
     
PUBLIC TRUST BOARD MEETING  

TO BE HELD ON THURSDAY 25th MAY 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 27th April 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 

Performance  
10.  Integrated Quality, Performance 

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

Chief Workforce & Information Officer 

For Assurance Enclosure 6 45 

Research and Development 
11.  Research and Development Update 

Chief Medical and Quality Officer For Assurance Enclosure 7 10 

Regulatory, Compliance and Corporate Governance 
12.  Infection Prevention & Control 

Policy  
Chief Nursing Officer 

For Approval Enclosure 8 10 

13.  Declaration of Compliance against 
the NHS Provider Licence 
Chief Finance and Strategy Officer 

For Assurance Enclosure 9 10 

14.  Freedom to Speak Up Guardian 
Chief Executive Officer For Approval Enclosure 10 10 



   

ITEM TITLE BOARD ACTION PAPER TIME 
15.  Matters Delegated to Board 

Committees 
Chairman 

For Assurance Verbal 5 

Feedback from Key Meetings   
16.  Quality and Governance Committee 

Monthly Meeting Report from 15th 
May 2017 
Chair, Quality Governance Committee 

For Assurance Enclosure 11 10 

17.  Finance and Performance 
Committee Monthly Meeting Report 
from 17th May 2017 
Chair, Finance and Performance 
Committee 

For Assurance Enclosure 12 10 

     
18.  Any Other Business    
19.  Questions from Members of the Public which relate to matters on the Agenda  
20.  Date of Next Meeting:  

The next meeting of the Trust Board will take place on Thursday 27th July 2017 
at 10.00 am, in the Clinical Sciences Building, University Hospital, Coventry, 
CV2 2DX 

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

 
 
 

TB Public Agenda 25 May 2017 



 

MINUTES OF A PUBLIC MEETING OF THE TRUST BOARD 
OF UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST  

HELD ON THURSDAY 27 APRIL 2017 AT 10.00 A.M. IN ROOM 10009/11 OF THE  
CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY  

 
AGENDA 
ITEM 

DISCUSSION ACTION 

   
HTB 
17/078 

PRESENT 
 

 

 Mr I Buckley, Vice Chair (IB) 
Mr D Eltringham, Chief Operating Officer (DE) 
Professor A Hardy, Chief Executive Officer (AH) 
Dr M Iredale, Deputy Chief Medical Officer (MI) 
Professor S Kumar, Non-Executive Director (SK) 

 Mrs K Martin, Chief Workforce and Information Officer (KM) 
 Mr A Meehan, Chairman (AM) 
 Mr D Moon, Chief Finance & Strategy Officer (DM) 

Professor M Pandit, Chief Medical & Quality Officer/Deputy CEO (MP) 
 Mr D Poynton, Non-Executive Director (DP)  

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

Miss L Abolins, Deputy Chief Nursing Officer (LA) 
Mr J Baird, Patient Experience Manager (JB) – HTB/17/082 
Miss S Dakin, Communications Manager (SD) 
Mr Simon Fletcher, Consultant Renal Surgeon (SF) – HTB/17/082 
Mr N Jogia, Chair of Kidney Forum (NJ) – HTB/14/082 
Mrs C McCalmont, Associate Director of Nursing (MC) – HTB/17/086 
Mr A Ruhnke, Guardian of Safe Working Hours (AR) – HTB/17/089 
Mrs P Young, Head of Corporate Affairs (PY) – note taker 
 

HTB 
17/079 

APOLOGIES FOR ABSENCE   

 Mrs B Beal, Non-Executive Director (BB) 
Mrs N Fraser, Chief Nursing Officer (NF) 
Mr E Macalister-Smith, Non-Executive Director (EMS) 
Mrs R Southall, Director of Corporate Affairs (RS) 
 

 

HTB 
17/080 

CONFIRMATION OF QUORACY  

 The Chairman declared the meeting to be quorate.  
 

 

HTB 
17/081 

DECLARATIONS OF INTEREST  

 There were no conflicts of interest declared.  
   
HTB 
17/082 

PATIENT STORY  
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ITEM 

DISCUSSION ACTION 

 The Chairman welcomed NJ, SF and JB to the meeting.  
 
KB proceeded to provide the Trust Board with a summary of how the 
Kidney Forum came to be established 12 years ago, the multidisciplinary 
stakeholders that are involved in the work that is undertaken to support 
patients receiving renal care and how the involvement and engagement of 
patients has helped to drive change and improve quality of care within the 
resources available. 
 
NJ highlighted the incredible work that has been undertaken to support 
haemodialysis patients in terms of agreeing a specific contract to provide 
transport to this group of patients. This contract ensures a seamless patient 
journey by making certain that patients arrive on time for dialysis and avoid 
the consequential domino effect, when delays take place due to 
transportation issues. It was noted that this initiative has provided 
exceptional benefits to patients not only at University Hospitals Coventry 
and Warwickshire NHS Trust (UHCW) but in North Warwickshire and 
surrounding satellite units. NJ advised that there are key performance 
indicators (KPI’s) within the transport contract but that there is little data 
available to monitor performance against the agreed KPI’s. DE confirmed 
that the information is collected through the West Midlands automated 
dispatch system as part of the emergency contact. DM confirmed that he 
would arrange to look into this with a view to obtaining the relevant data 
source required. 
 
NJ advised that as a renal patient; he was acutely aware of the support that 
the Kidney Forum provides in terms of helping patients adapt their lifestyle. 
He proceeded to outline some of the issues that are addressed at the 
Kidney Forum including the hospitality provision for patients attending for 
haemodialysis. The Chairman advised that the independent Hospital 
Charity would be happy to consider any requests in this regard. 
 
NJ highlighted that one area that required further attention was Wi-Fi 
accessibility for haemodialysis patients attending weekly appointments and 
an independent Wi-Fi facility to provide access would be welcomed. KM 
advised that she would arrange for the ICT Team to explore this further. 
 
SF praised NJ for his commitment and advocacy to support quality patient 
care.  
 
BS sought to understand whether there were similar support groups for 
other clinical areas at UHCW; MP confirmed that there were many user 
groups that have long-term regular attendance by patients and carers. She 
highlighted the RIPPLE project that is aimed to increase the social 
inclusion of people with severe chronic obstructive pulmonary disease 
(COPD), which has led to a reduction in the number of patient admissions 
and attendance to UHCW and ultimately, supports a good quality patient 
experience. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DM 
 
 
 
 
 
 
 
 
 
 
 
KM 
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In response to a query from BS; SF advised that the ability to allow the 
user group to mature and recognising the limitations of the user group 
whilst understanding what they can influence has been the key ingredient 
to the success of the Kidney Forum. 
 
The Trust Board NOTED the Patient Story. 
 

HTB 
17/083 

MINUTES OF TRUST BOARD MEETING HELD ON 30th MARCH  2017  

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

 

HTB 
17/084 

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

 

  
HTB 
17/085 

TRUST BOARD ACTION MATRIX  

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

 
 

HTB 
17/086 

SAFEGUARDING ADULTS AND CHILDREN’S QUARTERLY REPORT   

 LA advised that 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. 
 
The overall training compliance for safeguarding is a risk and 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. 
 
The Care Quality Commission ‘should do’ recommendation in relation to 
improved understanding of Mental Capacity Act and Deprivation of 
Liberties Safeguards (MCA/DoLS) 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. 
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This will continue and the referrals are being closely monitored by the 
Team to ensure that the right care is being provided.  
 
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. 
 
UHCW has 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. 
 
In response to a query from BS; CM confirmed that a Coventry 
safeguarding children’s review has been completed and recommendations 
arising from the review are eagerly anticipated. She assured that there 
were no areas of concern that relate to the provision of care provided by 
UHCW.  
 
The Trust Board RECEIVED ASSURANCE from the quarterly report. 
 

HTB 
17/087 

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 
17/088 

CHIEF EXECUTIVE OFFICER AND CHIEF OFFICER’S REPORT  

 AH was pleased to announce that NF had been appointed to the 
substantive position of Chief Nursing Officer with effect from 1st May 2017. 
 
AH reflected on a useful meeting with Councillor Seccombe, Leader or 
Warwickshire County Council in relation to the Sustainability and 
Transformation Plan (STP) and interaction with the Health and Wellbeing 
Board. 
 
AH was pleased to announce the appointments of Maria Johnson, 
Consultant Clinical Radiologist and Susan Jaffe, Interventional Consultant 
Radiologist. 
 
AH advised that there is a central pot of funding (£325m) available to 
support STP capital bids and that expressions of interest were invited to be 
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submitted by 21st April 2017, with details of the schemes to be submitted 
by 28th April 2017. He confirmed that Coventry and Warwickshire STP will 
submit expressions of interest to support expansion of the Emergency 
Department (ED) footprint and Out of Hospital Services. AH advised that 
the process to firm-up STP Leadership roles will take place over the course 
of the next three weeks. 
 
DP reflected upon the discussions held at a recent NHS Providers 
Conference and the national capital shortage crisis. It was observed that 
the path that the Coventry and Warwickshire STP was taking in terms of 
demonstrating cohesion with Local Authorities and clarity of plan is the path 
that was being endorsed nationally. AH acknowledged this and added that 
the Coventry and Warwickshire STP was striving to demonstrate the 
journey to an Accountable Care System, which will strengthen 
commissioning services through integrated funding. 
 
DE was pleased to announce that Jonathon Young had been appointed to 
the position of Clinical Director (CD) for the Trauma & Orthopaedics/Rugby 
Clinical Group with effect from 1st May 2017.  He added that a CD 
appointment to the Acute Medicine/ED Clinical Group had also been made, 
and that workforce checks and balances were in progress with a view to 
the successful candidate commencing in June. MP praised the 
appointments and noted that Mr Young and his Team have been 
shortlisted for a national British Medical Journal award for their work 
treating patients that attend hospital with open fractures. 
 
In response to a query from DP regarding the CD appraisal process. MP 
advised that all consultants undertake two appraisals; a management 
appraisal which is conducted by DE and a medical appraisal, which is 
linked to revalidation. 
 
MP was pleased to report that the second Rapid Process Improvement 
Workshop (RPIW) for the third Value Stream in Theatres was taking place 
this week and invited Board members to attend the Report-out in the 
Lecture Theatre tomorrow. 
 
MP advised that UHCW welcomed a visit from the Director of Productivity 
and Efficiency, Department of Health last week to look at performance 
management. During his visit he attended the Surgical Training Centre, 
Kaizen Promotion Office and Digital Pathology Suite. 
 
In response to a query from DP; MP confirmed that ‘roundings’ is the term 
used for undertaking rounds in clinical areas to observe board rounds and 
talk with staff to unlock barriers and ask coaching questions to assess the 
standardisation of working practices. She added that the roundings were 
already starting to have a positive impact and had been received well by 
staff. 
KM advised that the report now includes a quarterly report on the Joint 
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Negotiation and Consultative Committee (JNCC).  The committee, chaired 
by AH, is the primary meeting with Staffside colleagues to discuss key staff 
issues and workforce policies. It was noted that the committee last met on 
9th March and ratified nine workforce policies. 
 
The Trust Board RECEIVED ASSURANCE from the report.  

   
HTB 
17/089 

GUARDIAN OF SAFE WORKING HOURS QUARTERLY UPDATE  

 MP welcomed AR to the meeting to introduce the second quarterly report. 
 
AR explained that the purpose of the report was to provide the Board with 
assurance that Junior Doctors in Training (JDT) are safely rostered and 
their working hours are compliant with the Terms and Conditions of Service 
(TCS) for NHS Doctors and Dentists in Training (England) 2016. 
 
AR drew attention to Exception Reports (ER’s) and advised that this was 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 are encouraged to raise their concerns to their 
Educational Supervisor or Clinical Supervisor through the electronic 
exception reporting system. The role of the Guardian is to provide oversight 
of these ER’s. He advised that 13 ER’s had been received to date in 
surgery and one in medicine, all of which were now closed with one 
exception. He assured that there are no concerns to report in relation to the 
number of ERs or the process for Exception Reporting. 
 
KM sought to understand how the number of ER’s raised at UHCW 
compared with other organisations; AR advised that it was understood 
ER’s were higher in many other organisations with some reporting in 
excess of 1,000. However, he cautioned that this could be a reflection that 
not all doctors have transferred onto the new contract. By contrast, some 
have none and this too would be a cause for concern. 
 
MP assured that the rota redesign work has ensured that 83% of rotas 
were now compliant with the new rota. Acute Medicine was a particular 
area of concern; however, this has now been completed and currently 
being check against the new contract. She paid tribute to the Team that 
had driven this piece of work. The contract will be implemented by August, 
with a plan to publish eight weeks prior to this. 
 
KM advised that in terms of monitoring additional working time, UHCW has 
just implemented a new electronic web based booking and approval 
system, which will support more robust tracking of locum requirements and 
duties worked for both agency and internal workers. She emphasised that 
this was reliant upon people providing the relevant information to record 
into the system and therefore, there was a dual responsibility to ensure that 
the information was accurate. 
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In response to a query from DP; AR confirmed that very few Trainees opt 
out of the European Working Time Directive (EWTD) limit of 48 hours per 
week on average, when transferring to the 2016 contract.  
 
BS acknowledged the grip in place to manage the transfer to the new 
contract for all Trainees and sought to understand the impact that this will 
have for UHCW in terms of finances, rota etc. MP acknowledged this and 
advised that once all of the rotas were compliant with the new contract a 
piece of work will be undertaken to identify any gaps. She advised that 
whilst the process was designed to be cost-neutral, in reality this may not 
prove to be the case. It was agreed that a gap analysis will be undertaken 
and the findings presented to a future Board Seminar. 
 
In response to a query from SK; AR assured that the feedback at the Junior 
Doctors Forum has demonstrated that Trainees are mostly happy. He 
added that this was evident in the work of the Trainees to support their 
seniors to make the necessary changes to the Acute Medicine rota. He 
acknowledged that there were Trainee vacancies; however, these were 
fewer than many other Trusts. The biggest challenge will be not having the 
ability to fill any gaps with locums. 
 
In response to a query from SK; MP assured that she was confident that 
any deanery visit would not highlight any issues in relation to education 
and support for Trainees at UHCW. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 
 
 
 
 
 
 
 
 
 
 
KM/MP 
 

HTB 
17/090 

CORPORATE RISK REGISTER  

 MP introduced the report to highlight the highest rated risks, which are 
currently logged on the Corporate Risk Register. She proceeded to provide 
a summary of the seven highest rated corporate risks with a risk score of 
20.  
 
It was noted that the Risk Committee have requested a review of Risks 238 
(inadequate dialysis resource) and 2680 (ongoing use of Medical Decisions 
Unit for contingency beds), in order to consider the level of risk with a view 
to downgrading the risks. 
 
The Risk Committee has noted the number of risks beyond their due date, 
which was escalated to Chief Officers for resolution and this has already 
reduced the number overdue. 
 
IB noted that there was a relatively new risk 2737 related to the 
sustainability of theatres at the Hospital of St Cross in Rugby and sought to 
understand what has been done to review the estate at the Hospital of St 
Cross.  DM reminded that a strategic outline business case was presented 
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to the Trust Board, which was currently with NHS Improvement (NHSI) for 
consideration and assuming that this is approved, will progress to the 
procurement stage. He assured that innovative solutions were being 
explored to achieve performance sustainability but this was not limited to 
theatres. 
 
DP drew attention to one of the seven highest rating risks; 2656 relating to 
drug security and observed that this should be relatively easy to resolve 
and queried how urgent was this risk being treated. MP acknowledged this 
and assured that the work has been given a high priority, driven through 
Quality Star Chamber. AH concurred and assured that this was being 
closely monitored and he was expecting to receive progress on this at the 
next meeting in two weeks’ time. 
 
The Trust Board NOTED the report and associated risk register. 
 

HTB 
17/091 

INFECTION PREVENTION AND CONTROL QUARTERLY REPORT  

 LA presented the report and was delighted to announce that the C-difficile 
reporting for UHCW was considerably under the national ceiling for 
2016/17. Nationally, the rate per 100,000 bed days for acute teaching 
hospitals is 15.8 and UHCW returned a rate of 7.5. This is being audited 
externally by KPMG.  
 
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 Commissioners 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. 
 
MSSA rates at national level for acute teaching trusts are 10.7; UHCW 
achieved a rate of 8.0. 
 
UHCW was fully compliant with the entire directive from NHS England in 
relation to mycobacterium chimaera and was the first UK trust to find a 
solution to taking the units out of the theatre, thus reducing the 
transmission from unit to open chest of the patient. The National Lead 
Team visited the Trust and praised the work undertaken. Subsequently, a 
paper has been published, which includes the work managed by Estates. 
 
LA drew attention to appendix 1 on page 10 of the report and was pleased 
to report that UHCW benchmarked extremely well against its peers and 
ranked third in the national table. 
 
DP commended the report and urged that this excellent example be 
consciously promoted internally and externally. LA acknowledged this and 
emphasised the need to sustain the position and not become complacent. 
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BS drew attention to page 7 of the report in relation to hand hygiene 
compliance and asked how the Board can assist. LA advised that hand 
hygiene must be a priority and she asked that Board members consciously 
be aware of this during Board Walkrounds. 
 
The Trust Board NOTED the report. 

   
HTB 
16/092 

MORTALITY PERFORMANCE REPORT 
 

 

 MP introduced the report and provided an overview of Trust-level mortality 
data for 2016/17, and performance for the time period October 2015 to 
December 2016, which is the latest available data.  
 

 The completion rate for primary mortality reviews between April 2016 and 
March 2017 was 84.5%.  For the same time period there have been three 
confirmed NCEPOD E graded deaths. 
 
The HSMR value for the latest available 12 months of data (January 2016 
– December 2016) is 101.0, which is within the ‘expected’ mortality range. 
The SHMI value (October 2015- September 2016) is 1.1079, again within 
the expected mortality range. 
 
MP advised that there is a collaborative piece of work underway with 
Commissioners to review patients with chronic conditions that pass away 
post discharge. 
 
Between January 2016 to December 2016; UHCW received 83 Dr Foster 
mortality alerts, 34.9% of which were positive alerts. MP assured that each 
month, diagnosis and procedure groups which have generated negative 
alerts through Dr Foster are discussed at the Mortality Review Committee 
and appropriate action is agreed to address the alerts. 
 
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. Since the publication of the CQC 
report, a letter has been received by UHCW from NHSI setting out their 
expectations in relation to the recommendations made by the CQC. This 
has been followed by a first edition report published by the National Quality 
Board in March 2017, outlining a framework for the implementation of the 
recommendations. 
 
