but the records were
not delivered to the clinic location; and the patient
having treatment at another health care provider, that
did not return the records in time for activity at
University Hospitals Coventry and Warwickshire NHS
Trust.

• The trust reported that it was infrequently reported that
patients were not seen by the outpatient clinician if
records were unavailable. This was because there was a
substantial amount of patient information held
electronically, for example, on the trust clinical results
reporting system (CRRS), which assisted the majority of
specialties in providing electronic data.

• The trust reported a series of actions they were
undertaking to reduce the number of unavailable
patient records within outpatient and diagnostics
services. These included: the launch of a new trust
intranet site TrustNav that had a health records section
with guidance for staff, including policies and
procedures and frequently asked questions; training for
staff; and regular reviews of administration processes to
ensure any changes in service did not disregard the
health record requirement.

• The physiotherapy outpatient rehabilitation unit
completed documentation audits and results were
displayed on the staff notice board. For April to
September 2016 they were 95.7% complaint with
standards. There was no action plan displayed on the
board about how they were going to improve but
physiotherapists told us that this had been discussed
within their daily team meetings.
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Safeguarding

• Arrangements were in place to safeguard adults and
children from abuse that reflected relevant legislation
and local requirements.

• Staff members from mixed roles told us how to escalate
a safeguarding concern. Two staff members informed us
how they would access the information on the trust’s
intranet system. We saw a safeguarding flow chart
poster displayed within the main outpatient waiting
area.

• Both the radiology and outpatient services were
compliant with safeguarding adults and children level 2
training. For example, radiology achieved 97% and 98%
respectively, whilst outpatients achieved 100% and
96%.

• The radiology department were 67% compliant with
their level 3 children’s safeguarding training, this
equated to two out of the three required staff being
compliant. The third staff member was booked onto the
next monthly level 3 child protection session to be
delivered in October 2016, which meant that the
department would be 100% compliant.

• The 2015 Child Protection Training Strategy stated that
managers should make an objective decision regarding
level of training required and justify why training is
needed or not needed. There was guidance with the
strategy that reflected national guidance to help
managers make these decisions.

• There were posters advertising current training sessions
on safeguarding vulnerable adults in the imaging
department staff room.

Mandatory training

• Mandatory training covered a range of topics, which
included health and safety, manual handling, infection
prevention control, health and safety and adult basic life
support (BLS). All staff within the service were aware of
the need to attend mandatory training.

• Training was completed as e-learning modules with
some face-to-face sessions, such as mental capacity
awareness.

• The trust used the red, amber and green (RAG) ratings
regarding their mandatory training; with green at 95% or
over, amber between 85% and 95% and red at lower
than 85%. The trust target was 95%. The records
showed that:

▪ Most outpatients’ training was at 100% with an
overall rating of 95%. We saw the following were
rated as red: adult BLS (79%), obtaining venous
blood (83%), the collection and transportation of
blood and blood products (80%), and automated
external defibrillation (77%).

▪ Most radiology mandatory training were rated either
green or amber with the exception of automated
external defibrillation (79%) which was rated red. The
service had achieved an overall total of 94%.

• We spoke to a new member of staff in the radiology
department who told us they had worked in the hospital
for two months. They confirmed they had undergone a
corporate induction during which time they had
received mandatory training in information governance,
fire safety and infection control.

• We saw the notice board in fracture clinic showed 100%
compliance to mandatory training for all nursing and
allied healthcare practitioners in the department.

• Phlebotomy staff showed us their training records which
they accessed via the hospital electronic data base.

• Staff within the ophthalmology department told us they
were often short staffed and found it difficult to get their
training completed.

• We were told some staff had outstanding paediatric life
support training in the fracture clinic but staff were
scheduled to attend this training. Phlebotomy staff told
us they did not have paediatric life support training.

Assessing and responding to patient risk

• Staff we spoke with demonstrated knowledge and
understanding of patient risk, particularly for elderly or
frail patients with more than one medical condition.

• Processes were in place within the outpatients
department to manage patients who present at risk
within the department. For patients in attendance who
showed signs of rapid deterioration a call would be
placed to the emergency response team who attended
the department and assessed the risk to the patient and
the actions to be taken.

• The trust had introduced a rapid access chest and heart
failure pathway for low risk patients in order to manage
patients in an appropriate and timely way. Once a
patient was referred, an appointment would be made
within two weeks to attend the clinic. During our
inspection, we saw a rapid access clinic taking place.
Patients said that they were very happy with the quick
and efficient service.
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• The trust had a clinical procedure for decision to admit
patient from main outpatients and fracture clinic policy.
This provided guidance to staff in the safe transfer of
patients by assessing and responding to the patient risk.

• We saw that inpatients were transported to the
inpatient waiting area on beds and in hospital
wheelchairs. We saw their notes were given to the
administrator’s desk but there was no verbal handover
of the patient. Our previous inspection in March 2016
highlighted a lack of handover as a safety concern. In
response the trust developed a transfer form for ward
staff to complete prior to sending a patient to the
department including information about a patient’s
infection status and whether or not they were subject to
a ‘do not attempt cardio pulmonary resuscitation’
(DNACPR) order. Completed forms were handed to the
radiography assistants on arrival in the department to
ensure important information was shared. The
department had been auditing form completion
compliance. From April 2016 to October 2016 audit
results showed compliance varied between 22% and
47%. On the day of our inspection we saw that six forms
had been completed out of 11 patients (54%) who had
attended that morning.

• Incident reports from September 2015 to August 2016
for the radiology service highlighted seven cases where
there was an inadequate patient handover or incorrect
or insufficient patient information communicated
between staff.

• Radiography staff we spoke with told us nurses usually
did not escort patients to the department, even if
patients had a learning disability or dementia, because
they were too busy in their clinical area. Patients with
additional needs would be provided with extra care by
the radiography assistants. However, radiography staff
told us it was preferential for ward staff to escort
patients with confusion to provide continuity of care.

• The trust used blue pillow cases to identify patients
living with dementia and staff we spoke with were aware
of the blue pillow system. However, several staff in the
radiography department told us blue pillows were not
always available and so there was a risk that patients
living with dementia might not be identified by the
radiographers in a timely manner. The transfer from
ward information form did not contain a specific
screening question for dementia or learning difficulties
but it did have a ‘communication issues’ box which
could be adapted if necessary.

• On arrival to the department a radiography assistant
completed a ‘radiology bed wait form’. This was a tick
sheet containing questions about patient identification
and notes, repositioning, continence and oxygen
requirements.

• In the phlebotomy clinics we saw patients having their
identity confirmed by their name, address and date of
birth. We saw blood samples were labelled immediately
after being taken beside the patient. This helped to
ensure the correct blood results were recorded for each
patient.

Nursing staffing

• There is no national baseline acuity tool for nurse
staffing in outpatients. The trust had developed a staff
ratio calculator to determine staffing requirements
across outpatient services. This was used to calculate
how many nursing and healthcare assistant staff were
required to cover the speciality clinic sessions held per
week.

• Outpatient nursing staff told us that they were very busy
and believed they provided good patient care.

• Where additional staffing was required to cover extra
clinics, sickness or annual leave, this was covered by
bank staff or permanent staff who volunteered to work
over and above their contracted hours. The trust
employed bank staff on an ad hoc basis.

• Staffing within the ophthalmology clinic was generally
sufficient through the use of bank staff. However, staff
said that due to the expertise required within the
service, they did not feel confident in delivering a service
that was safe to patients due to the lack of experience of
bank staff. We spoke with a bank staff member who
confirmed they had received an orientation of the
department but had no experience in working within
ophthalmology. This meant that we could not be
assured that patients were seen by staff that had the
relevant competency to manage the care and welfare of
patients. This had been identified on the risk register.

• Incident reports from September 2015 to August 2016
for outpatients showed that there had been six
incidents relating to lack of suitably trained /skilled
nursing staff. Four in ophthalmology and two in
dermatology. There was no evidence within the reports
that incidents had resulted directly in patient harm but
they had resulted in delays in delivering treatment.
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• We saw the vacancy figures extracted from the
electronic staff record system (ESR) as of August 2016
which showed that:
▪ Within radiology they had recently recruited three

registered nursing whole time equivalent (WTE) staff
who were awaiting start dates.

▪ The trust was funded for 244.7 WTE staff of which
233.3 WTE were contracted within the outpatients
and diagnostic services. This left a vacancy gap of
11.4 WTE staff equating to 5%.

▪ The hospital was funded for 161.8 WTE staff
(registered and unregistered) across the main
outpatient cohorts, of which 138.7 WTE had been
contracted. This left a vacancy gap of 23.1 WTE staff
equating to 14%.

• In the x ray department we saw sufficient radiography
assistants to look after the number of patients waiting
for a procedure.

Medical staffing

• We found that staffing levels and skill mix were planned
and reviewed so that patients received safe care and
treatment.

• In the outpatient department medical staffing for clinics
was arranged by the individual specialities, such as
rheumatology, cardiology, trauma and orthopaedics
and ophthalmology.

• Incident reports from September 2015 to August 2016
for outpatients showed that there had been three
incidents relating to lack of suitably trained /skilled
medical staff. One in ophthalmology, one in paediatrics
and one in renal services. There was no evidence within
the reports that incidents had resulted directly in
patient harm but they had resulted in delays in
delivering treatment.

• Doctors and nurses spoken with said they had a good
working relationship whereby they could discuss any
issues or concerns. This was also confirmed by
administration staff who said they were well supported
by these staff.

• The trust had recognised that recruitment was difficult
and were actively promoting the hospital to recruit
suitably qualified nurses and doctors. The trust had an
active retention and recruitment programme with
ongoing advertisements, local media and university
pitches to promote the hospital’s recruitment
programme.

• Consultants were supported by junior colleagues in
clinics where this was appropriate.

• The imaging and diagnostics team had a total of 28 WTE
locum staff which included 17 radiographers, three
sonographers and eight medical staff. Staff completed
an induction checklist with the manager in the area. The
temporary staffing team arranged for appropriate long
on details for the information technology system and
training was provided locally within the area as part of
reviewing trust documentation and processes.

Major incident awareness and training

• The trust had a major incident plan which was available
to staff on the intranet. Staff said they were informed of
any updates as and when they happened.

• Staff confirmed they participated in “mock” major
incident events. They confirmed a mock incident had
taken place in the last three months. However, they
were unable to confirm how often these took place.

Are outpatient and diagnostic imaging
services effective?

Not sufficient evidence to rate –––

We inspected, but did not rate the service for effectiveness.

We found that:

• Care and treatment was delivered in line with national
guidelines.

• Staff had the information they needed to deliver
effective care and treatment to patients.

• Patient’s pain was managed appropriately.
• Staff demonstrated a good knowledge and

understanding of obtaining consent, Mental Capacity
Act 2005 and Deprivation of Liberty Safeguards.

• Staff understood their roles and responsibility regarding
consent and were aware of how to obtain consent from
patients.

• Staff told us there were training opportunities and staff
were encouraged to take responsibility for organising
their own training.

• Most teams reported effective multidisciplinary working.

However, we also found:
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• Although there was no consistent seven day working
across outpatient, a business case was being explored
to look at this.

• Compliance rates for staff who had received an
appraisal varied across departments.

Evidence-based care and treatment

• We saw evidence that specialities within the outpatients
services delivered care and treatment in line with the
National Institute for Health and Care Excellence (NICE)
and national guidelines where appropriate. For
example, the familial hypercholesterolaemia (FH)
(raised blood cholesterol due to a genetic abnormality)
service followed protocol for all lipid clinics.

• Outpatient and diagnostic services followed the trusts
audit calendar to capture compliance against policy,
procedure, mandatory training and NICE guidance. Data
captured was displayed and reviewed by service leads
to identify trends and development needs.

• The results of the respiratory audit programme for May
2016 showed the trust was on target with the exception
of selecting the audit criteria in line with the NICE Cg 117
Tuberculosis.

• The trust complied with the NICE guidelines on
hyperphosphatemia in chronic kidney disease (CG157).
This was a multi-disciplinary team approach to ensure
patients were managed appropriately. Included was the
appropriate prescription of phosphate binders and
dietary advice by a renal dietitian. The audit for May
2016 identified that 94% (39 patients) had been
reviewed by a dietitian.

• The trust audit programme ensured the service was
compliant with NICE guidance such as; NICE CG 180
Atrial Fibrillation: management of atrial fibrillation and
NICE/British Association of Dermatologist (BAD)
Guidelines CG 153.

• The audit programme results for 2016/17 showed the
audiology service was compliant with British Society of
Audiology recommended procedures.

• Staff we spoke with demonstrated how to access
policies and procedures on the trust intranet.

Pain relief

• We observed doctors and nursing staff asking patients
about their pain whilst attending the clinics. Patients we
spoke with felt their pain was managed appropriately.

• Staff confirmed that when patients presented at the
“hot clinics” they assessed and recorded the patient’s
pain levels. This was commenced in the assessment
clinic where actions to deal with pain management
were discussed.

• The effectiveness of pain relief was evaluated and
recorded in the patient’s records by using the pain scale
within the National Early Warning Score charts. Pain
control issues were referred to the appropriate doctors
who assessed the patient and prescribed the
appropriate medicine as required.

• An assessment of patient pain was made on arrival to
the radiology department. If analgesic pain relief
(medication) was not available, then alternative pain
relief strategies would be tried, for example by
repositioning patients in beds.

• Analgesic cream was available in the phlebotomy clinic
for patients who might experience pain while blood was
taken. This was normally used for children but was
available for adults if required.

• We saw doctors gave patients healthy living advice to
improve their symptoms and reduce pain. This included
advice on who to contact for help with weight loss and
how to get more active during the day.

Patient outcomes

• The follow-up to new appointment rate at the hospital
was in line with the England average during the period
March 2015 to February 2016, at 1:95.

• Clinical audit results from audits were presented at
specialties quality improvement and patient safety
meetings and actions agreed as applicable. The clinical
audit lead for each specialty had overall accountability
for ensuring clinical audit action plans were fully
implemented.

• Patient-Led Assessments of the Care Environment
(PLACE) are a self-assessment of a range of non-clinical
services which contribute to the environment in which
healthcare is delivered in both the NHS and
independent/private healthcare sector in England.
These assessments were introduced in April 2013. The
percentage for food (8%), cleanliness (99%), dignity and
wellbeing (89%) and condition, appearance and
maintenance (95%) had decreased from the previous
year. However, all of these figures were better than the
England average. The trust had implemented an action
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group to review patient catering in order to meet
patient’s needs. This included the introduction of new
patient menus and the replacement of catering and
beverage trolleys.

• The physiotherapy outpatient rehabilitation unit
measures individual patient outcomes, which were not
audited, and did not measure outcomes as a patient
group.

Competent staff

• Staff told us there were training opportunities and staff
were encouraged to take responsibility for organising
their own training.

• Specialist clinic areas provided clinical training for staff
to ensure competence in the speciality. Bespoke
competencies were in place, as well as specific clinical
skills required for specific specialities. For example, staff
confirmed they had attended cannulation and stoma
courses.

• Some staff in ophthalmology were signed up to attend
clinical course later in the year. However, some staff said
they had requested additional training but this was
unavailable due to financial constraints or the lack of
staffing to cover training time. Senior staff acknowledge
that financial resources for study leave and training was
a challenge.

• We spoke with bank staff who confirmed they had
received an orientation of the service they were covering
but no induction. The orientation was not recorded,
which meant that we could not be assured that bank
staff had received the appropriate induction to manage
and monitor the care and welfare of patients visiting the
service.

• All new staff were allocated a mentor who supported
them during their induction. They received an induction
booklet which they completed alongside their
mandatory training. On completion of the booklet staff
were re-assessed to ensure they were competent in their
role.

• We spoke to a new member of staff in the radiology
department who told us they had a competency book
which they were working through and told us they were
booked onto the effective care practitioner course (a
course for assistant healthcare staff to help them gain
skills in looking after patients) in November 2016. They
told us they had a mentor who they worked with
regularly and who helped them with their competency
skills book.

• There was a student notice board in radiology showing
details of mentors available to support students.

• The trust had two doctors identified under Ionising
Radiation (Medical Exposure) Regulations 2000 (IRMER)
as Practitioners for Nuclear Medicine and Position
Emission Tomography (PET) studies within the
examinations listed on their Administration of
Radioactive Substances Advisory Committee (ARSAC
licenses. Nuclear medicine is a branch of medical
imaging that uses small amounts of radioactive material
to diagnose and determine the severity of, or treat a
variety of diseases, including many types of cancers,
heart disease, gastrointestinal, endocrine, neurological
disorders and other abnormalities within the body. PET
is a nuclear medicine, functional imaging technique that
is used to observe metabolic processes in the body. The
ARSAC license holder had responsibility for all aspects of
those particular studies including referrals, justification,
performance and evaluation. The doctors, where
appropriate, delegated some of these duties to
competent staff to enable continuous service provision.

• Under IRMER all diagnostic tests must be completed by
competent operators who hold an ARSAC licence which
enables them to administer radioactive
pharmaceuticals and other non-radioactive medicinal
products specified in the routine clinical protocols. We
saw the policy (dated June 2016) which listed the staff
that had been authorised to carry out these tests.

• Revalidation was introduced by the Nursing and
Midwifery Council (NMC) in April 2016 and this ensured
that all nurses and midwives maintained their
registration every three years. ESR information was
provided every month to all managers and matrons. The
data included the name of all NMC registrants together
with the expiry and revalidation date. Line managers
and matrons reviewed the information to identify and
check on the registrants’ progress with submission.

• There were 81 doctors still to be revalidated due to their
scheduling on the General Medical Council national
timetable. Of these 31 were to be revalidated within the
cycle April 2013 to March 2018. The remaining 50
doctors obtained their licenses after March 2013 and
would be revalidated for the first time in the revalidation
period April 2018 to March 2023. No non-engagement
recommendations had been submitted by the hospital.

• Medical staff appraisals were collated from the trust’s
revalidation management system. The records showed
the trust was 93% compliant which was in line with their
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key performance figure of 90%. Of the 41 doctors who
were non-compliant 10 had valid reasons for not
completing an appraisal (for example, maternity leave,
sick leave, agreed postponement. However, the report
did not identify any actions in the capturing of the
remaining 31 doctors who were non-compliant.

• The trust RAG rated (red, amber, green) staff’s appraisal
compliance. We saw 142 out of 169 staff were up to date
and 27 were out of date, which equated to an overall
rate of 84% (amber). Dermatology had the lowest
compliance at 60% (six staff out of date) and
rheumatology the highest compliance at 100%.

• In radiology we saw 175 out of 201 staff were up to date
and 26 were out of date which equated to an overall
appraisal rate of 87% (amber). CT/MRI radiology was
82% compliant (five out of date), whilst vascular
ultrasound and radiology nursing had achieved 100%
compliance.

Multidisciplinary working

• Five outpatient staff members said they believed
multidisciplinary working between teams was good and
they were proud of this.

• The ophthalmology service had various
multi-disciplinary clinics. The service has led nationally
in training optometrists in enhanced roles such as eye
emergencies and in corneal, vitreo-retinal and medical
retina clinics.

• The ophthalmology department ran a cataract service.
The care pathway provided multidisciplinary input in
the management of patients with cataracts, and relied
on the expertise of numerous professional groups.

• The Wisdem Centre treated patients with diabetes and
related metabolic conditions. We saw good inter
departmental working within the Wisden centre with
good interaction between the different specialities, such
as diabetes and cardiology. Staff said they worked well
with local GP’s and mental health teams to improve the
care of patients through clinical care, education and
research.

• We observed a friendly working relationship between
porters, radiographers and radiography assistants.

• We observed a health care assistant in the outpatient
department working closely with a consultant both
before and after a patient review.

• Volunteers were available in outpatients and worked
closely with reception staff to guide patients to specific
clinical areas.

Seven-day services

• Outpatient clinics were available from 8.30am to
6.30pm, Monday to Friday. When the demand for
appointments was greater than clinic availability, we
were told that further clinics would be created. For
example, Saturday clinics were arranged to
accommodate a backlog of ophthalmology patients.
The matron told us that a seven day working business
case was being explored to manage patient demand.

• There was a dedicated eye casualty service available in
clinic 9, the eye department, between 8.30am and
4.30pm, Monday to Thursday, 8.30am to 4pm on Fridays
and 9am to 12noon on Saturday. Outside these times
patients attended the main emergency department.

• Radiology services were routinely available from 9am to
4pm, Monday to Friday for outpatients. Some radiology
services ran up to 7pm weekdays.

• The pharmacy was available 8.30am to 6pm on
weekdays, and 9am to 1pm on Saturdays.

Access to information

• Staff generally had the information they needed to
deliver effective care and treatment to patients.

• Clinic rooms had computer terminals which enabled
staff to access patient information such as x-rays and
blood results via the electronic reporting system.

• All staff we spoke to were aware of the trust’s intranet
and had access passwords. In radiography we saw a
staff base with two computers for staff use for training
and looking up information on line.

• Inpatients notes were brought to the imaging
department with the patient and handed to the imaging
reception desk on arrival. This meant the radiography
staff had access to a patient’s full medical history if
required.

• Imaging requests were received online and appeared on
the radiographer’s electronic system. Any previous tests
including images and blood test results could be
reviewed online.

• Radiography staff reported inpatients sometimes
arrived for a procedure but were not booked on the
electronic system. This meant radiology staff could not
access that patient’s medical details. This happened
when doctors requested tests but the system had not
been updated in time before the patient arrived in the
department. This meant vital information about a
patient could be missed.
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Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards

• Staff demonstrated a good knowledge and
understanding of obtaining consent, Mental Capacity
Act 2005 (MCA) and Deprivation of Liberty Safeguards
(DoLS). Staff could access these polices from the trust
intranet.

• Staff could describe how they supported patients with
reduced mental capacity and/or dementia. Staff could
name the lead learning disability link nurse within the
trust.

• Staff we spoke to were able to describe the relevant
consent and decision making requirements relating to
MCA and DoLS and understood their responsibilities to
ensure patients were protected.

• We heard radiographers check patient details and ask
for consent from patients before administering
treatment. We saw consent forms in the radiology
department were used for female patients of child
bearing age to declare that they were aware of the
hazard associated with radiation.

• Doctors discussed treatment options during
consultations and where written consent was required
this would be obtained at the time of the outpatient
appointment.

• Patients told us that staff explained planned procedures
or examinations before they were asked to consent to
them being carried out.

• Training data showed that 53 radiology staff and 89
outpatient staff had attended face to face DoLS full day
training provided by the safeguarding team. The online
training package for level 2 adults safeguarding
incorporated MCA and DoLS training. All ward/
departments had a resource folder within their areas for
MCA and DoLS (which could be accessed on the trust’s
intranet system).

• The trust completed consent audits. We saw the May
2016 consent audits for dermatology, oncology and
radiology. The audits were red, amber, green (RAG)
rated. For example; the dermatology audit was
compliant with the exception of; abbreviations used
(77%), job title of the consultant not present (77%), and
no patient date or signature (73%). The oncology audit
was complaint with the exception of “a significant
amount of time (i.e. more than 24 hours) elapsed since
the patient signed the consent form” (73%). The
radiology audit identified areas of concern which

included: is it documented whether any additional
procedures including blood transfusion may be required
(33%), is it documented whether a leaflet has been
provided to the patient (10%) and has the carbon copy
of the consent form been given to the patient (i.e. is the
carbon copy absent from the notes) (37%). All audits
identified the area for improvement and the actions to
be taken.

• We spoke with 3 staff in the phlebotomy service who
confirmed they had MCA training. However, they did not
understand the principles of informed consent and were
unaware of DoLS. Staff said the always asked a patient if
they could take blood but said if a patient had dementia
they would get permission from their family.

Are outpatient and diagnostic imaging
services caring?

Good –––

We rated outpatient and diagnostic imaging services as
good for being caring because:

• Patients were treated with compassion, kindness,
dignity and respect.

• We observed reception staff greet patients in a
courteous and friendly manner and directing them to
the appropriate waiting area.

• Patients we spoke with told us staff had introduced
themselves and we saw this happening throughout the
service.

• There was good rapport between doctors and nurses
with their patients.

• Patients we spoke with felt well informed about their
care and treatment.

• A clinical nurse specialist in the Wisdem Centre
explained how they encouraged patients to self-manage
their condition including sign-posting patients to other
agencies for assistance.

However, we also found:

• We identified areas in radiology where there was
insufficient action taken to maintain patient privacy and
dignity.

Compassionate care
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• We saw patients were treated with compassion,
kindness, dignity and respect.

• During the inspection we observed staff and volunteers
interacting positively and respectfully with patients and
their colleagues.

• We observed reception staff greet patients in a
courteous and friendly manner and directing them to
the appropriate waiting area.

• Patients were provided with the option of being
accompanied by a friend or relative during
consultations. We saw in fracture clinic a patient with a
learning disability was accompanied by a friend who
held their hand throughout the consultation. We saw
doctors and nurses interacting with the patient and their
friend in a caring and compassionate way.

• Chaperones were also available if required. The trust
had a policy on the use of chaperones which stated
that, wherever possible, the chaperone should be of the
same sex as the patient.

• One patient told us that “staff are brilliant, can’t fault
them” and another said that “staff are very good and do
everything they can to help.”

• Patients who arrived at the reception areas stood in a
queue before they were called forward to the reception
desk. This reduced the risk of confidential information
being overheard when patients were asked to confirm
their personal details by the reception staff. The
ophthalmology department had an electronic log in
machine, but this was not working during our inspection
which meant that patients had to queue for the
receptionists. However, we observed one receptionist
shout across the fracture clinic waiting room and clarify
booking information with the patient.

• Patients we spoke to in radiology and outpatients
praised staff for the level of care they received in the
department. One patient said the radiography team
were extremely kind and another said their consultant
never rushed them through their consultation and
always listened to their concerns.

• We saw there was good rapport between doctors and
nurses with their patients. We heard staff laughing with
patients in the fracture clinic. We sat in an outpatient
clinic consultation and we saw the consultant and
patient sharing a joke together. The doctor displayed
good communication skills including eye contact, body
language and listening attentively. The patient told us
they had 100% faith in their doctor.

• We saw two nurses escorting a patient who was
unsteady on their feet back to their family who were
waiting outside.

• We observed staff knocking on clinic doors prior to
entering to respect a patient’s privacy and dignity.
However, we identified some areas where it would be
difficult to maintain patient dignity. For example, we
saw individual changing rooms in radiology were
situated opposite patient waiting areas and we found
some of the cubicles were very small and had thin
curtains. We also saw there was limited space in the
radiology waiting area. Staff told us this lack of space
compromised their ability to respect the privacy and
dignity of bariatric patients in particular. Due to the extra
bed space requirements, these patients would always
be placed in an end space with the curtains closed for
‘’extra privacy’’.

• We saw a female patient in night clothes on a hospital
bed opposite a row of male patients sitting up in
wheelchairs, all awaiting their appointment in radiology.
We observed there was no privacy behind the curtains in
the radiology wait area. If a patient required personal
care or a bed pan for example, conversations were easily
overheard. There had been two incidents reported
where patient dignity had been compromised in
radiology between September 2015 and August 2016.

• Patient-Led Assessments of the Care Environment
(PLACE) scores for privacy and dignity in 2016 were 89%
for the whole trust which was better than the national
average of 84%. Individual outpatients and radiology
department scores were not available.

• We saw the NHS Friends and Family Test (FTT)
questionnaires throughout outpatient departments
with posters, which encouraged patient’s to leave
comments about the service. The FFT was launched by
the NHS in 2013 for all acute trusts. The FFT is a
feedback tool that supports the fundamental principle
that people who use NHS services should have the
opportunity to provide feedback on their experience. It
asks people if they would recommend the services they
have used. The feedback gathered is designed so that
services can improve patient experience. We reviewed
the FFT data reported by the main outpatient
department from October 2015 to September 2016. The
response rate was 3%, which was worse than the
England average of 6%. 90% of patients would
recommend the service to friends or family. The
national average for this period was 92%.
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• We saw the main radiography outpatient reception area
had a notice board which included a relative and carer
feedback box although there was no FFT
questionnaires, pens or paper available for writing
responses.

• The physiotherapy outpatient rehabilitation unit
completed a bi-annually patient satisfaction survey. The
results were displayed on the staff board and showed
that 100% of patients rated the service as good or
excellent in February 2016.

• The results of the patient satisfaction survey for the
respiratory function clinic were displayed outside the
clinic area. They showed that 100% of patients (n19)
rated the service as good or excellent as of 19
September 2016.

• The phlebotomy department had a three faces for
patients to rate their experience in the clinic, ‘unhappy,
ok or happy’. On the day of our inspection, we saw all
patients had ticked the happy face.

Understanding and involvement of patients and those
close to them

• In February 2016, UHCW NHS Trust launched the
#Hellomynameis campaign across both sites and within
the wider health community as an Always Event. We
heard staff answer phones and greet patients face to
face with the phase “Hello my name is…”.

• Patients we spoke with told us staff had introduced
themselves and we saw this happening throughout the
service.

• Patients we spoke with felt well informed about their
care and treatment. One patient told us they “could not
fault their treatment” and they felt “well informed to
make any decision” and the consultant had “answered
all their questions.”

• Three patients said they were happy with the
information provided by consultants and how they also
included their family once permission was given.

• We observed reception staff checked that patients knew
which clinic they were attending and which clinician
they were going to see.

• We saw staff in the phlebotomy clinic asking patients
which arm they would prefer to have their blood taken
from. We saw a phlebotomist advising a patient who
used a walking aid which arm would be least
inconvenient for them and we saw a doctor offering a
choice of when a patient would like their stitches
removed.

