
     
PUBLIC TRUST BOARD MEETING  

TO BE HELD ON THURSDAY 27th APRIL 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 

For Noting Verbal  
 
 
 
 
 

5 

2.  Confirmation of Quoracy 
Chairman For Assurance Verbal 

3.  Declarations of Interest  
Chairman For Assurance Verbal 

4.  Minutes of Public Board Meeting 
held on the 30th March 2017 
Chairman 

For Approval Enclosure 1 

5.  Matters Arising 
Chairman For Assurance Verbal 

6.  Trust Board Action Matrix 
Chairman For Approval Enclosure 2 

7.  Chairman’s Report 
Chairman For Assurance Enclosure 3 5 

8.  Chief Executive Officer and Chief 
Officers Report 
Chief Executive Officer 

For Assurance Enclosure 4 15 

Patient Experience  
9.  Patient Story 

Chief Medical and Quality Officer For Assurance Enclosure 5 15 

Patient Quality & Safety    
10.  Corporate Risk Register 

Chief Medical and Quality Officer For Noting Enclosure 6 10 

11.  Infection Prevention & Control 
Quarterly Report 
Chief Nursing Officer 

For Noting Enclosure 7 10 

12.  Mortality Performance Report  
Chief Medical and Quality Officer For Noting Enclosure 8 10 

13.  Patient Experience Quarterly 
Report 
Chief Medical and Quality Officer 

For Assurance Enclosure 9 10 

14.  Safeguarding Adults and Children’s 
Quarterly Report  
Chief Nursing Officer 

For Assurance Enclosure 10 10 

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

For Assurance Enclosure 11 10 

Performance  



   

ITEM TITLE BOARD ACTION PAPER TIME 
16.  Integrated Quality, Performance 

and Finance Monthly Report  
• Operational Performance 
• Quality and Safety 
• Finance 
• Workforce 

Chief Workforce & Information Officer 

For Assurance Enclosure 12 45 

Strategy & Risk Items 
17.  Together Towards World Class 

Programme Update  
Chief Workforce & Information Officer 

For Assurance Enclosure 13 10 

18.  NHS Staff Survey 2016 – 
Responses Results 
Chief Workforce & Information Officer 

For Noting Enclosure 14 10 

Regulatory, Compliance and Corporate Governance 
19.  Audit Committee Annual Report 

2016/17 
Chair, Audit Committee 

For Approval Enclosure 15 10 

20.  Register of Interests and Gifts / 
Hospitality 2016/17 
Chairman 

For Approval Enclosure 16 10 

21.  Trust Seal Register 2016/17 
Chairman For Noting Enclosure 17 10 

22.  Risk Management Strategy 
Chief Medical and Quality Officer For Approval Enclosure 18 10 

23.  Matters Delegated to Board 
Committees 
Chairman 

For Assurance Verbal 5 

Feedback from Key Meetings   
24.  Audit Committee Meeting Report 

from 10th April 2017 
Chair, Audit Committee 

For Assurance Enclosure 19 10 

25.  Quality and Governance Committee 
Monthly Meeting Report from 18th 
April 2017 
Chair, Quality Governance Committee 

For Assurance Enclosure 20 10 

26.  Finance and Performance 
Committee Monthly Meeting Report 
from 20th April 2017 
Chair, Finance and Performance 
Committee 

For Assurance Enclosure 21 10 

     
27.  Any Other Business    
28.  Questions from Members of the Public which relate to matters on the Agenda  
29.  Date of Next Meeting:  

The next meeting of the Trust Board will take place on Thursday 25th May 2017 
at 10.00 am, in the Clinical Sciences Building, University Hospital, Coventry, 
CV2 2DX 
 

Resolution of Items to be Heard in Private (Chairman) 

TB Public Agenda 27th April 2017 FINAL 



   

ITEM TITLE BOARD ACTION PAPER TIME 
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 30 MARCH 2017 AT 10.00 A.M. IN ROOM 10009/11 OF THE  
CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY  

 
AGENDA 
ITEM 

DISCUSSION ACTION 

   
HTB 
17/053 

PRESENT 
 

 

 Mrs B Beal, Non-Executive Director (BB)  
Mr I Buckley, Vice Chair (IB) 
Mr D Eltringham, Chief Operating Officer (DE) 
Mrs N Fraser, Chief Nursing Officer (NF) 
Professor A Hardy, Chief Executive Officer (AH) 
Dr M Iredale, Deputy Chief Medical Officer (MI) 
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) 
 Mr D Poynton, Non-Executive Director (DP)  

Mrs B Sheils, Non-Executive Director (BS) 
  
 IN ATTENDANCE  
  

Mr J Baird, Patient Experience Manager (JB) – HTB/17/058 
Mrs K Beadling, Head of Communications (KB) 
Ms K Brett – Patient Story (KBr) – HTB/17/058 
Ms A Hargreaves, Modern Matron (Aha) – HTB/17/058 
Mrs R Southall, Director of Corporate Affairs (RS) 
Mrs P Young, Note Take (PY) 
 

HTB 
17/054 

APOLOGIES FOR ABSENCE   

 Professor M Pandit, Chief Medical & Quality Officer/Deputy Chief Executive 
Officer (MP) 
 

 

HTB 
17/055 

CONFIRMATION OF QUORACY  

 The Chairman declared the meeting to be quorate.  
 

 

HTB 
17/056 

DECLARATIONS OF INTEREST  

 There were no conflicts of interest declared.  
   
HTB 
17/057 

WORLD CLASS COLLEAGUE AWARD  

 The Chairman was pleased to announce Mr Euan McLaughlin, Consultant 
Upper GI Surgeon as recipient of the fourth quarterly World Class 
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Colleague Award. He added that due to clinical commitments Mr 
McLaughlin was not able to attend Trust Board but had received the award 
personally from AH and the Chairman last week. AH added that Mr 
McLaughlin was nominated by a patient’s partner for going “above and 
beyond the care of my partner whilst he has been and is still an 
inpatient…his care and compassion was greatly appreciated…” AH added 
that this is one of the many examples of the exemplary care provided by 
clinical staff at University Hospitals Coventry and Warwickshire NHS Trust 
(UHCW). 
 

HTB 
17/058 

PATIENT STORY  

 The Chairman welcomed KBr, JB and AHa to the meeting. KB proceeded 
to provide the Trust Board with a summary of her experience of the 
treatment provided within the outpatient and surgical settings.  
 
KBr praised the efficiency surrounding her outpatient appointment booking 
and empathetic approach of staff throughout her care at University 
Hospital. She highlighted areas for improvement including the provision for 
medication prior to surgery taking place, information provision to gall 
bladder patients and consolidating appointments for patients being 
admitted the Surgery on Day of Admission (SODA) ward to avoid multiple 
visits to the hospital. 
 
AHa advised that the SODA ward had been a key area of focus as part of 
the UHCW Improvement System (UHCWi) programme with particular 
attention paid to improving processes and pathways. She assured that as a 
result of the UHCWi value stream work, there had been some significant 
changes made to improve the patient experience including the 
establishment of virtual clinics to avoid patients having investigations on 
the day of admission and pre-medications are now sufficiently stocked, to 
support a seamless patient journey. Furthermore, the SODA ward is 
piloting separate male and female facilities, which has received 
encouraging feedback. 
 
In response to a query from BS; AHa assured that the level of pace to 
make the necessary improvements has been good, in order to maintain 
grip. AHa is the joint sponsor for the Rapid Process Improvement 
Workshop (RPIW) for value stream 3 and assured that she was pleased 
with the progress that had been made. AH added that the male and female 
facilities had provided a positive impact to maintaining the patients’ dignity 
and the overall patient experience.  
 
In response to a query from EMS regarding the issue relating to pre-
medication provision; AHa assured that the pre-medication was now 
available as standard and is now included on the daily check and 
pharmacy checklist.  
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EMS reflected upon a recent Board Safety Ward visit to the SODA ward 
and praised the enthusiasm of the staff on the ward.  
 
AH reminded all board members that RPIW 3 relating to the ophthalmology 
value work stream is being held at 12.15pm tomorrow in the lecture theatre 
and invited all Board members to attend to hear first-hand the significant 
improvements made to enhance patient care and experience. 
 
The Trust Board NOTED the Patient Story. 
 

HTB 
17/059 

MINUTES OF TRUST BOARD MEETING HELD ON 2nd MARCH  2017  

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

 

HTB 
17/060 

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

 

  
HTB 
17/061 

TRUST BOARD ACTION MATRIX  

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

 
 

HTB 
17/062 

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 
17/063 

CHIEF EXECUTIVE OFFICER AND CHIEF OFFICER’S REPORT  

 AH provided an overview of the key messages arising out of the NHS 
Improvement (NHSI) Midlands and East Chief Executive Officer Network 
event earlier in the month, including focus on the quality agenda within the 
financially challenged NHS and what this means for quality in healthcare.  
 
AH advised that three key areas of focus: early emergency care; finance 
and mental health are expected to feature within the strategic plan for NHS 
England (NHSE) that is to be announced tomorrow. These are in addition 
to cancer and maternity, which are also high profile areas of focus.  
 
AH shared a summary of the discussions held at the Chartered Institute of 
Public Finance and Accountancy (CIPFA) Health and Integration Board 
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meeting. He reflected on a presentation delivered by the National Audit 
Office that suggested that there was no benefit to integration in healthcare; 
a contrasting view to the work of the Sustainability and Transformation Plan 
(STP) footprints. It was acknowledged that the Better Care Fund did not 
add value and the need to learn from this going forward. 
 
AH chaired the final meeting of the Central Newborn Network, whose 
geography is changing to align with maternity services. 
 
AH drew attention to page 2 of the report and advised that the general view 
was that the NHS will first develop Accountable Care Systems, where key 
Providers and Commissioners work together to achieve the aims of 
accountable care.  In the longer term, it is anticipated that Accountable 
Care Organisations will emerge as relationships mature and single 
organisations take on provision and commissioning responsibilities.  
 
AH added that the Chief Officers of the seven NHS partner organisations 
that form the Coventry and Warwickshire STP footprint will be accountable 
for collective outcomes, performance and financial positions. This will 
require the partner organisations to work more closely together as an 
Accountable Care System (ACS), in particular with Local Authority 
partners. Coventry and Warwickshire STP is committed to working together 
on the development of an ACS and the delivery of the system plan through 
a shared control total; instead of as separate organisations.  The 
partnership organisations within the STP will jointly support and hold each 
other to account to achieve agreed collective goals. 
 
AH further added that as Lead for the Coventry and Warwickshire STP 
footprint, he suggested a means by which the STP could implement a 
‘system control total’ without losing the current incentive for individual 
organisations to manage their finances effectively. This is to be discussed 
by Finance Directors/Chief Finance Officers across Coventry and 
Warwickshire to agree a mechanism for moving forward. He invited the 
Board to support in principle the direction of travel, subject to the final 
mechanism being agreed. 
 
DM provided assurance that discussions were ongoing with NHS partner 
organisations. He added that each organisation should have already 
signed-off their individual control totals and that there was no expectation 
for any organisation to deliver over and above what has already been 
agreed on an individual basis. Entering into a system control total provides 
the added assurance, whereby the individual control totals are aggregated 
into one control total. 
 
In response to a query from SK; AH assured that, assuming agreement 
was reached, this will result in bringing together the control totals with the 
intention of working together with each of the NHS partner organisations 
holding each other to account. He added that regardless, each 
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organisation had to meet its individual statutory responsibilities. 
 
EMS suggested that the statement of intent to bring together the control 
totals should include a description of expected behaviours for all partners. 
AH acknowledged this and assured that the intention was not for any one 
organisation to be more successful and negatively influence others. He 
added that a system control total was no more ambitious than each of the 
individual organisations meeting their individual control total that they have 
signed up to. 
 
EMS, observed that Social Care Partners were not core members of the 
STP, but urged that the STP must be willing to hold a mirror up to Social 
Care Partners if there was any suggestion that funding was not being 
focused in the right area. 
 
DM assured that all Local Authorities have been set a delayed transfer of 
care (DTOC) reduction target. 
 
DP sought clarity that an aggregate control total means that if one partner 
organisation was overspending this would be compensated by another 
underspending. DM confirmed this to be the case.  
 
DP observed that in light of the dichotomy of behavioural changes 
proposed to take place, that earlier discussion with Commissioners in 
relation to the way GP’s work should take place. AH acknowledged this 
and assured that discussions were already taking place with 
Commissioners in relation to referral patterns. 
 
SK sought assurance around the level of risk associated with the STP 
meeting a system control total. DM advised that this was a statement of 
intent and acknowledged that cultural change will be a key driver to 
achieving this. He advised that whilst he was not in a position to guarantee 
achievement of an aggregate system control total, he was assured by the 
discussions that had taken place amongst the Finance Directors fraternity 
in this regard. 
 
BS sought to understand the level of confidence that all NHS partner 
organisations will sign-up to a system control total. AH confirmed that the 
majority of organisations had already indicated their support for this and 
that discussions continue with one Provider organisation. 
 
Discussion turned to the Chief Operating Officer update and DE noted that 
the Cancer Board had been relaunched with DE as chair. He was pleased 
to report that the first meeting was well attended by clinical colleagues. 
 
DE advised that the changes to IR35 regulations had caused some angst 
amongst medical locums working through a Personal Service Company 
(PSC). He advised that all organisations are required by law to apply the 
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changes to the legislation and as such the consequences and risk to 
service provision is uniform across the country.  
 
He added that two particular specialities will be affected considerably by 
the application of the new rules; Acute Medicine and Gerontology. 
Nationally, there is a shortage of doctors for both of these specialties.  
Medical locums currently engaged within these specialities have indicated 
their intention to leave, or have left the Trust. This presents a significant 
insult to the Trust’s ability to deliver services and will inevitably have an 
impact on flow at the front door within the Emergency Department (ED). He 
assured that the Trust had a contingency plan in place, similar to that which 
was adopted during the Junior Doctors strike, whereby focus will be on 
front-line care. However, he cautioned that this will result in reduced 
outpatient clinics and therefore, significantly reducing elective activity which 
impacts on the Trust’s ability to receive Sustainability and Transformation 
Funding (STF), which is predicated on meeting national performance 
targets. 
 
IB urged the need to escalate concerns to regulators in relation to any 
other organisations that do not apply the rules. DM assured that the 
messaging around application of the rules has been very clear in that this is 
a legal requirement and all organisations are required to work within the 
parameters of the law, not to increase locum rates and any unscrupulous 
activity must be reported. KM concurred that there has been clear and 
consistent messaging and added that there are discussions across the 
region in relation to the management of any inappropriate behaviour as a 
code of conduct issue.  
 
BB expressed concern that medical practitioners were not adhering to the 
Hippocratic Oath and that this was having a significant impact on many 
organisations across the country; some of whom may have to close ED’s 
as a consequence.  
 
The Chairman sought to understand the mechanisms in place to transfer 
medical locums onto the Trust payroll. KM assured that agency issues had 
been a cause for concern and the Workforce Team, supported by senior 
clinical leaders, have spent swathes of time focusing on this to transfer 
people onto Trust engagement. Whilst applying the new rules around IR35 
was painful, this was the right thing to do to reduce the reliance on medical 
agency usage.  
 
SK supported the strong stance taken by the Trust to reduce medical 
agency usage. He added that some organisations were undertaking 
innovative ideas in terms of planning for medical workforce in response to 
the changing climate. MI acknowledged this and assured that significant 
work has been ongoing to substantiate medical locums, offering 
inducements to make posts more attractive and incentivising the medical 
locum bank. However, medical locum positions were more lucrative, hence 
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the lack of provision substantively. There are recognised gaps in junior 
doctor training programmes and the Trust has been looking at ways to 
support the Acute Medicine model through General Medicine. However, 
addressing the shortfall in Gerontology will be far more challenging for both 
UHCW and nationally. 
 
DP emphasised the need for NHSI to maintain the position on this and the 
need for UHCW to advocate this. He reflected upon recent correspondence 
from the Chief Executive of NHSI in relation to similar restrictions for 
agency nursing and sought to understand the risks that this may present. 
NF outlined NHSI’s recommendation that any nurse employed by the NHS 
should not be employed elsewhere as an agency nurse. She 
acknowledged that there was a risk that substantively employed nurses 
may leave the NHS to focus solely on agency nursing, which is financially 
more lucrative. She assured that in the interests of providing quality and 
consistency of nursing care, work is ongoing to understand the risk aligned 
to workforce incentives.  
 
BS observed that the change in legislation presents a significant patient 
safety and experience risk and sought assurance around the plans in place 
to address this. DE acknowledged this risk and added that there will also 
be an impact to achieving performance targets resulting in reduced income, 
within an already financially challenged climate. The Trust’s focus is on the 
patient and as such plans are in place to be deployed; however, this will be 
further complicated with the advent of the Easter period. The Operations 
Team recognise this as a priority and are doing all that is practically 
possible to prepare for this. 
 
DM highlighted that discussions are progressing with University Hospital 
Birmingham NHS Foundation Trust (UHB) to combine hepatobiliary (HPB) 
cancer services and a business case will be presented to a future meeting 
of the Trust Board in this regard. There are currently three cancer sites that 
are not compliant with Improving Outcomes Guidance and a partnership 
arrangement with UHB will address this and ensure that UHCW maintain 
HPB service provision on site. 
 
MI was pleased to announce that the team led by Jonathan Young, 
Consultant Orthopaedic Surgeon have been shortlisted for the Best 
Surgical Team of the year BMJ Awards. Furthermore, he was delighted to 
confirm that the improvement notice was lifted by the Care Quality 
Commission (CQC) at their visit to Radiology regarding Ionising Radiation 
(Medical Exposure) Regulations (IRMER) based on the progress made. 
 
MI reflected on a recent national Learning from Deaths in the NHS 
Conference held on 21st March 2017 at which the framework for identifying, 
reporting, investigating and learning from deaths in care was discussed. MI 
was pleased to report that an initial review of the processes and practices 
in place at UHCW against the framework demonstrated the robustness of 
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the systems and processes. A gap analysis of against the framework will 
be presented to a future meeting of the Trust Board. EMS concurred that 
initial analysis of the framework highlighted that UHCW is in a strong 
position and doing almost everything that is expected.   
 
NF reflected upon previous discussions in relation to Modern Matrons 
supporting clinical shifts and was pleased to report that Modern Matrons 
had undertaken over 200 rostered shifts over the course of a month in 
clinical areas to support nursing teams.  
 
She was pleased to confirm that UHCW had secured a further two Nursing 
Associate Trainee posts bringing the total to eight staff who will commence 
the two-year training programme in April, to become Nursing Associates. 
 
The Trust Board NOTED the report and SUPPORTED the proposal in 
principle to implement a system control total. 

MP 

   
HTB 
17/064 

MEDICAL EDUCATION REPORT  

 MI introduced the report and advised that the delivery of postgraduate 
education and training is recognised as a Trust core activity. Approximately 
400 Foundation, Core and Specialty trainee doctors appointed by Health 
Education England West Midlands (HEEWM) undertake training, and 
patient care, within the Trust. Since the last report in September 2016 the 
Trust has had a further successful inspection visit from HEEWM to Acute 
Medicine which has led to the sign-off from inspection activity for this 
specialty and the reinstatement of the senior trainee posts that had been 
suspended. As such there are no specialties requiring HEEWM level III or 
above visits. 
 
The Medical Education Team have been working on the action plan 
developed by Warwickshire Medical School (WMS) and the Trust to 
address the issues identified in the 2016 National Student Survey (NSS) 
and the early results from student feedback indicate that the changes are 
improving student satisfaction with the training they are receiving.  
However, it was noted that there has been an indication that there may be 
a national boycott of the next NSS. 
 
MI reflected upon earlier discussion around IR35 legislation and observed 
that there are a number of vacancies within the junior doctors’ rotation for 
certain specialties, which will require short-term locum cover and changes 
to the legislation will put pressure on services. 
 
The Resuscitation, Clinical Skills and Simulation Department has been 
implementing their strategy to good effect and the Surgical Training Centre 
continues to provide high quality international training.  Both departments 
are working on strengthening their management structures with the 
development of a Simulation Training Committee and a Surgical Training 
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Committee designed to help drive forward the strategic programme of 
development for these two important areas. 
 
MI observed that, following a request from the Trust Board, Key 
Performance Indicators (KPIs) have been developed and were included 
within the report.  
 
The Chairman drew attention to the NSS and sought to understand 
whether colleagues from WMS were working in partnership with UHCW to 
address the concerns raised within the feedback from the NSS. SK advised 
that if there was a less than 50% response rate to the NSS , as a result of 
the national boycott, the results from the previous NSS are used as a basis 
for feedback. Notwithstanding this, there have been some significant 
improvements in medical education. BS concurred and assured that she 
had observed first-hand the work undertaken by the Associate Medical 
Director for Education and the Medical Education Team. She added that 
the areas of concern that have surfaced relate to the transition from student 
to first year professional and more work is being done to focus on the 
supporting role of the Clinical Tutor. 
 
SK advised that there are exciting opportunities within surgical training and 
work is ongoing with the combine authority to look more strategically 
around the potential to expand medical education. 
 
BS commended the KPi’s featured within the report, providing clear 
measurables and was pleased to learn that these would feature within the 
Integrated Quality, Performance and Finance Report going forward. 
 
BS reflected upon junior doctors vacancies within certain specialities and 
praised the work that was being done via the Workforce and Engagement 
Committee in terms of future proofing and planning.  
 
The Trust Board: 
 

• NOTED the on-going work in respect of Under Graduate and Post 
Graduate training and education;  

• NOTED the future planning for potential expansion of the number of 
undergraduate trainees and workforce related matters that is likely 
to impact on education, training and service; and 

• AGREED to continue to provide oversight particularly in respect of 
recommendations from HEEWM visits and regulatory bodies. 

 
HTB 
17/065 

SAFER STAFFING REPORT  

 NF introduced the report, which is presented to highlight the triangulation of 
approaches to support safer staffing. 
 
She drew attention to page 2 of the report and advised that the purpose of 

 
 
 
 

Page 9 of 19 



 

AGENDA 
ITEM 

DISCUSSION ACTION 

the acuity and dependency scoring was to highlight any anomalies such as 
the increased level of supervision required on ward 42 and it was noted 
that the ward had a difference in skill mix during the data collection period. 
She acknowledged ward 53 was an outlier and assured work is ongoing 
within Trauma and Orthopaedics to balance out the right acuity going 
forward. 
 
NF advised that the introduction of care hours per patient day (CHPPD) for 
nurse and healthcare support staffing in the inpatient/acute setting is the 
first step in developing the methodology as a tool that can contribute to a 
review of staff deployment. She was pleased to confirm that benchmarking 
against the model hospital dashboard demonstrates that the median was 
within range nationally. 
 
NF referred to SafeCare, which is an acuity and dependency module that 
works in conjunction with the electronic roster. The module provides a risk 
based approach to enable informed decision making in relation to high 
dependency and making certain that the right nurses are on each ward. 
 
NF advised that as part of a ward staffing review; Paediatrics have an 
increased number of band 4 Healthcare Support Workers/Play Specialist 
roles. Furthermore, a business case has been supported to temporarily 
increase the night time nurse to patient ratio to 1:4 in line with Royal 
College of Nursing guidance, whilst permanent funding for this temporary 
arrangement is being sought. 
 
NF advised that the Acute Medical Units were reviewing staffing across all 
ward areas, based on acuity reporting and there is further focused work in 
Neurosciences and Trauma and Orthopaedics. She assured that whilst the 
nurse to patient ratio on ward 52 was considered to be low (1:12) this was 
not considered a risk by the team who had undertaken work across days 
and nights in relation to the distribution of workload/tasks. 
 
A pilot study of Care Contact Time (CCT) had been undertaken within 
Trauma and Orthopaedics and NF proceeded to provide an overview of the 
results, which largely demonstrated an increase in the CCT for 
multidiscipline of staff. 
 
IB acknowledged the impact that CCT had on the provision of quality of 
care and sought to understand the ratio driver for the number of staff 
required to support services and how this would impact on the reliance of 
agency nurses. NF advised that the next report will provide greater detail 
around the number of shifts covered each day. The SafeCare module 
provides a risk based approach with information in ‘real time’ to ensure that 
there is the right number and mix of staff on the wards. BB added that it 
builds on the concept of the virtual ward to remove the reliance on nurse 
agency staff.  
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DP commended the report and emphasised that care hours per patient 
should feed into patient costing systems for planning purposes. 
 
In relation to CCT; DP sought to understand how the Trust safeguards 
against the Hawthorne effect, which could result in staff reporting more 
CCT than is genuine. He added that with the introduction of CCT, the Trust 
should expect to see an increase in quality and a reduction in the number 
of staff required and queried whether these type of conversations were 
taking place at the Quality Governance Committee.  
 
NF acknowledged that there was reliance upon staff to legitimately 
complete the CCT reporting tool. She added that staff were engaged in the 
initial process to develop CCT codes to make reporting easy and whilst 
there was no absolute guarantee to safeguard against the Hawthorne 
effect, she was encouraged by the response of staff involved in the 
process. 
 
In terms of increased quality and corresponding decreasing staff numbers; 
NF advised that the CCT application had not been rolled out across the 
organisation but piloted in one area. It was agreed that NF would provide a 
further update in relation to CCT at the Quality Governance Committee in 
May. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NF 

HTB 
17/066 

INTEGRATED QUALITY, PERFORMANCE AND FINANCE REPORT 
(IQPFR) 

 

 DE shared the details of a joint letter from NHSI and NSHE to all NHS 
organisations in relation to action to get A&E back on track. The letter set 
out three key areas of focus: freeing up hospital bed capacity; managing 
A&E demand and aligned national support and oversight. He advised that 
a gap analysis against the three areas and resulting action plan was 
presented to COG earlier in the month to drive forward a plan of action. He 
added that the driver to delivery of the plan was three key areas of review: 
daily senior review; board rounds using the ‘Red to Green’ principles and 
greater than seven day Length of Stay (LoS) review. He advised that there 
were structures and processes in place to conduct the reviews but 
acknowledged that the spirit of the discussions were not where they should 
be. However, in support of a national intensive ‘Red to Green’ week, 
commencing 3rd April 2017, the Trust will be participating and creating a 
concentrated week of communication and activity, including a twitter day of 
action, pledge card campaign, competitions and workshops, to reduce 
delays to patient diagnosis, treatment and ultimately discharge.  
 
The Chairman supported a proposal from IB that the Finance and 
Performance Committee review the effectiveness of the three key areas of 
clinical review at its meeting in May. 
 
DE advised that discharge to assess was an area of focused discussions at 
the Coventry A&E Delivery Board. He praised the work of the Discharge 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DE 
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Team liaising with Local Authorities and Commissioners to put processes 
in place to improve the position. There has been a reduction in DTOC and 
it is hoped that this is an early indication of a move in the right direction. 
 
There has been significant focus around Easter Planning. The Trust is 
testing a new approach with the introduction of an event planning template, 
in order to provide structure with a positive statement around expectations 
for delivery of elective activity and focus on outpatient and day case work 
during this period to prevent a black alert status. 
 
EMS observed that whilst DTOC was reducing, bed occupancy remains 
high and that reduced LoS drives up the number of free beds, resulting in 
capacity and flow through the organisation. He reflected upon a recent 
Board Safety visit to ward 3 and the number of patients that were outliers in 
terms of LoS. He added that there was also anecdotal evidence that some 
patients were fit for discharge but with no plans in place to facilitate this. He 
concluded that the care provided on ward 3 was outstanding.  
 
DE assured that there was an inward focus to address this. He announced 
that RS had been confirmed as Executive Sponsor for the fourth UHCWi 
value stream ‘simple discharge’. He added that outward focus was a maze 
with issues around trusted assessments and the Local Health Economy are 
looking to address this as a system wide issue. 
 
BS sought to understand the grip that was in place in relation to monitor the 
quality of the three key areas of review and that they are conducted. DE 
advised that the challenge should be provided by both the Senior 
Management Team for each Clinical Group and the Executive Team and 
there was a piece of work to bring this together. 
 
BB emphasised the need to acknowledge the many examples of good 
quality care and reflected upon a recent visit to the Endoscopy Unit at the 
Hospital and the exemplary level of service provided by the staff in terms of 
pace and standards of care. 
 
Discussion turned to performance against the referral to treatment (RTT) 
target. DE confirmed a backlog of just under 4,000 with Trauma and 
Orthopaedics and Ophthalmology areas of particular concern. However, 
the process of improvement work as part of the UHCWi was in train and 
there is now governance and grip around the management of the waiting 
list and the RTT Team are providing weekly progress reports to AH. 
 
DE advised that there were a number of patients (14) that had breached 
the 52 week threshold. However, there were mitigating circumstances 
surrounding each of the beaches, largely associated with Head and Neck 
patients and the clinical decision to prioritise cancer patients above routine 
referrals and as such this has impacted on the waiting list. He assured that 
the RTT Team were able to access a forensic level of detail in relation to 
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RTT waiting patients, which is closely scrutinised and informs clinical 
decision making. 
 
DE was pleased to report that the position in terms of performance against 
the cancer target in January was good and the Cancer Team is confident 
that the Trust will meet the standard in February with a key objective to 
achieve March also. He reminded the Board that changes to the way in 
which breaches are reported will come into effect from April and as such, 
the Trust should see a reduction in the number of shared breaches 
incurred by late tertiary referrals. 
 
MI advised that the Trust continues to report HSMR below the threshold 
and was the focus on the turnaround of complaints continues.  
 
NF was pleased to report that the Trust has maintained a good position in 
terms of Trust acquired Clostridium Difficile. Whilst the Trust has breached 
the zero target of Trust acquired MRSA Bacteraemia, the number reported 
remains at one for the year. She was delighted to report that the Trust has 
maintained a positive position in terms of harm free care, reporting 97.1% 
in month. 
 
BB acknowledged the reduction in the number of Serious Incidents but 
expressed concern that the response rate for the completion of the Friends 
and Family Test (FFT) remained below expected. NF advised that inpatient 
recommenders had seen an improvement in month but acknowledged that 
whilst this was not at the desired place, there was a whole piece of work 
that is ongoing under the auspices of the Together Towards World Class 
(TTWC) programme. 
 
Discussion ensued and it was noted that focus around the quality agenda 
had been raised internally with the introduction of a Quality Star Chamber 
meeting that will meet bi-monthly to focus on cross cutting themes relating 
to the five key CQC domains of safe; effective; caring; responsive and well-
led. 

  
In response to a query from SK regarding the volume of patients moving 
through the system; the Board considered the existing KPI’s within the 
report and suggested that it would be helpful to include the number of 
visitors attending A&E. 
 
Discussion ensued in relation to the cycle of information available at the 
Board Committees and it was acknowledged that the flash reports provided 
to each of the Board Committees to provide ‘real time’ information help to 
support focused discussion. These discussions are reflected within the 
Committee Chairs Report to the Board.   
 
DM proceeded to provide a summary of the month 11 financial position. 
The Trust is forecasting to underdeliver against its  income plan, largely 

 
KM 
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driven by movements in elective, daycase, emergency, and outpatient 
activity.  
 
Movements within the control total is largely impacted by under delivery on 
contract income; pay and non-pay overspends and slippage on STF 
funding. To achieve the planned net surplus, the Trust needs to identify 
additional savings of £1.2m. 
 
The forecast net surplus position shows a £2.8m adverse variance to plan, 
driven by the under achievement of STF funding year to date. 
 
Due to the delays in decision making in relation to Q3 and Q4 STF 
payments, the Trust will need to take out a short-term loan of just over 
£11m. Interest on the loan will be charged at a rate of 1.5%. 
 
KM drew attention to page 25 of the report and advised that 
notwithstanding that recruitment into nursing posts remains a significant 
challenge nationally, the Trust benchmarks well in this regard, 
demonstrating that UHCW is an attractive place to work. 
 
In terms of mandatory training, she assured that there was a piece of work 
in place to drill down into areas that were non-compliant and a report is 
being prepared for presentation to the Quality Governance Committee in 
May in this regard. 
 
In response to a query from BS regarding specific numbers relating to 
mandatory training compliance for temporary staff; KM assured that 
measures had been put in place to provide focused mandatory training to 
this group of staff and was hopeful that this would harvest an increase in 
compliance. She emphasised that the mandatory training compliance 
figures relate solely to bank only staff and agreed to obtain specifics 
around the numbers and provide these to BS outside of the meeting. 
 
The Trust Board NOTED from the contents of the February 2017 Integrated 
Quality, Performance and Finance Report and the associated actions. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
KM 
 
 

HTB 
16/067 

ANNUAL CORPORATE OBJECTIVES AND BOARD ASSURANCE 
FRAMEWORK 
 

 

 RS reminded that the Trust Board approved the proposed Annual 
Corporate Objectives at the February Board Seminar on 23rd February 
2017.  A risk mapping exercise then followed, during which Board 
members collectively articulated the risks to the achievement of the 
objectives and the associated risk score. Work has been undertaken by the 
Chief Officers in the intervening period to further develop the Board 
Assurance Framework (BAF) for 2017/18. 
 
Although the annual strategic objectives have changed for 2017/18, three 
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of the 2016/17 risks relate to the 2017/18 objectives and as such, it was 
suggested that they are linked to the new risks and closed as they are 
adequately reflected by the new risk articulation. Although the revised risks 
are subtly different in terms of wording, it was suggested that the 
underlying risk, contributing issues and actions remain the same and 
adopting a process to link and close the risks will provide an audit trail and 
prevent duplication. 
 
RS drew attention to section 3.2 of the report and highlighted that whilst the 
BAF for 2016/17 has received an ‘A’ rating, Internal Audit had commented 
that where relevant, consideration should be given to reflecting the wider 
strategic / external risks that link to strategic objectives.   It is anticipated 
however, that as in the previous year, risks will be added to the BAF as 
they materialise given that the BAF is a dynamic document. 
 
The Trust Board APPROVED the: 
 

• Annual Corporate Objectives for 2017/18; 
• Board Assurance Framework 2017/18; and  
• Treatment of the residual Board Assurance Framework risks from 

2016/17. 
   
HTB 
17/068 

DEVELOPING OUR POTENTIAL WORKFORCE  

 KM reflected upon the previous discussions that have taken place at Trust 
Board and in Board Committees. She explained that the purpose of this 
report was to bring together the information in one place to raise 
awareness to the whole Board of the good work taking place and 
collaborative partnerships that underpin this. 
 
KM proceeded to highlight some of the key achievements including that 
UHCW had hosted 70 work experience placements within the last 12-
month rolling period, ranging from placements occurring on a regular basis 
to ad-hoc placements as requested by individuals.  The students aged 
between 17 and 24 attend sixth form, college or university. This has 
attracted a high level of interest with a sizable waiting list. 
 
She was delighted to report that the first full careers fair was held earlier in 
the month, which attracted a footfall of approximately 120 people and a 
good level of feedback was received. 
 
UHCW continues to work in partnership with external organisations 
including Business in the Community, Princes Trust and The Girls Network. 
She advised that a similar network is being developed targeted at boys.  
 
KM praised the work around Supported Internships; a programme 
developed to help young people aged 16 to 24 with learning disabilities to 
gain first-hand experience of the workplace with the aim to help young 
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people into sustainable paid employment.  
 
UHCW will be submitting an application to host up to three Graduate 
Management Trainee Scheme (GMTS) Trainees from September 2017, in 
General Management, HR and Informatics placements.  This demonstrates 
the Trust’s continued commitment to support the national scheme, with 
some placements being supported by GMTS alumni.  Currently at Stage 3 
of the application process, confirmation of whether the proposal to host 
trainees has been successful will be known in May 2017. 
 
KM reminded the Board of the changes to take effect from April in relation 
to the way that apprenticeships are funded, with the introduction of an 
apprenticeship levy. Apprenticeships at UHCW have primarily focused on 
Healthcare Assistant and Administration roles, and in 2017/18 the Trust will 
be utilising apprentices in Nursing Associate, Healthcare Scientist and 
Radiology Assistant roles.  
 
SK praised the report and advised that the standards had not yet been 
established for Healthcare Scientists and would be happy to provide a link 
person at Warwick University to help support this. 
  
BS commended the report, which demonstrated the direction of travel and 
social responsibility to collaborate with the local community and schools to 
foster the potential of young people. She suggested that the Trust consider 
including an award at the annual Outstanding Care and Achievements 
(OSCAs) ceremony. AH advised that planning for the 2017 was already in 
place and agreed that this would be considered for 2018. 
 
DP welcomed the report and applauded the work undertaken. He observed 
the level of financial commitment by the Trust and queried what measures 
were being taken to enrol 550 level 3 apprentices and to retain staff that 
are engaged through the apprentice and GMST route or help them to find 
jobs within the system once the schemes have concluded. KM 
acknowledged that a change of mind-set around the perception of 
schemes and apprenticeship roles was required, if the Trust is to meet its 
ambition to increase the numbers required to fully spend the levy. In terms 
of GMST trainees she advised that the Trust had submitted an improved 
bid this year to attract GMST; however, she cautioned that there was a 
national shortage in the numbers coming through this route. 
 