MP assured that a gap analysis has demonstrated that UHCW already 
meets many of the recommendations. 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; and strengthening 
the involvement of families and carers in the review of avoidable deaths. 
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The Trust Board NOTED the report. 

   
HTB 
17/093 

PATIENT EXPERIENCE QUARTERLY REPORT  

 MP presented the report, which brings together information on 
Compliments, Complaints, PALS, Patient feedback and involvement and 
Board walkrounds. 
 
MP advised the work of the PALS Team continues to be responsive. A total 
of 1041 PALS enquiries were received in Quarter 4, of which 19 remain 
open. 
 
The percentage of complaints acknowledged within three working days is 
89% and percentage of complaints responded to within 25 working days for 
February was 79% and March is expected to demonstrate an improved 
picture. MP assured that the oldest open complaint (55 working days) was 
now closed. She added that the oldest current open complaint was a joint 
complaint with another trust. 
 
MP reminded that a detailed paper was presented to the Quality 
Governance Committee several months ago in relation to the Friends and 
Family Test (FFT). She assured that measures were being taken to embed 
FFT consistently into the discharge processes. 
 
Board walkrounds are a way of ensuring that Board members are informed 
first hand regarding any safety concerns of frontline staff. MP drew 
attention to page 31 of the report, which provided an overview of the 
outcomes and actions arising from the walkrounds. The Chairman 
welcomed the report and observed that he would expect to see only very 
minor issues flagged through this process and that any actions arising 
tracked seamlessly. 
 
BS drew attention to page 14 of the report relating to common subjects for 
complaints and sought to understand whether there was any triangulation 
of information to identify trends. MP advised that work is undertaken to 
triangulate complaints, medical legal claims and serious incidents to 
identify any common themes. Furthermore, there is the ability to track this 
via Datix and she assured that there was nothing unexpected emerging. 
 
The Trust Board NOTED the report. 
 

 

HTB 
17/094 

INTEGRATED QUALITY PERFORMANCE AND FINANCE MONTHLY 
REPORT 

 

  
KM introduced the report and advised that most of the information 
contained within the report had been scrutinised at the relevant Board 
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Committees via the flash reports that are available on the day. 
 
DE provided an overview of the back to the floor exercise he has been 
conducting over the course of the previous five weeks, which has included 
working with the Site Team to understand the challenges and issues as 
well as reviewing strategies to determine whether these are correct. He 
advised that ED performance had improved to 89.4% from a position of 
79.3% the previous month. He advised that as part of his troubleshooting 
role, he had uncovered many operational grip issues, which were complex 
and not straightforward to embed. 
 
DE was pleased to report that the discharge to assess system was working 
better and had created more capacity. This had resulted in a reduction in 
the number of delayed transfers of care (DTOC). 
 
DE emphasised that the key driver to flow and capacity related to senior 
reviews including twice daily board rounds and systematic review of 
patients that have a greater than seven days length of stay (LoS). Work 
undertaken to reduce the LoS patients yielded a reduction in numbers; 
however, this increased following the Easter period. Chief Officers are 
supporting DE in continuing his back to the floor exercise, in order to 
continue to drive performance in the right direction.  
 
IB recognised the considerable focus and drive injected by DE but 
cautioned that this was not sustainable and sought to understand whether 
DE had a picture of how he will best organise his direct reports in order to 
provide sustainability. DE acknowledged this and advised that attention 
was being given to educate people to consider the art of the possible and 
embedding systems to ensure senior reviews take place, as well as 
escalation processes. The Operations Team have a key role to play is 
delivering this, which will be the focus of discussions over the coming 
weeks.  
 
In response to a query from IB regarding whether the appropriate KPI’s 
were in place to measure performance; DE advised that there was a 
plethora of data which act as triggers in ED and facilitates patient by patient 
tracking. The issue is one of getting people to refocus and as such DE has 
reinstated tridaily staff meetings to be clear on objectives, in order to create 
capacity and flow. He added that Group Managers and Modern Matrons 
were central to this and more work is underway to seek greater 
engagement from CD’s. 
 
BS observed that the appointment of the CD in ED will be central to the 
deployment of plans to embed systems and processes. DE acknowledged 
this but cautioned that the issue of flow was not isolated to the ED and it is 
essential to look at the wider picture of flow through the organisation. 
 
Focus turned to quality and MP was pleased to announce that Professor 
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Siobhan Quenby had won another major grant. 
 
MP advised that an end of year validation exercise is currently being 
undertaken to ensure alignment continues between the capture of medical 
appraisals onto the Electronic Staff Record system and the Revalidation 
Management System. A report will be presented to the Finance and 
Performance Committee in May in this regard. BS added that at the last 
Finance and Performance Committee concerns were raised in relation to 
the compliance figures for medical appraisal in February and observed that 
there appeared to be an improving picture in March. 
 
DM proceeded to provide a finance update and advised that UHCW had 
delivered a £703k surplus position against the 2016/17 control total, 
following the receipt of £1.116m additional sustainability and transformation 
funding (STF) monies and a further £243k STF incentive.  He added that 
the Board where already aware of issues around the lower level of 
available CQUIN within the specialised service contract and changes to the 
discount rate applied, which have partially resulted in an increased bonus 
but would, if required, have seen a dispensation against the control total 
 
DM cautioned that whilst UHCW had achieved the control total, prior to the 
receipt of STF monies, there remains a c£16m deficit and as such was not 
a recurrent balance position. He added that whilst the cost improvement 
programme (CIP) was achieved, that this largely consisted of non-recurrent 
CIP. 
 
DM advised that activity performance was at its highest in March and 
observed that if the daily run rate in 2017/18 mirrored this the organisation 
would over perform the contract. However he again warned that 17/18 was 
going to be the most challenging yet. 
 
DM was pleased to report that agency spend in March was £2.3m; the 
lowest recorded spend for the year and acknowledged that this may have 
been influenced by the HMRC changes made to the IR35 regulations.  
 
AH advised that notwithstanding the non-recurrent CIP and underlying 
position, the organisation should celebrate the work achieved by DM and 
the Finance Team, whilst understanding the challenges. DM advised that 
the annual accounts were subject to external audit review. 
 
Discussion turned to workforce and KM was pleased to report that sickness 
absence rate overall had decreased by 0.11% in March 2017 to 3.87% and 
below the national 4% target.  
 
KM reflected on the work that was being undertaken in terms of rota 
transformation in line with the new Junior Doctor contract and changes to 
the IR35 regulations and advised that Chief Officers received an assurance 
report in this regard. She was pleased to report that there had been no 
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patient safety incidents reported. Notwithstanding that, the work to look at 
alternative ways of managing gaps was challenging but UHCW was 
holding the line and no rates of pay have been uplifted for agency workers 
to offset the perceived additional cost associated with the changes to the 
IR35 regulations. 
 
The Trust Board CONFIRMED their understanding of the contents of the 
March 2017 Integrated Quality, Performance and Finance Report and 
NOTED the associated actions. 
 

HTB 
17/095 

TOGETHER TOWARDS WORLD CLASS PROGRAMME UPDATE   

 KM introduced the report to highlight the Together Towards World Class 
(TTWC) programme focused on supporting UHCW’s vision to be a national 
and international leader in healthcare.  
 
KM was pleased to report that a total of 660 members of staff had 
completed the brilliant basics training supporting the world class 
experience workstream. 
 
The newly formed Transformational Multi-Disciplinary Team (TMDT) has 
commenced work to map all current transformation activities, identifying 
linkages and overlaps to ensure current and future work is aligned to 
deliver maximum impact.  She added that there is an increased level of 
operational input into this forum, which will help drive the agenda in the 
right direction. 
 
KM announced that the new Director of Transformation will commence in 
post on 8th May 2017 and will oversee the work of the UHCW Improvement 
System (UHCWi), which sits under the umbrella of TTWC. 
 
The project to create an Innovation Hub environment will focus on the 
transformation of the existing Innovation Hub into a space conducive for 
innovation activity. UHCW is maximising the opportunity to make use of the 
agile office space, and the second RPIW for the third Value Stream in 
Theatres was held in this environment as a trial in terms of noise and 
space etc.  
 
KM advised that Chief Officers received earlier this week a useful 
presentation on the direction of travel regarding the development of a 
coaching culture and a systematic approach to coaching. 
 
KM drew attention to page 5 of the report and the programme of 
revitalisation to ensure that staff recognise TTWC as the overarching 
learning and organisational development programme that is underpinned 
by the UHCWi.  
 
In response to a query from SK; KM acknowledged that whilst the report 
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does not explicitly highlight work relating to training and research, that 
there are programmes of work that underpin the world class leadership and 
world class people streams, which will be drawn out in future reports.  
 
The Trust Board NOTED the report and RECEIVED ASSURANCE on the 
current status of the programme. 
 

HTB 
17/096 

NHS STAFF SURVEY 2016 – RESPONSES UPDATE   

 KM presented the report, which provides an overview of the NHS National 
Staff Survey 2016 at UHCW, how the survey was conducted, response 
rates, results and next steps. It was noted that further detail is scheduled to 
be provided to the Board at the Board Seminar on 4th May 2017. 
 
The Trust Board NOTED:  
 

• There have been both improvements and deteriorations in 
comparison to 2015 results, although our Staff FFT and engagement 
levels remain above the national average for Acute Trusts; 

• The four key finding areas where the movement from 2015 – 2016 is 
classified as statistically significant; with a negative deterioration in 
three areas; and 

• 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. 

 

 

HTB 
17/097 

AUDIT COMMITTEE ANNUAL REPORT 2016/17   

 DP introduced the report. There were no questions raised by Board 
members. 
 
The Trust Board NOTED the work of the Audit Committee during 2016/17 
and to APPROVED the Audit Committee Annual Report. 
 

 

HTB 
17/098 

REGISTER OF INTERETS AND GIFTS/HOSPITALITY 2016/17   

 The Chairman advised that there was an error in MP’s title that was to be 
corrected and that he had some minor changes to make to his register of 
interests, which he would provide outside of the meeting. 
 
The Trust Board APPROVED the register of interests and register of gifts 
and hospitality, subject to the above amendments and NOTED the 
requirement to declare interests and any gifts/hospitality received on an on-
going basis. 

 

 
PY 

HTB 
17/099 

TRUST SEAL REGISTER 2016/17   
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 The Chairman advised that the report sets out the usage of the common 
seal of the Trust during the year 2016/17. There were no questions asked 
by Board members. 
 
The Trust Board NOTED the usage of the common seal of the Trust 
2016/17. 

 

 

HTB 
17/100 

RISK MANAGEMENT STRATEGY   

 MP presented the report and advised that the Risk Management Strategy 
sets out the strategic priorities for enhancing the Risk Management 
structure in the Trust from April 2017 – March 2019. It is aligned with the 
Quality Strategy 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 to: strengthen 
governance arrangements for Risk Management; enhance Risk 
management awareness, capacity and capability and to ensure trust 
systems support Risk Management and are utilised to enable the 
production of quality data. 
 
The Trust Board APPROVED the Risk Management Strategy. 

 

 

HTB 
17/101 

MATTERS DELEGATED TO THE BOARD COMMITTEES   

 The Trust Board NOTED that no matters had been delegated to Board 
Committees. 

 

 

HTB 
17/102 

AUDIT COMMITTEE MEETING REPORT OF 10th APRIL 2017 
 

 

 DP advised that there was a good explanation provided in relation to 
pharmacy stock and the Committee were assured by the effectiveness of 
the process in place. He added that this demonstrated the importance of 
having key people attending Board Committees to strengthen the 
robustness of the assurance provided. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
17/103 

QUALITY GOVERNANCE COMMITTEE MEETING REPORT OF 18th 
APRIL 2017 
 

 

 There were no questions from Board members. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
17/104 

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORT OF 
20th APRIL 2017 
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 IB presented the report and highlighted that the Committee had received 
an insightful presentation around theatre efficiency and productivity and the 
conclusion drawn was that there was sufficient theatre capacity at UHCW 
but work needed to be undertaken to standardise the approach to theatre 
booking.  
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
17/105 

ANY OTHER BUSINESS  

 There was no other business transacted.  
   
HTB 
17/106 

QUESTIONS FROM MEMBERS OF THE PUBLIC   

 A member of the public commended the patient story and observed the 
impact that user groups have in terms of providing critical support to 
patients.  
 
Observing the recent emergency pathway flow pressures; a member of the 
public enquired whether there was scope to commandeer vacant local 
premises to manage patients that were suffering from the effects of drugs 
or alcohol to reduce the attendance at A&E at night, which is when most of 
the flow issues occur. DE observed that Birmingham City Centre have a 
City Centre Treatment Unit, which is run by the Ambulance Service to 
manage patients that are intoxicated or have taken drugs. Discussions 
have taken place with the Ambulance Service to look at providing 
something similar locally. However, Coventry and Warwickshire do not 
have the same foot traffic in this regard and as such a Street Triage Model 
has been deployed in a Fast Response Car, to help get such patients into 
the right service. 
 

 

HTB 
17/107 

DATE OF THE NEXT MEETING 
 
The next Public Trust Board will be held on Thursday 25th May 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 

25 MAY 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 APRIL 2017 MEETING 
HTB/17/082 
PATIENT STORY 

NJ advised that there are key 
performance indicators (KPI’s) 
within the transport contract but that 
there is little data available to 
monitor performance against the 
agreed KPI’s. DE confirmed that the 
information is collected through the 
West Midlands automated dispatch 
system as part of the emergency 
contact. DM confirmed that he 
would arrange to look into this with 
a view to obtaining the relevant data 
source required. 

DM May 2017 Verbal update to be given at May 
Trust Board. 

No 

1 
 



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

25 MAY 2017 
 

AGENDA ITEM ACTION RESPONSIBLE 
OFFICER 

COMPLETION 
DATE 

UPDATE REMOVAL 

HTB/17/082 
PATIENT STORY 

NJ highlighted that one area that 
required further attention was Wi-Fi 
accessibility for haemodialysis 
patients attending weekly 
appointments and an independent 
Wi-Fi facility to provide access 
would be welcomed. KM advised 
that she would arrange for the ICT 
Team to explore this further. 

KM May  Work is underway to increase 
Wi-Fi speed and eliminate 
blackspots, and in particular to 
increase the capacity of the 
patient/guest/public Wi-Fi so that 
more people can log on 
concurrently. Work will be 
completed over the Summer.  

Yes 

HTB/17/089 
GUARDIAN OF 
SAFE WORKING 
HOURS 
QUARTERLY 
UPDATE 

MP advised that once all of the 
rotas were compliant with the new 
contract a piece of work will be 
undertaken to identify any gaps. 
She advised that whilst the process 
was designed to be cost-neutral, in 
reality this may not prove to be the 
case. It was agreed that a gap 
analysis will be undertaken and the 
findings presented to a future Board 
Seminar. 

MP/KM June Not yet due No 

HTB/17/098 
REGISTER OF 
INTERETS AND 
GIFTS/HOSPITALITY 
2016/17 

The Chairman advised that there 
was an error in MP’s title that was to 
be corrected and that he had some 
minor changes to make to his 
register of interests, which he would 
provide outside of the meeting. 

PY May 2017 Registers updated 27.4.17 Yes 
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

25 MAY 2017 
   
Subject: Chairman’s Report 
Report By: Andy Meehan, Chairman 
Author: Andy Meehan, Chairman 
Accountable Executive Director: Andy Meehan, Chairman 
 

PURPOSE OF THE REPORT: 
To update the Trust Board of the key details of meetings and events attended by the 
Chairman. 

 
SUMMARY OF KEY ISSUES: 

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

• Meeting with Chair of Coventry and Rugby CCG 
• UHCW Board to Board meeting with Project Co 
• Board Walk-round (Ward 52 – Orthopaedics)  
• CEO Appraisal 
• Meeting with Chair of NHS Providers and local Chairs 
• NED Appraisal meetings 
• TTWC Board 

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

 
 

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

 
 

IMPLICATIONS: 
Financial: None 
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 25 May 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 May 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: 

• Attended the monthly Board Seminar 
• Attended an overnight ‘timeout’ session for all Chief Officers and Clinical Directors 
• Met with Professor Keith McNeil (NHS Chief Clinical Information Officer at NHS England) 
• Chaired the Local STP Transition Board 
• Quarter 4 Performance Reviews 
• Attended the Medical School Staff Conference and gave a speech around STP 
• Met with colleagues in discussion around Dr Foster Global Comparators 
• Attended the CHKS (Comparative Health Knowledge System) Top Hospitals Awards 2017 

in London 
• Attended the AUKUH (Association of UK University Hospitals) MSC Joint Meeting 
• Attended the ‘Embrace Equality – Enhance the Experience’ Open day as part of the NHS 

Equality, Diversity and Human Rights Week 
• Attended the Hospital Groups Conference in London 
• Attended the local Virginia Mason Guiding Team Meeting 
• CEO Direct at University Hospital 
• Attended the Annual Meeting of the Council of the City of Coventry 

 
Consultant Appointments 
 
Through the nominated Chief Executive Representative and other Committee Members, the Trust 
Board is advised to note and ratify the following appointments: 
 

• Wael Dandachli – Consultant Orthopaedic Surgeon in Hip Preservation Surgery 
• Jessica Daniel – Acute General Consultant in Paediatric Medicine 

 
Publications 
 
There are no publications to bring to the attention of the Trust Board this month. 



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 Officers’ performance reviews with each Group. 
• I have continued to undertake 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. 
• Together with my Chief Officer colleagues, I attended the Chief Officer Advisory Group 

(COAG) Timeout Session with the Trust’s Clinical Directors. 
• As a result of discussions held at the Timeout Session I announced the re-structuring of the 

Operations Team which sees Emma Livesley taking the lead as Director of Operations – 
Urgent & Emergency Care; and Lisa Kelly taking the role of Director of Operations – Elective 
Care.  This will also engender closer working relationships between the Directors of 
Operations and Clinical Directors. 

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

• I attended the PFI Board to Board meeting.  In particular we discussed Fire Stopping and the 
availability of the Aseptic Facility. 

• I attended the Orientation session for Service Leaders Cohort 8 and the Q&A session for 
Team Leaders Cohort 7 of the Leading Together Programme.   

• I continue to chair the meetings of the Trust’s Health & Safety Committee and I am 
progressing a series of strategic health and safety work-streams to complement the practical 
approach taken to date. 

• I met with Staff Side representatives to discuss issues raised by staff in relation to the 
proposed changes to staff car parking permits and charges. 

• I attended an event facilitated by ECIP on “Red2Green: Sharing Success – A Celebration of 
Achievement” 

• I have been invited to participate in the Trust’s “Lean for Leaders” programme. 
• Together with my Chief Officer colleagues, I attended the monthly performance review 

meeting with NHSI/NHSE regulators.  
 