Emotional support

• A clinical nurse specialist in the Wisdem Centre
explained how they encouraged patients to self-manage
their condition including sign-posting patients to other
agencies for assistance.

• We saw clinical nurse specialists were available in the
outpatient department to talk to patients and provide
emotional support.

• We saw details of how to contact the hospital faith
centre. Patients, visitors and staff could access the
trust’s chaplaincy service if they needed support.

Are outpatient and diagnostic imaging
services responsive?

Requires improvement –––

We rated outpatient and diagnostic imaging services as
requires improvement for being responsive because:

• Patients were not always kept informed about how long
they were expected to wait to be seen in clinic. Some
patients arriving for their appointments waited a
considerable time to be seen. In ophthalmology
patients left the clinic without being seen due to the
long waits.

• There were waits of 18 weeks for some specialities
including ophthalmology and plastic surgery.

• Information on how to raise a complaint was displayed
on notice boards in outpatient and diagnostic test
areas. However, we did not see evidence of
improvements to service provision in response to
complaints received.

• We received some comments regarding difficulty in
parking.

However, we also found:

• The trust was meeting cancer targets for referral to
treatment times.

• Seven specialities were meeting the 18 week referral to
treatment target, including geriatric medicine, thoracic
medicine and neurology.

• Patients who required diagnostic assessment and/or
treatment were seen within six weeks of referral.

• There was some service planning and delivery to meet
the needs of local people
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• There were facilities to meet the needs of patients with
complex conditions.

Service planning and delivery to meet the needs of
local people

• The trust had established a familial
hypercholesterolaemia (FH) service that aimed to find
and treat people in Warwickshire with this condition. FH
is an inherited cause of very high cholesterol which, in
most cases, if left untreated will result in heart disease
and related conditions. We observed a FH consultation
and spoke with a patient who said the service had saved
their life and those of their family. They confirmed their
family had also been reviewed and, where appropriate,
been treated. They said they could not fault the service
or the consultants and their teams who they thought
were “brilliant.”

• The physiotherapy department was working with the
local council on a healthy lifestyle programme 'One
Body One Life’ to promote a healthy lifestyle.

• The hospital offered patients with long term health
conditions a 10 week lifestyle management programme
to support patients. The course aimed to boost patient
confidence and empower patients to gain coping and
recovery strategies opt help manage their condition.

• There was an ambulance liaison service desk located
within the main outpatient waiting area that was
provided by the local ambulance service. Staff manning
the desk reported that they worked closely with the
hospital to ensure patient transport ran smoothly. They
had no clinical concerns about how services were
planned and delivered to patients.

Access and flow

• The trust had a patient access policy which provided
guidance to staff on the management of patients
waiting for treatment. We saw the policy had been
reviewed and was up to date.

• The September 2016 board paper noted that referral to
treatment times (RTT) within the trust remained
challenging due to capacity and numbers of patients in
the backlog. Failure to meet RTT targets was on the
corporate risk register and there was a recovery plan
and trajectory in place.

• The imaging service did not have patients that waited
longer than 12 weeks for treatment. The records showed
that 12 patients waited between six and 12 weeks from
March 2016 to August 2016.

• Seven specialities were meeting the 18 week RTT target,
including geriatric medicine, thoracic medicine and
neurology. They were better than the England average.

• However, we saw the outpatient’s appointment times
for over 18 weeks. Ophthalmology and plastic surgery
showed 88% and 74% of patients met the 18 week RTT
respectively. The trust had recognised a capacity gap
within ophthalmology and agreed funding had been
provided to increase capacity to reduce waiting times.
Extra staff members were being recruited to the service.
Within dermatology the trust had identified that some
patients had been booked out of order due to a mixture
of paper referral and e-referrals process. The patient
access team were providing further training and process
to the dermatology team to rectify this.

• The percentage of patients seen by a specialist within
two weeks and the percentage of patients waiting less
than 31 days from diagnosis to treatment were
consistently better than both the England average and
the standard.

• The cancer 31 day subsequent radiology treatment
standard performance did not achieve the 96% target
for August 2016. This was due to a higher than usual
number of complex cases and a loss of a small amount
of capacity when new software was installed to the
system. However, the trust achieved 100% for 31 day
subsequent treatment chemotherapy, subsequent
treatment other and for 31 day treatment for rare
cancers.

• The 62 day cancer waiting times standard was achieved
in July 2016 with 87.5% of patients treated against the
85% standard. The year to date performance had
improved to 82.4%.

• We saw waiting times for individual clinics were written
on boards in outpatients. For phlebotomy service there
was a television screen that showed the queue
summary of waiting times, ticket numbers and which
cubicle to go to. When we inspected, the waiting time
for phlebotomy was 15 minutes.

• However, in the ophthalmology department we did not
see any notification of waiting times. We spoke with four
patients who confirmed they had to wait a long time to
be seen without any announcement of how long they
had to wait. One patient said they had to leave a
previous eye appointment due to other commitments
and another two patients said their average length of
wait was between three and five hours.
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• Ophthalmology patients that required urgent
assessments could be referred by GPs, optometrists or
doctors working in other hospitals to the eye casualty
service. Patients were also able to self-refer. At 2:25pm
on the 28 September 2016 we found that 12 patients
were waiting to be triaged within the eye casualty unit.
One patient had been waiting since 11:51am. At 3pm,
two patients, who had arrived at the service at 11:51am
and 12:19pm, left the service without being seen due to
the long waits. Senior managers were aware of the long
waiting times and had visited other NHS trusts with
similar services to identify ways to improve. However,
changes had not made a significant impact and we did
not see evidence that the trust was monitoring this
issue. The long waits were recognised on the
department risk register.

• Patients told us they were not kept informed of waiting
times for fracture clinics and radiology appointments.
Three patients told us they had been waiting over two
hours, including one who said nearly three. We saw one
patient ask the receptionist in fracture clinic how long
they would be waiting to see the clinician but after
speaking to the clinician, the receptionist told the
patient they were unable to give a time.

• Patients showed us a paging device they had been given
which allowed them to leave the department if they
needed food or drinks. Some said this was of no use to
immobile patients or those waiting to have casts fitted.
We spoke to one patient who was leaving without being
seen because they had to go to work and could not wait
any longer. Patients told us the waiting times increased
the cost of car parking and they felt this was unfair.

• All patients within the FH clinic were seen within the
allocated time. Nursing and medical staff confirmed that
should there be a build-up of patients they would open
another clinic which forestalled all backlogs.

• All FH discharged patients received a follow up call to
ensure they maintained their wellbeing and whether
they required additional support.

• The records showed that 18,645 patients cancelled their
appointment from January to August 2016 which
equated to 4%.The records showed that 12,301 patients’
appointments were cancelled by the hospital from
January to August 2016 which equated to 3%. This
meant that the hospital was monitoring and managing
the outpatients’ department access and flow.

• The trust monitored the patients who “did not attend”
(DNA) their appointments. We saw the figures from

January to August 2016 showed the trust had seen
349,327 patients of which 30,537 did not attend. This
equated to an average of 8% over the year. However, the
report did not identify a target rate or an action plan to
review and reduce the number of DNA’s.

• The trust monitored the radiology DNA rate. We saw the
figures from January to August 2016 which showed the
trust had seen 34,406 patients of which 1,125 DNA their
appointment. This equated to an average of 3% over the
year. The report did not identify a target rate or an
action plan to review and reduce the number of DNA’s

• Staff informed us that all patients who DNA were
contacted to re-schedule their appointment. If patients
DNA they were referred to the consultant who reviewed
the patient and either notified their GP of
non-attendance or requested additional contact with
the patient.

• Patient could sign up to free text message alert to
remind them of their appointment seven days in
advance, to prevent patients not attending.

• We heard receptionists asking when patients would like
their appointment to accommodate patient’s
commitments.

• Some patient we spoke with complaint about the car
parking provisions and that they needed to leave home
earlier than required to ensure they got a space to park.

Meeting people’s individual needs

• The board walk round team had visited ophthalmology
outpatients in quarter one of 2016/17. The
non-executive directors and senior staff were asked to
identify both positive and negative key points, any
issues which have been raised and remain unresolved,
any issues requiring escalation, and also provide any
general comments. Some of the feedback received
included the ophthalmology outpatients clinic was
identified as very efficient, including the use of the
electronic check-in system which had reduced check-in
time from 2.5 minutes to 0.5 minutes. However, this
electronic check-in system was not working during our
visit which meant that patients had to queue for the
receptionists.

• We saw a wide range of information leaflets for patients
in all areas of outpatients. This included a map of the
hospital, general outpatient information and
information about personal data confidentiality and
coming into hospital. In addition there was information
on particle clinical conditions and advise, for example,
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infection prevention and control; ‘Carers Trust’
information (The Carers Trust is an organisation which
provides help and support to people who care for
someone else); and in the fracture clinic we saw patient
information leaflets on how to prevent falls at home. We
also saw written information for patients following a
MRI. However, we did not find condition-specific
information on display within the ophthalmic services.

• The leaflets we saw were all in English, some leaflets
were available in other languages on request.

• The trust had access to an interpreting service. We saw
an interpreter had been provided to talk to a patient in
the fracture clinic and we heard receptionists asking if
patients required interpreters for their appointments.

• Hearing loop was available within the outpatients
department.

• The patient access team service lead told us that the
team were implementing larger print appointment
letters for patients with visual difficulties. They reported
that trying to identify a method of sending letters out in
Braille or an audio version of a letter to meet the needs
of patients with hearing difficulties, was a challenge.
However, the team were working on finding the most
appropriate solution to this.

• The outpatient clinics we visited were generally
accessible to patients living with physical disabilities
and wheelchair users.

• Staff in outpatient’s clinics told us they had no way of
identifying if a patient was living with dementia or a
learning disability because notes were not flagged in
any way.

• We saw drinking water was available for patients but
one water jug had a last change date documented as
being the previous day.

• Visitors and patients had access to refreshments from
shops and cafes located within or near the main
outpatient department.

• For patient with complex needs and that were in the
department for a long time, snack boxes were available.
We saw a member of staff offer a snack box to an elderly
patient waiting for transport.

• In the fracture clinic waiting room we saw a poster
displaying all of the various uniforms staff may be seen
in and describing what each colour’s job title was.

• The outpatient department had volunteers who we saw
giving directions to patients.

• The physiotherapy service offered group sessions,
including Nordic walking, to patients with Parkinson’s
disease and multiple sclerosis. Physiotherapists told us
that this meant patients received peer support with
their condition.

• In the main hospital reception area visitors were able to
use umbrella bags to prevent umbrellas dripping water
and reducing the risk of visitors slipping.

Learning from complaints and concerns

• Information on how to raise a complaint was displayed
on notice boards in outpatient and diagnostic test
areas.

• The trust July 2016 board papers reported that Issues
with outpatient appointments, communication and the
information provided to patients continued to be the
main area of enquiry in quarter one of 2016/17 (April to
June 2016). The top three specialty groups that received
enquiries about issues with outpatient appointments
were trauma and orthopaedics, ophthalmology and
general surgery. There had been 33 complaints within
outpatients between January and September 2016. Five
complaints about outpatients related to delays or
cancellation of appointments within the department.
The highest number of complaints was within the
ophthalmologic department.

• Staff in the phlebotomy service told us there were made
aware of complaints by the team leaders. Phlebotomy
staff said most of their complaints were about waiting
times.

• The radiology department received 10 complaints
between January and September 2016. Complaints
about diagnostic imaging were mixed with no clear
themes identified, but included three complaints about
poor staff attitude. There was no information stating
whether any of the complaints were substantiated.

• We did not see within the service specific learning or
changes in practice from a patient complaint.

Are outpatient and diagnostic imaging
services well-led?

Requires improvement –––

We rated outpatient and diagnostic imaging services as
requires improvement for being well-led because:
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• Governance systems were in place to monitor and
assess risk, but these were not always accurately
recorded.

• In some areas incidents were not always reported in line
with trust policy.

• Some staff had low morale in ophthalmology.
• We found lack of evidence to support patients’

involvement in shaping and improving the services.
• Whilst we saw some improvements in response to our

March 2015 inspection, issues such as infection control
and privacy and dignity remain within parts of the
service.

However, we also found that:

• The trust had identified an issue regarding the quality of
scan reporting and had addressed this appropriately by
considering duty of candour and informing relevant
stakeholders.

• There was a systematic programme of clinical and
internal audit.

• Staff were aware of the risks within their departments.
• Staff were encouraged to suggest improvements.
• Most staff felt that managers were visible, supportive

and approachable.
• Staff were proud to work at the hospital and passionate

about the care they provided.

Leadership of service

• The outpatient department sat within a variety of
difference clinical groups, dependent on specialty. Each
of which was led by a management team comprising of
a clinical director, modern matron and group manager.
The services was represented at board level by the chief
operating officer. The diagnostic department was
managed by the clinical support director and had a
group manager, clinical head of service, a head of
operations and a matron.

• Staff were clear who their managers were and in most
cases felt they could approach managers with concerns.

• Senior staff reported having good support from clinical
leads and having regular one to ones.

• Ophthalmologic staff told us they did not feel supported
by their managers and could not approach them with
their concerns. However, the management were
unavailable on the day of the inspection and we were
unable to ascertain the interaction between
management and staff.

• Staff told us that they knew the executive team and that
they were visible on the ‘shop floor’ at times.

• There was a leadership behaviours poster in the main
x-ray outpatient waiting area.

• On the main outpatient staff board we saw
management concerns were highlighted. For example,
in September 2016 there was a reminder about staff
clearing their hair off of their collar to fall in line with the
infection control policy. We saw staff adhering to this.

Vision and strategy for this service

• The outpatient services’ vision and principles was to
provide treatment to the ‘right person, at the right place,
on time’. We saw this on display throughout the
outpatient service. Most staff were aware of these.

• There was a vision and values poster in the main X-ray
department outpatient waiting area.

• Outpatient and diagnostic imaging services both had a
strategy for 2017/20 and 2016/19, respectively. The
outpatient strategy looked at issues such as seven day
working, hand hygiene and optimising utilisation of
resources to improve service delivery. The diagnostic
imaging strategy looked at equipment, achieving
nationally recognised accreditation and staff caseloads.

• The familial hypercholesterolaemia (FH) service had a
five year projection plan to review genetics cases with a
view of seeing the 2000 people identified in
Warwickshire with the condition.

• In the physiotherapy outpatient rehabilitation unit their
strategic plan and objectives were displayed which were
based upon the trust vision.

Governance, risk management and quality
measurement

• Staff were aware of the risks within their departments.
The risk register captured these, demonstrating control
measures, gaps in controls and assurance.

• Senior staff we spoke to were aware that in some areas
of the service incident reporting was low and not in line
with trust policy, and had met with staff to discuss this.
However, this had not been identified on the risk
register. It also meant that governance leads could not
be assured all incidents were being reported and
therefore patient safety could be at risk due to lack of
learning.

• Learning and feedback from incidents was inconsistent.
The action taken as a result of some incidents did not
always address the cause of the incident.
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• Systems in place to prevent and protect people from a
healthcare associated infection were not always
followed. Hand hygiene was part of the outpatient
strategy plan to improve.

• Monthly quality improvement and patient safety
meetings were in place. The meeting discussed recent
incidents, learning and incidents that remained open. In
the July 2016 meeting minutes it was noted that there
were no incidents that remained open for investigation
and none had breached the 45 day policy. The radiology
quality improvement and patient safety meeting
minutes were in detail and clearly noted discussions
regarding new guidelines, incidents and quality.

• However, the outpatient July 2016 meeting minutes of
the quality improvement and patient safety meeting,
the previous meeting minutes (June 2016) were not
discussed and there was no documentation regarding
the presentation that closed the meeting. Therefore, we
were not assured that meeting was accurately recorded.

• There were modality meetings for each speciality, which
discussed topics such as governance, business cases,
staffing and quality. However, we saw minutes from
several specialities, none of which were in details. For
example, the vascular ultrasound meeting minutes for
June 2016 had a topic for workforce such as appraisals
and training, the minutes in the comment box just
stated ‘ok’. This meant there was no description to
elaborate on if staff training and appraisals were
meeting the trust target.

• There was a systematic programme of clinical and
internal audit, which was used to monitor quality and
systems to identify where action was required. The trust
had a clinical audit and effectiveness programme for
2016/2017 incorporates both mandatory and local
clinical audits from specialities throughout the trust
including outpatients and diagnostic imaging. The
programme was developed annually in liaison with
individual specialties and clinical audit leads. The
clinical audit and effectiveness programme reported the
total number of clinical audits and showed progress
made towards completion of audits. Performance within
the audit programme was reviewed and updated on a
quarterly basis by the team of clinical audit facilitators
and was reported to the patient safety committee on a
quarterly basis and to the audit committee twice a year.
Findings from audits and progress with completion of
actions were monitored via quality improvement and
patient safety meetings.

• In the physiotherapy outpatient rehabilitation unit there
was a staff communication book where information,
such as recent complaints, incidents and changes in
clinical practice were noted. This meant that all staff had
access to the most recent information about the
department.

• The trust had identified an issue regarding a locum
consultant radiologist reporting on scans. The locum
had worked at the trust for approximately six months in
2015/16. The discrepancies came to light in May 2016
when it appeared wrong results were reported by the
locum. Patients were told of the findings. In response
the trust had audited 25 cases of reported scans by the
locum. A discrepancy rate of 40% was identified. The
NHS guidelines are that a discrepancy rate of about 30%
is cause for concern. The trust had informed all the
relevant stakeholders and was advised to check all
scans reported by the locum.The trust believed there
were between 900 and 1000 scans involved. They had
sourced another provider to review the scans.This was
underway during the time we inspected. Nine cases had
been identified to date where the discrepancy was
clinical significant and one scan discrepancy identified
as significant. Patients were followed up where
necessary. An oversight committee was set up to inform
patients in line with the duty of candour.

Culture within the service

• Most staff were proud to work at the hospital and
passionate about the care they provided.

• Most staff we spoke with felt respected and valued.
• Multidisciplinary teams worked collaboratively and were

focussed on improving patient care and service
provision.

• In most areas staff we spoke to reported an open and
honest culture within the outpatient and diagnostic
imaging department. Staff felt confident to escalate
concerns and report incidents.

• Some staff had low morale in ophthalmology. Nursing
staff were concerned about their skill mix and the lack of
competency training available. Senior staff reported that
they had encouraged staff to complete stress
assessments and have referred staff to occupational
health where required.

Public engagement
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• We saw the NHS Friends and Family Test (FTT)
questionnaires throughout outpatient departments
with posters, which encouraged patient’s to leave
comments about the service.

• Relatives and carers feedback boxes were available in
the main x-ray outpatient waiting area. Although no
forms or pens were available to enable ad hoc patient
comments.

• Patients and relatives we spoke with were generally
positive about the service and care they received in
outpatients.

• The hospital made use of social media to advise the
public self-care advice on seasonal illnesses and
responded to comments put on social media by
patients or their relatives.

• We found lack of evidence to support patients’
involvement in shaping and improving the services.

Staff engagement

• The main outpatient department staff board showed
that for April to June 2016 92% of staff would
recommend the trust to friends and family if they
needed care or treatment, no staff would not
recommend the trust. 58% of staff would recommend
the trust as a place to work to friends and family which
had increased by 5% from the previous quarter. 33% of
staff would not recommend the trust as a workplace to
friends and family, which had also worsened by 9%
since the last quarter. There were no action plans on the
board to denote how scores could be improved.

• On the main outpatient staff board we saw staff were
encouraged to suggest improvements. For example, in
August 2016 a staff member had identified that
awareness of the Mental Capacity Act 2005 and
Deprivation of Liberty Safeguards needed to improve. As
a result a booklet had been created to help raise
awareness to understand the differences between to
two.

Innovation, improvement and sustainability

• Whilst we saw some improvements in response to our
March 2015 inspection, issues such as infection control
and privacy and dignity remain within parts of the
service.

• On the physiotherapy outpatient rehabilitation unit staff
board there was a space for staff to propose innovative
ideas. There was nothing in this space when we

inspected however, staff told us that they were
encouraged to suggest ideas about how the department
could improve and that these were listened to by their
manager.

• The main outpatient team in July 2016 were nominated
as ‘world class colleagues’ in the pride category of the
trust awards.

• In February 2016, UHCW NHS Trust launched the
#Hellomynameis campaign across both sites and within
the wider health community as an Always Event. We
heard staff answer phones and greet patients face to
face with the phase “Hello my name is…”. The campaign
had reached over 100,000 people on social media. As
well as success on social media, the Patient Experience
Team, accompanied by staff from all over the hospital,
visited wards to increase engagement, participated in a
hospital radio broadcast to raise awareness among the
patients, and presented at the grand round. Following
the inclusion of a question in an online survey asking
respondents whether staff introduced themselves all of
the time, some of the time or not at all, results
demonstrated that over 50% of respondents told us that
staff members introduced themselves all of the time.
Since the launch of the campaign in February, the
#Hellomynameis Working Group had targeted the
outpatient department to ensure the practice was
embedded. Staff within the outpatient and diagnostic
services told us how proud they felt that the campaign
had been a success in the area.

• A clinical audit for quality improvement award was held
on an annual basis. The competition attracted entries
from clinical staff of all disciplines that had carried out
clinical audits demonstrating effective application of the
recognised clinical audit cycle in accordance with the
trust policy and had contributed the most to clinical
quality improvement. In July 2016 a dermatology
consultant won the award for their entry entitled ‘Audit
of pre-treatment assessment, prescription and
monitoring of Methotrexate use in the dermatology
department’.

• The trust participated in national promotion of clinical
audit in conjunction with the Healthcare Quality
Improvement Partnership Clinical Audit Awareness
Week. The next event was due to take place in during
the week of 22 November 2016. Plans were in place for
three events to take.
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Areas for improvement

Action the hospital MUST take to improve

• The trust must ensure all medicines are stored in
accordance with trust polices and national guidance.

• The trust must ensure all incidents are reported in
line with trust policy.

• The trust must ensure that infection control
practices follow trust policy and recommended
guidance, including correct hand hygiene and use of
personal protective equipment.

• Ensure there is a robust policy for transporting
patients with an infection or who may be at risk of
acquiring an infection in the hospital, so that staff are
aware that special precautions need to be put in
place to protect the patient and the public.

• The trust must ensure that there sufficient patient
information handed over between clinicians to
ensure that the health, safety and welfare of the
patients is maintained.

Action the hospital SHOULD take to improve

• The trust should ensure all staff have received their
required mandatory training to ensure they are
competent to fulfil their role.

• The trust should ensure staff receive appraisals
which meet the trust target.

• The trust should ensure that patients are able to
access outpatient services in a timely way for initial
assessments, diagnoses and/or treatment, with the
aim of meeting trust and national targets.

• The trust should ensure that all risks are identified
on the risk register and appropriate mitigating
actions taken.

• The trust should ensure that meeting minutes clearly
record recommendations and lessons learnt from
incidents.

• The trust should ensure equipment is always stored
appropriately and fit for use.

• The trust should ensure that staff in phlebotomy ask
if they have any allergies prior to the application of
the cleaning spray.

• The trust should ensure that hazardous chemicals
are stored in line with Control of Substances
Hazardous to Health Regulations 2002.

• The trust should ensure that patents privacy and
dignity is protected at all times, in particular within
radiology.

• The trust should minimise the percentage of
outpatient clinics cancelled.

Outstandingpracticeandareasforimprovement

Outstanding practice and areas for improvement
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Action we have told the provider to take
The table below shows the fundamental standards that were not being met. The provider must send CQC a report that
says what action they are going to take to meet these fundamental standards.

Regulated activity

Diagnostic and screening procedures

Treatment of disease, disorder or injury

Regulation 12 HSCA (RA) Regulations 2014 Safe care and
treatment

Regulation 12 (2)(a)(b)(c)(g) HSCA 2008 (Regulated
Activities) Regulations 2014

Safe care and treatment

1. Care and treatment must be provided in a safe way for
service users —

a. Assessing the risks to the health and safety of service
users of receiving the care or treatment.

b. Doing all that is reasonably practical to mitigate any
such risks

g. The proper and safe management of medicines.

h Assessing the risk of, and preventing, detecting and
controlling the spread of, infections, including those that
are health care associated;

i Where responsibility for the care and treatment of
service users is shared with, or transferred to, other
persons, working with such other persons, service users
and other appropriate persons to ensure that timely care
planning takes place to ensure the health, safety and
welfare of the service users.

The regulation was not being met because:

The trust did not ensure all medicines were stored in
accordance with trust polices and national guidance.

The trust did not operate effective systems designed to
prevent, detect and control the spread of infection and
did not maintain appropriate standards of cleanliness
and hygiene. The trust did not ensure that infection

Regulation

This section is primarily information for the provider

Requirement notices
Requirementnotices
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control practices followed trust policy and
recommended guidance, in particular with relation to
correct hand hygiene and use of personal protective
equipment.

The trust did not ensure that there was a robust process
for identifying in patients, with an infection, which could
contaminate other patients, during transfers around the
hospital.

The trust did not ensure that there was sufficient patient
information handed over between clinicians to ensure
that the health, safety and welfare of the patients was
maintained.

Regulated activity

Diagnostic and screening procedures

Treatment of disease, disorder or injury

Regulation 17 HSCA (RA) Regulations 2014 Good
governance

Regulation 17 (1) (2) (b) HSCA 2008 (Regulated Activities)
Regulations 2014

Good Governance

1. Systems or processes must be established and
operated effectively to ensure compliance with the
requirements in this Part.

2. Without limiting paragraph (1), such systems or
processes must enable the registered person, in
particular, to—

A. assess, monitor and improve the quality and
safety of the services provided in the carrying on
of the regulated activity (including the quality of
the experience of service users in receiving those
services);

B. assess, monitor and mitigate the risks relating to
the health, safety and welfare of service users
and others who may be at risk which arise from
the carrying on of the regulated activity;

The regulation was not being met because:

Incidents were not always reported, therefore, the trust
could not assess, monitor, improve safety or mitigate
risks.

Regulation

This section is primarily information for the provider

Requirement notices
Requirementnotices
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Title Board Assurance Framework 2016/17 Quarter 3 Update 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer and Deputy CEO 

Date  26th January 2017 
 
1. Purpose  
 
To present the quarter 3 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 third quarterly update against the BAF and 
represents the position at the end of quarter 3.   
 
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 1. 
 
Summary Position at Quarter 3: 
 

• There are no new risks proposed for inclusion on the BAF. 
• There are no recommendations for reduction in risk scores. 
• There are no recommendations for increase in risk scores. 

 
Table 1 of the BAF document denotes the risks that the Trust Board has agreed to de-
escalate from the BAF during the year and details the treatment of those risks. Table 2 
sets out the risks that the Trust Board has approved for inclusion on the BAF during 
2016/17. These tables have been included by way of an audit trail and to evidence that 
the BAF is a live and dynamic document. Good progress continues to be made against all 
risks and actions have been added where appropriate. The Risk Committee continues to 

Agenda item 12 Enclosure 8  



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 3, 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 March 2017  
Controls: 
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, Star Chamber and Quality Governance 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 for substantive, temporary and bank workers are developed and monitored through 
the Transforming Workforce Supply Committee and reported through to the Workforce and Engagement Committee, Star Chamber 
and Quality Governance Committee 
TRAC recruitment system in place to make recruitment processes more efficient 
Hard to fill posts identified through Operational Delivery Plans (ODP) and Workforce Plan 
 
Gaps in controls: 
The Trust’s Attraction and Retention Strategy in development and scheduled to be presented at the Workforce & Engagement 
Committee on 7th March 2017 
Assurance:  
Agency costs have substantially decreased in year. The 2015/16 outturn spend was £40m, the month 7 run rate is at £30m.  The 
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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 3 
Group deep dive reviews into agency use 
and difficult to fill posts.  

28.02.17 Group agency reduction plans were reviewed at Group Deep Dive 
reviews during July 2016 and a further round of reviews are being 
undertaken in January and February 2017 focusing on agency use 
and difficult to fill posts for all staffing groups. 

Development of Attraction and Development 
Strategy 

31.03.17 The Trust’s Attraction and Retention Strategy is in development and 
scheduled to be presented at the Workforce & Engagement 
Committee on 7th March 2017. 

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 

projected agencies spend for 2017/18 is £26.5m, aligned to the cap. 
Agency spend and vacancy rate reported in the Integrated Quality and Performance Report at Trust Board and Finance and 
Performance Committee each month.  
Agency spend and vacancy rate 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 Star Chamber and 
Quality Governance Committee. 
Gaps in Assurance: 
Vacancy rate remains above target at the present time (active recruitment rate is 12.80%). 
Ability to meet NHSI agency price caps. 
Achievement of target £26.5m agency cap. 
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Board Assurance Framework 2016/17 

months. A TSS improvement plan for all staff groups has been 
developed including communications and promotion campaigns. A 
new text service for medical bank workers has been implemented.  
A review of pay arrangements for medical bank workers is being 
presented at the Transforming Workforce Supply Committee in 
January 2017, along with a proposal for weekly pay for bank workers. 
An electronic web based bank booking system is in development and 
will be launched in January 2017.    