SK advised that the there is a drive nationally to increase investment in 
workforce and in particular the development of Chief Clinical Information 
Officers and Chief Information Officers. He added that the Digital Academy 
provides a platform to accelerate the development of these professionals 
with a view to improving the overarching capability in the health and care 
system. The procurement process is open and WMS will be submitting a 
tender in this regard. 
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The Trust Board NOTED the: 
 

• Ongoing programmes in place and in planning to support the 
delivery of apprenticeships, across both clinical and non-clinical 
roles, at UHCW; and 

• Ongoing challenges to deliver and support apprenticeships, 
particularly to meet national targets and ensure all Apprenticeship 
Levy funds are utilised. 

 
HTB 
17/069 

INFORMATION GOVERNANCE TOOLKIT ANNUAL SUBMISSION 
2016/17 

 

 DE introduced the report and thanked RS for her contribution to the report. 
 
It was noted that the overall score on the IG toolkit had risen to 90% 
against a backdrop of 81% in 2015/16. Resultantly, the Trust has moved 
from a level II to a level III compliance, demonstrating a significant 
improvement. 
 
The Chairman on behalf of the Trust Board congratulated the Head of 
Information Governance for her valued contribution to the improved 
performance picture. 
 
The Trust Board: 
 

• NOTED the proposed Information Governance Toolkit submission 
for 2016/17 and the assurance provided via the Internal Audit 
process; and  

• APPROVED the submission.  
 

 
 
 
 
 
 
 
 
 
 
 
 

HTB 
17/070 

AUDIT COMMITTEE TERMS OF REFERENCE   

 The terms of reference for the Audit Committee were reviewed by the 
Committee on 13th February 2017 and as they were in keeping with the 
current Audit Committee handbook no changes were made. 
 
It was noted that the review date detailed on page 7 of the terms of 
reference should be amended to read “2018”. 
 
The Trust Board APPROVED the Terms of Reference subject to the above 
minor amendment. 
  

 
 
 
 
PY 
 

HTB 
17/071 

TRUST BOARD WORK PROGRAMME   

 The Work Programme is reviewed on an annual basis and presented to the 
Trust Board for approval in line with the Trust’s Corporate Governance 
Framework.  
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BB commended the work undertaken to refresh the work programme. The 
Chairman concurred. 
 
The Trust Board APPROVED the Trust Board Work Programme. 
 

HTB 
17/072 

MATTERS DELEGATED TO THE BOARD COMMITTEES   

 The following matters were delegated to the Board Committees:- 
 

• Care Contact Time Update to the Quality Governance Committee in 
May; and 

• Effectiveness of the three core clinical reviews to the Finance and 
Performance Committee in May. 
 

 

HTB 
17/073 

QUALITY GOVERNANCE COMMITTEE MEETING REPORT OF 20 
MARCH 2017 
 

 

 EMS presented the report and highlighted that the Committee received 
assurance from the steady progress shown in relation to ‘Getting the 
Basics Right’ but were concerned to learn that the level of staff attendance 
at Quality Improvement and Patient Safety (QIPS) meetings had reduced 
and a review of this was currently being undertaken. 
  
The Police Disclosure Policy was reviewed at the Committee and 
recognised as a good piece of work. It was proposed that the process for 
staff working in clinical areas who receive requests to access personal data 
records needs to be strengthened at the front of the document. The policy 
was approved subject to some minor changes which will be monitored 
through the Information Governance Committee chaired by RS. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
17/074 

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORT OF 
23rd MARCH 2017 
 

 

 IB presented the report and highlighted that the committee was playing 
close scrutiny to theatre efficiency and productivity and is looking forward 
to receiving the results of a collaborative three phased project with the 
University of Oxford to analyse and optimise theatre efficiency at its 
meeting in April. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
17/075 

ANY OTHER BUSINESS  

 There was no other business transacted.  
   
HTB QUESTIONS FROM MEMBERS OF THE PUBLIC  
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17/076  
 There were no questions from members of the public. 

 
 

HTB 
17/077 

DATE OF THE NEXT MEETING 
 
The next Public Trust Board will be held on Thursday 27th April 2017 at 
10.00am in the Clinical Sciences Building, University Hospital, Coventry, 
CV2 2DX. 
 
The minutes are approved 
 
 

 

  
SIGNED 
 

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

  
CHAIRMAN 
 

 
DATE 

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

27 APRIL 2017 
 

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 SEPTEMBER 2016 MEETING 
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 

ACTIONS FROM 30 MARCH 2017 MEETING 
HTB/17/070 
AUDIT COMMITTEE 
TERMS OF 
REFERENCE 

It was noted that the review date 
detailed on page 7 of the terms of 
reference should be amended to 
read “2018”. 
 

PY April 2017 ToR amended accordingly Yes 

HTB/17/066 
INTEGRATED 
QUALITY, 
PERFORMANCE 
AND FINANCE 
REPORT  

KM emphasised that the mandatory 
training compliance figures relate 
solely to bank only staff and agreed 
to obtain specifics around the 
numbers and provide these to BS 
outside of the meeting. 

KM April 2017 Mandatory training compliance 
figures have been supplied to BS 
via email. 

Yes 

HTB/17/066 
INTEGRATED 
QUALITY, 
PERFORMANCE 
AND FINANCE 
REPORT 

The Chairman supported a proposal 
from IB that the Finance and 
Performance Committee review the 
effectiveness of the three key areas 
of clinical review at its meeting in 
May. 

DE May 2017 Administrator for F&P emailed 
30.3.17 to schedule on May 
agenda 

Yes 

1 
 



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

27 APRIL 2017 
 

AGENDA ITEM ACTION RESPONSIBLE 
OFFICER 

COMPLETION 
DATE 

UPDATE REMOVAL 

HTB 17/065 
SAFER STAFFING 
REPORT 

It was agreed that NF would provide 
a further update in relation to Care 
Contact Time at the Quality 
Governance Committee in May. 

NF May 2017 Administrator for QGC emailed 
30.3.17 to schedule on May 
agenda 

Yes 

HTB 17/063 
CHIEF EXECUTIVE 
OFFICER AND 
CHIEF OFFICER’S 
REPORT 

MI was pleased to report that an 
initial review of the processes and 
practices in place at UHCW against 
the framework for identifying, 
reporting, investigating and learning 
from deaths demonstrated the 
robustness of the systems and 
processes. A gap analysis of 
against the framework will be 
presented to a future meeting of the 
Trust Board. 

MP April 2017 A brief update will be provided 
within the Mortality Report to 
Trust Board in April and the gap 
analysis presented to the Quality 
Governance Committee in May 
2017 

Yes 
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

27 APRIL 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: 
 

• Sat on the interview panel for the Head of Charity role 
• Chaired the Pathology Stakeholder Board 
• Chaired the interview panel for Chief Nursing Officer role 
• Undertook a Board Walk-round on Ward 32 
• Undertook the Non-Executive Director Appraisals 
• Attended the NHS Improvement Midlands & East Chairs Networking Event in 

Leicester 
• Chaired the UHCW Charity Board meeting 

 
 
STRATEGIC PRIORITIES THIS PAPER RELATES TO: 
To Deliver Excellent Patient Care and Experience                                      
To Deliver Value for Money                                                         
To be an Employer of Choice    
To be a Research Based Healthcare Organisation    
To be a Leading Training and Education Centre    

 
 

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

 
 

IMPLICATIONS: 
Financial: None 
HR/Equality & 
Diversity: 

None 

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

 

 



  

 

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

Andy Hardy, Chief Executive Officer 

Date 27 April 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 
April 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: 

• Special Overview and Scrutiny Committee meeting re STP at Stratford upon Avon 
• Group Accountability meetings 
• Interview Panel for the Chief Nursing Officer role 
• Attended the West Midlands Provider Organisation CEO meeting in Birmingham 
• Attending the Coventry Health and Well-being Board 
• Met with Councillor Izzi Seccombe (Leader of Warwickshire County Council) 
• Clinical Area Walk-around 
• Carried out Chief Officer Appraisal 
• UHCW Improvement Guiding Team meeting 
• Attended the 2017 HSJ Provider Summit in Oxford 
• Attended the Public Finance Innovation Awards  
• Transformation Guiding Board Meeting in London 
• PFI Liaison Committee Meeting 
• CEO Direct at University Hospital and Rugby St Cross 

 
Consultant Appointments 

Since the last Board Meeting on 2nd March 2017 the Trust has appointed the following 
Consultants: 

• Maria Johnson - Consultant Clinical Radiologist 
• Susan Jaffe - Interventional Consultant Radiologist 

 
Publications 
1. NHS England has published the next steps on the Five Year Forward View. The document 

reviews the progress made since the launch of the NHS Five Year Forward View in October 
2014 and sets out a series of practical and realistic steps for the NHS to deliver a better, more 



joined-up and more responsive NHS in England. The document can be viewed here: 
https://www.england.nhs.uk/five-year-forward-view/ 
 

2. The Department of Health has published Sir Robert Naylor’s review of NHS property and 
estates and how to make best use of the buildings and land. The review can be found here: 
https://www.gov.uk/government/publications/nhs-property-and-estates-naylor-review 

 
 
Mr David Eltringham – Chief Operating Officer 
• ED and RTT performance remains challenging.  I continue to spend considerable time on this 

and have again joined Chief Officer performance reviews with each Group. 
• I am currently undertaking a series of ‘Back to the Floor’ days, aimed at improving 

Emergency Care Pathway performance. 
• I have provided a personal presence in ED, Control Rooms and across the hospital. 
• I attended the Coventry & Warwickshire A&E Delivery Board meetings chaired by Glen 

Burley. 
• I continue to attend and chair the meetings of the Coventry & Rugby Local A&E Delivery 

Board. 
• I joined Chief Officer colleagues on the Carousel Interview panel as part of the Assessment 

Day for the Chief Nursing Officer. 
• Together with the Chief Medical Officer, I have undertaken interviews for the Clinical Director 

posts in Acute & Emergency Medicine and Trauma & Orthopaedics / Rugby St Cross. 
• I continue to attend weekly Executive Rounding events, supporting Groups in the deployment 

of Red to Green methodology and the Nugensis bed management system. 
• Together with my counterpart at Shrewsbury & Telford NHS Trust, I was invited to deliver a 

presentation at a COO Networking Event on “Transforming Healthcare – Partnering with the 
Virginia Mason Institute”. 

• I am the Executive Sponsor for our VMI Value Stream on Patient Safety Incidents and have 
been heavily involved in these events which have been great experiences. 

• I participated in a Board Walk Round with the Chairman to Ward 32 (Surgery). 
• Together with Chief Officer colleagues I attended the PFI Liaison Committee meeting.  I also 

attended a further meeting with Coventry & Rugby Hospital Company and Skanska 
specifically relating to decant facilities. 

• I have undertaken appraisals with the Trust’s Clinical Directors. 
• I attended the Q&A session for Service Leaders Cohort 4 of the Leading Together 

Programme.  I also attended the Closing Event to present certificates to Team Leaders 
Cohort 1. 

• I hosted a Red to Green workshop for health economy senior leaders, focused on Red to 
Green deployment in and out of hospital. 

 
Mr David Moon – Chief Finance & Strategy Officer 
Since the last 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 a number of Cost Improvement Plan Steering Group Meetings 
• Met with Brenda Howard Programme Director for the STP 
• Attended the carousel for the Chief Nursing Officer interviews 
• Met with PWC re: FIP 2 on a number of separate occasions 
• Had a conference call with STP Finance leads across the West Midlands 
• Attended the HPB Stakeholder review panel  
• Attended a Cancer Alliance meeting to discuss roll-out of the main elements of the 

diagnostics bid 
• Had a catch-up with Dr Fletcher re: renal developments 
• Met with Dr Allroggen re: Neurology  
• Chaired the STP Finance sub-group 
• Met with Coventry University re: diagnostic opportunities 
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• Held various meetings re: year end 
 
Professor Meghana Pandit – Chief Medical & Quality Officer/Deputy CEO  
In addition to all the regular meetings and activities such as Chief Officers’ Group, Strategy 
Group, COG Finance Star Chamber, COG Advisory Group, Patient Safety Committee, Risk 
Committee, Quality Governance Committee, Mortality Review Committee, Serious Incident Group 
(SIG), Patient Engagement and Experience Committee, Seven Day Services Steering Group, 
Medical Concerns Meeting, Trust Guiding Team, signing complaint responses and conducting my 
own clinical work, I have undertaken the following activities since the last Trust Board meeting: 

• Visited wards speaking to Junior Doctors, Nurses, Pharmacists and Consultant colleagues  
• Made Responsible Officer submissions to GMC 
• Attended UHCWI Stand Up  
• David, Nina and I met with the clinical leaders at UHCW to discuss rounding to provide 

support to staff in meeting the challenges of emergency pressures 
• UHCW Improvement System – third value stream on theatres: 

Good progress has been made on RPIW 3.1 RPIW 3.2 which will focus on the 
patients moving from the ward to surgery, specifically focussing on “I leave for 
theatre to I am at sign-in” is scheduled for week of 24 April 

• Chaired STP wide Local Maternity System  
• Met with GMC Employee Liaison Advisor 
• Lectured on the Healthcare Operational Management Masters programme at IDH, 

Warwick University 
• Chaired panel for CNO interviews 
• National Clinical Excellence Awards scoring committee meeting 
• Attended STA Design Authority 
• Met with Matthew Plummer and John Morris, PwC 
• Interviewed for CD role in ED and Acute Medicine with David Eltringham 
• Delivered invited lectures at the Icelandic Gynaecologists, Surgeons and Anaesthetists 

Annual Scientific Meeting 
 
Nina Fraser – Chief Nursing Officer 
Attended 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), Quality Star Chamber and 
Strategy Group. 

Womens and Children  

• Maternity Services were selected to participate in Wave 1 of the maternity and neonatal 
collaborative; a senior midwife, obstetrician and General Manager will lead this work. 

• The research Team (Tommy’s@UHCW ) were runners up for team of the year at the RCM 
Awards. 

• 5th April 2017 saw over 100 delegates attend the first neonatal conference held at UHCW.  
There was a multiprofessional audience; the evaluation of the day was excellent. 

• On 28th March 2017 Coventry and Warwickshire Professional Midwifery Advocates 
presented at the Better Births one year on national conference where the new model of 
supervision A-EQUIP was launched.  Midwifery partners across Coventry and 
Warwickshire have developed a unique model of collaborative support for midwives. 

• Recruitment across women and Children’s continues to be robust; in March 13 paediatric 
nurses were recruited; 6 neonatal nurses and 6 midwives commenced employment in the 
Trust. 

• UHCW NHS Trust has worked closely with Coventry University to increase commissions 
of student Paediatric nurses from 18 to 23 places.   
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Education & Research 

• Return-to-Practice – 6 returnees who enrolled onto the Return to Practice Programme 
have commenced clinical placements at UHCW.  Of these 5 are returning to adult nursing 
and 1 to child and young people. 

• Increasing numbers students – a meeting has been held with Coventry University to 
increase the number of pre-registration students and placements provision at UHCW for 
Child and Young People Nursing (agreement increase by 4) and Operating Department 
Practitioner programmes (agreement increase by 8, however the numbers applying and 
being recruited onto the programme may not meet this increase). 

Operations & Delivery 

• Red 2 Green week was received well although it was interrupted by operational pressures 
and therefore the workshops are to be re-arranged. 

• Presented at Grand round. 
• Nugensis ‘Infoview’ received into Trust. 
• Seven day Length of stay reviews and ‘Team challenges’. 

Patient Experience & Professional Standards 

• Participated in Red 2 Green awareness week 
• Launched the Get up, Get dressed, Get Moving campaign across the Trust.  Work- stream 

continues to ensure sustainability. 
• Successful HCSW workshop to promote awareness around patient “deconditioning” Now 

plan to run regular sessions as part of the Effective Care programme. 
• Recruited band 7 Registered Mental Health Nurse – to lead ECT, Cardinal will join the 

Trust in May 2017. 
• April 2017 – launching a pilot for EOL carers’ packs. 
• Between Jan - March 2017 Conducted Trust – wide Care Contact Time study – collected 

over 4,000 hours of Registered Nursing time as well as junior medical staff, ANPs, AHPS 
and HCSW direct care times. 

• Dr Claire Ingram lead the introduction of the Trust Values Appreciation cards 
 
 
Mrs Karen Martin, Chief Workforce and Information Officer 
CWIO diary: 
During the past month I have attended all the usual Chief Officer meetings including COG, F&P, 
QGC, COG Advisory Group, Strategy Group, Quality Star Chamber and Finance Star Chamber 
and the monthly accountability meetings with the Groups.  I have also, in my capacity as CWIO, 
chaired Partnership and Engagement Forum (with Staffside colleagues), Training, Education and 
Research Committee, Transformation MDT and Transforming Workforce Supply Committee. 
 
Other commitments have included: 
• Chairing the Coventry and Warwickshire LWAB meeting (on behalf of Andrew Hardy) 
• Attendance at the Chief Nursing Officer Assessment day leading to the appointment of Nina 

Fraser to the role 
• Attendance at the Health and Wellbeing Event held in CSB for all UHCW staff 
• Joined a teleconference call for all HRD’s with Diane Miller of VMI. 
 
Workforce:  
• This CWIO report now includes a quarterly report on the Joint Negotiation and 

Consultative Committee (JNCC).  This is our main committee to meet with Staffside 
colleagues to discuss key staff issues and workforce policies. It is chaired by the Chief 
Executive Officer.  The JNCC is supported by a monthly Partnership and Engagement Forum. 
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The JNCC met on 9 March 2017. Topics included operational and financial performance, STP 
progress and approval of 9 workforce policies.  The policies were Professional Registration; 
Retirement; Raising Concerns - Freedom to Speak Up; Disciplinary; Capability and 
Performance; Job Evaluation; Supporting Staff Involved in Incidents, Complaints or Claims; 
Secondment and Medical Appraisal.  The committee also received a presentation from the 
Kaizen Promotion Office (KPO) on their work.  

• We have successfully managed the rotation of over 50 doctors in training this month and, 
following a successful recruitment campaign, we have offered positions to 81 newly 
qualified nurses who will start from September 2017.   

• A series of Health and Well-Being roadshows has been held in departments across the 
Trust throughout March, with a quarterly well-being event for staff this month. These have 
provided an opportunity to promote the support available to improve staff physical, emotional 
and financial well-being. We also showcased our work on health and well-being at the 
Midlands and East Social Partnership Forum.  

• We held our first careers event aimed at local schools and colleges in March, with 103 
attendees. The event also featured colleagues from local higher education institutions and 
provided opportunities to promote UHCW as a local employer, as well as giving wider NHS 
careers information.  

• The first two closing events have taken place for Service and Team Leaders graduating from 
the Leading Together programme. These events, supported by Chief Officers, are a chance 
to recognise participant’s completion of the programme and showcase their learning in a 
poster gallery. Posters were displayed at the March Chief Officer Forum and will be featured 
in UHCW’s on-line magazine In-Touch.  

 
Equality and Diversity: 
• Interviews for the new cohort of Changing Futures Together Supported Interns took place 

this month. Eight Hereward students have been successful in securing a place.  
• NHS Equality, Diversity and Human Rights week – The BME What’s Your Story event will 

now be co-facilitated by Dreadlock Alien (Richard Grant), a poet of Anglo-Indian and 
Caribbean origin who became the 10th Poet Laureate of Birmingham.  Richard will be using 
the art of poetry to enable participants to tell their stories of working in the NHS/at UHCW. 

• The Head of Diversity has met with representatives from Coventry University BME Network to 
identify any potential for partnership working and exchange of learning regarding 
supporting/sustaining BME networks. Coventry University has built significant relationships 
with BME networks in the USA and it is hoped that UHCW can benefit from their experiences 
and research in the near future. 

• The team attended the Coventry Deaf Club to agree actions from the British Sign Language 
(BSL) Charter. The main concern raised was that when waiting to be seen in A&E or 
Outpatients patients are missing their slot due to staff calling their names, despite being 
notified that the patient is deaf. 

 
Information and Communication Technology (ICT):  
• The long awaited University Hospital IT Network Refresh was completed on plan at the end 

of March. This was a substantial undertaking involving reconnecting all IT equipment across 
the site while this was in use, without disrupting patient care. This new network will provide an 
up to date platform and will support UHCW’s IT developments. The team now moves on to 
upgrade the University Hospital wifi for staff, patients and visitors. 

• An emergency upgrade was performed successfully on the Mosaiq (Cancer) system to 
address a clinical risk affecting chemotherapy prescribing. 

• The PACS image system was upgraded to enable multi-disciplinary team workflow, including 
image sharing. 

• A model office showing the capabilities of single sign on technology has been installed within 
the Innovation Hub space. In future this model office will allow ICT to showcase IT 
developments and emerging technologies.  

• ICT has completed its submission towards the national IG Toolkit standard and this evidence 
has been verified and accepted. 
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• The Nugensis patient flow system will be enhanced with a new version of the WardView 
product currently under test (as I write early in April). Alongside it on the testbed are new 
modules, InfoView and AdmissionsView, that provide an overview of flow for senior 
management and a focused view on admissions respectively. If testing is successful, these 
modules will be running live for evaluation by Easter.  

 
Innovation: 
• The Innovation Hub concept was brought to life for colleagues in late March when they had a 

chance to experience ‘walking through it’ using virtual reality headsets. Representatives from 
Skanska and Pick Everard Architects were on hand to answer specific questions and capture 
feedback from staff. 

• A temporary setting has been created in the Innovation Hub space. A range of furniture has 
been installed to support different styles of working and group sizes. The team will capture 
feedback from users of these spaces for Hub development.   

• The Innovation team are planning to use the Innovation Hub to facilitate an accelerated 
design event (ADE) in July in collaboration with Modern Matron Kate Prevc and a 
representative from the Dyson School of Design from Imperial College London. Accelerated 
design is an evidence-based approach to change, based on a simple premise that people 
believe in what they design and own what they co-create. With responsibility for Infection 
Prevention and Control, Kate Prevc seeks to gain consensus between different stakeholders 
that have responsibility for cleaning at UHCW, but that currently do not share the same 
systems, processes and values.  

 
UHCW Improvement Services: 
• The Ophthalmology Value Stream has just completed a third RPIW and the ideas from the 

week will be tested over 30 days to measure the reduction in waiting time for patients in Eye 
Casualty. 

• The Patient Safety Incident Value Stream will roll out the new Incident Reporting process 
and the new Investigation process by 1 May.  These will both make reporting and 
investigation of patient safety incidents easier and quicker, as well as more visible to staff. 

• The Theatres Value Stream continues to trial a second location for SODA (Surgery On Day of 
Admission) to see if this is workable and improves patient experience.   

• Feedback from the pilot of the Electronic Clinic Change form has been excellent. The form 
has now been rolled out to all of the secretaries within T&O, Neurosciences and Pain. 
Thoracic Medicine has agreed to be the next area. There will be discussion with PPMO to 
develop the functionality further. 

• The Standardised Booking project has now handed over electronic descriptions of services 
to the Patient Access Team and the clinic code review to the Quality Team. A SWOT analysis 
is in progress on the pathways mapped (from new referral to booking of first appointment).  

 
Communications: 
• We promoted the news that the UHCW Emergency Department is in the top five centres 

nationally for survival outcomes and the busiest adult major trauma centre in the country. A 
facebook post on this reached 63,899 people. 

• We contributed to the national Virginia Mason newsletter: NHS Partnership with Virginia 
Mason Institute Newsletter Issue 2. The issue went out in April and featured videos on the 
Trust’s RPIWs and an article on how the UHCWi Improvement System methods had started 
to see improvements in Outpatients. 

• We supported the promotion and planning for Red to Green week at the start of April. This 
included messages on staff computers, a pyjama parade, workshops and social media posts. 

• Filmed ten 10 members of staff for videos being produced in partnership with Warwick 
University to promote allied healthcare professional roles to 14-16 year olds. The videos 
feature existing UHCW staff discussing their jobs, the qualifications they needed and will 
dispel some myths about careers in the NHS.  
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Performance and Programme Management Office (PPMO): 
• The Performance team has supported Operations in the establishment of additional reporting 

to enable more clarity in the monitoring of clinical letters. 
• The Corporate Analytics team has been developing bespoke reporting suites/dashboards 

for the Alcohol Liaison team and Research & Development.  
• The Information Systems Development team has been working with Cancer Services on the 

project to replace our existing cancer registry system with the Somerset Cancer Reporting 
system, a nationally recognised system.   

• The Programme Analytics (PA) team continue to support the ODP and IMAS capacity and 
demand processes.  The PA surgical team have been particularly active in assisting vascular 
surgery following specialty review, supporting endoscopy in its certification and completing a 
maternity survey.  The PA medical team have been working with Gerontology to build 
reporting to monitor the Acute Frailty Unit, support therapy to evidence their benefit to length 
of stay and continue to work with ED to manage the emergency pathway and monitor acuity. 

• Clinical coders will be rotating more frequently through specialties. This is to ensure that 
each coder has experience of coding each and every specialty. This will further improve the 
resilience within the team.    
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PUBLIC TRUST BOARD PAPER  
 

Title Patient Story - Renal Services Patient Support Group 
 

Author Chair of Renal Services Support Group  
Simon Fletcher – Consultant / Clinical Director Renal Services 
John Baird, Patient Experience Manager  

Responsible 
Chief Officer 

Professor Meghana Pandit – Chief Medical Officer 

Date  27 April 2017 
 
1. Purpose  
 
To present an overview of the Renal Support Group that engages with our patients, 
providing support and listening to patient’s needs and their views on the services we 
provide.   
 
2. Background and Links to Previous Papers 

This story forms part of the Patient Story Programme 2017/18 which was agreed by the 
Patient Experience and Engagement Committee in February 2017 for this financial year.  

This story also links to the recent Engagement Survey undertaken by the Patient 
Experience Team in February 2017 to assess what level of engagement was being 
undertaken through ‘support groups’ operating within UHCW. The report was taken to the 
Patient Experience and Engagement Committee on 13th April 2017. 
 
3. Executive Summary 

 
This is a story of a specialist area’s Support Group, which seeks to provide support to 
those patients receiving care and treatment from our Renal Services. 
 
It highlights the benefits and details the work that this group undertakes and how it has 
also help shape and influence the service provision within this speciality. 
 
The Engagement Survey report identified and recognised areas of best practise within a 
number of specialities, like Renal Services. The report also highlighted the potential 
benefits in promoting greater engagement and involvement with our patients and other 
key stakeholders through the formation of such groups across all areas as this can help 
drive improvements in patient experience. 

 
4. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
The patient story links to our strategic objective to deliver excellent patient care and 
experience. 
 
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 
 
Meghana Pandit, Chief Medical Officer and Quality Officer 
Anita Kane, Associate Director of Quality 
  
7. Recommendations 
 
The Board is invited to NOTE the Patient Story and to RAISE any questions or concerns. 
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Specialties/ Departments / Staff 
groups concerned 

Renal Services 

Why was this Story chosen This tells the story of a specialties user group’ The Kidney Forum’ 
and the work it undertakes in supporting patients receiving renal 
care. To highlight the benefits of having such user groups and 
how the involvement and engagement of patients also helps 
drive change and improvements in the care we provide. 

Storyteller Chairperson of the Kidney Forum & Renal Consultant -Simon 
Fletcher 

 

Background 
 
 
 
 
Please describe your experience 
of being a patient at UHCW? 
 
 
 
 
 
 
 

The support group has been operational now for over 12 years. It 
comprises of patients, nurses, consultants, dieticians and other 
relevant stakeholders who meet every quarter to discuss issues 
relating to the service and patient care.  
 
Through the use of my experiences as a patient at UHCW for 
over 25 years and understanding the impact kidney conditions 
can has on the lives of patients and their families. I wanted to be 
involved and give something back by helping to support other 
patients and I now act as the Chair of the Kidney Forum  
 
Renal care covers 3 main areas - clinics, transplant and dialysis. 
Renal patients are often a unique cohort of patients if receiving 
dialysis they need to attend the hospital 3 times a week circa  
150 visits a year.  
 
The user group looks at the issues affecting patients and some of 
these include:- 
 
The Passenger Transport Service (PTS) - this was both impacting 
on the productivity of the dialysis service and on patient 
experience. When patients arrived late for their treatment this 
had a knock on effect of delaying other patients who were then 
having to wait longer and staff who were also waiting for 
patients to turn up. In addition early arrivals and late pickups 
sometimes meant a patient could end up spending 8 hours at  
UHCW whilst their treatment took 4 hours. The forum has 
worked with West Midland Ambulance Service (WMAS) to 
develop a ‘Renal service transport agreement’ with key 
performance indicators to improve the PTS service and this has 
resulted in improvements as recorded in the minutes of our 

We are Listening: Patient Story 

The Kidney Forum  

 
 



meeting 10th January 2017. However we recognise there are still 
opportunities to improve in particular around Saturday pick-ups 
and we are looking to produce more detailed performance data 
and meet with other key stakeholders to progress this 
improvement initiative. 
 
Another example of the work this group has done is look at the 
issues that impact on the overall care and patient experience of 
renal patients. These have included the level of staff turnover 
within the unit and the loss of experience or knowledge this can 
cause.  The Group have discussed the impact of other medical 
conditions like a cold or flu that can seriously effect a patient’s 
health with a renal condition, (leading to complications), and 
how this can be best managed holistically. 
 
Each stakeholder provides an update at these meeting on their 
area of responsibility and issues impacting on patients such as 
developments and service related issues are shared for 
everyone’s views.  
 
 

Please detail what you thought 
was good about your care and 
treatment at UHCW? 

The positive impacts of the user group has been many and as a 
group we also link in with regional and national groups and have 
been complimented for the work we do at a local level in support 
of patients 
 
The Renal Services at UHCW provide a really good level care and I 
should know having attended now for over 25 years. 
 
It’s great to have a local forum where we as patients can have an 
equal say on matters affecting the service and to be involved and 
help shape decisions. 
 
The Forum also helps and supports those patients who need to 
understand the importance of lifestyle changes to help manage 
their condition 
 

Where could we have 
improved? 

The things we think can be improved are often the little things:- 
 
Being provided with a snack or biscuits whilst on dialysis. We are 
currently speaking to ISS about this provision. 
 
Having decent Wi-Fi connectivity in the dialysis unit. ICT has been 
contacted over this issue and suggested option/s by patients 
which are being considered. 
 
Dialysis can be seen as a bit of a production line but what we 
know matters, as patients, is the care and the personal touch 
from the staff and that’s what is really valued the most.   
 
 

 
 



What actions would you like to 
see the Trust Take? 

Going forward to continue with this user group and to perhaps 
share our best practise with other specialities where no such 
group currently exists. 

 

 

__________________________________________________________________________________ 

Points for the Board to consider: 

• How does the story relate to the information contained in our quality or performance report? 
• What does this story tell us about progress towards our quality improvement goals? 
• What does this story reveal about our staff? 
• What does it suggest about morale and organisational culture? 
• What does it reveal about the context in which clinicians work? 
• What does it reveal about staff attitudes to harm? 
• What actions need to be taken as a result of what we have heard? 
• What needs to be done immediately to make things right for the patient and prevent a 

recurrence for other patients? 
• What implications does it have for board decisions? 

 

 
 



 
 

 

PUBLIC TRUST BOARD PAPER  
 

Title Corporate Risk Register 
Author Justin King, Associate Director Quality – Patient Safety & Risk  
Responsible Director Meghana Pandit, Chief Medical & Quality Officer 
Date  27 April 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 January 2017, there were six risks logged with a risk grading of 20. There are now 
seven risks with a rating of 20. 
 
4. Areas of Risk 

 
The seven highest rated corporate risks currently (Risk score = 20) are: 

• Risk ID 1984: RTT Performance 
• 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) 
• Risk ID  238:  Inadequate dialysis resource 
• Risk ID 2680: The ongoing use of MDU for contingency beds 

 
Risk Committee have requested a review of Risk ID 238 and 2680, in particular to 
consider whether the level of risk is correct at 20. 
 
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. 
 
The Risk Committee has noted the number of risks beyond their due date. The issue has 
been escalated to Chief Officers for resolution and this has already reduced the number 
overdue. 
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework 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. 
 
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.  
 
6. Governance  
 
Progress on the “High” rated corporate risk register will be reported to the Trust Board on 
a quarterly basis. 
 
7. Responsibility 
 
Meghana Pandit, Chief Medical Officer & Deputy CEO as the Chief Officer responsible for 
Risk Management, Jenny Gardiner – Director of Quality 
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8. Recommendations 
 
The Board is invited to note the report and risk register attached. 
 
 
Name and Title of Author: Justin King, Associate Director Quality – Patient Safety & Risk 
 
Date: 18.04.2017 
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Risk Management Report – April 2017 

 

  

Corporate Risk Register Report for Trust Board  

April 2017 
 

 
 

Prepared by:  Chelsea Gilsenan, Trust Risk Manager  
 

Reporting Period: 28.02.2017-31.03.2017 

 



Risk Management Report – April 2017 

1.0 RISK IDENTIFICATION – SUMMARY OF CURRENT STATUS AND NEW/CLOSED RISKS 
1.1 Corporate Risks by Current Risk Level 
All Corporate Risks, displayed in a Pie Chart by Current risk grading 

 

 

1.2 Corporate Risks by Current Risk Level by Month 
All Corporate Risks, displayed by Line Graph by Current risk 
grading from March 2016 to March 2017 

 

1.3 Corporate risks (all) by subtype  
All risks on the Corporate risk register by Risk subtype. 
 

Health and Safety 3 
Workforce (HR) 1 

Information Governance 3 
Information Technology 10 

Infection Control  2 
Operational 19 

Safety - Clinical 25 
Strategic 4 
Totals: 67 

 

1.4 Corporate “High” Risks by subtype  
All risks rated >15 (High) on the corporate risk register, by Risk 
subtype. 
 

Workforce (HR) 1 
Information 
Technology  1 
Information 
Governance 1 
Operational 4 

Safety - Clinical 6 
Totals: 13 

 

Source: DATIX 31st March 2017  2 



Risk Management Report – April 2017 
 
2.0 RISK MONITORING 

 
2.1 New Corporate Risks since last month 

 1 new risk has been included on the corporate risk register in the last month 
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Risk Management Report – April 2017 
2.2 Corporate Risks closed in the last month  
 
2 Corporate Risk in total closed since 01.03.2017. 
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Coventry and Rugby CCG have 
commissioned a care provider 

to manage patients with a brace 
or collar who can return home. 
IDT complete the necessary 

paperwork and the placement 
team request the care. 

IDT to liaise with the placement 
team for patients requiring a 
bedded facility in a collar or 
brace for them to source an 

appropriate placement. Agreed 
pathway confirmed for Coventry 

and Rugby residents. 
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pathway for 
ownership of 

patients 
requiring support 

in their own 
home / bedded 

units 
No identified 
bedded units 

that can manage 
unstable 

fractures to 
support 

discharge 
Several homes 

may assess 
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the complexity. 
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management of 
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making planning 
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the 
management 
of the collar 
has been 

developed to 
support the 
community. 
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Risk Management Report – April 2017 
2.3 Corporate Risks beyond ‘Next review date’  
 
13 Corporate Risks in total overdue as of Reporting period 
 

ID Title  Risk Owner Handler Risk level 
(current) 

Next review 
date 

831 Hard FM failure to monitor and respond to critical alarms Mr Lincoln 
Dawkin Mrs Julie Rice LOW 28/02/2017 

1984 RTT Performance Ms Emma 
Livesley 

Ms Emma 
Livesley HIGH 30/11/2016 

2185 Cancer (62 day standard) Ms Helen West Ms Emma 
Livesley MOD 09/01/2017 

2291 MRSA Bacteraemia Sr Katherine 
Prevc 

Sr Katherine 
Prevc MOD 31/03/2017 

2416 Confidentiality Breaches Mrs Rebecca 
Southall 

Ms Harjit 
Matharu HIGH 28/02/2017 

2526 Achievement of Access Standards (By default will improve Bed Occupancy 
rates) 

Mr David 
Eltringham 

Ms Emma 
Livesley MOD 30/09/2016 

2315 Data Protection Act Breach Mrs Rebecca 
Southall 

Ms Harjit 
Matharu MOD 31/03/2017 

2195 HPB- compliance with IOG guidelines Mrs Harkamal 
Webster Ms Helen West MOD 31/01/2017 

2535 Failure to agree a STP with our Partners and inability to access 
transformation funding. (Previous BAF Risk 4 2016/17) 

Ms Susan 
Rollason Mr David Moon MOD 30/09/2016 

2067 Patient Flow (ED 4hr wait) Mr Alan 
Cranfield Dr Dan Strong HIGH 01/12/2016 

1864 Unauthorised access of Trust systems - Mis-use of access by Trust Staff Mrs Rebecca 
Southall 

Ms Harjit 
Matharu MOD 31/03/2017 

1894 Failure to implement improvements to onsite roads and car parking lead to 
continued poor patient experience 

Mr Lincoln 
Dawkin Mrs Julie Rice MOD 31/03/2017 

1950 Use of 2% Chlorhexidine Gluconate sanicloth wipes Sr Katherine 
Prevc Ms Sue Tarrant LOW 13/02/2017 

 
 
 
 
 
 
Source: DATIX 31st March 2017  6 



Risk Management Report – April 2017 
2.4 Breakdown of All Corporate Risks and All Corporate Risks by Current Grading (High to Very Low) 
 
Stubborn Risks – Stubborn risks are those which have been on the system for >1 year. 
 
