
     
PUBLIC TRUST BOARD MEETING  

TO BE HELD ON THURSDAY 27th JULY 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 
1.  World Class Colleague 

Chairman  For Noting Verbal 5 

Standing Items 
2.  Apologies for Absence  

Chairman 
For Noting Verbal  

 
 
 
 
 

5 

3.  Confirmation of Quoracy 
Chairman For Assurance Verbal 

4.  Declarations of Interest  
Chairman For Assurance Verbal 

5.  Minutes of Public Board Meeting 
held on the 25th May 2017 
Chairman 

For Approval Enclosure 1 

6.  Matters Arising 
Chairman For Assurance Verbal 

7.  Trust Board Action Matrix 
Chairman For Approval Enclosure 2 

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

9.  Chief Executive Officer and Chief 
Officers Report 
Chief Executive Officer 

For Assurance Enclosure 4 10 

Performance  
10.  Integrated Quality, Performance 

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

Chief Workforce & Information Officer 

For Assurance Enclosure 5 45 

Patient Quality and Safety 
11.  Board Assurance Framework 

2017/18 Quarter 1 Update and 
Corporate Risk Register  
Chief Medical and Quality Officer 

For Approval Enclosure 6 10 

12.  Medical Revalidation and Appraisal 
Annual Report including Statement 
of Compliance  
Chief Medical and Quality Officer 

For Approval Enclosure 7 5 

13.  Quarterly Mortality Performance 
Report – July 2017 
Chief Medical and Quality Officer 
 

For Assurance Enclosure 8 5 



   

ITEM TITLE BOARD ACTION PAPER TIME 
14.  Patient Experience Quarterly 

Report  
Chief Medical and Quality Officer 

For Assurance  Enclosure 9 10 

15.  Safeguarding Children and 
Vulnerable Adults Quarterly Report 
Chief Nursing Officer 

For Assurance Enclosure 10 5 

16.  Serious Incidents Report  
Chief Medical and Quality Officer For Assurance Enclosure 11 5 

17.  End of Life Care Annual Report 
2016/17  
Chief Nursing Officer 

For Assurance Enclosure 12 5 

18.  Medical Education Quarterly Report 
Chief Medical and Quality Officer For Assurance Enclosure 13 10 

19.  Equality and Diversity Annual 
Report and Workforce Race 
Equality Standard (WRES) Action 
Plan 
Chief Workforce & Information Officer 

For Approval Enclosure 14 10 
 

20.  Complaints Annual Report 2016/17 
Chief Medical and Quality Officer For Approval Enclosure 15 10 

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

For Assurance Enclosure 16 10 

22.  Harnessing the Power of 
Information – An update on the 
strategic direction for information 
at UHCW NHS Trust 
Chief Workforce & Information Officer 

For Assurance Enclosure 17 5 

Research and Development 
 No reports    

Regulatory, Compliance and Corporate Governance 
23.  Annual Audit Letter 

Chief Finance and Strategy Officer For Assurance Enclosure 18 5 

24.  Matters Delegated to Board 
Committees 
Chairman 

For Assurance Verbal 5 

Feedback from Key Meetings   
25.  Audit Committee Meeting Report 

from 10th July 2017 
Chair, Audit Committee 

For Assurance Enclosure 19 

 
10 

 

26.  Quality and Governance Committee 
Monthly Meeting Report from 19th 
June and 17th July 2017 
Chair, Quality Governance Committee 

For Assurance Enclosure 20 

27.  Finance and Performance 
Committee Monthly Meeting Report 
from 22nd June and 19th July 2017 
Chair, Finance and Performance 
Committee 

For Assurance Enclosure 21 
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ITEM TITLE BOARD ACTION PAPER TIME 
     
28.  Any Other Business    
29.  Questions from Members of the Public which relate to matters on the Agenda  
30.  Date of Next Meeting:  

The next meeting of the Trust Board will take place on Thursday 28th September 
2017 at 10.00 am, in the Clinical Sciences Building, University Hospital, 
Coventry, CV2 2DX 

Resolution of Items to be Heard in Private (Chairman) 
In accordance with the provisions of Section 1(2) of the Public Bodies (Admission to Meetings) 
Act 1960, and the Public Bodies (Admissions to Meetings) (NHS Trusts) Order 1997, it is 
resolved that the representatives of the press and other members of the public are excluded 
from the second part of the Trust Board meeting on the grounds that it is prejudicial to the 
public interest due to the confidential nature of the business about to be transacted.  This 
section of the meeting will be held in private session. 
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MINUTES OF A PUBLIC MEETING OF THE TRUST BOARD 
OF UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST  
HELD ON THURSDAY 25 MAY 2017 AT 10.00 A.M. IN ROOM 10009/11 OF THE  

CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY  
 

AGENDA 
ITEM 

DISCUSSION ACTION 

   
HTB 
17/108 

PRESENT 
 

 

 Mrs B Beal, Non-Executive Director (BB) 
Mr I Buckley, Vice Chair (IB) 
Mr D Eltringham, Chief Operating Officer (DE) 
Mrs N Fraser, Chief Nursing Officer (NF) 
Professor A Hardy, Chief Executive Officer (AH) 
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  
  

Mr J Baird, Patient Experience Manager (JB) – HTB/17/112 
Miss S Dakin, Communications Manager (SD) 
Mr C Imray, Director of Research and Development (CI) – HTB/17/119 
Ms A James, PALS Co-ordinator (AJ) – HTB/17/112 
Mrs C Jones, Head of Research and Development (CJ) – HTB/17/119 
Ms L Roper, Ward Manager (LR) – HTB/17/112 
Mrs R Southall, Director of Corporate Affairs (RS) 
Mrs P Young, Head of Corporate Affairs (PY) – note taker 
 

HTB 
17/109 

APOLOGIES FOR ABSENCE   

 Mr E Macalister-Smith, Non-Executive Director (EMS) 
 

 

HTB 
17/110 

CONFIRMATION OF QUORACY  

 The Chairman declared the meeting to be quorate.  
 

 

HTB 
17/111 

DECLARATIONS OF INTEREST  

 There were no conflicts of interest declared.  
   
HTB 
17/112 

PATIENT STORY  

 The Chairman welcomed AJ, LR and JB to the meeting. 
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AJ proceeded to provide an overview of the patient story and the work of 
the PALS office and ward staff to support bereaved families. She recounted 
the story of Mrs P and the time it took for her to have the courage to be 
able to contact the relevant staff to request a meeting and seek answers to 
the questions that she had in relation to her husband’s care. The purpose 
of the meeting was not to highlight any concerns but as an opportunity for 
Mrs P to seek some closure. Mrs P has since offered her sincere 
appreciation for the opportunity to meet with staff and felt at peace with the 
outcome. 
 
LR advised that she appreciated how difficult it is for bereaved families to 
absorb information at the time of a patient’s passing and the need to offer 
families the opportunity to speak with professionals, to ask any questions 
that they may have. She added that she has spoken with ward staff and 
Clinical Lead in Cardiology and they are currently scoping the possibility of 
offering a post-bereavement service to families, which is in-keeping with 
the Trust’s core values. 
 
The Chairman praised the report and queried whether there was 
opportunity to combine a post-bereavement service with the end of life care 
service. MP acknowledged this and advised that there were several similar 
services already available for different specialities across the Trust such as 
the service for families that sadly experience still birth and neonatal deaths. 
Furthermore, in critical care; debrief meetings are offered to patients six 
weeks post discharge. She added that the Companion for the Dying roles 
also provide a form of support to both patients and families. NF praised the 
report, which had illuminated the issue around the requirement for post-
bereavement support and advised that she would take the discussion to 
the End of Life Committee.  
 
The Trust Board NOTED the Patient Story. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NF 
 
 

HTB 
17/113 

MINUTES OF TRUST BOARD MEETING HELD ON 27th APRIL  2017  

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

 

HTB 
17/114 

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

 

  
HTB 
17/115 

TRUST BOARD ACTION MATRIX  

 In respect of HTB/17/082; DM confirmed that relevant performance data 
relating to transport is collected through the West Midlands automated 
dispatch system as part of the emergency contract. This has been 
reviewed and has revealed a wider issue relating to the cost of patient 
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transport, which is currently being looked into. 
 
The Trust Board NOTED the items in progress and APPROVED the 
removal of those actions marked as complete. 
 

HTB 
17/116 

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 
17/117 

CHIEF EXECUTIVE OFFICER AND CHIEF OFFICER’S REPORT  

 AH acknowledged the recent global cyber-attacks that had affected the 
NHS in recent weeks. He asked Board members to join him in 
commending the excellent work of the ICT Team at UHCW for their rapid 
response and for safeguarding the Trust. He was pleased to report that up-
to-date defences were already in place and had prevented infiltration at 
UHCW. As a result, UHCW had been asked to be on standby to receive 
trauma patients from other Trusts in the capital that had been penetrated 
by the cyber-attack. 
 