Targeted activity to transfer agency workers 
into substantive positions 

31.03.17 Exploiting opportunities that arise from the national changes to IR35 
regulations in April 2017.  

Scheduled overseas recruitment campaign 
for Band 5 nurses 

29.07.16 Recruitment campaign has taken place with 156 nurses offered posts. 
First cohort expected from January 2017 onwards 

Identify a range of alternative roles to reduce 
reliance on medical agency 

On-going Activities commence with a Workshop for senior managers scheduled 
for 18th January 2017 

Improve medical productivity to reduce 
reliance on agency 

31.03.17 Specific focus on job planning and a revised approached to rota 
management  

 
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 SAFER1, 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 31st January 2017 
Controls: 
Daily activity targets set for each Group around RTT/cancer in Operational Delivery Plans for 2016/17 
Weekly review of RTT position by  CEO 
Weekly Patient Access meeting Chaired by the Director of Operations 
Monthly Accountability meetings and quarterly performance reviews with Groups 

1 Replaces FREED 
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Board Assurance Framework 2016/17 

Monthly reporting against all access targets to Trust Board through Integrated Quality & Performance Report  
Reporting/scrutiny at Finance & Performance Committee 
Weekly monitoring at Chief Officers’ Group 
Formal reporting mechanism for DTOC 
Red 2 Green initiative rolled out internally and with external partners to reduce length of stay and aide flow 
Revised Patient Access Policy in place 
Introduction of electronic bed management and co-ordination system 
 
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 
Lack of capacity in some specialties to meet RTT demand 
Assurance: 
Steady performance against diagnostic standard  
External support sought around improving the emergency pathway 
Plans to introduce performance standards for CCGs around DTOC levels for 2017/18 
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) 
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ACTIONS 
Action Due Date Progress Update at Quarter 3 
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; SRG now replaced with 
Coventry & Warwickshire ED Delivery Board and local A&E delivery 
board. 

Data quality audits around RTT/Cancer 
waiting times and activity recording in Internal 
Audit Programme for 2016/17 

TBC –part 
of the IA 
Plan 

Completed; significant assurance 

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

TBC – part 
of the IA 
Plan 

Audit being scoped for 2017/18 

Planned internal audit around activity 
recording 

TBC – part 
of the IA 
Plan 

Audit undertaken in Surgical Assessment Unit; moderate assurance.  
Action plan is in place and is being monitored by the Audit Committee. 

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 Completed; effective as of 01.01.17 

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

On-going ED in ISF as of November 2017 quarterly performance reviews  

Appointment of Specialist Manager to lead 
recovery of the RTT position 

November 
2016 

Completed 
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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 31st March 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 
Robust Mortality Review and RCA process in place for NCEPOD E deaths. 
HSMR & SHMI monitored in IQPR each month and on Group performance scorecards 
Mortality Training provided to Trust staff  
 
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  
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HSMR and SHMI within expected range 
Palliative care coding within expected range 
Presentations and learning evidenced at Grand Round, PSC, QGC and Trust Board 
NHSI and Monitor have recommended our mortality governance and mortality policy for national adoption. 
89.7% of deaths rated as NCEPOD A (good care) between 01.10.15 - 30.09.16 
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 3 
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 

Pneumonia care bundle launched; heart failure care bundle to be 
launched imminently and sepsis is on-going work. 

 
Recommendation; although there are no current concerns regarding mortality no change in the current risk score is recommended 
at this stage as data is reported in arrears.
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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 31.03.17 
Controls:  
Root Cause Analysis/PIR process in place  
Infection control KPIs form part of the monthly Integrated Quality & Performance Report to Trust Board and group scorecards 
ISS Cleaning 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.  
Surveillance programme for M-Chimera 
 
Gaps in controls: 
Ensuring wider corporate learning from RCAs 
Specific controls in emergency MRSA screening  
ISS compliance with Improvement Plan 
Compliance with Central Line Bundle  
Assurance:  
Quarterly infection control/DIPC report to the Trust Board 
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Good performance in C-difficile and MSSA 
Good performance in harm-free care 
Successful ‘5 Moments’ campaign – performance above national average 
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 consistently 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 3 
Continued monitoring of progress against ISS 
action plan at QGC and through the IPC 
Committee 

On-going Initial good progress made but remaining areas of concern that need 
addressing.  

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 as at the previous update and performance against c-difficile and MSSA remains 
positive; there has however been one MRSA bacteraemia during the year which means that the target has been breached and 
there are remaining issues with ICNA audit scores.  No change in risk rating is therefore recommended at quarter 3. 
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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 March 2017 
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, which is now signed off and submitted.  Positive 
feedback has been received from the regional team 
ICT restructured to protect time for ICT developments 
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PFI variation for network refresh agreed.  Sub-contractors appointed and refresh project underway. 
Integrated information system is part of STP 
Interim appointments made to cover ICT Service Development Associate Director vacant role (this role is responsible for the 
development of the IT Development Roadmap) 
Gaps in controls: 
Limits on capital funding for major IT developments  
Challenge of recruitment and retention of scarce ICT resources  
ICT programme of work in second half of FY 16/17 may require more resource than is available 
Limited funding identified for EPR procurement tasks  
Funding for EPR deployment phase not yet identified  
Urgent clinical and service developments needing unplanned ICT resources 
Assurance: 
ICT programme assured by Transformation MDT meeting 
ICT security assured by Information Governance Committee 
Locality’s Digital Transformation Board assures the development of the Local Digital Roadmap  
ICT projects and upgrades managed using standard methods (e.g. Prince2)  
Gaps in Assurance: 
None identified 
 
 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) 
 
ACTIONS 
Action Due Date Quarter 3 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 the network refresh project is underway no changes to the risk rating 
are recommended as at quarter 3. This is due to the EPR programme not yet entering the procurement phase and the fact that the 
network refresh is underway, but not yet complete.  
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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 28.02.17 
Controls: 
Financial reporting through monthly finance report to Board 
Accountability reviews/monitoring at Group/Corporate level 
Financial Recovery Plan in place and being monitored via COG Star Chamber 
Income position with main commissioner for 2016/17 agreed 
Agency authorisation process in place 
Gaps in controls: 
Operational pressures continue and are impacting on availability of STF funding (key targets not being met) 
Underperformance on activity as a result of operational pressures and vacancies in orthopaedics 
Agency spend is reducing but not at the required rate. 
Assurance: 
2016/17 CIP target identified and on track for delivery 
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). 

Page 15 of 24 
 



Board Assurance Framework 2016/17 

 
 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) 
 
 
ACTIONS 
Action Due Date Progress Update at Quarter 3 
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 Accountability meetings taking place.  

Vacancy control process (non-clinical) in 
place 

On-going Continuing 

Consultant efficiency audit planned as part of 
Internal Audit Plan 

TBC- part 
of IA Plan 

Consultant activity in Radiology audit undertaken; limited assurance.  
Action plan in place and being monitored by Audit Committee. 

 
Recommendation; no change in risk score is recommended given the continuing operational pressures and consequent impact on 
STF funding/activity. 
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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. 
Update – December 2016; as work is progressing it is evident that completion of the 
phase 2 works will not be able to be completed without significant clinical impact.  Chief 
Officers have agreed that discussions should commence with Project Co in an attempt to 
reach agreement in relation to the provision of a decant facility to enable phase 2 works 
to be undertaken. 

REVIEW DATE 31st March 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.  
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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.  It is evident that phase 2 works cannot be completed without significant 
clinical impact on the Trust and discussions are on-going with Project Co to agree a way forward. 

 
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 3 
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. 

Agreement to be reached with Project Co in 
terms of the provision of a decant facility. 

January 
2017 

N/A 
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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 01.02.17 
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 Update 
Initial Risk Rating 4 (likely) 4 (major) 16 (very high)  
Target Risk Rating 2 (unlikely) 3 (moderate)  6 (moderate) 
Current Risk Rating 4 (likely) 4 (major) 16 (very high) 

 
ACTIONS   
Action  Due Date Progress Update at Quarter 3 
Continue with programme of pre-emptive 
maintenance to prevent equipment 

On-going  Arrangements are in place 
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failure 
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; although progress continues to be made, some of the actions are longer term in nature and as such no 
reduction in score is recommended at the present time.
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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 1                                                                          
 
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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PUBLIC TRUST BOARD PAPER  
 

Title Corporate Risk Register 
Author Chelsea Gilsenan, Trust Risk Manager  
Responsible Chief Officer Meghana Pandit, Chief Medical & Quality Officer 
Date  26 January 2017 
 
1. Purpose  
To inform the Board of the Trust’s highest rated risks which are currently logged on the 
Corporate Risk Register.  
All risks are rated according to the Trust risk scoring matrix: 
 
CONSEQUENCES LIKELIHOOD 

Rare 
(1) 

Unlikely 
(2) 

Possible 
(3) 

Likely 
(4) 

Almost 
certain 

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

 
The risk register is a “live” document held on the central risk management software 
system, Datix.  Risk owners and handlers are required to ensure that they review their 
risks and update the register.  Inevitably, some risks will not have been updated on the 
system prior to the risk register report being extracted for review.   
 
2. Background and Links to Previous Papers 
This quarterly report is included as part of the Board reporting framework.  
 
The monthly Trust Risk Committee supports the Quality Governance agenda in assuring 
that the Trust delivers high quality, safe services to patients.  It oversees and monitors 
the risk register and ensures that the Trust has the appropriate strategies, processes, 
systems, policies, and procedures in place to manage risk. The Risk Committee reports 
to the Quality Governance Committee on a bi monthly basis. In addition, each month the 
Corporate Delivery Group review the corporate risk register. 
 
The Risk Committee is an executive-led management group chaired by the Chief 
Executive. On a rolling programme the Chief Officers present their corporate risk portfolio 
along with the clinical groups bi annual presentation of their risk registers for all moderate 
and above risks (Risk rating of 8 and above). 
 
3. Executive Summary 
In September 2016, there were six risks logged with a risk grading of 20, this has 
remained the same for January 2017. 
 
The six highest rated corporate risks currently (Risk score = 20) are: 

• Risk ID 1984: RTT Performance 
• Risk ID 2136: Inability to keep CAMHS patients safe on an adolescent unit 



• Risk ID 2416: Confidentiality Breaches 
• Risk ID 2318: Delays in patient assessment MDU 
• Risk ID 2656: Drug Security 
• Risk ID: 2657 Drug Storage Facilities (excluding controlled drugs) 

 
Of these, two risks have remained “High” with a risk score of 20 since July 2016;  

• Risk ID 1984: RTT Performance 
• Risk ID 2136: Inability to keep CAMHS patients safe on an adolescent unit 

 
A corporate “High” rated risk is classified as any risk with a rating of 15-25 on the 
“Corporate Risk Register”.  Please see enclosed “Corporate Risk Register Extract” for 
details of all corporate risks with a rating of 15 and above. 
 
4. Link to Trust Objectives and Corporate/Board Assurance Frame Risks 
UHCW NHS Trust is committed to ensuring that the management of risk underpins all 
strategies, processes and activities that lead to the achievement of the aims and 
objectives of the Trust.  
 
The key aims are to identify and safeguard against any risks which could affect the  
delivery of the current objectives:  

• 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 

 
The risk management system utilised by the trust to support the functions of Governance 
(Datix®) has a mandatory requirement for all risks to be linked to the corporate objective  
they pose a threat to.  
 
5. Governance  
Progress on the “High” rated corporate risk register will be reported to the Trust Board on 
a quarterly basis. 
 
 
6. Responsibility 
Meghana Pandit, Chief Medical Officer & Deputy CEO as the Chief Officer responsible for 
Risk Management 
 
Jenny Gardiner – Director of Quality 
 
 
7. Recommendations 
The Board is invited to note the risk register report attached to this header   
 
Name and Title of Author: Chelsea Gilsenan, Trust Risk Manager.  
Date: 12.01.2017  
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Update: 07/12/2015 

(i) revised trajectory agreed and signed off by CCG and SRG. 

(ii) Revised action plans and performance management tools. 

(iii) Weekly performance tracker designed and implemented. 

(iv) Surgical control room set up. 

(v) Additional theatre lists identified. 

(vi) Additional resources allocated to validation. 

(vii) Additional consultants in plastic surgery; Urology; General Surgery; and T&O. 

 
Update 10/02/2016 - 

(i) Weekly review of all Group plans. 

(ii) Weekly trajectory identified. 

(iii) Addiitonal monthly performance review by executive team. 

(iv) Additional and specific RTT objectives set by the Executive team. 

 
Update 11/05/16 

(i) Additional capacity identified as part of ODP 

(ii) Targets for theatre efficiency and closed session rates 

(iii) Daily Delivery Plan launched with Groups. Weekly review of DDP. 

 
Update 26/08/16 

The Trust has committed resource to rebook patients in chronological order and 

increase the investment in training against the new patient access policy. 

Improvement is performance is expected as a result of this exercise in 3 months. 
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Possibility of CAMH's patients self 

harming on the unit. 

Complexity of CAMH's patients being 

admitted. 

 
High risk of suicide by mis adventure 

due to patients with escalating 

behaviours. 

 
Jan - Nov 2016 - 380 admissions 

under CAMHS to Ward 14 & 16. 

 
Jan - July 2016 - MAPA applied 16 

times, ligature cutters used 9 times 

and 7 self harm incidents on the ward. 
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09.11.16 - Final outcome of the business case - COG decision not to fund the 

business case, therefore, the risk will remain with current rating on the risk register. A 

letter has been written from Andy Hardy, CEO to the Chief Executive at CWPT to 

identify any alternative funding streams/support. 

 
07.12.16 - Coventry & Rugby CCG arranged multi-agency workshop on 16/12/16 with 

relevant teams across the patch to review the current admission process and 

relevant data to improve outcomes for young people who self-harm. Awaiting actions 

from meeting. 

 
External review advised by Planning Unit/COG of the ward environment. 

 
15.12.2016 - Update presented to Patient Safety Committee (PSC). PSC team 

informed SE/KM that risk was highlighted at CQRG by CCG. PSC requested any 

incidents have a Patient Safety Response that are reported at SIG where 

appropriate. 

SE meeting with Nina Fraser (Interim Chief Nursing Officer) on 30.12.2016 to discuss 

staffing model in the business case with a view to appeal the decision made. 
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When demand increases in MDU there 

are significant delays in both the 

nursing and medical assessment of 

patients.  This results in delays in care 

and treatment of patients.  This is 

particularly a problem in the evenings 

when demand is at its greatest. 

Accepting patients after 6 pm when the 

department is already full results in 

severe delays. 
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Extramed is used to record the time of arrival, triage and medical review. 

If numbers of patients waiting for assessment at 6 pm is greater than 15 this is 

escalated to the control room. 

Opening times to be reviewed. 

 
 

 

 

 

Current staffing levels do not 

reflect the demand of the 

service 

Business case written and 

presented to planning 
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To be discussed at risk 

committee meeting in 

April 

Proposal for revised 

staffing completed 

Discussed at QIPs each 

month 

 
 

 

 

Tariff to be agreed and staffing 

issues need to be resolved 

Review of operational hours needs to 

take place 

None identified 

Operational policy agreed with COO 
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Breaches 
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If documents contaning highly  

sensitive and confidential patient 

information e.g. handover sheets, 

continue to be printed and misplaced 

breaches of confidentiality will occur; 

the Trust will be exposed to the risk of 

a fine from the ICO and patients may 

be harmed/lose trust and confidence in 

the organisation. 
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Confidentiality Policy 

Annual IG training. 

 
6/04/16 Risk not approved, reviewed or updated for over 3 months, therefore 

closed. 

 
04/05/2016 Risk re opened at the request of the Risk Committee HM to update. 

 
25/07/2016 There are a number of controls in place: 

- Print-Use-Destroy guidance is communicated at all inductions (Trust, junior doctos 

and nurses inductions), it is also on the intranet. After the last high profile incident, the 

guidance was communicated from the EPR Clincal Lead re-emphasizing the need to 

destroy confidential information / handover sheets. 

 
- Posters were created by the IG Team and placed on ward areas, reminding staff to 

stop and check to ensure they are not taking any paper-based confidential 

information off site and to destroy it securely. 

 
- An audit was done of all ward areas to ensure there are sufficient confidential waste 

bins. Estates provided additional bins for wards that requested them. 

 
30/11/2016 

Presented another IG SIRI at SIG on 29/11/2016 regarding the loss of printed patient 

information (handover sheets). The action plan for this incident are: 

- trust-wide review of patient handover sheets, 

- send out a 'Safety Message', 

- consider the Human Factors. 

 
It would be mis-leading to lower the risk rating at this stage, when there are still similar 

incidents being logged on Datix on a weekly basis. 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

None identified 
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None identified 
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Drug Security 
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The security of medicines is 

compromised where medicines are left 

unattended and doors to clinical 

rooms, clinic rooms and drug 

cupboards and drug trolleys are left 

unlocked. H
IG
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Ward and Department Manager has overall responsibility for drug security on their 

ward/department. 

Clinical room doors are fitted with digi-lock access. 

Codes to digi-locks on clinical room doors are restricted to staff authorised to have 

access. 

Clinical room door fitted with self-closing arm. 

Drug cupboards fitted with locks 

Keys to drug cupboards and drug trolleys are held by a registered nurse (usually the 

senior nurse in charge of the shift) at all times 

Controlled drug cupboard keys separated from routine drug cupboard keys and held 

by the nurse in charge of the shift at all times 

Drug security breaches reported via Datix 

Lost drug cupboard keys reported to helpdesk, estates and pharmacy for 

replacement 

Monthly observation checks of medicines management practice undertaken by 

Modern Matrons 

Medicines security risk assessments completed and reviewed annually by ward and 

department managers 

Medicines management assessments, audits and action plans 

Medicines management training workshops delivered to nursing and ODPs 

Review and monitoring of medicines security breach incidents by Ward/Department 

Manager 

Drug security breaches discussed at ward or department Quality Improvement & 

Patient Safety (QIPS) Meetings 

 
 

 

 

 
 

Process with estates, 

procurement, pharmacy, 

wards and departments for 

the purchasing, fitting and 

replacement of cupboards 

Risk assessments for 

medicines storage not 

complete and action 

Governance arrangements 

for risk assessment 

completion and monitoring of 

action plans 

Training and education for all 

Trust staff 
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Annual Medicines 

Management Audit report 

presented to Medicines 

Management Committee 

GTBR - Medicines 

Management reports 

presented to CHIB and 

Modern Matrons & Ward 

Managers Meeting 

Medicines Management 

Walk-round assessments 

Risk assessments are 

monitored by the Trusts 

Risk Committee 

Groups - Quarterly Board 

Review, monitoring risk 

Mandatory procurement policy for 

drug storage facilities to ensure 

regulatory compliance  

 Ward and Department drug 

security risk assessments are not 

approved / monitored through 

Medicines Management 

Committee  

 Weak process for the monitoring 

of action plans following medicines 

management audits and 

assessments i.e. not undertaken 

through formal Trust committee  

 No clear line of assurance for the 

reporting and monitoring of drug 

storage facilities procurement 

process  

 Process for communicating 

effectively any drug facilities 

concerns and issues between the 

Medicines Management and Risk 

Committee  

 Medicines management drug 

estates / facilities audit outcomes 

need to be incorporated risk to 

PSC 
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Drug Storage 

Facilities 

(excluding 

controlled 

drugs) 
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The security of medicines is 

compromised due to insufficient drug 

storage facilities within the Trust to 

ensure compliance with regulatory 

standards (CQC Outcome 9, Duthie) 
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Ward and Department Manager has overall responsibility for drug security on their 
ward/department.  

Clinical room doors are fitted with digi-lock access.  
Codes to digi-locks on clinical room doors are restricted to staff authorised to have 

access.  
Clinical room door fitted with self-closing arm.  

Drug cupboards fitted with locks 
Keys to drug cupboards and drug trolleys are held by a registered nurse (usually 

the senior nurse in charge of the shift) at all times 
Controlled drug cupboard keys separated from routine drug cupboard keys and held 

by the nurse in charge of the shift at all times 
Drug security breaches reported via Datix 

Lost drug cupboard keys reported to helpdesk, estates and pharmacy for 
replacement 

Monthly observation checks of medicines management practice undertaken by 
Modern Matrons 

Medicines security risk assessments completed and reviewed annually by ward and 
department managers 

Medicines management assessments, audits and action plans 
Medicines management training workshops delivered to nursing and ODPs 

Review and monitoring of medicines security breach incidents by Ward/Department 
Manager 

Drug security breaches discussed at ward or department Quality Improvement & 
Patient Safety (QIPS) Meetings 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

Process with estates, 

procurement, pharmacy and 

wards/departments for the 

purchasing, fitting and 

replacement of drug 

cupboards 

Risk assessments for 

medicines storage not 

completed and action plan 

follow up 

Governance arrangements 

Training and education of all 

Trust Staff 
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Annual Medicines 

Management Audit report 

p resented to Medicines 

Management Committee 

GTBR – Medicines 

Management reports 

presented at CHIB and 

Modern Matrons & Ward 

Managers Meeting 

Medicines Management 

Committee – Quarterly 

review to Patient Safety 

Committee 

Risk assessments are 

monitored by the Trusts 

Risk Committee 

Groups – Quarterly 

Board Review, monitors 

risks 

 
 

 
Ward and Department drug 

security risk assessments are 
not approved / monitored 

through Medicines 
Management Committee 

Weak process for the 
monitoring of action plans 

following medicines 
management audits and 

assessments i.e. not 
undertaken through a formal 

Trust committee 
No clear line of assurance for 

the reporting and monitoring of 
drug security breaches other 
than controlled drug incidents 
Medicines management drug 
security audit outcomes need 

to be incorporated into 
Medicines Management and 

Patient Safety Committee 
No annual Medicines 

Optimisation Report to Trust 
Board 

Ward and Department 
medication related risks by 

default to Medicines 
Management Committee 
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Patient Flow 

(ED 4hr wait) 
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The risk is that that we do not have the 

right capacity to meet demand which 

prevents the attainment of the 

Constitutional 4 Hour Standard for 

A&E. 
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1 - Use of predictive capacity and demand models to identify shortfalls in capacity. 

2 - Introduction of MAU, incorporating short stay beds, AEC and GPAU. 

3. - The development, with partners, of a frailty service to reduce length of stay and 

and admission avoid. 

4. - The creation of ringfenced surgical capacity to protect a volume of elective 

activity. 

5. - The introduction of a Trigger sytem within ED to provide early alerts to enhance 

breach avoidance. 

6. - The uplift of 3 middle grade doctors to allow capacity to meet demand. 

18/5/2016 DS - HR analysis of junior rotas has not identified any capacity to improve 

staffing out-of-hours within establishment, as all tiers are working to maximum 

contractual limits. Focus on improving evening performance to reduce backlog going 

into the night should mitigate overnight performance issues. 

22/09/2016 - DS - Short paper submitted to COG by invitation July 2016 for additional 

MG tier - no response. Formal business case in development. Interim additional 

evening staffing via bank / agency when available. 

 

 

 

 

 

 

 
 

 

Clinical engagement and 

resources 

Lack of 7 day working 

Development of staff H
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Hourly monitoring 

Process & o/c indicators 

Mortality 

KPIs - FREED metrics 

 

 

 

 

 

 

 
Complex patient pathways with large 

numbers of patients affected. 

Capacity is reliant upon external 

partnerships, and community 

pathways being updated 

limited capacity forces short term 

plans to deal with constraints 
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Severe 

shortage of 

permanent 

storage 

capacity in 

mortuary at 

UHCW 
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Severely limited storage across the 

network during times of high death 

rates and bank holidays particularly 

during the winter period. This has the 

potential to lead to reputational 

damage, stress & upset to relatives. 
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17/10/2016 - The 24 additional spaces (temporary)originally at Rugby St.Cross, have 

been transferred to the UHCW mortuary providing an additional 48 (4 x 12 temporary 

storage) to supplement the permanent 98 storage spaces. 

SWFT have also increased their storage capacity, there has been no requirement for 

UHCW to provide additional storage for SWFT. 

Progressing permanent storage solution through capital planning for when surgical 

training school re-locates to CSB. 

 

Human Tissue Authority 

inspection took place August 

2016, HTA have highlighted 

current temporary storage 

solution in report and require 

assurance that a permanent 

storage solution is in 

progressive. 

Re-location of surgical 

training school approximately 

12 months. 
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Regular review, updates 

to Chief Officers 

Pathology Director of 

Operations to prepare 

paper for COG 

 
 

 

 

 

 

 

None identified 
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Insufficient 

controls and 

adherence to 

safety 

procedures 

may lead to 

system 

failures and 

Never events 
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If staff do not follow policies and 

procedures there is a risk that patients 

will come to avoidable harm through 

the occurrence of a never-event or 

other clinical incident. 
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Following a review on mechanisms that are in place and have been applied following 

previous incidents and are now incorporated into ongoing training, an intention to 

apply innovative techniques and processes was agreed. 

This has resulted in the following actions being completed and techniques and 

principles being developed: 

 
Audio surgical safety checklist. 

Audit of process for counting & checking equipment. 

Human factors training. 

Feedback to manufacturer re packaging of different types of prosthesis. 

Review of storage of prostheses. 

Theatre list planning. 

 
25/11/15 NatSSIPs and LocSSIPs implementation being scoped Trustwide. 

 
02/03/16 Discussed at Risk Committee.  3 wrong-site surgery NEs occurred during 

2015/16.  Risk rating raised. 

 
18/05/16 Theatre safety team developed. Leading with video of SSC, development of 

team brief chart, completed daily, and debrief to be rolled out once video shown to 

staff. 

 

 

 
 

 

 

 

 

 

 
 

NatSSIPs and LocSSIPs to 

be implemented by Sep 2016 

Human factors will always be 

relevant to this risk, despite 

comprehensive controls and 

training being in place. 
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Trustwide never events 

gap analysis was 

conducted September 

2015, where specialties 

identified any gaps to be 

addressed 

Never event reported in 

2015/16 has since been 

de-registered 

Theatre "safety 

champions to be 

appointed, safety 

committee and safety 

board instigated involving 

theatre staff and 

clinicians. April 2016. 

Safety video and 

competency pack being 

introduced for all theatre 

staff. May 2016. 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

None identified 
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Delayed 

discharge for 

fast track 

patients C
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This risk is shared across the Trust. 

Fast Track patients are delayed in 

UHCW awaitng POC or NH's, or 

become too unwell to leave the 

hospital due to the current process. 

The provision of Fast Track services is 

the responsibility of CHC who are 

commissioned by the CCG. 
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See below on going controls. 

 
Twice weekly conference call with all organisations to escalate delays. 

 
Working with organisations to develop a CHC brokerage function within UHCW. 

 

 

Daily updates do not always 

result in an imminent 

discharge 

Escalation at the twice 

weekly meeting does not 

always result in an imminent 

discharge 

UHCW have no authority 

over the CHC SPA function 

and the process 

There is nothing in the NH 

contracts to specify a time 

frame from referral to 

assessment to decision. 
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Escalated to the CCG 

work stream in progress 

to explore the CHC SPA 

process 

Escalated to the EOL 

committee meeting, letter 

sent from Mark Radford 

to CHC leads. 

Completion of Fast track 

audit 

In house brokerage 

function for CHC being 

explored as part of a D2A 

model which will support 

fast tracks 

 

 

 
 

 

 

 

No Authority to implement / influence 

a change in the CHC process as 

managed externally. 

Fast tracks do not sit within D2A 

modelling 
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Management 

of non- 

gynaecologica 

l (medical and 

surgical) 

patients on 

Ward 23, 

Gynaecology 

C
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High numbers of outlying patients 

regularly placed on surgical and non- 

medical Wards. This  impacts on bed 

capacity,elective theatre lists and 

quality of care for the patient. This also 

has potentially increased infection 

control and financial consequences. 

Gynaecology nursing staff are required 

to care for these specialty patients 

alongside gynaecology and 

gynaecological oncology patients. 

Patient care could be compromised as 

a result of this. 

 
Situation on Ward 23 specifically may 

be further compounded by future 

reconfiguration of maternity services at 

GEH which will require 12 beds to be 

transferred from Ward 23 to Maternity. 
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28/12/2016 - Joint paper finalised by Surgery and W&C Group Management Teams 

with options for use of Ward 23 beds with detailed costings. Awaiting feedback from 

Director of Operations. 

 
April 2016 - January 2017 - 10.1 beds occupied by Gynaecology specialty patients on 

average, which equates to 35.7% occupancy. 

 
 

 

 

 

 

 

 

 

 

Outlier doctors are not 

managed by W&C and 

therefore can be difficult to 

influence priority review of 

patients 
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Outlier patients are 

reviewed on a daily basis 

by a dedicated team 

which is shared amongst 

specialties 

 
 

 

 

 

 

 

 

 

Medical and Surgical outliers are 

monitored but plans are limited to 

manage these patients 

The ability to manage the number of 

outliers we accept in relation to 

planned elective TCI's 
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Trustwide 

Clinical 

Staffing 

Vacancies C
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Demand outstrips supply for both 

nursing and key medical consultant 

posts. 

High agency usage in most wards/ 

departments. Framework agencies 

utilised, but variable quality of skills of 

RN/ HCA/ medical locum leading to 

potential increased risk to quality of 

care to patients. Evidence shows 

poorer patient experience in hospitals 

with high agency use.  Evidence 

demonstrates link with increased falls. 

Financial impact- may not meet Trust 

trajectory as set by NHSI. 

Impact of additional open beds (short 

term over winter in renal, cardiology, 

day surgery, MDU) requiring additional 

staffing, all agency. 
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Daily staffing review and management by Matron. Escalation process to CNO in 

place, daily staffing viewed on INSITE. 

Recruitment Lead Nurse in post since 1st December 2014 with a specific focus on 

registered and non-registered nurse recruitment/ retention. 