Pie chart to show the number of “Stubborn Risks” by current risk grading 
 

 
 
Current HIGH graded risks >1 Year (Stubborn) 
 

ID Title  Risk Owner Handler Date Risk logged on 
Datix 

1984 RTT Performance Ms Emma Livesley Ms Emma Livesley 21/10/2013 
2318 Delays in patient assessment MDU Dr Jim Davidson Mrs Julie Morgan 21/04/2015 

2416 Confidentiality Breaches Mrs Rebecca Southall Ms Harjit Matharu 02/10/2015 

2279 Trustwide Clinical Staffing Vacancies Linda Abolins Ms Elaine Clarke 04/03/2015 

461 Management of non-gynaecological (medical and surgical) patients on 
Ward 23, Gynaecology Ms Emma Livesley Sr Sue Harrington 07/03/2012 

2067 Patient Flow (ED 4hr wait) Mr Alan Cranfield Dr Dan Strong 24/04/2014 
 
 
Source: DATIX 31st March 2017  7 
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2.5 All HIGH Graded Corporate Risks   
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Potential of 
being 

unable to 
meet 

standards 
set by renal 
registry for 
quality and 
length of 
dialysis 

sessions. 
Also risk of 
having to 

deny 
dialysis to 
patients 
close to 
home. 

The main 
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continuously 
dialysing 

over 
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and staff 

sickness is 
increasing. 
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Looking at alternative means of funding. 
Dialysing later in the evenings. 

06.03.15 City Centre unit to be funded and 
currently some capacity at UHCW. 

18.06.15 May 2015 full business case submitted 
to NHS England for Cov City Centre Unit. 

07.10.15 Business case approved City centre 
unit opening date planned for May 2016. 

04.02.16 Clay Lane unit scheduled to open Sept 
2016. 

SF contacted to update. May 2016 
Update May 2016 by SF 

The lack of dialysis capacity remains a 
significant risk to the Trust until the new City 

Centre Dialysis unit opens. We were hoping that 
this would have been April this year but constant 
slippage in the development means that the unit 
will probably open in December at the earliest. 
We are still waiting for documents to be signed 

off regarding lease agreements. 
We are at full capacity in all of our dialysis units  
A number of interim measures have been put in 

place  
Dialysis of patients on the ward when posable  

An extra machine in Rugby  
There may be need to put on an additional 

twilight shifts at Rugby but it does mean moving 
patients from Coventry and the get home very 

late, not nice if you are elderly. 
11.08.15 Transferred from:- Haem Capacity 

risk...... 
 Use of portable NXStage dialysis machine for 
stable chronic HD in patients. Daily review of 

capacity and demand in all units. Home dialysis 
actively promoted. 

Regular transfer of patients between units to 
ensure all slots are utilised.   

Business plan approved for city centre satellite 
unit. 

16.03.17 Clay Lane scheduled to become 
operational 15.5.17. 
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Risk 
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and action 
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reported to 
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Clinical 

Risk Group 
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paper on 
dialysis 

requirement 
to be 

submitted 
to ELT 
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identified 

Source: DATIX 31st March 2017  8 
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RTT 
standard for 
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pathways. 
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patients 
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treatment; a 
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will not be 
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corporate 
target will 

not be 
achieved. 
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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) Additional 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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Signed off by 
TDA, NHSE & 
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The RTT 
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be validated 
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(Intensive 

Support and 
Management). 

The Trust's 
waiting list has 
been validated 
and signed off 

by NHS 
England. 
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exec 

membership 
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identified 
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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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record the time of 
arrival, triage and 
medical review. 
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patients waiting for 
assessment at 6 pm 
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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 doctors and nurses inductions), it 
is also on the intranet. After the last high 

profile incident, the guidance was 
communicated from the EPR Clinical 

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. 
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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 
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wards and 
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replacement of 
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Risk 
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action 

Governance 
arrangements 

for risk 
assessment 

completion and 
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committee 
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assurance for the 
reporting and 
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security breaches 

other than controlled 
drug incidents 
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management drug 

security audit 
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Management and 
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Ward/Department Manager has overall responsibility for 
drug storage and security on their ward/department 

Drug storage facilities are purchased by 
ward/department/group  

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 

Cupboards used for the storage of medicines are fitted with 
locks and keys (the number of cupboards available varies 

from ward/department and is dependent on size of the 
clinical room) 

Medicines stored within unsecured drawers, worktops and 
shelving within the clinical room.  

The cupboards are used to store multiple medicines 
formulations (i.e. top shelf external medicines and bottom 

shelf rectal preparations) with minimal risk consequences of 
miss-selection / wrong route administration 

Medicines stored within unlockable cupboards such as filing 
cabinets to enable segregation of medicine formulations 

and bulky preparations i.e. clexane injections.  
Patients own medicines stored within a cupboard/locked 

filing cabinet within the clinical room  
Patients own drug lockers available on wards 

IV fluids stored on shelves within the clinical room 
IV fluids stored on the floor or cages outside in corridor  

where insufficient space available on shelving  within the 
clinical room  

Drug fridge with fitted locks located in the clinical room 
Fast track estates procedure for the repair and replacement 

of drug cupboards, key and lock replacement/repair.  
Frequent medicines stock list reviews undertaken by 

pharmacy  
Excess stocks returned to pharmacy 

Drug storage risk assessments completed (some areas) 
Medicines management assessments, audits and action 

plans 
Medication errors (wrong route, wrong drug administration, 

miss selection etc) reported on Trust Datix system  
Nursing staff medicines management training workshops 
Review and monitoring of medicines incidents by Ward / 

Department Manager 
Medication incidents discussed at ward or departments 
Quality Improvement & Patient Safety (QIPS) Meetings 

Process with 
estates, 

procurement, 
pharmacy and 
wards/depart
ments 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 

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 

Source: DATIX 31st March 2017  13 
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ongoing 
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For the past 13 months MDU has 
been used consistently as an area 

for contingency beds.  The area has 
trolley spaces which have to be used 

as bed spaces.  The area is not a 
ward area and patients in these beds 

do not have access to the same 
level of service as in patients.  This 

increases the risk to the patients 
placed in contingency beds in MDU.  

They do not have access to the 
following: 

 
In patient pharmacy-increasing the 

risk of medication errors. 
 

In patient therapy services-
increasing risk of delays in therapy 

assessment and treatment. 
 

In patient phlebotomy services-
additional work has to be undertaken 

by other staff. 
 

Patients have limited meal choices, 
no access to telephone/TV, no 

locker space, no day room facility. 
 

Patients are cared for predominantly 
by agency staff and a different 

medical team each day. 
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Acute 
medicine 

are unable 
to establish 

any 
controls 

over this.  
The 

decision to 
use 

contingency 
beds are 
made by 
the exec 
team and 
site team. 

MDU is 
often 

bedded 
before other 
areas used 

for 
contingency 

beds 
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7 To be 

discussed 
at risk 

committee 
meeting 
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Flow 
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wait) C
or

po
ra

te
 

O
pe

ra
tio

na
l 

The risk is 
that that we 
do not have 

the right 
capacity to 

meet 
demand 
which 

prevents the 
attainment of 

the 
Constitutional 

4 Hour 
Standard for 

A&E. 
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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 admission avoid. 
4. - The creation of ring-fenced 

surgical capacity to protect a volume 
of elective activity. 

5. - The introduction of a Trigger 
system within ED to provide early 

alerts to enhance breach avoidance. 
6.  - The uplift of 3 middle grade 
doctors to allow capacity to meet 

demand.  
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 
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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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Insufficient 
controls 

and 
adherence 
to safety 

procedures 
may lead 
to system 
failures 

and Never 
events 

C
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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. 

H
IG

H
 

M
eg

ha
na

 P
an

di
t 

D
r A

nn
e 

S
ca

se
 

S
r C

ar
ol

yn
 B

ra
ds

ha
w

 

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 trust wide. 

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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Trust wide 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 

Source: DATIX 31st March 2017  16 
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discharge 
for fast 
track 

patients C
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This risk is 
shared across 

the Trust. 
Fast Track 
patients are 
delayed in 

UHCW 
awaiting 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. 

 
Community Hub 

meetings at UHCW with 
partner organisations 3 

times a week to address 
blockages and work 
through solutions.  

 
The community hub have 

proposed a new fast 
track pathway to 
commence week 

beginning 23rd Jan 2017 
to reduce delay, 

duplication and remove 
waste.  

 
 

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. 
CCG offered 5 NH 
beds to trail fast 
track pathway, 

once these beds 
were filled no 

additional beds 
available 
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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 
CCG are bringing 

CHC back in house 
so will be able to 

manage the 
sourcing process 

directly 
In house brokerage 

function for CHC 
being explored as 

part of a D2A model 
which will support 

fast tracks 
New Chief nurse 

met with CCG Chief 
nurse to discuss 

possible solutions 
New community 
Hub mapped out 

pathway and 
revised the pathway 
to trail from end of 

Jan2017 

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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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 
recommended 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.  
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 Monitored 

through 
incident 

reporting & 
Mortality 
review 

None 
identified 
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The number 
of Cyber 
Security 

threats have 
increased and 

NHS Trusts 
appear to be 
targeted, with 
these attacks 

already 
leading to 

severe 
consequences 

for other 
Trusts. The 

outcome of an 
attack can be 
severe due to 
the potential 

loss of 
business 

critical 
systems in the 

Trust for a 
considerable 
period, which 
could affect 
patient care. 
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The IT infrastructure is being 
reviewed to ensure that 

vulnerabilities are addressed. A 
lead for IT Security has been 
identified and the responsible 

Assistant Director has received 
advanced training in Cyber 

Security. 
 
 
 

An improved security incident 
response process is being 

developed and implemented 
and education to key areas is 
being addressed to improve 
responses to Cyber Security 

threats.  
 
  

There are attacks 
which ICT cannot 

completely mitigate, 
despite all 

measures in place. 
Particular risks 

around poor 
practice by staff can 
be partly mitigated 

by education, 
awareness and 

technical security 
measures but not 
totally removed.  
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Assurance is 
provided by 

the ICT 
Security sub-

group, 
reporting 

through ICT 
Security and 
Compliance 
to the Trust's 
Information 
Governance 
Committee. 

The new 
Firewalls 
refresh 

project has 
been 

awarded to 
contract and 
will bolster 
the security 
position to 

prevent 
external 

attacks via 
UHCW 

perimeter. 
ICT have 
achieved 

Cyber 
Essentials 

certification.  

None 
noted 
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1. Purpose  
 
This report seeks to provide the Trust Board with an update on both our mandatory 
reporting requirements and key infection prevention issues. 
 
2. Background and Links to Previous Papers 

 
This is a quarterly report at year end to address our position at the end of 2016-17. The 
previous report was presented to the Trust Board in January 2017. 
 
3. Narrative 
 
UHCW NHS Trust continues to perform well against National Targets. Table 1 set out our 
performance against National targets for 2016-17. 
 
Table 1   

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

figures 
National 
Ceiling 

Rate per 100,000 
April 16 – Mar 17 Bed days 

MRSA bacteraemia 1 0 0.3 

C. difficile 29 42 7.5 

MSSA bacteraemia 31 Not 
applicable  8.0 

E. coli Bacteraemia  335 Not 
applicable  

 
Appendix 1 shows UHCW position compared to all teaching hospitals when all three 
indicators are taken. 

 
4. Mandatory reporting 

 
Clostridium difficile (C diff)  



2016-17 saw particularly excellent Clostridium difficile results. Nationally the rate per 
100,000 bed days for acute teaching hospitals is 15.8 and UHCW returned a rate of 7.5 
per 100,000 bed days. This is being audited externally by KPMG. Root cause analysis is 
carried out for all C diff cases and C diff deaths. 
Part of the RCA process includes a discussion with CCG around any lapses of care. We 
have agreed seven avoidable cases. 
Salford NHS Trust declared a rate of 8.8 for benchmarking purposes. 
Graph 1 shows our trust position against other acute teaching Hospitals. The blue dot 
indicates UHCW and shows only Chelsea and Westminster have a lower rate. 
 

 
Graph 1 
 
Root cause analysis (RCA) meetings had been difficult to complete historically reducing 
the quality of information gathered. However the CCG employed an infection prevention 
specialist who has worked closely with the team, this is the first year that we have 
manged 100 % compliance. 
UHCW had an improvement of 24% reduction in C diff cases against 2015-16 and a 90% 
reduction since 2007-08. Graph 2 shows year on year improvement. 
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Graph 2 
  
Methicillin Resistant Staphylococcus Aureus (MRSA) 
The national target for MRSA bacteraemia is zero and UHCW reported one case. 
However this was deemed to be unavoidable and a post infection review with the CCG 
agreed that there were no lapses in care for this patient.  Nationally the rate for acute 
teaching hospitals is 1.03 MRSA bacteraemia per 100,000 bed days UHCW rate is 0.26. 
Salford NHS trust against whom many Trusts benchmark their practice declared a rate of 
0.84. 
The funnel plot below (graph 3) shows UHCW (blue dot) and illustrates that only one 
teaching acute trust declared no MRSA bacteraemias last year. Eight had one and 24 
acute teaching Trusts had more than one bacteraemia. 
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Graph 3 
 
Graph 4 shows performance year on year at UHCW NHS Trust. We have declared one 
case in two years, a significant improvement (89%) on 2014-15. 
 

 
 Graph 4  
 
UHCW continually audit our performance against policy for C diff and MRSA. Compliance 
at ward level is high and the Trust total compliance for MRSA decolonisation was 100 % 
for the two previous months and averages 96% for the year.   
MRSA acquisition, which is the rate of patients who are initially negative or not screened 
who subsequently become positive for MRSA  during a single inpatient episode  has  
decreased from 35 (2015-16) to 24, 2016-17; this includes those who were not screened 

Page 4 of 10 



on admission. This is taken as a proxy measure for infection prevention compliance. If we 
take a conversion from negative (this is to exclude those who were not screened) to 
positive this also fell from 24 to 18. This is a good indicator of application of infection 
prevention practices. The team are working closely with Neuro sciences who provided 
50% of acquisitions. We have implemented a training regime and are working closely with 
their link staff.  
 
Methicillin Sensitive Staphylococcus Aureus (MSSA) 
MSSA rates at national level for acute teaching trusts are 10.7 UHCW achieved a rate of 
8.0 and Salford NHS Trust were marginally lower at 7.5. 
 
If we combine all three mandatory indicators for 2016-17 places UHCW in third position 
compared to other acute teaching trusts. 
 
The funnel plot in Graph 5 shows that UHCW continue to perform in the bottom quarter of 
teaching hospitals in country for reporting MSSA bacteraemia. 
 

 
Graph 5 
 
Graph 6 below shows performance year on year for UHCW NHS reported cases. We 
continue to work with the Neonatal and General critical care departments as they 
reported 39% of our bacteraemia for the year 2016-17. They are particularly high risk 
areas. 
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Graph 6 
 
Infection Prevention and Control continues to perform well against national targets.  
Table 1 sets out our performance against national targets up to the end of Year 2016-17. 
 
Other Infections  
 
Last year staff at UHCW managed norovirus extremely well. We had no full ward closures 
and had service disruption in 6 areas. In only two areas did we see deviation from 
expected infection prevention practices, in both cases meetings were arranged to discuss 
management.  
Influenza cases were at a very high level this year and despite this we saw only two 
cases where it was thought transmission had taken place. IPC discussed management 
with all wards who had swabbed patents, each day at the beginning of the season and 
this seemed to have been beneficial to the overall compliance. 
 
Mycobacterium chimaera  
 
The international issues related to the heater cooler units used during cardiac surgery 
culminated in a notification exercise to 1,400 patients who had valve surgery since 1st 
January 2013. In addition to this the response from cardio thoracic surgery and the trust 
estates to manage the safety of our patients was swift and comprehensive. The trust was 
fully compliant with the entire directive from NHS England and went a stage further to be 
the first UK trust to find a solution to taking the units out of the theatre, thus eliminating 
the transmission from unit to open chest of the patient. We also invited the national lead 
team to visit to provide reassurance that we had taken all action required to create a safe 
environment for patients. They were impressed with the work undertaken and have 
subsequently published a paper including the work managed by estates.  
 
Hand Hygiene 
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UHCW infection prevention continues to incorporate the WHO five moments audit into 
practice. This measures the effectiveness of hand hygiene education in practice. Our 
post-doctoral researcher has created a bespoke audit tool and we are continuing the 
research project. Trust wide rates so far are in line with the better performing. Bolon 2011 
cites that a score of 40% is often used as the average score for hand hygiene compliance 
at hospital level.  The Average score at UHCW for 2016-17 was 55%. This is from 
measurements taken by the infection Prevention and Control team who would be 
expected to obtain a higher score than those done by link staff as in the quoted 40%.  
In line with expected (WHO 2009)  data the least performed moment is moment five, 
hand hygiene undertaken when leaving a patient area, this is consistent with poor 
compliance to bare below the elbows for staff who are not  in  direct patient contact but 
with the environment only.  This is an area of focus for 2017-18 and requires 
multidisciplinary education with board support.  

 
Education 
 
UHCW Infection prevention and control team along with the sepsis team have had an 
active educational Programme.  The Infection prevention and control team  have 
developed a year’s curriculum for IPC link staff with competency assessments and are 
working on a workbook. This is a monthly meeting and has been extremely well attended 
with an average of 30 attendees.  
 In addition we have developed a quarterly programme for health care assistant this runs 
over two and a half days.  Attendees are taken from across the Trust and it is the 
intention to offer places to bank staff.  
In addition to formal teaching the team undertakes campaign based training when  issues 
arise  in practice such as stool smart  when RCA s indicate that staff are unsure about  
when to send samples and inappropriate samples are sent.  
The sepsis team have a rolling programme of education for their “Sepsis heroes”, this is 
very popular and is over subscribed.  
  
Surgical Site Surveillance for infection. 
 
Orthopaedics continues to manage their own surgical site surveillance through the PH 
England. 
Maternity also undertake continuous surveillance of caesarean section practice. This has 
been in place for two years, it is locally managed but bench marked against national 
targets. This is undertaken in conjunction with the infection prevention data analyst and 
team. Latest figures prior to year-end indicate an infection rate of approximately 4% this 
compares favorably with national work undertaken by Wilson et al who estimate a rate of 
9.8%. 
Cardiac services are also beginning continuous surveillance in conjunction with infection 
prevention the first quarter surveillance which was locally undertaken was 5.9% against a 
national rate of 3.7%. This will be formally undertaken in conjunction with Colindale and 
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cardiothoracic staff have attended the PH England course in London in preparation for 
this, the clinical lead will be Mr. Barker Cardiothoracic surgeon.  
It is our plan to support neuro surgery to begin surveillance. 
In addition the band 6 IPC team are collecting monthly SSIS data as a point prevalence 
audit this will feed into the infection prevention quality meetings.  
 
Sepsis Team  
 
Sepsis team was recruited from October to November. There are three band 6 staff 2.1 
WTE they are directly line managed by Fiona Wells within the Infection Prevention and 
Control team establishment. 
The job role involves audit against the national CQUIN for each quarter   taking over the 
management of Sepsis from quarter two.  
The team has been promoting sepsis at both external and internal forums. Sepsis at 
UHCW has been promoted at GP forums and GP practice nurse meetings. The team 
presented at a grand round session. 
The team have also undertaken a series of extremely well received teaching events 
across UHCW aimed at ward level to increase awareness and knowledge. . The team 
have reviewed and trialed a regional tool which is being implemented across the Trust.  
Emma one of the sepsis team was interviewed on local radio sharing her personal story 
of being a sepsis survivor. This story was also shared at a Sepsis conference held in 
Liverpool. 
 
 Research and innovation  
 
UHCW infection prevention team continue to pursue their research agenda and to 
maintain its profile nationally. We have had one publication in a national journal and a 
second accepted for the American Journal of Infection which has an impact factor. We 
also have another article accepted but requiring some amendments.  We have several 
requests for publication but as they also often require presentations at conferences we 
are time limited. The team has developed a PPE wheel which indicates what protective 
clothing should be used in practice, this was sponsored by an external company and has 
been very well received nationally and we have been invited to present these at the 
national infection prevention and control conference. 
Dr Dawson  Kate Prevc and Fiona Wells have been invited to present a piece of research 
aimed at increasing engagement and motivation at the prestigious  ICPIC conference in 
Geneva in June.  
We continue to use social media with some success we have 3700 followers. 

 
5.  Areas of Risk 
New guidance released from PH England has increased the data requirement for 
Mandatory Enhanced Surveillance (MESS). This will greatly increase our work and there 
will be difficulties in collecting some of the clinical information. This is not an issue unique 
to UHCW and we are in discussion with regional trusts to find a solution. 
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6. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
MRSA remains on the Board Assurance Framework as a risk. However in light of the year 
end results it may be timely to review this risk. Compliance with Universal screening does 
present a challenge but work is being done to understand whether we continue to screen 
universally or look to target high risk patients in line with current guidance.  
 
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. 
 
7. Responsibility 
The CEO holds ultimate responsibility for Infection Prevention and Control the Director for 
Infection Prevention and Control (DIPC) is the Chief Nursing Officer. 
 
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  
James Parr Data Analyst IPC. 
Date: April 2017.  
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Appendix 1 
 
UHCW performance in relation to other NHS acute teaching hospitals 

Hospital 
MRSA 

Rate per 
100,000 

Bed Days 

MSSA 
Rate per 
100,000 

Bed Days 

CDI Rate 
per 

100,000 
Bed Days 

MRSA 
Position 

MSSA 
Position 

CDI 
Position 

Norfolk And Norwich University Hospital 0.00 5.14 12.29 1 1 10 

University Hospitals Of Leicester  0.19 5.82 11.64 2 2 8 

University Hospitals Coventry And Warwickshire  0.26 7.99 7.48 3 8 2 

Salford Royal  0.84 7.52 8.77 15 6 3 

University Hospital Southampton  0.26 10.10 9.84 4 17 4 

St George's University Hospitals  0.62 9.55 11.10 11 14 6 

Cambridge University Hospitals  0.62 7.74 14.56 12 7 14 

Chelsea And Westminster Hospital  1.38 8.29 4.15 25 9 1 

Lancashire Teaching Hospitals  0.33 5.94 19.12 6 3 26 

Guy's And St Thomas' 1.24 9.27 11.12 23 13 7 

Wirral University Teaching Hospital  0.43 9.86 16.29 9 16 19 

Hull And East Yorkshire Hospitals  0.29 12.92 13.21 5 28 11 

Brighton And Sussex University Hospitals  1.01 7.06 17.14 19 5 21 

Derby Teaching Hospitals  0.88 9.11 15.28 17 12 16 

King's College Hospital  1.32 6.79 15.34 24 4 17 

University Hospitals Bristol  0.38 15.04 11.66 8 31 9 

Imperial College Healthcare  0.84 8.98 17.69 16 11 22 

Blackpool Teaching Hospitals  1.86 11.15 10.78 28 22 5 

Sheffield Teaching Hospitals  0.56 10.65 20.55 10 18 30 

Oxford University Hospitals  1.47 10.81 14.73 26 19 15 

University Hospital Of South Manchester  1.16 9.70 18.24 21 15 25 

University Hospitals Of North Midlands  0.66 11.08 19.94 13 21 28 

Bradford Teaching Hospitals  3.29 8.77 16.45 33 10 20 

Royal Liverpool And Broadgreen University Hospitals  0.37 12.62 20.42 7 27 29 

University College London Hospitals  0.75 10.91 34.23 14 20 33 

South Tees Hospitals  2.30 11.15 14.11 31 23 13 

York Teaching Hospital  2.04 14.54 13.38 30 30 12 

Nottingham University Hospitals  0.97 18.86 18.08 18 32 24 

Royal Free London  1.22 11.29 21.37 22 24 31 

University Hospitals Birmingham  1.07 12.52 24.51 20 25 32 

The Newcastle Upon Tyne Hospitals  1.67 19.36 15.41 27 33 18 

Leeds Teaching Hospitals  1.87 12.60 19.76 29 26 27 

Central Manchester University Hospitals  2.43 13.11 17.97 32 29 23 
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PUBLIC TRUST BOARD PAPER 

 
Title Mortality Performance Report – April 2017 
Author Sharron Oulds- Head of Clinical Effectiveness 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer / Deputy 
CEO 

Date  27 April 2017 
 
1. Purpose  
 
The purpose of this paper is to provide an overview of Trust-level mortality data for the time 
period April 2016 to March 2017, and performance for the time period October 2015 to 
December 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 April 2016 and March 2017 is 

84.5%. 
• Between April 2016 and March 2017 there have been 3 confirmed NCEPOD E graded 

deaths. 
 
High completion rates for primary mortality reviews highlight excellent engagement with 
clinical staff with the mortality review process. 88.36% of completed primary reviews 
between April 2016 and March 2017 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 188 identified opportunities graded B-E for learning 
from deaths between April 2016 and March 2017. 
 
Mortality indicators: HSMR  
• The Trust HSMR value for the latest available 12 months of data (January 2016 – 

December 2016) is 101.0. 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. The Mortality Review Committee continues to 
undertake investigations into diagnosis groups with a higher than expected 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 January 2016- December 2016 the Trust received 83 mortality alerts, 34.9% 

of which are positive alerts. 
Each month, diagnosis and procedure groups which have generated negative alerts through 
Dr Foster (significantly more deaths than expected) are discussed at the Mortality Review 
Committee and appropriate action is agreed to address the alerts. 
 
Mortality Indicators: SHMI 
• The SHMI value (October 2015- September 2016) is 1.1079 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 

There are no risks on the risk register 
 

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 Patient 
Safety Committee, which provides assurance to Quality Governance Committee. Trust 
Board regularly receives a report on mortality performance and this will increase to every 3 
months going forward to meet national expectations. 
 
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 Board is asked to note the Trust’s mortality performance for the given time period. 
 
Sharron Oulds- Head of Clinical Effectiveness  
7/4/2017 
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University Hospitals Coventry and Warwickshire Mortality Performance 

Report – April 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 
out 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’ of 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 Trust Board six monthly. This will 
increase to quarterly to meet relevant national recommendations. 
 

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 April 2016 – 31 March 2017 there have been 1952 
requested primary mortality reviews for inpatients (and those who died within 
the Emergency Department), 84.5% of which have been completed 
(1651/1952). Of the 298 reviews still to be completed 34% of these are still 
within the 30 day time scale for completion (100). When reviews which are not 
yet due to be completed are removed from the analysis, the completion rate 
for primary mortality reviews is 89.1%. 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 April 2016 and 31 March 2017. It highlights that 88.36% (1458) of 
reviews were graded NCEPOD A for ‘good care’. 
 

 
 
Figure 1: NCEPOD Classification Rate (All data extracted 6th April 2017) 
 

2.2  All patients who are graded NCEPOD B-E 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 April 2016 and 31 March 2017 which have had a 
completed primary mortality review, there were 188 requested secondary 
reviews (cases graded NCEPOD B-E), suggesting 188 opportunities for 
learning. This figure is likely to increase as more primary mortality reviews are 
completed.  Currently 66% of these secondary reviews have been completed 
(124).  Of the incomplete secondary mortality reviews, 13.3% are still within 
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the 2 month allocation for completion (25 reviews). Of the completed 
secondary reviews, 17.5% (33 reviews) of these have been re-graded to 
NCEPOD A (good care) following discussions with their specialty’s team 
members. The Trust is committed to identifying areas for improvement in an 
open and transparent manner which is highlighted by the number of cases re-
graded. 
 

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 April 2016 and 31 March 2017 there have been 11 
cases graded NCEPOD E at primary mortality review. Of these, 11 have been 
presented at the Mortality Review Committee for discussion and action. Of 
the11, 8 were re-graded to a lesser grade at Mortality Review Committee. Of 
the 3 remaining confirmed NCEPOD E graded deaths, all were sent to the 
Significant Incident Group for a Root Cause Analysis. 
 

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 
December 2016. The HSMR for the most recent 12 months of data (January 
2016- December 2016) is 101.0. This is within the ‘expected’ mortality range. 
The HSMR value for December 2016 is 92.9 which is also within the 
‘expected’ mortality range. 
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The chart below shows the HSMR trend for UHCW for each month from 
January 2016 - December 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 (January 2016- December 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 January 2016- Dec 2016 the Trust received 83 mortality alerts, 
34.9% of which have been positive alerts.  All negative mortality alerts have 
been reviewed by the Mortality Review Committee and appropriate actions 
assigned and monitored for completion. 

 
 
 
 
 
 
 
 
 
 
 

 
Figure 3: Mortality Alerts received by Month of Alert 
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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 October 2015 – September 
2016 (published by NHS Digital, in March 2017). The majority of Acute Trusts 
in this publication were within the ‘expected’ mortality range (81.6%; 111 
Trusts). UHCW is also within the expected range in this publication, as the 
value is 1.1079. During this time period there were 2916 deaths recorded 
compared to 2,632 ‘expected’ deaths. The majority of deaths were inpatient 
deaths (70.9%), and 29.1% 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 2 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. 
 
There have been no further outlier reports received up to end of March 2017. 
 

8.0 Additional Developments 
 
8.1 Learning from deaths National Guidance from CQC and National Quality 

Board 
 

In December 2016 the Care Quality Commission (CQC) published a report of 
the findings of a review of how NHS trusts identify, investigate and learn from 
deaths of people under their care. It concluded that many carers and families 
do not experience the NHS as being open and transparent and that 
opportunities to learn across the system from deaths that may have been 
prevented are missed. Since the publication of the CQC report, a letter has 
been received by the Trust in February 2017 from NHS Improvement setting 
out their expectations in relation to the recommendations made by the CQC. 
This has been followed by a 1st edition report published by the National 
Quality Board in March 2017 outlining a framework for the implementation of 
the recommendations. 
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The Trust has undertaken a gap analysis which demonstrates it already 
meets many of the recommendations, however the key areas of focus going 
forward are: 

• Review of the current policy to include recommendations from the CQC 
report 

• Review of mortality review forms and templates to include avoidable 
harm and capture additional data required 

• Strengthen the involvement of families and carers in the review of 
avoidable deaths  

 
Author: Sharron Oulds Head of Clinical Effectiveness.  
April 2017 

 
 

 - 6 - 



 
 

PUBLIC TRUST BOARD PAPER  
 

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

Meghana Pandit, Chief Medical and Quality Officer 

Date  27 April 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 January 
2017 was 92% and February was 79%. The figure for December and the full Quarter will 
be available in May 2017. The Trust received 141 complaints in Quarter 3, which is higher 
than the previous quarter. The complaints department have 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 top primary subject most complained about, followed closely by 
clinical treatment of surgical patients and  then values and behaviours of staff. 
 
Of the nine cases decided by the Ombudsmen in Q4 5 were not upheld, 1 partially upheld 
and 3 were withdrawn. 
 
The PALS are now able to monitor and report on the performance against the 5 working 
day response standard. It is encouraging to note that for Q4 performance was 88% 
against a target of ≥90%. Q4 had the most enquiries than any other quarter in 2016-17. 
Work continues to improve processes and the service is gathering satisfaction rates with 
users to gather feedback for improvement. 78% of enquirers would be extremely likely or 
likely to recommend PALS to friends or family. 
 
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 and Ophthalmology and Radiology and concern waiting times for 
procedures and appointments, communication with patients and waits for scan results. 



 
The highest 3 performing KPIs on Impressions, the Trust’s bespoke patient survey 
system are cleanliness, politeness and respect and kindness and compassion. 
Conversely the lowest 3 KPIs are parking, doing things on time and food and drink. 
 
University Hospital, Coventry increased by half a star in  Q4 on NHS Choices taking it to 
4 out of 5 stars, while the Hospital of St Cross  maintained 5 out of 5 stars.   
 
The patient experience team continue to produce easy read patient information leaflets in 
conjunction with Grapevine, and British Sign Language videos have been produced for 3 
of the easy read leaflets. A stakeholder engagement survey was also undertaken in Q4 to 
understand from staff how users are involved and engaged with services. A report 
detailing recommendations was presented to Patient Experience and Engagement 
Committee on 13 April. 
 
The second digital compliments book has been distributed to staff electronically and staff 
can now enter any compliments they receive via a short Datix form on TrustNav. 
 
Board Walk rounds continue on a monthly basis with departments sharing their ideas for 
positive change with senior colleagues and actions have been followed up from Q3 visits 
with a number of changes having been made. 
 
4. Areas of Risk 
 
Health Information - 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 future staffing structure. 
 
5. Governance  
 
NHS Constitution 
 
Principle 4 – The NHS aspires to put patients at the heart of everything it does NHS 
services must reflect and should be coordinated around and tailored to, the needs and 
preferences of patients, their families and their carers. 

 
Principle 7 - The NHS is accountable to the public, communities and patients that it 
serves. 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical and Quality Officer 
 
7. Recommendations 
 
The Board is asked to note the Patient Experience Quarterly Report 
 
Name and Title of Author: Anita Kane, Associate Director of Quality 
Date:  18 April  2017 
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Compliments – Examples of Compliments Received via Feedback and Impressions 
The Feedback inbox is used by the Complaint Department and PALS for 
complainants and service users to communicate with the Trust via email.  As well 
as being used to communicate concerns, it can also be used to communicate 
compliments and/or praise to individual members of staff or teams. 
 
The Impressions website is used by the Patient Experience Team for service users 
(patients, family members and visitors) to provide the Trust with their comments 
about their experience, often via the Friends and Family Test (FFT). 
 
  

“I went to the blood taking unit at 
Hospital of St Cross, Rugby and I 
was so impressed by the service 
and the staff; I found the service 

to be efficient and friendly.  In 
fact the friendliness of the staff in 
the unit made the visit so much 
the better. In these times when 

the NHS is taking a battering, it is 
easy to criticise and people are 

not so quick to praise.” 
 

Phlebotomy 
Feedback #13833 

Patient had "great 
care" while at UHCW 

ward; staff were 
“caring and 
reassuring” 

 
Foetal Well-Being Unit 
Women and Children’s 

Feedback  #13216 

“The nursing staff were 
all very friendly & 

informative & made my 
stay as comfortable as 
possible & being in a 

room of my own was an 
unexpected bonus.” 

 
Rugby Day Surgery Unit 

#233639 

“My mother was initially in 
ED, then AMU1 and finally 

Ward 10. All 
wards/departments were 

excellent in the appearance 
of cleanliness, kind and 
caring staff, and general 
efficiency. I felt that my 

mother was safe & well cared 
for.” 

 
ED, AMU1, Ward 10 

#233642 

“My Dad received the most 
fantastic care from all the staff. 
Initially he was in MDU then on 
ward 3 for a couple of days. He 

was then taken to ward 21 for the 
rest of his stay. Nothing was too 

much trouble for the staff. 
Everyone was so cheerful and 
friendly and coped with very 

difficult patients so well. There is 
so much negativity about the NHS 
that we wanted to give our praise 

to you all. With grateful thanks 
from all my family.” 

 
MDU, Wards 2 and 21 

Feedback #13849 

“Friendly, supportive, 
professional staff that 
make you feel relaxed 
and confident that you 
are in good hands. The 

waiting area in the 
Arden Centre is very 

comfortable.” 
 

Arden Cancer Centre 
#227265 

= Impressions = Feedback 

“The staff are so 
welcoming and friendly 

and make you feel at 
home. I am pleased 
with my care and 

treatment yesterday 
and would highly 

recommend ward 34 to 
others” 

 
Ward 34 Haematology 

#233094 
 

“Your staff were 
friendly and 
welcoming. 

Explaining everything 
clearly and very 

efficient and helpful. 
A big thumbs up to 

them .” 
 

Endoscopy Unit 
#227008 

Enquirers would like to 
compliment the 

treatment and care 
their daughter received 

whilst a recent 
inpatient  

 
Ward 15 Paediatrics 
Feedback  #13147 

“Sometimes when we 
struggle you are the best, I 

thank you all from the 
bottom of my heart. You 
make me feel safe even 

though I drink all your tea, 
boring you all with me 

donkeys, horses, chickens 
and many more.” 

 
Rehab Team 

Feedback #13957 
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Patient Relations 
(PALS and Complaints) 



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

A total of 1041 enquiries were received in Quarter 4 which confirms the 
enquiries are being consistently recorded onto Datix.  Further analysis 
confirms the PALS average monthly workload to have increased to 347.  Of  
the 1041 enquiries, 19 are  cases are currently still open. 
 
Since 9 November 2016, a PALS Officer has supported the Health 
Information Centre daily from 9am to 1pm until staff vacancies have been 
filled.  There has been a significant increase in the number of contacts 
visiting the PALS office, demonstrating the importance of PALS being 
located in a central and visible location.  