He highlighted that as part of the process to safeguard UHCW; connectivity 
was closed down 5pm Friday 13th May 2017 and UHCW was one of the 
first organisations to reconnect at 4pm on Monday 16th May 2017.  
 
KM concurred and added that this incident showcased the strength of the 
organisation’s business continuity plans that were deployed seamlessly.  
 
DP endorsed this and added that the global attack demonstrated the 
downstream consequences for some other organisations and resultantly 
chaos ensued. He applauded the way in which UHCW had responded and 
the robustness of the business continuity plans. BS concurred and praised 
the systematic approach and determination to resolve the issue. AH 
acknowledged this and added that as with anything, there are always 
lessons to be learned and a piece of work is underway to understand and 
respond to this. 
 
AH reflected upon a recent meeting with Professor Keith McNeil, Chief 
Clinical Information Officer for NHS Improvement (NHSI) and NHS England 
(NHSE) to discuss the vision for an electronic citizen record system. He 
thanked IB for attending the meeting and was hopeful that it would be 
fruitful in terms of the direction of travel. 
 
AH proceeded to provide an overview of the framework of meetings that he 
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had held with key leaders within the local and national heath economies. 
He observed that he and SK had attended the Association of UK University 
Hospitals and Medical School Council joint meeting, which provides an 
opportunity to focus on the improvement of the nation’s health and wealth 
through partnership working. 
 
DE announced that changes to the Operations Team had taken place. Two 
Director of Operations (DoO) posts had been put in place for Urgent & 
Emergency Care and Elective Care respectively. This will engender closer 
working relationships between the two DoO’s and the Clinical Directors 
(CD’s). In response to a query from IB; DE clarified that a direct reporting 
line between the CD’s and the DoO’s has been created to support closer 
working relations and provide a more manageable span of control. He 
added that the arrangement will be reviewed in six months’ time. 
 
DE observed that in light of the recent terrorist attack in Manchester, the 
national terror threat has been escalated to critical. NHSE has required all 
organisations to complete an assurance piece in line with the Emergency 
Planning and Resilience Response (EPRR) Framework, which he assured 
was submitted in line with the deadline of the previous day. 
 
In response to a query from the Chairman regarding preparedness, DE 
assured that network functions and security requirements were all in place. 
 
DM advised that he had recently attended the Interventional Radiology 
Away Day and was pleased to report that the interventional radiology 
strategy was moving forward. He reminded Board members of the 
business case approved to renovate the Interventional Radiology Suite. 
This is an 88 week scheme and will provide the critical steps to increasing 
capacity and availability to take more patients and will put UHCW at the 
forefront of interventional radiology nationally. 
 
DM advised that he had recently attended a meeting with the Quality 
Surveillance Team in relation to urological cancer services, which was 
largely positive. 
 
NF was delighted to participate in the International Nurses Day on 12th May 
2017 and attended the celebrations held in Coventry Cathedral. She visited 
the wards and outpatient areas, talking with patients to celebrate the work 
of nursing staff. 
 
NF was pleased to confirm that a new volunteer service is being introduced 
within the Emergency Department (ED). A training programme for 12 
volunteers is currently taking place, who will provide companionship and 
signposting for visitors, as well as provide refreshment rounds and support 
patients to complete the Friends and Family Test. The volunteers are 
expected to start imminently.  BS praised this initiative. 
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KM welcomed Tom Denwood, Provider Support and Integration Director at 
NHS Digital to visit the Innovation Hub and share UHCW’s ambition and 
the journey so far to delivering world class excellence in clinical care. 
 
KM added that work has taken place to transform the existing Innovation 
Hub into a space conducive for innovation activity. UHCW is maximising 
the opportunity to make use of the agile office space, with Rapid Process 
Improvement Workshops (RPIW’s) and virtual lectures being trialed in this 
area. 
 
KM was pleased to report that the recruitment event held in the Clinical 
Sciences Building the previous weekend had proved successful, with over 
400 people in attendance. Several people were interviewed for nursing 
posts with seven offers made. DP sought to understand how the event was 
advertised and what method of advertising proved most successful. KM 
advised that social media undoubtedly provided the most impact, along 
with existing staff who had independently promoted the event.  
 
The Trust Board RECEIVED ASSURANCE from the report.  