Recruitment and Retentions nursing plan since November 2016. 

Overseas recruitment commenced in August 2016. 

HR review and streamline of recruitment process. 

Implementation of the Enhanced care team to focus specifically in providing 1:1 

support to identified patient group. 

 
Targeted risk assessment and plans of actions for areas with particular pressures 

e.g. renal, gerontology, neurosciences 

 
There are a number of difficult medical posts that the Trust is actively trying to recruit 

to. These posts are temporarily being covered by locum doctors. Work on-going to 

review use of locums and alternative options 

Process in place to monitor use of agency staff, with non framework RN requests, 

and HCSW framework requests requiring Chief Officer sign off. 

TDA target for Trust to reduce agency spend to £30m by end March 2017. 

National guidance on agency caps came since November 2015. Review and 

oversight at COG Star Chamber. Recruitment monitored by COG, on monthly IPR 

and monthly workforce report to F&P Committee/ Trust Board. 

 

 

 
 

 

 

 

 

 

 

 

 
Timescale from advert to 

staff on site has improved 

but ongoing work to 

streamline this and reduce 

further to no longer than 3 

months 

Agreement to employ greater 

number of newly qualiifed 

staff ( work to look at support 

required for this) as 

experienced B5 staff not 

avaialble to match current 

vacancy levels. 

Vacancies for nursing 

remain static cica 200 every 

month ( Jan 2017) 
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Carter Nursing 

Workforce metrics 

developed November 

2016, performance 

managemtn of Groups 

from Jan 2017  

Turnover for RN= 

6%,HCA = 8%, below 

Trust target of 10% 

Reduced external 

agencies from 24 to 12, 

all framework , better 

quality assurance 

Monitored at COG, F&P 

Committee, NMC and 

quarterly Performance 

Reviews 

New Enhanced Care 

Team commenced in 

October 2015. Further 

recruitment to 10wte 

vacancies in February 

2015 

Twice yearly Safer 

Staffing report to Trust 

Board 

Deep dive review ( of 

quality metrics) on those 

wards with 1:12 staffing 

at night received at QGC 

in june 2015. 

HCSW recruitment 

excellent and vacancy 

numbers reduced to 

below 30 across Trust 

Bi annual review of risk 
assessment at Nursing 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 
 

 

Vacancy rate remains high despite 

active recruitment activities 

Agency use still similar to January 

2016 but over cap shifts reduced to 

40-50% 

RN vacancy 20%, HCA vacancy 

12% 
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A hybrid operating theatre is an 

operating theatre which has a fixed 

image intensifier and equipment for 

performing vascular surgery. Modern 

vascular surgery requires good quality 

imaging and stock of equipment kept in 

theatre to perform modern surgical 

techniques. These cannot be carried 

out using the current facilities in both 

elective or acute settings. Hence 

patients are being offered 'older' 

techniques which have a higher 

morbidity and mortality rather than 

modern techniques. 

 
In addition, staff are being exposed to 

higher levels of radiation than would 

occur if we had a fixed system for 

imaging. 

A hybrid operating theatre is 

recommeded by the MHRA for the 

above reasons on safety grounds. 
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No current controls in place. Access to interventional radiology on an adhoc basis. 

Working party for hybrid theatre. 

 
11/03/16 Risk escalated to "corporate" at Theatre Management meeting.  To be 

approved by D Moon. 

 
 

 

 

 

 

 

 

 

 

 

 

 

Use of interventional 

radiology is sub-optimal, with 

no immediate access to 

surgery. H
IG

H
 

1
5
 

L
O

W
 

6
 

5
-J

u
n
-2

0
1
7
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 
Monitored through 

incident reporting & 

Mortality review 
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Title Mortality Performance Report – January 2017 
Author Kathy Walker, Mortality Review Facilitator 
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Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer / Deputy 
CEO 

Date  26th January 2017 
 
1. Purpose  
 
The purpose of this paper is to provide an overview of Trust-level mortality data for the time 
period January 2016 to December 2016, and performance for the time period October 2015 
to September 2016 (latest available data), 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.  
 
3. Narrative 

 
Mortality Review 
• The completion rate for primary mortality reviews between January 2016 and December 

2016 is 83.56% with another month to go as the deadline for completion of reviews. 
• Between January 2016 and December 2016 there have been two confirmed NCEPOD E 

graded deaths. 
 
High completion rates for primary mortality reviews highlight excellent engagement with 
clinical staff with the mortality review process. 89.03% of completed primary reviews 
between January 2016 and December 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 203 identified opportunities for learning from deaths 
between January 2016 and December 2016. 
 
Mortality indicators: HSMR  
• The Trust HSMR value for the latest available 12 months of data (October 2015 – 

September 2016) is 101.4. 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. The 
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. 
 
Mortality Alerts – Dr Foster 
• Between October 2015 and September 2016 the Trust received 83 mortality alerts, 

36.14% of which were 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, which discusses and agrees appropriate action to address the alerts. 
 
Mortality Indicators: SHMI 
• The SHMI value (July 2015 – June 2016) is 1.0921 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 can result in delay in completing mortality review forms 
 

 
5. Governance  
 
Mortality assurance and reporting is monitored by the Mortality Review Committee chaired 
by the Deputy Chief Medical Officer. The committee’s actions are monitored through the 
Patient Safety Committee, which provides assurance to the Quality Governance Committee. 
Trust Board receives a report on mortality performance every three months. 
 
6. Responsibility 
 
The Mortality Review Committee is responsible for assuring the Trust Board that mortality is 
proactively monitored, reviewed, reported and where necessary, investigated. The 
committee ensures any lessons and actions are implemented to improve outcomes.  
 
7. Recommendations 
 
The Trust Board is invited to Note the Trust’s mortality performance for the given time 
period. 
 
Kathy Walker, Mortality Review Facilitator (10/01/2017) 
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University Hospitals Coventry and Warwickshire Mortality Performance 

Report – January 2017 
 

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

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

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

2.0  Trustwide Mortality Review – Performance for January 2016 – December 
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 January 2016 – 31 December 2016 there have been 
2214 requested primary mortality reviews for inpatients (and those who died 
within the Emergency Department), 83.56% of which have been completed 
(1850/2214). Of the 364 reviews still to be completed 42.31% of these remain 
within the 30 day time scale for completion (154). When reviews, which are 
not yet due to be completed, are removed from the analysis the completion 
rate for primary mortality reviews is 90.5%. This rate of completion is 
testament to the support this process receives from clinicians 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 January 2016 and 31 December 2016. It highlights that 89.03% 
(1647) of reviews were graded NCEPOD A for ‘good care’. 
 

 
 
Figure 1: NCEPOD Classification Rate (All data extracted 6 January 2017) 
 

2.2  All patients who are graded NCEPOD B-D during primary review have a 
further secondary review completed as the grade highlights that there were 
aspects of care which could have been improved. The purpose of the 
secondary review is not to attribute blame to teams, but to identify areas for 
learning and actions to help improve patient care and avoid similar problems 
occurring. This is a multi-disciplinary approach and these cases are discussed 
in specialty meetings to ensure that learning is shared. Theme analyses are 
conducted from secondary reviews and shared throughout the Trust to 
promote improvements in patient care.  
 
For all deaths between 1 January 2016 and 31 December 2016 which have 
had a completed primary mortality review, there were 203 requested 
secondary reviews (cases graded NCEPOD B-D), suggesting 203 
opportunities for learning. This figure is likely to increase as more primary 
mortality reviews are completed.  Currently 80.29% of these secondary 
reviews have been completed (163).  Of the incomplete secondary mortality 
reviews, 59.5% are still within the 2 month allocation for completion (22 
reviews). Of the completed secondary reviews, 26.9% (44 reviews) of these 
have been re-graded to NCEPOD A (good care) following discussions with 
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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. 
 

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 1 January 2016 and 31 December 2016 there have 
been 11 cases graded NCEPOD E at primary mortality review. Of these, nine 
have been presented at the Mortality Review Committee for discussion and 
action. Of the nine, seven were re-graded to a lesser grade at Mortality 
Review Committee. Of the two remaining confirmed NCEPOD E graded 
deaths, both were referred to the Significant Incident Group for a Root Cause 
Analysis. 
 
The remaining two NCEPOD E grade deaths which have not yet been 
reported to the Mortality Review Committee are due to be discussed during 
the meetings in January 2017. 
 

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 care coding, and many 
more. The HSMR includes 56 diagnosis groups that 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 
September 2016. The HSMR for the most recent 12 months of data (October 
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2015 – September 2016) is 101.4. This is within the ‘expected’ mortality 
range. The HSMR value for September 2016 is 89.0 which is also within the 
‘expected’ mortality range. 
 
The chart below shows the HSMR trend for UHCW for each month between 
October 2015 and September 2016. It highlights that UHCW is consistently 
within the ‘expected’ range for all months with the exception of March 2016. 
 
 

 
Figure 2: HSMR Trend by Month (October 2015 - September 2016) 
 
The 12 month HSMR for mortality has been decreasing over the previous 12 
months. Since the data release for July 2016, UHCW’s 12 month HSMR is 
within the ‘expected’ mortality range. 
 

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. Appropriate action to address 
the alerts is agreed. 
 

5.2 Between October 2015 and September 2016 the Trust received 83 mortality 
alerts, 36.14% of which have been positive alerts (overleaf). All negative 
mortality alerts have been reviewed by the Mortality Review Committee and 
appropriate actions assigned and monitored for completion. 
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6.0 Mortality Indicators: Summary Hospital-level Mortality Indicator  
 

6.1 The SHMI is a national indicator published by NHS Digital quarterly and is 6 
months in arrears. The national benchmark for the SHMI is 1. Similar to the 
HSMR, a value below the benchmark indicates fewer deaths than expected, 
while a value above this highlights more deaths than expected.  UHCW 
reports SHMI data to the Mortality Review Committee on a quarterly basis. 
 

6.2 The most recent publication for the SHMI is for July 2015 – June 2016 
(published by NHS Digital, in December 2016). The majority of Acute Trusts in 
this publication were within the ‘expected’ mortality range (80.8%; 110 Trusts). 
UHCW is also within the expected range in this publication, as the value is 
1.0921. During this time period there were 2916 deaths recorded compared to 
2,670 ‘expected’ deaths. The majority of deaths were inpatient deaths 
(71.6%), and 29.4% of deaths were within 30 days of discharge. 

 
 

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. 

 
In October 2016 the Trust received two letters from the CQC detailing 
mortality outlier status for UHCW for the following diagnosis groups: 
 

• Aortic, Peripheral, and Visceral Artery Aneurysms 
• Heart Valve Disorders 

 
These alerts were investigated appropriately and responses have been sent 
to the CQC detailing the findings of investigations undertaken for these alerts. 
 
 
 

 
Figure 3: Mortality Alerts received by Month of Alert 
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8.0 Additional Developments 
 

8.1 Mortality training has been delivered monthly since September 2016 by the 
Trust Mortality Lead and Mortality Review Facilitator, with over 50 staff having 
attended. Further ad-hoc training sessions are being developed to deliver 
bespoke mortality training sessions at Quality Improvement and Patient 
Safety meetings and Mortality and Morbidity meetings.  

 
 
Author: Kathy Walker, Mortality Review Facilitator.  
January 2017 
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PUBLIC TRUST BOARD PAPER 
 
Title Infection Prevention and Control Quarterly Report.  Quarter 3 

2016-17. 
Author Kate Prevc - Matron for Infection Prevention and Control. 
Responsible 
Chief Officer 

Nina Fraser - Interim Chief Nursing Officer  

Date  26 January 2017 
 
1. Purpose  
To appraise the board of the Infection prevention and control position for quarter 3, 2016-
17 against National and locally set targets and to ensure that the Trust Board has sight of 
any challenges and successes in the infection control agenda. 

 
 
2. Background and Links to Previous Papers 
 A quarterly report will address the Mycobacterium Chimera issues, and our position at     
the end of quarter two against national targets.  
 
 
3. Executive Summary 
The nationally set targets for MRSA (0) and Clostridium difficile (42) were known to be 
challenging at the start of the year. UHCW presently sits below trajectory for clostridium 
difficile but has reported one case of MRSA bacteremia. 
 
Our innovative work with hand hygiene measurement continues and we are receiving 
much attention from external groups.  
. 
4. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
M Chimera remains under surveillance and we are in discussion with other units across 
the country.  We are working with Public Health England and are meeting with the task 
group leading on this nationally in the New Year.  
 

 
5. Governance  
Infection Prevention and Control risks and issues are monitored through the Infection 
Prevention and Control Committee (IPCC) and provide assurance to the trust via regular 
reports to Quality Governance Committee and Trust Board.  
 
6. Responsibility 
Nina Fraser, Chief Nursing Officer and Director of Infection Prevention and Control 
 
7. Recommendations 
The Trust Board is asked to NOTE the report and to continue to provide SUPPORT to the 
Infection Prevention and Control Team and promote the Infection Prevention and Control 
agenda throughout the Trust.  
 
Kate Prevc 
Matron Infection, Prevention and Control 
Date:  January 2017 
 



INFECTION PREVENTION & CONTROL 
Quarterly Board Report – December 2016  

 
1. Introduction 
This report seeks to provide the Trust Board with an update on both our mandatory 
reporting requirements and key infection prevention issues. 
 
2. Mandatory reporting 
 
Table 1 sets out our performance against national targets up to the end of quarter three  
 
Table 1   

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

figures 
National 
Ceiling 

Rate per 100,000 
April-16 – Dec16 Bed days 

MRSA bacteraemia 1 0 0.3 

C. difficile 27 42 9.2 

MSSA bacteraemia 21 Not 
applicable  7.1 

E. coli Bacteraemia  235 Not 
applicable 79.8 

 
3. Staphylococcus aureus bacteraemias 
 
3.1 MRSA  
UHCW NHS Trust had no MRSA bacteraemia reported during quarter three.   
 
We continue to work with the Matrons and Ward Managers to improve the MRSA 
screening rates for both elective and emergency patients.  We have seen an 
improvement in both, notably an increase from 40% in 2015 to 80% in 2016 for 
emergency screening.  However, there remains some work to do and we continue to 
monitor and hold the ward areas to account via the infection quality review meetings.  
 
Graph 1 illustrates our performance for Trust apportioned MRSA bacteraemia since 
2006/7.   Graph 2 illustrates the Trust MRSA bacteraemia position per 100 000 occupied 
bed days compared to regional Trusts.  The funnel plot shows UHCW to be below the 
regional average rate, we continue to perform well. 

Infection prevention quarterly report. January 2017.  Page 1 
 



Graph 1

 
Graph 2 
                             Shows UHCW compared to regional Trusts measured by 100 000 bed days.  

 
*Hospital codes for each trust shown in Appendix A 

 
3.2 MSSA  
UHCW NHS Trust has reported 21 MSSA bacteraemia cases since April of this year.  
 
There were 11 cases of trust apportioned for quarter three; we have instigated work 
around blood culture taking (blood culture club), and line management (ban the 
bacteraemia) including work with junior doctors. Graph 3 shows this increase in cases 
and we have identified areas for improvement. We have met with these areas and have 
instigated the measures described above as well as ensuring that line maintenance is 
being measured monthly and reported on InSite for Matrons to review, this is discussed 
at the infection prevention and quality meetings.  
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The neonatal unit had an outbreak of MSSA in five babies, between July - Aug 2015, all 
of whom were well and have returned home.  They developed an action plan and the 
Infection Control Team continue to meet regularly following the issues within the neonatal 
unit and continue to work with them to monitor and manage their action plan.  MSSA 
screening is no longer required as we have had no further cases of MSSA bacteraemia 
linked to the outbreak strain for over a year within the neonatal unit. This has been 
amended on the risk register. We are expecting to close this issue in quarter four as the 
unit have worked hard to manage the issue and have not had any return of the strain that 
was identified of spa typing (a test akin to fingerprinting identifying identical strains 
indicating transmission of an organism ) 
 
Graph 3 demonstrates trust performance for MSSA bacteraemia since 2010/11 when 
surveillance for MSSA was voluntary.  
 
Graph 3 
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The funnel plot (graph 4) illustrates the trust performance for MSSA bacteraemia per 100 
000 bed days compared to regional trusts. 
 
 
Graph 4 Funnel plot showing UHCW performance for MSSA bacteraemia  per 100 000 bed days compared to 

regional trusts. 

 
3.3. MRSA screening compliance 
The following chart shows compliance with MRSA screening of both emergency and 
elective cases. The improvement in emergancy screening continues. Emergency 
screening saw a particulalry heartening improvement despite increased workload within  
acute medicine with the reallocation of roles for health care suport workers (HCSW ) to 
focus on screening as they are no longer taking patient observations. Perhaps more 
importantly the compliance  for decolonisation of the patients who have screened positive 
has remained consistently high.  
 
Figure 5 
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Preoperative assessment continues to return high compliance rates for screening; 
consistently reporting above 95%  compliance. 
 
3.4   MRSA New Acquisitions 
The number of patients who actually acquire MRSA colonisation during their admission at 
UHCW is a good indication of how well infection prevention and control is managed 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 the numbers of cases are very small, this quarter shows a continued improvement. 
Graph 6 below show that we continue to reduce incidents of acquisition. Our monthly 
monitoring of MRSA cases indicates a high level of compliance with the ‘quick action 
guide’ and decolonisation remains very high. Where we observe an increase in 
acquisition levels we work with the wards to revisit practices, including hand hygiene 
practices, we use the five moments audit tool to feedback, and look at processes and 
decontamination practices to identify weaknesses that may result in transmission.  We 
send samples to   the regional laboratory to look for the same spa typing or undertake 
environmental swabbing depending on the results of our initial investigation. Graph 7 
shows ward level data, work with ward 41 identified MRSA on their pulse oximeter probe. 
A programme of cleaning and education using ATP swabbing was introduced. This has 
now improved.  
 
Graph  6 
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A breakdown by ward is shown in Figure 7 below 
 
Figure 7 

 
4.0.  Clostridium difficile 
Twenty seven cases of Clostridium difficile (C diff) have been submitted to the mandatory 
enhanced surveillance system, (MESS) this is the lowest reported year to date. The 
application of a financial penalty for a trust who breaches their trajectory will be based on 
an agreement with the CCG that for each case where  there were no lapses of care over 
our trajectory no penalty will be applied.   
 
The reviews for this year have so far identified 7 lapses of care attributed to 19 cases 
reviewed. Graph 8 shows the decrease in cases since 2007/8. Graph 9 illustrates that we 
continue to perform well compared to regional trusts, indeed we perform well when 
compared nationally.  The main themes until September were inappropriate sampling, we 
were picking up cases of colonisation rather than infection,  3% of the population carry 
this organism in their gut,  this increases to approximately 21% for hospital patients 
according to some papers. Our award winning educational campaign, stool smart, which 
had addressed this previously was re-launched and following this work we showed an 
improvement from 4 cases in August to one apiece in September and November. The 
Clinical Commissioning Group (CCG) reported an increase in C diff cases for August 
across the region but they are reassured that our rate of lapse of care is low and not a 
cause of concern. However, we continue to learn from these and aim to further reduce 
our numbers. The environment remains a challenge. Poor cleaning scores on wards are 
resulting in the lapse of care being attributed.  
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Graph 8 

 
 
Graph  9.  Funnel plot showing Clostridium difficile cases UHCW per 100 000 bed days compared to regional 
trusts

 
 
*Hospital codes for each trust shown in Appendix A 

0

10

20

30

40

50

60

70

80

90

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3

2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17

C
lo

st
rid

iu
m

 d
iff

ic
ile

 e
pi

so
de

s 

Quarter 

Trust-Apportioned episodes of Clostridium difficile, 2007/08 Qtr 1 to 2016/17 Qtr 3 

0.0

1.0

2.0

3.0

4.0

5.0

6.0

7.0

RLU RRJ RL1 RQ3 RLQ RLT RJC RJF RBK RXK RNA RXW RWP RL4 RRK RKB RJE RR1

R
at

e 
pe

r 1
00

,0
00

 O
cc

up
ie

d 
B

ed
 D

ay
s 

Hospital Code 

Control Limit

Warning Limit

Infection prevention quarterly report. January 2017.  Page 7 
 



6. Hand Hygiene 
Historically the hand hygiene data that all Trusts use to illustrate compliance was training 
data; the number of staff trained in hand hygiene. However we believed that a better 
indicator for how this was applied in practice would be more useful.  Dr Dawson our post-
doctoral researcher developed a tool with WHO approval to enable this to happen. 
International data shows that the best performing hospital have rates of approximately 
60%.  This tool enables us to provide feedback in a form that the areas can understand 
and we have made it applicable to them. Our aim to is use this measure to report outside 
of the trust, to be leading the vanguard of hand hygiene improvement but we are aware 
that this may be interpreted as being a poor performer if we report a reduction from 97% 
compliance with training to a (very credible) score of 66.2%. We continue to report both, 
but we are publishing and presenting our work at conferences and we continue with our 
research in this area.  
 
At the end of quarter 2 2016 we had an overall trust-wide hand hygiene compliance level 
of 57% using the WHO amended audit tool. For quarter 3 this improved to a compliance 
rate of 66.22% this is reassuring and we continue to roll this out across the Trust.  
 
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. Figure 10 lists the five opportunities for hand hygiene.  
 
   
Figure 10.  The five articles for the WHO  five moments. 

 
 
 
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.  We have agreed with the CCG that we will 
use this WHO data in our Post infection review (PIR) discussions.  
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7. Mycobacterium Tuberculosis (TB) incidents  
TB contact incidents continue but we have seen a reduction in cases during the last 
quarter. We had 11 incidents but had to undertake a look back in only four cases as the 
remaining seven cases had always been nursed in isolation and correct protective 
equipment used. We continue to work with the respiratory/ infectious diseases team on 
our management of this organism. 
 
8. M chimera infection, cardiothoracic surgery 
We continue to monitor the ongoing issues with the Heater Cooler Units (HCU) that are 
used by patients following cardiac valve surgery. This is an international issue and we are 
following the guidance produced by the National Task and Finish Group.  We are 
maintaining strict disinfection of the HCU machines as advised by the manufacturer.  The 
group monitoring HCU’s at UHCW NHS Trust have a stringent plan for surveillance and 
are implementing all action required. All patients undergoing surgery are informed of the 
potential risks, although this is recognised as being very small.  A national team 
comprising of Public Health England and NHS colleagues, will be visiting us, on 13th 
January, 2017 to review our actions taken so far.   
 
9. Influenza  
Respiratory viruses have been particularly challenging this quarter we have had 
exceptionally high numbers of positive patients being admitted. Despite the high numbers 
we have had just one incident of hospital based transmission on ward 30 in October. We 
continue to work with the ward areas to ensure patients are managed safely; despite 
operational pressures staff are managing the patients well. 
 
10. Cleaning  
The Trust continues to work with Project Co and ISS to address the issues around 
cleaning.  Contractually the Trust and ISS use the ISS maximiser audit to manage 
performance, the infection prevention team and use by Matrons of the infection control 
nurses tool (ICNA) as a risk assessment tool. Both audit the environment with some 
minor additions to the ICNA . 
 
The results of the ICNA have stayed steady for Q2 and Q3.  Table A shows the 
comparison between Q2 and Q3 for 2016-17. 
 
Table A   
Average ICNA Score Q2 Q3 

 79.79% 79.73% 
 
Quarter 3 cleaning results from the ICNA audits are not achieving the standard we expect 
so this been escalated through the director of estates.  
 
The director of estates and his performance team are monitoring ISS against the National 
cleaning standards (NCS) and an enhanced RAG target set by ISS to improve their own 
standard. The table below shows the latest performance against these standards which is 

Infection prevention quarterly report. January 2017.  Page 9 
 



monitored at the PFI liaison committee. These are the contractual obligations that ISS are 
monitored against and the scores show that ISS are meeting their contractual standard 
but have only achieved 2 out of 4 of the enhanced RAG targets.  However there is a 
project looking at developing one audit tool that fulfils both the requirements of the 
infection prevention and control team and the contractual obligations for ISS.  

Scores by Risk Category  

 NCS Target AGREED RAG 
target 

Achieved  

Very High Risk 95% 97% 97.07% 

High Risk 95% 95% 96% 

Significant 
Risk 

90% 95% 92.8% 

Low Risk 75% 95% 92.23% 

 
11. Sepsis team  
The sepsis team have been working with Paramedical colleagues to better understand 
the sepsis pathway from start and to ensure closer working. They are working with 
Virginia Mason to understand the flow and better manage our patients with sepsis.  
 
Sepsis champions have been identified on the ward area and a teaching package 
including a handbook has been produced. The team are working with other departments 
such as maternity, paediatrics and the emergency department. to coordinate the 
management of sepsis across the Trust. 
 
James Parr, Infection Prevention Analyst and Emma Evans, sepsis nurse presented data 
and the clinical background of sepsis and AMR to Warwick University AMR group. This 
has generated a lot of interest and a potential bid for joint working with European monies. 
This is particularly exciting as it reflects the close relationship between infection 
prevention and sepsis work.  
 
The Sepsis CQUIN has been set for a further two years and it is hoped that we can 
secure the team to continue the work  

 
12. Infection Control Team News 
The Infection Prevention and Control Team have been invited to take part in the NICE 
working group for hand decontamination guidance.  The work of the line team under the 
guide of Sharron Oulds was included in the latest guidance from the RCN and both 
Sharron Oulds and Kate Prevc were invited to the launch to share the work being done at 
UHCW which was included in the document.  The new guidance was launched as a 
document that recognised infection prevention and control as an integral part of practice 
not as an addition; this reflects the ethos of the team. 
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A further paper has been accepted for publication.  This paper is having a second review 
for the British journal of midwifery. (BJM ). A urinary catheter paper was released 
electronically prior to being published later in the year in the Journal of infection 
prevention.  (JIP) 
 
We have successfully run an infection prevention course for health care support workers.  
This evaluated very well. This is now being rolled out across the Trust.  
We continue to work with ward 23 on our research looking at using ATP to increase staff 
motivation around cleaning.  
 
A comprehensive teaching package has been produced for link staff; this will run across 
the year. 
 

13. Conclusion. 
UHCW NHS Trust continues to perform well nationally against other large teaching 
hospitals. We continue to work to further improve our performance and focus on infection, 
prevention and control.   The addition of the sepsis team has greatly enhanced the work 
undertaken within infection prevention and control across the Trust.  
 
Appendix 1- key to regional hospital codes, West Midlands  

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

Meghana Pandit, Chief Medical and Quality Officer 

Date  26 January 2017 
 
1. Purpose  
 
This Quarterly experience report brings together information on Compliments, 
Complaints, PALS, Patient feedback and involvement and Board walk rounds.   
 
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 October 
2016 was 36% and November was 51%. The figure for December and the full Quarter will 
be available in February 2017. The Trust received 126 complaints in Quarter 3, which is 
lower than in previous quarters but in line with Quarter 3 of 2015-16. The complaints 
caseload remained high in Quarter 3 due to a high number of complaints being carried 
forward from Quarter 2. As a result performance dipped, with the recovery starting to take 
effect in November. 
 
The Complaints Department has been conscious to ensure the focus is maintained on 
attaining the 25 working day standard whilst also ensuring the cases that have already 
breached are given due attention.  
 
Communications is the primary subject most complained about, followed closely by 
aspects of patient care and clinical treatment of surgical patients. 
 
Of the six cases decided by the Ombudsmen in Q3 three were not upheld, two partially 
upheld and one upheld. 
 
The Patient Advice and Liaison Service (PALS) are now able to monitor and report on the 
performance against the five working day response standard. It is encouraging to note 
that for Q3 performance was 90% against a target of ≥90%. Work continues to improve 
processes and the service has launched a satisfaction questionnaire with users to gather 
feedback for improvement. 
 



Delays and cancellations of outpatient appointments remains the top enquiry as in 
Quarter 2. Top three Specialty Groups for Quarter 3 with the most enquiries are Surgery, 
Specialist Medicine & Ophthalmology and Radiology and relate to waiting times for 
procedures and appointments, communication with patients and waits for scan results. 
 
University Hospital Site increased by half a star in Quarter 3 on NHS Choices taking it to 
4 out of 5 stars, while the Hospital of St Cross maintained 5 out of 5 stars.  University 
Hospital’s reviews were 47% positive (53% negative) whilst the Hospital of St Cross 
remained at 100% positive. 
 
4. Areas of Risk 
 
Health Information (HI) - there are currently no Health information staff in the HI Centre 
as both 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 has been presented to Planning 
Unit, with the outcome awaited, which impacts on this service and its staffing structure. 
 
Management of complaints – If there is insufficient capacity within the complaints team 
due to impending maternity leave and vacancies, there is a risk that performance against 
the 25 working day standard will be significantly affected resulting in increased 
dissatisfaction with complainants and a potential for complaints to be progressed to the 
Ombudsmen.  
 