Outpatient appointments (delays and cancellations) remains the top 
enquiry; this is an increase from Quarter 3.  New for this quarter in the top 
5 enquiries received by subject is Facilities.   Analysis shows this is due to 
car parking availability and payment machines.   
 
Communication/Information to Patients remains on the top 5 with an 
increase from Quarter 3. Concerns raised include breakdown in 
communication between staff, patients and departments.  Trust policies 
and procedures has increased since last quarter; this is again wide 
ranging, including enquiries about Access to Health Records, the 
accuracy of health records, FOI requests and travelling expenses.  
 
Waiting times has increased from the last quarter with enquiries relating to 
waiting times for procedures/surgery. The top 3 specialty group  for this 
quarter are Surgery, Specialist Medicine and Ophthalmology and Core 
Services.  Surgery enquiries relate to waiting times for procedures and 
communication with patients.  Specialist Medicine and Ophthalmology 
relate to  waiting time for appointments.  Core Service enquiries relate to 
car parking, mortuary arrangements and formal complaint enquiries. 
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New Enquiries received by Quarter  

Q1  
(16/17) 

Q2 
(16/17) 

Q3 
(16/17) 

 
Q4 

(16/17) 
 

Received via 
telephone 420 406 443  434 

Received via 
Feedback/ 
email 

 304 242 270  345 

Received in 
person 119 208 189  234 

Received in 
writing 37 30 27  28 

≥90% of 
enquiries 
resolved or 
referred in 5 
working days 

77% 91% 90% 88% 

Total Number 880 886 929  1041 

Top 5 Enquiries received by subject 

Appointments (Delays and Cancellations) 194 

Trust Policies and Procedures 192 

Waiting Times  131 

Communication/Information to Patients 107 

Facilities 67 



6 

  
Yes 

completely 
% 

Yes to some 
extent 

% 

No 
% 

Did you find the PALS staff 
approachable and supportive? 

 
76%  ▲ 

 
24%▲ 

 

 
0%▼ 

Did you feel that PALS 
understood your enquiry? 

 
74%▼ 

 
19%▲ 

 
6%▼ 

Did PALS clearly explain how 
they could help you? 

 
48%▼ 

 
45%▲ 

 

 
6%▼ 

Did PALS do what they said 
they would do? 

 
68%◄► 

 

 
29%▲ 

 

 
3%▼ 

Were you happy with the speed 
in which PALS responded to 

your enquiry? 

 
77%▲ 

 

 
19%▼ 

 
3%▼ 

Did you feel you were kept 
reasonably informed of 

progress during the handling 
of your enquiry? 

 
60%▲ 

 
30%▼ 

 
10%▼ 

How likely are you to 
recommend PALS to friends 

and family? 

 
Extremely Likely 61%,   Likely 17% 

Unlikely 3% 
◄► 

 

KEY 
No change from  Q3◄► 
Improvement from Q3 ▲ 

Reduction from Q3 ▼ 

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 
PALS Co-Ordinator reporting to the Patient Experience and Engagement Committee.  
To date there has been  30 responses in quarter 4 compared to 29 responses in 
quarter 3.    

PALS –Feedback in Quarter 4 
An example of the compliments the PALS staff received in 
Quarter 4.  These compliments are evidence of the way in 
which PALS demonstrates the Trust’s values and behaviours. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

“Thank you to PALS 
for acting so 

quickly, and putting 
my mind at rest” 
Datix ID  #12923 

“With the intervention 
of PALS, patient now 

has a date for 
surgery” Patient 

visited PALS to thank 
Kirean in person 
 Datix ID #12915 

“Thank you to 
Annette for all her 

help during my 
husband's 

admission prior to 
his death” 

Datix ID  #13324  

“Thank you so 
much Ellie.  You 

have been 
soooooo helpful, 

great work!" 
Datix ID #12858 

 
"In the first instance, I 
would like to say thank 
you very much for the   
quick action of PALS 

involving in my case. It 
means a lot for me. 

I'm a really appreciated 
for help and once 
again, thank you" 

Datix ID #13293 



PALS – Examples of PALS Enquiries Received in Quarter 4 

ID Concern, Action and Outcome 

13315  Concern: Patient contacted PALS and explained that she requires steroid implants in both her eyes and this cannot be done on the NHS.  
However, if she has “cataracts removed on the NHS, the steroid implants can be put in at that stage”. She explained that her Consultant had 
“suggested growing a cataract in both of my eyes to have the removal surgery so I fit the criteria”   She requested an update on this surgery. 
Action: PALS liaised with the Consultant Ophthalmologist who explained the system is based on NICE guidance which is all about cost 
effectiveness. He has already advised the patient that Ozurdex steroid implant is approved by NICE only for patients who have already had 
cataract surgery. This is because the treatment can cause cataracts and the added cost of cataract surgery did not meet approval criteria with 
NICE.   
Outcome: This information was relayed again to the patient by the PALS Officer; she was unhappy with the response.  PALS advised her to 
come back to the service if she had further questions or required further clarification. 

13310 Concern: PALS attended a meeting with a Superintendent Radiographer, a patient and the enquirer regarding issues around a referral for an 
MRI scan, pacemaker compatibility and communication with department. 
Action: At the meeting it was agreed that due to the kind of pacemaker the patient had, the MRI scan would be unable to go ahead; an 
alternative scan was arranged, though the patient later declined the scan due to their decision not to go ahead with surgery. 
Outcome: the patient information leaflet previously given to patients preparing to attend for an MRI scan has now been amended to reflect 
potential issues with pacemaker compatibility, so as to avoid further issues when patients are referred for an MRI scan.  The Superintendent 
Radiographer thanked the patient and enquirer for raising this issue in order to improve the service. 

12832  Concern: Enquirer is a neutropenic sepsis patient and has made several attempts to contact the Haematology Department on Ward 34 but has 
been unable to get through. Patient has developed symptoms and would like a member of staff from the department to contact him. 
Action: PALS spoke to member of staff in Haematology, who confirmed that that query had been dealt with previously as the patient's daughter 
had contacted department and had spoken with Consultant Haematologist and advised regarding patient.   Staff member also confirmed that 
the issue raised about communication was raised with Ward Manager, who confirmed that phones were manned and answered on day in 
question.  
Outcome: The PALS Officer contacted the patient to ensure he was satisfied with the outcome; he advised he was happy with the outcome of 
the enquiry. 

12896 Concern: Patient in a lot of pain and cannot sit up to eat/drink.  Meal was taken away cold and staff said they would order cottage pie. Waited 
so long for food, in the end her daughter went to main restaurant and brought food herself. Patient and daughter would like assurances patient 
will be assisted at meal times. 
Action: PALS spoke with the Ward Manager regarding the patient’s wait for food and was provided assurance that the patient would be 
provided some assistance at meal times.  
Outcome: The PALS Officer spoke with the family who confirmed this was now happening; PALS asked the family to come back to the service 
should they require any further assistance. 

Below you will see a series of examples of PALS enquiries received throughout Quarter 4; 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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Performance Management  
An Enquiry Management Plan has now been approved and implemented within the PALS.   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. 
 
Training 
PALS Officers have attended the following training - Mental Health Capacity (DoLS and Restraint), Mortality Training, Datix Training, Brilliant Basics, Human 
Factors and Safeguarding Level 2. 
 
The PALS Co-Ordinator and a PALS Officer were involved in the Band 5 Training Day and delivered a presentation on the service and the assistance it 
requires from staff to resolve concerns. 
 
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 4,  15 of the enquiries registered by PALS were forwarded onto the Complaints Team. 
 
Engagement  
The PALS have recently produced a ‘spotlight’ review on lost property which has lead to the development of a Lost Property Working Group; PALS is 
represented on this group by Annette Jarrett, PALS Officer.  The PALS Co-Ordinator now reports bi-monthly to the Patient Experience and Engagement 
Operational Committee to provide data gathered by the service to promote learning opportunities within UHCW. A thematic review was undertaken on the 
“Communication around waiting times for surgery at UHCW” and this will be disseminated through a number of communication. 
 
Compliments 
Datix now has a “Compliments/Thank you” page which is very quick and easy to complete.  The PALS have contacted Ward Managers, Modern Matrons 
and Department Leads to encourage all staff to enter compliments received.  The PALS Co-Ordinator will produce data from Quarter 1 for each area.  
Regular communication will be sent to senior staff to encourage completion of the “Compliments/Thank you” section. 
 

PALS – Developments in Quarter 4 
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Complaints – Overall Performance 
This table demonstrates the overall performance of the Trust’s key performance indicators with regards to complaints management, and compares January, 
February and March with the previous 3 Quarters.  

9 

Quarter 1 
2016-17 

Quarter 2 
2016-17 

Quarter 3 
2016-17 

January  
2017 

February  
2017 

March 
 2017 

Total number of formal complaints 
received 160 180 126 

39 52 50 

141 

Average monthly number of 
complaints received 52 60 42 

39 52 50 

47 

% of complaints acknowledged 
within 3 days 97% 88% 89% 

34 45 48 

90% 

% of complaints responded to in 
25 working days 89% 47% 58% 

92% 79% TBC – Available 
11.5.17 

TBC – Available 11.5.17 

Oldest open complaint at end of 
quarter* - - 55 working 

days 110 working days 

Total number returned for further 
local resolution (FLR)*** 25 18 22 

5 3 7 

15 

Total number of PHSO requests 6 6 8 
3 4 1 

8 

* This is a new measure and due to the data being the status at a point in time it cannot be reported retrospectively. 
** This complaint was a further letter of complaint and was responded to at 119 working days. As at 20.4.17 the oldest case is at 65 working days.  
*** This number represents the number of complaints received by the Trust for further local resolution following the original complaint response being received by the complainant.  These further 
complaints can be received up to a year or more after the original response has been sent to the complainant and is not related to the total number of complaints received in the month. 
 



Complaints  

25 working day response standard  
The high number of complaints received in Quarter 2 took the complaints caseload 
to over 100 cases. The high caseload impacted on the speed in which all 
complaints were progressed, resulting in low performance against the 25 working 
day standard throughout Quarter 3 with performance only being recovered in 
December 2016. The improvement in performance continued in quarter 4, with the 
standard being achieved for the first time for those complaints received in January 
2017. 
 
The Complaints Office has worked hard to ensure those complaints that have 
exceeded the 25 working day standard continue to be progressed during the efforts 
to recover performance against the 25 working day standard.   
 
Further local resolution (FLR) analysis   
It is very promising to note that the fewest number of complaints were returned for 
Further Local Resolution in Quarter 4, suggesting that the increased caseload 
throughout Quarter 3 has not negatively impacted the quality of complaint 
investigations or complainant satisfaction. The Complaint Office is always working 
to improve the quality of complaint investigations and the complainant experience 
and it is it encouraged by the reduction in the number of complaint returned for 
further local resolution.  
 
Parliamentary and Health Service Ombudsman (PHSO) 
Of the 9 complaints decided by the PHSO in Quarter 4, 3 were withdrawn, 5 were 
not upheld and one was partially upheld. The low uphold rate is very reassuring 
and is a reflection of the quality of care and treatment being provided as well as the 
quality of the complaint investigations. Where the PHSO identifies failings, actions 
are always generated to ensure we learn and improve and these are recorded and 
tracked via the Complaints Actions Module.  
 
Complainant satisfaction  
The Complaints Satisfaction Survey was completed 37 times in Quarter 4 and the 
results were reviewed at the Quarterly Patient Relations Management Team away 
day.  
 
76% felt we understood their complaint 
70% felt that their concerns were treated seriously and with sensitivity  
54% felt that we fully addressed their complaint      
78 % felt that our complaint response was clear and understandable  

65% felt that we responded in a reasonable amount of time  
36% advised that they were satisfied with the overall way their complaint was 
handled and 22% were neither satisfied nor dissatisfied 
 
Learning from complaints   
The success of the pilot using the Datix Actions Module to record and track actions 
through to completion means that this will now be rolled out across all clinical 
groups. This will allow clinical groups and the Trust to evidence that complaints are 
used as a tool to learn and improve.  
 
To facilitate local learning, all clinical group leads have been given access to the 
Datix Complaints Module so that they can review their complaints locally. The 
Complaints Department is currently working with the Datix team to create 
dashboards for the Group Leads to provide them with live information on the 
complaints concerning their group. 
 
The complaints team have also been fully involved in the NHS Resolution’s 
(previously NHSLA) data analysis pilot to analyse patient safety, complaints and 
claims data concerning maternity and orthopaedics. The pilot is still in process but 
some positive actions have already taken place, such as a report being created to 
show the number of complaints that progress to claim allowing further analysis to 
take place. 
 
Clinical Commissioning Group (CCG) Review 
The CCG has completed their review of the Complaints Management at UHCW, 
which included reviewing a large sample of complaint responses and the complaint 
handling processes. The outcome of this will be considered at PEEC. 
 
Datix review  
The Complaints Team are reviewing the Datix Complaints Module to ensure that it 
is being utilised to its full potential in supporting the effective and efficient registering 
of complaints and the complaint investigations.  A number of areas for improvement 
have already been identified, such as amending the layout of the forms to make 
them more intuitive.  
 
The quarterly submission to NHS Digital is now also being reported directly from 
Datix removing the need for manual recording.  
 
Internal Audit  
The Complaints Team are scheduled to receive an internal audit it Quarter 1 and it 
is intended that the findings will be presented to PEEC. 
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Parliamentary Health and Service Ombudsman (PHSO) 
The PHSO accepted 7 complaints for investigation in Quarter 4, which is in line with previous quarters.  This brings the total number of complaints under 
investigation with the PHSO to 21.  

Complaints – Parliamentary Health and Service Ombudsmen (PHSO) 
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ID 
PHSO 

Request 
Received 

Specialty Main Issues 

5970 28/02/2017 Neurosciences  
Complaint raised by husband about care provided to late wife, including loss of 
property, lack of compassionate care, failure to provide female carers and failure to 
ensure wife taking medication.  

5971 18/02/2017 Neurosciences  

Patient has complained about a number of aspects of care, including failure to provide 
timely and adequate care, being told that a procedure is not available on the NHS but can 
be performed by the same consultant privately, failure to swab for MRSA and the loss of a 
swab that delayed discharge.  

7621 20/02/2017 Surgery  
Complaint raised by daughter about treatment provided to late father. Complainant feels 
there were delays in operating and that sepsis went untreated and that these issues 
contributed to the patient’s death.  

8462 13/01/2017 Cardiac and Respiratory  
Mother complained about care provided to her daughter. She specifically raised concerns 
that the Trust failed to diagnose a Pulmonary Embolism when her daughter attended the 
Emergency Department on three separate occasions.  

8945 27/02/2017 Cardiac and Respiratory  

Complaint about the care and treatment provided to late father. Complainant raised 
concerns about staffing levels, staff attitude, the level of monitoring, communication, 
delays in assessment and inadequate treatment, delay in discharge planning, post mortem 
care and complaint handling. Complainant feels the issues raised contributed to patient’s 
premature death and suffering in final days.  

10507 24/01/2017 Surgery  
Patient has complained about the quality of a skin graft, consent issues, inadequate 
explanation of on going bleeding and contradictory information provided regarding an 
infection.  

11911 09/02/2017 Trauma and 
Orthopaedics and Rugby  

Complaint about the care and treatment provided when attended for hip replacement 
surgery. Concerns about the decision made by staff over administering morphine and feels 
that staff failed to recognise and treat pain and swelling following surgery. Also unhappy 
with the PALS handling of her concerns.  



The PHSO decided 9 complaints in Quarter 4 the outcomes of which are set out below:  
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Complaints – PHSO cases decided 

ID Specialty Decision Findings  

4642 
Emergency 

Services and 
Acute Medicine  

Withdrawn  
   PHSO provided no further information on why the case was withdrawn 

7726 
Renal Services 

& Acute 
Medicine  

Not upheld 

The patient raised concerns that the Trust failed to address the distress he was suffering as a result of abuse 
by, for example, not allowing him a side room and by not prescribing medication prescribed by his GP. Also 
complained that the Trust failed to identify heart rhythm disturbances.  
 
The Ombudsman found that side rooms were appropriately prioritised based on clinical need, that appropriate 
medication was prescribed and that the care and treatment provided in relation to the heart rhythm 
disturbances was in line with good practice.  

8024 Cardiac and 
Respiratory  

Partially 
upheld 

The patient complained that following an operation to remove an abscess from her wrist she was discharged 
from the Trust with Sepsis, that she did not receive appropriate after care and that her dressings were not 
changed frequently enough.  
 
The Ombudsman found that dressings were not changed in line with best practice but that the remainder of 
the care and treatment was appropriate. The Ombudsman findings will be shared at the Trauma and 
Orthopaedics QIPS and via their News Letter to ensure that staff are able to learn and improve from this case.  

8106 
Trauma and 
Orthopaedics 

& Rugby  
Not upheld 

The patient complained that they had not had their hip operation within the 18 weeks referral to treatment 
standard. The Ombudsman found that we did not meet the standard but that this was due to matters outside of 
our control.  The Ombudsman provided general feedback that we could have better communicated the waiting 
times to the patient but this did not alter their decision.  
 
The Hip Preserving Service has ceased all new patient referrals to enable the Trust to reduce the backlog and 
they are in the process of recruiting an additional surgeon. The Ombudsman decision has been shared with 
the Group Manager for Trauma and Orthopaedics for their consideration about how communication can be 
improved going forwards.  

8123 
Specialist 

Medicine & 
Ophthalmology  

Not upheld  The patient complained that there were failings in diagnostic investigations, treatment and pain management. 
The Ombudsman found no failings in the care or treatment provided.  

Continued on next 
page. 



The PHSO decided 9 complaints in Quarter 4 the outcomes of which are set out below:  
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Complaints – PHSO Cases decided 

ID Specialty Decision Findings  

8177 
Trauma & 

Orthopaedics 
and Rugby  

Not upheld  
The patient complained that a surgical procedure was not carried out properly causing harm and that an 
inappropriate referral was made to the crisis team. The Ombudsman found that the procedure had been 
performed correctly and that it was not inappropriate to make a referral to the crisis team in the circumstances.  

 8468 
Trauma & 

Orthopaedics 
and Rugby  

Not upheld  

A daughter complained about the care and treatment her late mother received during and following hip 
replacement surgery, including a failure to recognise complications following surgery, poor nursing care such 
as patient being left in soiled bed, failure to prevent pressure sores, inappropriate discharge, refusal to provide 
life-saving treatment, poor documentation and poor complaint handling.  
 
The Ombudsman found that the Trust’s responses were reasonable and that there were no failings in the 
medical care provided. They found that where the nursing care and the documentation had fallen below 
expected standards, the Trust provided an appropriate apology when responding to the complaint.  
 

10200 Theatres and 
Anaesthetics  Withdrawn  Patient withdrew the complaint from the Ombudsman as they were satisfied with the current care plan.  

10941 Care of the 
Elderly  Withdrawn  Withdrawn – returned back to the Trust for further local resolution.  



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.  
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Complaints – Top 5 Subjects   
(as categorised by the K041a return) Total Complaints – Top 5 Sub-Subjects  

(as categorised by the K041a return) 

Communications 50 

Communication with patient = 18 
Communication with relatives/carers = 11 
Care needs not adequately met = 6 
Attitude of Medical Staff = 5 
Attitude of Nursing Staff/Midwives = 4 

Clinical Treatment - Surgical Group 41 

Post-treatment complications = 6 
Care needs not adequately met = 5 
Delay or failure in treatment or procedure = 5 
Communication with patient = 5 
Dispute over diagnosis = 3 

Values and Behaviours (staff) 41 

Attitude of Medical staff = 14 
Attitude of Nursing Staff/Midwives = 13 
Communication with patient = 5 
Attitude of Admin and Clerical Staff = 5 
Care needs not adequately met = 4 

Patient Care including Nutrition / Hydration 38 

Care needs not adequately met = 13 
Other: Patient Care including Nutrition/Hydration = 6 
Discharge arrangement (including lack of or poor planning) = 5 
Communication with a patient = 5 
Failure to provide adequate care (including overall level of care provided) = 4 

 
Clinical Treatment - General Medicine Group 
 

36 

Other: Clinical treatment = 9 
Care needs not adequately met = 6 
Communication with relatives/carers = 5 
Delay or failure in ordering tests = 5 
Incorrect diagnosis = 4 



Complaints – Learning from Complaints 
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Complaint  
Concerns were raised regarding unreasonable delays in diagnosing a patient's cancer of the oesophagus, the uncaring way in which endoscopies were 
repeated several times without apparent management of the risks, poor communication to the family regarding decisions made and the diagnosis, failure to 
provide the correct nutrition to the patient and a lack of community level support. 
 
Response  
A meeting took place on 29 June 2016 between the patient, his family, Lead Nurse for Patient Experience, Head and Neck Consultant, Consultant 
Gastroenterologist, Consultant Oncologist, Upper GI CNS and Community Nutrition Support Dietitian. The meeting focussed on the patient's diagnosis and 
an explanation of why this took an extended time. Patient underwent a nasendoscopy that revealed an abnormality. It was confirmed that the patient was not 
informed of the suspicion of cancer at this time as there could have been many reasons for this abnormality. Results of a barium swallow  were discussed at  
a MDT and an oesophagoscopy was recommended. This procedure was delayed, an apology was made. It was outlined that the patient had a difficult 
diagnosis which was complicated by cardiac issues. The Trust confirmed that although it was accepted that there was a delay the management was 
appropriate . Apologies offered that communication was not as good as it should have been  and that the  family were not made aware of the decision 
making by the clinical team.  The Trust clarified that the patient was to be informed of a cancer diagnosis in clinic but the results were communicated by an 
ED doctor at an unexpected attendance. Apologies offered for any distress caused during this time. It was also outlined that the Dietician made a mistake 
with the feed that was supplied to the patient and an apology was made. The Trust confirmed that the three week wait for an appointment was due to the 
Consultant being on-call and on annual leave.  
 
Actions as a result of the local resolution meeting 
In complex cases following an MDT the team will be proactive in bringing patients back to clinic sooner. 
Type of feed as well as volume to be checked by Dietitian in future. 
 
Parliamentary & Health Service Ombudsman (PHSO) 
Following the meeting the patient approached the PHSO for an independent investigation into his complaint. 
The PHSO found failings in one specific part of patient’s management and  believe this led to a four week delay in his treatment pathway. They were not 
persuaded however that this delay had any impact on the patient’s outcome. They also commented on the Trust’s handling of the complaint, they felt is was 
unreasonable for the Trust to state that they would ‘try’ to learn from the experience. 
 
Actions as a result of a PHSO investigation 
1.The importance of arranging clinical cover during times of absence was reiterated via the Trust wide safety message alert system in February 2017. 
2. PHSO findings were shared at a Complaints Team Meeting and Complaint Officers were reminded of the importance of communicating information 
accurately and sensitively.  
3. PHSO findings were shared at  the Specialty Group Quality Improvement and Patient Safety meeting by the Clinical Lead for Head & Neck. 
4. Consultant concerned was asked to revise his practice to ensure that appropriate clinical cover is provided during times of absence. 
5. All Clinical Directors were reminded of the importance of adequate resource planning to ensure continuity of care 



Complaints – Examples of the Complaints Received in Quarter 4 

ID Main Issues of Complaint Outcome and Actions Taken 

12773  
 
Wait Times 

Patient has been under eye specialist for 
approximately 2 years and has had a procedure to try 
to rectify dry eye problem. Patient advised by 111 to 
attend Eye Casualty. Patient unhappy that she had to 
wait for two hours to be triaged by a nurse when she 
had been referred as an emergency. 

Explained how triage system works and confirmed that patient was coded as 'green' 
as no immediate threat to eye sight. 
 
Actions: Explanation provided that current appointment system is under review and 
a new system is to be introduced by the Ophthalmology Department.  The waiting 
time boards are also to be updated and the patients informed verbally every two 
hours of the current situation to try and keep them better informed. 

12514  
 
Clinical 
Treatment 
- Surgery 

Patient with previous basal cell carcinomas (BCC) 
which were treated successfully. Agreed to remove 
further tumours via punch biopsy. Patient underwent 
two biopsies but on next visit was told further 
treatment was required. Micrographic surgery was 
suggested which patient did not feel was fully 
explained .Patient is now questioning why a different 
procedure was performed to that which was 
previously agreed. He has been left with scarring. 

Explained management plan for BCCs including why a particular biopsy was 
required and the purpose of the Mohs Surgery. Explanation as to how scarring can 
take a year or more to improve. 
 
Actions: Consultant personally contacted patient and offered a consultation to 
discuss concerns. Meeting went ahead and Consultant confirmed that patient 
appeared happy with explanation around the procedure and scarring (outcome). 

12747  
 
Clinical 
Treatment 
- General 
Medicine 

Patient admitted via ED with a head injury. Wife 
advised that he had a bleed on the brain, and would 
die within a matter of hours. Patient was kept pain 
free and comfortable whilst in ED and was then 
transferred to Ward 21M where he was comfortable 
for the first few hours but then became restless and 
appeared in pain.  Wife had been advised that a 
syringe driver would be administered but nurses only 
gave Morphine stating no authorisation had been 
given for further pain relief. Further delays 
experienced as paperwork had to be completed as 
the syringe driver had not been written up. Patient 
experienced pain and discomfort before his death. 

Explained that it is usual for anticipatory medications to be tried before syringe 
drivers are commenced. All appropriate medications were prescribed and patient 
was initially settled. Apologies offered for lack of communication after patient 
transferred from ED as wife was given impression that a syringe driver would be set 
up when this was not the case.  
 
Actions: Junior doctor plans to organise shadowing with the Palliative Care Team, 
become more familiar with local guidelines and has enrolled on a course which 
focuses on managing difficult situations. All staff involved in the ED have been made 
aware of the complaint and impact of patient's wife being under impression syringe 
driver already prescribed. Complaint to be shared with lead for Hospital at Night for 
overall review. Nursing staff to ensure that they escalate any issues with on-call 
doctors and add a check on the handover sheets that all appropriate medication 
prescribed for the next 24 hours. 

The table below shows examples of complaints received by the Complaint Department in January, February and March 2017; 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 and Public Involvement 
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Patient & Public Involvement – Impressions Quarter 4 
Impressions is the Trust’s bespoke patient survey system which allows feedback from not only patients but relatives, carers and visitors too.  The graphs 
below show feedback from all respondents when asked what service(s) influenced their experience at the Trust and whether the service was, in their 
experience, mainly good or mainly bad.  The green bar shows the percentage (as well as the number in brackets) of respondents who said they had a mainly 
good impression and the red bar the percentage (as well as the number in brackets) of respondents who said they had a mainly bad impression of the 
service noted.  The graphs below show [any] movement between this year’s and last year’s Quarter 4. The Top 3 and Bottom 3 Influential Factors are shared 
at ward level on the Looking After You Nursing Boards. The Trust wide influential factors are detailed on the monthly FFT internal report. 

Quarter  4 2015-16 Quarter  4 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 4 

BOTTOM 3 SERVICE AREAS OF QUARTER 3 2016-17 - ACTIONS BEING TAKEN IN QUARTER 4 
 

Food & Drink:  
• Nutrition and Hydration week was held in March 2017. 
• ISS are currently looking for an alternative catering provider.  Taste tests have been done between existing provider and potential new provider – like for 

like meals have been tasted and well received as well as new items being more visually appealing.  As a consequence, ISS is likely to change its current 
catering provider this year. 

• A finger food menu is now available for those who need it. 
• Menu Tasting – the next menu tasting session will be held in Outpatients on 12th April 2017 between 11.45 am– 2.00pm. 
• Assisted mealtime project – A trial has been started on 20th March 2017 on wards 40, 20 21M, 41, 52, 53, 35.   
• Food Retail Outlets: The  CQUIN for  NHS Healthier Eating has been met with the guidelines being implemented at the Trust  on 4th January 2017, 3 

months earlier  than the 31st March 2017 deadline.  This has resulted in only low salt, low fat and low sugar foods being available in all food retail outlets 
throughout the Trust.  Here is an example of the resulting changes: the removal of low fat crisps, removal of all added refined sugar drinks, fresh fruit 
being available at tills and the removal of chocolate from all units.   

 
Doing things on Time:  
• Launch of Red to Green across the Trust 
• The Patient Access Policy has been updated. 
• Refresher training has been run for all schedulers within the Trust which includes guidance on inpatient booking rules. 
 
Car Parking:  
• Negotiations are ongoing to increase the car parking capacity at the Trust. 

COMPARISON BETWEEN QUARTER 4 2015-16 & QUARTER 4 2016-17 
 

A comparison of Quarter 4’s influential factor results between 2015-16 and 2016-17 show that the scores and ranking of most influential factors have shifted 
considerably. 
 
Cleanliness remains as the top performing influential factor; 98% of users rated this KPI as mainly good, on par with a 98% rating at the same time last year. 
Politeness and Respect has moved up from 5th to 2nd place among the influential factors, though due to the rounding up process, this reflects as only a 1% 
increase.  Kindness and Compassion has slipped to 3rd place compared with scoring 2nd place at the same time last year, and the rating has also declined 
by 1%. 
 
Parking continues to be the lowest scoring influential factor, although it is important to note that the mainly good rating has increased by 5%.  Doing Things 
on Time has shifted to the second lowest performing KPI, with the rating for mainly good decreasing from 90% to 88%.  The mainly good rating for food and 
drink has improved slightly; it has moved from second lowest to third lowest, and the score has increased by 1%.   
 
Feeling Safe has also improved by 1%, while Medical Care has decreased by 1%.  Additionally Staff Knowledge has also improved by 1%, while Information 
and Discharge Process have both remained the same as this time last year. 
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Patient & Public Involvement – FFT Quarter 4 
The Friends and Family Test (FFT) is a national initiative overseen by NHS England. It is an initial single question, which asks patients whether they would 
recommend the NHS service they have received to family and friends if they need similar care or treatment, plus a supplementary question asking why the 
patient has responded how they have. The FFT question is incorporated into Impressions. The results are presented as a percentage of recommenders 
and non-recommenders. The below tables show UHCW’s figures against our internal targets and also the national average for the previous Quarter. We do 
not report on the response rate for some maternity services, as indicated by N/A in the table.  

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

The FFT Response Rate 
The Patient Experience Team undertook some analysis in Quarter 4 to determine which wards and areas had the lowest FFT recommender and response 
FFT rate during a 12 month period (December 2015 – December 2016).  From April onwards, management from the wards and areas with low FFT 
recommender rates and low FFT response rates will be invited to the Patient Experience and Engagement Committee (PEEC) to present updates on what 
actions are being taken to improve these scores, the current process, and to outline any ways in which the committee can assist or support the 
improvement of these scores. At April’s PEEC meeting Children’s ED and Ward 50 presented their action plans for improvement and discussed their 
challenges. 20 

January '17 
Recommender %

February '17 
Recommender %

March '17 
Recommender %

Internal Target 
Recommender %

National Average 
for Q3 16/17

Inpatients 85% 88% 86% 95% 95%
A&E 81% 83% 79% 87% 86%
Antenatal (after 36 weeks) Experience 98% 98% 97% 97% 95%
Birth/Labour Experience 94% 97% 99% 98% 96%
Postnatal (hospital) Experience 83% 96% 99% 93% 98%
Postnatal (community) Experience 98% 99% 98% 97% 93%

January '17  
Response Rate %

February '17 
Response Rate %

March '17 
Response Rate %

Internal Target 
Response Rate %

National Average 
for Q3 16/17

Inpatients 25% 27% 29% 35% 25%
A&E 14% 14% 14% 20% 13%
Antenatal (after 36 weeks) Experience N/A N/A N/A N/A N/A
Birth/Labour Experience 18% 18% 18% 21% 23%
Postnatal (hospital) Experience N/A N/A N/A N/A N/A
Postnatal (community) Experience N/A N/A N/A N/A N/A



Patient & Public Involvement – National Patient Survey Programme 

1. The National Patient Survey Programme has been running since 2002, is a mandatory programme which all Trusts have to take part in.  The 
Programme is overseen by the CQC. 

2. The Programme currently consists of the annual inpatient survey, and the  A&E Survey, Maternity Survey and Children and Young People’s Survey, 
being conducted every 2 years.  Consideration is being given to merging the outpatient survey with the annual inpatient survey. 

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 developing software to track the actions and progress with regard to the surveys undertaken 
as part of the Programme  the monitoring of this will form part of this quarterly report going forward. 

Survey Year Current Status of surveys undertaken as part of the 
National Patient Survey Programme 

Update Position 

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) 

17.2.17:  Management Report received in the Trust.  Patient 
Experience Team developing a Survey Tracker with the PPMO 
and awaiting approval for new process for administration of 
surveys undertaken in the Programme. 
13.4.17: Results reported to PEEC 
25.4.17: Results reported to COG 
26.5.17: Results reported to COF 

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) 

28.3.17: Top line results, received in the Trust 
28.3.17: Top line results sent  to key staff for information only. 
Response rate was 23% 

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) 

31.3.17 Trust notified that Response rate is: 
Children 0-7  14% 
Children 8-11 13% 
Children 12-15 16% 

Maternity 2016 - 
2017 

Sample month (February 2017) 
Field work (April – August 2017) 
Full report (Quality Health Ltd) (December 2017) 
Benchmark report unknown at present 

Field work commenced 
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Patient & Public Involvement – NHS Choices and Patient Opinion 
NHS Choices 

 
 
 
 
 
 
 

Overall University Hospitals Coventry and Warwickshire NHS Trust 
 

The rating for University Hospitals Coventry and Warwickshire NHS Trust 
has remained the same since Quarter 3. 

 
 
 
 
 
 
 

University Hospital (Coventry) 
 

The rating for University Hospital has remained the same since Quarter 3. 
 
 
 
 
 
 
 
 

Hospital of St. Cross (Rugby ) 
 

The rating for the Hospital of St Cross has remained the same since 
Quarter 3. 

 

Patient Opinion 
An independent site about experiences of health care services 

 
What’s good?  
Staff, the care 
 
What could be improved? 
Waiting times, staffing levels, signage 
 
How have people rated this service? 
19 people would recommend our service 
10 people would not recommend our service 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

www.patientopinion.org.uk  
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Area Stars (out of 5) No of ratings 

Cleanliness 3 26 

Environment 3.6 23 

Information 3.5 21 

Involved 3.1 47 

Listening 3.6 22 

Medical 2.7 27 

Nursing 2.9 26 

Parking 2.5 24 

Respect 3.3 48 

Timeliness 3.1 48 

http://www.patientopinion.org.uk/


University Hospital 5* 4* 3* 2* 1* 0* No rating 
A&E 3 2 1 1 
Oncology –Medical 1 
Maternity 1 3 
Day surgery 2 
Ophthalmology 1 2 
Ear, Nose and Throat 1 
Dermatology 1 
Neurosurgery** 2 2 2 
Gynaecology 1 
Neurology 1 1 1 
Urology 1 
Cardiology 1 
Orthopaedics 1 1 
General Surgery 1 
Neurophysiology 1 
General Medicine 1 
Cardiothoracic surgery 2 
Hospital of St Cross 5* 4* 3* 2* 1* 0* No rating 
Orthopaedics** 4 2 
Urgent Care Centre 1 
Neurology 1 
Renal Dialysis** 1 
Ultrasound Scan 1 
Hospital of St Cross 1 
Spinal Surgery** 1 
Occupational Therapy* 1 
UHCW NHS Trust 5* 4* 3* 2* 1* 0* No rating 
Trust 1 
Parking 1 
A&E 2 
TOTAL 28 3 3 2 10 0 9 
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Patient & Public Involvement – NHS Choices 
Below you will see a table showing the rating received by various areas of the Trust on NHS Choices during Quarter 4. The feedback has been divided by 
Trust site, and shows any ratings received by UHCW NHS Trust as a whole. 

*Service actually provided by SWFT on St Cross site. 
**These reviews also appeared on Patient Opinion (one for Renal Dialysis at St Cross, two for Orthopaedics at St Cross (no rating), one for Neurosurgery at UH (no rating), spinal surgery at St 
Cross and one for Orthopaedics at UH (no rating)). 
Page prepared by the Communications Team 



Feedback on NHS Choices Trust Response to Feedback on NHS Choices 

Orthopaedics at Hospital of St Cross (Rugby) – 
Fantastic Care – 5 stars 
 
I had a 24 hours admission in Cedar ward following 
a knee intervention. All staff was fantastic, from staff 
to nurses, to HCA's, to housekeeping and kitchen. 
NHS trusts should take Rugby St Cross hospital as 
an example of care. 
 
Visited in January 2017. Posted on 13 January 
2017 
 

Hospital Of St Cross replied on 23 January 2017 
 
Thank you very much for providing feedback on your recent experience on Cedar Ward at the 
Hospital of St Cross. 
I was really pleased to read that you thought all the staff you met were 'fantastic'. The level of 
compassion and care that you describe is exactly the level we’d expect from all our staff, so it is 
really pleasing to read your comments. 
The Trust is grateful for all feedback, positive or negative, as it means we can better understand 
what is important to our patients, and your kind comments have been shared with the manager and 
matrons at the hospital. 
Thank you for leaving your comments on NHS Choices. 
Communications Team 
University Hospitals Coventry and Warwickshire NHS Trust 
Telephone: 0800 028 4203 
 

Neurology at University Hospital (Coventry) – 
Why so long waiting for result – 3 stars 
 
Attended Neurophysiology on Sunday 12 February. 
Still waiting for results. The appointment came quick 
(no doubt to ensure the hospital gets the budget) 
but waiting a month for results is very poor. 
Couldn't fault the treatment, but the long wait for 
results is not good enough. 
 