   
HTB 
17/118 

INTEGRATED QUALITY, PERFORMANCE AND FINANCE REPORT  

 KM introduced the report and drew attention to page 3. She advised that at 
the end of the financial year, Chief Officers undertook a review of the 
Trust’s performance management framework and this had resulted in a 
change to the performance management regime with effect from quarter 
one in 2017/18.  
 
Chief Officers will continue to lead enhanced performance reviews with 
Groups each quarter, with monthly Accountability Meetings undertaken by 
the Corporate Delivery Group (CDG) in the intervening months. 
 
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.  
 
At the recent quarterly reviews, Chief Officers agreed that ED & Acute 
Medicine and Specialist Medicine & Ophthalmology were to continue in 
ISF. Additionally Surgery was recommended for further support. 
 
BS sought to understand the progress made with implementation of the 
Group Governance Framework. RS advised that she had met with most of 
the Clinical Group Management Teams individually and the framework had 
been well received. She added that each of the Groups recognised the link 
to the Well-led agenda in terms of ward to board reporting. The first of the 
Group Management Boards are expected to be held in July. She agreed to 
provide an update to the Finance and Performance Committee in six 
months’ time. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RS 
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Discussion turned to performance and DE highlighted that performance 
against the four-hour A&E standard for April was 85.1%. Whilst this 
demonstrates an improvement on previous months, he cautioned that 
focused attention must continue to ensure operational management grip 
and embedding key components of the safer bundle through daily senior 
review; twice daily board rounds and adherence to the Red2Green 
principles and weekly review of patients with greater than 7 day length of 
stay (LoS).  
 
Changes to the management structure described earlier in the meeting 
have now been implemented to give increased focus on both Emergency 
and Elective Care. This will provide more rigour to the work of the control 
room whose role is to ensure that processes are followed to create flow 
across the organisation. Discharge is also an area of focus to maximise 
bed occupancy rates. 
 
He was pleased to report that recruitment to the additional clinical staff in 
ED, recently approved by the Trust Board had commenced with two 
consultant appointments made. Appointment to middle grade posts and 
Advanced Nurse Practitioners is in progress. Furthermore, the newly 
appointed CD for ED and Acute Medicine; David Donegan commences at 
the beginning of June who will help drive performance improvement 
against the standard and deliver hospital flow.   
  
IB reflected upon the discussions at the recent ED consultant interviews 
and the range of views in relation to the impact of rapid assessment and 
treatment (RAT). DE advised that RAT provides a quick assessment, 
putting diagnostics in place with a view to rapid treatment. This is an area 
that the CD in ED and Acute Medicine will be asked to focus on. He 
acknowledged that there was varying views as to whether RAT proved to 
be helpful or a hindrance. MP added that there was clear evidence 
nationally that RAT worked and Chief Officers have specifically requested 
that this is embedded in ED. NF added that there is evidence that it is 
difficult to implement if there are too few consultants as it is labour 
intensive. However, with more senior appointments being made, it is 
incumbent on them to make this work. DE added that the business case 
approved by Trust Board for additional investment to support the 
appointment of ED staff was predicated on RAT becoming embedded in 
ED. 
 
DE reported that performance for delivery against the referral to treatment 
(RTT) incomplete standard deteriorated last month; reporting 86.5% 
against the 92% national standard in March. Whilst the position is in line 
with the agreed trajectory, it falls short of the national standard and work is 
underway to close the gap. The DoO for Elective Care is leading a piece of 
work to develop a recovery plan by the end of June.  
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DE advised that the number of patients breaching the 52 week-wait 
incomplete pathway was a much wider issue with half of the patients on the 
waiting list awaiting thyroid surgery. There is a significant capacity 
constraint and work is underway to mitigate this. He advised that work was 
ongoing to review the entire waiting list and undertake a planning exercise. 
 
SK drew attention to page 11 of the report and sought to understand why 
some Groups were consistently underperforming and whether this was 
related to capacity gaps, facility issues or practice. DE advised that the 
organisation now has a better level of grip on the waiting list. He 
acknowledged that Trauma & Orthopaedics had experienced a number of 
operating gaps, which the organisation was well sighted on at sub-specialty 
level. AH added that any small absence can have an acute impact on 
capacity at sub-specialty level. MP added that overall there has been an 
improving picture of cross cover arrangements in place. 
 
Discussion ensued in relation to the thyroid patients waiting for treatment 
and AH assured that the cancer patients had all been listed for treatment.  
 