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 
 
Jenny Gardiner, Director of Quality 
Meghana Pandit, Chief Medical and Quality Officer 
 
7. Recommendations 
 
The trust Board is invited to note the Patient Experience Quarterly Report 
 
Name and Title of Author: Anita Kane, Associate Director of Quality 
Date:  10 January 2017 
 

Page 2 of 2 



We Care 
Patient Experience Report 
Quarter 3, 2016-17 

26th January 2017 
 



2 

Contents 

Page Description 

 
3 

 
Compliments 

 
 
5 
6 
7 
8 
9 

 
Patient Advice and Liaison Service (PALS) 

Performance and Enquiries by Subject 
Questionnaire Feedback in Quarter 3 
Examples of PALS Enquiries Received in Quarter 3 
Developments in Quarter 3 
PALS Staff Compliments in Quarter 3 

 
 

10-12 
13 
14 
15 

 
The Complaints Team 

Overall Performance 
Most Common Subject for Complaints 
Learning from Complaints 
Examples of Complaints Received  

 
 

17 
18 
19 
20 
21 

22-24 
25 
26 

 
Patient and Public Involvement 

Impressions Quarter 3 
Impressions Graphs Explained Quarter 3 
The Friends and Family Test (FFT) Quarter 3 
National Patient Survey Programme 
NHS Choices and Patient Opinion 
NHS Choices – Communications Team Update 
World Café – Prompted by Results of National Inpatient Survey 2015 
Compliments Book No. 1 2016 - 17 

 
 

28 

 
The Health Information Service 

eLibrary Activity 

 
 

30-31 
32-33 

 
Board Walk Rounds 

Quarter 3 Feedback 
Actions taken from Quarter 2 and Quarter 3 Board Walk Rounds 

   2 



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). 
 
  

“Please pass  my thanks on 
to staff for the way they 

looked after my father while 
he was in hospital.” 

 
Endoscopy 
Feedback 

“Thank you to all staff 
for the care and 

treatment of my son.” 
 

Children's ED and 
Children's DSU 

Feedback 

“All staff very helpful and 
cheerful & put you at 

ease when feeling very 
anxious. Very good.” 

 
Ward 23 

University Hospital 
#164015 

“The whole experience 
was faultless form 

admission to discharge, 
staff were friendly & 

everything was explained 
prior to & after the 

surgery.” 
 

Rugby Day Surgery 
Hospital of St. Cross 

#164101 

“Dermatology is the nicest 
dept. in the hospital I have 
ever attended the staff are 

lovely friendly & 
knowledgeable from 

reception, nurses to doctors 
even the cleaning staff.” 

 
Dermatology Unit 

University Hospital 
#164487 

“A big thank you to all 
staff and volunteers for 
their support, care and 
hard work for my mum 

from cancer treatment to 
palliative care.”  

 
Ward 34 

Feedback 

“Without exception the staff 
working in Ward 43 across 

every discipline are incredibly 
considerate and professional 

with such empathy.” 
 

Ward 43 
University Hospital 

#163917 

= Impressions = Feedback 

“Had excellent care from 
admission to discharge. 
Staff were really helpful 

and couldn't do enough for 
you.” 

 
Cedar Ward 

Hospital of St. Cross 
#163116 

“The HCA was excellent, she was on 
the ball, looked after me with extreme 

kindness she explained everything 
and made me feel safe she made me 

feel at home; she stayed with me 
because I have no family and held 

my hand.” 
 

Medical Decisions Unit 
University Hospital 

#164597 

“Very attentive, caring, 
couldn't do enough for 

us.  Very relaxed 
approach.  Selena - 
thank you, you were 

fantastic!!” 
 

Lucina Birth Centre 
University Hospital 

#164344 

“Staff were very helpful 
as they got my mum a 

bed for the night so she 
could accompany her 

child that was admitted.” 
 

Ward 14 
Feedback 

“Please pass praise to all 
staff for their excellent care 
and compassion towards 

my uncle who was an 
inpatient.” 

 
Ward 20 

Feedback 

“All of the staff were very 
professional, welcoming, helpful 
and caring and checked if I was 

ok whilst in waiting area.  I 
would like to thank all of the 
reception and triage staff.” 

 
Emergency Department 

University Hospital 
#163716 
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Patient Relations 
(PALS and Complaints) 



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

A total of 929 enquiries were received in Quarter 3 which confirms the enquiries are 
being consistently recorded onto Datix.  Further analysis confirms the PALS average 
monthly enquiries to be 276.  
 
Since 9 November 2016, a PALS Officer has supported the Health Information 
Centre daily from 9am to 1pm until staff vacancies are appointed to.  To date, PALS 
have addressed 110 health information enquiries.  
 
To deal with the large number of daily voice messages, the PALS Officers 
(responsible for the feedback inbox and face to face enquiries as per a rota) will 
make the initial call to the enquirer between 09:00 and 11:00.  This will be repeated 
between 13:30 and 14:30. This has proven to be successful in reducing the amount 
of voice messages left as enquirers calling again to leave a further voice message.  
 
*Figures at 29/12/2016 

Outpatient appointments (delays and cancellations) remains the top enquiry as 
listed in Quarter 2.   New for this quarter in the top 5 enquiries received by subject 
is Clinical Treatment.   Analysis shows this is due to delays in treatment and delay 
in reporting results. 
 
Communication/Information to Patients remains on the top 5 however, is lower in 
numbers for this quarter.  Concerns raised include breakdown in communication 
between staff and between departments. 
 
Trust policies and procedures has increased since last quarter; this is again wide 
ranging, but includes enquiries about Access to Health Records, the accuracy of 
health records, FOI and travelling expenses. 
 
The top 3 Specialty Groups for this quarter are Surgery, Specialist Medicine & 
Ophthalmology and Radiology.  Surgery enquiries relate to waiting times for 
procedures and communication with patients.  Specialist Medicine and 
Ophthalmology relate to waiting time for appointments.  Radiology enquires are 
regarding the waiting time for scan results to be reported. 
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New Enquiries received by Quarter  

Q4  
(15/16) 

Q1  
(16/17) 

Q2 
(16/17) 

 
Q3* 

(16/17) 
 

Received via 
telephone 334  420 406 443 

Received via 
Feedback/ 
email 

 172  304 242 270 

Received in 
person  94 119 208 189 

Received in 
writing  27 37 30 27 

Total 
Number 627  880 886 929 

Top 5 Enquiries received by subject 

Appointments (Delays and Cancellations) 179  

Communication/Information to Patients  147 

Trust Policies and Procedures 121  

 
Clinical Treatment 
 

95 

Waiting Times   92 
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Yes completely 

% 

 
Yes to some extent 

% 

 
No 
% 

 
Did you find the PALS staff approachable and supportive? 

 
69 

 
21 

 
10 

 
Did you feel that PALS understood your enquiry? 

 
76 

 
7 

 
17 

 
Did PALS clearly explain how they could help you? 

 
62 

 
21 

 
17 

 
Did PALS do what they said they would do? 

 
68 

 
14 

 
18 

 
Were you happy with the speed in which PALS responded to your 
enquiry? 

 
62 

 
21 

 
17 

 
Did you feel you were kept reasonably informed of progress during 
the handling of your enquiry? 

 
55 

 
31 

 
14 

A satisfaction  questionnaire has been designed to capture feedback from those using the service. This has now been launched and will be monitored 
quarterly by the Head of Patient Relations reporting to the Patient Experience and Engagement Committee.  To date there has been 29 responses, a brief 
breakdown is provided below.   There are clear areas PALS need to focus on including clear explanation to the contact on how the service can help and 
providing clear guidance on the actions PALS will take.  This will be an objective in Quarter 4. 

PALS – Questionnaire Feedback in Quarter 3 

How likely are you to recommend PALS to friends and family? 79% of service users were either extremely likely or likely to recommend 
PALS to their friends and family. 



PALS – Examples of PALS Enquiries Received in Quarter 3 

ID Concern Action & Outcome  

12343 The Enquirer contacted PALS for assistance with writing a 
formal complaint.  Following receipt of her complaint 
response, she contacted PALS again to ask for assistance 
with further local resolution. 

A PALS Officer had a lengthy discussion with enquirer regarding  concerns she 
would like investigated by the Complaints Team.  The Enquirer’s concerns were 
drafted and then emailed to the enquirer who approved the content.  Following 
the response to the complaint letter, the enquirer contacted PALS for assistance 
with asking for further local resolution.  A draft has been produced and is with the 
enquirer for final approval.   
 

 11806 A Patient is currently waiting at 25 weeks for neurosurgery 
and would like a date for surgery and an ‘Access to Health 
Records’ application form. 
 

PALS investigated and advised the patient that no date for surgery is currently 
available; a lengthy discussion was held regarding this.   The Patient remains 
unhappy and  so the Enquirer’s concerns were escalated to the Group Manager 
to ascertain a  date for surgery.   Regrettably, there was no response from the 
Group Manager so the enquiry was escalated to the PALS Co-Ordinator and 
Head of Patient Relations.  A PALS Officer communicated  regularly with the 
patient to advise on the progress of their concern.  The patient was offered a date 
for 23 December 2016. 
 

12765 The Enquirer believes his Human Rights have been violated 
as he has been ‘forced’ to sign a funding document without 
adequate time to read it. 
 

PALS advised the patient that he has been identified as a potential overseas 
chargeable patient by the ward staff.   The Overseas and Private Patient Manager 
interviewed the patient in line with the Charging Regulations 2015 and 
ascertained that the  patient came to the UK on a student visa which expired in 
October 2015.   He was informed he would have to pay for medical treatment in 
the UK.  The patient confirmed he could speak  English and  the Overseas and 
Private Patient Manager explained that he gave the patient time to read and sign 
the payment declaration form.  Advice was also provided on how to apply for a 
new visa; information from the Home Office was provided. 
 

10569  The Enquirer has questions about the death of her husband 
in December 2015. 

PALS arranged a meeting with the Consultant, Ward Manager, Enquirer and her 
daughter. Following the meeting the Enquirer  explained that they had found this 
to be extremely helpful.  She and her daughter both feel happy and at peace with 
outcome as do the rest of the family, and that the patient received the best 
possible care right to the end. 
 

Below you will see a series of examples of PALS enquiries received throughout Quarter 3; the examples below represent 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 has been presented to the December Planning Unit 
with the outcome awaited. This business case was requested from the TTWC Programme Board. 
 
Performance Management  
An Enquiry Management Plan has been developed to improve the efficiency of the service.   The Plan will see enquiries triaged based on the nature of the 
enquiry and entered into one of five 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. 
 
PALS have undertaken a thematic review regarding communication around waiting times.  This will be presented to PEEC in Quarter 4. 
 
Performance Against the 5 Working Day Standard 
The PALS response rate standard is for ≥90% of enquiries received to be resolved or referred within 5 working days. Of the 929 enquiries received this 
Quarter,  833 were responded to within 5 working days.  This is an achievement of  90%.  Bi-weekly huddles continue 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.    
 
PALS Training 
The PALS Co-ordinator is on the “Leading Together” cohort for existing team leaders to develop four core areas. Seminars attended in this quarter include 
Leading together Equality and Diversity and Leading Together Virginia Mason Production Style.  
 
PALS Officers have attended the following training - HIV Awareness, Human Factors and Mental Health Capacity (DoLS and Restraint).  
 
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. 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. However, during Quarter 3, 26 (2.8%) of the enquiries registered by PALS were forwarded onto the Complaints Team. 
 
Training and Engagement  
The PALS Co-Ordinator and a PALS Officer were involved in the Ward Manager’s Away Day and delivered a presentation on the service and the assistance 
it requires from Ward Managers to resolve concerns. 
 
The PALS Co-Ordinator was selected by the Theatre Value Stream Sponsor Team to be part of the Virginia Mason RPIW workshop from 21 to 25 
November 2016, which included participation in the “Report Out” 

 
 

PALS – Developments in Quarter 3 
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PALS –Compliments in Quarter 3   
An example of the compliments the PALS received in Quarter 3. These compliments are evidence of the way in which PALS demonstrate our values and 
behaviours. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

“Dear A 
Thank you for arranging 
the meeting and for your 

kindness and 
compassion.  The 

meeting was  extremely 
helpful, [name] and I 

both feel happy and at 
peace with outcome as 

do the rest of the family” 
Datix ID  #12065 

“The only consolation in 
all of this is the support 
that I have received from 

Annette in the PALS 
office.  She has been 

superb and I would not 
have got through this 

without her” 
Datix ID #12265 

“Thanks to A, you have 
been very helpful and 
caring both times we 

have discussed issues 
regarding my husband’s 

stay in University 
Hospital”   

Datix ID #12166 

“Thank you to E for her 
help in gaining the 

patient two outpatient 
appointments, one of 

which she has just 
attended.” 

Datix ID #12167 

“Thank you to A and E 
for assisting with a query 
regarding an insurance 

form” 
Datix ID  #11705  

“Thanks to PALS, your 
help very much 

appreciated” 
Datix ID #12349  
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Complaints – Overall Performance 

Quarter 4 
2015-16 

Quarter 1 
2016-17 

Quarter 2 
2016-17 Oct 2016 Nov 2016 Dec 2016 

Total number of formal complaints 
received 111 160 180 

45 37 44 

126 

Average monthly number of 
complaints received 37 52 60 42 

% of complaints acknowledged 
within 3 days 95% 97% 88% 

84% 95% 89% 

89% 

% of complaints responded to in 25 
working days 87% 89% 47% 

36% 51% TBC 

TBC (available 6/2/2017) 

Oldest open complaint at end of 
quarter* - - - 97 days in total (as of 11/1/2017) 

Total number returned for further 
local (FLR) resolution** 23 25 18 

10 7 5 

22 

Total number of PHSO requests 12 6 6 
5 2 1 

8 

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

*This is a new measure and due to the data being the status at  a point in time it can not be reported retrospectively.  
 
**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.  
 
Percentage of complaints acknowledged within 3 working days  
The role of Patient Relations Administration Specialist became vacant in July 2016 and responsibility for acknowledging and registering complaints was 
absorbed by Complaint Officers. Due to the pressures on the service, Complaint Officers have not been able to meet the 3 working day acknowledgement 
deadline on all occasions  explaining the  reduction in performance against the 3 working day acknowledgement standard. A new Patient Relations 
Administration Specialist has been appointed and with a start date of 23 January 2017 which will enable us to consistently meet the 3 working day deadline. 

10 



Complaints – Overall Performance (continued) 

25 working day response standard   
In line with Quarter 3 of 2015-16, compared to previous quarters there was a 
slight reduction in the number of complaints received. The complaints caseload 
did however remain high due to the high number of cases received in Quarter 2 
still being in the system in Quarter 3. As a result, performance against the 25 
working day standard remained low in October with the recovery starting to take 
effect in November. The Complaints Department have been conscious to ensure 
that the focus on recovering performance against the 25 working day standard 
does not detract attention from those cases that have already breached the 25 
working day standard. Taking the complaints received in July 2016 as an 
example (the most recent month with complete closure figures) the average 
closure rate was 30 working days and the longest timeframe to resolve a 
complaint was 70 working days.  
  
Further local resolution (FLR) analysis   
Despite the high number of complaints received in Quarter 2 and the pressure 
that has been placed on the process, the number of complaints returned for FLR 
in Quarter 3 has remained stable. This is a positive indication that quality was 
maintained despite the pressures on the service.  
 
The Complaints department record the reasons for the complaint being returned 
for further local resolution. The reasons for the 22 complaints received in Quarter 
3 were as follows*:  
 
Complaints addressed but not to a satisfactory level: 17 
Complainant raised new issues during the investigation: 4 
Dissatisfied with outcome – Financial Compensation: 1 
Disputes accuracy of complaint response: 3 
Meeting request: 1 
Dissatisfied with outcome – Learning & improvement 1 
  
*More than one reason can be recorded per further  
  
Learning from complaints   
To further support complaints being utilised as a means of learning and to support 
the implementation of improvements, the Complaints Department have started 
trialling use of the Actions Module within Datix with Care of the Elderly in 
November, Women and Children’s and all ombudsman cases in December. This 
will ensure that actions resulting from complaints are recorded and monitored 
through to completion and there are currently five complaints being investigated 
which fall within the trial. Once these complaints have completed the process the 
trial phrase will be concluded and the project will be rolled out Trust wide. We fully 
anticipate that full implementation will have taken place by the new financial year. 

To further support Trust wide learning, ombudsman findings are now shared in an 
anonymous form via the Trust intranet.  In addition, the ombudsman case studies 
are included in training delivered by the Complaints Team. The Complaints 
Department are working with Library and Knowledge Services to develop a bulletin 
style report that will include relevant evidence to provide a wider picture and support 
evidence based practice.  
 
Member of Parliament (MP) Enquiries   
In order for Patient Relations to better manage the workload across the PALS and 
Complaints Teams, the PALS Co-ordinator has now taken responsibility for 
managing MP correspondence from the Complaints Co-ordinator. This has not 
affected how the correspondence is managed as all MP correspondence continues 
to be progressed in accordance with the Complaint Management Plan.  
  
13 MP enquiries were received in Quarter 3, which concerned matters such as 
constituents pursuing the results of MRI and CT scans, the provision of an 
Emergency Department at the Hospital St Cross, Rugby and waiting times. All but 
one of the enquiries was able to be quickly resolved and responded to outside of the 
complaints process, with only one requiring a full complaints investigation.  
  
Complaints Policy   
The Trust Complaints Policy has been updated to reflect current practice. Whilst 
there is no change to the ethos of the policy, it is more comprehensive covering a 
greater number of areas in greater detail. The policy was approved by Trust Board 
in November 2016 and is now available on e-library.  
  
 Complaint Review Group   
A Complaint Review Group has been created to ensure complaints data is 
effectively used to further trust wide learning and improvement. The group will be 
clinically led and with the aim of analyse complaint data through carry out deep 
dives into areas of interest or concern and conducting thematic analysis. The group 
will report to the Patient Experience and Engagement Committee.  
  
Oversight and assurance  
In Quarter 3, in addition to the regular engagement Patient Relations have through 
their reporting structure, such as monthly meetings with a Non-Executive Director 
and through reporting to the Patient Experience and Engagement Committee, 
Patient Relations have reported directly to the Quality Governance Committee, 
Chief Officers Advisory Group and have delivered a seminar to Trust Board. Patient 
Relations found the discussions very engaging and appreciate the valuable points 
that were raised.    
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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 Sub Subjects for Complaints 

Communications 59 

Communications with relatives/carers = 23 
 

Communications with patients = 17 
 

Remainder of sub subjects in single figures 

Patient Care (including Nutrition and 
Hydration)  37 

Other – Patient care including Nutrition / Hydration = 9 
 

Inadequate support provided = 4 
 

Care needs not identified (e.g. therapy needs) = 3 

Clinical Treatment - Surgery 36 

Delay in treatment/procedure = 8 
 

Post treatment complications = 6 
 

Other clinical treatment = 6 
 

Dispute over diagnosis = 4 

Admissions, Discharges and Transfers 
(excluding delayed discharge due to 

absence of care package 
26 

Discharged too early = 7 
 

Discharge arrangements including lack of /poor planning = 5 
 

Discharge with incorrect/incomplete TTO’s = 5 

Clinical Treatment - ED 24 

Delay or failure to diagnose  (e.g. missed fracture) = 8 
 

Delay or failure in treatment or procedure = 3 
 

Inadequate pain management = 3 
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Parliamentary Health and Service Ombudsman (PHSO) 
 
The PHSO accepted 8 complaints for investigation in Quarter 3, which is in line with previous quarters.  This brings the total number of complaints under 
investigation with the PHSO to 20. 
 
 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
      
 
 
 
 
 
 
 
 
 
  

Complaints – PHSO 
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ID PHSO Request Received Specialty Main Issues 

ID 8177  25/12/2016 Trauma & Orthopaedics  
 

Clinical Treatment - General Medicine Group  / 
Injury sustained during treatment or operation  

ID 5850  23/3/2015 Care of the Elderly   All aspects of clinical treatment / Poor medical 
care   

ID 7726  4/9/2015 Renal and Acute 
 

Injury sustained during treatment or operation / 
Miscellaneous issue re privacy and dignity  

ID 8468  5/2/2016 Trauma & Orthopaedics  
 

All Aspects of Clinical Treatment / Poor medical 
care  

ID 9974 16/5/2016 Trauma & Orthopaedics  
 

Clinical Treatment - Surgical Group / Delay in 
treatment  

ID 9775 20/5/2016 Gastroenterology Clinical Treatment - Surgical Group / Poor 
medical care  

ID 10200 2/6/2016 Theatres & Anaesthetics  
 

Access to Treatment or Drugs / Delay in 
treatment  

ID 10941 16/8/2016 Care of the Elderly  
 

Clinical Treatment - General Medicine Group / 
Delay or failure to diagnose  



 
The PHSO decided 6 complaints in Quarter 3 the outcomes of which are set out below:  
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Complaints –  PHSO (continued) 

ID PHSO  Request  
Received Specialty PHSO Investigation 

Closed Decision Main Issues 

ID 8084 18/02/2016 Women & Children’s 9/11/2016 Upheld  
Failure to follow trust policy 
for maternal request for 
caesarean section  

ID 8263 25/04/2016 Women & Children’s  17/10/2016 Partially Upheld  Delay in removing blocked 
catheter   

ID 9775 12/10/2016 Surgery  14/12/2016 Partially Upheld  
Delay in diagnosis and 
issues with 
communication  

ID 9042 02/03/2016 Emergency Department  14/12/2016 Not upheld 

Issues with medical care 
and the level of 
communication with 
relatives  

ID 4604 18/02/2016 Trauma & Orthopaedics 
  16/6/2016 Not upheld  Failings with surgery  

ID 4252 11/04/2016 Neurosciences  1/12/2016 Not Upheld  
Failings with surgery and 
issues with subsequent 
pain management  



Complaint - Datix 11060 
 
Summary 
A patient with physical and learning disabilities was admitted for surgery; the family stayed with the patient due to disabilities. The patient’s family raised 
concerns that the patient had not been given her own medication, and consequently had a fit. The patient was discharged back to residential home with an 
out of date PEG feed in place and the handover to the Stoma Nurses at George Eliot Hospital was not carried out. The family also had to constantly ask for 
the patient to be rolled. 
 
Response 
Apologies were offered by the Trust for distress caused to the patient during admission and the complaint response was provided as per the main issues. An 
apology was made for the medication which was omitted; the Trust clarified that this was provided via PEG feed on the GCCU,  but not documented on the 
medication kardex, only the fluid balance charts. The Trust was able to clarify that only two doses were missed, rather than two days of medication.  An 
apology was also received from the Dietician;  they confirmed that the patient was provided with an out of date feed, and explained how this occurred. 
Apologies were also offered for the lack of communication regarding stoma care, and regarding nursing care for the fact that the patient was not turned 
frequently and the family having to remind staff to do this. 
 
Actions 
As a result of the grievances identified and in addition to the apologies made, the following actions were put in place following this complaint in order to 
prevent the same problems occurring again; the actions included: 
 
• Ward staff on Ward 22 ECU have been reminded to check all documentation in future. This has been highlighted to GCCU staff and they have been  

reminded of the administration of medicines procedure. 
 
• A medicines management audit will also take place monthly on GCCU, rather than intermittently, where medicine charts will be audited to ensure that 

policies are being adhered to,  and to identify any training needs that require attention. 
 
• Clinical Adverse Events (CAEs) were completed for Ward 22 ECU & GCCU. 
 
• All patient feed deliveries are to be checked, with the date circled and initialled by the staff member taking the feed to the patient. Regular stock checks of 

all feed held within the Dietetic Department is to be undertaken and  there is a planned review of the process and documentation relating to discharges. 
The incident was circulated to the Dietetics Department and was discussed at QIPS. 

 
• It will be ensured that patient expectations  regarding stoma care are managed ; if a patient lives out of the area they should be referred back to the 

Stoma Care Nurse in a timely manner. 
 
• Ward 22 ECU staff have been reminded of the  importance of communicating with patients and family regarding re-position changes and frequency. 

Complaints – Learning from Complaints 

Below you will see an example of a complaint where the investigation was concluded in Quarter 3. 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 

11497 

The Complainant received a letter via the post from 
the Centre for Reproductive Medicine. The 
complainant raised a grievance regarding 
confidential and sensitive information being 
displayed in the window of the envelope. 

An apology made, and Patients' addresses are now printed on a separate piece of paper 
which is placed in front of the enclosed correspondence.  Upheld 

11061 

Patient admitted for plastic surgery and 
reconstruction of knee area on 15/2/2016. Patient 
had pre-existing ileal conduit urostomy which 
became congested post operatively. Patient also 
developed sepsis which created multi-organ failure 
and  died on 18/2/2016. Following an inquest and 
access to records, concerns have been raised by 
the family regarding the posture of the patients knee 
during the operation and how early the post-
operative sepsis was identified. The accuracy of the 
notes has been questioned. 

Patient had rare and unexpected complication of obstructed uropathy of a urostomy. 
Coroner recorded a verdict of ‘accidental death’ owing to the unexpected nature and rarity 
of the complication which in turn set off a cascade of severe sepsis and multiple organ 
failure. Appropriate steps were taken due to lack of urinary output but unfortunately without 
effect. 
Actions: 
Complaint will be shared with the nursing team on GCCU for future learning. Matron to 
highlight that nursing staff are to clearly improve their standard of documentation, so that it 
is clear and concise and follows the NMC standard. Consultant confirmed has personally 
fed back to junior doctor regarding the importance of clear, contemporaneous clinical note 
keeping. 
Partially Upheld 

11968 

Patient admitted in 2015 and underwent a biopsy. 
Raising concerns around what occurred during 
biopsy and lack of follow up. Patient has 
experienced subsequent complications & 
concerned they are related to the original biopsy. 

Patient was referred by their GP due to headaches and plan for ultrasound and biopsy. 
Ultrasound found no inflammation and patient was discharged from Acute Medical Clinic. 
Also provided response to 17 questions outlined and information included, details of MRI 
and ultrasound, reasons for biopsy, details on the procedure itself and why there was no 
follow up arranged. Apologies offered if this was not made clear at the time but due to 
length of time that has passed, unable to explore further. Able to confirm that current 
symptoms are not related to biopsy as too much time has since passed (12 months). 
Actions: 
None required as history explained & full response to all questions raised. 
Not Upheld 

11715 

The Patient was placed on a waiting list for a bi-
lateral skin-saving mastectomy with Diep procedure 
reconstruction. The Patient was aware that surgery 
could not go ahead until radiotherapy had been 
finished for a year and therefore was available for 
surgery from January 2015 onwards. The Patient’s 
surgery has since been cancelled on 3 occasions. 

A response explained that this was a complex procedure requiring  an extended theatre 
session and additional staffing. An application has been made to have extended operating 
sessions included in the standard  theatre timetable. Patients who have experienced a 
long wait are also routinely reviewed and focused on, however, the Group Business 
Manager plans to add a further layer of review so that patient’s who have waited an 
exceedingly long time are not impacted on as a result of surgeon availability. Upheld 

The table below shows examples of complaints received by the Complaint Department in October, November and December 2016; it displays the Datix ID 
number, the main issues and concerns raised by the complainant, whether it was Upheld/Not Upheld and the actions taken as a result of the complaint.   
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Patient Involvement 
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Patient & Public Involvement – Impressions Quarter 3 
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 3. 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  3 2015-16 Quarter  3 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.   



Patient & Public Involvement – Impressions Graphs Explained Quarter 3 

BOTTOM 3 SERVICE AREAS Q3 2016-17 & ACTIONS BEING TAKEN 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

COMPARISON BETWEEN Q3 2015-16 & Q3 2016-17 
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A comparison between this year and last year’s Q3 shows us that only privacy and dignity remains amongst the top 3 categories along with kindness 
and compassion and cleanliness. However, if one looks at the percentages, very little has changed.  To take each of the top 3 categories: this year and 
last year, 98% of respondents feeding back about kindness and compassion indicated they had a mainly good experience.  With regard to cleanliness, 
this year, 98% of respondents indicated that they had a mainly good experience as opposed to 97% last year.  With regard to privacy and dignity, 98% 
of respondents indicated they had a mainly good experience which is the same percentage as last year.  It should be noted, that even allowing for the 
rounding up process for the graphs, respondents indicating that they had a mainly good experience of medical care, has gone down by 1% (from 98% 
last year to 97%)  resulting in the category appearing to have ‘slipped’ from first place to seventh.  
 
There is no difference in the order of the bottom scoring categories and again, very little has changed percentage wise with only slight increases in the 
number of respondents indicating that they had a mainly good experience:  51% of respondents feeding back about parking indicated they had a mainly 
good experience as opposed to 48% last year.  89% of respondents feeding back about food and drink indicated they had a mainly good experience as 
opposed to 87% last year.  91% of respondents feeding back about doing things on time indicated they had a mainly good experience as opposed to 
90% last year.   

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 menu specifically for oncology patients is being developed. 
• An electronic food ordering system, PMOS, was trialled at the Hospital of St Cross before Christmas.  The management team at the Hospital of St Cross 

are due to meet with ISS in late January/early February to assess the outcome of the trial. 
• A food tasting held at the Hospital of St Cross with patients and Rugby Forum evaluated well. 
• The provision of crockery suitable for patients with dementia is being progressed by the Nursing Team. 

 
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 is to begin 
by the end of January: two Equality Impact Assessments Focus Groups held in November and December found that no issues would be raised with regard 
to the protected characteristics as a consequence. 



Patient & Public Involvement – FFT Quarter 3 
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 

The FFT Response Rate 
The low recommender rates for both Inpatients and ED is of concern.  The Associate Director of Nursing for Patient Experience and the Associate 
Director of Quality have agreed to investigate lower performing areas with a view explaining the reasons why. 
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Patient & Public Involvement – National Patient Survey Programme 
1. The National Patient Survey Programme has been running since 2002 and is a mandatory programme which all Trusts have to take part in.  
 
2. In Summer 2016, the CQC ordered a review of the National Patient Survey Programme and in November 2016 published its proposal for change.  