Visited in February 2017. Posted on 09 March 2017 
 

University Hospital (Coventry) replied on 14 March 2017 
 
Thank you for providing feedback on your recent experience of Neurophysiology at University 
Hospital. 
I am very glad that you had a good experience when you visited our hospital. I was, however, sorry 
to hear that you have had to wait so long for your results, as this is not the standard of care that we 
aim to provide. 
I contacted the Manager responsible for this service so that she could look into your concerns. It 
appears that in this case there was a delay in letters being dictated by a locum consultant. This has 
now been resolved and I have been assured that you will be contacted very soon with more 
information. 
I hope that this addresses your concerns, but if you would like to discuss your care any further, you 
can do so by contacting the Trust’s Patient Advice and Liaison Service on 0800 028 4203, or by 
email at: feedback@uhcw.nhs.uk 
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. 



Patient and Public Involvement  - NHS Experience of Care Week, March 2017 

20th – 24th March was NHS Experience of Care Week. During this week the Patient Experience Team hosted a number of engagement activities 
across the Trust, and actively promoted involvement and engagement via social media. 
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The Health Information Service 
Produced a roving Health 
Information Board in the 
WISDEM Centre, the Radiology 
Department and Main 
Outpatients.  These displays 
provided users with information 
about our easy read and core 
leaflets, as well as displaying 
information unique to these 
areas. 

We shared compliments, news, 
statistics and photographs with 
the patients, the local 
community and other Twitter 
users via social media.   
 
NHS England was promoting the 
event nationally using 
#ExpofCare. As a Trust we also 
used #UHCWExpofCare to 
tailor activities to our Trust 
locally. 
 
We also shared statistics from 
the recent National Staff Survey, 
and hosted 3 Brilliant Basics 
(Delivering Exceptional 
Customer Care) Courses on 
Monday 20 March. 

We hosted an Impressions Wall in Main 
Reception, the Women and Childrens’ 
Entrance and Main Reception. Patients 
and visitors were asked to rate whether 
their experience had been mainly good or 
mainly bad.  We also invited users to 
suggest improvements, and fill out 
appreciation cards to say a special thank 
you to certain members of staff. The 
overall impression was mainly good in 
each area! 

We installed a graffiti wall in 
Children’s Outpatients 
Department and on Ward 
14 (Adolescents). On Ward 
14 we invited patients to 
propose ideas and decide 
what they would like to see 
in their new Activities 
Room. We will engage 
further with the patients to 
re-design this important 
area. 



Patient and Public Involvement – Work Stream Updates  
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Stakeholder Engagement Survey - was undertaken across UHCW in 
February 17 to understand from staff what patient and public involvement 
activities they were participating in and the purpose of it.  A report will be 
reported to Strategic PEEC on 13th April 17 detailing recommendations to 
better utilise and increase involvement activities and to ensure we are 
more inclusive in involving under representative groups. 
 
Patient Property Working Group – Following a ‘Spotlight’ report from 
PALS to the Patient Experience and Engagement Committee in January 
2017 which highlighted poor patient experiences as a result of lost patient 
property. A multi-disciplinary group has met to develop a revised patient 
property policy and procedure to address rising claims for lost and 
damaged patient property and discharge our responsibilities in regard to 
looking after our patients belongings. Proposed policy to be taken to 
Corporate Business Records Assurance Group in May 17. 
 

Health Information – developed a patient information leaflet for ‘Duty of 
Candour’ and 3 new easy read leaflets on Consent, Clean Hands and 
Dementia (see images below). These will be reviewed by Grapevine, a local 
Learning Disabilities Charity, Community Learning Disability team and our 
Equality and Diversity Team to help finalise the content. 
 
British Sign Language (BSL) – BSL videos have been produced for 3 easy 
read patient information leaflets: Leaving Hospital, Tell Us What You Think 
and How to Stop the Spread of Germs and Infections. These are currently 
being edited and once finalised will be posted on the UHCW website. 
 
The Patient Story Programme – continues for 2017/18 each month a 
Patient Story is presented to the Trust Board who have the opportunity to 
hear direct some powerful stories from patients or their relatives about their 
experience of care at UHCW – this promotes our values and behaviours: 
Learn, Improve, Compassion and Partnership. 
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Patient and Public Involvement – Compliments Book No. 2 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 final version of the Quarter 4 Compliments Book is due to be published before April’s 
Trust Board. 



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 4. 

 

 

 

 

 

 

 

 

 

 

At the end of Quarter 4, 78% of patient information on eLibrary is current, 10% of patient information is under review, 12% of patient information 
is expired. 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 1 (2017-18). 
 
*Status as at 6 April 2017     ** Archiving includes those archived at the ad hoc request of the author/specialty/specialty group, and those archived as part of the developments listed below. 
 
Developments 
Quarter 4 saw significant reporting developments being made to eLibrary. With assistance from the PPMO and ICT each leaflet and link on eLibrary has now 
been correctly assigned to a specialty in order to increase accuracy when submitting data for the Quarterly Performance Reviews. 
 
The Patient Experience Admin Specialist has also begun to archive the oldest disabled leaflets on eLibrary. The senior management team within each 
Specialty Group were contacted with the titles of any leaflets ‘owned’ by their group and asked to determine if the leaflet was still needed, and therefore 
requiring update, or if the leaflet was no longer needed and could be archived. A total of 45 leaflets were found to be disabled for 12 months or longer; the 
oldest of these leaflets had been disabled since June 2011. 
 
Risk 
The risk recorded in Quarter 1still remains.  The Patient Experience Admin Specialist continues to work hard towards maintaining a status of at least 85%. 
There is a business case in the process of being decided regarding the future delivery of the Health Information Service as a direct request from TTWC 
Programme Board that is still pending a decision. 
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New Updates Archived** 
Total 

Monthly 
Activity 

January 11 82 15 108 

February 1 138 0 139 

March 3 98 9 110 

Quarter 4 
Total 15 318 24 357 

eLibrary Status – Quarter 4* 

78% 

10% 

12% 

Current

Under review

Expired



Board Walk Rounds 



Board Walk Rounds 
Quality Walk Rounds are a way of ensuring that Board members are informed first hand regarding any safety concerns of frontline staff. They are also a way of 
demonstrating visible commitment by listening to and supporting frontline staff when issues of safety are raised. They were recommended by the National Patient 
Safety Agency (NPSA) as part of their “Patient Safety First” campaign. Walk Rounds are also support the drive for culture change as identified in the Francis report 
(Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013) and the Berwick review (A promise to learn– a commitment to act, 2013) where it was 
strongly recognised that leaders have a crucial part to play in shaping a positive culture and that the voices of our staff are amongst the most valuable for learning 
about patient safety.  
The outcomes of each Walk Round are recorded and the areas are asked to provide an update on the action taken to deliver the improvements identified. Some of 
the actions are medium to long term developments and the action will therefore be ongoing. The volume of outcomes resulting from Board Walk Rounds mean that 
full details cannot be provided within the report but an overview of the outcomes and resulting actions is provided.  
 
 

 
 
 
Quarter 4 Walk Rounds  
 
Board Walk Rounds continued in Quarter 4.  Twelve areas were visited in total across seven Specialty Groups. A wide range of positive practices were identified 
and rich conversation took place with regards to the improvements that could be made in each area to continue to deliver on our commitment to deliver world class 
patient care and experience. Below is a summary of the outcomes of each Ward Walk Round within each Specialty Group.  
 
Neurosciences  
  
Ward 43: The ward was observed to be well led with appropriate support being provided from management for what can at times be a challenging patient group. 
Further positive observations were made, including the introduction of a HCA responsible for discharge and the use of new computer information boards to provide 
all of the relevant patient information in one place. An increase in violence towards staff was noted as a key concern. The ward have reported that this issue was 
discussed at the Group’s QIPS meeting and two action plans are currently in place to address the risk. The risk is registered on the Group’s Risk Register and it 
was discussed at April’s Risk Review Committee. The actions to mitigate the risk are currently being managed in collaboration with the Associate Directors of 
Nursing. 
 
Acute and Emergency Medicine  
 
AMU 1 (Ward 12): The overall impression was that the ward appeared to be well managed and that the team worked well in what can often be very difficult 
circumstances. Staffing and falls were identified as key areas for improvement. The ward are pleased to confirm that they have attracted 11 members of new staff 
and they expect two senior nurses to be returning from maternity imminently, significantly improving their staffing situation. With regards to falls, the ward have 
carefully considered their falls data but this has not demonstrated any specific underlying cause. However, to further mitigate the risk of falls it has been agreed that 
Ward 12 will be prioritised in the bed replacement project. Falls have also  been discussed at QIPS and will continue to feature on the QIPS agenda.  
 
Ward 3: It was recognised that the ward had a well established team in place with strong leadership. A number of areas for improvement were identified, including 
mitigating the disruption caused due to the ward being used as a passageway to Ward 2, impacting the ward’s ability to meet its intended role; patients being placed 
on the ward that do not meet the >72 hour stay criteria and the ward being inappropriately accessed from the external corridor. Following the visit the ward have 
placed keep quiet signs on the doors around the ward, the issue of patients being placed on the ward that do not meet the criteria will be addressed via a VMI 
project and following discussions with the Chief Operating Officer the external doors to the ward will be looked during evening hours to prevent inappropriate 
access.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Board Walk Rounds – continued   

 
 
Surgery  
 
Endoscopy: A range of positive practices were identified, including effective multi-disciplinary team briefings and effective QIPS meetings. Department 
Newsletters were utilised to share learning and learning was also evidenced through the revalidation process. It was observed that each patient had a named 
consultant and that the unit was well maintained. It was also recognised that staff demonstrated pride in their work. With regards to opportunities for improvement, 
it was observed that there was insufficient storage space and that there were a number of staffing vacancies resulting in the utilisation of bank staff. The infection 
control posters also needed to be laminated to meet the appropriate standard. The ward have reported that storage has been reviewed and they are in the process 
of trialling alternative solutions. With regards to staffing, recruitment is going well and weekend initiatives are being reviewed to mitigate staffing challenges across 
weekend services.  The work to the infection control posters has been completed and these are now appropriately displayed.  
 
Ward 33 Urology: It was recognised that there was strong visible nursing leadership on the ward and the staff displayed energy and commitment to driving 
success and improvements. The team operated a robust recruitment plan resulting in a low vacancy level and junior doctors were seen to be well supported. It was 
noted that the ward manager also covers 22 Vascular Ward which is located on another floor within the hospital. It was recognised that this is challenging for the 
Ward Manager, especially when working clinically. Reassurance was however provided that the Modern Matron provides support where required.  
 
Ward 22SAU: It was noted that the ward received patients for assessment from the Emergency Department, relieving pressure and supporting organisational 
performance against the 4 hour waiting time standard. A number of opportunities for improvement were identified, including the space being improved to better 
support the delivery of a multi-purpose service, receiving GP referrals directly into the ward and better facilities within the day room. The ward have reported that 
there is a planned variation in process for the unit which will address many points raised, for example the additional assessment room will now be utilised as a 
private space to speak with relatives. Process mapping has been completed as part of the UHCWi work and they are continuing to progress the long-term solution 
of GP referrals being received by SAU directly, relieving pressure on the Emergency Department. A small works request has been submitted for the installation of 
a television in the day room, improving the patient experience.  
 
Ward 21 Medicine: A number of positive observations were made; the ward was very clean and well organised, HCAs were well utilised reducing reliance on 
agency staff, regular quick turnaround of same day TTOs facilitating discharge and the staff demonstrated a good falls awareness. With regards to improvements, 
it was noted that the band 5 nurse establishment was at 50%, there was a lack of a cloakroom for staff to store coats and bags, a swing arm was required on the 
back of the storage room door to ensure it closed properly and most discharges were frequently delayed due to a lack of capacity of Discharge to Assessment 
beds in the community. The ward have advised that they are continuing efforts to recruit registered nurses, which includes the Modern Matron attending all 
possible assessment days. Spare lockers have been identified in the staff cloakroom which provides the necessary storage. A small works has been created to 
have a swing arm fitted and the ward have ensured that the operations team are fully aware of the impact of the lack of community D2A beds. 
 
Women and Childrens  
  
Ward 23:  Ward 23 received a visit but it was highlighted that the area had recently received a visit from the Patient Quality and Safety team and it was therefore 
considered most appropriate that a more informal approach was taken to this visit. There is therefore no formal feedback to report.  
 
 
 
 

  



Board Walk Rounds – continued   

 
Oncology & Haematology and Renal   
 
Ward 50: The Walk Round identified a large number of positive aspects, including effective bed management, a dedicated learning and development nurse 
supporting the development and delivery of specialised training and a well functioning Multi Disciplinary Team with a dedicated ‘consultant of the day’ in place 
7 days a week. Storage and nursing vacancies were identified as areas where further improvements could be made. The ward have confirmed that the issue of 
storage was discussed at their QIPS meeting and whilst the suggestion that the toilet area be converted into a dedicated storage room is not considered viable 
at this time due to cost, steps have been taken to improve the organisation of the storage within this area creating more capacity. With regards to recruitment, 
the ward have introduced a buddy system for new starters with a four week supplementary competence pack to further facilitate training and improve retention.  
 
Dialysis Unit: A tangible sense of pride was observed amongst the nursing team and the ISS staff were seen to deliver an effective service. Storage was 
again identified as a challenge on the Dialysis Unit with chairs and beds being placed in the reception area. The Unit has advised that the current storage 
pressures experienced are as a result of the large number of treatments being provided. They have however advised that this will be relieved by the opening of 
the Clay Lane Dialysis Unit scheduled for May 2017.   
 
Care of the Elderly  
 
Ward 40: There was evidence that the ward fostered an open and transparent culture and patient’s experienced a clean bright environment. Recruiting to 
establishment and hastening discharge for patients who were medically fit were the two key areas recommended for improvement. It was however noted that 
the ward were already working with the work-force team to recruit to vacant posts. With regards to hastening discharges, the ward would like to provide 
assurance that delays relating to diagnosis are escalated appropriately through the escalation bleep or via the control room. Doctors are also informed on 
induction to have open TTOs and TTOs are reviewed on all walk rounds.  
 
Clinical Support 
  
Main Outpatients: The Walk Round recognised that the department effectively manages a high volume of patients and it was noted that the Modern Matron 
had an excellent understanding and grasp of key issues affecting performance and patient care. A range of opportunities for improvement were identified, 
including a need for more plaster technicians, improved room allocation processes and improving the patient information system and the appointment booking 
system. The ward have reported that a business case for plaster techniques has been completed and is to be scheduled for strategy unit. In-house training on 
plaster techniques has been commenced and external training and examination has been booked to meet the anticipated growth from the business case. The 
General Manager is reviewing the outpatient booking system along with the newly appointed outpatient service manager and electronic check in is being 
trialled in ophthalmology with a business case to be developed for wider outpatient areas. With regards to patient information, the ward have now implemented 
“you said we did” boards to demonstrate changes made as a result of patient feedback. 
 
  
 
 
 



Board Walk Rounds – continued   

 
Further action taken as a result of Quarter 3 Walk Rounds  
 
Further to the information provided in Quarter 3’s We Care Patient Experience report a number of positive actions have been taken to further deliver on the 
improvements identified in the Quarter 3 Board Walk Rounds. A summary of the further action taken is provided below. 
 
Care of the Elderly  
  
Ward 20: Delayed discharges continues to be a challenge due to the lack of Discharge to Assessment beds within the community and patients continue to be 
readmitted as care homes can find it difficult to manage challenging behavioural needs.  Staffing was a further area identified for improvement and the Ward has 
confirmed that the Modern Matron attends all possible assessment days, both internal and external and there are 7 WTE waiting to commence employment. A need to 
increase the number of Hi/Low beds was identified and the beds are expected onto the ward soon. All staff have received training in preparation for their arrival.   
  
Ward 21 Medicine: In response to the observations concerning the effectiveness of ward rounds and the provision of occupational therapy, a daily therapy and senior 
nurse board walk round has been introduced to ensure that patients receive regular follow up, therapy and occupational therapy input. Discussions have taken place 
with the Therapy Lead with regards to increasing the provision of therapy on 21SS and a case has now been submitted to the planning unit. In the area of retention and 
recruitment of staff, vacancies of trained nursing staff has reduced to 2 WTE and flexible working has been offered to retain staff and improve recruitment.  
 
Surgery  
  
Ward 22 Enhanced Care Unit (ECU): Staffing was identified as the main area for improvement at the Walk Round. The ward has reported that they are running a 
continuous recruitment process and that they have reconfigured how agency staff are deployed to improve the staffing mix across the rota. There has also been a 
significant improvement in uptake of bank use, improving the level of staffing.  
 
Women and Childrens  
  
Ward 14 Adolescents: Staffing was highlighted as a main area for improvement. Since the Board Walk Round Chief Officers Group (COG) have authorised 3 
additional staff members for a limited period and a further member of staff has also been authorised on a temporary contract basis.   
  
Ward 15 High Dependency Unit (HDU) Infants: The Walk Round identified patients needed to travel to other hospitals due to their treatment needs not being met at 
UHCW. The ward have confirmed that the provision of Long Term Ventilation (LTV) treatment is now in development to ensure children with complex respiratory needs 
can have non-respiratory care closer to home. Five children currently receiving care at Birmingham Children’s Hospital have been identified as having the potential to 
benefit from this service.  
  
Ward 16 Children: The recruitment and retention of staff was identified as a key area for improvement. The ward has taken a number of steps in this regard such as 
Paediatric Practice Educators being involved in the interview process for student nurses and regular meetings taking place between UHCW and Coventry University to 
enhance the collaborative working relationship and to explore opportunities for increasing places for student nurses.  
  
Ward 23 Gynae & Emergency: Medical outliers are no longer placed onto Ward 23 improving the bed capacity issues identified on the Board Walk Round. It has still 
been necessary to utilise the assessment area and toilets to prepare and change Gynaecology theatre patients but the overall experience is improved due to beds 
becoming available more quickly as a result of their being a faster turnover of surgical patients.  
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1. Purpose  
 
The purpose of this report is to update the Trust Board on the last quarters safeguarding 
activity, issues and risks for both adults and children and to highlight any areas that need 
further consideration. 
 
2. Background and Links to Previous Papers 
 
The previous Safeguarding Adults and Children report was submitted in January 2017. 
This paper will outline the key messages in relation to safeguarding for UHCW NHS Trust 
for quarter 4 of 2016/17. 
 
3. Executive Summary 
 
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 and participates in 
the multi-agency audits to ensure effective safeguarding across agencies. 
 
During this quarter there have been no cases identified for Serious Adult reviews 
however the safeguarding team have fully participated in two scoping exercises to 
determine whether serious case reviews are required in relation to the care of two 
children. 
 
 
4. Areas of Risk 

 
The overall training compliance for safeguarding is a risk for the trust as it could impact 
on quality of care and reputation with the CCG and external agencies, and this does sit 
on the risk register. The safeguarding team are targeting individuals who have not yet 
had their training. The team will continue with delivering face to face internal training for 
all levels where required. 
 

Training  Trust Target March 2017 
Compliance 

Safeguarding Adults Level 1 95% 88.14% 
Safeguarding Adults Level 2 95% 92.72% 
Safeguarding Children Level 1 95% 90.02% 
Safeguarding Children level 2 95% 87.88% 
Safeguarding Children level 3 95% 87.46% 



 
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 are increasing their presence within the clinical areas and supporting staff in 
practice which is improving knowledge and the number of referrals. This will continue and 
the referrals are being closely monitored by the team to ensure that the right care is being 
provided. 
 
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
There is a direct link to the Trust’s objective: Achieve a rating of at least ‘good’ at Trust 
level in the next CQC inspection.  
 
6. Governance  
 
The Trust is committed to its’ contractual obligations and complying with legislation 
including the Care Act (2014) and the Children Act (1989). The Chief Nursing Officer 
chairs a monthly safeguarding vulnerable adults and children committee which reports to 
the Patient Safety Committee and the Nursing and Midwifery Committee. 
 
7. Responsibility 
 
Nina Fraser, Chief Nursing Officer is the chief officer with the responsibility for 
safeguarding. 
 
8. Recommendations 
 
The Board is asked to receive assurance from the report as at Quarter 4. 
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Trust Board 
Safeguarding Adults & Children’s Report 

April 2017 
 
This quarterly report is to update the Trust Board on safeguarding activity, issues 

and risks for both adults and children in relation to quarter four of 2016-17. 

 

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. Referrals to Social Care. 
 
The two graphs below summarise the referrals made by UHCW to both Childrens 

social care and adult’s social care over the last 12 months. 

 

Children 

There has been an increase of 47% in the number of referrals to children’s social 

care due to behavioural reasons in quarter 4 compared to quarter 3. There has been 

a consistent increasing trend over the last 12 months with this reason for referral. 

This reflects the work that the safeguarding team have been doing with the 

adolescent ward in relation to patients who are admitted following a self-harm 

episode and ensuring that they are appropriately referred for ongoing support upon 

discharge from the ward. 

It is reassuring to see that there has been another decline this quarter in the number 

of referrals to children’s social care to request further information about families. This 

quarter has seen a 52% decline in the amount of referrals staff have made often 
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unnecessarily, demonstrating that staff are using their professional curiosity and 

judgement more with families and partner agencies to assess risk, rather than 

defaulting to a referral to social services. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
FGM – Female Genital Mutilation, DVA- Domestic Violence and Abuse, CSE – child sexual exploitation. 

 

Adults 

In line with the Care Act (2014) self- neglect has been added as a category of abuse. 

Since its introduction there have been a significant number of referrals for patients 

under this category. Referrals to adult social care can be as diverse as an individual 

who is not able to get to the shops to someone drinking alcohol and declining all 

care. Work has been undertaken to understand how we better support individuals 
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who make risky life decisions following the addition of this category of abuse.  It is 

positive that in quarter 4 there has been a decline of 20% in the number of referrals 

for self-neglect, which is reflective of the awareness raising the safeguarding team 

have led within the clinical areas due to the previously high number of referrals.  

Neglect remains a significant reason for referrals to adult social care, and there has 

been an increase in referrals in quarter 4 which reflects the increase seen in training 

attendance. 

The numbers of referrals for domestic violence and abuse have risen also in quarter 

4, this maybe in response to the awareness raising campaign undertaken by the 

Safeguarding Team in December 2016. Emphasising that domestic violence and 

abuse can affect all age groups, ethnicities and genders.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 



2. Training 
 

There are three elements of safeguarding training delivered at UHCW, safeguarding 

adults, safeguarding children and PREVENT. The trust target for all elements of 

safeguarding adults and children training is 95% compliant, a trust target for 

PREVENT is awaited as it has been introduced during this financial year. 

 
Adults 

The adults safeguarding training has remained fairly static over the previous 12 

months. During quarter four there has been an increase of 4.56% in safeguarding 

adults level one compliance and a decrease of 4.88% in safeguarding adults level 

two, the safeguarding team will look at all the level two cohort and contact individuals 

whom are non compliant. An alternative method of delivering level one safeguarding 

adults has been devloped in the form of a workbook which is to be presented at the 

mandatory training committee in April 2017. 
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Children 

Since January 2017 level one safeguarding children training has been reintroduced 

into the trust for staff members such as receptionists, administrative, caterers, 

domestics, and volunteers in line with the Safeguarding Children and Young People: 

Roles and Competencies for Healthcare Staff Intercollegiate Document 2014 

(RCPCH). All staff who have been identified as being non-compliant for level one 

training have been emailed by the safeguarding team. Since the introduction in 

January there has been a 3% increase in compliance. An alternative to the level one 

safeguarding children has been created in the form of a workbook which is to be 

presented at the mandatory training committee in April 2017. 

 

Level 3 Safeguarding Children training compliance has increased significantly 

throughout the year. However an additional 235 staff were highlighted as requiring 

level 3 training when the position numbers were reviewed for introducing level 1. 

This may explain the static compliance this quarter. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Monthly level 3 safeguarding children training and safeguarding adults level 2 

continues on site throughout 2017, staff can also still access this via the 

safeguarding board training.  

 

PREVENT 

PREVENT at UHCW is part of the wider safeguarding agenda and training has been 

developed in accordance with the PREVENT Training and Competencies 

Framework (2015). All staff require PREVENT awareness training 3 yearly. It is good 

practice that all clinical staff also have more advanced training – Workshop to Raise 

Awareness of PREVENT (WRAP). It would be best practice to provide WRAP to all 

clinical staff but due to the number of staff within the trust this is challenging. A 

staged approach to ensuring all clinical staff are WRAP trained has been agreed by 

the regional PREVENT co-ordinator and Designated Nurse for the Clinical 

Commissioning Group (CCG). UHCW is currently working towards that target.  

 

 Compliance % 
 

CCG Target 

PREVENT Awareness 
 79.99% 85% 

Workshop to Raise 
Awareness of PREVENT 

 
68.11% 85% 

 
 
 

3. Audit 
 

UHCW have an internal audit plan for safeguarding and the team contribute to both 

the safeguarding adults and safeguarding children’s boards. There have been four 

audits performed by the safeguarding team in quarter 4, one multi-agency audit and 

two single agency audits 

 

Care Leavers Audit Report (children) 

A multi-agency audit was undertaken to determine the outcomes for children leaving 

the care of the Local Authority as they become adults. With the key lines of enquiry 

being how well care-leavers are safeguarded and prepared for independence. 



The findings were that good transition took place between looked after children 

services and when a child left care. This is key to effective safeguarding and the 

consistency of professionals, in particular, the personal advisor is key. This also 

supports the building of strong relationships with care leavers and the ability to listen 

to young people and being creative in the way in which they are supported, with a 

range of options. It was highlighted that good quality pathway planning and ensuring 

care leavers understand their entitlements is crucial in particular for those who are 

placed out of city for supporting them to stay in employment, education or training. 

 

There were no agency specific recommendations or actions for UHCW within this 

multi-agency audit. 

 

Routine Domestic Violence and Abuse questioning in the antenatal period (children). 

The aim of this single agency audit was to ensure that maternity staff are adhering to 

the trust guideline by enquiring about Domestic Violence and Abuse (DVA) during 

the antenatal period. The results for routine questioning in relation to domestic 

violence twice in pregnancy are improved upon by 2.5% since the last audit which 

was completed in September 2016. However, there has been an increase in the 

number of women who weren’t asked at any point in their pregnancy about domestic 

violence and abuse by 1%. Two women disclosed historical abuse and this was dealt 

with appropriately. An action plan has been developed and there will be a re-audit in 

May 2017. 

 

Hidden Harm Audit (children) 

A repeat internal single agency audit has been undertaken by the safeguarding team 

investigating if UHCW are responding appropriately when parents /carers present to 

the Emergency Department (ED) following self-harm or when they have taken drugs 

or are intoxicated. The audit plan was produced following the CQC safeguarding 

action plan in 2016. 

Of the cases reviewed 50% had no documentation in relation to any questioning or 

conversation regarding children and 53% did document whether children were in the 

household. The findings will be presented at the next ED QIPs meeting. A training 



and awareness raising plan is being implemented and a re-audit is planned for May 

2017. 

 

Information Sharing Audit (adult) 

A multi-agency audit was undertaken to provide assurance that, when adults with 

care and support needs transfer between environments and agencies information is 

shared appropriately. The audit identified that professionals need to build their 

personal skills and confidence to work with people who are not initially willing to 

accept care and support. The audit reflected good evidence of involving patents in 

the decisions about their care when they have capacity. There were some concerns 

about the ability to share information between accident and emergency teams and 

other hospital departments and also discharge information. 

 

Each agency is developing individual action plans based on the recommendations in 

response to the audit at present. 

 

  
4. Serious Case Reviews (SCRs). 

 
Adults. 

No further cases have been identified for serious adult 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 two scoping exercises in order for it to be agreed if 

SCR’s are required this quarter, one for Coventry and one for Warwickshire. The 

decision as to how the cases proceed is awaited. 

 

 

5. 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. 

During quarter 4 the safeguarding team have been completing daily board rounds 

with the aim of identifying patients who require Deprivation of Liberty Safeguards 

(DoLS). The team are supporting staff within the clinical areas to identify these 

patients and improving staff knowledge of when DoLS should be used. This process 

has proven to be a positive and the team have seen a direct correlation with the 

increase of DoLS submissions. 

Through the board rounds the team have been able to identify specific wards that 

would benefit from some bespoke training with regards to MCA/DoLS. The 

safeguarding team will offer bespoke training to these areas and will continue having 

a presence on the wards during the next quarter as it has proven to be an effective 

way of improving knowledge, relating it directly to the current inpatients. 

 

6. Early Help. 
 

Early help is an approach to maximise the chances of children and young people, by 

providing help and support when there is an emergence of a problem, thus 

preventing it from escalating to require statutory social care. 

The safeguarding team have reviewed how UHCW can offer early intervention 

support, in line with Coventry’s Early Help Strategy.  

Two clinical areas have been targeted for bespoke Common Assessment 

Framework (CAF) lead professional training, which is the assessment tool used to 

assess and identify need within Coventry. The transitional care unit and teenage 

pregnancy specialist midwives (IBUMPs) have been chosen as early adopters as the 

early years are a crucial time for children’s development.  
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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 
for NHS Doctors and Dentists in Training (England) 2016 (TCS).  
 
This paper provides a summary of the following areas related to JDT and the 2016 TCS:-  

• Exception reports  
• Rota redesign status  
• Work schedule review  
• Locum processes 
• Rotational Training Vacancies  

  
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 Board on the required response 
• Ensure the fair distribution of any financial penalty income, to the benefit of JDTs. 

 
This is the second quarterly GSW report and covers the period of 01 January 2017 to 31 
March 2017. 
 
UHCW NHS Trust currently employs 383 JDTs of whom 91 work under the new 2016 
TCS.  
 
Additionally there are 135 Trust Doctors of various grades who also work on JDT rotas. 
For the purpose of this report, Trust doctors are not included in the scope of the Guardian 
role for the data presented here. . 
 



The GSW receives 2 job-planned Programmed Activities (PAs) to undertake this role.  
 
Educational supervisors receive 0.25 job-planned PAs per trainee. 
 
 
3. 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 
 
The role of the Guardian is to provide oversight of these exception reports. 
 
Exception reports (ERs) received to date by specialty: 
 
Specialty ERs carried 

over from last  
report 

ERs raised ERs closed ERs  
outstanding 

General 
Surgery 

3 10 12 1 

General 
Medicine - UH 

1 1* 1 1* 

 
ERs by grade: 
 
Grade ERs carried 

over from last  
report 

ERs raised ERs closed ERs  
outstanding 

F1 4 11 13 2 
 
ERs response time 
 
Response time <48h <7d >7d Still 

outstanding 
F1 0 0 13 2 
Total 0 0 13 2 
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* The outstanding ER in General Medicine was submitted to the wrong Educational 
Supervisor and has not yet been re-submitted by the trainee. 
 
In summary, there are no concerns to report in relation to the number of ERs or the 
process of Exception Reporting.  
 
4. Rota Redesign (2002 TCS) 
 
Currently 10 specialty rotas are 2016 TCS non-compliant out of 58 JDT rotas (83% 
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). The rota redesign work is overseen by the Junior Doctor Project 
Group which the Guardian is a member of.  
 
 
5. Work schedule reviews 
 
If an exception report is not resolved, this will trigger a work schedule review between the 
trainee, Clinical Supervisor and the Clinical Director and/or Group Manager. There were 
no work schedule reviews in the last quarter as a result of exception reporting. 
 
6. Locum Processes  
 
Locum Bookings and Expenditure 
Information on locum expenditure is reported through to the Finance and Performance 
Committee and Trust Board so are not included in this report.  
 
Locum Process  
JDT are able to undertake voluntary additional hours at this or any other Trust under the 
2016 TCS, these are normally for a whole shift. When undertaking these additional 
voluntary hours within the Trust, these hours are worked as a locum duty conducted 
through the internal bank paid at set pay rates. Requests for locum duties are submitted 
by departments and are approved and agreed in line with current internal authorisation 
processes. 
 
At group level, JDT can sometimes be asked to stay over to provide additional cover 
which is not captured centrally as they would not be classed as locum duties but claimed 
as extra hours or time off in lieu at a local level. The Trust is working on a process to 
capture these additional hours for monitoring and reporting, moving forward.  
 
Monitoring of Additional Working Time 
The Trust had traditionally monitored staff working bank shifts and agency workers 
through the Temporary Staffing Services (TSS) RAG report. The RAG report is a 
spreadsheet which records the status of additional cover requests for medical locums 
across the Trust, whether they are filled and if so, the individual covering the duty.  
 
The Trust has just implemented a new electronic web based booking and approval 
system which will replace the RAG and will support more robust tracking of locum 
requirements and duties worked for both agency and internal workers.  
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As the Trust would rather our staff work additional hours for us when they wish to do so, 
new starters are auto-enrolled onto the bank when they join the Trust, with the option to 
opt out if they wish to do so. This auto enrollment onto the bank was implemented to 
support operational delivery and to make it a less bureaucratic and more streamlined 
process for individuals if they wished to undertake additional duties.  
 
Additional Duties Under 2016 Contract 
When transferring to the 2016 contract and being auto-enrolled onto the internal Trust 
bank, trainees will be asked if they wish to opt out of the European Working Time 
Directive (EWTD) limit of 48 hours per week on average, which they are entitled to do.  
 
This is an individual decision and the Trust does not exert any pressure for trainees to do 
so. Anyone who does not wish to opt out of the EWTD will be limited to a maximum of 48 
hours of work in total within the Trust.  
 
Monitoring of Additional Duties 
The next piece of work to be undertaken and in place by August 2017 is a system to 
monitor the additional hours undertaken by trainees when undertaking additional duties. 
This will be when the vast majority of doctors transition to the 2016 TCS.   
 
It must be noted that a key message from this work will be about reminding juniors of 
their obligations around the controls on their working time, which is highlighted at 
induction, through discussions when exceptions are raised and in their contracts of 
employment issued to them.  
 
Locum Work carried out by trainees 
The table below details the number of shifts (NOS) and additional hours worked by an 
example group of JDT who worked four shifts or more in January 2017 to February 2017. 
These doctors are not yet under the 2016 TCS but the data provides an indication of the 
number of hours (NOH) a trainee may work and the need to have in place EWTD opt-
outs for these individuals.  
 
Specialty Grade NOS 

worked 
NOH 
worked 

Renal F2/CT 7 53.5 
General 
Surgery ST3+ 6 66.5 

Diabetes 
Endocrinology F2/CT 6 41 

Diabetes 
Endocrinology F2/CT 4 50 

Diabetes 
Endocrinology F2/CT 4 32 

General 
Surgery F2/CT 4 41.5 

Total   31 284.5 
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7. Vacancies 
 
The table below details the vacancies by month (TCS 2016 trainees). Comparatively the 
Trust does not have a significant level of vacancies within the rotas which have 
transitioned to the new contract  
 
Specialty grade Jan Feb Mar Total 

gaps 
(average) 

% of 
posts 
vacant at 
March 

General 
Surgery 

F1 2 2 2 2 12.5% 

General 
Medicine RSC 

F1 1 1 1 1 33% 

General 
Surgery 

ST1-2 0 1 1 0.67 12.5% 

Ophthalmology ST3 0 1 1 0.67 12.5% 
Plastic Surgery ST1-2 0 1 1 0.67 12.5% 
Trauma & 
Orthopaedics 

ST1-2 0 1 1 0.67 8.33% 

Total  3 7 7 5.67  
 
 
8. Fines 
 
There were neither fines nor disbursements during the last quarter. The balance of the 
GSW account (penalties) is £0. 
 
9. Qualitative Information 
 
The Acute Medical Rota is being re-designed by a working group including a Clinical 
Director and a Junior Doctor representative and will be implemented in August 2017. 
 
There were three monthly JDF meetings during the last quarter. 
 
The ER reviews with regards to extra hours in General Surgery are now jointly 
undertaken by a nominated Consultant Surgeon and the Associate Group Manager. This 
will ensure that ER meetings are undertaken within seven days.  
 
10. Issues arising 
 
Some trainees undertake a high number of locum shifts and hours. The GSW has to 
verify whether these trainees have opted out of WTR as they might breach their average 
working hours. Through E-Rostering for medical staff we would be able to monitor these 
additional hours. 
 
 
 
 

Page 5 of 8 



11. Conclusions 
  
1.  The GSW is able to give assurance to the Board that the specialty rotas of the 

current 91 JDTs (2016 TCS) are compliant with Working Time Regulations. 
 
2. There are no concerns to report in relation to the number of number of exception 

reports. 
 
3.  83% of rotas are compliant with the working time requirements of the 2016 contract. 
 