Cancer performance deteriorated in March with performance reported at 
75.1% against the 85% national standard. DE advised that the issues 
relating to treatment of thyroid patients was an element of this. He assured 
that the implementation of the Somerset Cancer Registry will provide the 
ability to view in real time information to support a seamless patient 
journey. The organisation is in the final phase of rolling this out. He assured 
the Board that there was a level of optimism in terms of cancer 
performance in April. 
 
The Chairman invited the Board to pause for a minute silence as tribute to 
those people that had lost their lives in the recent terror attacks in 
Manchester. 
 
Discussion turned to quality and safety and MP was pleased to report that 
mortality indicators HSMR (92.3) and SHMI (110.79) were both within 
expected range. She added that work was ongoing with Commissioners 
with a view to reducing SHMI for chronic long-term conditions. BB assured 
that the Quality Governance Committee has a clear line of sight on 
mortality. She added that the gap analysis against the framework for 
identifying, reporting, investigating and learning from deaths in care and the 
action plan arising from this presented to the Committee had been 
welcomed.  
 
MP proceeded to provide an overview of other quality indicators; 
highlighting that that compliance with the 25-day turnaround for complaints 
had improved from 77% to 84%. There has been one harm related incident 
reported in April. She assured that duty of candour was displayed 
immediately to the patient and a serious incident investigation is underway.  
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MP advised that Health Education West Midlands (HEWM) were returning 
to undertake an assessment of the Obstetrics and Gynaecology 
Department tomorrow and she assured that she was not anticipating any 
escalation to arise from this visit.  
 
BS observed that there was a HEWM visit to assess Surgery at the end of 
June. MP acknowledged this and assured that concerns relating to rotas 
had been worked through and whilst middle grade posts remain un-filled 
she was overall content with the progress that had been made. 
 
MP was pleased to report that the Grand Rounds for the last four weeks 
have consistently attracted an audience in excess of 100. 
 
NF drew attention to page 14 of the report and highlighted that UHCW had 
reported 29 cases of clostridium difficile against a ceiling of 42 in 2016/17. 
There have been two cases reported in April 2017. 
 
NF advised that the MRSA decolonisation score had deteriorated to 90.4% 
against a previous position of 100%. Discussion ensued and NF assured 
that this was as a result of one patient not having been decolonised. 
 
NF assured that MRSA high risk emergency screening was improving at 
90.6%. 
 
NF advised that two grade 3 pressure ulcers and two falls resulting in 
serious harm had been reported in April and that investigations were 
underway. 
 
Discussion turned to finance and DM acknowledged that month 1 
historically revealed unusual activity reporting for multifactorial reasons 
including the Easter public holiday. This year was no different, and in 
addition there has been significant changes to the way in which activity is 
recorded and counted. He advised that UHCW is reporting a £5.2m year-
to-date deficit against a planned year-to-date deficit of £3.4m; therefore 
demonstrating £1.8m adverse to plan in April. He added that it was 
important to review the position after the first quarter to understand true 
trends. 
 
DM emphasised the challenge of meeting a large Cost Improvement 
Programme (CIP) target of £25.9m and acknowledged that the CIP 
identified (£16.2m) falls short of the target. He added that more needed to 
be done to identify CIP on a recurrent basis. 
 
April has reported the lowest actual spend on agency of £1.8m against 
NHSI profile of £2.2m. However, he acknowledged the Easter public 
holiday and recent changes to HMRC intermediaries legislation (IR rules) 
will have contributed to this. 
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DM advised that UHCW continued to await clarification from NHSI as to 
whether the Capital Plan has been formally approved; observing that there 
was a national capital shortage crisis. 
 
DP acknowledged the April reporting is historically idiosyncratic but 
cautioned that £1.8m off plan was an early step in the wrong direction and 
it was crucial that the organisation recognised this. He reflected that March 
presented a very good level of income and urged that work is done to draw 
out the positives from this to effect change early on in 2017/18. DM 
acknowledged this and advised that in excess of 500 additional theatre 
lists, as well as additional waiting list initiatives had contributed to the 
income position in March. He emphasised the need for the organisation to 
improve theatre utilisation, and work is ongoing in this regard. 
 
In response to a query from DP regarding real time theatre utilisation 
figures; DM advised that the daily run rate for day cases in May is 270 per 
day. The daily run rate for elective activity in May is where it should be. He 
added that both figures were on target for May; although, he cautioned that 
this was volatile and subject to change on a day by day basis. 
 