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 Finance 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 
• Attended the West Midlands (South) Renal Partnerships Steering Group 
• Met with PWC re: FIP 2 on a number of separate occasions 
• Met with Brenda Howard STP Programme Director 
• Attended NHS Providers Finance Directors and Commercial Leads Meeting. 
• Attended PFI Board to Board 
• Met with Urology team over joint working with Worcester Acute 
• Attended to CD/CO Away Day 
• Attended the NHSI Carter Pathology Board meeting 
• Attended the Arden Cancer STP meeting 
• Chaired the STP FDs meeting 
• Met with GEH on Pharmacy collaboration 
• Interviewed for 3 Consultants In Infectious Diseases 
• Met with Simon Corben NHSI Carter Estates lead 
• Attended UHCW Cancer Board 
• Attended Leading Together Q&A session 
• Attended Strategic Partnership Board at WAHT to discuss Urology 
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• Met with KPMG over the final accounts  
• Attended the Interventional Radiology away day 

 
Professor Meghana Pandit – Chief Medical & Quality Officer/Deputy CEO  
In addition to all the regular meetings such as Chief Officers’ Group, Strategy Group, COG 
Finance Star Chamber, 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, Quality Star 
Chamber, Medical Concerns, Trust Guiding Team, meetings with PwC regarding FIP2, Local 
Maternity System meetings and my own clinical work, I have undertaken the following activities 
since the last Trust Board meeting in April 2017: 
• Visited wards informally, speaking to Junior Doctors, Nurses, Pharmacists and Consultant 

colleagues 
• Attended Board Rounds on wards 41,42 and 43 
• Made Responsible Officer submissions to GMC 
• Attended Grand Rounds 
• Attended Virginia Mason Stand Up and Report Out 
• Lectured at University of Warwick 
• Local Maternity System (Maternity & Paediatrics STP Work stream) Meeting 
• Away day with CDs and COs 
• Quarterly performance review meetings 
• Clinical Design Authority 
• West Midlands Senate Council, Birmingham 

 
Nina Fraser – Chief Nursing Officer 
In addition to all regular meetings such as Chief Officers’ Group, COG Finance Star Chamber, 
COG Advisory Group, Patient Safety & Effectiveness Committee, Risk Committee, Quality 
Governance Committee, Nursing & Midwifery Committee/Forums, Serious Incident Group (SIG), 
Quality Star Chamber  and Strategy Group; I have undertaken the following activities since the 
last Trust Board meeting in April 2017: 

• NHSi Infection Prevention and Control – Debrief from review as follow up to CQC 
inspection  

• EPR Meeting – NHS England, London 
• Hosted away time for Allied Health Care Professionals and Healthcare Scientists 
• Attended International Nurses Day Celebration at Coventry Cathedral & UHCW Nursing 

Awards Ceremony/Celebration of Life – Critical Care 
• Council of Deans of Health Full Council Dinner 
• Hosted a Matron Development Day 

 
International Nurses Day and International Day of the Midwife 12th May 2017 
 
On the anniversary of Florence Nightingale’s birth, we celebrated International Nurses Day in the 
following ways: with the support of ISS, Modern Matrons delivered cakes to all in- patient wards, 
clinical units and outpatient settings to say thank you to nursing and midwifery staff for all the 
work staff do to care for our patients. In collaboration with GEH, SWFT, CWPT and Coventry 
University, a service of celebration and thanksgiving was held at Coventry Cathedral. This 
included inspirational testimonials from nurses and midwives representing each organisation who 
spoke passionately and with pride about the work they do each and every day, and its impact 
both personally and professionally.  In the afternoon a small UHCW awards ceremony was held 
to recognise improvements that had been made in clinical standards measured by the QUESTT 
tool. The overall winner was Day Case Unit (rated continuously green in 2016/17), and the three 
highly commended (most improved) wards were Ward 15, Ward 33 Gastro and Ward 12 CDU. 
Staff were delighted to be recognised and thanked for their efforts to improve patient safety.  
 
 
Senior Nursing Support to NHSI Review 
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NHS Improvement approached UHCW to utilise the skill and experience of DCNO in a high level 
governance review of a Trust rated as inadequate by the CQC. The review included a table top 
exercise, review of Trust documents and on site visit to hold focus groups and 1:1 interviews with 
key staff. This will culminate in recommendations and a report to CEO and Chairman.  

Women and Children  

• 3 midwives attending the International Congress of Midwifery in Toronto in June 2017 plus 
Coventry University colleagues to present oral and poster presentations. 

• Successful recruitment of 10 midwives and 8 midwives currently on a waiting list. 
• UHCW are in the first wave of the Maternity and Neonatal collaborative. 
• Better Births projects continue to develop. 
• Antenatal and Newborn screening lead successfully appointed. 
• Multi professional CTG masterclass was hosted at UHCW. 215 delegates attended, 50 of 

whom were employed at UHCW.  

Education & Research 

• The 8 Trainee Nursing Associates commenced their 2 year programme on the 27th April, 
and commenced working in practice on the 7th May. A launch event was held at UHCW on 
the 3rd May which I attended. 

• Documentation Summit – was held on the 10th May and was very well attended by UHCW 
staff and student nurses. It provided staff with the opportunity to learn more about the 
importance of good documentation, to hear about electronic documentation and to 
experience a courts case scenario. It evaluated very well. 

• The first day of a new Band 5 leadership programme commenced on the 4th May – 
Professor Andy Hardy attended to discuss the importance of all aspects of Leadership 
with the group. This year the group prepared collages of their vision of UHCW which they 
presented to Andy. 

Operations & Delivery 

• Red to green week 
• Delivery of Infoview 
• Transfer policy complete 
• Discharge policy commenced 

Patient Experience & Professional Standards 

• Supported Red2Green Awareness week – ward walks, attended board rounds, co-
ordinated and supported training sessions  

• Launched Get up, Get dressed, Get moving campaign week of the 3rd April and ran a 
successful workshop for support workers – continuing to develop work-stream. 

• Supported Operations and delivery Team in roll out of 7 day reviews  
• Piloting End of Life companion packs for visitors 
• Volunteers Manager is working with ED to introduce an ED volunteer service  
• Introducing volunteer activity and companion service on ward 43  
• New Senior Nurse for Enhanced Care Team (ECT) commenced on the 8th May –

Cardinal Vutabwarova is an experienced RMHN who has previously worked for 
AHMAT  

• The ECT are currently supporting ward 12 Observations in regards to the care of 
distressed patients awaiting mental health assessment /review- a member of the 
team has worked daily with the unit and is providing training and support in regard 
to de-escalation of distress   
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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 Performance Review meetings with the Groups.   
 
Other commitments have included: 
• Attendance at the West Midlands HR Directors meeting 
• Met with Keith McNeil, Chief Clinical Information Officer for NHS England together with Andy 

Hardy, Nina Fraser and Ian Buckley to discuss EPR 
• Attendance at the STP Transition Board 
• Attendance at the inaugural meeting of the Joint Health Partnership Development Board with 

Warwick Medical School. 
• Welcomed Dan Whiston as Director of Transformation to my team as well as  

Michelle Brookhouse, who will be covering Donna Griffiths’ maternity cover until May 2018, 
as Associate Director of Workforce – Learning and OD. 

 
Workforce:  
• UHCW is supporting the ‘The Girls Network’, with eighteen female employees enrolling to 

become mentors of female students, to inspire and empower young people within our 
community.  The first cohort will mentor ten students of Blue Coats School. This initiative will 
also further develop the leadership skills of our workforce. 

• The Workforce team has developed our recruitment branding. This will be launched at our 
Recruitment Fair this month. The Fair will involve all Groups and Specialities, who will be 
holding stalls, providing department tours and offering interviews on the day.  

• We have developed a three year Recruitment & Retention Strategy that sets out our four 
strategic priorities: 
- Achieving an 80% substantive and 20% flexible staffing model to meet Safer Staffing 

Standards, supply and demand fluctuations and minimise our reliance upon agency staff 
- Redesigning workforce roles, working collaboratively with partners through the 

Sustainability and Transformation programme and other schemes 
- Recruiting and retaining staff through being an employer of choice, ensuring that all staff 

are appointed on their ability to understand and demonstrate the Trust’s values, as well 
as demonstrating their technical ability and experience. 

- Delivering an innovative and high quality recruitment experience. 
• We have established a Partnership and Recognition Agreement with Staff Side 

colleagues. This is in place after a number of years without such an agreement. We look 
forward to continuing and renewing our partnership working with unions.  

• We held a joint meeting with senior nursing, finance, medical and workforce colleagues from 
CWPT, GEH and SWFT to explore opportunities for collaborative bank working. Further 
meetings will be held to continue these discussions.  

 
Equality and Diversity: 
• Violence and Aggression against staff video. Filming has taken place for the production of 

a video raising awareness amongst patients, visitors and staff of the issues and impact of 
violence and aggression against staff.  Twenty members of staff ranging from security 
officers, doctors, modern matrons and healthcare assistants took part sharing their 
experiences and feelings.   

• The national Workforce Race Equality Standard report has now been produced and UHCW 
was mentioned three times positively in relation to:   
- WRES indicator 3: Relative likelihood of BME staff entering the formal disciplinary 

process compared to white staff 
- WRES indicator 6: Percentage of staff experiencing harassment, bullying or abuse from 

staff in the last 12 months  
- WRES Indicator 8: In the last 12 months have you personally experienced discrimination 

at work from any of the following - manager / team leader or other colleagues. 
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• The team undertook a campaign to promote telephone interpreting, which is more cost 
effective for patient appointments 40 minutes or less.  A number of departments have been 
issued with dual phone handsets at no additional cost.   

 
Performance and Programme Management Office (PPMO): 
• The Performance team have developed and published twenty Indicator Infographics on 

InSite. These explain the facts surrounding the Trust’s key performance indicators with the 
aim to provide relevant information and context in an easy to understand way. More 
infographics will be added. 

• The Corporate Analytics team have been focused on the completion year-end national 
reporting and the setting up of reporting for the new financial year.  The team has continued 
to work closely with the Commissioning team to incorporate referral to treatment time 
information into Operational Delivery Plans.  

• The Information Systems Development team is investigating how to provide the new national 
Emergency Care Dataset for the October deadline.  

• The Programme Analytics team surgical analysts have been supporting the Getting it Right 
First Time surgical site infection audit.  The team has also been involved in helping 
various Groups understand their readmission rates and theatre cancellations profiles.  The 
medical analysts have been working with Gerontology to build reporting to monitor the Acute 
Frailty Unit. 

 
Information and Communication Technology (ICT):  
• ICT has piloted this month a Safety and Quality app that allows modern matrons to capture 

audit data required by the Care Quality Commission in real time.  This will replace the 
previous process that required the completion of over 70 spreadsheets. Feedback has been 
extremely positive, and the team is already working on further versions to be used by 
Pharmacy and the Quality Department. 

• Following the success of the Care Contact app developed at UHCW, ICT is organising a day 
to demonstrate this product to other trusts with the intent to sell this on to other organisations. 

• The Development team has created an automated routine that prints outpatient letters 
automatically from iPM, freeing up staff in the Booking Centre. 

• The team have also developed an automated routine to extract referrals from the national e-
Referral Service where the Trust has no current capacity to make appointments.  This saves 
the Booking Centre manually extracting over 100 referrals a day for processing. 

• Single-sign-on has been deployed to Ward 50 PCs to pilot this technology. This will allow 
users quickly to log in and out of PCs and applications and reduce the need for passwords, 
allowing more time for direct patient care.  

• A business case to introduce Print Management at the Trust was approved by Strategy 
Board. Print management will reduce the amount of paper printed, the cost of printing and will 
provide greater security for printed material. Three suppliers are being shortlisted for the 
implementation project. 

 
Communications: 
• The Hospital of St Cross has maintained a rating of five stars out of five on the reviews 

and ratings section of NHS Choices.  This became the most popular post ever on the St 
Cross Facebook site. The media and social media coverage has led to even more positive 
reviews being received for the hospital. 

• Six members of staff were filmed talking about why they were proud to work for UHCW as 
part of an ongoing campaign to embed the Trust values as part of Together Towards World 
Class.  This video is being used externally on social media, as well as in internal 
communications. 

• International Nurses’ Day and International Day of the Midwife happened this month. 
Messages were placed in staff newsletters, and over 50 members of staff attended a 
Coventry and Warwickshire-wide celebration event at Coventry Cathedral on May 12. 

• We supported the annual Dying Matters Week during the month. The aim of the Week is to 
encourage people to talk about death and dying and to raise awareness of the support 
available to individuals and relatives. 
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UHCW Improvement Services: 
• The Ophthalmology Value Stream is testing ideas proposed from the Rapid Process 

Improvement Workshop (RPIW) focused on Eye Casualty. The team is seeing patient 
benefits from the streaming process. These benefits will be re-measured along with other 
improvements at 30 days post RPIW. 

• The Patient Safety Incident Value Stream is rolling out the new incident reporting process 
across all specialties to make reporting and investigation of patient safety incidents easier 
and quicker, as well as more visible to staff. 

• The Theatres Value Stream has just reported out on the second RPIW focusing on delays 
on the day of surgery in the Urology pathway.  The team have identified ideas to test to 
reduce patient cancellations and delays.   

• A review of the Histology sample pathway has commenced with an initial scoping meeting 
with key stakeholders. Initial work will focus on mapping the current state from sample 
collection in theatre to sample cut up process in Histology. A workshop is planned for the end 
of May to review findings and design solutions and interventions. 

• Observations of the Theatre cataract pathway have commenced in order to identify issues, 
barriers and process problems that may be preventing increasing the number of patients on a 
list. 

 
Innovation: 
• In April UHCW Improvement Services (UHCWi) were the first team to use the Innovation 

Hub. The RPIW for Theatres was held over five days. During this time the UHCWi leads were 
delighted with the flexibility and versatility that the space provided. The Innovation team 
created a short, hand drawn animation for UHCWi that shows key elements of the RPIW 
process which can be used instead of video.  

• The team shadowed a UHCW@home nurse to explore options for remote working when 
away from the hospital site. The team then led a session with the wider UHCW@home team 
to share insights. The UHCW@home team are going to pilot using Cisco Jabber technology 
which will allow them to communicate securely.  

• The new Innovation and Technology Tariff (ITT) was launched in April. It aims to fast-track 
the introduction of six new types of medical technology products and apps during 
2017/18.  Given that the ITT removes the need for local price negotiations, we have been 
liaising with Procurement colleagues to understand how we can support the uptake of these 
new products amongst clinicians. We will showcase these innovations at an event in the 
Innovation Hub in June.  
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PUBLIC TRUST BOARD PAPER  

 
Title Patients Advice and Liaison Service – A Relative’s Story. 

 
Author Amanda James, PALS Co-ordinator 

John Baird, Patient Experience Manager  
Responsible 
Chief Officer 

Professor Meghana Pandit – Chief Medical Officer 

Date  25th May 2017 
 
1. Purpose  
 
To outline to the Trust Board the varied work of the PALS Team at UHCW in helping to 
support, improve and enhance patient’s experience and to recount a related story about 
such work. 
 
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.  
 
3. Executive Summary 
 
This particular story is about the support the team provided to Mrs P following the loss of 
her husband whilst in our care. 
  
The Patient Advice and Liaison Service are often contacted by families following 
bereavement.  Families will have questions about the care and treatment prior to the 
death of their relative.  PALS ensure the appropriate staff members are available to meet 
and PALS provide support to the family before, during and after the meeting.   
 
This story, (told by Mrs P), highlights the time it took for her to feel able and strong 
enough to contact us to ask the questions she and her family needed answered in 
relation to the loss of her husband. It recounts the work undertaken by the PALS and 
ward staff to organise and facilitate a meeting with the clinical staff and to provide the 
support to Mrs P and her family at this time.  

 
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 

Patient Advice and Liaison Service (PALS) 

Why was this Story chosen This relative’s story highlights the questions that bereaved 
families often have in helping them come terms with the loss of a 
loved one and PALS role in supporting them through this. 

Storytellers Mrs P / AJ PALS Co-ordinator / LR Ward 10 Manager 
 

Background 
 
 
 

The PALS is a core service that exists within UHCW and 
provides timely and appropriate access to help, advice and 
information to the users of the service. 
 
This can include the patient, relatives/carers or 
visitors/members of the public.   The PALS aim to achieve 
an “on the spot” resolution wherever possible and ensure 
quality responses to all enquiries and referrals within the 5 
working day timescale. Where this is not achievable PALS 
will ensure all parties are kept informed of progress. 
 
In the financial year 2016/17 the PALS dealt with a total of 
3,736 contacts including, but not limited to, compliments, 
concerns, complaints and signposting to other services and 
organisations. 
 
The PALS are often contacted by families following 
bereavement.  Families will often have questions about the 
care and treatment prior to the death of their relative.  PALS 
will ensure the appropriate staff members are available to 
meet and PALS will provide support to the family before, 
during and after the meeting. 
 
This was the case in the story you are about to hear from 
Mrs P.   
 

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

My husband passed away in December 2015 at UHCW, he 
was being treated on ward 10. As his wife, myself and 
family had some unanswered questions about his passing. 
However I was not able to ask or even think of some of 

We are Listening: Patient Story 

A Relative’s Story 

 

 
 



 
 
 
 
 

these questions because, as you can imagine, it was such a 
difficult time for us all.   
 
 
 
It wasn’t until almost 12 months later that I was able to send 
an e-mail to Amanda asking for some answers to questions 
we had. 
 
Amanda arranged a meeting with the Ward Manager and a 
Clinician. 
 
As I had mentioned in my e-mail to PALS I was not wishing 
to make a complaint I was really looking for closure by 
having my questions answered. 
 
At this meeting I felt supported and was able to ask these 
questions. Louise, the Ward Manager, was very kind and 
took the trouble to answer the questions fully explaining to 
us taking time and being supportive.   
 
I and my daughter found the meeting extremely helpful and 
my daughter and I both felt happy and at peace with the 
outcome as did the rest of our family. We knew from what 
we had been told that my husband’s time had come and 
that he received the best possible care right to the end for 
which we are grateful to the teams involved. 
 
I was treated with great kindness and compassion by 
Amanda during this time. 
 

Employees view: 
How we dealt with this request 
Where could we have improve? 
 

As Ward Manager for Ward 10 I was approached by PALS 
in relation to Mrs P’s e-mail requesting a meeting to be able 
to ask a number of questions. 
 
Although this was some time ago  I had thought we had 
given all the information and explained fully things to her 
and the family as we do for any bereaved relatives. 
 