4.  No work schedule reviews have been required.  
 
5. The quarterly GSW reports will evolve with regards to the matrix of the sample 

template. The next report will be on 27/07/2017. 
 
 
12. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
To provide world-class education and training. 
 
 
13. Governance  
 
The GSW works in conjunction with the Associate Director of Medical Education reporting 
to the CMO and CWIO. 
 
14. Responsibility 

 
GSW  Dr Andreas Ruhnke 
CMO  Professor Meghana Pandit 
CWIO Karen Martin 
 
 
15. Recommendations 
 
The Board is invited to note the content of the report and receive assurance 
 
 
Name and Title of Author: Dr Andreas Ruhnke, Guardian of Safe Working Hours 
Date: 30/03/2017 
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Appendix 1 
 
Table as per Junior Doctor Contract Agreement Elements Dashboard 27/03/2017 
 
Green: 2016 TCS  
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 yes 

Pathology Microbiology F2 02/08/2017 yes 
Pathology Histopathology F2 02/08/2017 yes 
Surgery Head and Neck Fellows TG 05/04/2017 yes 
Surgery Plastics  ST1-2 05/04/2017 yes 
Cardiac and 
Respiratory Cardiothoracic  ST1-2 05/04/2017 yes 

Cardiac and 
Respiratory Cardiothoracic  ST3+ 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 
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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 yes 
Neurosciences Neurosciences F2/ST1-2 02/08/2017 yes 
Neurosciences Neurology ST3+ 02/08/2017 yes 
Neurosciences Neurosurgery ST3+ 02/08/2017 yes 
Oncology and 
Haematology Clinical Oncology ST3+ 02/08/2017 yes 

Oncology and 
Haematology Haematology ST3+ 02/08/2017 no 

Pathology Microbiology ST2+ 02/08/2017 yes 
Pathology Histopathology ST3+ 02/08/2017 yes 
Renal and Acute 
Medicine Nephrology ST3+ 02/08/2017 Yes 

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 yes 
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 yes 
Surgery Urology ST3+ 02/10/2017 Yes 

 
 

Page 8 of 8 



  
 

PUBLIC TRUST BOARD PAPER  
 

Title Integrated Quality, Performance & Finance Report – Month 12 – 
2016/17 

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

Responsible 
Chief Officer 

Mrs. Karen Martin, Chief Workforce and Information Officer 

Date  27 April 2017 
 
1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of March 2017. 
 
2. Narrative 
 
The attached Integrated Quality, Performance & Finance Report covers the reported 
performance for the period ending 31st March 2017.  
 
In the Trust Board Scorecard, 23 KPIs achieved the target (excluding Delivery of Value 
for money indicators which are not yet available). 
 
Key indicators in breach are the Trusts performance against: 

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

52 week wait standard), 
 
Key indicators achieving the target include: 

• HSMR - basket of 56 diagnosis groups 
• Staff sickness rate 

Staff turnover rate 
 

March 2017 saw the first ever month with zero episodes of trust-apportioned Clostridium 
difficile. For the year the trust reported 29 cases against a target of no more than 42. 
 
Due to financial end of year processes the Delivery of Value for Money indicators are not 
yet available on the Trust scorecards. However, the Trust is forecasting delivery of 
£25.8m against £26.3m of potentially identified savings. This gives a potential forecast 
over-delivery of £0.3m 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 March 2017 
Integrated Quality, Performance and Finance Report and note the associated actions. 
 
Name and Title of Author: Miss. Lynda Cockrill, Head of Performance and Programme 
Analytics 
Date: 21st April 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 16 19 3 36 

Delivery of value for money N/A N/A N/A N/A 

Employer of choice 3 1 3 7 

Leading research based 
health care organisation 2 1 0 3 

Leading training and 
education centre 2 0 0 2 

All domains N/A N/A N/A N/A 

23 KPIs achieved the target in March (excluding Delivery of Value for Money indicators) 

The Trust has achieved 23 indicators reported within the Trusts performance scorecard (excluding Delivery of Value for money indicators which 
are not yet available). Targets related to the emergency pathway (A&E waiting times and delayed transfers of care) and the elective pathway 
targets continue to underperform. Performance against the RTT incomplete target improved slightly with the Trust reporting 87.0% against the 92% 
target in February.  
  
Staff turnover rate has fallen for the sixth month and is now 8.28% against a target of no more than 10%. The Trust’s staff sickness rate has 
reduced once again and is now 3.87% against a target of less than 4%. 
 
The Trust achieved seven of the eight national cancer standards in February. The Two Week Wait Breast Symptom standard achieved 86.21% 
against the 93% standard. 
 
March 2017 saw the first ever month with zero episodes of Trust-apportioned Clostridium difficile. For the year the Trust reported 29 cases against 
a target of no more than 42. 
 
Due to financial end of year processes the Deliver of value for money indicators are not yet available on the Trust scorecards. However, the Trust 
is forecasting delivery of £25.8m against £26.3m of potentially identified savings. This gives a potential forecast over-delivery of £0.3m against the 
Trust revised CIP target of £25.5m for 2016/17. 

What’s Not So Good? 
A&E 4 hour wait 
18 week referral to treatment time 
RTT 52 week waits 

What’s Good? 
HSMR -  basket of 56 diagnosis groups 
Staff sickness rate 
Staff turnover rate 

KPI Hotspot 
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Trust Scorecard 
Reporting Month March 2017 
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Trust Scorecard 
Reporting Month March 2017 
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Performance Trends 

6 
Integrated Quality, Performance and Finance Reporting Framework 

Improving 
 
(3 months 
consecutive 
improvement) 

Deteriorating 
(red indicators 
worsening) 
 

(3 months 
consecutive 
deterioration) 

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

• Staff turnover rates continue to decrease for the sixth consecutive month and reflects sustained achievement of this target of 
below 10% throughout 2016/17. 

• The Trusts staff sickness rate has reduced and is again below the 4% target following a peak in November. 

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

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

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. 
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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  increased to 
1.7% for March. Groups with the highest levels of such 
cancellations were Neurosciences (8.5%), Trauma and 
Orthopaedics (3.3%), Surgery (2.3%), Cardiac & Respiratory 
(1.9%), Women and Children (1.5%). Bed availability on the 
ward, case overruns and emergencies in theatre are the main 
reasons for these cancellations. 

The number of diagnostic waiters over 6 
weeks KPI has reduced this month to 0.60% 
against the 1% target. 63 breaches 
occurred, the majority within Cardiology. 
The total number of waiters has risen to 
10,570 in March. 

The Trust’s performance against the 95% 4 Hour A&E standard for March is 79.9%, 
which remains significantly below the 95% standard.  We continue to protect our 
position where we can with greater attention on our ‘minors’ and ‘non-admitted’ 
pathways in ED. Poor discharge performance and more specifically discharges 
sufficiently early in the day to establish flow and capacity.  
 
DTOC (delayed transfer of care) and MFFD (medically fit for discharge) are also a 
problem against our discharge profile, however, the position is an improving one. 
Associated with this there are measures through the C&R A&E Delivery Board with 
partners to address the issue of capacity in the community to move patients who are 
awaiting external provision to more appropriate care settings.  
 
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 with 6 
Consultants, 6 Middle Grades, 15 Clinical Fellows and 16 Junior Doctors/ACPs. 
These additional staffing numbers have been agreed by the 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. Work to 
prevent patients deconditioning in hospital is underway through encouraging patients 
to Get Up, Get Dressed and Get Moving. 



 
 

Group summary of performance – Referral To Treatment  
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Performance for the delivery against the RTT incomplete target improved last 
month, with the Trust reporting 87.0% against the 92% target in February. 

 
This is due in the main to the pressure at the front door and non-elective flow 
through the hospital resulting in increased medical outliers and theatre 
cancellations. Operator capacity in T&O and Women and Children’s and access to 
theatres in the surgical group also plays a part. 
 
Focussed work to improve Theatre Utilisation and Efficiency at Rugby is underway 
and this has been supported by Professor Jaideep Pandit. Early indications suggest 
a need to strengthen our scheduling processes. 
 
Competing pressure with the 62 day cancer target has resulted in further 
cancellations. The year end trajectory of 90% will not be achieved.  

6 

Underperforming groups: 
• Trauma & Orthopaedics (80.2%) 
• Surgery (83.0%) 
• Specialist Medicine and 

Ophthalmology (89.5%) 
• Women & Children (91.2%) 

6 out of 10 groups achieved 
the incomplete target 

The Trust has reported twelve 52 week incomplete pathway 
breaches in February. Half of these are awaiting thyroid surgery – we 
have a significant capacity constraint which we are trying to mitigate 
but expect this to continue for the next 3 months. The remaining are 
a combination of patient delays and hospital cancellations due to 
capacity. 

Behind target 
(number behind) 

On target 

123 

RTT Incomplete 87.0% (Last month 86.6%) 
Target 92% 



Group summary of performance – Cancer Standards 
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In February 2017 the Trust achieved seven of the eight national cancer 
standards. 
 
The exception was Two Week Wait Breast Symptomatic which achieved 
86.2% against the 93% target. Year to date performance is 97.6%. An 
updated referral form has been circulated to the CCG to ensure GPs are able 
to refer easily to the breast symptomatic clinic which should result in future 
target achievement. 

 
 

7 cancer 
standards 

achieved in 
February 

 

105 days and over target not met 
 

2 breaches (3 patients) of the 105 days and 
over target were reported in February. 
 
1 breach occurred in Lower GI and has 
required referral to a specialist centre for 
risk assessment and advice. 1 patient was 
referred on day 162 to Gynaecology and 1 
patient was referred on day 65 to 
Haematology.  

2WW            31 day             62 day 

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



                        2 3 

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 deteriorated this month with 24 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 

19 15 3 37 

Leading research 
based health care 
organisation 

3 2 0 5 

Leading training and 
education centre 2 0 0 2 

All domains 24 17 3 44 

      15                                           3    19 Excellence in Patient Care and Experience 

Leading Research Based Health Care Organisation 

2 
 

Leading Training and Education Centre 

March 2017 saw the first ever month with zero episodes of 
Trust-apportioned Clostridium difficile. For the year the Trust 
reported 29 cases against a target of no more than 42. 
 
MRSA decolonisation score achieved 100% for a second 
consecutive month. Alongside this, performance for MRSA 
elective and MRSA High Risk Emergency Screening 
improved, with High Risk Screening achieving its highest 
percentage to date 86.9% against the 90% target. 
 
Complaints turnaround within 25 Days has fallen this month to 
79% against the 90% target. 
 
Following a Root Cause Analysis investigation, a Grade 3 
hospital acquired pressure ulcer has been regraded to Grade 
4. 

24 KPIs achieved the target in March 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month March 2017 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month March 2017 
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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 failing their targets this month have deteriorated for three consecutive months. 

Failed Year 
End Target 

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

• No indicators have improved for three consecutive months 

• None of the indicators that are achieving their targets this month have deteriorated for three consecutive months. 
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Performance Focus 
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Following a Root Cause Analysis investigation, a Grade 3 
hospital acquired pressure ulcer has been regraded to 
Grade 4 
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A complex patient was admitted for an elective procedure and due to 
complications, resulted in a theatre visit exceeding  seven hours. Due to the 
unusual and complex presentation, it was not immediately clear if patient 
had  a pressure ulcer.  The Tissue Viability team requested input from the 
patients’ Consultant, and was then classified as an avoidable grade 3 
Pressure Ulcer. At formal RCA and in-depth review of case, the 
classification was changed and it was regraded to Grade 4. The RCA 
identified inconsistencies in adherence to guidelines in terms of initial 
assessment and ongoing care e.g. delay in obtaining a pressure relieving 
mattress. CNO instigated immediate actions and monitoring. SI 
investigation in relation to causation is ongoing. 
 Avoidable Grade 4 

hospital acquired 
pressure ulcers are 
a rare occurrence 
within the Trust 
and are usually 
complex. This is 
the first patient to 
have developed a 
grade 4 avoidable 
hospital acquired 
pressure ulcer 
since August 2014.  

The Trust’s goal, and included within our Quality Strategy, is to build on the 
existing strategy for pressure ulcer prevention and reduction achieved to 
date and to deliver a further reduction in  numbers and severity of harm of 
avoidable hospital-acquired pressure ulcers by both a targeted and trust 
wide approach.  

Hospital acquired avoidable Pressure Ulcers Trust apportioned Clostridium difficile 

The Trust observed 29 cases for the year against a ceiling of 
42. This is the lowest annual number achieved by UHCW and 
March 2017 was the first month with no cases of C.diff since 
surveillance commenced in 2012. 
 
Nationally the annual rate for acute teaching hospitals is 15.8 
C.diffs per 100,000 bed days while UHCW stands at a rate of 
only 7.5. Chelsea and Westminster are the only teaching 
hospital to have a lower rate than UHCW. 

March 2017 saw the first ever month with zero 
episodes of Trust-apportioned Clostridium 
difficile.  
 

The graph shows UHCW C.diff rate per 100,000 bed days 
(highlighted in blue) against all other NHS acute teaching 
hospitals. 
 
RCAs are held for every Trust-apportioned episode which 
includes a discussion with our CCG to assess preventability. 
Clinical teams are asked to lead on the RCA and to produce 
action plans.  
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The above table shows a sample of wards by exception with comments regarding fill rate performance alongside Care Hours Per Patient 
Day information. The total Trust wide fill rate percentage is also shown. A report for all wards is submitted to the Department of Health via 
Unify on a monthly basis as per National Quality Board guidance. This information is also published on the Trust’s Internet Site.  
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The above chart shows the percentage fill rate for the listed staff groups against the target number of staff required on an early, late and night shift 
for the month. The Neonatal unit record the mix of specialist trained nurses and registered nurses  (without a specialist course) on each shift hence 
these are indicated on a  separate line form RN/RM.  



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. 
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Indicators 
achieved 

Indicators  
in 

exception 

Indicators  
in watching 

status 

Total 
indicators 

Excellence in Patient 
care and experience 16 19 1 36 

Delivery of value for 
money N/A N/A N/A N/A 

Employer of choice 3 2 3 8 

Leading research 
based health care 
organisation 

1 1 0 2 

Leading training and 
education centre 2 0 0 2 

All domains N/A N/A N/A N/A 

Due to financial end of year processes the Deliver of Value for Money  
indicators are not yet available on the Trust scorecards. 
 

Staff turnover rate has fallen for the sixth month and is now 8.28% 
against a target of no more than 10%. The Trusts staff sickness rate has 
reduced once again and is now 3.87% against a target of less than 4%. 
 

The Trust achieved seven of the eight national cancer standards in 
February. The Two Week Wait Breast Symptom standard achieved 
86.21% against the 93% standard. 
 

Targets related to the emergency pathway (A&E waiting times and 
delayed transfers of care) and the elective pathway targets continue to 
underperform. Performance against the RTT incomplete target improved 
slightly with the Trust reporting 87.0% against the 92% target in 
February.  
 

An end of year validation exercise is currently being undertaken to 
ensure alignment continues between the capture of medical PDRs onto 
the Electronic Staff Record (ESR) system and the Revalidation 
Management System. This may result in a revision of the figures for 
medical PDRs. 
 

   19   1           16 Excellence in Patient Care and Experience 

         1 1 Leading Research Based Health Care Organisation 

     2 Leading Training and Education Centre 

Delivery of Value for Money 

          2          3 3 Employer of Choice 

18 

22 KPIs achieved the target in March (excluding Delivery of 
Value for money indicators) 

Not yet available 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month March 2017 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month March 2017 
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Updates on Control Total 
Movements within the control total is largely impacted by under delivery on 
contract income (1.3% adverse to plan); pay and non-pay overspends (0.3% 
favourable to plan); and slippage on STF funding (10% adverse to plan). An 
impairment review is yet to be completed which may impact the IFRS position. 

Trust Position Post Technical Adjustment 

Updates on Net Surplus/(Deficit) position 
The draft net surplus position shows a £2.8m adverse variance to plan (£1.6m 
forecast deficit against a planned surplus of £1.3m). The adverse position is 
mainly driven by the under achievement of STF funding year to date. 

Net Surplus / (Deficit) position 

The Trust reports a £0.7m deficit control total which is £1.8m adverse of plan as at month 12. This assumes partial receipt of the STP 
funding of £17.2m.  The position shows an improvement of £0.3m from previous month. The slippage reflects the under achievement 
of the STP trajectory of £1.8m. 
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Finance | Headlines March 2017 
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Trust Plan Cummulative Budget Cumulative Actual Cumulative Forecast

Cost Improvement 
Programme is £25.8m against 
£25.5m target. 

101% 

The Trust has identified £26.3m of 
potential savings: above the required 
target by £0.8m 

CONTRACT & ACTIVITY  
INCOME 

1.3 % under-performance 

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

Contract income from activities 
reports an adverse variance of  
£6.7m on outturn. 

AGENCY 

£29.8m actual £3m above 
NHSI set target. £2.3m month 

12 versus £3m month 1 

Integrated Quality, Performance and Finance Reporting Framework 
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Efficiency Delivery Programme – CIP & FRP 
Reporting Month March 2017 
 

Integrated Quality, Performance and Finance Reporting Framework 

Overview 
 The Trust is forecasting delivery of £25.8m against £26.3m of potentially identified 

savings. This gives a potential forecast over-delivery of £0.3m against the Trust revised CIP 
target of £25.5m for 2016/17. 

  

 The outturn position from previous month was maintained with £nil movement on actual 
performance. 

  
 

 The Trust has set and aloocated 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 £16.8m (65% of target) and aim to have 

identified 85% of the target by 12th May 2017. The identified position has been risk assessed 
giving a risk adjusted position of £11.4m (68% of identified savings). 

 
 

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

Each scheme, at QIA require clinical approval from individual Group‘s 
Clinical Director (CD) and Modern Matron (MM); and the Trust‘s Chief 
Nursing Officer (CNO) and Chief Medical Officer (CMO). As at M12, All 
documented schemes have been fully assessed by all clinical leads. 

At Operational and Finance sign-off stage, schemes require Chief 
Operating Officer (DCOO/COO) and Associate Directors of Finance (ADoF 
– Ops/CC). All schemes have fully been assessed . 

The Financial Recovery Programme of £12.1m is 
additional to the Trust CIP plan. £7.6m forecast delivery against 
plan as at month 12. 
 Of the £4.5m outstanding, £3.5m 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 March 
2017  

Workforce  
TDA Plan 

Variation 
from Plan 

Last 
Month’s 
Variation 
from Plan 

ISS 

WTE 6968.07 6876 92.07 59.14 513.3 

WTE 
including ISS 

7481.37 

        

Headcount 7918       665 

Headcount 
including ISS 

8583 

        

*The above figures do not include 1613 bank only staff (Zero 
contracted hours).  
 

The Trust’s staff in post is 92.07 WTE ahead of the workforce plan of 
6876 WTE. 
 

The Trust’s monthly staff in post has increased by 32.66 WTE from 
Feb 2017 figures.  
 

Staff Group 
Staff In  

Post WTE  
28th Feb 2017 

Staff In Post 
WTE 31st 
Mar 2017 

Variance 
(WTE) % Variance 

Add Prof 
Scientific and 

Technic 
243.75 247.28 3.53 1.45% 

Additional 
Clinical Services 1588.14 1605.01 16.87 1.06% 

Administrative 
and Clerical 1205.51 1210.09 4.58 0.38% 

Allied Health 
Professionals 415.59 413.54 -2.05 -0.49% 

Estates and 
Ancillary 5.00 5.00 0.00 0.00% 

Healthcare 
Scientists 334.80 335.40 0.60 0.18% 

Medical and 
Dental 935.18 933.25 -1.93 -0.21% 

Nursing and 
Midwifery 
Registered 

2159.59 2169.65 10.05 0.47% 

Students 47.84 48.84 1.00 2.09% 
Totals 6935.41 6968.07 32.66 0.47% 

ISS 516.80 513.30 -3.50 -0.68% 

 
Staff in Post | Variation from Workforce Plan 

 
Staff Group in Post | Monthly Variation 

This report provides a summary overview of workforce data.  A detailed analysis of this data is provided within the monthly 
workforce report presented to the Finance and Performance Committee.   
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Starters & Leavers | Nursing 

  

NHSI Rate Caps | Percentage of Shifts Booked Over Cap 
• An average of 98% of Medical Agency 

shifts remain above cap in March 2017, a 
small increase from 97% in February 
2017. This remains high 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 increased in 
March to an average of 44% up 9% on 
February. 

• The starters results for March highlight that 
5.92 WTE Newly Qualified Nurses have 
commenced in post compared to 0 last 
month. New starters for Nursing totalled  
17.12  WTE in March.  

• The forecast new starters for Nursing next 
month is 18 (Source – Resourcing Dept).  

• Leavers have slightly increased to 7.77 
WTE. 
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Pay Costs | Provided by Finance 

Absence | Specialty Group 

The overall Trust sickness absence rate has decreased by 0.11% in March 2017 to 3.87 and is under the 4% target.  
 
Eight specialty groups have met the 4% target, five groups have not achieved the target in March. Core Service Group 
has the lowest absence figure of  2.40%. 
 
The arrows in table indicate whether there has been an increase or decrease in sickness absence since the previous 
month.   
 

Absence | Month 

Pay cost data for year end is not yet available.  

Mar-17

Specialty Group % Abs Rate 
(WTE)

218 Cardiac & Respiratory (SG01) 4.26%

218 Care of the Elderly (SG13) 3.07%

218 Clinical Diagnostics (SG14) 3.58%

218 Clinical Support Services (SG16) 3.93%

218 Core Services (SG21) 2.40%

218 Emergency Department and Acute 
Medicine(SG04)

3.81%

218 Neurosciences (SG05) 3.70%

218 Oncology, Haematology & Renal (SG06) 5.10%

218 Specialist Medicine & Ophthalmology(SG10) 3.67%

218 St Cross and Trauma & Orthopaedics (SG08) 4.02%

218 Surgery (SG07) 4.52%

218 Theatres and Anaesthetics (SG11) 4.74%

218 Women & Childrens (SG09) 3.68%

Trust Totals 3.87%
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Mandatory Training | Topics 

• Care of the Elderly and Clinical Support Services are over 95% compliant.  There are 11 groups who are between 85% and 95%.  The Temporary 
staffing team have the lowest compliance rate of 78.07 %. 

• Mandatory Training compliance is currently 86.51% a small increase of 0.08% against February 2017. 

• 4 topics are above 95% (Hand Hygiene Non Clinical, Equality and Diversity & Thromboprophylaxis Initial, and Paediatric Life Support Update – 
Annual), 16 topics are amber status between 85% and 95% and 15 topics below 85%.  

• 1 topic is below 60%, Immediate Life Support (ILS) – Annual at 58.78%  this is an improvement of 4.04% from last month. As requested at  Trust 
Board a full drill down of this data is being undertaken. 

• 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 2016 to 60.36% in March 2017. 

• Work is being undertaken to address the compliance rates within Temporary Staffing, with all bank staff being personally invited to specific 
mandatory training days as well as being advised of how to undertake training through e-learning remotely (at home via mobile phones or tablet / 
laptop devices) to drive an increase in compliance rates. We are also facilitating the transfer of training records between employers where 
appropriate. So far, there has been a marginal increase in compliance and further targeted sessions are planned in the coming months.   



 

 
 

PUBLIC TRUST BOARD PAPER  
 

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

Karen Martin, Chief Workforce and Information Officer 

Date  27 April 2017 
 
1. Purpose  
 
To inform the Board of progress of the Together Towards World Class programme. 
 
2. Background and Links to Previous Papers 
 
The Together Towards World Class programme is the Trust’s 5 year organisational 
development (OD) programme, and is focused on supporting our vision to be a national 
and international leader in healthcare.  
 
The programme is broken down into five workstreams – World Class Experience, World 
Class Services, World Class Conversations, World Class Leadership and World Class 
People, and is led by the Chief Executive Officer with the Chairman sitting as a Non-
Executive Director member of the board. Each workstream is overseen by a Chief Officer, 
with an identified workstream lead taking forward projects under their direction.  
 
3. March 2017 Programme Board  
 
In line with reporting arrangements, the Programme Board received assurance on 
progress against each workstream, alongside the identification of key milestones and 
risks. A summary of the information received is outlined below 
 
World Class Experience  
 
(a) Delivering the Brilliant Basics – The board received assurance that Cohort 2 of 

the programme has been delivered throughout February and March 2017, resulting 
in a total of 660 individuals having completed the programme to date.  The board 
noted a full evaluation and options appraisal will be considered through Patient 
Experience and Engagement Committee (PEEC); prior to further cohorts being 
delivered.  

 
(b) Patient and Public Involvement – This project focusses on the deployment of 

refreshed FFT cards, delivery of World Café events and recruitment of volunteers 
dedicated to patient experience activities as part of a wider programme of work 
relating to patient and public involvement. The board received assurance that the 
Patient Experience and Involvement Policy had been considered at January PEEC 
and would subject to formal ratification through Quality Governance Committee. The 



board also noted that Patient Experience Volunteers recruitment had been 
undertaken in February, with a programme of activity commencing in March 2017.  

 
(c) ‘How May I help You’ Communications Booklet – The aim of this project is to 

implement a communication aid to empower patients by giving them and healthcare 
professionals a place to record and document experience of their care. The board 
were assured that the booklet has successfully been trialed on the Rugby St Cross 
site and was now scheduled for roll-out alongside the new Bedside Folder.  

 
3.2 World Class Services  
 
The Board received assurance that the newly formed Transformational Multi-Disciplinary 
Team (TMDT) had commenced work to map all current transformation activities, 
identifying linkages and overlaps to ensure current and future work is aligned to deliver 
maximum impact across operational, financial, workforce and quality metrics. Additionally 
the board was assured the TMDT were implementing new governance arrangement for 
the approval process for new projects, receipt of exception reports and closure reports.  
 
(a) Collaboration Tools – This project builds on previous work to implement modern 

teleconferencing facilities, and focuses on the implementation of instant messaging 
for all staff from Trust devices to support rapid communications between colleagues 
in a similar fashion to text messaging from desktop and mobile devices. The Board 
received assurance that teleconferencing facilities are in place to support MDT 
meetings and appropriate information governance assessments regarding the roll-
out of instant messaging are underway. The board also noted that work continues to 
explore the use of teleconferencing facilities to support a virtual clinic within a local 
prison.  

 
(b) Desktop Optimisation – This project builds on previous work to implement modern 

teleconferencing facilities, and focuses on the implementation of instant messaging 
for all staff from Trust devices to support rapid communications between colleagues 
in a similar fashion to text messaging from desktop and mobile devices. The board 
received assurance that software supporting the roll-out of the new functionality has 
now been installed and a model office will be created in the innovation hub to allow 
for technical demonstrations to occur. In the meantime, pilots are underway with 
Ward 33 and Ward 50 to test this technology in a clinical environment.  

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

transformation of the existing Innovation Hub into a space conducive for innovation 
activity. The board received assurance that an agile office space will be created in 
the hub environment, alongside the creation of temporary installation to allow the 
hub to commence in use. This temporary installation is based on feedback received 
throughout several detailed design workshops undertaken with staff across the 
Trust. The board noted that work continues to meet with potential external partners 
regarding investment in the hub.  
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3.3 World Class Communications  
 
In 2016/2017 this workstream will focus on identifying the different demands and 
requirements for varying engagement and communications activities/approaches for 
differing groups across the organisation. The board reviewed proposals aimed at 
improving engagement levels, and supported the future roll-out of Trust-wide Team Brief 
system; the development and roll-out of an information toolkit for managers (providing 
advice on approaches to engage and communicate with teams; and an options appraisal 
to be undertaken in regards to opening social media channels for staff usage allowing an 
alternative method of engaging with staff on a rolling basis.  

 
3.4 World Class Leadership  

 
 

(a) Leading Together – The board received assurance that the nominations process 
for Phase 3 cohorts (equating to 300 places) was underway, with 12 cohorts across 
Hospital Leader. Service Leader and Team Leaders levels planned to commence 
from March 2017. The board received assurance that closing events for those 
graduating from the programme would commence in March 2017, providing an 
opportunity for individual learning to be showcased. The board also noted that work 
is underway to support alumni from the programme through additional 
masterclasses and a potential leadership conference, helping to ensure the on-going 
development of leaders from all levels of the organisation.  

 
(b) Talent Management – This project focuses on the implementation of a new annual 

appraisal cycle and talent discussion approach for all staff and development of 
interventions to ensure the organisational level identification and development of 
talent. The board received assurance that the new cycle and talent conversations 
were on track for implementation from April 2017, with the management and staff 
briefings having been undertaken. The board noted that proposals regarding the 
development of a coaching culture and a systematic approach to coaching were 
scheduled for review by Chief Officers in April 2017.  

 
(c) Day in the Life of Programme – The board received assurance that nominations 

for this programme, which involves Chief Officers spending time working alongside 
staff across the organisation, had been completed and the programme would 
commence from April 2017. The programme will see events happening each month, 
with stories from visits being shared though internal existing communication 
channels to allow engagement with a wider pool of staff.  

 
3.5 World Class People  

 
 

(a) Values Based Recruitment – The board received assurance that the newly 
refreshed values, launched in March 2017, had been incorporated into all 
recruitment activity, whilst values based recruitment and selection training is also 
underway. The board noted work to explore options for completing values based 
shortlisting was due to commence in May 2017.  
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(b) Values Based Induction – This project focuses on the redesign of the Trust’s 
corporate induction programme to support the transfer of learning competencies 
between NHS organisations, alongside a comprehensive review of local induction 
arrangements to ensure new starters are appropriately welcomed to the Trust and 
equipped with the knowledge and tools to commence their new roles. The board 
received assurance that the revised local induction arrangements had been 
implemented in March 2017. The board noted that work continues to support the 
transfer of training competencies for new starters, supporting a reduction in training 
requirements and releasing time back to patient care. The latter work is scheduled 
for adoption in June 2017, with formal oversight provided through Training, 
Education and Research Committee (TERC).  

 
(c) ChangeMakers – The board received assurance the second cohort of 

ChangeMakers had been recruitment had been undertaken with a further 14 
individuals appointed to support the existing 52 ChangeMakers already in place. The 
board noted that further work is underway to support the identification of 
ChangeMakers in particular specialty groups, alongside the opportunities to 
maximize the impact of ChangeMakers in supporting the implementation of both 
Trust-wide programmes (such actions arising from the National Staff Survey) and 
locality specific change activities.  

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

implementation of a comprehensive package of health and well-being interventions 
and initiatives across the Trust to support the physical, mental and emotional of our 
staff. The board received assurance that a programme of free health checks for staff 
had been implemented, with 310 staff screened to date; a new mindfulness 
programme had been launched in December 2017 and health and well-being 
roadshows were scheduled to take place across the organisation in March to 
support the on-going promotion of support interventions.  

 
(e) Trust Values and Behaviours (Phase 2) – The board noted the refreshed values 

had been launched in March 2017, with a supporting values awareness programme 
underway. In March, the latter programme focused on the newly introduced value of 
‘Respect’, with a short video highlighting respect in action being launched at Chief 
Officers Forum in early March 2017 and to all staff from 6th March 2017. The board 
noted the successful launch of Appreciation Cards, a mechanism by which staff, 
patients and the public can thank staff and recognise the Trust values being lived in 
action. The latter is designed to complement the existing World Class Colleagues 
scheme and Outstanding Care and Service Awards (OSCA’s) both of which 
recognise staff living the Trust values in practice. The board noted that the focus for 
April would be on the value of Compassion.  

 
3.6 UHCWi Up-date  
 
The board received assurance that a Rapid Process Improvement Week (RPIW) was 
scheduled to take place week commencing 27th March 2017 with a focus on Eye A&E – 
right place, right time, the full roll-out of reporting / grading improvements connected to 
the Patient Safety Incidents Valuestream is scheduled to take place throughout May 2017 
and the testing of a second SODA was underway throughout March. The board noted 
that the second cohort of Lean for Leaders had been selected, continuing the leadership 
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capability across the organisation supporting changes in the Trust’s approach to daily 
management, with those from cohort 1 sharing their learning through weekly Stand-Up’s.  
 
4. Areas of Risk  
 
Risk assessments are completed within each workstream and reported to Programme 
Board on an on-going basis throughout the lifecycle of projects.  
 
The overarching risk themes with regard to programme delivery and outcomes for 
2016/2017 outcomes are: 
 
(1)  Key to the overall programme succeeding is wholescale adoption and demonstration 

of the Trust’s Values and Behaviours, this requires changing hearts and minds and 
is not a quick process and requires continual focus. This is area is an identified 
project under the World Class People workstream and work is currently is support 
the embedding of values and behaviours at all levels of the organisation.  

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

(3)  Capacity restraints within the workstream leads will restrict the scope and scale of 
work that can be delivered. 

 
The Board also reviewed the potential risks around continued staff engagement with the 
programme since its launch in 2014. The board agreed for the Chief Executive Officer, 
Chief Workforce and Information Officer, Associate Director of Workforce and Lead KPO 
to explore options to review the programme and develop proposals to support revitalized 
communications on current progress; future areas of focus and expanded roll-out of the 
UHCWi key tools. Options currently being considered include; 
 
(a) Staff briefings led by the Chief Executive Officer – designed to raise staff awareness 

of the programme and its integration with the UHCW improvement system 
(b) Departmental listening cafes and improvement roadshows – designed to raise 

awareness of the programme, provide a forum for the roll-out of some of the UHCWi 
tools on a large scale, and gather staff feedback on the key areas of focus for 
2017/2018 

(c) A dedicated focus on the programme through staff communication mechanisms on a 
rolling monthly basis to ensure staff awareness on progress to date 

(d) A dedicated section at Chief Officers Forum to support Hospital Leaders in 
cascading key messages to their respective teams.  

 
At the time of writing, an options appraisal is underway and further information will be 
provided at Trust Board.  
 
 
5. Governance  
 
The Together Towards World Class Programme is overseen by the dedicated 
programme board, which is chaired by the Chief Executive Officer and includes the 
Chairman as a Non-Executive Director representative, ensuring oversight through to 
Trust Board.  
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Whilst each workstream has its own local governance framework in place, the overall 
status and progress of the workstream are reported to each programme board meeting, 
alongside any overarching programme risks.  
 
 
6. Responsibility 
 
The Chief Executive Officer has overall ownership of the programme, reporting through 
the programme board to Trust Board.  
 
The Trust Board will receive a bi-monthly up-date on the programme progress and 
outcomes.  
 
6. Recommendations 
 
The Board is asked to note the report and receive assurance on the current status of the 
programme.  
 
 
Donna Griffiths  
Associate Director of Workforce – Learning and Organisational Development  
 
 
April 2017 
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TRUST BOARD PAPER  
 

Title National Staff Survey 2016 – Responses Report  
Author Donna Griffiths, Associate Director of Workforce  

Rachael Atkins, Organisational Development Advisor  
Responsible 
Chief Officer 

Karen Martin, Chief Workforce and Information Officer 

Date  27 April 2017 
 
 
1. Purpose  
 
This report provides an overview of the NHS National Staff Survey 2016 within University 
Hospitals Coventry & Warwickshire NHS Trust, outlining how the survey was conducted, 
response rates, results and next steps.  
 
2. Background and Links to Previous Papers 
 
The NHS National Staff Survey is undertaken annually by all Trusts nationwide, and in 
2016 ran 27th September – 2nd December. The 2016 NHS Staff Survey involved 316 NHS 
organisations in England with over 982,000 staff being invited to participate using an 
online or paper questionnaire. Responses were received from over 423,000 NHS staff 
which equates to a national response rate of 44% which is in an increase on 2015 rate 
which was 41%. Full-time and part-time staff who were directly employed by an NHS 
organisation on September 1st 2016 were eligible to participate. 
 
In previous years a random sample of 850 UHCW staff were invited to participate in the 
NHS Staff Survey. However, a decision was made to invite all staff (8178, including 
ISS/RoE staff) to participate during 2016.  
  
3. Narrative 
 
3.1  Response rate 
 
3.1.1 Results  
 
The Trust’s response rate has improved slightly this year to 41% (3156), an increase of 
2% from 2015, although slightly below the national average for Acute Trust’s which was 
44%. The national average for Acute Trusts increased slightly from 41% in 2015 to 44% 
in 2016. 
 
3.1.2 Analysis  
 
2016 was the first year we have invited all staff to participate in the survey, and therefore 
a 41% response rate has been encouraging. Although it is also recognised that 3156 



individuals equates to less than half of our workforce, which in itself could be deemed as 
an indicator of low engagement across the Trust.  
 
 
3.2 Engagement Score 
 
3.2.1 Results 
 
The survey provides an overall staff engagement score. Possible scores range from 1 
(poorly engaged with their work, their team and their trust) to 5 (highly engaged).  
 
 

 
 
The overall levels of engagement can be broken down by staff group and work is 
underway at speciality group level to review outlying staff groups.  
 
3.2.2 Analysis  
 
The Trust's score of 3.83 has decreased slightly from 3.91 in 2015, however, above the 
national average (3.81) and above the score in 2014 (3.78). 
 