Primarily the changes to the Programme consist of the continuation of the annual inpatient survey, the merger of the outpatient survey with the inpatient 
and the remaining three surveys i.e. A&E Survey, Maternity Survey and Children and Young People’s Survey, to be conducted every 2 years. 

 
3. The Trust commissions Quality Health Ltd to carry out the surveys on its behalf. 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.   

 
4. The Patient Experience Team, working with the PPMO, are to design a way of tracking the actions and progress with regard to the surveys undertaken 

as part of the Programme. 

Survey Year Current Status of surveys undertaken as part of the National Patient Survey Programme 

Inpatient  2016 - 2017 Sample month (July 2016) 
Field work (September 2016 – January 2017) 
Top line results (February 2017) 
Full  report (Quality Health Ltd) (February 2017) 
Benchmark report (CQC) (June 2017) 

A&E 2016 - 2017 Sample month (September 2016) 
Field work (October 2016 – March 2017) 
Top line results (March 2017) 
Full report (Quality Health Ltd) (March 2017) 
Benchmark report (CQC) (August 2017) 

Children & 
Young 
Peoples 

2016 - 2017 Sample months (November – December 2016) 
Field work (January – June 2017) 
Full report (Quality Health Ltd) (October 2017) 
Benchmark report (CQC) (January 2018) 

Maternity 2016 - 2017 Sample month (February 2017) 
Field work (April – August 2017) 
Full report (Quality Health Ltd) (December 2017) 
Benchmark report unknown at present 
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Patient & Public Involvement – NHS Choices and Patient Opinion 
NHS Choices 

 
 
 
 
 

Overall University Hospitals Coventry and Warwickshire NHS Trust 
Based on 18 ratings (loss of ½ star from Q2) 

 
 
 
 
 
 

University Hospital, Coventry – Based on 189 ratings (increase in ½ star 
from Q2) 

 
47% of reviews on treatment in Q3 were positive and 53% were negative, 

this was based on 17 reviews. 
 
 
 
 
 
 

Hospital of St. Cross, Rugby – Based on 51 ratings 
 

100% of reviews on treatment in Q3 were positive this was based on 4 
reviews. 

Patient Opinion 
An independent site about experiences of health care services 

 
What’s good? 
Care, Medical Team, Staff 
 
What could be improved? 
Appointment, Communication, More Staff, Staff Education, Telephone 
Service 
 
How have people rated this service? 
17 people would recommend this service 
 9 people would not recommend this service 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

www.patientopinion.org.uk  

• University Hospital, Coventry received 5 less reviews in Q3 2016-17 
than in Q2 2016-17. There has been a 11% increase in positive reviews 
and a 11% decrease in negative reviews. 
 

• The Hospital of St. Cross received 9 less reviews in Q3 2016-17 than in 
Q2 2016-17. Positive comments stayed at 100%. 
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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 

http://www.patientopinion.org.uk/


University Hospital** 5* 4* 3* 2* 1* 0* 

Plastic Surgery 1 
Oral and Maxillofacial Surgery 1 
Gynaecology 1 1 
Cardiology 1 
A&E 1 2 
Ear, Nose and Throat 1 
Respiratory Medicine 1 1 
Oncology –Medical 1 
Pain Management 1 
Cardiothoracic Surgery 1 
Children’s and Adolescent Services  1 
Maternity Services 1 
Urology 1 
General Medicine 1 
Neurosurgery 1 

Hospital of St Cross** 5* 4* 3* 2* 1* 0* 

Oral and Maxillofacial Surgery 1 
Urgent Care Centre 1 
Hospital of St Cross 1 
Orthopaedics 1 

UHCW NHS Trust** 5* 4* 3* 2* 1* 0* 

UHCW NHS Trust 1 1 

TOTAL 16 0 1 3 4 0 
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Patient & Public Involvement – NHS Choices 
Below you will see a table showing the rating received by various areas of the hospital on NHS Choices during Quarter 3. Please note that due to the 
volume of feedback received by NHS Choices being relatively low, ratings are only available for a selection of the Trust specialties.  The feedback has 
been divided by Trust site, and shows any ratings received by UHCW NHS Trust as a whole. 

**Please note the departments here or as they are listed on NHS Choices. The above does not include 4 reviews which did not contain ratings (three for UH and one for UHCW). However on 
review one of the UH reviews was considered  to be positive with the rest negative. 
 
Page prepared by the Communications Team 



Feedback on NHS Choices Trust Response to Feedback on NHS Choices 

Cedar Ward, Hospital of St Cross – “Cannot fault it” – 5 Stars 
“Came to St Cross from Manchester to have some specialist surgery on my 
knee in mid December and cannot pick a single thing wrong with the visit from 
start to finish.  Upon arrival at the hospital I was greeted by fabulous nurses on 
the Cedar Ward who were able to cater for all needs throughout my stay.  The 
theatre and recovery team were fantastic, helping me remain calm throughout 
and helping to an efficient return to the ward. The ward staff were again 
brilliant though out the recovery process, helping me with everything that I 
needed. The physios were also fantastic, giving suitable advice and exercises 
as numerous different points during the stay.  The nurses all seemed to be 
happy within their jobs which is something that you don’t often see within the 
NHS. The treatment that I received though St Cross was exemplary and I 
would recommend this hospital, particularly this ward, to anyone who is getting 
surgery.  Thank you to all the ward staff, surgeons, theatre staff and physios 
for their continued hard work within the NHS.” 
Visited in December 2016, posted on 18 December 2016. 

Hospital Of St Cross – replied on 19 December 2016 
“Dear [Name], 
Thank you so much for providing feedback on the care provided to you before, during and following 
your recent knee surgery at the Hospital of St Cross in Rugby. I hope you’ve been recovering well. 
It was really good to hear that all the staff you encountered at our hospital were kind and caring and 
gave you advice for when you left hospital to continue your recovery.  It’s especially heartening to 
hear you praise the hospital so highly when you travelled to Rugby from Manchester for your 
specialist surgery. 
The Trust is grateful for all feedback, positive and negative, as it means we can better understand 
what is important to our patients. I have passed your kind comments on to the Hospital Manager 
and the Modern Matron responsible for Cedar Ward so they can share your thanks with the team 
involved. 
Thank you for leaving your comments on NHS Choices. 
Communications Team 
University Hospitals Coventry and Warwickshire NHS Trust 
Telephone: 0800 028 4203” 

Endoscopy Unit, UHCW 
“I just wanted to record how well my Gastroscopy went yesterday.  The 
nursing staff in the Endoscopy Unit were first class, caring and considerate 
and made a somewhat anxious episode much easier and if I had to I would do 
it again without hesitation.  Thank you to all concerned for your caring, 
professional manner, it was much appreciated.” 
Visited in December 2016, posted on 17 December 2016. 

University Hospital (Coventry) – replied on 19 December 2016 
“Thank you for your feedback. We will ensure staff are made aware of your kind comments. Best 
wishes, The Communications Team.” 

Respiratory Medicine, University Hospital – ‘”My Mothers Stay” – 1 Star 
“The hospital is to big now with an appalling lack of communication between 
departments especially when it comes to discharge time.  Give me a small 
cottage hospital any time.  My only hope is I never ever have to be admitted to 
Walsgrave Hospital..” 
Visited in November 2016, posted on 30 November 2016. 

University Hospital (Coventry) – replied on 12 December 2016 
“Thank you for taking the time to provide feedback on your experience at University Hospital, 
Coventry. 
I’m really sorry to hear about your mother’s experience in our hospital. I have shared your 
comments with the Respiratory management team so we can try and improve our services in future. 
I would strongly urge you to discuss your care further by please contacting the Trust’s Patient 
Advice and Liaison Service on 0800 028 4203. If you would prefer to contact us by e-mail, our 
address is feedback@uhcw.nhs.uk. 
Alternatively you can write to us at the following address: - PALS, University Hospital, Clifford 
Bridge Road, Coventry, CV2 2DX. If you do decide to contact us, please make us aware that you 
have left comments on the NHS Choices Website. 
The Trust is grateful for all feedback, positive or negative, as it means we can better understand 
what is important to our patients. 
Thank you for leaving your comments on NHS Choices.  
Communications Team 
University Hospitals Coventry and Warwickshire NHS Trust 
Telephone 0800 028 4203 24 

Patient & Public Involvement – NHS Choices  
Below you will find examples of feedback received by the Trust on NHS Choices, and the subsequent responses to service users by the Communications 
Team. 

mailto:feedback@uhcw.nhs.uk


Patient and Public Involvement - World Café – Prompted by Results of National Inpatient 
Survey 2015 
What is a World Café and why did we hold one? 
A World Café  promotes discussion and helps to generate ideas and solutions on challenging issues. Using a World Café encourages people to converse in 
small groups. It allows people to speak or simply to listen. The conversations of several groups are linked and this helps to identify common themes and 
bring about new insights.The poor results of the questions related to information giving in the National Inpatient Survey 2015,  led the Patient Experience 
Team to hold a world café with patients and staff to try to establish the reasons behind the poor results.   
 
Who attended? 
The café was facilitated by Anita Kane, Associate Director of Quality.  Attendees were seated at three tables.  The following members of staff acted as table 
hosts facilitating discussion around different aspects of the information giving process: Di Eltringham, Associate Director of Nursing, Julia Flay, Patient 
Experience Manager and Andrew Wilkins, Patient Relations Manager.   
 
Four patients,  one relative of an inpatient, one  representation from the Voluntary Sector (Age UK), four  members of staff who had been in patients.  (Over 
250 recent patients were invited to participate) 
 
Slogan devised at World Café: “Talk to me and talk to each other.”; 
 
Format? 
Discussions were framed around a total of 18 questions broken down into starters, mains and  puddings.  Starters were questions about information given 
pre admission, mains about information given on the ward and puddings about information given about the discharge process.  
 
The main findings from the Café were as follows: 
• Information and the understanding of procedures and ‘what was going to happen to me’ was markedly better for those patients whose admissions were 

planned than those admitted as an emergency.  
• Patients provided with written information indicated that they also wanted verbal explanations and the opportunity to ask questions of Trust staff – that this 

helped them understand the information given to them; 
• In the absence of any information, a patient’s worst fears fill the vacuum: keep them informed even, for example, this means telling them of the difficulty 

of diagnosing what is wrong with them; 
• Making a patient feel safe consists of tailoring verbal information to the person receiving [the information] and  
• being given the information by the ‘right’ person; 
• Following on from the finding noted at 1 above, the Patient Experience Team examined the admission route of  
• respondents to the National Inpatient Survey 2015.   This showed that 60% of respondents were emergency 
     admissions representing 316/528 respondents to the survey.  
• That patients consider the discharge process to be important in forming a lasting impression of their experience  
     as it the last contact they usually have of the Trust. 
  
PEEC agreed the following actions which are in the process of being taken forward: 
• Investigate the possible reasons as to why patients admitted electively consider themselves  better informed  
     throughout their inpatient stay than those admitted as an emergency.  
• Investigate further information giving around discharge; 
• Carry out research into what generates trust and confidence amongst patients in doctors and nurses and other healthcare professionals.   25 
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Patient and Public Involvement – Compliments Book No. 1 2016-17 
The Patient Involvement team took a selection of compliments submitted throughout the year as a result of Impressions, the Trust’s bespoke patient 
feedback system and the Friends and Family Test (FFT), and published them in a digital compliments book for both University Hospital and the Hospital of 
St Cross as a way of displaying our Values and sharing praise.  The digital compliments book was shared with staff just before Christmas via email and on 
the Trust intranet. Going forward, the Patient Involvement Team would like to publish compliments quarterly. 



The Health Information Service 



Health Information Service-  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 to 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 3. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

At the end of Quarter 2 80% of patient information on eLibrary is current, 8% of patient information is under review, 12% of patient information is 
expired; 47% of the expired leaflets are disabled and therefore cannot be accessed by staff for patients. The Patient Information Policy and 
Procedure is due to be reviewed by the Associate Director of Quality and the Patient Experience Admin Specialist in Quarter 4. 
 
*Status as at 30/12/2016 
 
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 decided regarding the future delivery of this service as a direct request from TTWC Programme 
Board. 
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New Updates Disbanded 
Total 

Monthly 
Activity 

October 1 35 3 39 

November 0 8 0 8 

December 2 118 2 122 

Quarter 3 
Total 3 161 5 169 

eLibrary Status – December 2016* 

80% 

8% 

12% 

Current

Under review

Expired



Board Walk Rounds 



Board Walk Rounds – Quarter 3 
Board Walk Rounds – Quarter 3 
Board Walk Rounds continued in Quarter 3.  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. And progression of action. 
 
There was 10 walk rounds in Q3 to Women and Children’s, Surgery and Cardio-respiratory. All areas have now had their feedback from the 
walk round and have either discussed them at their QIPS meeting or have the item scheduled for meetings in January and February 2017. 
Examples of ideas for positive change from the clinical teams in those areas are: 
 
• Improved signage to patients and relatives (Ward 15 and 25) 
• Conversion of spaces to facilitate therapy assessment rooms and space for patient changing (Ward 23) 
• Use of technology to track patients on an electronic white board (Ward 30) 
• Developing further working relationships with Coventry University to ensure local recruitment (Ward 16) 
• Additional drug storage on ward 25 ; current storage is secure but Pharmacy instructions state some drugs must be kept separate from 

others 
• Longer-term plan to look at ways to improve environment for bereaved families; modern matron and Bereavement midwife has ordered 

furniture to make area more comfortable on Ward 25 
 

Of the walk rounds that took place in Q2 the following actions have been discussed at QIPS: 
• Actions aiming to improve the environment on SODA are linked to a business case and it has been acknowledged that SODA are 

actively involved in the UHCW Improvement System RPIW that occurred w/c 21 November 2016.   
• Improving the use of electronic handover in Obstetric Theatres to  Ward 25. 
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Patient Experience Team 
Quality Department 

3rd Floor Central 
Ext 25166 
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PUBLIC TRUST BOARD PAPER  
 

Title Safeguarding Adults & Children’s Report 
Author Carmel McCalmont/Lisa Maycock/Karen Mclachlan 
Responsible 
Chief Officer 

 
Nina Fraser, Chief Nursing Officer 

Date  26th January 2017 
 
 

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

2.  Background  
 

The previous Safeguarding Vulnerable Adults and Children report was submitted in 
October 2016.  
 
Coventry has a growing population, a diverse ethnic mix and higher than average levels  
of poverty. This paper will outline the key messages in relation to Safeguarding for 
Coventry for quarter 3. 
 

 
3.  Narrative 

 
UHCW continues to work collaboratively with partner agencies in order to ensure 
statutory safeguarding arrangements are met within children and adult services. UHCW is 
represented on both the Safeguarding Childrens and Adults Boards. 
 
Training continues throughout the trust for both Safeguarding Adults and Children and 
despite an increase in compliance the trust target of 95% is still to be achieved. 

 

Training Course December 2016 Compliance 

Safeguarding Adults Level 1 89.59% 

Safeguarding Adults Level 2 88.28% 

Safeguarding Children level 2 88.16% 

Safeguarding Children level 3 93.02% 

 
 
 
 



4.  Areas of Risk 
 

The CQC ‘should do’ recommendation in relation to improved understanding of Mental 
Capacity Act and Deprivation of Liberties Safeguards by staff remains challenging but the 
team have a detailed action plan to address this.  

 
 
5. Governance  

 
The Trust is committed to its’ contractual obligations and complying with legislation. 

 
 

6.  Responsibility 
 

Nina Fraser  - Chief Nursing Officer 
 
 
7.  Recommendations 

 
The Trust Board is asked to NOTE the contents of the report. 
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Trust Board 
Safeguarding Adults & Children’s Report 

January 2017  
 
The purpose of this report is to update the Trust Board on recent safeguarding 

activity, issues and risks for both adults and children and to highlight any areas that 

need further consideration. 

 

Background 

Coventry has a growing population, with a diverse ethnic mix and higher than 

average levels of poverty. 75,100 children and young people reside in Coventry with 

13,100 aged under 3 years. Nationally the average percentage of children from 

ethnic backgrounds is 26%, in Coventry the figure is 39%. There are 80 spoken 

languages in Coventry and in 8.7% of households there is no English spoken.  

18.5% of Coventry residents live in neighborhoods that are amongst the most 

deprived 10% of Neighborhoods in England.  

 

UHCW continues to work collaboratively with partner agencies in order to ensure 

statutory safeguarding arrangements are met within children and adult services. 

UHCW NHS Trust is represented at both The Local Safeguarding Childrens Board 

and the Safeguarding Adults Board by the Associate Director of Nursing for 

Women’s, Children’s and Safeguarding.  Attendance at these meeting has been 

100% for quarter 3 and year to date. The Lead Professional for Safeguarding, the 

Named Nurse for Safeguarding Adults or the Named Doctor represent the Trust on 

all subcommittees, and the Serious Case Review Subcommittee is chaired by 

UHCW’s Named Doctor for Child Protection. 

 

1. OFSTED 
 
Coventry City Council local authority Children’s Services received a monitoring visit 

on the 8th and 9th November 2016. The visit was the first monitoring visit since the 

local authority was judged inadequate in March 2014. The outcome letter stated that 

in summary, insufficient progress had been made in key areas of practice since the 

last inspection. Some children and young people remain at risk and as a result their 
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outcomes remain poor. Progress had been made in terms of ensuring compliance in 

relation to processes but much remains to be done to enhance the quality of practice 

and decision making in individual cases. UHCW NHS Trust were not requested to 

participate in this visit and there are no recommendations for health from the report. 

 

2. EARLY HELP 
 

The average number of children subject to child protection (CP) plans in Coventry 

throughout quarter 3 was 544. A recent benchmarking exercise against similar Local 

Authorities suggests that Coventry’s practice appears to be quite risk averse in terms 

of over reliance on CP plans as a means of managing vulnerable children, which 

reinforces the need for effective Early Help intervention. 

 

The Safeguarding Team are in the process of reviewing how as an acute trust 

UHCW can offer more early intervention support through the Common Assessment 

Frameworks (CAF) process. It has been recognised that the Trust needs to further 

embed the understanding of Early Help and use of the CAF within the Trust. In order 

to address this, two key actions have been agreed. Firstly, Early Help/CAF has been 

incorporated into all of the Trust face to face Safeguarding Children training sessions 

for 2017.  

 

Secondly, UHCW Safeguarding Team met with the CAF strategic lead and Team 

Manager on the 24th October 2016 and have prioritised transitional care and the 

teenage pregnancy midwives for bespoke training. This will enable key UHCW staff 

to initiate CAF’s and then transfer the lead role to the health visiting service upon 

discharge from the service.  

 

3. TRAINING 
 

Competency Oct-16 Nov-16 Dec-16 
Safeguarding Children Level 2 - 3 Yearly 88.97% 89.27% 89.59% 
Safeguarding Children Level 3 - 3 Yearly 83.41% 87.35% 88.28% 
Safeguarding Adults Level 1 - 3 Yearly 88.36% 87.96% 88.16% 
Safeguarding Adults Level 2 - 3 Yearly 94.21% 92.32% 93.02% 
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Training compliance for level 2 in child protection is currently 89.27% (based on 

November 2016 data). It is positive to see there has been an increase in compliance 

for November following a slight decrease in October. The level 3 compliance 

continues to increase month on month and is currently 87.35/% (based on November 

2016 data). Monthly level 3 child protection training continues on site throughout 

2017, staff can also still access this LSCB training.  

 

A review of the safeguarding children training offered at UHCW alongside a review of 

the Safeguarding Children and Young People: Roles and Competencies for 

Healthcare Staff Intercollegiate Document 2014 (RCPCH) has brought into question 

why all staff require level 2 safeguarding children training as a minimum. It has been 

agreed via the Mandatory Training Committee and Safeguarding Vulnerable Adults 

and Children Committee that in line with other hospitals, the cohort of staff requiring 

level 1 safeguarding children training such as receptionists, administrative, caterers, 

domestics, and volunteers will have their competency level changed to level 1.  

These changes should be reflective on ESR from 16th January 2017. 

 

The graph below demonstrated that Level 3 Safeguarding Children training 

compliance has increased throughout the year and has continued to do so within 

quarter 3. 
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PREVENT  

Prevent 

Awareness. 

September 

2016 

October 

2016 

November 

2016 

65.7% 69.1% 72.45% 

 

The agreed trajectory with the CCG for PREVENT awareness is a trust compliance 

of 90% by the end of the financial year. The compliance for quarter 3 remains on 

trajectory. 

 

Workshop to raise awareness of Prevent (WRAP)  

WRAP September 

2016 

October 

2016 

November 

2016 

December 

2016 

13.3% 15% 17.7% 20% 

 
 

WRAP compliance remains a challenge; however the compliance is slowly 

increasing month on month. A meeting to discuss the current agreed trajectory was 

held with the designated nurse from the CCG on the 16.01.17 who was supportive in 

sharing a risk assessment that the trust can apply in order to focus on those staff 

where requiring training is prioritised. The risk assessment will be on the agenda for 

approval at February 2017 CQRG meeting. 

 

4. CHILD PROTECTION – INFORMATION SHARING (CP-IS) 
 
The national implementation of CP-IS is endorsed by the Care Quality 

Commission and all NHS organisations are expected to take reasonable steps 

towards implementation by 31st March 2017, as set out in the NHS Standard 

Contract.  
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UHCW went live with a pilot of CP-IS on the 31st October 2016 in the Children's 

Emergency Department (CED). The pilot has been positive within CED. An audit 

over a two week period in December 2016 highlighted that there were three children 

who attended CED who were known to Childrens Social Care. Staff would not have 

known about these children had they not been part of the pilot, as there was no alert 

on CRRS. This has enforced the positive effect of CP-IS. The next area to embed 

CP-IS into clinic 9 - emergency ophthalmology.  

 

5. SERIOUS CASE REVIEWS (SCR’s) 
 
Adults. 

No further cases have been identified for Adult Serious Case Reviews from Coventry 

or Warwickshire in this quarter. All action plans from previous cases both single and 

multi-agency are up to date.  

 

Children. 

UHCW have fully participated in an SCR this quarter which is yet to be published as 

criminal investigations are ongoing. The overview report has been drafted by an 

independent author and UHCW has no individual agency recommendations. 

However the safeguarding team are assisting the Coventry Childrens Safeguarding 

Board in delivering three learning events to disseminate the learning from this and a 

further SCR which was completed in 2016. 

 

6. CQC ‘SHOULD DO’ RECOMMENDATIONS 
 
Following the CQC inspection in March 2015 a ‘should do’ recommendation was 

made in relation to improving staff members understanding of the Mental Capacity 

Act (MCA) and Deprivation of Liberties Safeguards (DoLS) and how to apply them in 

practice. 

The Trust ‘Getting the Basics Right’ audit indicates that this remains a challenge and 

the safeguarding team have compiled an action plan to address this throughout the 

next quarter. The action plan includes a visit to another trust where MCA and DoLS 

is well embedded, attendance at board rounds, a dedicated DoLS co-ordinator and a 

12 week communication plan involved the ward-based safeguarding champions. 
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This action will remain on the agenda of the Chief Inspector of Hospital Improvement 

Board, until the getting the basics right audits demonstrates an increase in 

awareness.  

 
7. TEAM UPDATE 

 
The team are currently working on a safeguarding vision for the trust and identifying 

key areas of action for 2017-18. The team remain pro-active and visible on the wards 

and have launched their new quarterly newsletter SNAP (safeguarding news and 

practice) in November 2016 and have also updated the department’s intranet page 

with photos and contact numbers for each individual team member. 

 

8. RECOMMENDATIONS 

• UHCW NHS Trust to continue working collaboratively with partners to support 

and embed Early Help; 

• UHCW NHS Trust to achieve 90% compliance for Level 3 Safeguarding 

Children training; 

• Staff to have an increased knowledge and awareness of MCA and DoLS, 

through completion of the Safeguarding Team action plan; 

• The Safeguarding Team to continue to represent UHCW NHS Trust at all 

safeguarding children’s and adults Boards; and 

•    The Safeguarding Team to continue facilitating training events in order to 

raise compliance targets, and increase knowledge and confidence. Support 

will be required from management to release staff from clinical areas to attend 

the training. 
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PUBLIC TRUST BOARD PAPER 
 
Title Guardian of  Safe Working Hours Quarterly Report October 

2016-December 2016 
Author Dr Andreas Ruhnke 
Responsible 
Chief Officer 

Professor Meghana Pandit, Chief Medical and Quality Officer  
Karen Martin, Chief Workforce and Information Officer 

Date  26 January 2017 
 
 
1. Purpose  
 
To give assurance to the Trust Board that Junior Doctors in Training (JDT) are safely 
rostered and their working hours are compliant with the Terms and Conditions of Service 
(TCS) for NHS Doctors and Dentists in Training (England) 2016.  
 
2. Background and Links to Previous Papers 

 
In October 2016 a new contract was introduced for JDT with a new schedule of 2016 
TCS. As part of the new 2016 TCS the post of Guardian of Safe Working Hours (GSW) 
was introduced. 
 
The role of the GSW is to: 

• ensure the confidence of doctors that their concerns will be addressed; 
• require improvements in working hours and work schedules for JDTs; 
• provide boards with assurance that junior medical staff are safe and able to work, 

identifying risks and advising boards on the required response; and 
• ensure the fair distribution of financial penalty income, to the benefit of JDTs. 

 
This is the first quarterly GSW report and covers the period of 7th December 2016 to 6th 
January 2017. 
 
3. Executive Summary 
 
UHCW NHS Trust currently employs 398 JDTs of whom 48 work under the new 2016 
TCS commenced their Foundation Year 1 (F1) posts on 07 December 2016.  
 
Additionally there are 135 Trust Doctors of various grades who also work on JDT rotas. A 
further 13 JDTs will commence their posts under 2016 TCS in February 2017 (mixed 
grades varying from Core Trainees Year One to Specialty Registrar Year Six). 
 
The GSW receives two job-planned Programmed Activities (PAs) and currently no 
dedicated administrative support. 
 
Educational Supervisors receive 0.25 job-planned PAs per trainee. 
 
The GSW is able to give assurance to the Board that the specialty rotas of the current 48 
JDTs (2016 TCS) are compliant with Working Time Regulations. 



 
Exception reports (with regard to working hours) 
 
Exception reports are a new requirement under the 2016 TCS. Where JDTs feel that their 
working arrangements in practice deviate significantly and/or regularly from the agreed 
work schedule, they should raise their concerns to their Educational Supervisor or Clinical 
Supervisor through the electronic exception reporting system. Primarily the variations will 
be: 

 
• Differences in the total hours of work (including rest breaks) 
• Differences in the pattern of hours worked 
• Differences in the educational opportunities and support available to the doctor 
• Differences in the support available to the doctor during service commitments 

 
Exception reports (ERs) received to date by specialty: 
 
Specialty ERs carried 

over from last  
report 

ERs raised ERs closed ERs  
outstanding 

General 
Surgery 

n/a 3 0 3 

General 
Medicine - UH 

n/a 1 0 1 

 
ERs by grade: 
 
Grade ERs carried 

over from last  
report 

ERs raised ERs closed ERs  
outstanding 

F1 n/a 4 0 4 
 
ERs response time 
 
Response time <48h <7d >7d Still 

outstanding 
F1 0 0 0 4 
Total 0 0 0 4 
 
Information on hours monitoring/diary card exercises (2002 TCS) 
 
Currently 19 specialty rotas are 2016 TCS non-compliant out of 58 JDT rotas (67% 
compliance rate). The rotas which are not yet 2016 compliant are not due to transfer to 
the new contract until a later date and the work to achieve compliance is underway. 
(see table in appendix 1) 
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Work schedule reviews 
 
There were no work schedule reviews in the last quarter as a result of exception 
reporting. 
 
Vacancies 
 
Vacancies by month 
 
Specialty grade Oct* Nov* Dec Total 

gaps 
(average) 

No. shifts 
uncovered 

General 
Surgery 

F1 1 1 2** 1.33  

General 
Medicine 
RSC 

F1 0 0 1 0.33  

General 
Medicine 
UHCW 

F1 1 1 0 0.67  

Total  2 2 3 2.33  
 
*No 2016 TCS JDTs 
**Two F1 doctors have since been recruited to the General Surgery posts. 
 
Fines 
 
There were neither fines nor disbursements during the last quarter. The balance of the 
GSW account (penalties) is £0. 
 
Qualitative Information 
 
Several F2 trainees have complained about the high number of unsocial shifts on the 
Acute Medical Rota (not 2016 TCS at present). This has been investigated under the 
grievance procedure. 
 
There was an initial technical problem with the Exception Reporting (ER) software, which 
has been resolved. 
 
Issues arising 
 
So far ER reviews have not taken place. Two of the ERs have been forwarded to the 
General Surgery Rota Coordinator who has agreed to review these ERs. The relevant 
Educational Supervisor did not wish to take part in the review of these ERs and has 
subsequently relinquished his ES role. 
 
There is a concern nationally that there might be a high number of Educational 
Supervisors who decide not to participate in the review process. The Director of Medical 
Education and the GSW have agreed to monitor the situation. 
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Data for locum work (bank, agency, trainees, reasons) both requested and undertaken 
will be included in future reports. 
 
An inaugural Junior Doctors Forum was organised in October 2016; however, only three 
JDT’s were present. The next scheduled Forum is due to take place on 23/01/2017 and 
then on the third Monday of each month thereafter. The Trainee LNC representatives are 
very enthusiastic about making this a success.  
 
An account for GSW levied fines has been set up. However, the exact procedure on how 
these penalties are collected is in the process of being finalised. 
 
4. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
To provide world-class education and training. 
 