However on reflection I can fully appreciate it is such a 
difficult and time for relatives they have so many things to 
deal with and to worry about. I can understand that in such 
circumstances you cannot expect them to take in everything 
you tell them or think clearly about questions they might 
want answered. 
  
Indeed relatives inpatients have to cope with their normal 
home / work commitments and have restrictive visiting 
hours that may not suit or help in being able to speak to the 

 
 



 
medical staff treating a family member and find out about 
their care and how they are progressing. In the case of 
bereavement this stress can only be magnified and really as 
mentioned can leave some unable to take in what we tell 
them or really formulate what they would like to know. 
 
Overall I found the meeting with Mrs P very productive and 
was glad to have been able to answer her questions and 
help bring closure on the loss of her husband.  
 
Finally I am aware some areas issue a condolence card 4 to 
6 weeks after a death in our care and they offer the 
opportunity if the family wants to meet and talk with the 
medical team who looked after their relative to answer any 
questions they might have. I am told this is very well 
received, although few take up this offer of a meeting.  
   

What actions would you like to 
see the Trust Take? 
 
 
 
 
 

Within the PALS we recognise communication is one of the 
most important tools we have for providing great patient 
care, improving patient satisfaction and patient experience. 
Aiming to understand and manage expectations is an 
important objective in considering when and how to 
communicate.  
 
The issuing of a condolence card 4-6 weeks after a death in 
our care with an offer to meet with relatives of the deceased 
if they would like to, we should look to do, (unless this would 
be deemed insensitive for any reason). This would also 
demonstrate our Trust’s values of compassion, openness 
and respect. 
 

 

_________________________________________________________________________________ 

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 reveal about our staff? 
• 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? 
 

 
 



  
 

PUBLIC TRUST BOARD PAPER  
 

Title Integrated Quality, Performance & Finance Report – Month 1 – 
2017/18 

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

Responsible 
Chief Officer 

Mrs. Karen Martin, Chief Human Resources and Information 
Officer 

Date  25th May 2017 
 
1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of April 2017. 
 
2. Narrative 
 
The attached Integrated Quality, Performance & Finance Report covers the reported 
performance for the period ending 30th April 2017.  
 
In the Trust Board Scorecard, 29 KPIs achieved the target. 
 
Key indicators in breach are the Trusts performance against: 

• the 4 hour A&E target; 
• Referral to Treatment incomplete standards (including 14 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 

 
The Value for Money indicators have been updated and brought in-line with the "Single 
oversight framework". The Trust is reporting a £5.2m year-to-date deficit against a 
planned year-to-date deficit of £3.4m; an adverse year-to-date position of £1.8m. 

 
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 April 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: 19th May 2017 
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Executive Summary 

Integrated Quality, Performance and Finance Reporting Framework 3 

At the end of the financial year, Chief Officers undertook a review 
of the Trust’s performance management process and 
effectiveness.  
 
The outcome of this review has resulted in a change to the 
performance management regime with effect from quarter one in 
2017/18.  
 
The Chief Officers will continue to lead enhanced performance 
reviews with Groups each quarter, with wider involvement from the 
Corporate Delivery Group (CDG) at monthly intervals through 
accountability meetings. 
 
The Intensive Support Framework (ISF) introduced during 2016/17 
for Groups identified by Chief Officers as requiring additional 
support will remain in place. ISF meetings will run in addition to 
monthly reviews in between quarterly reviews.  
 
At the recent quarterly reviews, Chief Officers agreed that ED and 
Acute Medicine and Specialist Medicine and Ophthalmology were 
to continue in ISF. Additionally Surgery was recommended for 
further support. 

CO Quarterly 
Performance 

Review 

CDG Monthly 
Performance 

Review 

CDG Monthly 
Performance 

Review 

ISF meetings 

ISF meetings 

Quarterly Performance Review Cycle 

Performance Management Regime 2017/18 



Executive Summary 
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Indicators 
achieved 

Indicators  in 
exception 

Indicators  in 
watching 

status 

Total 
indicators 

Excellence in Patient care 
and experience 17 16 3 36 

Delivery of value for money 5 1 1 7 

Employer of choice 3 0 3 6 

Leading research based 
health care organisation 2 1 0 3 

Leading training and 
education centre 2 0 0 2 

All domains 29 18 7 54 

29 KPIs achieved the target in April 

The Trust has achieved 30 indicators reported within the Trusts performance scorecard. Performance against the RTT incomplete target 
deteriorated slightly with the Trust reporting 86.5% against the 92% target in March. 
  
Staff turnover rates continue to decrease for the seventh consecutive month and continues the sustained achievement of the target of below 10% 
that was observed throughout 2016/17. Staff sickness rates have fallen again this month to  3.71% against the below 4% target. 
 
MRSA high risk emergency screening achieved 90.6% against a 90% target following several months of improved performance. MRSA elective 
screening percentages continue to improve. 
 
A medication error causing serious harm has been reported in April. Further details are included within the quality and safety section of this report. 
 
The Value for Money indicators have been updated and brought in-line with the "Single oversight framework". The Trust is reporting a £5.2m year-
to-date deficit against a planned year-to-date deficit of £3.4m; an adverse year-to-date position of £1.8m.  
 

What’s Not So Good? 
18 week referral to treatment time 
RTT 52 week waits 
62 day urgent referral to treatment 
cancer 

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 April 2017 
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Trust Scorecard 
Reporting Month April 2017 
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Performance Trends 
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Integrated Quality, Performance and Finance Reporting Framework 

Improving 
 
(3 months 
consecutive 
improvement) 

Deteriorating 
(red indicators 
worsening) 
 

(3 months 
consecutive 
deterioration) 

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

• A&E 4 Hour Wait performance has improved for the last three months and in April has achieved the 85.1% in year 
target as set by NHS England. 

• Diagnostic Waiters – 6 Weeks and Over have continued to reduce with 0.37% of waiters breaching the standard. 
• Staff turnover rates continue to decrease for the seventh consecutive month and continues the sustained 

achievement of the target of below 10% that was observed throughout 2016/17.  
• Staff sickness rates have fallen again this month to 3.71% against the below 4% target. 

• Harm Free Care has seen a reduction in performance over the last three months, however performance remains 
above target. 

• Personal Development Review – Non–Medical has seen a third month of deterioration in performance. 

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

Failed Year 
End Target 

• No KPIs have failed the year end target. 
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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 decreased to 
0.9% for April. Groups with the highest levels of such 
cancellations were Neurosciences (4.0%), Trauma and 
Orthopaedics (2.1%), Surgery (1.3%), and Women and Children 
(1.3%). 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 I has reduced this month to 0.36% 
against the 1% target. The number of 
breaches has reduced to 373 of which 30 were 
within Cardiology. The total number of waiters 
has reduced to 10,269 in April. 

The Trust’s performance against the 4 Hour A&E standard for April is 85.1%, which 
shows a step improvement on previous months. The Trust continues to focus efforts on 
five crucial areas across the hospital: operational and management grip, and key 
components of the SAFER bundle to deliver flow across the hospital. This includes: Daily 
Senior Review, twice daily Board rounds with Red to Green day monitoring at its centre, 
and weekly reviews of all patients with a greater than 7 day LOS. Whilst bed occupancy 
continues to be greater than 99% and the number of medical outliers increased to 82 in 
month, work with partners has seen improvement in DTOC (delayed transfer of care) and 
MFFD (medically fit for discharge) continues to be worked on. 
  
Changes to the management structure have now been implemented to give increased 
focus on both Emergency and Elective Care. The Director of Operations for Emergency 
Care will provide management leadership across the pathways. 
The newly appointed Clinical Director for ED and Acute Medicine commences at the 
beginning of June who will continue to progress the recruitment of additional clinical staff 
in ED, recently approved by the Trust Board. The team collectively will continue to drive 
performance improvement against the standard and deliver hospital flow.   
  
Work with partners through the Coventry and & Rugby Local A&E Delivery continues to 
address capacity in the community to move patients who are awaiting external provision 
to more appropriate care settings including  improvement on Discharge to Assess and 
focussed work on Mental health pathways.  
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Patient Flow metrics
Measure Target May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17

Number of Medical Outliers - Average per Day 50 65 67 54 61 55 56 63 77 90 69 66 82

Diagnostic Waiters - 6 Weeks and Over 1% 0.47% 0.17% 0.16% 0.17% 0.18% 0.05% 0.13% 0.27% 0.85% 0.64% 0.60% 0.36%

Last Minute Non-clinical Cancelled Operations - Elective 0.8% 1.3% 1.7% 1.6% 1.1% 1.0% 1.3% 1.3% 1.8% 1.4% 1.4% 1.7% 0.9%

Length of Stay - Average 6.0 7.2 7.2 7.3 6.9 7.6 7.1 7.0 6.9 7.4 7.0 7.4 7.0



 
 

Group summary of performance – Referral To Treatment  
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Performance for the delivery against the RTT incomplete target deteriorated 
last month, with the Trust reporting 86.5% against the 92% target in March. 

 
Operator capacity in T&O and Women and Children’s, access to theatres in the 
surgical group, as well as cancellations due to hospital flow and bed capacity 
continue to challenge the delivery of this target. The Trust has seen marked 
improvement in gastro and gynaecology but this is masked by the overall 
growth of the backlog driven particularly by Trauma & Orthopaedics. 
 
Building on the theatres work, NHSI have identified a 15% efficiency 
opportunity across theatres. 
 
The year end trajectory of 90% was not achieved; a new trajectory for 2017/18 
has been developed and is aimed to bring improvement to our performance. 

5 

Underperforming groups include: 
• Trauma & Orthopaedics (78.7%) 
• Surgery (82.8%) 
• Specialist Medicine and 

Ophthalmology (89.3%) 
• Neurosciences (90.7%) 

5 out of 10 groups achieved 
the incomplete target 

The Trust has reported fourteen 52 week incomplete pathway 
breaches in March. Half of these are awaiting thyroid surgery – 
there is a significant capacity constraint that the Trust is trying to 
mitigate but is expected to continue for a further six months. The 
remaining are a combination of patient delays and hospital 
cancellations due to capacity. 

Behind target 
(number behind) 

On target 

123 

RTT Incomplete 86.5% (Last month 87.0%) 
Target 92% 



Group summary of performance – Cancer Standards 
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In March 2017 the Trust achieved seven of the eight national cancer 
standards. 
 
The exception was 62 day time from GP Referral to Treatment standard 
which achieved 75.1% against the 85% standard for March, and 83.3% for 
2016/17. The Trust had an additional 10 patients breach the standard this 
month due to workforce pressures in colorectal and head and neck. All other 
cancer standards were achieved for the financial year. 
 

 
 

7 cancer 
standards 

achieved in  
March 

 

105 days and over target not met 
 

8.5 breaches (11 patients) of the 105 days 
and over target were reported in March. 
 
2 breaches occurred in Head and Neck, 3 
breaches in Lower GI, 1 breach (2 patients) 
Upper GI, 2.5 breaches in Urology. 

2WW            31 day             62 day 

Performance against cancer standards by tumour site – 2016/17 outturn 
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Quality and Safety Summary 
This section includes the Quality and Safety scorecard which contains all relevant indicators that are included within the overarching Trust scorecard, 
together with additional pertinent KPIs that enable headline areas such as harm free care to be explored in more detail e.g. with the underpinning 
pressure ulcer and falls KPIs. Ward staffing information is also included in this section. 
 
Overall performance against quality and safety indicators has improved this month with 25 KPIs achieved for the month. Three indicators have also 
moved from ‘in exception’ to ‘watching status’. 

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 

20 11 6 37 

Leading research 
based health care 
organisation 

3 2 0 5 

Leading training and 
education centre 2 0 0 2 

All domains 25 13 6 44 

      11                                           6    20 Excellence in Patient Care and Experience 

Leading Research Based Health Care Organisation 

2 
 

Leading Training and Education Centre 

MRSA high risk emergency screening achieved 90.6% against 
a 90% target following several months of improved 
performance. MRSA elective screening percentages continue 
to improve. 
 
Friends and Family Inpatient Coverage and Friends and 
Family A&E Coverage have both increased and are on target 
this month. Alongside this Friends and Family Inpatient 
Recommenders and Friends and Family A&E Recommenders 
have reported improvements. 
 
A harm related medication incident has been reported in April. 
Further details are included within this report. 
 

25 KPIs achieved the target in April 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month April 2017 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month April 2017 

Integrated Quality, Performance and Finance Reporting Framework 



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 

• No KPIs have failed the year end target 

• MRSA – High Risk Emergency Screening has shown continued improvement reaching the target of 90% in April 2017. 

• Harm Free Care has seen a reduction in performance over the last three months, however performance remains above 
target. 
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Area of underperformance – Harm related medication incident 
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A harm related medication incident has been 
reported in April. 
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A patient received a number of medications intended for 
someone else.  Duty of candour discussion was held 
immediately and a Serious Incident Investigation is 
underway.  
  
Immediate actions include the circulation of a weekly safety 
message to staff; in the medium term the Trust is in the 
process of procuring an electronic prescribing system as 
these have been demonstrated to significantly reduce the 
risk of this and other types of incident. 
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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.  



   1
 
 2     

           2 

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. 
 
The Value for Money indicators have been updated and brought in-line with the "Single oversight framework". The reported position is against Trust's 
plan for 2017/18. Further details on revised KPIs have been provided in the Integrated Finance Report that is submitted to Finance and Performance 
Committee. 
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Indicators 
achieved 

Indicators  
in 

exception 

Indicators  
in watching 

status 

Total 
indicators 

Excellence in Patient 
care and experience 14 20 2 36 

Delivery of value for 
money 7 2 1 10 

Employer of choice 3 1 3 7 

Leading research 
based health care 
organisation 

1 1 0 2 

Leading training and 
education centre 2 0 0 2 

All domains 27 24 6 57 

 

Staff turnover rates continue to decrease for the seventh 
consecutive month and continues the sustained achievement of the 
target of below 10% that was observed throughout 2016/17. 
 
Staff sickness rates has fallen again this month to  3.71% against 
the below 4% target. 
 
Performance against the RTT incomplete target deteriorated slightly 
with the Trust reporting 86.5% against the 92% target in March. 
 
The Trust is reporting a £5.2m year-to-date deficit against a planned 
year-to-date deficit of £3.4m; an adverse year-to-date position of 
£1.8m. 
 

 

   20   2           14 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 

          1          3 3 Employer of Choice 
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27 KPIs achieved the target in April 

7 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month April 2017 

Integrated Quality, Performance and Finance Reporting Framework 20 



21 

Trust Scorecard – Finance and Performance Committee 
Reporting Month April 2017 
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Updates on Control Total 
Movements within the control total is largely impacted by under delivery on 
contract income (0.2% adverse to plan); other income (7.6% adverse to plan; and 
pay and non-pay overspends (2.9% adverse to plan). To achieve outturn, the 
Trust needs to achieve additional savings of £15.7m. 

Trust Position Post Technical Adjustment 

Updates on Net Surplus/(Deficit) position 
The forecast net surplus position shows a £0.7m adverse variance to plan 
(£52.4m forecast surplus against a planned surplus of £53.1m). The Year-to-
date position shows a £1.9m adverse variance (£0.9m deficit against a planned 
£1.0m surplus). This is mainly driven by the under achievement on income year 
to date. 

Net Surplus / (Deficit) position 

The Trust reports a £0.3m deficit forecast control total which is-line with plan as at month 1.  
The Trust is reporting a £5.2m year-to-date deficit against a planned year-to-date deficit of £3.4m; an adverse year-to-date position of £1.8m. The 
position is largely impacted by slippage on CIP and under-achievement of income. 
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AGENCY SPEND 
£1.8m 

£1.8m actual spend on agency 
spend year to date against 
NHSI profile of £2.2m 

Capital 

Cost Improvement 
Programme is £12.9m 
against £25.9m target Trust has an STF 

target of £14.6m. 

STF 
50% 

The Trust has identified £16.2m 
of potential savings: below the 
required target by £9.7m 
Year-to-date of £1.1m against 
target of £1.3m. 

Achievement is currently 
in-line with plan. 
Reporting £0.7m 

achievement in Month 1; 
in line with plan. 

Trust is forecasting £26.5m spend 
on agency which is in line with 
target as at month 1. 

A Gross Capital 
Expenditure of £40.8m.  

As at Month 1, the Trust 
is reporting a £0.2m 
capital expenditure 

spend. 

CONTRACT & ACTIVITY  
INCOME 

2.2 % 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 £0.9m YTD 
against plan of £39.9m. 
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Reporting Month April 2017 
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The Trust reports a £0.3m forecast 
control total deficit in-line with 
planned control total surplus in 
Month 01. 

The Trust’s position at month 1 reports a 
£1.8m adverse position against plan of 
£3.5m.  
The forecast deficit is explained by under 
performance in contract income and other 
operating income. The position is 
impacted by slippage on CIP in month 1. 
Forecast operating expenditure is £6.7m 
favourable to budget. Overall Group 
expenditure forecasts £21m adverse to  
budget; largely driven slippage on CIP, 
over-spends on Medical costs, over-
spends on Nursing spends, Specialing 
and outliers. 
The position highlights a gap to target of 
£15.8m on outturn. 

Plan

£'000
Budget 
(£'000)

Forecast 
(£'000) £'000 %

Budget 
(£'000)

Actual
(£'000) £'000 %

Contract income from activities 521,547 521,625 520,728 (897) (0.2%) 40,780 39,884 (896) (2.2%)
Other income from activities 23,163 23,287 20,735 (2,552) (11.0%) 1,367 1,262 (105) (7.7%)
Other Operating Income 79,557 81,480 77,516 (3,964) 4.9% 6,327 5,663 (664) 10.5%

Total Income 624,267 626,392 618,979 (7,413) (1.2%) 48,474 46,809 (1,665) (3.4%)

Pay costs (357,766) (351,386) (371,737) (20,351) 5.8% (29,583) (30,466) (883) 3.0%
Other operating expenses (201,278) (207,011) (207,635) (624) 0.3% (17,380) (17,185) 195 1.1%
CIP gap to target delivery 12,960 12,960
FRP gap to target delivery 0 0
Additional savings required 2,788 2,788
Reserves (12,143) (14,915) (3,003) 11,912 79.9% (498) (25) 473 95.0%

Total Operating Expenses (571,187) (573,312) (566,627) 6,685 1.2% (47,461) (47,676) (215) 0.5%

EBITDA 53,080 53,080 52,352 (728) (1.4%) 1,013 (867) (1,880) (185.6%)

Profit / loss on asset disposals 0 0 0 0 0 0 0
Depreciation (24,081) (24,081) (24,081) 0 (2,007) (2,004) 3
Interest Receivable 50 50 50 0 4 2 (2)
Interest Charges (691) (691) (691) 0 (58) (60) (2)
Financing Costs (26,007) (26,007) (26,007) 0 (2,168) (2,133) 35
Unwinding Discount (34) (34) (6) 28 (34) (6) 28
PDC Dividend (2,340) (2,340) (1,640) 700 (195) (137) 58
Impairments 0 0 0 0 0 0 0

Net Surplus/(Deficit) (23) (23) (23) 0 0.0% (3,445) (5,205) (1,760) 51.1%

EBITDA % 8.5% 8.5% 8.5% 2.1% (1.9%)
Net Surplus % (0.0%) (0.0%) (0.0%) (7.1%) (11.1%)

Technical Adjustments:
Donated/Government grant assets 
adjustment

(269) (269) (269) 0 0.0% (24) (24) 0 0.0%

Impairments 0 0 0 0 0 0 0  

Trust Position Post Technical 
Adjustment (292) (292) (292) 0 0.0% (3,469) (5,229) (1,760) 50.7%

1 month ended 
30 April 2017

Year to date Variance to planFull Year Variance to plan
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SOFP – Statement of Financial Position 
Reporting Month April 2017 

Integrated Quality, Performance and Finance Reporting Framework 

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

At present, the forecast remains mainly in line with 
the plan.  However, there are some significant 
variances for the year to date including: 
• A reduction of £1.2m in property, plant and 

equipment due to slippage in the capital 
programme whilst approval for the programme is 
awaited from NHS Improvement. 