3.3 Key Findings  
Appendix 1 shows how we compared against other acute trusts in the 2016 National Staff 
Survey. 
3.3.1 Coding 

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

Red is a negative finding, e.g. worse than average. If a ! is shown the score is in the 
worst 20% of acute trusts.   
Grey indicates our score is average. 
For most of the key finding scores in the figure below a higher score is good.  However, 
for some a higher score indicates a negative finding – these are marked with an asterix 
and in italics.  

3.3.2 Analysis  
In 10 of the 32 key findings areas we perform better than other acute trusts, and in 4 of 
those areas we are ranked in the top 20% of acute trusts, see below. This is a decrease 
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from 2015, where we ranked better than other acute trusts in 28 of the 32 key finding 
areas and in 18 of those we were ranked in the top 20% of acute trusts.  
2015 results were significantly improved from 2014 so caution should be taken when 
analysing 2016 results. 
In the following 4 areas our performance is in the top 20% of other acute trusts: 
 

1. % reporting errors, near misses or incidents witnessed in the last 12 months 
 

2. % if staff agreeing that their role makes a difference to patients / service users 
 

3. Quality of non-mandatory training, learning or development 
 

4. Staff satisfaction with the quality of work and care they are able to deliver 
 
The introduction of working in partnership with Virginia Mason Institute a year ago, could 
be having a positive impact on number of staff reporting errors, near misses and 
incidents, and feeling that their role makes a difference to patients/service users. In 
particular the UHCW Improvement System work to remove waste and put patients first, 
as well as the Value Stream work which focussed on Patient Safety Incidents appears to 
have had a positive impact on results this year. Also, a section on Incident Reporting has 
been introduced into Corporate Induction since 2015, which provides new starters with 
information of how to use Datix and rationale behind when an incident should be 
reported. 
 
In addition, phase 3 of Leading Together, the Trusts flagship leadership development 
programme, started in March 2017. The nature of the programme is to enhance the self-
awareness, self-confidence and capability of UHCW leaders which could have had a 
positive impact on how staff feel about training, learning and development, also, their 
satisfaction with the quality of work and care they are able to deliver. 
The results also identify where we ranked worse than average of acute trusts. In 2016 we 
rank worst that average in 8 of the 32 key finding areas and were ranked in the bottom 
20% of acute trusts for 3 of those key finding areas (see below).  
In the following 3 areas our performance is below average (in comparison to other Acute 
Trusts) and has deteriorated since the 2015 survey:  
 

1. % of staff experiencing discrimination at work in the last 12 months (with ethnic 
background, gender and age being the highest cited reasons for discrimination). 

 
2. % of staff experiencing physical violence from patients, relatives or the public in 

the last 12 months. 
 

3. % of staff experiencing physical violence from staff in the last 12 months. 

Results in regards to the percentage of staff experiencing physical violence may be 
influenced both by the Trust being a major trauma centre and the acuity of our patients. 
However the result remains worrying, as does the % of staff experiencing physical 
violence from other staff. In order to tackle this, Equality, Diversity and Human Rights 
week in May has been dedicated to violence and aggression which will include a focus on 
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zero tolerance and the launch of a public campaign around respect for staff. Additionally 
nursing and security colleagues are also exploring training options for clinical staff in 
specific areas on dealing with clinically challenging behaviours from patients. The latter 
would be designed to enhance the de-escalation skills already delivered through 
mandatory conflict resolution training.  
 
3.4 Staff Friends and Family Test 
 
3.4.1 Results Staff Friends and Family Test – Service/Treatment Provider 
 
“If a friend or relative needed treatment I would be happy with the standard of care provided by this 
organisation” 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.4.2 Staff Friends and Family Test - Employer 
“I would recommend my organisation as a place to work” 

 

 

 

 

 

 
 
 
 
3.4.3 Analysis  
In Quarters 1, 2 and 4 Staff Friends and Family Test results are generated through the 
Staff FFT, whilst in Quarter 3 results are generated through the NHS National Staff 
Survey.   
 
In Quarter 3 (October – December 2016) 73% of respondents said they would 
recommend the Trust as a place to receive treatment. Whilst this is a decrease from 
Quarter 1 (June 2016) and Quarter 2 (September 2016) where 88% of respondents 
stated they would recommend the Trust, we remain above the national average of 70% 
recommending their Trust.  

Response National Average UHCW 

Strongly disagree 3% 2% 

Disagree 6% 5% 

Neither agree nor disagree 22% 19% 

Agree 50% 51% 

Strongly agree 20% 22% 

Response National Average UHCW 

Strongly disagree 5% 5% 

Disagree 9% 9% 

Neither agree nor disagree 25% 24% 

Agree 44% 44% 

Strongly agree 17% 18% 
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62% of survey respondents said they would recommend the Trust as a place to work. 
Whilst this is a decrease from Quarter 1 (June 2016) and Quarter 2 (September 2016) 
where 74% of participants stated they would recommend the Trust, we remain slightly 
above the national average of 61%.  
Clearly there is further work to do to improve our Staff FFT results which is part of the 
overall programme of staff engagement underway through the TTWC programme. 
 
3.5  AUKUH Trusts Comparison 
In addition to the standard compactor group of other Acute Trusts (which excludes 
specialist Trusts and those defined as community and Acute Trusts), comparisons have 
also been completed for all 44 members of the Associate of UK University Hospitals 
(AUKUH). This comparator, could be viewed as providing a more comparable peer group 
given the nature and complexity of University Hospitals Trusts. This comparator data 
indicates that: for 6 of the 32 key finding areas the Trust was ranked in the Top Quartile 
of AUKUH Trusts, and was ranked 17th in terms of net quartile scores.  
 
4.0 Next Steps & Responding to the results 
 
A Task and Finish Group has been established comprising of senior managers, staff side, 
change makers, and a member of our chaplain and bereavement service team. This 
group has focused on reviewing areas where we compare least favourably compared to 
2015 and those where we compare least favourably to other Acute Trusts. An analysis of 
the verbatim comments was also carried out in respect of these areas. The aim of the 
Task and Finish Group is to identify what work/projects are already planned or currently 
being undertaken which may address some of these issues. 
 
 
Areas where we compare 
least favourably to other 
Acute Trusts 

Actions already being taken or planned, to address this 
feedback 

% of staff experiencing 
discrimination at work in the 
last 12 months 

Established:  
 
• Launch of ‘Respect’ Value in February and subsequent video 

in March 
• Leading Together Programme - Unconscious Bias 

Masterclass - enables leaders to consider impact for their 
teams in different situations  

• Value Based Recruitment and Values Based Appraisals 
• Confidential Contacts - a method of raising concerns in the 

first instance 
• Equality and Diversity training delivered to all staff as 

mandatory training 
 
Planned:  
 
• Equality, Diversity and Human Rights week in May – focus on 

specific issues and exploring discrimination faced by BAME 
groups  
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• Phase 3 Leading Together – Unconscious Bias Masterclass – 
further 300 leaders to complete the programme  

 
 

% of staff experiencing 
physical violence from 
patients, relatives or the 
public in the last 12 months  
 
% of staff experiencing 
physical violence from staff 
in the last 12 months 
 
% of staff experiencing 
harassment, bullying or 
abuse from patients, 
relatives or the public in the 
last 12 months 

Established:  
 
• Conflict Resolution Training in place for all staff 
• Zero Tolerance posters around the sites  
• Health and Well-Being support interventions in place for staff, 

including resilience and stress management programmes.  
 
Planned:  
 
• NHS Equality, Diversity and Human Rights week in May – 

focus on violence and aggression  
• Public campaign around respect for staff to be launched in 

May 2017  
• Additional training to deal with clinically challenging behaviour 

in targeted areas.  

% of staff attending work in 
the last 3 months despite 
feeling unwell because they 
felt pressure from their 
manager, colleagues or 
themselves 

Established:  
 
• Attendance Management masterclass – supporting managers 

in dealing with attendance management  
• Leading Together programme - aims to raise awareness of 

others, build an effective team who feel valued and 
comfortable to have open conversations  

• Tracking attendance patterns in speciality groups on a 
monthly basis 

 
Staff motivation at work  
 
Staff satisfaction with 
resourcing and support 
 

 
Established:  
 
• World Class Colleagues, OSCA’s and Appreciation Cards – 

formal methods to reward and recognise staff  
• Annual Appraisals  and Talent Management conversations 

(from April 2017) -  a formal opportunity for each individual 
staff member to have their work performance recognised  

• Regular staff meetings – an approach for recognising work 
teams are delivering  

• Leading Together Programme - Managing Individual 
Performance masterclass and Leading for High Performance 
masterclass to help engage, involve and motivate staff 
members     

• Staff Impressions and Staff FFT to measure engagement of 
staff on a rolling basis 
 

Planned:  
 
• Focus on ‘Pride’ value in May 2017 – as part of rolling values 
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awareness programme  
• New international nurses commencing within the Trust to 

address band 5 nursing vacancies  
• Targetted recruitment campaigns for hard to recruit to areas & 

develop employer brand  
 

Recognition and value of 
staff by managers and the 
organisation 

Established:  
 
• World Class Colleagues, OSCA’s and Appreciation Cards – 

formal methods to reward and recognise staff  
• Annual Appraisals  and Talent Management conversations 

(from April 2017) -  a formal opportunity for each individual 
staff member to have their work performance recognised  

• Regular staff meetings – an approach for recognising work 
teams are delivering  

• Leading Together Programme - Managing Individual 
Performance masterclass and Leading for High Performance 
masterclass to help engage, involve and motivate staff 
members     
 

Planned:  
 
• Focus on ‘Pride’ value in May 2017 – as part of rolling values 

awareness programme  
• Introduction of further staff health and well-being interventions, 

including emotional well-being support initiatives and physical 
health initiatives based on staff feedback  

• Phase 3 Leading Together – a further 300 leaders to complete 
the programme   

 
A rolling communications programme will also take place to feedback results to staff and 
confirm the work already underway and that planned to respond to the results.  
 
In addition to the above specific actions, consideration is being given to revitalising the 
TTWC programme which in 2015 supported the improvements in overall staff 
engagement levels across the organisation. At the time of writing, options currently being 
considered include; 
 

(a) Staff briefings led by the Chief Executive Officer – designed to raise staff 
awareness of the programme and its integration with the UHCW improvement 
system 

(b) Departmental listening cafes and improvement roadshows – designed to raise 
awareness of the programme, provide a forum for the roll-out of some of the 
UHCWi tools on a large scale, and gather staff feedback on the key areas of focus 
for 2017/2018 

(c) A dedicated focus on the programme through staff communication mechanisms on 
a rolling monthly basis to ensure staff awareness on progress to date 

(d) A dedicated section at Chief Officers Forum to support Hospital Leaders in 
cascading key messages to their respective teams.  
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5.0    Areas of Risk 
 
The National Staff Survey results are utilised by a range of individuals. For example, 
individuals considering joining the Trust may utilise the results in order to assess the 
suitability of the Trust as a future employer.  

The NHS Staff Survey results are predominantly used to inform local improvements in 
staff experience and well-being. Nationally, the NHS Staff Survey results provide an 
important measure of performance against the pledges set out in the NHS Constitution. 
The Constitution outlines the principles and values of the NHS in England, setting out a 
number of pledges that define what staff should expect from NHS employers. 

The results are also used by NHS England to support national assessments of quality 
and safety. The Care Quality Commission uses the results to inform their Intelligent 
Monitoring work to help to decide who, where and what to inspect. 

It will be essential to continue to provide suitable focus to staff engagement levels in 
order to increase and maintain momentum. This will be achieved through continued 
reporting to Chief Officers and the Together Towards World Class programme board.  
 
6.0   Governance  
 
National Staff Survey results have now been published. 
 
7.0     Responsibility 
 
The Chief Workforce and Information Officer will retain oversight for coordination of the 
National Staff Survey and reporting of results through to Chief Officers Group and the 
Together Towards World Class programme board. A full board seminar will focus on staff 
engagement in May 2017. 
 
8.0      Recommendations 
 
The Board are asked to NOTE:  
 
• There have been both improvements and deteriorations in comparison to our 

2015 results, although our Staff FFT and engagement levels remain above the 
national average for Acute Trusts.  

• There are 4 key finding areas where the movement from 2015 – 2016 is 
classified as statistically significant; with a negative deterioration in three areas.  

• A Task and Finish Group have identified what work/projects are already planned 
or currently being undertaken which will support in addressing the key outcomes 
from the survey.  

 

Donna Griffiths, Associate Director of Workforce  
Rachael Atkins, Organisational Development Advisor  
 
April 2017  
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PUBLIC TRUST BOARD PAPER  
 

Title Audit Committee Annual Report 2016/17 
Author David Poynton, Non-Executive Director and Audit Committee 

Chair 
Responsible 
Director 

David Poynton, Non-Executive Director and Audit Committee 
Chair 

Date  27 April 2017 
 
1. Purpose  
 
To present the Audit Committee Annual Report for assurance and approval. 
 
2. Background and Links to Previous Papers 
 
The Audit Committee Chair presents an Annual Report to the Trust Board in April each 
year; this iteration covers the Committee’s activities in the financial year 2016/17. 
 
3. Narrative 
 
The report is submitted to provide assurance to the Trust Board that the Audit Committee 
is functioning in accordance with its Terms of Reference and in line with the requirements 
of the NHS Audit Committee Handbook. The detail is contained within the attached report 
and there are no specific areas of concern that need to be highlighted to the Trust Board. 
 
4. Areas of Risk 
 
There are no specific risks arising from the report because the Committee has been 
functioning in accordance with best practice and guidance.  The risk arises out of the 
Trust failing to have an effective Audit Committee in place, in that if it does not, the overall 
governance of the Trust would be in jeopardy, which could lead to potential regulatory 
intervention and action and reputational damage. 
 
5. Governance  

 
It is best practice as set out in the Audit Committee Handbook for the Committee to 
prepare and present an annual report each year describing the work that it has done and 
how this has supported and contributed to the Trust’s governance arrangements.  This 
also contributes to the production of the Annual Governance Statement 
 
6. Responsibility 
 
The Chair of the Audit Committee is responsible for preparing the report supported by the 
Director of Corporate Affairs. 
 
7. Recommendations 
 
The Trust Board is asked to NOTE the work of the Audit Committee during 2016/17, to 
RAISE any questions or concerns and to APPROVE the Audit Committee Annual Report. 
 



UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 
 

AUDIT COMMITTEE ANNUAL REPORT 2016/17 
 

1. Introduction 
 
This Annual Report summarises the activities of the Trust’s Audit Committee (the 
Committee) for the financial year 2016/17 and sets out how it has met its terms of 
reference and complied with the duties delegated to it by the Board of Directors (“the 
Board”). 
 
The Committee is a formal committee of the Board. It follows best practice guidance 
as set out in the NHS Audit Committee Handbook and provides a form of 
independent check upon the management of the Trust. 
 
2. Membership and Meetings 

 
In line with best practice the Committee comprises solely Non-Executive Directors; 
thus ensuring the required degree of independence.  The terms of reference provide 
for 4 NEDs comprising membership of the Committee.   
 
The members of the Audit Committee within the period covered by this report were: 
  

• David Poynton – Chair  
• Barbara Beal – Vice Chair (joined September 2016) 
• Ian Buckley 
• Ed Macalister-Smith 
• Peter Winstanley (left in June 2016) 

 
During the year, the Chief Finance & Strategy Officer and the Director of Corporate 
Affairs were in regular attendance at Committee meetings along with the Associate 
Director of Finance. Representatives from the Trust’s internal and external auditors 
and from Counter Fraud services were also in regular attendance to report on a 
range of risk and control issues and the financial controls and statements.   
 
The Committee reviews its terms of reference on an annual basis and for the year 
2016/17 the review was undertaken at the meeting in February 2017; no changes 
were made as the document remained compliant with the Audit Committee 
Handbook. 
 
Through its terms of reference, the Committee is responsible on behalf of the Board 
for independently reviewing the systems of governance, control, risk management 
and assurance.  Its activities cover the whole of the Trust’s governance agenda in 
line with best practice and it provides assurance to the Trust Board in relation to the 
efficacy of the system of internal control as a whole. 
 
The Committee met on 6 occasions during 2016/17; 5 ordinary meetings were held 
with an additional extraordinary meeting taking place in June 2016, at which the 
Annual Accounts for 2015/16 were discussed and recommended to the Trust Board 
for adoption.  A schedule of attendance is set out in the following table where (x) 
indicates attendance. 

Agenda Item 25 Enclosure 17 
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Member April June 
(Extra-
ordinary) 

July September November February 

David Poynton x x X x  x 
Barbara Beal  x  x x x 
Ian Buckley x x X x x x 
Ed Macalister-Smith x x x  x x 
Peter Winstanley x      

 
 

3. Governance Arrangements 
 
There are 2 other committees of the Board over which the Audit Committee has an 
oversight and monitoring role; these are Quality Governance Committee (QGC) and 
Finance and Performance Committee (F&P).  The Chairs of these Committees are 
members of the Audit Committee and through that linkage and the submission of 
Committee Annual Report to the Audit Committee, the Committee is familiar with their 
work.   The Committee is reliant upon the work of QGC to provide assurance around the 
clinical governance and quality agenda and on F&P regarding matters financial and 
performance issues.   
 
The Chair of the Audit Committee prepares a short summary report to the Board 
meeting that follows the Committee meeting to ensure timely information flow, within 
which, key issues are highlighted.  The minutes of the Audit Committee are formally 
submitted to the Board once approved.   

 
4. Work and Achievements 

 
As is demonstrated by the table above, the Committee met in line with its schedule and 
achieved quoracy at each meeting.  It also considered all matters that are properly 
under its jurisdiction within the year.  A Committee work-plan was produced for the year, 
which drove the agenda for each meeting and ad hoc reports were requested where 
appropriate and necessary.   
 
Of particular note is continued improvement in the number of outstanding actions arising 
out of audit reports and the introduction of a requirement for Chief Officer approval of 
any requests to extend deadlines for completion.  The Committee has held individual 
managers to account during the year through requests to attend the Committee where 
actions have not been completed within agreed deadlines.  It has also been agreed that 
the relevant Executive Director will be asked to attend the meeting when there is a 
report with a conclusion of less than significant assurance. 

 
4.1 Auditor Panel 

 
The Trust Board resolved to establish the Audit Committee as an Auditor Panel and 
following a tender exercise; the panel met in November 2016 and made a 
recommendation to the Trust Board to appoint KPMG as the Trust’s External Auditor.  
This recommendation was accepted. 
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4.2 Risk Management 

 
The Committee received and discussed the Board Assurance Framework (BAF) 4 times 
during the year in addition to which, reports relating to the risks on the BAF compiled by 
internal audit were also received.  The opinion of Internal Audit is that the 2016/17 BAF 
is ‘A’ rated and meets requirements. Work to develop the 2017/18 BAF took place in 
February 2017 and the BAF was presented to the Trust Board for approval in March 
2017.   In order to strengthen the relationship between the BAF and Internal Audit 
Strategic Plan for the year, each audit exercise is now linked to the Trust’s strategic 
objectives within the plan.  The Trust Board has approved two new risks for inclusion on 
the BAF during the year and the Committee reviewed the Internal Audit plan thereafter 
to ensure that it remained relevant in light of a more dynamic BAF. 
 
Good progress in relation to the risk agenda has continued to be made throughout the 
year with the number of historical risks on the register reducing significantly and positive 
action being taken with regards to the mitigation of risks. 
 

4.3 Clinical Audit 
 
The Committee approved the Clinical Audit work plan for the year and was satisfied that 
it met requirements in terms of both nationally mandated and Trust driven audits.  The 
Committee was also given assurance via the report that appropriate arrangements for 
clinical governance across the Trust are in place although there was some concern in 
relation to the completion rates for clinical audit, which was referred to the Quality 
Governance Committee for discussion. 
 

4.4 Regulatory Matters 
 
The Committee also reviewed the following:  
 

• Register of Interests 
• Losses and Special Payments 
• Debt write offs 
• Waivers of Standing Orders/Standing Financial Instructions 
• Changes to Accounting Policies 
• Arrangements for establishing an Auditor Panel 
• Raising Concerns Policy 
• Register of Interests Policy 

 
4.5 Evaluation of the Committee  

 
Committee members completed the Audit Committee checklist as set out within the 
HFMA Audit Committee handbook.  The survey was carried out in accordance with the 
revised Audit Committee Handbook (3rd edition) and comprised 2 sections; 
effectiveness and processes.   
 
The report was presented to the Committee in November 2016 and therefore relates to 
the main period of this annual report.  Generally speaking, the responses indicated 
improvement on the previous year although some members felt that more focus needed 
to be given to clinical audit.  It has now been agreed that the Clinical Audit Report will 
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be presented to the Quality Governance Committee prior to submission to Audit 
Committee, which will add rigour. 
 
The Chair has also introduced an assessment tool for members to complete after each 
meeting in order that improvements can be made where necessary.  There will be a 
focus in 2017/18 upon addressing some of the verbatim comments that have been 
received during the year. 
 
Assurance is given to the Trust Board that the Committee is operating effectively and 
within its terms of reference. 
 

5. Independent Assurance 
 
Internal Audit 
 
CW Audit Services provided the Trust’s internal audit function during 2016/17.  During 
the year the Committee received progress reports from internal audit at every meeting 
and the audit plan was changed, with the approval of the Committee, to accommodate 
emerging issues as necessary.  The Head of Internal Audit Opinion for 2016/17 gives 
an overall opinion of significant assurance that there is a generally sound system of 
internal control in place. 
 
During the year the Committee received 19 detailed assurance reports from internal 
audit relating to a range of systems of internal control set out in the 2016/17 plan 
(detailed at appendix A).  Each report included an assurance opinion and an action plan 
that was approved by management and accepted by the responsible Chief Officer of the 
Trust, other than in the case of advisory pieces of work where no formal opinion is 
given1.  Actions were then uploaded into the audit recommendation tracker system 
operated by internal audit, and a recommendation tracking report was then received at 
each meeting to enable the Committee to fulfil its function with regards to ensuring that 
agreed actions were followed up, and to provide assurance to the Trust Board in that 
regard.  There are 5 actions that have been deferred beyond the year end, which was 
agreed with the Audit Committee Chair in advance. 
 
It should be noted that whilst there were no reports received with a no-assurance 
opinion, there were 2 reports received with a limited assurance period; this is however 
an improvement on the previous year.  The detail of the reports and their assurance 
levels are set out at Appendix A. 
 
Members of the Committee were offered the opportunity to meet with both internal and 
external audit in private and such meetings periodically took place during the year. 
 

6. External Audit and Review of Financial Statements 
 
The Trust’s external audit function was provided by KMPG who were the Trust’s 
auditors for 2016/17.  The role of external audit is to review and report on the Trust’s 
financial statements and to report on whether the Trust has made proper arrangements 
for securing economy, efficiency and effectiveness in the use of its resources.  
 

1 Information Governance and Acute Medicine Activity Review 
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The Audit Plan for 2016/17 audit of the accounts and financial statements was received 
at the December meeting.  Progress reports and briefings on emergent issues pertinent 
to the Audit Committee have also been provided.  The final report and opinion for 
2016/17 is not available at the time of writing this report. 
 

7. Counter Fraud & Security Management 
 

The Trust’s Counter Fraud Service continued to be provided by CW Audit in the 
financial year 2016/17. A self-assessment against the NHS Protect was carried out and 
the results, which were reported to the Committee in November, are set out below.  It is 
pleasing to note the improvement on the previous year.    

 
 
An annual work-plan was approved by the Committee in March 2016 and the 
Committee was advised in February that owing to an increase in the number of 
referrals, the planned days had been utilised.  Owing to the importance of this work the 
Chief Finance & Strategy Officer approved additional days. 
 
All suspected frauds that were reported within the year were investigated with progress 
being reported within regular reports to the Committee.   
 
The Committee also received updates around security management during the year. 
 

8. Annual Report and Quality Account 
 
The Committee received and approved the Annual Report and Annual Accounts for 
2015/16 at its extraordinary June meeting to ensure that the content was accurate and 
consistent with the information that the Audit Committee has been privy to over the 
year.  The 2016/17 accounts will be received in June 2017 and will be reported upon in 
the next iteration of this report. 
 

9. Conclusion  
 
The Committee is of the view that it has taken appropriate steps to perform its duties as 
delegated by the Board and that it had no cause to raise any issues of significant 
concern with the Board arising out of its work during 2016/17. 
 
In making this statement the Committee acknowledges the support given to it by 
management, in particular the Chief Financial & Strategy Officer and his team, and by 
internal and external audit colleagues. 
 
David Poynton 
Chair, Audit Committee 
April 2017 

Key area RAG Rating 2014 -15 RAG Rating 2015 - 16 
Strategic Governance Green Green 
Inform and Involve Amber Green 
Prevent and Deter Amber Green 
Hold to account Amber Green 
Overall rating Amber Green 
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 Appendix A 
 
Schedule of Internal Audit Reports 2015/16 

 
 
Review Status Assurance Level 
Budget Setting including CIP FINAL Significant 
Financial Delivery including CIP FINAL Significant 
Financial Systems FINAL Significant [all] 
Pharmacy Stock FINAL Moderate 
Assurance Framework - Interim FINAL Level A 
Assurance Framework - Year-end FINAL Level A 
Risk Management FINAL Significant 
Information Governance - Interim Review FINAL Action Required 
Information Governance - Year-end FINAL N/A 
RTT - Data Quality FINAL Significant 
Cancer Waiting Times - Data Quality FINAL Significant 
Safer Staffing System - Data Quality FINAL Significant 
Activity Recording SAU - Data Quality FINAL Moderate 
Consultants FINAL Limited 
Embedding of SafeCare on HealthRoster FINAL Moderate 
Recruitment Processes FINAL Moderate 
WLI Payments FINAL Limited 
WHO Checklist Processes FINAL Moderate 
Waiting List Management - follow-up FINAL N/A 
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PUBLIC TRUST BOARD PAPER  
 

Title Register of Interests and Gifts/Hospitality 2016/17 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Andy Meehan, Chair 

Date  27 April 2017 
 
1. Purpose  
 
To present the Register of Interests and Register of Gifts & Hospitality for the Board of 
Directors of the Trust, for the financial year 2016/17. 
 
2. Background and Links to Previous Papers 
 
In accordance with the transparency, openness and accountability agenda, the Trust 
Board receives this report on an annual basis. 
 
3. Narrative 
In accordance with the NHS Code of Accountability, the Trust’s Standing Orders and the 
Business Conduct Policy, the Trust is required to hold and maintain a Register of 
Interests and a Register of Gifts and Hospitality, and to make these available for public 
inspection.  In addition to meeting regulatory requirements, declaring any relevant 
interests, benefits and hospitality received in connection with an individual’s employment 
at the Trust is in keeping with the Trust’s openness value and supports the transparency 
agenda, thereby promoting public confidence in the organisation.  It also evidences that 
there are processes in place to ensure compliance with statutory and regulatory 
requirements, including those of the Bribery Act 2010.  
For the purpose of this report, the attached extract from the registers of interests, gifts 
and hospitality only details the interests of members of the Trust Board, although both 
registers contain relevant declarations made by other members of the Trust staff.  Board 
members are asked to declare any interests that they have that are relevant to their role 
as a Board member upon appointment, at each meeting of the Trust Board and also on 
an annual basis.  Board members are however reminded of their on-going responsibility 
to declare interests to the Director of Corporate Affairs at the point that they arise during 
their tenure.  
 
The attached extract from the register of Gifts and Hospitality details gifts and hospitality 
received by members of the Board during the period.  All staff are however required to 
declare any gifts or hospitality received in the course of their employment and a 
corresponding entry is then made on the register.  Staff are reminded of the requirement 
to declare interests, gifts and hospitality on an annual basis and the full registers are 
scrutinised at the Audit Committee on an annual basis. 
 
A Trust-wide policy is under development which reflects recent guidance published by 
NHS England in February 2017; this guidance provides a greater level of detail than that 
provided previously and all NHS organisations will be expected to adopt the model Policy 
or version thereof.  It is anticipated that the Policy will be submitted to Audit Committee in 
July ahead of Trust Board approval. 



 
4. Areas of Risk 

 
There are no specific risks highlighted within the paper; the risk relates to failing to have 
processes for making declarations and registers in place, in that this does not comply 
with regulatory and statutory requirements and could adversely impact on the Trust’s 
reputation and standing. 

 
5. Governance  
 
The Trust aspires to the highest standards in corporate governance, transparency and 
openness.   Maintaining registers and reporting upon them periodically is in keeping with 
this and the responsibilities of the Board of Directors given that the Trust is a public body.   
 
6. Responsibility 

 
Andrew Hardy, Chief Executive Officer 
Rebecca Southall, Director of Corporate Affairs 
 
7. Recommendations 
 
The Trust Board is asked to APPROVE the register of interests and register of gifts and 
hospitality and NOTE the requirement to declare interests and any gifts/hospitality 
received on an on-going basis. 
 
 
 
 

Page 2 of 2 



Register of Gifts and Hospitality 2016/17 
 

 
 

Name Job Title Date gift/benefit 
rec'd

Source of Gift or benefit Nature of gift/benefit start/end 
date of visit

Date 
Declared

Destination Event details Purpose of visit Annual leave 
taken for visit 

(Y/N/NA)

Study leave 
taken for visit 

(Y/N/NA)
Ian Buckley Non-Executive Director 20 - 21 Feb 2017 Deloitte Sponsored study trip to the USA 

including a HIMSS Conference to 
learn and understand more about 

the successful application of 
technology in healthcare including 
dinner on both on 20th and 21st 

February. Travel and 
accommodation not included.

20-22 Feb-
2017

27-Feb-17 Orlando, Florida HIMSS Event To evaluate EPR systems N/A N/A

Ian Buckley Non-Executive Director 22-Feb-17 Deloitte Dinner 20-22 Feb-
2017

27-Feb-17 Raleigh, Durham, 
North Carolina

University of North 
Carolina Hospital

Site visit to view EPR system N/A N/A

David Eltringham Chief Operating Officer 15-Jun-16 Finegreen Associates Dinner with Senior members of the 
organisation of the NHS 

Confederation conference in 
Manchester

N/A 11-Jan-17 Manchester, UK NHS Confederation 
Conference 

NHS Confederation Conference N/A N/A

David Eltringham Chief Operating Officer 16-Jun-16 Newton Europe Dinner with Senior members of the 
organisation of the NHS 

Confederation conference in 
Manchester

N/A 11-Jan-17 Manchester, UK NHS Confederation 
Conference 

NHS Confederation Conference N/A N/A

Nina Fraser Chief Nursing Officer 20 - 21 Feb 2017 Deloitte LLP Sponsored study trip to the USA 
including a HIMSS Conference to 
learn and understand more about 

the successful application of 
technology in healthcare including 

dinner on both 20th and 21st 
February. Travel and 

accommodation not included.

20-22 Feb-
2017

27-Feb-17 Orlando, Florida HIMSS Event To evaluate EPR systems N/A N/A

Nina Fraser Chief Nursing Officer 22-Feb-17 Deloitte Dinner 20-22 Feb-
2017

27-Feb-17 Raleigh, Durham, 
North Carolina

University of North 
Carolina Hospital

Site visit to view EPR system N/A N/A

Andy Hardy Chief Executive Officer 15-Jun-16 Finegreen Associates Dinner with Senior members of the 
organisation of the NHS 

Confederation conference in 
Manchester

N/A 11-Jan-17 Manchester, UK NHS Confederation 
Conference 

NHS Confederation Conference N/A N/A

Andy Hardy Chief Executive Officer 16-Jun-16 Newton Europe Dinner with Senior members of the 
organisation of the NHS 

Confederation conference in 
Manchester

N/A 11-Jan-17 Manchester, UK NHS Confederation 
Conference 

NHS Confederation Conference N/A N/A

Andy Hardy Chief Executive Officer 21-Nov-16 Deloitte LLP Healthcare Dinner and Discussion 
with Sir Howard Bernstein

21-Nov-16 11-Jan-17 Birmingham, UK As part of the thought 
leadership programme 

As part of the thought leadership 
programme 

N/A N/A

Ed Macalister-Smith Non-Executive Director 27-Feb-17 PriceWaterhousecoopers 
LLP

Light refreshments 27-Feb-17 02-Mar-17 PwC Offices, London Non-Executive 
Director Briefing

Non-Executive Director Briefing N/A N/A

Karen Martin Chief Workforce and 
Information Officer

20 - 21 Feb 2017 Deloitte LLP Sponsored study trip to the USA 
including a HIMSS Conference to 
learn and understand more about 

the successful application of 
technology in healthcare including 

dinner on both 20th and 21st 
February. Travel and 

accommodation not included.

20-22 Feb-
2017

27-Feb-17 Orlando, Florida HIMSS Event To evaluate EPR systems N/A N/A

Karen Martin Chief Workforce and 
Information Officer

22-Feb-17 Deloitte LLP Dinner 20-22 Feb-
2017

27-Feb-17 Raleigh, Durham, 
North Carolina

University of North 
Carolina Hospital

Site visit to view EPR system N/A N/A

David Moon Chief Finance and Strategy 
Officer

26-Sep-16 Deloitte LLP Dinner with Gus Miah 26-Sep-16 20-Oct-16 Forest Hotel, 
Dorridge

N/A General catch-up N/A N/A

David Moon Chief Finance and Strategy 
Officer

27-Feb-17 Healthcare Financial 
Management Association

New Introductory Guide Book - NHS 
Finance by HFMA

(Cost £29.50)

N/A 27-Feb-17 N/A N/A N/A N/A N/A

Meghana Pandit Chief Operating Officer 15-Jun-16 Finegreen Associates Dinner with Senior members of the 
organisation of the NHS 

Confederation conference in 
Manchester

N/A 11-Jan-17 Manchester, UK NHS Confederation 
Conference 

NHS Confederation Conference N/A N/A

Meghana Pandit Chief Operating Officer 16-Jun-16 Newton Europe Dinner with Senior members of the 
organisation of the NHS 

Confederation conference in 
Manchester

N/A 11-Jan-17 Manchester, UK NHS Confederation 
Conference 

NHS Confederation Conference N/A N/A

David Poynton Non-Executive Director 07-Dec-16 Deloitte LLP Dinner at the Healthcare Finanacial 
Management Association (HFMA) 

Conference

07-Dec-16 05-Jan-17 Hilton London 
Metropole

Annual HFMA 
Conference 

The conference brings together 
prominent fgures in the NHS along 
with key policy makers, politicians, 

clinician’s and professional and 
technical experts

N/A N/A

David Poynton Non-Executive Director 14-Dec-16 KPMG Lunch 14-Dec-16 05-Jan-17 KPMG offices in 
Birmingham

General catch-up on 
whats happening in the 

world of finance

General catch-up on whats 
happening in the world of finance

N/A N/A



 
Register of Interests 2016/17 

 

 

Name Job Title Directorships Ownership Shareholdings Charity or Voluntary 
Organisations NHS Service Contracts: Research Funding Pooled Funds Paid employment, office, profession:

Barbara Beal Non-Executive 
Director

Interim Associate Director of Newark Hospital 
Site (until 31/03/17)

Griffiths Beal Healthcare Consultancy Ltd None None Associate of The Finegreen Group None None Engaged as an Associate within the Executive Development Division of 
Finegreen Associates, which is a consultancy operating in both public and 
private sector

Undertook an assignment as an Independent Clinical Healthcare Consultant on 
the Nursing and Midwifery CIP for Nottingham University NHS Trust

Upon completion of the above - commenced a fixed term assignment as Interim 
Chief Nurse at Sherwood Hospital NHS FT (Commencing November 2016 to 6 
February 2017)

Associate Director for Newark Hospital as part of Sherwood Forrest Hospitals 
NHS Trust from 7th February 2017 until 31st March 2017

Shropshire Clinical Commissioning Group - four days as interim Board Nurse 
during March 2017 (unpaid).

Ian Buckley Non-Executive 
Director

Director at Whitehall Manor Maintenance Ltd None None Trustee of UHCW Charity Consultant, Leadership Trust, Ross 
on Wye and Bristol Business 
School Advisor Chelsea Group

None None None

David Eltringham Chief Operating 
Officer

Director/Trustee of the Coventry and 
Warwickshire Hospitals Charity

None None Director/Trustee of the 
Coventry and Warwickshire 
Hospitals Charity

None None None Married to Diane Eltringham, Associate Director of Nursing for Patient 
Experience and Professional Standards

Nina Fraser Chief Nursing Officer None None None None None None None None

Andrew Hardy Chief Executive 
Officer

None None None Director/Trustee Albany 
Theatre Trust

Director/Trustee HFMA until 
December 2016

None None None None

Sudesh Kumar Non-Executive Director Non-Executive Director on the Board of NHS 
Digital,
Institute of Digital Health, Dean Warwick 
Medical School

None None None C3Cloud – €5M  (for a Digital tools 
for self-management of complex co-
morbidities inc diabetes -2016. 

Horizon 2020 (PI Arvanitis and 
Sudhesh is co-investigator)

Miscellanous service contracts in 
my capacity as an academic

None None Honorary Consultant Physician - at the Heart of England NHS Foundation Trust 
and George Elliot Hospital NHS Trust - supports the continuation of GMC 
registration.