5. Governance  
 
The GSW works in conjunction with the Associate Director of Medical Education reporting 
to the CMO and CWIO. 
 
6. Responsibility 

 
GSW  Dr Andreas Ruhnke 
CMO  Professor Meghana Pandit 
CWIO Karen Martin 
 
 
7. Recommendations 
 
The Board is invited to note: 
 
• There are 19 non-compliant rotas (JDTs) as reported on 19/12/2016. Workforce and 

the relevant departments are working on redesigning these rotas; 
• There are currently four outstanding Exception Report reviews none of which should 

incur a GSW fine; and 
• The quarterly GSW reports will evolve with regards to the matrix of the sample 

template. The next report will be on 27/04/2017. 
 
Name and Title of Author: Dr Andreas Ruhnke, Guardian of Safe Working Hours 
Date: 26/01/2017 
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Appendix 1 
 
Table as per Junior Doctor Contract Agreement Elements Dashboard 19/12/2016 
 
Green: 2016 TCS since 07 December 2016 
Red: non-compliant rotas 
 
Specialty Group Specialty  Grade Transfer Date to 

2016 TCS 
2016 TCS 
compliant 

Anaesthetics Anaesthetics F1 07/12/2016 yes 
Emergency Medicine Accident and Emergency F1 07/12/2016 yes 
Surgery General Surgery F1 07/12/2016 yes 
Surgery Urology F1 07/12/2016 yes 
Trauma and 
Orthopaedics 

T&O F1 
07/12/2016 yes 

Womens and 
Childrens Paediatrics F1 07/12/2016 yes 
Core Psychiatry (hosted) F1 07/12/2016 yes 
Multiple Groups General Medicine F1 07/12/2016 yes 
Multiple Groups General Medicine St. Cross F1 07/12/2016 yes 
Cardiac and 
Respiratory Cardiothoracic  ST1-2 01/02/2017 yes 
Surgery ENT ST1-2 01/02/2017 yes 
Surgery General Surgery F2/ST1-2 01/02/2017 yes 
Trauma and 
Orthopaedics 

T&O F2/ST1-2 
01/02/2017 yes 

Womens and 
Childrens Paediatrics F2/ST1-3 01/02/2017 yes 
Womens and 
Childrens Neonatology ST1-2 01/03/2017 yes 
Womens and 
Childrens Neonatology ST3+ 01/03/2017 yes 
Womens and 
Childrens Paediatrics ST4+ 01/03/2017 no 
Pathology Microbiology F2 05/04/2017 yes 
Pathology Histopathology F2 05/04/2017 yes 
Surgery Head and Neck Fellows TG 05/04/2017 yes 
Surgery Plastics  ST1-2 05/04/2017 yes 
Anaesthetics Anaesthetics CT1/ST1 02/08/2017 yes 
Anaesthetics Anaesthetics ST2/CT2+ 02/08/2017 yes 
Anaesthetics ITU F2/ST1-2 02/08/2017 yes 
Anaesthetics ITU ST3/SpR 02/08/2017 yes 
Cardiac and 
Respiratory 

Cardiology ST3 
02/08/2017 no 

Cardiac and 
Respiratory Cardiothoracic  ST1-2 02/08/2017 yes 
Cardiac and 
Respiratory Cardiothoracic  ST3+ 02/08/2017 yes 
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Specialty Group Specialty  Grade Transfer Date to 
2016 TCS 

2016 TCS 
compliant 

Emergency Medicine Accident and Emergency F2/GPVTS 02/08/2017 yes 
Emergency Medicine Accident and Emergency ST3/SpR 02/08/2017 yes 
Imaging Radiology ST2+ 02/08/2017 no 
Neurosciences Neurosciences F2/ST1-2 02/08/2017 yes 
Neurosciences Neurology ST3+ 02/08/2017 yes 
Neurosciences Neurosurgery ST3+ 02/08/2017 no 
Oncology and 
Haematology Clinical Oncology ST3+ 02/08/2017 no 
Oncology and 
Haematology Haematology ST3+ 02/08/2017 no 
Pathology Microbiology ST2+ 02/08/2017 no 
Pathology Histopathology ST3+ 02/08/2017 yes 
Renal and Acute 
Medicine Nephrology ST3+ 02/08/2017 no 
Specialist Medicine 
and Ophthalmology Rheumatology ST3+ 02/08/2017 no 
Specialist Medicine 
and Ophthalmology Dermatology ST3+ 02/08/2017 no 
Specialist Medicine 
and Ophthalmology 

Ophthalmology ST1-2 
02/08/2017 yes 

Specialist Medicine 
and Ophthalmology 

Ophthalmology ST3+ 
02/08/2017 yes 

Surgery ENT ST3+ 02/08/2017 no 
Surgery MaxFax (non medically qual) SHO 02/08/2017 no 
Surgery MaxFax ST3+ 02/08/2017 no 
Surgery Plastics  ST3+ 02/08/2017 yes 
Trauma and 
Orthopaedics 

T&O ST3+ 
02/08/2017 no 

Womens and 
Childrens O&G F2/VTS 02/08/2017 yes 
Womens and 
Childrens O&G ST1-2 02/08/2017 yes 
Womens and 
Childrens O&G ST3+ 02/08/2017 yes 
Multiple Groups General Medicine (Acute) F2/ST1-2 02/08/2017 no 

Multiple Groups General Medicine (Medical 
Specialties) F2/ST1-2 02/08/2017 no 

Multiple Groups General Medicine ST3+ 02/08/2017 no 
Multiple Groups General Medicine St. Cross ST1-2 02/08/2017 no 
Core General Practice (Hosted) F2 02/08/2017 yes 
Surgery General Surgery ST3+ 02/10/2017 no 
Surgery Urology ST3+ 02/10/2017 Yes 
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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: 18th January 2017 
Quoracy: Yes 
Apologies: None 
Committee Chair: Ian Buckley 
Report submitted by: Ian Buckley, Vice Chair 
1. Performance 
The Committee discussed performance against the 4-hour standard over the festive period and the 
consequent impact on elective performance and the referral to treatment (RTT) standard. Whilst it was 
pleasing to note that the RTT trajectory had been met during November, it had deteriorated during 
December as a result of operational pressures, which would pose a challenge for the remainder of the 
year. The Committee was assured that an exercise had been undertaken to understand how the position 
had been arrived at and that the themes arising would be addressed through taking a different approach 
to planning. This will be tested over the Easter period. 
2. Agency Spend 
The focus of the discussion was on medical agency spend which is not reducing at the required rate.  
The proposal for central support in relation to tackling this issue was welcomed. 
3. Procurement 
The Committee was pleased to note the traction that is being achieved around Pharmacy and the Group 
Purchasing Arrangements. 
4. Reference Costs 
The Committee received a presentation on reference costs for 2015/16 and noted that the Trust had 
improved on the previous year.  The Committee was also advised that Trust is an early implementer for 
the Costing Transformation Programme aimed at improving the quality and use of costing information 
across the NHS. 

 
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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PUBLIC TRUST BOARD PAPER  
Title Finance & Performance Committee Terms of Reference  
Author Rebecca Southall, Director of Corporate Affairs 
Responsible  
Chief Officer  

David Moon, Chief Finance & Strategy Officer 
Ian Buckley, Vice Chair and Finance and Performance 
Committee Chair 

Date  26th January 2017 
 
1. Purpose  
 
To present the revised terms of reference for the Finance and Performance Committee 
for consideration and approval. 
 
2. Background and Links to Previous Papers 
 
The terms of reference for each Board Committee are reviewed on an annual basis and 
are presented to the Trust Board for approval in line with the Trust’s Corporate 
Governance Framework.   
 
3. Narrative 
 
Terms of Reference 
 
The Trust Board has formally resolved to establish a number of Board Committees to 
support its work and provide an additional level of scrutiny and debate that is not possible 
within the confines of a Board Meeting. 
 
The terms of reference were reviewed by the Committee on 16th November and have 
been updated to reflect the following: 
 

• The proposal that a quorum is increased from 3 to 4 members in line with the other 
Board Committees   

 
•    It is suggested that specific areas, as set out in section headed ‘delegation’ are 

delegated to the Finance and Performance Committee by the Trust Board to 
ensure that there is clarity around reporting lines and authority in terms of 
approval.  The quorum for the Committee equates to the quorum for the Trust 
Board and as such, approval of the items delegated is appropriate in governance 
terms, provided that Board members are content with this.  In the interests of 
transparency, any approvals given by the Finance and Performance Committee 
will be reported to the Trust Board in the meeting that follows through the usual 
Committee Chair’s Report. 

 
4. Areas of Risk 
 
The Trust Board is responsible for delivering against financial and performance targets 
and standards.  If the appropriate governance mechanisms are not in place for monitoring 
and reporting there is the risk that the Trust Board cannot discharge its statutory 
responsibilities in this regard.  This could give rise to avoidable risks to performance and 



reputation damage.  Keeping the related governance arrangements under review, 
including reviewing the work-plan and terms of reference mitigates against this risk. 
 
5. Governance  
 
In line with the Trust’s Standing Orders, the Trust Board is required to approve the terms 
of reference for any Committee that it formally resolves to establish.   
 
6. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs 
David Moon, Chief Finance & Strategy Officer 
Ian Buckley, Vice Chair and Chair of the Finance & Performance Committee  
 
7. Recommendations 
 
The Board is invited to NOTE the proposed changes to the terms of reference and the 
specific areas that are delegated to the Committee, to DELEGATE AUTHORITY to the 
Committee to oversee those areas and to APPROVE the terms of reference. 
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FINANCE AND PERFORMANCE COMMITTEE 
TERMS OF REFERENCE 

 
Constitution: 
The Board of Directors (“the Board”) hereby resolves to establish a committee of 
the Board to be known as the Finance and Performance Committee (“the 
Committee”).  The Committee of the Board has no executive powers other than 
those specifically delegated to it via these terms of reference. The Standing 
Orders adopted by the Trust Board are applicable to the Committee in as far as 
they are relevant. 
 
Authority: 
The Committee is authorised by the Board to investigate any activity within its 
terms of reference and is authorised to seek any information that it requires from 
any member of staff.  All members of staff are directed to co-operate with any 
request made by the committee.  The Committee is authorised by the Board to 
obtain legal or other independent professional advice and to secure the 
attendance of others from outside of the Trust with relevant experience and 
expertise if it considers this necessary. 
 
Purpose of the Committee: 
The purpose of the Committee is to provide additional assurance to the Board in 
relation to all aspects of finance and performance. The Committee oversees and 
monitors performance against key financial and operational targets as well as 
reviewing the Trust’s financial management arrangements to ensure that the 
Trust has the appropriate strategies, processes, systems, policies and 
procedures in place to achieve operational performance and deliver the Financial 
Recovery Plan. 
 
Membership and Quorum: 
Membership of the Committee will be appointed by the Board and shall consist of  
Three Non-Executive Members, one of whom will be appointed by the Board as 
Chair of the Committee, and the following: 
 

• Chief Finance and Strategy Officer 
• Chief Operating Officer 
• Chief Workforce and Information Officer 

 
In attendance: 
The following are required to be in attendance but do not count towards quorum: 
 

• Director of Finance and Strategy 
• Associate Director of Finance, Corporate Services 
• Director of Corporate Affairs (or nominated deputy) 

 

Finance and Performance Committee 
Terms of Reference  
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A quorum shall be 2 Non Executive members and 2 Executive Members. 
Deputies will not count towards a quorum. 
 
In the absence of a quorum, meetings shall continue to be held, at the discretion 
of the Chair. Any decisions made will be ratified at the next quorate meeting of 
the Committee, to enable decisions to be enacted.  
 
Access: 
The Committee will invite authors of papers to attend the Committee from time to 
time to support the presentation of specific papers, as it considers necessary. 
 
Frequency: 
The Committee shall meet on a monthly basis with the exception of August when 
there is no meeting. 
 
Reporting to the Board: 
The Chair of the Committee will report in writing to the Board at the Board 
meeting that follows the Committee meeting.  This report will summarise the main 
issues of discussion and the Chair of the Committee will ensure that any attention 
is drawn to any issues that require Board or Executive action.  The approved 
minutes of the meeting will be submitted to the private session of the Trust 
Board.   
 
The Chair of the Committee will also provide assurance to the Audit Committee 
on an annual basis on the Committees processes and the work that it has 
undertaken through the provision of an annual report. 
 
Sub-committees: 
The Committee will receive reports from its sub-committees that it formally 
establishes and any reports thereof that are deemed necessary to support the 
work of the Committee. The sub-committees are: 
 
• Private Finance Initiative (PFI) Liaison Committee 
• Sustainability Development Management Group 
• Procurement Steering Committee 
 
The Committee will, on an annual basis through its three sub-committee's Annual 
Reports, obtain assurance that the further governance substructure of sub-
committees actually meets, has a programme of work, and is effective. 
 
Responsibilities: 
The Finance and Performance Committee will have responsibility for the 
following:- 
 

1. Monitoring monthly income and expenditure variance to provide 
assurance to the Board and escalate any emerging issues of concern 

Finance and Performance Committee 
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2. Monitoring delivery of key access targets and operational delivery 
plans to provide assurance to the Board and escalate any emerging 
issues of concern 

3. Providing a forum for scrutiny of any of the Trust’s performance 
indicators at the request of the Board, referring any potential impact on 
quality to the Quality Governance Committee 

4. Reviewing the performance management arrangements for each 
Group, scrutinising the arrangements in place to meet financial and 
operational targets 

5. Reviewing the performance of Service Providers within the PFI 
contract 

6. Providing effective oversight of all major capital and development 
projects including associated risks with the projects 

7. Ensuring adequacy of the Trust’s Strategic Financial Planning 
 

 
The Committee will execute these responsibilities through the following:- 
 

1. Receiving regular reports from Chief Officers on key aspects of 
financial and operational delivery within an integrated reporting 
framework 

2. Receiving briefings on the Trust’s financial planning and contracting 
arrangements 

3. Receiving assurance that the Trust’s reference cost submission is in 
accordance with Monitor’s approved costing guidance 

4. Evaluating business cases, undertaking post implementation reviews 
to seek assurance that anticipated benefits have been realised 

5. Commissioning ‘deep dive’ analysis reports into areas of concern 
arising out of financial and operational performance including: activity 
and income, elective and emergency capacity, cash and liquidity, 
capital and PFI and a mid-year CIP review 

6. Undertaking in-depth reviews of the finance and performance 
Indicators reported to the Board, as delegated by the Board 

7. Evaluating performance against establishment and recruitment activity 
8. Scrutinising benchmarking data against national targets for sickness 

absence and use of agency staff 
9. Receiving updates on an exception basis against the key strategies 

that are approved by the Committee and those that are approved by 
the Board  where deemed appropriate, escalating to the Board as 
necessary 

 
 
 

Delegation: 
By approval of these terms of reference the Board delegates the following 
functions to the Committee: 

Finance and Performance Committee 
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• Ratification of Trust Policies that fall within the remit of the Committee and 

that are not reserved to the Trust Board, ensuring that due process has 
been followed 

• Approval and monitoring of strategies that fall within the remit of the 
Committee as deemed appropriate by the Board as provided for in the 
Trust’s Standing Orders 

• Scrutinising the draft Corporate Annual Plan (including operational plans) 
Account prior to submission to the Trust Board for final approval  

• Monitoring progress against the Procurement Transformation Plan to 
receive assurance of the Trust's delivery of the recommendations and 
targets detailed in the Lord Carter report on operational productivity and 
performance 

• Monitoring progress against the Hospital Pharmacy Transformation Plan 
to receive assurance around performance against the Carter metrics and 
model hospital benchmarking 

 
The Committee is authorised to establish sub-committees to support its work 
subject to terms of reference that shall be approved by the Committee but shall 
not delegate the powers conferred upon it by these terms of reference to any 
other body without the express authorisation of the Board.   
 
Appraisal: 
The Committee will carry out an annual appraisal of its performance and will 
report this to the Audit Committee via an Annual Report. The content of the 
Annual Report to the Trust Board will be in keeping with the requirements of the 
Audit Committee Handbook 
 
Administration:  
The Director of Corporate Affairs will act as Committee Secretary and will agree 
the agenda with the Chair of the Committee, in conjunction with the Director of 
Quality. 
 
Review: 
These terms of reference will be reviewed in November 2017 unless there is a 
requirement to do so earlier. 
 
Date of Finance & Performance 
Committee Approval 

16th November 2016 

Date of Trust Board Approval 26th January 2017 
 
Version: v9 2016 
Author: Rebecca Southall, Director of Corporate Affairs 

Finance and Performance Committee 
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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: 16th January 2017 
Quorate: Yes          
Apologies: Jenny Gardiner & Sudhesh Kumar   
Chair: Ed Macalister-Smith 
1. Quality Governance Committee Structure; an organogram of the sub-committees that report to QGC 

and their respective substructures was presented, together with a Committee Annual Report template 
aimed at providing assurance to QGC that its sub-committees and those that report to them are meeting, 
are effective both in terms of attendance and outputs and that they are able to escalate issues of concern.   

2. Maternity Dashboard; the dashboard was received and was regarded as very useful, although further 
work is required to develop the report and ensure that the actions that are being taken to move from red to 
green are clearly set out and a summary of progress provided. 

3. QUESTT Tool; the Committee supported the tool as a way of identifying concerns at ward level an early 
stage to enable corrective action to be taken.  Equally the low escalation threshold was welcomed as a 
reflection of the Trust’s aim to provide World Class Services, but it was agreed that the report needed to 
be further developed to include greater sensitivity analysis around the direction of travel in terms of 
improvement.  It was also noted that the Clinical Directors needed to be better involved with the QUESTT 
tool given their overall responsibility for service quality within their clinical groups. 

4. National Institute for Health Research (NIHR) Funding – the Trust has been awarded £750k over the 
next 5-years to support translational and experimental research, which was welcomed by Committee 
members to support the Trust’s objective to become a research based healthcare organisation.  
Committee members offered congratulations to the department. 

5. CQC Report – the Committee discussed the recently published CQC follow up inspection report in relation 
to Imaging and Outpatients. The improvement from ‘inadequate’ to ‘requires improvement’ was welcomed 
although it was noted that this did not affect the Trust-wide rating as it related only to the two discreet 
areas. Also noted was the fact that the CQC action plan that was developed post-Comprehensive 
Inspection had not resulted in a rating of ‘good’ for these areas despite all actions being reported as green 
and it was acknowledged that there was learning to be derived from this. The Committee was assured that 
the focus of the Chief Inspector of Hospitals Board was on achieving ‘good’ or ‘outstanding’ and the focus 
will be on the assurances that are in place to demonstrate the embeddedness of actions taken  

6. ISS Cleaning Plan – the action plan update was received and it was noted that whilst performance 
against contractual measures was being achieved, there was anecdotal evidence through Impressions (as 
reported to the Patient Experience & Engagement Committee) and from ward based staff that further 
improvement is required.  The Chief Nursing Officer will be holding a series of meetings in this regard and 
will keep the committee updated. 

7. Complaints; following on from the Board seminar it was agreed that Barbara Beal would meet with the 
team to discuss how reporting to Board can be enhanced to provide a clearer understanding of 
achievement of good practice response times and to further discuss the strategy around handling 
complaints received or identified via social media. 

8. Policy Approval – the Committee approved the Information Governance Policy and the Duty of Candour 
Policy 
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PUBLIC TRUST BOARD PAPER  
 

Title Quality Governance Committee Terms of Reference  
Author Rebecca Southall, Director of Corporate Affairs 
Responsible  
Chief Officer  

Meghana Pandit, Chief Medical Officer and Deputy CEO  
Ed Macalister-Smith, Quality Governance Committee Chair 

Date  26th January 2017 
 
1. Purpose  
 
To present the revised terms of reference for the Quality Governance Committee for 
consideration and approval. 
 
2. Background and Links to Previous Papers 
 
The terms of reference for each Board Committee are reviewed on an annual basis and 
are presented to the Trust Board for approval in line with the Trust’s Corporate 
Governance Framework.  The terms of reference were last considered by the Board in 
May 2016 following changes that were made to the membership and functioning of the 
Committee in light of the recommendations arising out of the Committee structure review 
undertaken by Capsticks LLP. 
 
3. Narrative 
 
Terms of Reference 
 
The Trust Board has formally resolved to establish a number of Board Committees to 
support its work and provide an additional level of scrutiny and debate that is not possible 
within the confines of a Board Meeting. 
 
Whilst the terms of reference were not due for formal review, they have been updated to 
reflect the agreement that the Health& Safety Committee, which is chaired by the Chief 
Operating Officer, will report to the Quality Governance Committee to strengthen the 
governance arrangements in relation to this key area of Trust Board responsibility. The 
Committee work-plan has also been amended to include a series of regular reports. 
 
In addition, the Quality Governance Committee will, on an annual basis through its seven 
sub-committee's Annual Reports, obtain assurance that the further governance 
substructure of sub-committees meet, have a programme of work, and are effective.  
 
Finally, the Deputy Chief Nursing Officer/Associate Director of Nursing will normally be in 
attendance to support the quality agenda but will not count towards quorum. 
 
4. Areas of Risk 
 
The Trust Board is responsible for the quality of the services that are delivered.  If the 
appropriate governance mechanisms are not in place for monitoring and reporting on the 
quality governance agenda, there is the risk that the Trust Board cannot discharge its 
statutory responsibilities in this regard.  This could give rise to avoidable patient harm, 
potential criminal and civil liability, risks to performance and reputation damage.  Keeping 



the quality governance arrangements under review, including reviewing the work-plan 
and terms of reference mitigates against this risk. 
 
5. Governance  
 
In line with the Trust’s Standing Orders, the Trust Board is required to approve the terms 
of reference for any Committee that it formally resolves to establish.   
 
 
6. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs 
Meghana Pandit, Chief Medical Officer and Deputy CEO 
Ed Macalister-Smith, Chair of the Quality Governance Committee  
 
7. Recommendations 
 
The Board is invited to NOTE the proposed changes to the terms of reference and to 
APPROVE the revised terms of reference. 
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QUALITY GOVERNANCE COMMITTEE  
TERMS OF REFERENCE 

 
Constitution: 
The Board of Directors (“the Board) hereby resolves to establish a committee of the 
Board to be known as the Quality Governance Committee (“the Committee).  The 
Committee of the Board has no executive powers other than those specifically 
delegated to it via these terms of reference. The Standing Orders adopted by the 
Trust Board are applicable to this Committee in as far as they are relevant. 
 
Authority: 
The Committee is authorised by the Board to investigate any activity within its terms 
of reference and is authorised to seek any information that it requires from any 
member of staff.  All members of staff are directed to co-operate with any request 
made by the Committee.  The Committee is authorised by the Board to obtain legal 
or other independent professional advice and to secure the attendance of others 
from outside of the Trust with relevant experience and expertise if it considers this 
necessary. 
 
Purpose of the Committee: 
The purpose of the Committee is to provide additional assurance to the Board that 
the Trust delivers high quality, safe services to patients. The Committee oversees 
and monitors the corporate delivery of patient safety, clinical effectiveness, patient 
experience, risk management, education and training, information governance and 
regulatory standards to ensure that the Trust has the appropriate strategies, 
processes, systems, policies, and procedures in place to deliver the necessary 
standards of care. 
 
It acts as the principal source of advice and assurance to the Trust Board on patient 
safety, quality governance agenda and risk agenda.  
 
Membership and Quorum: 
Membership of the Committee will be appointed by the Board and shall consist of  
Four Non-Executive Members, one of whom will appointed by the Board to be Chair 
and the following: 
 

• Chief Medical and Quality Officer 
• Chief Nursing Officer 
• Chief Operating Officer 
• Chief Workforce and Information Officer 

 
In attendance:  
The following are required to be in attendance but do not count towards quorum:  
 

• Director of Quality (or nominated deputy) 
• Director of Corporate Affairs (or nominated deputy) 
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The following will normally be in attendance but do not count towards quorum: 
 

• Trust Board Advisor 
• Deputy Chief Medical Officer 
• Deputy Chief Nursing Officer/Associate Director of Nursing 
• Associate Directors of Quality 

 
A quorum shall be 2 Non-Executive members, 2 Executive Members, one of which 
must be the Chief Medical & Quality Officer or Chief Nursing Officer. Deputies do not 
count towards a quorum.  
 
In the absence of a quorum, meetings shall continue to be held and any decisions 
made will be ratified at the next quorate meeting of the Committee, in order for 
actions to be acted upon.  
 
Access: 
The Committee may invite authors of papers to attend the Committee from time to 
time to support the presentation of specific papers, as it considers necessary.   
 
Frequency: 
The Committee shall meet on a monthly basis.    
 
Reporting to the Board: 
The Chair of the Committee will report in writing to the Board at the Board meeting 
that follows the Committee meeting.  This report will summarise the main issues of 
discussion and the Chair of the Committee will ensure that any attention is drawn to 
any issues that require Board or Executive action.  The approved minutes of the 
meeting will be submitted to the private session of the Trust Board.   
 
The Chair of the Committee will also provide assurance to the Audit Committee on 
an annual basis on the Committees processes and the work that it has undertaken 
through the provision of an annual report. 
 
Sub-committees: 
The Committee will receive reports from its sub-committees that it formally 
establishes and any reports thereof that are deemed necessary to support the work 
of the Committee. The sub-committees are: 
 
• Patient Safety Committee 
• Risk Committee 
• Patient Experience and Engagement Committee 
• Workforce and Engagement Committee 
• Training, Education and Research Committee 
• Information Governance Committee 
• Health and Safety Committee 
 
The Quality Governance Committee will, on an annual basis through its seven sub-
committee's Annual Reports, obtain assurance that the further governance 

December 2016  Page 2 of 5 



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 

substructure of sub-committees actually meets, has a programme of work, and is 
effective. 
 
Responsibilities: 
The Quality Governance Committee will have responsibility for the following: 
 

1. Providing a forum for scrutiny of any of the Trust’s quality indicators or 
priorities at the request of the Board 

2. Providing assurance to the Board that arrangements are in place for 
identifying, prioritising and managing risk and that risks are escalated to the 
Board as appropriate. 

3. Promoting safety, quality and excellence in patient care 
4. Ensuring the effective and efficient use of resources through the evidence-

based clinical practice 
5. Protecting the safety of employees and all others to whom the Trust owes a 

duty of care 
6. Ensuring that effective systems and processes are in place to support high 

quality care through an effectual training and education and ICT infrastructure 
7. Ensuring that the Health and Safety Committee has an overarching view of 

health and safety and provide assurance that non-clinical risks are effectively 
managed on behalf of the organisation. 

 
The Committee will execute these responsibilities through the following: 
 
Risk Management: 

1. Monitoring the Risk Register and ensuring that risks are escalated to the 
Board Assurance Framework, as appropriate   

2. Ensuring that appropriate arrangements are in place in respect of Emergency 
Planning and Health & Safety 

 
Quality Governance: 

1. Undertaking in-depth reviews of the Quality Indicators reported to the Board 
at the request of the Board 

2. Monitoring on-going compliance with Care Quality Commission Fundamental 
Standards and seek assurance that any areas of weakness are being 
addressed 

3. Monitoring compliance against the Information Governance Toolkit to support 
the sign off of the submission document by the Board 

4. Monitoring compliance against the Emergency Preparedness, Resilience and 
Response Core Standards 

5. Receiving updates on an exception basis against the key strategies that are 
approved by the Committee and those that are approved by the Board where 
deemed appropriate, escalating to the Board as necessary 

6. Receiving regular reports relating to progress against quality priorities and 
agreed quality related initiatives 

7. Receiving internal inspection reports 
 
Delegation: 
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By approval of these terms of reference the Board delegates the following functions 
to the Committee: 
 

• Ratification of Trust Policies that fall within the remit of the Committee and 
that are not reserved to the Trust Board, ensuring that due process has been 
followed 

• Approval and monitoring of strategies that fall within the remit of the 
Committee as deemed appropriate by the Board as provided for in the Trust’s 
Standing Orders 

• Monitoring progress against the actions set out in the Equality and Diversity 
Annual Report received and approved annually by the Board 

• Scrutinising the draft annual Quality Account prior to submission to the Audit 
Committee and Trust Board for final approval  

• Monitoring progress against the quality priorities set out in the Quality 
Account agreed by the Board 

• Receive assurance from the Blood Transfusion Annual Report, including 
performance against local and national key performance indicators, 
escalating any issues to Board as appropriate, in accordance with the 
Medicines Healthcare Regulation Authority 

• Receive assurance from the Emergency Preparedness, Resilience and 
Response Annual Report, including the work of the Emergency Planning 
Team in responding to and recovering from major incidents, in accordance 
with the Civil Contingencies Act 2004 

• Approval of the Emergency Preparedness, Resilience and Response Core 
Standards Self-Assessment, in accordance with the Civil Contingencies Act 
2004 

• Receive bi-annual reports demonstrating progress against the key 
performance indicators within the national screening programmes for Bowel, 
Breast and Cervical cancers 

 
The Committee is authorised to establish sub-committees to support its work subject 
to terms of reference that shall be approved by the Committee but shall not delegate 
the powers conferred upon it by these terms of reference to any other body without 
the express authorisation of the Board.   
 
Appraisal: 
The Committee will carry out an annual appraisal of its performance and will report 
this to the Audit Committee via an Annual Report. The content of the Annual Report 
to the Trust Board will be in keeping with the requirements of the Audit Committee 
Handbook 
 
Administration:  
The Director of Corporate Affairs will act as Committee Secretary and will agree the 
agenda with the Chair of the Committee, in conjunction with the Director of Quality. 
 