• Trade receivables are £8.1m above plan and is 
mainly due to high levels of sales ledger debt 
resulting from invoices being raised for income 
accrued at the end of 2016/17 which typically 
are not paid until year end accounts are finalised 
and outstanding queries resolved.  

• The increase in trade payables of £6.1m is partly 
as a result of tax/NI creditors returning to normal 
levels (approximately £2.0m had been paid early 
in April in order to manage cash balances) and 
general fluctuations in level of creditors and 
accruals. 

• The receipt of the 2016/17 Q3 STF monies in 
March allowed the early repayment of an interim 
revenue support loan of £3.1m (planned to be 
repaid in May). 

•  The lower than anticipated retained earnings 
are a direct result of the year to date deficit 
against plan. 

• The cash shortfall against plan is the net impact 
of the above working capital variances. 

 

 

Plan
(£'000)

Forecast Outturn 
(£'000)

Variance
(£'000)

Plan
(£'000)

Actual
(£'000)

Variance
(£'000)

Non-current assets
Property, plant and equipment 357,871 357,871 0 330,725 329,564 (1,161)
Intangible assets 5,907 5,907 0 6,722 6,796 74
Investment Property 8,230 8,230 0 8,230 8,230 0
Trade and other receivables 34,618 34,618 0 37,801 37,903 102
Total non-current assets 406,626 406,626 0 383,478 382,493 (985)

Current assets
Inventories 14,544 14,544 0 14,324 14,226 (98)
Trade and other receivables 30,820 30,820 0 50,758 58,843 8,085
Cash and cash equivalents 1,007 1,139 132 8,943 3,323 (5,620)
Total current assets 46,371 46,503 132 74,025 76,392 2,367

Total assets 452,997 453,129 132 457,503 458,885 1,382

Current liabilities
Trade and other payables (60,367) (60,367) 0 (85,568) (91,627) (6,059)
Borrowings (8,396) (8,396) 0 (6,489) (6,492) (3)
DH Interim Revenue Support loan (7,884) (7,884) 0 (12,479) (12,479) 0
DH Capital loan (3,966) (3,966) 0 (2,859) (2,859) 0
Provisions (391) (391) 0 (391) (391) 0
Net current assets/(liabilities) (34,633) (34,501) 132 (33,761) (37,456) (3,695)

Total assets less current liabilities 371,993 372,125 132 349,717 345,037 (4,680)

Non-current liabilities:
Trade and other payables
Borrowings (262,460) (262,460) 0 (256,908) (256,903) 5
DH Interim Revenue Support loan (12,479) (12,479) 0 (14,728) (11,646) 3,082
DH Capital loan (17,125) (17,125) 0 (12,231) (12,231) 0
Provisions (3,466) (3,598) (132) (3,563) (3,730) (167)
Total assets employed 76,463 76,463 0 62,287 60,527 (1,760)

Financed by taxpayers' equity:
Public dividend capital 63,178 63,178 0 61,278 61,278 0
Retained earnings (27,177) (27,177) 0 (30,599) (32,359) (1,760)
Revaluation reserve 40,462 40,462 0 31,608 31,608 0

Total Taxpayers' Equity 76,463 76,463 0 62,287 60,527 (1,760)

1 month ended 
30 April 2017

Year To DateFull Year

24 



25 

Efficiency Delivery Programme – CIP 
Reporting Month February 2017 

Integrated Quality, Performance and Finance Reporting Framework 

Overview 
 The Trust is forecasting delivery of £12.9m against £16.2m of 

potentially identified savings. This gives a potential forecast 
under-delivery of £12.9m against the CIP target of £25.8m for 
2017/18. 

  

 £1.3m of the forecasted savings are fully implemented schemes. 
Schemes worth £11.4m are still classed as being “opportunities” 
largely due to quality impact assessment not fully complete. 

 
 The Trust is reporting a year-to-date delivery of £1.1m. This gives 

a £0.2m (18%) adverse position against year-to-date target of 
£1.3m. 

 
 
 

Quality Impact Assessment 
• 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 M01, 46% of the documented 197 schemes have 
been fully assessed for quality impact assessment. 18% (35 
schemes) of these have been signed-off by both the CD and MM; 
of these 91% have been assessed and signed-off by the CMO and 
66% by the CNO 

 
At Operational and Finance sign-off stage, schemes require Chief 
Operating Officer (DCOO/COO) and Associate Directors of Finance 
(ADoF – Ops/CC). There are 23 schemes available for final sign-off 
and 4 of these schemes have been fully signed off, as such classed 
as being “fully implemented”. These are schemes that have fully been 
assessed for QIA.  

12,906 

11,376 

1,319 

25,816 

214 

CIP in ImplementationCIP in Plans in Progress CIP in Opportunities Un/(Over)-identified CIP Requirement
2017/18
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 30th April 
2017  

Workforce 
Plan 

Variation 
from Plan 

Last 
Month’s 
Variation 
from Plan 

ISS 

WTE 6,971.84 7168 -196.16 92.07 503.3 

WTE 
including ISS 

7637 

        

Headcount 7921       652 

Headcount 
including ISS 

8573 

        

*The above figures do not include 1656 bank only staff (Zero contracted 
hours).  
 
The Trust has exceed the 2016/17 workforce plan target to increase 
staffing (6876 WTE) by 92.07 WTE by 31st March 2017. 
 
The new 2017/18 workforce plan target is 7168.00 WTE. Current staff 
in post is -196.16 WTE behind the new target.   
 
The Trust’s monthly staff in post has increased by 3.77 WTE from 
March 2017 figures.  
 

Staff Group 

Staff In  
Post WTE  

31st March 
2017 

Staff In Post 
WTE 30th 
April 2017 

Variance 
(WTE) % Variance 

Add Prof 
Scientific and 

Technic 
247.28 244.97 -2.31 -0.93% 

Additional 
Clinical Services 1605.01 1593.11 -11.90 -0.74% 

Administrative 
and Clerical 1210.09 1203.06 -7.04 -0.58% 

Allied Health 
Professionals 413.54 413.67 0.13 0.03% 

Estates and 
Ancillary 5.00 5.00 0.00 0.00% 

Healthcare 
Scientists 335.40 333.99 -1.41 -0.42% 

Medical and 
Dental 933.25 941.31 8.06 0.86% 

Nursing and 
Midwifery 
Registered 

2169.65 2190.50 20.85 0.96% 

Students 48.84 46.23 -2.61 -5.35% 
Totals 6968.07 6971.84 3.77 0.05% 

ISS 513.30 503.30 -10.00 -1.95% 

 
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 

On average 98% of Medical Agency shifts 
remain above cap in April 2017 which is 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. 
 
Overall Nursing shifts over cap have 
decreased from March to April and fluctuate 
between 33-42%.    

In April there were 11.50 WTE new starters for 
nursing.  There were no newly qualified new 
starters within April compared to last month 
when there were 5.92 WTE. 
 
The forecast new starters for Nursing next month 
is 8 (Source – Resourcing Dept).  
 
Leavers have slightly decreased to 7.01 WTE. 
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Pay Costs | Provided by Finance 

Absence | Specialty Group 

The overall Trust sickness absence rate has decreased by 0.16% in 
April 2017 to 3.71% and is under the 4% target.  
 
Nine specialty groups have met the 4% target, four groups have not 
achieved the target in April. Core Service Group has the lowest 
absence figure of  2.14%. 
 

 Absence | Month 

Temporary costs equate to 11.84% of the Trusts 
total pay bill (£30,160,383), this is a decrease of  
-2.18% from March 2017 which was 14.02%. 

Agency costs against total costs decreased from 
7.68% to 6.10% which is an overall decrease in 
total agency spend by £466,391 against March  
2017. 

The overall pay bill for April 2017 is £169,046 
which is above the March 2017 pay bill due to 
the increase in Substantive, overtime and agency 
other.  

Overall bank spend has decreased by £193.933. 

Specialty Group 
March % 
Rate 
(WTE) 

April % 
Rate (WTE) 

218 Cardiac & Respiratory (SG01) 4.26% 3.64% 

218 Care of the Elderly (SG13) 3.07% 4.59% 

218 Clinical Diagnostics (SG14) 3.58% 4.01% 

218 Clinical Support Services (SG16) 3.93% 3.98% 

218 Core Services (SG21) 2.40% 2.14% 

218 Emergency Department and Acute 
Medicine(SG04) 

3.81% 3.94% 

218 Neurosciences (SG05) 3.70% 3.90% 

218 Oncology, Haematology & Renal (SG06) 5.10% 3.76% 

218 Specialist Medicine & Ophthalmology(SG10) 3.67% 3.04% 

218 St Cross and Trauma & Orthopaedics (SG08) 4.02% 3.30% 

218 Surgery (SG07) 4.52% 3.62% 

218 Theatres and Anaesthetics (SG11) 4.74% 4.43% 

218 Women & Childrens (SG09) 3.68% 4.60% 

Trust Totals 3.87% 3.71% 
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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 77.18%. 

• Mandatory Training compliance is currently 86.04% a small decrease of 0.47% against March 2017. 
• 3 topics are above 95% (Hand Hygiene Non Clinical, Equality and Diversity & Thromboprophylaxis Initial, 17 topics are amber status between  85% 

and 95% and 15 topics below 85%.  
• A number of steps are being taken to improve overall compliance, and relating to specific subjects, including the introduction of a Mandatory  

Training Assessment Booklet and the transfer of existing competencies from previous NHS employers, and an ongoing review of TSS staff 
compliance. 

• A review of Immediate Life Support highlights that low compliance is partly due to a recent review of training requirements for Rugby Urgent Care 
staff, and because it has a small target audience, with 26 / 63 employees compliant.  Planned actions will result in a quick increase in compliance by 
June 2017. 

• Basic Prevent Awareness and Prevent WRAP will be introduced as mandatory topics from 1st July 2017.  
• Temporary Staffing Services (Bank) Staff are the only ‘Specialty Group’ to have an overall compliance rate less than 85% 
• The Mandatory Training Committee continues to oversee the implementation and impact of the above actions, and particular focus will be given to 

engaging subject leads for the topics highlighted.  The Committee is confident that the introduction of the Assessment Booklet and  transfer of 
existing competencies from other NHS employees will have a significant impact on the burden of mandatory training in upcoming months.   

• Progress will be reported to Training, Education & Research Committee and a report on April – June 2017 compliance will be presented to QGC in 
August 2017. 
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1. Purpose  
 
This Report provides the Board with a review of progress made against 
national and local research targets during 2016/17 as assurance on delivery 
against the Research & Development Strategy during this period. 
 
2. Background and Links to Previous Papers 
 
• Research is an integral component of providing world-class services 
• Research & Development (R&D)  report 4 times a year to the Trust Board  
 
A detailed report on R&D activities during 2016 was presented to the Board in 
February 2017.  This report outlines R&D’s contribution to the Trust Corporate 
Objective of ‘Meeting national performance objectives’. 
  
3. Executive Summary 
The R&D team has 6 targets on which they report to the Trust Board: 
 
National Targets: 

1. Performance in Initiating Trials 
2. Performance in Delivery of Trials 

 
Trust Targets: 

3. Patients Recruited into NIHR Portfolio 
4. Research Critical Findings and Serious Incidents 
5. Commercial Income Invoiced 
6. Peer Reviewed Publications (reported by calendar year) 

 
During 2016/17: 

• 2 of these targets (Performance in Initiating Trials and Commercial 
Income Invoiced) were not met;  

• 2 (Performance in Delivery of Trials, Number of Research Critical 
Findings and Serious Incidents) were almost met. 



 

• 2 targets were consistently achieved: Number of Patients Recruited 
into NIHR Portfolio trials and Peer Reviewed Publications.  
 

Additionally, the R&D team have internal targets for number of Submitted 
Research Grant Applications (target achieved) and regionally agreed targets 
for Recruitment into Genomics – Rare Diseases (target almost met) and 
Genomics Recruitment – Cancer (target met). 
 
3.2 Main areas of concern: 
 
3.2.1 Research Performance and Income: 
For our 2 national targets, we are making some progress.  With regards to 
Initiating Trials, performance is on an upward trajectory (41% in 2015/16 vs 
54% in 2016/17) but remains behind target.  During 2016/17, all trusts were 
hampered by the introduction of a national assessment and approval system 
which led to significant national delays in approving studies.   
 
With regards to performance in Delivery of Trials, performance appears to 
have fallen dramatically but this is due to a new means of calculating this 
indicator (the indicator now only reports the trials closed to recruitment within 
the last 12 months, which means that we less hampered by historic 
performance).  Whilst not meeting target, our performance is better than the 
national average (68% vs 52%).  We have implemented IT solutions to better 
performance manage and are starting to see improvements. 
  
Recruitment performance is intrinsically linked to income and we are 
focussing our activities in this area.  However, commercial income remains 
significantly behind target.  This is a concern as this income offers full cost 
recovery and additional capacity building to ‘top-up’ funding received from the 
NIHR.  In response to this, Prof Ramesh Arasaradnam has been appointed as 
Portfolio Development lead to develop our research portfolio, particularly 
commercial trials. A commercial strategy had been drafted for consultation. 
 
3.2.2 To support meeting our targets, Research should be regarded as 
‘core business’ 
 
We are delighted that Ed Macalister-Smith, Non-Executive Director is now 
championing and challenging our team.  
 
3.2.2 Academic Leadership: 
The medical academic base at UHCW has been eroded over time, with 
numbers of staff almost half that in 2010-11.  We need more clinical 
academics of sufficient quality to be able to lead the research culture at 
UHCW.  Such staff are essential to us developing and delivering our own 
research portfolio and being less reliant on others in this regard.  A proposal 
to develop our academic base is in development. 
 
 



 

4. Link to Trust Objectives and Corporate/Board Assurance 
Framework Risks  

 
4.1. Achieve a rating of at least “good” at Trust level in the next CQC 
inspection. 
Responding to a changing research regulatory framework and increasing trial 
sponsorship activities, our key priorities for 2017 are to continue to develop, 
evaluate and embed consistent and proportionate quality systems, guidance 
and risk management.  Research and Development will be included in the 
next ‘Getting the Basics Right’ audit. 
 
4.2. Meet national performance objectives. 
Detail and comment are provided in table: ‘Performance against National and 
Trust Targets – 2016/17’). 
 
4.3. Achieve the 2017/18 financial plan. Our cost improvement solutions are 
income based; we will increase income from external sources, particularly 
commercial research. We do not use agency staff.  Additionally, any bank 
hours are externally funded through grants.  However, we started using the 
Care Contact app in 2016 within our teams to ensure our staffing is 
appropriate. 
 
4.4. Increase the level of participation in research. 
If one considers ‘participation’ to be that of patients taking part in research, 
then the trend shows an increase over time.  However this is highly dependent 
on the availability and complexity of research projects on the national 
research portfolio:  
 

 
 
 
However, if one considered ‘participation’ in a wider contact of increasing 
public awareness and staff involvement at every level, as R&D do, then this is 
a larger piece of work and a programme of work is being planned, to include: 
 



 

• Continuing to develop the researchers of the future through further 
developing the research environment, i.e. consultant fellowships, INCA 
programme, pilot study funding, opportunities to complete higher 
degrees etc.  

• Increasing engagement and awareness, by providing detailed 
Research information to Groups on a quarterly basis and promoting 
research through face to face and social media channels.   

• Hosting a number of joint activities with academic partners to enable 
our staff to meet and develop external collaborations. 

• Working with local Universities to secure a commitment to a protected 
clinical academic budget to expand successful areas, such as 
Reproductive Health and Trauma & Orthopaedics and develop other 
areas, e.g. Rheumatology, Transplantation, Cardiology, 
Gastroenterology etc.  

• Providing research recognition and reward via job planning or other 
means. 

• Further developing research facilities and space, including identifying 
outpatient areas and upgrading Patient Research Interface Suites and 
the Biomedical Research Unit by providing additional sinks, equipment 
e.g. ultrasound, embryoscope etc.   

• Providing more on-site access to research expertise, by working with 
Warwick Clinical Trials Unit, considering the development of a joint 
Warwick / UHCW Clinical Trials Unit to lead experimental medicine and 
early phase trials at UHCW. 

 
4.5. Continue to actively participate in system wide working within 
Coventry and Warwickshire to ensure effective population health. 
NHS organisations across Coventry & Warwickshire are committed to 
delivering high quality research as a means of driving excellent patient care 
and achieving national research targets.  We aim to maximise patient access 
to quality research by delivering an excellent infrastructure to support it, with 
the belief that every patient should be offered a trial.  To support this work, we 
have set up and lead a sub-regional ‘Coventry & Warwickshire Research 
Collaborative: Researching together for the benefit of our patients’.    
 