Ed Macalister-Smith Non-Executive 
Director

None None None None None None None Chair, NIHR HS&DR Priorities Panel and a Board Member; CQC, occasional 
daily work as Independent Reviewer of Ratings (NHS Trusts)

Karen Martin Chief Workforce and 
Information Officer

Director of QGOV Consultancy Ltd None None None None None None None

Andy Meehan Chairman Director - Lanthorne Ltd - Business 
Consultancy and Ramsdens Financial Ltd

Chairman of Direct Healthcare Services Group

Board of Governors, Coventry University from 
27th February 2017

Lanthorne Ltd - Business Consultancy None CVQO - Trustee of charity 
providing vocational 
education

Chairman of UHCW 
Charity

Mayday Trust

None None None Chairman of Direct Healthcare Services Group, which sells various types of 
equipment into the health and social care sectors to prevent, amongst other 
things, pressure sores and related tissue viability problems.

David Moon Chief Finance and 
Strategy Officer

Associate Governor Trinity Catholic School 
Leamington Spa (Until Dec 16th 2016)

None None None None None None None

Meghana Pandit Chief Medical and 
Quality Officer/Deputy 
CEO

Nominal director of JJ and M J Pandit Ltd - a 
company registered to receive private practice 
income

None None None None None None Course Director and Professor of MSc at Warwick Manufacturing Group (paid to 
UHCW, not Professor Pandit)  

UHCW has entered into a collaborative project with the University of Oxford on 
analysing theatre efficiency and operations management. The lead for this 
project, at the Oxford side, is Professor Jaideep J Pandit, of the Nuffield 
Department of Clinical Neurosciences (Husband)

David Poynton Non-Executive 
Director

In-form Solutions Ltd - Chairman

Poynt One Enterprises Ltd- Director

Both Management Consultancies and Interim Suppliers Minority Shareholder- 
In-Form
Majority Share Holder- 
Poynt One
(Wife and Children 
Other Shareholders)

None None None None Peta Poynton (wife) carries out HRD interim roles and investigations for NHS 
organisations

Mark Radford Chief Nursing Officer Holly Medical Services Ltd (GP Surgery)

Parent Governor - Sutton Coldfield Girls 
Grammer School

None None Trustee of UHCW Charity 
until 31st October 2016

None None None None

Trevor Robinson Associate Non-
Executive Director

None None None Unpaid Independent 
Member of the Audit and 
Risk Committee of Ofqual 
(the examinations 

None None None None

Brenda Sheils Non-Executive 
Director

Sheils Associates Ltd - Education Consultancy Sheils Associates LTD None Trustee and member of 
National Council of NACRO 
(National Association for 
the Care and Resettlement 
of Offenders) From 1st 
March 2017 (unpaid)

None None None None
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Title Trust Seal Register 2016/17 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Chief Officer 

Andy Meehan, Chairman 

Date  27 April 2017 
 
1. Purpose  
 
The report sets out the usage of the common seal of the Trust during the year 2016/17 
and is provided for noting. 
 
2. Background and Links to Previous Papers 
 
A report detailing the use of the common seal of the Trust is reported to the Trust Board 
on an annual basis and was last presented in May 2016.  
 
3. Narrative 
 
The common seal of the Trust is affixed when a document needs to be executed as a 
deed as opposed to a simple contract.  Affixation is governed by the Trust’s Standing 
Orders, which dictate that a report detailing the usage of the seal shall be periodically 
submitted to the Trust Board.  This report therefore satisfies these requirements in that it 
details each time the seal has been affixed during the year 2016/17.  
 
4. Areas of Risk 
 
There are no areas of risk as corporate governance requirements are satisfied through 
the submission of this report. 
 
5. Governance  
 
The seal is kept in safe custody by the Director of Corporate Affairs and is affixed in line 
with the requirements laid out in the Standing Orders, which are aimed at preventing it 
from misuse. 
 
6. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs 
 
7. Recommendations 
 
The Board is asked to NOTE the usage of the common seal of the Trust 2016/17. 
 
 
.   
 



Consecutive 
Number 

Date of Sealing Description of document sealed Names and titles of persons attesting sealing Dissemination of 
Document:

Name of Solicitor

297 08.06.2016 Avon House, Hospital of St Cross, Lease Document Mr Andrew Meehan, Chairman and Professor 
Andrew Hardy, Chief Executive Officer

Lincoln Dawkin Mills and Reeve Solicitors LLP

298 14.06.2016 Deed of Variation to the Project Agreement Relating to 
the Law Variation x3 Copies

Professor Meghana Pandit, Chief Medical 
Officer/Deputy Chief Executive Officer and Mr 
Andrew Meehan, Chairman

Lincoln Dawkin Clyde and Co

299 14.06.2016 Collateral Warranty for ITL Works in Relation to Law 
Variation x4 Copies

Professor Meghana Pandit, Chief Medical 
Officer/Deputy Chief Executive Officer and Mr 
Andrew Meehan, Chairman

Lincoln Dawkin Clyde and Co

300 14.06.2016 Collateral Warranty for ITL Services in Relation to Law 
Variation x4 Copies

Professor Meghana Pandit, Chief Medical 
Officer/Deputy Chief Executive Officer and Mr 
Andrew Meehan, Chairman

Lincoln Dawkin Clyde and Co

301 14.06.2016 PA/SFM Deed of Variation for Market Testing Variation 
x4 Copies

Professor Meghana Pandit, Chief Medical 
Officer/Deputy Chief Executive Officer and Mr 
Andrew Meehan, Chairman

Lincoln Dawkin Clyde and Co

302 04.07.2016 Power of Attorney to Fastrack Global Recruitement LTD 
in Relation to Recruitment in Phillippines

Mr David Moon, Chief Finance and Strategy 
Officer and Professor Andrew Hardy, Chief 
Executive Officer

Annette Wye ID Medical

303 11.10.2016 Arden Estate Partnerships Ltd LIFT Proforma underlease 
for part of Clay Lane Health (Renal Dialysis Unit) 
(Duplicate)

Mr Andrew Meehan, Chairman and Professor 
Andrew Hardy, Chief Executive Officer

Lincoln Dawkin Trust Board Business Case Approved at September 2015 Trust 
Board

304 11.10.2016 Licence to Underlet Part, Clay Lane, Coventry, CV2 4LJ 
(Duplicate)

Mr Andrew Meehan, Chairman and Professor 
Andrew Hardy, Chief Executive Officer

Lincoln Dawkin Trust Board Business Case Approved at September 2015 Trust 
Board

305 11.10.2016 Agreement for Joint Appointment of an Independent 
Certifier - renal works at Clay Lane (Duplicate)

Mr Andrew Meehan, Chairman and Professor 
Andrew Hardy, Chief Executive Officer

Lincoln Dawkin Trust Board Business Case Approved at September 2015 Trust 
Board

Register of Sealings 2016/17



 
 

 

PUBLIC TRUST BOARD PAPER  
 

Title Risk Management Strategy 
Author Justin King, Associate Director Quality – Patient Safety & Risk  
Responsible Director Meghana Pandit, Chief Medical & Quality Officer 
Date  27 April 2017 
 
 
1. Purpose  
 
Trust Board is invited to review and approve the updated Trust Risk Management 
Strategy.   
 
 
2. Background and Links to Previous Papers 
 
The Trust Risk Management Strategy was last approved by Trust Board in March 2015. 
Since that document was produced, numerous enhancements have been made to the 
risk management framework in the trust and the Strategy is due to be refreshed. This 
document provides an updated two year strategy to ensure risk management continues 
to improve, to support the Corporate Objective of achieving a CQC rating of at least 
‘Good’ at Trust level in the next inspection. 
 
 
3. Executive Summary 
 
This document contains the strategic priorities for enhancing the Risk Management 
structure in the Trust from April 2017 – March 2019. It has been written to align with the 
Quality Strategy (GOV-STRAT-001-12) that articulates the path for UHCW to attain ‘world 
class’ status in provision of the highest quality of care to its patients (2016-2021). 
 
The Strategy has been structured around three aims: 

• Aim 1: To strengthen Governance arrangements for Risk Management  
• Aim 2: To enhance Risk management awareness, capacity and capability 
• Aim 3: To ensure trust systems support Risk Management and are utilised to 

enable the production of quality data 
 
These are the building blocks to ensure achievement of our vision of highly effective Risk 
Management at UHCW. 
 
The Internal Audit of Risk Management conducted in March 2017 gave ‘Significant 
Assurance’. The report noted: “robust controls are operated in respect of Risk 
Management. It is clear that improvements have been made following the 2015/16 Care 
Quality Commission inspection. In order for further enhancements to be made, and for 
controls to become more embedded throughout the organisation, focus should now be 
placed on the approval and roll-out of the draft Risk Management Strategy, in support of 
the Risk Management Policy.” 



 
The strategy is supported by an action plan which encompasses all ongoing actions from 
previous internal reviews of risk management, CQC recommendations and the recent 
internal audit report. 
 
 
4. Areas of Risk 

 
Effective risk management is a fundamental part of organisational planning and 
governance. If the Trust does not ensure risks are being managed effectively, this may 
result in failure to achieve Trust objectives and detrimental impacts on patients, finances, 
operations, legal and reputational damage and more. Risk Management is an essential 
part of the Well Led domain and any poor performance in risk management may 
adversely affect CQC inspection findings. 
 
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
UHCW NHS Trust is committed to ensuring that the management of risk underpins 
allstrategies, 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. 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.  
 
6. Governance  
 
The draft strategy was considered and agreed by Risk Committee in April 2017.  
Progress against this strategy will be monitored by Risk Committee six monthly. 
 
7. Responsibility 
 
Meghana Pandit, Chief Medical Officer & Deputy CEO as the Chief Officer responsible for 
Risk Management, Jenny Gardiner – Director of Quality 
 
 
8. Recommendations 
 
The Board is asked to approve the Trust Risk Management Strategy. 
 
 
Name and Title of Author: Justin King, Associate Director Quality – Patient Safety & Risk 
 
Date: 18.04.2017 
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Title of Trust-wide CBR: 

Trust Risk Management Strategy  

eLibrary ID Reference No: 

This id will be applied to all new Trust-wide CBRs by 
the Quality Department and will be retained throughout 
it’s life span. 

TBC 

Newly developed Trust-wide CBRs will be allocated an eLibrary reference number following Trust approval.  
Reviewed Trust-wide CBRs must retain the original eLibrary reference number.  

The Quality department will progress all new, re-written and reviewed CBRs for Trust approval. 

Version: 
(must be a rounded number, i.e. 6.0,7.0 etc.) 

1.8 

Date Approved by Trust Board: 
 

(if applicable and to be applied by Quality 
Dept.) 

Title of Board Sub-committee: 
 

(if applicable and to be applied by Quality 
Dept.) 

Date Approved by Board Sub-committee:  
 

(if applicable and to be applied by Quality 
Dept.) 

Title of Trust Approving Committee: 
 

(if applicable and to be applied by Quality 
Dept.) 

Date Approved by Approving Committee: 
 

(if applicable and to be applied by Quality 
Dept.) 

Risk Rate: 
(this must be applied by the Author prior to being submitted to the 
Quality Dept. ( refer to CBR guidance pack) ) 

 

Review Date: 
(dependant on risk rating or sooner if deemed necessary – refer to 
CBR guidance)  

 

Title of Author: 
 

Trust Risk Manager  

Title of Chief Officer: 
 

Chief Medical Officer  

Target Audience: 
 

All Staff  

If printed, copied or otherwise transferred from eLibrary, Trust-wide Corporate 
Business Records will be considered ‘uncontrolled copies’.  Staff must always 

consult the most up to date PDF version which is registered on eLibrary. 
 

As a controlled Trust-wide CBR, this record should not be saved onto local or 
network drives but should always be accessed from eLibrary. 

 
 



 
 

 
Summary of Trust-wide CBR: 
(Brief summary of the Trust-wide Corporate Business 
Record) 

Risk Management Strategy spanning 

2017-2019 
Purpose of Trust-wide CBR: 
(Purpose of the Corporate Business Record) 

This strategy aims to enhance the Risk 

Management Policy by improving the way 

staff at UHCW NHS Trust use the risk 

framework.   
Trust-wide CBR to be read in conjunction with: 
(List overarching/underpinning strategies, policies and 
procedures – refer to CBR Evidence Summary) 

Risk Management Policy  

Relevance: 
(State one of the following: Governance, Human 
Resource, Finance, Clinical, ICT, Health & Safety, 
Operational) 

Risk Management  

Superseded Trust-wide CBRs (if applicable): 
(Should this CBR completely override a previously 
approved Trust-wide CBR, please complete the ‘Request 
for Removal of CBR’ form and submit to Quality Dept – 
please refer to eLibrary and state full title and eLibrary 
reference number and the CBR will be removed from 
eLibrary) 

Not Applicable  

 

Author’s Name, Title and email address: 
(must not be the same as reviewer) 
 

Chelsea Gilsenan, Trust Risk Manager 
Chelsea.gilsenan@uhcw.nhs.uk  

Reviewer’s Name, Title & email address: 
(must not be the same as author) 
 

Justin King, Associate Director of Quality 
(Patient Safety and Risk) 
Justin.king@uhcw.nhs.uk  

Chief Officer’s Name, Title: 
 

Meghana Pandit, Chief Medical Officer  

Title of Group/Department/Specialty: 
 

Risk Management, Quality Department  

 

 

Version Consulting & Endorsing Stakeholders, 
Committees/Meetings/Forums etc 

List all Consulting & Endorsing Stakeholders, this can include direct 

consultation with individuals, Committees/Forums/Bodies/Groups, 

refer to guidance pack. 

Date 

1.0 Trust Risk Committee  05.04.2017 
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1.0  SCOPE 
1.1 This strategy outlines the development ambitions within the Risk Management 

structure from April 2017 – March 2019. 

This strategy applies to all of the stakeholders within the risk management structure 

within University Hospitals Coventry and Warwickshire (UHCW).  

 

2.0  INTRODUCTION  
2.1 This strategy aims to enhance the Risk Management Policy by improving the way 

staff at UHCW NHS Trust use the risk framework.   

 

This strategy has been established in conjunction with the Quality Strategy (GOV-

STRAT-001-12) that articulates the path for UHCW to attain ‘world class’ status in 

provision of the highest quality of care to its patients (2016-2021).  

 

3.1 STATEMENT OF INTENT 
3.1 When managing risk at UHCW NHS Trust all staff must adhere to the principles 

and values of the organisation, outlined in Figure 1, below. In particular this strategy 

aims to support the Trust in delivering a “Together Towards World Class” service.  

Figure 1. 
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4.0  DEFINITIONS 

• Risk: ISO 31000 defines risk as “An uncertain event or set of events which, 

should it occur, will have an effect upon the achievement of objectives” 

 

• Risk Management: ISO 31000 define Risk management as “Co-ordinated 

activities to direct and control organisation with regard to risk”.  

Risk management involves managing to achieve an appropriate balance 

between realising opportunities for gains while minimising losses. It is an 

integral part of good management practice and an essential element of good 

corporate governance.  

 

• Board Assurance Framework (BAF): The BAF ensures that the Board is 

confident that the systems, policies and people that are in place are operating 

in a manner that is effective in driving the delivery of objectives by focusing on 

minimising risk. The BAF provides a structure and process that enables the 

organisation to focus on those risks that might compromise achieving its most 

important (principal) objectives. 

 

• Datix©: Title of the current risk management software solution utilised at 

UHCW NHS Trust.  
 

• Dashboard: refers to a software function within the Datix© software that 

allows users to build visual reports ideal for trend analysis.  
 

• Stubborn Risks: refers to risks which have been registered within the Datix© 

software that have been active for over 12 months.  
 

5.0  DUTIES / RESPONSIBILITIES  
5.1 Trust Board  
To instruct the implementation of the Risk Policy and this strategy by embedding the 

risk management principles and acting as an overarching body for escalation.  

 
5.2 Quality Governance Committee  
To support the implementation of the Risk Policy and this strategy by embedding the 

risk management principles and acting as an overarching body for escalation.  
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5.3 Audit Committee  
To receive assurance of the implementation of the Risk Policy and this strategy. 
5.4 Risk Management Committee  
To oversee the implementation of the Risk Policy and this strategy by embedding the 

risk management principles and acting as an overarching body for escalation.  

 
5.5 Chief Executive Officer (CEO) 
The Chief Executive Officer as Accountable Officer has overall responsibility for risk 

management in the Trust, in particular for ensuring that the Trust has an effective risk 

management system in place which is an integral requirement of the Annual 

Governance Statement.  

 

5.6 Chief Medical Officer (CMO)  
Responsibility for the implementation of this strategy and ensuring that a robust, 

integrated framework for risk management is in place is delegated to the Chief 

Medical & Quality Officer, who is also the Trust Board lead for risk.  He / she will, on 

behalf of the Board implement and maintain an effective system of risk management. 

He / she chair the Patient Safety Committee, and has delegated responsibility for 

clinical risk. 

 
5.7 Chief Officers  
Chief Officers are responsible for all risks relating to their portfolio that cannot be 

managed locally and are escalated to the corporate risk register.   

They are responsible for ensuring that the risks are discussed at appropriate 

committees to both provide assurances and also to explore solutions to manage 

them corporately. All Chief Officers have a requirement to update the Trust Risk 

Committee of their portfolios once a quarter.  

 
5.8 Director of Corporate Affairs  
The Director of Corporate Affairs is responsible for supporting the Board Assurance 

Framework (BAF) by arranging an annual risk mapping session with senior 

managers and Board members to identify the key risks to achieving the 

organisation’s strategic objectives. 
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5.9 Director of Quality and Associate Director of Quality (Patient Safety and 
Risk) (ADQ) 
Both the Director of Quality and the Associate Director (Patient Safety and Risk) 

have responsibility to lead the direction of this strategy, identify gaps in the Risk 

Management Policy and support the implementation of change as required.  

 

5.10 Trust Risk Manager  
To lead on the implementation of the strategy and adherence to the Risk Policy. The 

Trust Risk Manager will escalate any concerns to achieving the measures agreed to 

the ADQ.  

 

5.11 Risk Owners and Handlers  
To engage with any work streams which support the implementation of the risk 

strategy and risk policy. To attend any available and relevant training to help support 

their knowledge and understanding of Risk Management so that they may effectively 

lead their specialities towards achieving the aims of the strategy.  

 

5.12 Clinical Directors and Group Managers  
To engage with any work streams which support the implementation of the risk 

strategy and risk policy. To attend any available and relevant training to help support 

their knowledge and understanding of Risk Management so that they may effectively 

lead their specialities towards achieving the aims of the strategy.  All Clinical 

Directors and Group Managers have a requirement to update the Trust Risk 

Committee of their portfolios twice annually.  

 

5.13 All Staff  
To engage with any work streams which support the implementation of the risk 

strategy and risk policy.  
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6.0 DETAILS OF THE STRATEGY 
6.1 Aims  
Aim 1: To strengthen Governance arrangements for Risk Management across the Trust 
Aim 2: To enhance Risk management awareness, capacity and capability across UHCW NHS 

Trust staff 

Aim 3: To ensure the trust systems support Risk Management software and together are 

utilised to enable the production of quality data 

 

These are the building blocks which underpin achievement of our vision and are directly 

relevant to effective Risk Management at UHCW.  These three dimensions provide a framework 

in which we will drive and achieve quality improvement at UHCW. 

 

6.2 Achieving Quality Risk Management 
Three aims have been identified that will be delivered by a series of objectives.  

Through consultation we have identified our key objectives for achieving and delivering these 

aims relating to excellent patient care and experience over the next five years.  

 

Aim 1: To strengthen Governance arrangements for Risk Management across the Trust 
Objectives: 

• Greater engagement with risk management at a local level 

As measured by: 

- "Risk register" is on the agenda for discussion at 100% QPS meetings by January 

2018 

 
• Enhance the use of risk registers at local and corporate level  

As measured by: 

- Over 80% of risks have been reviewed by next review date by April 2018, over 

90% by April 2019 

- Reduction in stubborn risks by 20%  

 

• Ensure the process for review and update of the Corporate risk register is robust 

including links to corporate and strategic objectives 

As measured by: 

- 100% of Corporate Risk register entries have a documented link to the Trust 
Corporate Strategic objectives by June 2017 

- Reduction in number of Corporate  Risks to below 30 by April 2018 
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• Enhance the risk framework to ensure Risk Appetite is considered and assessed by the 

organisation  

As measured by: 

- Risk Management Policy describes organisational approach to managing risk 

appetite by April 2018 

- Evidence demonstrating consideration of risk appetite within risk registers by 

April 2019 

 

• Ensure a transparent system for aggregation and escalation between local, corporate 

and Board Assurance Framework risk registers.  

- Analysis of risk aggregation provided to Risk Committee by April 2018 

- Improved presentation of the Board Assurance Framework (BAF) Risks as 

determined by Trust Board by April 2018 

 

Aim 2: To enhance Risk management awareness, capacity and capability across UHCW 
NHS Trust staff 
Objectives: 

• Enhance the knowledge and understanding the Risk Management Policy  

As measured by: 

- 100% of Clinical Group Leads and Corporate Directors have received  in-house 

risk training by 2019  

- 100% of Risk Owners and Handlers have completed Datix Risk Module training 

by 2019 

• Measure and enhance the current risk management culture  

As measured by: 

- Risk Survey conducted and presented to Risk Committee by April 2018 
 

Aim 3: To ensure the trust systems support Risk Management software and together are 
utilised to enable the production of quality data 
Objectives:  

• Review performance and utilisation of Datix software 

As measured by:  

- Enhance Datix Risk form, including use of actions module and standardising 

terminology by December 2017 

- User feedback demonstrates an improvement in the satisfaction with the Datix 
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software By April 2018 

 

• Improve access and availability of risk reports 

As measured by:  

- Establish PPMO link to Risk module by June 2017 

- Enable end users to self-extract risk register reports by December 2017 

- Embed risk reporting  with other Trust reports by April 2018 

 

6.3 SWOT Analysis  
6.3.1 Strengths (S) 
The successful implementation of the Risk Strategy relies upon the continued support from the 

Risk Committee and Chief Executive chairmanship. At present this has proven to be a 

significant strength for the Risk Management Team that would be essential to continue 

throughout the lifecycle of the strategy.  Furthermore the continued support of the Chief Officers 

is deemed essential to support the objectives and related work streams to embed the principles 

of the Risk Strategy.  

 

The amended structure of the Risk Management and Datix© function within the Patient Safety 

and Risk Team in 2016 has facilitated an opportunity for development and progression for Risk 

Management. This is supplemented by the motivated position of the Trust Risk Manager.   

 

6.3.2 Weaknesses (W) 
The current risk culture at UHCW NHS Trust is developing through a period of maturity, the 

revised structure and format has been in existence for 12 months and evidence of a refreshed 

culture is beginning to emerge.  

The current risk structure is reliant upon management led interventions; the success of this 

strategy is reliant upon a shift in culture to empower the confidence of front line staff.     

 

6.3.3 Opportunities (O) 
There are a number of opportunities that will inevitability support the success of this strategy.  

Firstly, the review of performance and utilisation of Datix Software to streamline and enhance 

for a better user experience.   

Secondly, a developing relationship with the internal Project and Performance Management 

Office (PPMO) and data links via the organisations business intelligence streams will strengthen 

the quality and accuracy of all outputs from Datix across the organisation. 
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In addition, the organisation is now in a position with the support of this strategy to develop the 

Corporate Risk Portfolio in particular to review and revise the process and actions for non-

clinical functions (eg. ICT, Health and Safety and more).   

 

6.3.4 Threats (T)  
There are a number of factors which may constitute a threat to the success of the Risk Strategy. 

• Competing priorities within the organisation  

• Sustaining engagement with key stakeholders 

• Immaturity within the sector and potential of interchangeable standards  

 

6.4 Measure of Success  
In order to assess the degree of success of the Risk Strategy the following measures will be 

utilised: 

• Bi-annual Risk Committee review of progress  

• Internal Risk Survey  

• Internal Audit programme  

• Care Quality Commission inspection  

 
7.0 DISSEMINATION AND IMPLEMENTATION 
7.1 This strategy will be shared with the Risk Committee for approval. Once 

approved the strategy will be available on E. Library  

 

8.0 TRAINING 
8.1 The Risk Manager will provide training for all risk owners and handlers on “Risk 

Management” process and techniques in line with the Risk Policy for UHCW. This 

training will be supplemented by system training on the use of Datix© Risk 

Management Software.  
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9.0  MONITORING COMPLIANCE WITH THE PROCEDURAL DOCUMENT 

9.1  Monitoring Table  

Aspect of 
compliance or 
effectiveness 
being 
monitored 

Monitoring 
method 

Individual/ 
department 
responsible 
for the 
monitoring 

Frequency 
of the 
monitoring 
activity 

Group / 
committee 
which will 
receive the 
findings / 
monitoring 
report 

Group / 
committee / 
individual 
responsible 
for ensuring 
that the 
actions are 
completed 

Implementation 

of the Risk 

Strategy 

Review Quality Annual Risk 

Committee 

Risk 

Committee 

Implementation 

of the Risk 

Strategy 

Internal 

Audit 

Quality Annual Risk 

Committee 

and Audit 

Committee 

Risk 

Committee 

For more measures, see Appendix 1. 

 

 

 
10.0   STAFF COMPLIANCE STATEMENT 
All staff must comply with this Trust-wide Corporate Business Record and failure to 

do so may be considered a disciplinary matter leading to action being taken under 

the Trust-s Disciplinary Procedure.  Actions which constitute breach of confidence, 

fraud, misuse of NHS resources or illegal activity will be treated as serious 

misconduct and may result in dismissal from employment and may in addition lead 

to other legal action against the individual/s concerned. 

 

A copy of the Trust’s Disciplinary Procedure is available from eLibrary. 
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11.0  EQUALITY & DIVERSITY STATEMENT 
Throughout its activities, the Trust will seek to treat all people equally and fairly.  

This includes those seeking and using the services, employees and potential 

employees.  No-one will receive less favourable treatment on the grounds of 

sex/gender (including Trans People), disability, marital status, 

race/colour/ethnicity/nationality, sexual orientation, age, social status, their trade 

union activities, religion/beliefs or caring responsibilities nor will they be 

disadvantaged by conditions or requirements which cannot be shown to be 

justifiable.  All staff, whether part time, full-time, temporary, job share or volunteer; 

service users and partners will be treated fairly and with dignity and respect. 

 
12.0  REFERENCES AND BIBLIOGRAPHY 

ISO 31000 - http://www.iso.org/iso/home/standards/iso31000.htm 

 

 
13.0   UHCW ASSOCIATED RECORDS 
13.1 Risk Management Policy  
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14.0 APPENDICES  
Appendix 1.0 Measure Tracker  
Aim 1: To strengthen Governance arrangements 
for Risk Management across the Trust 
 

 
 
 
 
 
 

Aim 2: To enhance Risk management awareness, 
capacity and capability across UHCW NHS Trust 
staff 

Aim 3: To ensure the trust systems support Risk 
Management software and together are utilised to 
enable the production of quality data 
 

Greater engagement with 

risk management at a local 

level 

 

- "Risk register" is on the agenda for 

discussion at 100% QPS meetings 

by January 2018 

Enhance the use of risk 

registers at local and 

corporate level 

 

Ensure the process for 

review and update of the 

Corporate risk register is 

robust including links to 

corporate and strategic 

objectives 

 

Enhance the risk 

framework to ensure Risk 

Appetite is considered and 

assessed by the 

organisation 

 

Ensure a transparent 

system for aggregation 

and escalation between 

local, corporate and Board 

Assurance Framework 

risk registers. 

 

- 100% of Corporate Risk register 

entries have a documented link 

to the Trust Corporate Strategic 

objectives by June 2017 

- Reduction in number of 

Corporate  Risks to below 30 by 

April 2018 

 

 

- Analysis of risk aggregation 

provided to Risk Committee by 

April 2018 

- Improved presentation of the 

Board Assurance Framework 

(BAF) Risks as determined by 

Trust Board by April 2018 

 

 

 

 

Enhance the 

knowledge and 

understanding the 

Risk Management 

Policy 
 

- 100% of Clinical Group Leads 

and Corporate Directors have 

received  in-house risk training 

by 2019  

 

- 100% of Risk Owners and 

Handlers have completed Datix 

Risk Module training by 2019 
 

 

 

 
 

 

 

Measure and enhance 

the current risk 

management culture 

 

 

 

 

Review performance 

and utilisation of Datix 

software 

 

- Risk Survey conducted and 

presented to Risk Committee by 

April 2018 

 

 
 

 

 
 

 

 

Improve access and 

availability of risk 

reports 

 

- Enhance Datix Risk form, 

including use of actions module 

and standardising terminology by 

December 2017 

 

- User feedback demonstrates an 

improvement in the satisfaction 

with the Datix software By April 

2018 

 
 

 
- Establish PPMO link to Risk 

module by June 2017 

 

- Enable end users to self-

extract risk register reports by 

December 2017 

 

- Embed risk reporting  with 

other Trust reports by April 

2018 

 

- Over 80% of risks have been reviewed 

by next review date by April 2018, 

over 90% by April 2019 

- Reduction in stubborn risks by 20%  

 

- Risk Management Policy describes 

organisational approach to 

managing risk appetite by April 2018 

 

- Evidence demonstrating 

consideration of risk appetite within 

risk registers by April 2019 
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INTERIM COMMITTEE REPORT TO BOARD 
Purpose: This report has two purposes; firstly to assure the Board that the committees that it has formally 
constituted are meeting in accordance with their terms of reference and secondly to advise Board Members of 
the business transacted at the most recent meeting and to invite questions from non-committee members 
thereon. 
Committee Name: Audit Committee 
Committee Meeting Date: 10th April 2017 
Quoracy: Yes 
Apologies: Ian Buckley, Barbara Beal 
Chair: David Poynton, Non-Executive Director 
1. Counter Fraud; 
Assurance was received from the Chief Workforce & Information Officer that there is now a process in place 
that will ensure that the workforce team are sighted on issues of potential fraud as reported to the Local 
Counter Fraud Specialist, in order that appropriate disciplinary action can be taken against employees in the 
event that there is insufficient evidence for a criminal prosecution.  This includes referral to professional bodies 
where necessary. 
2. Pharmacy Stock Report  
Assurance was received from the Director of Pharmacy in relation to a controlled drugs dispensing area that 
was identified by internal audit during a previous audit as being unlocked during the day.  It was evident that 
there are a wealth of safeguards in place to ensure the security of controlled drugs, including CCTV, and that it 
was appropriate that the area, which a working area that is occupied all day, can safely be left unlocked during 
working hours.  Assurance was also given that the area did not qualify as a medicines cupboard for the 
purposes of the Medicines Act and that various external inspectorate bodies were satisfied with the security 
arrangements that were in place. 
3. Head of Internal Audit Opinion 
The opinion for 2016/17 was one of significant assurance; notably the Trust was found to have (1) an 
effective Board Assurance Framework (2) a number of reviews had a conclusion of significant assurance 
and of those that were limited assurance, the assignments had been specifically commissioned by the 
executive team in response to concerns that they had and (3) the implementation of agreed actions is 
effective, with senior oversight and scrutiny. 

 

4. Pathology Network Audit Plan 
The Committee discussed the internal audit plan for the Pathology Network for the forthcoming financial 
year.  An explanation for the increased number of days was given and it was agreed that the UHCW Audit 
Committee will receive all internal audit reports following receipt and discussion at the Pathology 
Stakeholder Board. 

 

5. Annual Report and Quality Account  
The Committee welcomed the integration of the Annual Report and Quality Account in line with best 
practice and with a view to avoiding duplication across the two documents.  Committee members and audit 
colleagues also welcomed the opportunity for early input into these documents ahead of formal approval at 
the May Extraordinary Audit Committee.  The Quality Account will be scrutinised in more detail at the May 
QGC meeting. 

 

 
The Board is asked to NOTE the business transacted at the meeting and to RAISE any questions in relation to 
the same. 



 
                                               

 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: 18th April 2017 

Quorate: Yes          
Apologies: Nina Fraser, Rebecca Southall, Rita Stewart    
Chair: Ed Macalister-Smith 
1.    QUESTT Tool; the QUESTT safety and quality bespoke trigger tool was developed to provide ward level 

performance data and to highlight areas of concern. QGC received assurance from the robustness of the 
tool and asked that the next report to QGC in July provide exception reporting at ward level and identifies 
whether there are any parallels between low levels of harm and increased levels of direct care contact 
time. It was noted that further work is underway to adapt the tool for non-adult inpatient and outpatient 
areas. Separately, work will be done to explore the possibility of triangulating a wider set of quality metrics 
that focuses across the clinical spectrum to provide a wider Trust view.  

2.    Integrated Quality & Performance Report; QGC debated the thresholds set for the quality key 
performance indicators (KPI’s) to ensure that they are correct and presented in a useful and meaningful 
way. Discussions continue about the appropriateness of internal stretch targets set for Friends and Family 
Testing some of which have been consistently red. 

3.    Quality Schedule; QGC received assurance overall from the report much of which was positive.  There 
was concern that the percentage of patients directly admitted to a stoke unit within four hours in February 
was 56.2%, which is well below the target of 80%. QGC were assured that the Sentinel Stroke National 
Audit Programme (SSNAP) data received close scrutiny and it was agreed that the Clinical Lead for Stroke 
would be invited to a future meeting. QGC noted that overall schemes for 2017/18 have been agreed with 
Commissioners and discussions are ongoing to ensure that the right KPI’s are aligned for the next 
financial year. 

4.    Quality Impact Assessment (QIA) Report; QGC praised the seamless process for signing-off QIA’s for 
each of the schemes identified as part of the Cost Improvement Programme (CIP) and noted that 65% of 
CIP for 2017/18 had been identified. An analysis of the time taken for each of the approved schemes to be 
implemented will be provided in the next report to QGC in July. Furthermore, work is to be undertaken to 
review the impact of the schemes that have been delivered and provide staff with the relevant training to 
ensure that schemes focus on efficiency and do not present any unintended impact on quality. 

5.    Violence and Aggression Update & Action Plan; QGC noted the progress made in relation to raising 
staff awareness with a view to encouraging incident reporting and the early plans in place to deliver 
additional training to staff. It was acknowledged that there is more work to do and QGC requested an 
updated action plan in May demonstrating the impact and outcomes of the actions taken. 

6.    Patient and Public Involvement Policy; QGC observed that this new policy should be cross-referenced 
with the Trust’s Carer’s Strategy. Furthermore, the target audience and intention of the policy needs to 
feature at the front of the document and mechanisms for monitoring compliance needs to be strengthened 
further. It was agreed that a revised policy incorporating these changes would be presented to QGC in 
May. Discussion turned to the format of corporate policies/frameworks and it was agreed that there would 
be value in reviewing the corporate business record templates to ensure that they were responsive and 
met requirements. 

7.    Sub-committee reports; QGC received assurance from the Sub-committee reports and in particular 
praised the robustness of the process for reviewing the escalation of risks to the corporate risk register at 
the Risk Committee.  

 



   
  

 
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: 20th April 2017 
Quoracy: Yes 
Apologies: None 
Committee Chair: Ian Buckley 
Report submitted by: Ian Buckley 
1. Research & Development Finance Update 
The Committee welcomed the report and requested a business plan, which outlines the addressable 
market (including current and target share) and the prerequisites for going into the markets along with an 
overview of each of the national NHS and charity funding streams to be provided within the next 
quarterly update to the Committee in July.  
2. Workforce Information  
The Committee acknowledged that agency spend was a cause for concern locally and at a national level 
and applauded the actions taken to strive to reduce the reliance on agency, which has yielded a 25% 
reduction in agency spend in 2016/17. 
 
Discussion turned to medical staff appraisal rates and it was acknowledged that there are robust 
mechanisms in place to escalate non-compliance, as required. The Committee requested more granular 
detail to better understand the position of those areas demonstrating poor compliance to be provided 
within the next report to the Committee in May. 
3. Referral to Treatment (RTT) Performance 
The Committee received the outcome of a piece of research based work that has been undertaken 
around theatre utilisation.  The conclusion drawn was that there was sufficient theatre capacity within the 
Trust but work needed to be undertaken to standardise the approach to theatre booking.   
 
A work plan is being developed for RTT recovery in 2017/18 and this will be presented to the Committee 
in May, which will include targeted theatre productivity and efficiency gains. Furthermore, a report 
outlining areas that have fallen short and what that means in terms of lost cases/income will be 
presented to the Committee in July. 
4. Integrated Finance Report 
The Committee received assurance that efficiency and productivity in theatres would be embedded as 
part of the Operational Delivery Plan (ODP) process and supported by Clinical Group Cost Improvement 
Programme (CIP) targets. 
 
Discussion turned to ‘Getting it Right First Time’ (GIRFT) and the focus of this work in Trauma & 
Orthopaedics and Vascular Services to improve care, reduce unwanted variation and deliver better 
value. The next area of focus will be Ophthalmology. The Committee requested a presentation 
demonstrating an overview of the work undertaken in these key focus areas to a future meeting. 

 
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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