Review: 
These terms of reference will be reviewed in December 2017 unless there is a 
requirement to do so earlier. 
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Date of Quality Governance 
Committee Approval 

5th December 2016 

Date of Trust Board Approval 26th January 2017 
 
Version: v11 2016 
Author: Rebecca Southall, Director of Corporate Affairs 
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PUBLIC TRUST BOARD PAPER  
 

Title Fit and Proper Persons Test  Declaration  
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Andy Meehan, Chairman 

Date  26th January 2017 
 
1. Purpose  
 
This paper seeks to provide assurance that all members of the Trust Board meet the 
requirements set out in Regulation 5 of the Care Quality Commission fundamental 
standards, which came into force on 27th November 2014. 
 
2. Background and Links to Previous Papers 
 
Members of the Trust Board last made a public declaration around their compliance with 
the requirements of the Fit and Proper Persons Test (FPPT) at the January 2016 Trust 
Board meeting.  Whilst members of the Trust Board are clear that the duty to comply is 
an enduring one, the Trust Board resolved to make a public declaration of compliance on 
an annual basis for reasons of probity and transparency. 
 
3. Narrative 
 
The Chairman is responsible for ensuring that all members of the Trust Board and those 
that are regularly in attendance meet the requirements of regulation 5.  The Trust already 
undertakes a range of pre-employment checks as part of the recruitment process to 
ensure that all staff have the qualifications and capability to undertake their role and that 
they are generally of sound character. 
 
In addition to this suite of checks, all new members of the Board or individuals to whom 
the regulations apply will be asked to sign the attached declaration on appointment and to 
commit to informing the Chair of any changes in circumstance that mean that they no 
longer comply with the requirements.  Members of the Trust Board will also be asked to 
undertaken a signed declaration on an annual basis, which will be formally reported to the 
Trust Board.    
 
Each member of the Board has confirmed their compliance with the regulations on an 
individual basis and the signed forms will be retained by the Director of Corporate Affairs 
as evidence of this. 
  
4. Areas of Risk 
 
If the Trust does not comply with the FPPT regulations then the following risks arise: 
 
Regulatory risks; if the Trust does not comply with the requirements of the regulation 
and evidence this, regulatory action and consequent damage to the Trust’s reputation 
could follow, which could result in public confidence in the organisation being 
undermined. The measures described above and the written declaration and reporting 
proposal are aimed at mitigating this risk.  



 
Clinical Risks/Patient Experience risks; the regulations are aimed at ensuring that 
Boards of providers of NHS care are capable of governing the organisation to a high 
standard and ensuring that decisions that it takes are in the interests of patients and the 
wider community.  If the Trust does not implement these regulations then there is the risk 
that these objectives may not be met and the best interests of patients will not be served.  
The process outlined in this paper mitigates against this risk. 
 
5. Governance  
 
The Fit and Proper Persons test is part of the CQC essential standards, which are a core 
component of the Trust’s governance framework and with which the Trust must comply.  
An annual declaration of compliance with regulation 5 will therefore be made at a Public 
Trust Board meeting to evidence that the Trust has appropriate governance mechanisms 
in place in this regard. 
 
6. Responsibility 
 
Andy Meehan, Chairman supported by Rebecca Southall, Director of Corporate Affairs 
 
7. Recommendations 
 
The Trust Board is asked to NOTE that declarations of compliance with the requirements 
of the Fit and Proper Persons Test have been received from each member of the Trust 
Board.  Board members are also asked to COMMIT to informing the Chair of any change 
in individual circumstances that might affect compliance, on an on-going basis. 
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Agenda Item 24 Enclosure 20 
 

PUBLIC TRUST BOARD PAPER  
 

Title Trust Policy & Strategy Approval 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical & Quality Officer and Deputy 
CEO 

Date  26th January 2017 
 
1. Purpose  
 
To present a schedule of Trust policies and strategies and the proposed final approving 
body within the organisational governance structure, for consideration and approval by 
the Trust Board.  
 
2. Background and Links to Previous Papers 
 
A recent review has been undertaken in relation to the process for the approval of 
policies and strategies, which form part of Trust Corporate Business Records. It has been 
agreed that approval of these documents is best achieved through the existing 
Committee Structure and a process has been undertaken whereby each policy and 
strategy has been assigned to the Trust Board, a Trust Board Committee or sub-
committee thereof, as appropriate to the nature and content and any statutory 
requirements.   
 
3. Executive Summary 
 
Chief Officers considered options for the approval of policy and strategy documents and 
put forward a proposal to the Quality Governance Committee (QGC) around a revised 
approval mechanism at the December meeting.  The proposal to utilise existing 
structures was accepted by QGC and in addition to determining and recommending the 
appropriate level of sign off for each document, the following will also take place to build 
greater rigour and add clarity to the process for document authors: 
 
Action Rationale 
Risk assessment of policy and strategy 
documents to determine the frequency with 
which review is required 

Each document will be assessed for the 
level of risk posed to patients, staff and the 
Trust. This will be determined based on the 
potential for harm, damage to reputation, 
and regulatory impact. It will also consider 
the proximity and/or likelihood of changes 
to national guidance and regulatory 
frameworks. 
 

Variable review frequencies A standard review period has been applied 
to policies/strategies previously and the 
above exercise will inform a more 
staggered approach and spread the work-
load 

Assurance Group checking process  
 

Authors of new and reviewed policies 
and strategies will forward an approval 



pack to the Quality Department for 
quality checking, to ensure they are 
developed in accordance with national 
guidance and legal obligations.  
 
A Library and Knowledge Service 
Evidence Summary will also be 
included to support the author in 
determining whether major, minor or no 
changes are required to the document 
and whether the document is still 
required.  
 

 
It has also been agreed that any new policy or strategy document that is required will be 
presented to the appropriate Board Committee in the first instance.  A decision will then 
be made as to the approval body for amendments/future iterations. 
 
4. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
The proposal does not necessarily link directly to the Trust objectives or to the Board 
Assurance Framework but the process for policy and strategy approval is an integral part 
of the Trust’s overall corporate governance framework and system of internal control. 
 
5. Governance  
 
The attached document sets out all of the current policy and strategy documents that are 
registered on the Trust’s E-Library and suggests an approving Committee for each.  As 
policy approval forms part of the Trust’s Standing Orders, once approved, it is proposed 
that the document becomes an integral part of the Standing Orders and effectively acts 
as a scheme of delegation from the Trust Board. 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical Officer & Deputy Chief Executive 
Jenny Gardiner, Director of Quality 
 
7. Recommendations 
 
The Board is invited to NOTE the proposed approving Committee for each policy and 
strategy document, REQUEST any amendment and to APPROVE the attached 
document as the Scheme of Delegation for policy and strategy approval. 
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APPENDIX 1: CORPORATE BUSINESS RECORDS ON E-LIBRARY - BY APPROVAL COMMITTEE

ExternalRef Guideline Name Review Date Expiry Date Approval Committee
FIN-POL-001-16 Fraud, Bribery and Corruption Policy 31/03/2018 30/06/2018 Audit Committee
FIN-POL-001-14 Budget Virement Policy 26/10/2015 26/01/2016 Finance & Performance 

GOV-POL-001-09 NHS Patients who wish to pay for additional Private Care Policy 30/06/2016 30/09/2016 Finance & Performance 
FIN-POL-001-13 Guidance and Procedures for Overseas Visitors 31/01/2019 30/04/2019 Finance & Performance 
GOV-POL-001-13 Trust Legionella Policy 30/06/2018 30/09/2018 Health & Safety
H&S-POL-001-06 Trust Security Policy 29/08/2015 29/11/2015 Health & Safety
OPER-POL-008-10 Handling and Moving Policy 31/08/2015 30/11/2015 Health & Safety

OPER-PROC-001-13
Procedure for Managing, Issuing and Cancelling Identification Proximity 
Cards (ID Cards) 27/12/2015 27/03/2016 Health & Safety

CLIN-POL-002-11 Healthcare Worker Immunisation and Screening Policy 30/09/2019 30/12/2019 Health & Safety
H&S-POL-003-08 Ionising Radiation Safety Policy 26/03/2016 26/06/2016 Health & Safety
OPER-POL-001-07 Decontamination Policy 25/06/2016 25/09/2016 Health & Safety
H&S-POL-001-07 Violence, Aggression & Lone Worker Policy 30/07/2016 30/01/2017 Health & Safety

GOV-POL-006-06
Use and Routine Management of Medical Equipment used for Diagnosis and 
Treatment in the UHCW Trust Policy 27/08/2016 27/11/2016 Health & Safety

HR-POL-001-14 Smokefree Grounds Policy 24/09/2016 24/12/2016 Health & Safety

H&S-POL-001-10
Management of sharps/splash injuries & Post Exposure Procedure for 
Hepatitis B virus, Hepatitis C virus & Human Immunodeficiency Virus Policy 24/09/2016 24/12/2016 Health & Safety

H&S-POL-002-2014 Medical Gas Policy 26/11/2016 26/02/2017 Health & Safety
H&S-POL-01-14 Safe Use and Disposal of Sharps Policy 31/10/2017 31/01/2018 Health & Safety

H&S-POL-001-11 Blood Borne Viruses and Employment Policy and Screening Procedure 30/11/2017 28/02/2018 Health & Safety
HS-POL-03-14 Lasers and Non Coherent Optical Radiation Safety Policy 31/12/2017 31/12/2017 Health & Safety
CLIN-POL-003-11 Occupational Management of Tuberculosis (TB) Policy 31/01/2018 30/04/2018 Health & Safety
H&S-POL-004-07 Latex Allergy Management Policy 17/02/2018 17/05/2018 Health & Safety
OPER-POL-01-14 Emergency Response Exercise Planning Policy 31/05/2018 31/08/2018 Health & Safety
H&S-POL-005-07 Trust CCTV Policy 30/09/2018 31/12/2018 Health & Safety
H&S-PROC-001-16 RIDDOR reporting Procedure 30/04/2019 31/07/2019 Health & Safety
H&S-POL-002-06 Health & Safety Policy 18/07/2019 18/10/2019 Health & Safety

GOV-POL-07-15
Visitors' Policy for all visitors including Very Important Persons (VIPs) and 
Celebrities 30/09/2018 31/12/2018 Health & Safety 

GOV-POL-003-12 Asbestos Management Policy 30/11/2018 28/02/2019 Health & Safety 
H&S-POL-001-12 Trust Fire Policy and Procedures 31/01/2019 30/04/2019 Health & Safety 
GOV-POL-003-08 Confidentiality Policy 31/07/2018 31/10/2018 Information & IT Committee

GOV-POL-001-11
Data Protection Audit Committeet 1998 - Handling Subject Access Requests 
Policy & Procedure 24/07/2015 24/10/2015 Information & IT Committee

GOV-POL-001-06 eLibrary Records Management System - Operational Policy 24/08/2015 24/11/2015 Information & IT Committee
GOV-POL-008-11 Sensitive Flagged Records and Secure Addresses Policy 28/05/2016 28/08/2016 Information & IT Committee
GOV-POL-016-06 Standard for the Contents of Health Records Policy 28/05/2016 28/08/2016 Information & IT Committee
GOV-POL-008-08 Clinical Coding Policy 31/05/2016 31/08/2016 Information & IT Committee
GOV-POL-002-14 Information Sharing Policy 26/09/2016 26/12/2016 Information & IT Committee
GOV-POL-02-15 Fax Policy 31/01/2017 30/04/2017 Information & IT Committee
GOV-POL-01-15 Pseudonymisation Policy 30/04/2017 31/07/2017 Information & IT Committee
GOV-STRAT-001-007 Information Governance Strategy 31/05/2017 31/08/2017 Information & IT Committee
GOV-STRAT-001-15 Data Quality Strategy 31/05/2017 31/08/2017 Information & IT Committee
GOV-POL-03-15 Data Quality Policy 30/06/2017 30/09/2017 Information & IT Committee
GOV-POL-05-15 NHS Number Systems Compliance Policy 31/08/2017 30/11/2017 Information & IT Committee
GOV-STRAT-001-08 Records Management Strategy 28/01/2018 28/04/2018 Information & IT Committee
GOV-POL-014-08 Health Records Operational Management Policy 01/03/2018 01/06/2018 Information & IT Committee
GOV-POL-002-08 Business Records Management Policy 28/04/2018 28/07/2018 Information & IT Committee
ICT-POL-001-12 Mobile Devices Policy 31/05/2018 31/08/2018 Information & IT Committee
ICT-POL-001-13 Guest Internet Access Policy 31/05/2018 31/08/2018 Information & IT Committee
GOV-POL-04-15 Information Asset Policy 31/05/2018 31/08/2018 Information & IT Committee
GOV-POL-012-06 Patient Administration System (IPM) Data Quality Policy 31/07/2018 31/10/2018 Information & IT Committee
GOV-POL-0006-08 Freedom of Information Act Policy 30/11/2018 28/02/2019 Information & IT Committee
GOV-POL-06-15 NHS Number Operational policy 30/11/2018 28/02/2019 Information & IT Committee
ICT-POL-001-07 ICT Security Policy 30/04/2019 31/07/2019 Information & IT Committee
CLIN-POL-002-12 Maternity Unit Staffing Policy 31/10/2015 31/01/2016 Operations Board & COG
OPER-POL-010-10 Discharge Policy 30/06/2016 30/09/2016 Operations Board & COG
CLIN-POL-02-14 Non-medical Surgical First Assistant Policy 27/08/2016 27/11/2016 Operations Board & COG
OPER-POL-007-10 VitalPAC Operational Policy 14/01/2017 14/04/2017 Operations Board & COG
GOV-POL-002-10 Bed Management Policy 14/01/2017 14/04/2017 Operations Board & COG
OPER-POL-002-11 Delivering Same Sex Accommodation Policy 06/03/2017 06/03/2017 Operations Board & COG
GOV-POL-09-08 Handling of Clinical Negligence and Personal Injury Claims Policy 09/03/2017 09/06/2017 Operations Board & COG
HR-POL-016-06 Supporting Staff Involved in Incidents, Complaints or Claims Policy 09/03/2017 09/06/2017 Operations Board & COG
HR-POL-005-11 Waiting List Initiative Policy 30/04/2017 31/07/2017 Operations Board & COG
OPER-POL-001-09 Patient Access Policy 31/08/2018 30/11/2018 Operations Board & COG
OPER-POL-001-15 Domestic Violence and Abuse Policy 30/09/2018 31/12/2018 Operations Board & COG
OPER-POL-002-15 Bed Escalation Policy 01/12/2018 31/03/2019 Operations Board & COG
GOV-POL-002-13 Media Policy 01/01/2019 01/04/2019 Operations Board & COG
GOV-POL-01-16 Cancer Waiting Times Operational Policy 28/01/2019 30/04/2019 Operations Board & COG
GOV-POL-003-07 Complaints Policy 30/09/2019 31/12/2019 Patient  Engagement & Experience
GOV-POL-003-13 Volunteer Involvement Policy 30/11/2019 28/02/2020 Patient  Engagement & Experience
GOV-POL-004-07 Patient Advice and Liaison Service Operational Policy 09/03/2017 09/06/2017 Patient  Engagement & Experience
HR-POL-01-15 Interpreting and Translation Policy 09/03/2017 09/06/2017 Patient  Engagement & Experience
GOV-PROC-002-11 Patient Information Procedure 24/09/2016 24/12/2016 Patient  Engagement & Experience

GOV-POL-013-06
Improve Awareness, Reporting and Prevention of Adverse Drug Reactions 
Policy and Procedure 31/03/2015 30/06/2015 Patient Safety Committee

GOV-POL-009-11
Management and Implementation of National Recommendations made by 
Nice, National Confidential Enquiries and High Level Inquiries Policy 22/08/2015 22/11/2015 Patient Safety Committee

GOV-POL-014-07 Being Open Policy 22/08/2015 22/11/2015 Patient Safety Committee
GOV-POL-001-08 Patient Transfer Policy 31/08/2015 30/11/2015 Patient Safety Committee
OPER-POL-001-10 Venous Thromboembolism Risk Assessment Operational Policy 31/08/2015 30/11/2015 Patient Safety Committee
GOV-POL-004-13 Privacy and Dignity in Patient Care Policy 23/09/2015 23/12/2015 Patient Safety Committee
GOV-POL-004-06 Consent for Examination or Treatment Policy 31/08/2019 30/11/2019 Patient Safety Committee
OPER-POL-03-10 Infection Prevention and Control Assurance Framework Policy 30/11/2015 28/02/2016 Patient Safety Committee



CLIN-POL-002-11 Healthcare Worker Immunisation and Screening Policy 30/09/2019 30/12/2019 Health & Safety
CLIN-POL-001-12 eResults Acknowledgement (eRA) Policy 31/01/2016 30/04/2016 Patient Safety Committee
CLIN-POL-001-13 Hospital at Night Bleep Operational Policy 31/01/2016 30/04/2016 Patient Safety Committee
GOV-POL-001-14 Introduction of New Interventional Procedures & Therapies Policy 28/02/2016 28/05/2016 Patient Safety Committee
CLIN-POL-005-10 Self Medication Policy 26/03/2016 26/06/2016 Patient Safety Committee
GOV-POL-017-07 Management of National, Regional and Local Clinical Audit Policy 28/05/2016 28/08/2016 Patient Safety Committee
OPER-POL-009-10 Falls Policy 30/05/2016 30/08/2016 Patient Safety Committee
GOV-POL-007-06 Patient Identification Policy 30/06/2016 30/09/2016 Patient Safety Committee

CLIN-POL-01-14 Deceased Organ and Tissue Donation within UHCW NHS Trust Policy 30/07/2016 30/01/2017 Patient Safety Committee

CLIN-POL-004-11
Collecting Blood for Transfusion using Blood Track Courier and Blood Track 
Enquiry Policy 30/07/2016 30/01/2017 Patient Safety Committee

GOV-POL-003-14 Mortality Review & Monitoring Policy 30/07/2016 30/10/2016 Patient Safety Committee
OPER-POL-001-12 Child Protection Supervision Policy 25/09/2016 25/12/2016 Patient Safety Committee
GOV-POL-005-07 Incident Management Policy 26/11/2016 26/02/2017 Patient Safety Committee

CLIN-POL-004-10
Medicines Policy - Regulations for the Prescribing, Handling, Custody and 
Administration of Drugs 26/11/2016 26/02/2017 Patient Safety Committee

CLIN-POL-003-13 Safe Administration of Intrathecal Chemotherapy Policy 26/11/2016 26/02/2017 Patient Safety Committee
GOV-PROC-003-07 Investigation and Root Cause Analysis Procedure 30/11/2016 28/02/2017 Patient Safety Committee
CLIN-POL-001-10 Transfusion of Blood and its Components Policy 21/12/2016 21/01/2017 Patient Safety Committee
OPER-POL-006-10 Management of Resuscitation Policy 14/01/2017 14/04/2017 Patient Safety Committee

OPER-POL-004-10 Safeguarding Vulnerable Adults Policy & Local Guidance Referral Pathway 14/01/2017 14/04/2017 Patient Safety Committee
GOV-POL-009-07 Child Protection Policy 14/01/2017 14/04/2017 Patient Safety Committee

CLIN-POL-002-13 Obtaining Consent for Blood Transfusion and its Components Policy 21/01/2017 21/01/2017 Patient Safety Committee
OPER-POL-002-10 Hand Decontamination Policy 06/03/2017 06/06/2017 Patient Safety Committee
GOV-POL-005-11 Human Tissue Policy and arrangements for HTA Licencing 09/03/2017 09/06/2017 Patient Safety Committee
OPER-POL-001-08 Cervical Cancer Audit & Disclosure Policy 09/03/2017 09/06/2017 Patient Safety Committee
OPER-STRAT-001-12 Child Protection Training Strategy 09/03/2017 09/06/2017 Patient Safety Committee
GOV-POL-002-12 Screening Procedures Risk Management Policy 09/03/2017 09/06/2017 Patient Safety Committee
H&S-PROC-001-07 Procedure Following Baby - Child Abduction or Missing Child 31/03/2017 30/06/2017 Patient Safety Committee
CLIN-STRAT-01-15 Medicines Optimisation The UHCW NHS Trust Strategy 31/03/2017 30/06/2017 Patient Safety Committee
OPER-POL-005-10 Safe Storage of Cold Chain Medicines Policy 30/06/2017 30/09/2017 Patient Safety Committee

GOV-POL-001-007
Medicines & Healthcare Products Regulatory Agency (MHRA) and Central 
Alerting System (CAS) Alerts Policy 24/09/2017 24/12/2017 Patient Safety Committee

OPER-POL-002-12 Medicines Reconciliation Policy 30/09/2017 31/12/2017 Patient Safety Committee
CLIN-POL-01-16 Intravenous Administration of Potassium Chloride Policy 31/10/2017 31/01/2018 Patient Safety Committee
OPER-POL-003-12 Operational Policy for the Care of Patients Suffering Major Trauma 28/01/2018 28/04/2018 Patient Safety Committee

HR-POL-001-12
Managing Medication Errors by Registered Nurse Practitioners, Midwives or 
Allied Health Professionals Policy 28/01/2018 28/04/2018 Patient Safety Committee

CLIN-POL-003-10
Trustwide Policy for the treatment of patients who refuse consent to the 
use of blood and blood products 31/10/2018 31/01/2019 Patient Safety Committee

GOV-POL-013-08
Policy for the Development and Management of local Clinical Guidelines and 
Clinical Operating Procedures 30/11/2018 28/02/2019 Patient Safety Committee

CLIN-POL-001-11 Safe Surgery Policy 30/11/2018 28/02/2019 Patient Safety Committee

CLIN-POL-02-16 Obtaining Informed Consent by Junior Doctors (including those in training) 30/06/2019 30/09/2019 Patient Safety Committee

GOV-POL-001-17
Policy for Reporting and Invetigating Patient Related Ionising Radiation 
Incidents 30/11/2016 30/11/2017 Patient Safety Committee

CLIN-STRAT-001-09 Clinical Risk Management Strategy for Maternity Services 24/10/2015 24/01/2016 Risk Committee
GOV-POL-001-12 Risk Management Policy 31/03/2016 30/06/2016 Risk Committee
GOV-STRAT-003-06 Risk Management Strategy 31/03/2016 30/06/2016 Risk Committee
OPER-POL-02-14 Business Continuity Policy (& Procedure) 30/07/2016 30/01/2017 Risk Committee
GOV-STRAT-01-14 Sustainability Strategy 01/06/2015 01/09/2015 Sustainability Development Management Group
GOV-STRAT-02-14 Health Travel Strategy (and Action Plan) 20/06/2015 20/09/2015 Sustainability Development Management Group
H&S-STRAT-01-07 Waste Management Strategy 17/02/2018 17/05/2018 Sustainability Development Management Group
H&S-POL-003-07 Waste Management Policy 17/02/2018 17/05/2018 Sustainability Development Management Group
H&S-POL-002-07 Environmental Policy 17/02/2018 17/05/2018 Sustainability Development Management Group

GOV-POL-002-07
Management of the supervisory process for medical staff in training - Policy 
& Procedure 06/03/2017 06/06/2017 Training, Education & Research

GOV-POL-004-08 Research Governance Policy 30/03/2017 30/06/2017 Training, Education & Research
GOV-POL-004-09 Policy for The Management Of Intellectual Property 20/01/2018 30/04/2018 Training, Education & Research
HR-POL-004-07 Study Leave Policy 30/04/2018 30/07/2018 Training, Education & Research
HR-POL-001-11 Preceptorship Policy 31/07/2018 31/10/2018 Training, Education & Research
HR-POL-002-07 Mandatory Training Policy 17/05/2019 17/08/2019 Training, Education & Research

FIN-PROC-001-08
Standing Orders, Reservation and Delegation of Powers and Standing 
Financial Instructions 31/03/2016 30/06/2016 Trust Board

GOV-POL-002-09 Fundraising Policy 28/07/2016 28/10/2016 Trust Board
HR-POL-004-11 Code of Business Conduct Policy 31/07/2016 31/10/2016 Trust Board
GOV-POL-018-06 Raising Concerns Policy (formerly Whistleblowing Policy) 31/03/2017 30/06/2017 Trust Board

GOV-PROC-005-08
Development & Management of Trust-wide Corporate Business Records 
(CBRs) Procedure 08/04/2018 08/07/2018 Trust Board

GOV-STRAT-001-10 Research, Development and Innovation Strategy 26/09/2018 26/12/2018 Trust Board
CLIN-STRAT-001-13 Clinical Strategy 2012 - 2022 27/06/2019 30/09/2019 Trust Board
GOV-STRAT-001-12 Quality Strategy 30/07/2021 30/10/2021 Trust Board
HR-PROT-001-11 Recognition and Partnership Agreement 07/09/2013 07/12/2013 Workforce Equality & Diversity
OPER-POL-001-11 Workforce Rostering Policy 31/03/2015 30/06/2015 Workforce Equality & Diversity
HR-POL-012-06 Leave Arrangements Policy 31/08/2019 30/11/2019 Workforce Equality & Diversity
HR-PROC-002-07 Recruitment and Selection Procedure 28/08/2015 28/11/2015 Workforce Equality & Diversity
HR-PROC-002-10 Authorisation & Appointment of Locum Medical Staff Procedure 25/09/2015 30/12/2015 Workforce Equality & Diversity

HR-PROC-001-10 Authorisation and Appointment of Non-medical Agency Staff Procedure 31/10/2015 31/01/2016 Workforce Equality & Diversity
HR-POL-003-09 Long Service Loyalty Policy 31/03/2019 30/06/2019 Workforce Equality & Diversity
HR-PROC-001-08 Capability and Performance Procedure 27/02/2016 27/05/2016 Workforce Equality & Diversity

HR-POL-001-08
Monitoring & Registration of Health Care Professionals who require 
registration with a Statutory Regulatory Body Policy 26/11/2016 26/03/2017 Workforce Equality & Diversity

HR-PROC-004-07 Disciplinary Procedure 27/11/2016 27/02/2017 Workforce Equality & Diversity
HR-PROC-001-11 Death in Service Procedure 11/12/2016 11/03/2017 Workforce Equality & Diversity
HR-POL-003-11 Secondment Policy 22/01/2017 22/04/2017 Workforce Equality & Diversity
HR-PROC-003-07 Disclosure and Barring Service Policy 06/03/2017 06/03/2017 Workforce Equality & Diversity
H&S-POL-003-06 Occupational Stress Policy 06/03/2017 06/06/2017 Workforce Equality & Diversity
HR-POL-006-12 Medical Appraisal Policy 09/03/2017 09/06/2017 Workforce Equality & Diversity



CLIN-POL-002-11 Healthcare Worker Immunisation and Screening Policy 30/09/2019 30/12/2019 Health & Safety
HR-POL-002-12 Job Planning Policy 09/03/2017 09/06/2017 Workforce Equality & Diversity
HR-PROC-001-12 Job Evaluation Procedure 09/03/2017 09/06/2017 Workforce Equality & Diversity
HR-POL-002-11 Personal Use by Staff of Social Media Policy 30/04/2017 30/07/2017 Workforce Equality & Diversity

HR-PROC-001-06
Conduct and Capability concerns in relation to Medical and Dental Staff 
Procedure 28/05/2017 28/08/2017 Workforce Equality & Diversity

HR-POL-002-15 On Call Policy 31/05/2017 31/08/2017 Workforce Equality & Diversity
HR-POL-001-09 Corporate Appearance & Uniform Policy 25/06/2017 25/09/2017 Workforce Equality & Diversity
HR-PROC-001-07 Grievance and Dispute Procedure 27/08/2017 27/11/2017 Workforce Equality & Diversity
HR-POL-005-08 Retirement Policy 26/09/2017 26/12/2017 Workforce Equality & Diversity
HR-POL-003-14 Working Time Policy 29/09/2017 29/12/2017 Workforce Equality & Diversity
HR-POL-003-08 Pay Policy 30/09/2017 30/12/2017 Workforce Equality & Diversity
HR-POL-001-07 Induction Policy 31/12/2017 31/12/2017 Workforce Equality & Diversity
HR-POL-005-09 Relocation Expenses Policy 17/02/2018 17/05/2018 Workforce Equality & Diversity
HR-POL-002-06 Dignity at Work Policy 09/03/2018 09/06/2018 Workforce Equality & Diversity
HR-POL-001-13 Medical Re-Skilling, Rehabilitation & Remediation Policy 31/03/2018 30/06/2018 Workforce Equality & Diversity
HR-POL-003-07 Management of Organisational Change Policy 28/04/2018 28/07/2018 Workforce Equality & Diversity
HR-POL-003-07 Equality, Diversity and Human Rights Policy 30/04/2018 31/07/2018 Workforce Equality & Diversity
HR-POL-003-12 Family Policy 30/09/2018 31/12/2018 Workforce Equality & Diversity
HR-POL-003-15 Pay Progression Policy 31/10/2018 31/01/2019 Workforce Equality & Diversity
HR-POL-005-12 Substance Misuse Policy 31/01/2019 30/04/2019 Workforce Equality & Diversity
HR-POL-004-08 Appraisal Policy 31/01/2019 30/04/2019 Workforce Equality & Diversity
HR-POL-002-08 Flexible Working Policy 28/02/2019 31/05/2019 Workforce Equality & Diversity
HR-POL-004-09 Home Working Policy 28/02/2019 31/05/2019 Workforce Equality & Diversity
HR-POL-015-06 Managing Attendance Policy 31/03/2019 30/06/2019 Workforce Equality & Diversity
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