5. Governance  
All R&D activity is covered by the Research Governance Framework, which 
will be replaced by the UK Policy Framework for Health and Social Care 
Research during 2016. Key legislation is the UK Statutory Instrument Number 
1031 that implements the Medicines for Human Use (Clinical Trials) Directive 
2004 and subsequent amendments, assurance is received via the Research 
Governance and Human Tissue Committee and thence to the Patient Safety 
Committee. 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical Officer 
Professor Chris Imray, Director of Research and Development  
Ceri Jones, Head of Research and Development  



 

 
 
7. Recommendations 
 
The Board is invited to NOTE the work that has been achieved with Research 
and Development to meet national and local targets 

 
Name and Title of Authors:  
Prof Chris Imray, Director of Research & Development 
Ceri Jones, Head of Research & Development  
The Research & Development Team 
Date: 25th May 2017 
  



 
Summary: Performance against National and Trust Targets: 2016/17  

 
Indicator 
Name 

Target Achieved 
(RAG) 

Comments  Mitigation / Other 

Patients 
Recruited into 
NIHR 
Portfolio 

4006 4769 

Target exceeded.  In 2016/17 4769 patients were recruited 
into NIHR portfolio trials, 119% of target.  Of these, 4601 
patients were into non-commercial and 168 into commercial 
trials. This exceeded recruitment in 2015/16 of 4393. 
 
Recruitment to NIHR portfolio trials remains a priority as it is 
directly linked to funding (Activity Based Funding model). 

Activity based funding model to 
change from 2018/19, no 
indications of the impact of this 
but we need to maintain 
recruitment. 

Performance 
in Initiating 
Trials* 

= > 80% 

 
Q1 – 54.5% 
Q2 – 57.1% 
Q3 – 54.9% 
Q4 – 50.0% 

 

Targets not met.  Performance has been on an upward 
trajectory (41% in 2015/16 vs 54% in 2016/17) but remains 
behind target.   
 
The introduction of the national HRA assessment and 
approval system in March 2016 has led to significant 
national delays in approving studies with subsequent local 
impact in opening trials to recruitment.   
 
Study set-up and first patient recruitment timelines are 
monitored closely and improvement plans are in progress.  
Reasons for not meeting the benchmark are provided and 
are often outside of the Trusts control e.g. External sponsor 
delays or no patients seen as rare patient group. 
 

In line with national reporting, for 
2017/18 the adjusted NIHR 
figures will be reported to the 
Trust Board.  These exclude 
studies that have not met the 70 
day benchmark where this is 
outside of our control.  Both 
absolute and adjusted figures will 
be monitored. 
 
Work is ongoing within R&D and 
with support departments 
(pharmacy, radiology etc.) to 
streamline approval processes. 

Performance 
in Delivery of 
Trials* 

= > 80% 

 
Q1 – 75.0% 
Q2 – 80.0% 
Q3 – 75.0% 
Q4 – 44.4% 

 

Mixed performance.  Q2 (Green), Q1 and 3 (Amber), Q4 
(Red) 
 
This indicator was redefined nationally and now only reports 
trials that have closed to recruitment within the last 12 
months.  As such, we have noted a marked improvement on 
the previous year (average 68% this year vs. 38% last).  As 
fewer studies are now reported (18 in most recent 
submission) the failure to meet this target in a number of 
studies can have a marked impact on overall performance, 
as demonstrated in the most recent quarter.   
 
Recruitment to time and target is closely monitored and 
improvement plans are in progress.  
 

This is a national benchmark 
reported quarterly to the 
Department of Health.   
 
UHCW performance is 
significantly above the national 
average (68% vs 52%). 



 

Research 
Critical 
Findings and 
Serious 
Incidents 

0 

 
Q1 – 0 
Q2 – 1 
Q3 – 1  
Q4 – 0 

 

Two serious breaches were identified and reported to the 
MHRA in the last year: 
• 1 x Trust Sponsored trial – relating to eligibility and 

protocol adherence. A corrective and preventive plan 
was put into place and accepted by the MHRA. The 
study has re-opened without further incident.  No patient 
harm occurred.   

• 1 x Externally Sponsored trial - relating to Principle 
Investigator oversight and documentation.  All actions 
addressed.  No patient harm occurred.   

While a zero tolerance target is 
set, active reporting of incidents is 
encouraged to drive continuous 
improvement.  Corrective and 
preventative action plans have 
been put in place to address the 
specific incidents and learning is 
disseminated to all researchers 
and their teams via the Research 
Governance Unit. 

Submitted 
Research 
Grant 
ApplicationsX 

124 135 

This was a challenging target. Meeting the target was helped 
by applications to 2 funding schemes in particular:  
 

• More than 10% of all applications (15 out of 138) 
were made to the NIHR MRes programme; 6 of 
these were successful.  

• There were also 5 applications to the NIHR Senior 
Investigators awards, 3 of which were successful.  

 
Additionally, there were a number of calls for applications 
that only occur periodically (e.g. the NIHR Clinical Research 
Facility funding that is awarded every 5 years).  There will be 
none of these calls available in 2017/18. 
 
We remain reliant on a small number of individuals to submit 
high quality applications. 
 

To date there have been only 4 
MRes applications in the 2017-18 
financial year.  
 
It is unlikely that there will be 
more than 2 applications to the 
NIHR Senior Investigators 
Awards this year.  
 
BREXIT is already affecting our 
ability to apply for EU funds, a 
market analysis is in development 
to determine other opportunities. 
 
A proposal to increase our 
academic base is in development. 

Commercial 
Income 
Invoiced 
 

£1.2million £800,493 

Commercial income remains significantly behind target.  
There has been an increase in commercial recruitment (166 
in 2016/17 vs 136 in 2015/16) which has yet to be mirrored 
in income as commercial sponsor approval is required 
before activity can be invoiced.   
 
A comprehensive commercial research strategy is in 
development which will act as a catalyst to increase activity 
and therefore income opportunities.   
 
Further work is needed to review and refine the financial 
management systems supporting invoicing and income 
distribution.  This will be addressed by the recently 
appointment of a Deputy Finance Manager.   

There has been an increase in 
the number of new studies 
opening in the last two quarters 
and a pipeline of further trials in 
set-up.   
 
A review of research finance 
process (particularly for income 
collection) will be carried out in 
2017/18. 



 

Peer 
Reviewed 
Publications 
(Calendar 
year) 

 
197 

 
 30 (NMAHP) 

 
 110 

(Medical) 

 
266 

 
   32 (NMAHP) 

 
249 (Medical) 

Target exceeded.  R&D receives a weekly bulletin of all 
publications through the Knowledge and Information 
Services team.   
 
Note – total of NMAHP and Medical publications is greater 
than the total number of publications as some publications 
are authored by staff from both groups. 
 

 

Genomics – 
Rare 
DiseasesX 

96 patients 73 patients 

Mixed engagement of medical consultants to identify 
patients for the project.  
 
Renal research nurses, Audiology and Opthalmology teams 
are regularly referring small numbers of patients.   
 

Continue to target individual 
consultants and CNS teams. 

Genomics - 
CancerX 83 patients 100 patients 

Cancer recruitment has increased in line with additional 
cancer types being opened to recruitment.  
 
We are currently recruiting across nine cancer types, with a 
further two to be opened in the next 8 weeks. 
Average recruitment over the last 12 weeks has been 15 
patients/month, exceeding target. 
 
This project aims to implement genomic medicine within the 
NHS as part of the standard clinical pathway.  However, 
whilst staff are broadly supportive, currently all cancer 
recruitment, apart from one area (Urology) is being carried 
out by R&D staff, not clinical teams, due to lack of clinical 
capacity.  Discussions are ongoing.  
 
The funding received from the 100,000 Genome project (£35 
per patient recruited and samples collected) is grossly 
inadequate, we have recouped c.£4,445 to date, but staff 
time has exceeded £30,000.  
 

There is considerable pressure 
from Genomics England and the 
regional centre (UHB) to increase 
recruitment.   
 
 
Ultimately, there is a need to 
embed genomics medicine into 
practice.  However, currently 
there is a long delay between 
patient enrolment and provision of 
results (to date, no results have 
been provided for most patients).  
Until this is resolved, it is difficult 
to convince clinical staff of the 
individual patient benefit.  
 
 
We will deliver target in 2017/18. 
 

 
*National Targets 
X R&D Internal target 
NOTE:  Genomics (100,000 Genome Project) this is not a research project but an implementation of genomics medicine within the NHS, it is being initiated 
through R&D as it is reliant on the Arden Tissue Bank (for tissue collection, processing and storage) and the research nurse team (for staff training and patient 
enrolment). 

 



 

 
PUBLIC TRUST BOARD PAPER  

 
Title Infection Prevention & Control Policy 
Author Kate Prevc, Modern Matron for Infection Prevention & Control 
Responsible 
Chief Officer 

Nina Fraser, Chief Nursing Officer 

Date  25 May 2017  
 
1. Purpose  
 
To present the revised Infection Prevention and Control Policy for Trust Board approval. 
 
2. Background and Links to Previous Papers 

 
The Code of Practice on the Prevention and Control of Infection requires the Director of 
Infection Prevention and Control (DIPC) to report directly to the Trust Board on matters 
relating to the infection prevention and control agenda.  The Trust Board receives regular 
reports and to supplement this, is asked to approve the Trust’s Infection Prevention and 
Control Assurance Framework, which is set out in the attached policy.  
 
3. Narrative 

 
The primary aim of the Policy is to ensure that the roles and responsibilities related to 
Infection Prevention and Control are clearly defined and that the Trust has a robust 
assurance framework to ensure effective arrangements are in place. The previous policy 
has been reviewed and consulted upon and is presented to the Trust Board for approval. 

 
4.  Areas of Risk 

 
If the Trust does not put into place effective measures to prevent the spread of infection 
then patients and staff may come to avoidable harm.   This could result in a poor patient 
experience, failure to meet performance standards, monetary penalty and reputation 
damage. The assurance framework that is described within the Policy sets out the 
arrangements that are in place at UHCW. 

 
5. Governance  

 
The Trust Board is responsible for ensuring that there are effective systems of infection 
prevention and control in place throughout the organisation and monitoring performance 
through KPIs and reporting to the Trust Board through the DIPC. 
  
6. Responsibility 

 
Nina Fraser, Chief Nursing Officer and Director of Infection Prevention & Control 
Kate Prevc, Modern Matron for Infection Prevention & Control 
 



7. Recommendations 
 

The Trust Board is asked to APPROVE the Infection Prevention and Control Policy. 
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Date Approved by Corporate Business 

Records Committee (CBRC): 
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Director Infection Prevention and 

Control 

Title of Relevant Director: Chief Nursing Officer 

Target audience: Trust Staff 
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Business Records will be considered ‘uncontrolled copies’.  Staff must always 

consult the most up to date PDF version which is registered on eLibrary. 
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This Trust-wide CBR has been developed / reviewed in accordance 

with the Trust approved ‘Development & Management of Trust-
wide Corporate Business Records Procedure (Clinical and Non-
clinical strategies, policies and procedures)’ 

Version 

 

6.0 

 

 

Summary of  Trust-wide CBR: 
(Brief summary of the Trust-wide Corporate Business 
Record) 

To illustrate how the Infection Prevention and 

Control team monitor and manage risks associated 

with Infection Prevention and Control, its 

implementation and monitoring. 

Purpose of Trust-wide CBR: 
(Purpose of the Corporate Business Record) 

To document that the Trust has a process for 

Monitoring and managing the risks associated with 

Infection Prevention and Control and how it is 

implanted and monitored. 

Trust-wide CBR to be read in conjunction with: 
(State overarching/underpinning Trust approved CBRs) 

Infection Prevention and Control policies on UHCW 

eLibrary. Standard Precautions Policy 2010. 

Relevance: 
(State one of the following: Governance, Human 
Resource, Finance, Clinical, ICT, Health & Safety, 
Operational) 

Governance  Managerial Clinical 

Superseded Trust-wide CBRs (if applicable): 
(Should this CBR completely override a previously 
approved Trust-wide CBR, please state full title and 
eLibrary reference number and the CBR will be removed 
from eLibrary) 

Infection Prevention and Control Assurance 

Framework – V3.0 
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Reviewer’s Name, Title & email address: Samita Majumdar 

Samita.majumdar@uhcw.nhs.uk 

Responsible Director’s Name & Title: Nina Fraser  - Chief Nursing Officer  DIPC  

Department/Specialty: Infection Prevention and Control 
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1.0  SCOPE 
 
1.1 The scope  of the policy is to ensure  that  University Hospitals Coventry and 

Warwickshire NHS Trust  has a robust framework to ensure arrangements are in 

place for an effective Infection Prevention and Control service.  The target audience 

are those who have a role in the management of Infection Prevention and Control 

and this policy seeks to clarify roles and responsibilities.  

 

 

2.0  INTRODUCTION  
 

2.1 The term “Health Care Associated Infections” (HCAI) encompasses any infection 

by any infectious agent acquired as a consequence of a person’s treatment by the 

NHS or which is acquired by a health care worker in the course of their NHS duties. 

The prevention and control of HCAI is a high priority for all parts of the NHS ( Health 

Act DH 2008). 

 

Under the conditions of this Act all Trusts are required to illustrate clear 

arrangements for the effective prevention, detection and control of Healthcare 

Associated Infection (HCAI). 

 

Central guidance has been issued by the Department of Health in 1995 under HSG 

(95).  However this has been largely superseded by several other Department of 

Health publications, the most significant of which are:- 

• Winning Ways:  Working together to reduce health care associated infection 

in England.  Report from the Chief Medical Officer (2003) 

• Towards cleaner hospitals and lower rates of infection:  A summary of action 

(2004) 

• Saving Lives:  A delivery programme to Reduce Health Care Associated 

Infection (HCAI) including MRSA (2005) 

• Health and Social Care Act (2008)Code of Practice for health and adult social 

care on the prevention and control of infection and related guidance ( 2009) 

• Healthcare-associated infections (QS113) NICE March 2016  

Trust performance in Infection Prevention and Control is assessed by the Care 

Quality Commission against the Health Act 2008. 
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3.0 STATEMENT OF INTENT 
 

3.1 The aim of this policy is to ensure that the roles and responsibilities related to 

Infection Prevention and Control are clearly defined and that the Trust has a robust 

assurance framework to ensure effective arrangements are in place for an effective 

Infection Prevention and Control service including policy production, surveillance 

education and training and audit led by Infection Prevention and Control.  

 

To provide locally adapted guidance to ensure best practice based on evidence 

based and systematic review of research. 

 

To ensure that Infection Prevention and Control is embedded at all levels of the 

organisation. All staff are expected to understand the importance of infection 

prevention and control procedures, particularly the value of hand hygiene and the 

application of standard infection control procedures. All employees at UHCW NHS 

Trust are expected to attend an induction session for infection prevention and control 

and to undertake an e learning module prior to starting employment. All clinical staff 

completes an annual infection prevention and control e learning module and this is 

monitored via OLM and at their annual appraisal. 

  

 

4.0  DEFINITIONS 
 

4.1 Healthcare Acquired Infection (HCAI) – an infection acquired whilst an inpatient in 

a hospital facility. 

Clostridium difficile (C diff) - an organism within the bowel which in certain conditions 

multiply and produces a toxin which leads to diarrhoea and inflammation of the bowel 

which can be severe, even leading to death. 

Director of Infection Prevention and Control ( DIPC )  

Infection Prevention and Control Team (IP&CT) -, the team of staff that support the 

strategy for delivery of the infection prevention and control plan and provide 

assurance to the Trust Board. 

Methicillin Sensitive Staphylococcus Aureus  (MSSA)  - A type of bacteria which 

usually lives harmlessly in the nose but may cause severe infection when it gets the 
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opportunity to enter the body through a surgical wound for example 

  

Meticillin Resistant Staphylococcus Aureus (MRSA) - Staphylococcus aureus  

bacteria resistant to some antibiotics. 

 

 

5.0  DUTIES / RESPONSIBILITIES  
 

5.1 Chief Executive 

The Chief Executive is responsible for ensuring that there are effective arrangements 

for Infection Prevention and Control within the Trust in compliance with the Health 

Act (DH 2008).  This includes determining the mechanisms by which the Board 

ensures that adequate resources are available to secure effective prevention and 

control of HCAIs, to include identification on the assurance framework, Infection 

Control programme and Infection Control infrastructure. The Chief Executive and the 

Board has an overall responsibility for minimising the risk of healthcare associated 

infection.  

 

5.2  Director of Infection Prevention and Control 

The Infection Prevention & Control Service is overseen by the Director of Infection 

Prevention and Control (DIPC) supported by the deputy DIPC .The DIPC will in 

conjunction with the Matron for Infection Prevention and Control and the Infection 

Control doctor, develop the infection control strategy for the Trust and oversee local 

infection prevention & control guidance and their implementation. The DIPC will have 

the authority to challenge breaches in infection prevention and control as well as 

antibiotic prescribing decisions. The DIPC is formally responsible for the delivery of 

the annual programme of work to assure compliance with the Health and Social Care 

Act 2008 (DH, 2009). The DIPC will report directly to the Trust Board and chair the 

Infection Prevention and Control Committee.   

 

 5.3  Deputy DIPC 

 

 The Deputy DIPC will provide support and continuity of strategic leadership for 

infection prevention and control. The deputy will deputise in the absence of the DIPC.  

 

5.4 Infection Prevention and Control Doctor. 
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 The Infection Prevention and Control Doctor is accountable to the DIPC and will 

provide clinical leadership on all matters relating to infection prevention and control. 

 He/She advises and provides quality assurance on surveillance, clinical policies 

development and implementation of the annual infection control work programme 

including antibiotic resistant infections and antimicrobial prescribing, 

decontamination, medical devices management, and cleaning services. 

The Infection Control Doctor is responsible for the local interpretation of relevant 

advice on these matters and working with other agencies e.g. Public Health England. 

(PHE)  to improve practice.  

Specific responsibilities of the Infection Prevention and Control  doctor include; 

• providing clinical leadership to the infection prevention and control team.  

• providing access to specialist infection control advice and support. 

• assess the impact of all existing and new policies and plans on HAI, making 

recommendations for change.  

• will attend the Infection Prevention and Control Committee,  

 

5.5  Matron for Infection Prevention and Control 

The Matron for Infection Prevention and Control heads the Infection Prevention & 

Control Nursing Team. The Matron is responsible for effective delivery of the 

Infection Control Strategy and Programme of work (work plan) of the team as well as 

providing supervision and support to the nursing team.  The Matron works alongside 

the DIPC/ deputy DPIC  and Infection Prevention and Control Doctor to develop the 

Infection Prevention & Control Strategy and sits on both the Infection Prevention and 

Control Committee and operational cleaning groups to monitor the performance 

against its key performance indicators and targets. 

 

In conjunction with the Infection Prevention and Control Doctor produces an annual 

report on the state of HAI, and cleaning.  

 

In conjunction with the Infection Prevention and Control Doctor to challenge non- 

compliance with local and national protocols and guidance relating to prevention and 

control of infection, decontamination, antimicrobial prescribing and cleaning. 
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5.6  Trust Board  

The Trust Board is responsible for the endorsement of the Annual Infection 

Prevention and Control Work Plan.  Trust Board’ has collective responsibility for 

minimising the risks of infection and the general means by which it prevents and 

controls such risks.  This includes the designation of the Director that is the lead for 

IP&C directly accountable to the Chief Executive. 

 

5.7 Quality Governance Committee   

The Director of Infection Prevention and Control (DIPC) provides regular reports to 

the Quality Governance Committee as per reporting schedule.  

 

5.8 Infection Prevention and Control Committee 

Given the diverse nature of the subject, most control of infection issues are dealt with 

through discussions with the relevant individuals, teams, at the appropriate level 

within the Trust’s existing committee structure, or at the appropriate clinical group or 

departmental meetings.  The Trust Infection Prevention and  Control Committee  

meets monthly and is responsible for : 

 

• Overseeing the implementation of IP&C policies, guidelines and 

initiatives. 

• Oversight of performance against national standards relating to prevention 

and control of infection. 

• Acting on the results of HCAI risk assessments, audit and surveillance 

results.  

• Ratification of UHCW policies and guidance relating to prevention and control 

of infection, ensuring that appropriate consultation has taken place.   

• Monitoring of the infection prevention and control risk register 

• Ensuring adequate allocation of resources to facilitate remedial action. 

• Ensuring that the Annual IP&C programme is  agreed. 

•  Ensures that learning from Root Cause analysis and National alerts is shared 

and disseminated  

 

 

5.9 The Infection Prevention and Control Team (IP&CT) 

Infection Prevention and Control Team support the Trust infection control 

programme.   
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The members of the team are:- 

 

 DIPC/ Deputy  DIPC 

 Infection Prevention and Control Doctor  

 Matron for Infection Prevention and Control 

 Infection Prevention and Control Nurses 

 Infection Prevention & Control Data Analyst 

 Infection Prevention Post Doctoral researcher  

 Medical Microbiologists and Virologists 

 Administration assistant  

 Laboratory staff 

           Antimicrobial Pharmacist. 

 

Individual Clinical Groups monitor quality metrics including the key performance 

indicators by auditing practice on a monthly basis and these are discussed at the 

Clinical Groups quality meetings (QIPS). 

 

5.10 Cleaning Operational Group  

This group feeds into the Infection Prevention and Control Committee and provides a 

forum for Matrons to identify and resolve cleaning issues within their areas.  This 

group monitors the audit process  for cleaning with Modern Matrons undertaking a 

monthly audit with ISS using the ISS adapted maximiser audit system, monitoring 

any trends and addressing and reduction on performance. The Director of Estates 

chairs this meeting.  

 

5.11 The Infection Prevention & Control Nurses 

The Infection Prevention & Control Nurses:  

 

• Ensure that Infection Prevention and Control advice is available to the Trust 

during working hours and via the on call Medical Microbiology staff out of 

hours.   

• Ensure all guidelines and policies are available on the Trust Intranet site. 

• Provide Infection Prevention and Control education to staff working under the 

scope of this policy. 

• Ensure that an annual Infection Prevention and Control work programme is in 
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place which includes surveillance of alert organisms, infection and audit of 

implementation and compliance of infection prevention and control policies 

and national guidance such as MRSA screening. 

• Maintain compliance with National and Department of Health notifications 

amending practice, policy and guidance liaising with other staff groups as 

required. 

• Work with the Trust to identify and control outbreaks, liaising with other 

internal and external departments e.g. Community Communicable Disease 

Consultant (CCDC) Public Health England (PHE) and NHS Improvement 

(NHSI) and others where appropriate. 

 

5.12 Medical Microbiologists / Virologist and Pathology Service. 

The Team will work with and be supported by Consultant Microbiologists,  Virologists 

and laboratory teams to assist in the effective delivery of the Infection Prevention and 

Control service thus reducing any risk and ensuring there are adequate resources 

capable of promptly processing and reporting specimens..  Out of hours, the on call 

Microbiologist will inform the wards of any positive results and safe management of 

cases. 

 

5.13  Infection Prevention & Control Data Analyst 

The infection prevention & control data analyst is responsible for the timely collection 

and accurate reporting of all Trust’s mandatory reporting requirements e.g. MRSA 

bacteraemias and C diff associated diarrhoea rates and analysis including 

interpretation of this data at local level.  All mandatory data reporting will be 

submitted monthly to the Infection Prevention and Control Committee (IPCC) and 

Trust Board.  A monthly report is produced by the information analyst and is 

distributed to Chief Executive, Chief Nursing Officer and Chief Operating Officer, 

Clinical Group leads, Modern Matrons,  Clinical commissioning Group (CCG), and   

NHS Improvement. 

 

5.14 All Other Staff  

 All staff across the Trust have a responsibility to ensure they comply with local 

Infection Prevention and Control policies and guidelines/procedures. They also have 

a duty to report all incidents including near misses according to Trust policy and to 

inform a member of the Infection Prevention and Control Team as soon as possible 

after an incident has occurred. 
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Whilst the Trust Board has collective responsibility, effective Infection Prevention is 

the personal responsibility of every member of staff. The following applies to all Trust 

employees and those providing a service or function under a service agreement or 

contract: 

 

• Infection Prevention responsibilities outlined in Job descriptions and 

discussed at appraisal and performance development review meetings 

• All employees are responsible for ensuring that they undertake relevant IP&C 

           training available to them 

• Hand Hygiene compliance is required by all individuals in the course of 

performing their duties 

• Dress code according to Trust policy and adherence  to  WHO five moments 

of hand hygiene ” will be observed 

• All employees are personally accountable for their actions and responsible for 

ensuring that they comply with IP&C policies 

• All employees must understand their legal duty to take reasonable care of 

their own health, safety and security and that of other people who may be 

affected by their actions or omissions and for reporting incidents and areas of 

concern 

• All healthcare professionals are responsible for notifying the IP&C Nurse 

(IP&CN) of circumstances that may lead to outbreaks if infection or a 

breakdown of IP&C procedures 

• Personal and professional codes of practice and responsibility will be adhered 

to in all situations. 

 

 

6.0 DETAILS OF THE POLICY 
 
6.1 This policy seeks to clarify roles and responsibilities in relation to tackling 

infection prevention and control Issues; it seeks to illustrate a clear framework for 

managing an efficient and effective infection prevention and control service and 

clarify communication arrangements (See appendix 1, Operational flow chart). 

 

Infection  Prevention and Control reporting arrangements  
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The Infection Prevention & Control team will undertake key Trust wide audits 

quarterly and annually as a quality assurance for Matrons who undertake auditing of 

their areas on a monthly basis.  In addition where IPC have concerns they will 

undertake additional audits. These include environmental, hand decontamination, 

MRSA and CDT audits. 

The Infection Prevention and Control team provide support, education and resources 

to Modern Matrons who are responsible for ensuring that infection prevention and 

control standards are clear and adhered to within their areas of responsibility.  

 

The Infection Prevention & Control team have a responsibility to provide expert 

education, guidance and support to the trust. The Infection Prevention and Control 

team monitor the infection rates of alert organisms of those mandated by national 

bodies and any concerns highlighted by local surveillance. Surveillance data is fed 

back to ward staff via the infection performance meetings with the Modern Matrons in 

order to monitor the progress against key performance indicators. Information 

Includes: 

 

• Isolation practices 

• MRSA 

• ESBL  

• Clostridium difficile 

• Infection risks 

• Hand hygiene 

 

The Infection Prevention and Control team will ensure that all positive results are 

disseminated quickly to relevant areas Monday to Friday by the nurses and weekend, 

bank holiday by the on call microbiologist. The laboratory team prepare a daily list 

known as Red Box to ensure both nursing and medical staff are aware of all new 

alert isolates. This is then phoned through to wards with relevant advice. 

 

Compliance monitoring of all core standards (these include sharps, isolation, hand 

decontamination, MRSA and CDT) will be undertaken by wards and departments as 

part of quarterly key performance indicators.  The monthly data is discussed at the 

Infection Prevention Performance meeting with the Matron group, individual areas 

are held to account for the previous months results. This group will provide a 

quarterly update to the IPCC. 
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6.2 Public and Patient Information  

Patients are informed about the organisation’s general processes and arrangements 

for preventing and controlling healthcare acquired infections through patient’s 

information leaflets which are available in ward areas and in the information centre at 

the entrance to University Hospital Coventry and Warwickshire  and in the main 

reception area of St Cross Hospital. 

 

Leaflets include: 

 

• Isolation practices 

• MRSA 

• ESBL  

• Clostridium difficile 

• Hand hygiene  

• What are we doing to prevent infection 

 

An information booklet is available at all patients’ bedside and this includes infection 

prevention and control advice.  All wards have an infection prevention and control 

notice board showing audit results and infection rates. 

 

Leaflets and information are also available on the intranet site at 

http://www.uhcw.nhs.uk/for-patients-and-visitors/fighting-infection.  

In addition, approved advice can be found on the Health Protection Agency website 

at: www.hpa.org. 

 

 

7.0 DISSEMINATION AND IMPLEMENTATION 
 
7.1 All staff should comply with Infection Prevention and Control Guidance and 

Policies and these can be found on the UHCW NHS Trust eLibrary.  

 

 

8.0 TRAINING 
 
8.1 The Infection Prevention & Control team work with the Trust Training and 
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Development Department to deliver training at induction and mandatory updates for 

clinical staff. Infection Prevention and Control mandatory training is delivered via e- 

learning and the results recorded electronically on the learning management ( OLM) 

system  

 

Training required to fulfil this policy will be provided in accordance with the Trust’s 

Training needs Analysis.  Management of training will be in accordance with the 

Trust’s Mandatory training policy. 

 

 

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 

Infection 

Control 

Assurance 

Framework 

Review of 

Annual Work 

programme / 

Assurance 

framework 

Matron for 

Infection 

Prevention and 

Control / 

Director of 

Infection 

Prevention and 

Control/ 

Infection Control 

Doctor. 

Annual Board, 

Clinical 

Governance, 

Infection 

Prevention 

and Control 

Committee 

Director of 

Infection 

Prevention 

and Control 

This policy is 

compliant with 

new guidance 

re Infection 

Control and 

Management 

Review of 

National 

guidance 

and check 

policy 

content for 

compliance 

Matron for, 

Infection 

Prevention  and 

Control/Infection 

Control Doctor. 

Minimum of bi 

annually, or 

when 

changes to 

the policy are 

made due to 

guidance or 

organisational 

changes 

Infection 

Prevention 

and Control 

Committee 

Director of 

Infection 

Prevention 

and Control 

Information 

available to 

patients and 

the public 

Review of 

information 

provided to 

service 

Matron for 

Infection 

Prevention and 

Control/ 

Annual Board, 

Clinical 

Governance, 

Infection 

Director of 

Infection 

Prevention 

and Control 

 
Page 14 of 19 

Version number: 5.0 
Trust-wide CBR title: Infection Prevention and Control Assurance Framework 



regarding the 

Trust's 

processes and 

arrangements 

for preventing 

and controlling 

healthcare 

acquired 

infections 

users and 

public 

Infection Control 

Doctor. 

Control 

Committee 

Staff have 

completed 

training 

associated 

with this policy 

in line with 

TNA 

Induction 

and 

Mandatory 

Training 

report 

Training and 

Development 

Annual Board, 

Clinical 

Governance  

Training and 

organisational 

learning 

department 

Assurance 

that core 

policies are in 

place 

Policy 

Review and 

clinical audit 

of individual 

policies (also 

see Clinical 

Audit 

Programme) 

Matron for 

Infection 

Prevention and 

Control 

Infection Control 

Doctor. 

Annual  Infection 

Prevention 

and Control 

Committee 

Director of 

Infection 

Prevention 

and Control  

 

 
10.0   STAFF COMPLIANCE STATEMENT 

 
All staff must comply with this policy 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 & Appeals 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/nationally, 

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 
 

Winning Ways:  Working together to reduce health care associated infection in 
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13.0   UHCW ASSOCIATED RECORDS 
 

 
Page 16 of 19 

Version number: 5.0 
Trust-wide CBR title: Infection Prevention and Control Assurance Framework 



 

UHCW Training Needs Analysis 

 

UHCW  Mandatory Training Policy ( 2016) 

 

This policy is supported by a suite of related clinical policies, these include 

 

Policies / guidelines (see eLibrary for full list): 

 

1. Antibiotic Treatment Guidelines 

2. ANTT  

3. Chickenpox & Shingles policy 

4. Cleaning & disinfection of non-invasive equipment  

5. Decontamination policy 

6. ESBL Guidance.  

7. Glove policy 

8. Guidance for control of  Vancomycin  Resistant  Enterococci VRE;  

9. Guidelines for management of patients with Clostridium difficile 

10. Hand decontamination Policy 

11. Herpes simplex infection in staff 

12. Home laundering of uniforms 

13. Immunisation policy 

14. Isolation policy 

15. Laundering of soiled patient items 

16. Management & control of viral haemorrhagic fevers policy 

17. Management of Legionella 

18. Management of MRSA 

19. Management of patients with gastroenteritis (Norovirus) 

20. Management of patients with known or suspected CJD 

21. Management of patients with suspected  Viral Haemorrhagic Fever (VHF) 

22. Trust wide policy for the management of Sharps / splash and post 

exposure procedures for Hepatitis B virus (HBV) Hepatitis C Virus (HCV) 

and Human Immunodeficiency Virus (HIV) 

23. Outbreak & incident plan 

24. Pandemic flu plan 

25. Peripheral venous cannulation 
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26. Standard Precautions  

27. Surgical scrub procedure 

28. Theatre apparel – guidelines for the Operating Theatre 

29. Tuberculosis/resistant TB 

30. Waste management policy  
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Appendix 1 
 

↨ 

Trust Board 
 

Quality Governance Committee  
 Chair MD 

Infection Prevention and Control 
Committee 
Chair DIPC 

Cleaning Operational Group 
Chair Director of estates  

Infection Prevention Performance 
Meeting  

Chair Deputy DIPC 
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PUBLIC TRUST BOARD PAPER  
 

Title Declaration of Compliance against the NHS Provider Licence 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Director 

Andy Hardy, Chief Executive Officer 

Date 25th May 2017 
 
1. Purpose  
 
To seek Trust Board approval to submit a declaration of compliance against the relevant 
conditions of the NHS Provider Licence in line with the requirements of NHS 
Improvement (NHSI). 
 
2. Background and Links to Previous Papers 
 
The NHS Provider Licence was introduced in 2013 as part of the Foundation Trust 
Regime and replaced the former authorisation process.  Whilst NHS Trusts are exempt 
from holding a Provider Licence, the Secretary of State requires NHSI to ensure that 
Trust’s comply with the conditions set out in the licence that are relevant to NHS Trusts.  
The requirement links to the NHSI Single Oversight Framework and the Well Led 
framework and is a new requirement for this year.  Providers will then be selected at 
random to provide evidence to support a declaration of compliance. 
 
3. Executive Summary 
 
NHSI have requested that providers carry out a self-assessment process of their 
compliance condition G6 and FT4 of the licence by 31st May and 30th June 2017 
respectively. NHSI have not set out a single approach that must be adopted by 
organisations but have issued guidance which states that Trust Boards must assure 
themselves that the Trust complies with the requirements set out within each of the 
conditions before a declaration of compliance can be made. 
 
The relevant licence conditions comprise the following: 
 
Condition Requirement 
G6(3) The licensee shall apply those principles, systems and standards of good 

corporate governance which reasonably would be regarded as 
appropriate for a supplier of healthcare services to the NHS. 
Providers must certify that their Board has taken all precautions 
necessary to comply with the licence, NHS Act and NHS constitution. 

FT4 (8) Providers must certify compliance with required governance standards 
and objectives through: 
 (a) the establishment and implementation of processes and systems to 
identify risks and guard against their occurrence and (b) regular review of 
whether these processes and systems have been implemented and of 
their effectiveness 

 



3.1 Approach Taken 
 
The Director of Corporate Affairs has considered each of the requirements and has 
reviewed the evidence that is available against each of these.  A table of that evidence is 
considered relevant to each requirement is attached to this paper to aid the Trust Board’s 
decision making around whether compliance can be declared. 
 
The provisions of the Single Oversight Framework, which is the framework by which 
NHSI assess NHS Trusts have also been reviewed and are cross referenced within the 
appendix.  The 5 themes outlined in the Single Oversight Framework are as follows: 
 

• Quality of Care 
• Finance & Use of Resources  
• Operational performance 
• Strategic change 
• Leadership 

 
In the view of the Director of Corporate affairs, the Trust is able to demonstrate that a 
robust system of corporate governance in place, which has been subject to independent 
assessment and on the basis of the evidence available would recommend to the Trust 
Board that compliance be declared. 
 
4. Areas of Risk 
 
If the Trust does not have appropriate systems of governance in place, risk may not be 
properly identified and mitigated, which could lead to patient and staff safety incidents, 
failures to meet financial and performance targets, failure to comply with regulatory and 
statutory duties and reputation damage.  The systems and processes that are in place as 
described in this paper are intended to mitigate this risk. 
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
The paper links to all of the Trust’s annual objectives in that corporate governance and 
the related systems and processes are aimed at ensuring the delivery of these. 
 
6. Governance  
 
The Trust is obliged to comply with constitutional standards and regulatory requirements 
and the role of the Trust Board is to ensure that there are appropriate systems and 
processes in place to monitor compliance and ensure that risks are identified and acted 
upon. 
 
7. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs 
Andy Hardy, Chief Executive Officer 
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7. Recommendations. 
 
The Board is invited to: 
 

1. NOTE the requirement to make a declaration against conditions G6(3) and FT4(8) 
of the Provider Licence and the self-assessment process that has been 
undertaken 

2. CONSIDER the robustness of the evidence that is in place against each condition 
and the recommendation of the Director of Corporate Affairs  

3. RAISE any questions or concerns 
4. DETERMINE whether compliance can be declared 
5. AUTHORISE the Director of Corporate Affairs to complete the necessary 

declaration of compliance via the NHSI portal. 
: 
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Licence Condition Single Oversight Framework 

Reference 
Evidence 

 
 
 
 
 
 
 
 
 
G6 (3) 
The licensee shall apply those 
principles, systems and 
standards of good corporate 
governance which reasonably 
would be regarded as 
appropriate for a supplier of 
healthcare services to the 
NHS.  

Quality of Care 
Finance & Use of Resources 
Operational Performance 

Integrated Quality & Performance Report (IQPR) submitted to the 
Trust Board each month which reports on all national standards 
and local priorities. 
Minutes evidence debate and challenge around performance 
issues across the spectrum of quality, operational and financial 
performance metrics. 
Performance Management Framework in place; Chief Officer led 
performance management meetings. 

Strategic Change 
Quality of Care 

Series of scheduled reports to Trust Board around key strategic 
objectives e.g. mortality reporting, safer staffing, medical 
education, research and development 

Quality of Care Registration with the CQC   
Finance & Use of Resources Standing Orders, Standing Financial Instructions and Scheme of 

Delegation in place. 
 
 
 
 
 
Leadership 

Trust vision and values established alongside medium and long-
term objectives. 
Fit and Proper Persons assessments undertaken upon 
appointment to the Trust Board and annual declaration process. 
Trust Board Code of Conduct & Statement of Responsibility in 
place and reviewed annually which covers: 
 
-Fit & Proper Persons requirements 
-Duty of Candour 
-The Offence of False and Misleading Information 
-Role of the Trust Board and individual members 
-Role of the Trust Board Committees 



-Requirements around declarations of interest 
-Trust Values 
-Expectation of adherence to the Nolan principles. 

  Clear Trust Board and Committee structure in place with 
dedicated work-programmes. 
Review of terms of reference and Annual Reporting process in 
place for Trust Board committees. 
Process of delegation from Trust Board to Board Committees 
and of upward escalation in place through regular Committee 
Chair reports. 
Process in place for assessment of Board and Committee 
performance. 
Non-Executive membership of all Trust Board Committees. 
Audit Committee established and comprising independent Non-
Executive Directors. 
Independent Trust Board effectiveness review undertaken in 
2016.  Well Led review planned. 
Trust Board templates make specific reference to NHS 
constitutional issues to ensure that these are identified in papers. 
Raising Concerns Policy in place, Freedom to Speak Up 
Guardian and network of Confidential Contacts in place. 
Group Governance Framework approved and being rolled out to 
ensure consistency across the Clinical Groups. 

Strategic Change Chief Finance & Strategy Officer in post with Strategy Team in 
support. 
CEO is the Sustainability & Transformation lead for Coventry & 
Warwickshire. 
Strategy Unit meeting in place 
Dedicated time for Trust Board to discuss strategic issues 

 
FT4 (8) 
(a) the establishment and 
implementation of processes 

 
 
 

Board Assurance Framework in place; developed by the Trust 
Board and reviewed by the Trust Board and Audit Committee 
throughout the year. Assessed by Internal Audit as ‘A’ rated in 
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and systems to identify risks 
and guard against their 
occurrence and (b) regular 
review of whether these 
processes and systems have 
been implemented and of their 
effectiveness 

 
 
 
 
 
 
Quality of Care 
Finance & Use of Resources 
Operational Performance 
Leadership 

2016/17 (and years prior). 
Head of Internal Audit Opinion around the system of internal 
control is one of significant assurance for 2016/17 (and prior 
years). 
Risk Management Committee in place chaired by the CEO and 
with Chief Officer attendance.   
Executive accountability for risk management (Chief Medical 
Officer) 
Trust Board committee terms of reference are clear around 
committee responsibility for risk management. 
Risk Management Strategy & Policy in Place 
Trust-wide risk register in place. 
Executive ownership of corporate risks 
Corporate Risks reviewed at Quality Governance Committee and 
Trust Board. 
Internal Audit review of Risk Management arrangements in 
2016/18 gave conclusion of significant assurance. 
Review of Board and Committee work-programmes undertaken 
to ensure that all key areas of covered. 
Established process of deferral and reporting back of issues from 
Trust Board to Trust Board Committees to ensure that further 
analysis is undertaken. 
Risks are considered in Trust Board Committee sub-structure. 
Dedicated risk management team in place and training 
programme being rolled out across the Trust. 
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PUBLIC TRUST BOARD PAPER 

 
1. Purpose  
 
To set out a proposal around establishing the Freedom to Speak Up Guardian role at 
UHCW and how this will integrate within existing mechanisms in the Trust. 
 
2. Background and Links to Previous Papers 
 
The requirement for NHS organisations to establish a Freedom to Speak Up Guardian 
(F2SUG) arose from the recommendations made by Sir Robert Francis in his report into 
failings at Mid Staffordshire Hospitals NHS Foundation Trust.  A National Guardian’s 
Office (NGO) was subsequently established and NHS organisations were asked to 
appoint to these roles by October 2016.  The purpose of the role is to effect culture 
change and to support staff to speak up where they have concerns. 
 
3. Executive Summary 
 
3.1 History  
The Director of Corporate Affairs (DOCA) attended an event in July 2016 around the 
requirements of the role, which has been evolving since the NGO was established and 
following that it was agreed that the Trust Board Advisor (TBA) would be approached to 
undertaken the F2SUG role at UHWC given her role as Trust Board advisor and visibility 
within the Trust.   
 
Regrettably due to a change in personal circumstances, the TBA was unable to take up 
the role as was envisaged and it was agreed that the DOCA would do so on a temporary 
basis given that the DOCA is already the lead for Raising Concerns.  As the role has 
evolved nationally, the requirements have become clearer and the TBA has indicated that 
she can no longer commit to undertaking it.  Chief Officers therefore agreed that the 
DOCA should take this up permanently, with the TBA in support.  This is reflected in the 
Trust’s Raising Concerns Policy that was approved by the Trust Board in February 2017. 
 
The national model job description for the role, that has been adopted by UHCW, is 
attached to this paper 
 
3.2 Implementing the Role 
Accordingly, the DOCA has attended the inaugural National Guardian Conference and 
the formal training in the role that was provided on behalf of Health Education England by 
Public Concern at Work. 
 

Title Freedom to Speak Up Guardian 
Author Rebecca Southall, Director of Corporate Affairs 
Responsible 
Director 

Andy Hardy, Chief Executive Officer 

Date  25th May 2017 



Whilst there is no one model that is mandated and organisations have approached this in 
different ways, it is clear that there is high expectation placed on the role and that the 
approach that organisations take will be assessed and considered as part of the CQC 
Well Led domain, with firm indication that the F2SUG will be interviewed by the CQC.  
There is also an expectation that the F2SUG will report directly to the Chief Executive 
Officer and the Trust Board on the issues that are being reported to them. 
 
There is a range of ways that this role has been implemented in other organisations 
including: 
 

• Full time persons dedicated to the role who were formally interviewed  
• Outsourcing the role to external organisations 
• Making the role an addition to the ‘day job’ 
• Establishing a network of Guardians or a Guardian with Ambassadors in support 

 
It is however very clear that F2SUG are expected to be visible within the organisation and 
known to staff and that he or she will also attend regional network meetings (6 per year) 
and the Annual Conference. 
 
3.3 Next Steps 
 
For the reasons described in (3.1), UHCW has not taken steps as yet to publicise the role 
to the organisation but must now do so in order that it becomes established and 
embedded and meets requirements given that it forms part of the CQC inspection criteria.    
 
Given that the Trust already has an established network of Confidential Contacts who 
report quarterly to the Chief Executive and Chief Workforce and Information Officer, it is 
proposed that this is built upon and that the model that is adopted includes the formal 
F2SUG role, the Trust Board advisor role and the Confidential Contacts in order that 
existing, successful mechanisms are maintained. 
 
It is proposed that the F2SUG role will undertake the following: 
 

• Visits to wards/area with the Trust Board advisor – 2-3 times per month 
• Creation of F2SUG Email address that can be used to contact the F2SUG 
• Details of the role and photograph/contact details for the F2SUG and the Trust 

Board Advisor are added to the Confidential Contacts page of the intranet 
• Presentation to Chief Officers’ forum on the role and also the Confidential 

Contacts/means of raising concerns across the Trust. 
• Attending the quarterly meeting between the CEO, CWIO and Confidential 

Contacts 
• Regular meetings with Staff Side colleagues 
• Thematic reporting to the Trust Board twice a year on the themes and issues that 

are being reported to the F2SUG and the Confidential Contacts 
• Development of material to be distributed at Trust Induction. 
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4. Areas of Risk 

 
If we do not successfully implement the Freedom to Speak Up Guardian role then we will 
not meet national expectation and the requirements of the NHS Standard Contract.  We 
also risk performing poorly against the CQC Well Led domain, all of which would 
negatively impact on our reputation.   
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
This paper links to our objective to achieve a rating of at least ‘good’ at the next CQC 
inspection. 
 
6. Governance  
 
Implementing a Freedom to Speak Up Guardian is a national requirement, a requirement 
of the NHS Standard Contract and forms part of the Well Led CQC domain. 
 
7. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs  
 
8. Recommendations 
 
The Trust Board is asked to CONSIDER the proposed implementation of the role as 
outlined in section 3.3 and to APPROVE this, or in the alternative AGREE a different 
approach. 
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Example Job Description (Freedom to Speak Up Guardian) (September 2016) 

1 

 

 

Purpose of the role 

The Freedom to Speak Up (FTSU) Guardian will work alongside trust leadership teams to 

support the organisation in becoming a more open and transparent place to work, where all 

staff are actively encouraged and enabled to speak up safely. 

 

Outcomes 

The FTSU Guardian role is designed to contribute to achieving the following outcomes: 

 A culture of speaking up is instilled throughout the organisation 

 Speaking up processes are effective and continuously improved 

 All staff have the capability to speak up effectively and managers have the capability 

to support those who are speaking up 

 All staff are supported appropriately when they speak up or support other people 

who are speaking up 

 The Board is fully sighted on, and engaged in, all Freedom to Speak Up matters and 

issues that are raised by people who are speaking up 

 Safety and quality are assured 

 A culture of speaking up is instilled throughout the NHS 

  

Supported 
Visible 

Self-aware 
Credible 

Knowledgeable 

Effective 

Empathetic 

Trusted 

Empowered Forward 
thinking 

Inclusive 

Independent 

Impartial 

Influential 



Example Job Description (Freedom to Speak Up Guardian) (September 2016) 

2 

Role Description 

The role of the FTSU Guardian is to: 

Culture 

 Develop and deliver communication and engagement programmes to increase 

visibility of the Freedom to Speak Up Guardian amongst all staff.  

 Promote local speaking up processes and sources of support and guidance,  

demonstrate the impact that speaking up is having in the organisation, and celebrate 

speaking up. 

 Ensure that all ‘frontline’ staff are aware of, and have access to, support to help them 

speak up. 

 Where appropriate, develop and support a network of ‘advocates’ to ensure that 

Freedom to Speak Up reaches all parts of the organisation and everyone has easy 

access to someone outside their immediate line-management chain who can advise 

and support them. 

Process improvement 

 Work with HR professionals and others to ensure that speaking up guidance and 

processes are clear and accessible, reflect best practice, and address any local 

issues that may hinder the speaking up process. 

 Assess the effectiveness of Freedom to Speak Up processes and the handling of 

individual cases, intervening when these are failing people who speak up, and 

making recommendations for improvement. 

Capability 

 Assess the knowledge and capability of staff to speak up and to support people 

when they speak up. 

 Ensure that all staff have the relevant skills and knowledge to enable them to speak 

up effectively, and those supporting, managing or investigating speaking up issues 

have the capability and knowledge to do this effectively.   

 Ensure that appropriate items on speaking up are incorporated into induction 

programmes for all staff. 

 Ensure that groups of staff and individuals who may find it difficult to speak up are 

given particular support. 

Supporting staff 

 Ensure that information and data are handled appropriately, and personal and 

confidential data are protected. 

 Ensure that individuals receive appropriate feedback on how issues that they speak 

up about are investigated, and the conclusion of any investigation. 



Example Job Description (Freedom to Speak Up Guardian) (September 2016) 

3 

 Where necessary, give extra support, including 1-2-1 support, to people who are 

experiencing difficulty with speaking up, or those who are experiencing difficulty in 

handling or supporting someone who is speaking up. 

Working with and challenging the Board 

 Develop strong and open working relationships with the CEO, NEDs and other 

Directors, with direct access to Trust leaders as required. 

 Attend board meetings regularly to report on Freedom to Speak Up activities.  

Reports should include assessment of issues that people are speaking up about 

(and trends in those issues), and barriers affecting ability of people to speak up.  

Particular attention should be given to concerns which may suggest a link to patient 

safety and quality. 

 Hold the Board to account for taking appropriate action to create a Freedom to 

Speak Up culture, assess trends, and respond to issues that are being raised. 

Safety and quality 

 Take immediate appropriate action when matters that people are speaking up about 

indicate that safety and quality may be compromised. 

 Develop measures, data sets, and indicators to monitor trends and identify linkages 

between issues raised through people speaking up, and issues raised through other 

safety and quality routes. 

NHS culture 

 Take part in National Guardian Office activities and training, actively supporting 

fellow Freedom to Speak Up Guardians, developing personal networks and peer-to-

peer relationships, contributing to wider networking events, and sharing and learning 

from best practice. 

 Raise issues that cannot be resolved locally with the National Guardian’s Office, 

including where Trusts appear to be failing in their obligations. 

 Keep abreast of developments and best practice, assessing their own development 

and training needs, and seeking support in addressing these. 

  



Example Job Description (Freedom to Speak Up Guardian) (September 2016) 
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Personal qualities: 

FTSU Guardians are expected to have the qualities and experience that will enable them to 

uphold these key principles: 

Key principles …what this means 

Independent … in the advice they give to staff and trust’s senior leaders, and free to prioritise their 
actions to create the greatest impact on speaking up culture 
 
… and able to hold trusts to account for: creating a culture of speaking up; putting in 
place processes to support speaking up; taking action to make improvements where 
needed; and displaying behaviours that encourage speaking up 
 

Impartial … and able to review fairly how cases where staff have spoken up are handled 

Empowered … to take a leading role in supporting staff to speak up safely and to independently 
report on progress on behalf of a local network of ‘champions’ or as the single role 
holder 

Visible … to all staff, particularly those on the frontline, and approachable by all, irrespective of 
discipline or grade 

Influential … with direct and regular access to members of trust boards and other senior leaders 

Knowledgeable …in Freedom to Speak Up matters and local issues, and able to advise staff 
appropriately about speaking up 

Inclusive … and willing and able to support people who may struggle to have their voices heard 

Credible 
 

… with experience that resonates with frontline staff 

Empathetic … to people who wish to speak up, especially those who may be encountering difficulties 
 
… and able to listen well, facilitate constructive conversations, and mediate to help 
resolve issues satisfactorily at the earliest stage possible  

Trusted … by all to handle issues fairly, take action as necessary, act with integrity and maintain 
confidentiality as appropriate 

Self-aware … and able to handle difficult situations professionally, setting boundaries and seeking 
support where needed 

Forward  
thinking 

… and able to make recommendations and take action to improve the handling of cases 
where staff have spoken up, and freedom to speak up culture more generally 
 

Supported … with sufficient designated time to carry out their role, participate in external Freedom 
to Speak Up activities, and take part in staff training, induction and other relevant 
activities 
… with access to advice and training, and appropriate administrative and other support 

Effective  … monitoring the handling and resolution of concerns and ensuring clear action, 
learning, follow up and feedback. 

 



 
                                               

 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: 15th May 2017 

Quorate: Yes          
Apologies: Meghana Pandit, Karen Martin, Jenny Gardiner, Rita Stewart    
Chair: Ed Macalister-Smith 
1.    CQC Getting to Good; QGC received and welcomed details of a refocused programme of work aimed at 

getting the organisation to good and beyond at the next CQC inspection.  The new role of the Quality Star 
Chamber, and the need to address organisational culture, were noted. The plan would also be linked 
closely to newly approved Corporate Objectives.  The Chair requested a paper showing the new 
governance arrangements for the quality function including Star Chamber and Quality Forum, and asked 
for a description of the expected role of QGC in the process. 

2.    Friends & Family Test; QGC received a report detailing the Trust’s performance on this measure and on 
how the Trust benchmarks against other organisations.  Assurance was given that there was a multi-
factorial approach in place to ensure that response rates are good and that the Trust is compliant with the 
requirements around data collection across services.  There is further work to do however around raising 
awareness that a ‘don’t know’ score becomes a negative in terms of the recommender score as it was felt 
that patients do not necessarily understand this.  

3.    Confidentiality Breaches Risk; QGC received assurance around the actions that have been taken to 
raise awareness of the need to dispose of patient identifiable information correctly across the organisation 
and ensuring that there is sufficient means to do so.  It was also noted that whilst the issue is on-going 
because there continue to be such incidents reported, the risk score has been reduced as a result of 
mitigating actions. 

4.    Learning From Deaths; the Committee received details of actions that are required to implement the 
requirements of the report and noted that these mainly comprise tweaks to the already exemplar 
processes around mortality that have been in place for a number of years.   

5.    National Maternity Review; the report demonstrated that the Trust has made very good progress in 
implementing the requirements of the review and set out the positive contribution that it makes to the Local 
Maternity System.  Information was also provided in relation to the rapidly changing demographics of the 
population and how this impacts on maternity services. 

6.    7-Day Services; the report set out the progress that is being made towards implementing the 4 core 
national standards and the local standard and welcomed the refocused approach that is being taken 
around improving clinical engagement in the programme.  7-day services will also be considered as part of 
the agenda of the Quality Star Chamber. 

7. Quality Account 2016/17; QGC reviewed and approved the annual Quality Account for submission to the 
Trust Board, and noted and welcomed the responses from partner organisations. 

8.    Sub-committee reports; QGC received assurance from Patient Safety Committee and were informed that 
the Committee had been renamed as the Patient Safety and Assurance Committee.  Terms of Reference 
will be reviewed at the next QGC.  A report was also received from the Training, Education and Research 
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: 17th May 2017 
Quoracy: Yes 
Apologies: None 
Committee Chair: Ian Buckley 
Report submitted by: Ian Buckley 

1. Financial Improvement Programme (FIP2) 
The Committee received a presentation detailing the findings of FIP2 and a proposal around FIP3.  The 
FIP3 proposal was supported in principle by the committee subject to further debate at the Trust Board 
and a recommendation from the Chief Officers around the scope of the work. 
2. Analysis of Income Over-Performance 
This was an action that was delegated by the Trust Board and a verbal report was provided. 
3. Medical Appraisals 
A report was received detailing the work that was on-going around the reconciliation of data between the 
Revalidation Management System and the Employee Staff Record.  Assurance was given around why 
there was a discrepancy between the two and around the processes that are being undertaken to align 
the two systems. 
4. Return on Investment for Medical Agency Use and Expenditure 
This item was delegated to the Committee by the Trust Board.  Assurance was given that there is a 
continued focus on recruiting substantively to vacant posts and whilst it was noted that it was not 
possible to demonstrate return on investment in absolute terms, this had to be considered in light of the 
significant patient safety risks and impact on workforce and performance that not filling rota gaps would 
pose. 
5. Referral to Treatment Target (RTT) 
A useful presentation was given around the Trust’s RTT position and it was positive to note that the 
Trust’s Patient Access Policy is noted as being exemplar and that the RTT rules are strictly adhered to. 

 
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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