In response to a query from BB, DM assured that discussions had taken 
place with the Clinical Groups regarding resilience and the need to backfill 
waiting lists to maximise theatre utilisation over the summer period and 
beyond. 
 
BB reflected upon previous issues highlighted with annual leave and 
pressed that it was essential that clinical staff adhered to the leave policy to 
avoid shortfalls in activity. DE assured that there was a clear expectation 
that Clinical Groups will plan, book and approve annual leave in 
accordance with Trust policy. There have been a number of discussions to 
test compliance.  
 
Discussion turned to workforce and KM drew attention to page 29 of the 
report and advised that there were a couple pieces of work ongoing that 
were yielding improvement with mandatory training compliance. However, 
there were some areas that required further focus. She advised that the 
outputs from a piece of work to drill down in the problem areas has been 
prepared and will be presented to the Quality Governance Committee in 
June with progress being closely monitored. She added that accessibility of 
training has been reviewed, in order that requirements are fulfilled and 
furthermore, staff have a personal responsibility to ensure that they remain 
up-to-date in line with terms and conditions of employment and incremental 
progression. 
 
DP sought to understand the consequence to staff for non-compliance; AH 
assured that the Clinical Groups are scrutinised at quarterly performance 
reviews with clear messaging that staff will not progress to the next 
gateway unless they are 100% compliant. 
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The Trust Board CONFIRMED their understanding of the contents of the 
April 2017 Integrated Quality, Performance and Finance Report and 
NOTED the associated actions. 
 

HTB 
17/119 

RESEARCH AND DEVELOPMENT UPDATE  

 The Chairman welcomed CJ and CI to the meeting. 
 
CJ drew attention to the two national targets that the Research and 
Development (R&D) Department are required to report against in terms of 
performance in initiating and deliver of trials.  
 
She acknowledged that performance in relation to initiation in trials has 
demonstrated an upward trajectory in recent years but remains behind 
target.  This is a reflection of the picture nationally and furthermore the 
introduction of the national HRA assessment and approval system led to 
significant national delays in approving studies with subsequent local 
impact in opening trials to recruitment.  She acknowledged that 
performance issues were not solely impacted by external influences and 
that work has started internally to undertake a pilot within Pharmacy to get 
trials up and running faster. CJ assured that the Trust would be meeting 
the targets by the end of 2017/18 and added that a new Lead Nurse joined 
the R&D Team in April who will be focusing on performance. 
 
In response to a query from SK; CJ advised that 2017/18 was a year of 
consolidation and that work will continue to increase the research base and 
engagement with the Groups, and to work better with academic partners. 
 
MP highlighted the R&D successes including that the Team were finalists 
for the fifth year running for the NHS Clinical Research Site of the Year in 
the PharmaTimes International Clinical Researcher of the Year Awards 
2017. Furthermore, the Annual R&D Summit will be held shortly. CI 
acknowledged this and paid tribute to the Trust Board’s support of the R&D 
agenda and recognition that this was pivotal to achievement of the 
organisation’s vision to be a national and international leader in healthcare. 
He added that it was important that funding was invested wisely to 
maximize research opportunities and work was ongoing to develop 
researchers of the future through further developing the research 
environment, i.e. INCA programme. 
 
SK sought to understand how UHCW benchmarked against organisations 
both locally and nationally. CJ advised that she didn’t have national 
benchmarking statistics but advised that UHCW benchmarked lower than 
peers locally.  
 
SK observed that the focus has been on delivery and suggested that it may 
be appropriate to reconsider the targets and focus more on discovery and 
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development. CI acknowledged this but suggested that this applied to 
innovation rather than R&D. 
 
Discussion ensued and CI advised that commercial income remains 
significantly behind target.  There has been an increase in commercial 
recruitment, which has yet to be mirrored in income as commercial sponsor 
approval is required before activity can be invoiced.   
 
CI advised that knowledge mobilisation and self-promotion was an area 
that could be improved. A comprehensive commercial research strategy is 
in development, which will act as a catalyst to increase activity and 
therefore income opportunities.    
 
BB suggested that it would be helpful for the Board to understand the 
outcomes from research trials, in terms of changes in practice. The 
Chairman agreed that this would be scheduled at a future Board Strategic 
Session  
 
The Trust Board NOTED the work that has been achieved with Research 
and Development to meet national and local targets. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
MP 
 

HTB 
17/120 

INFECTION PREVENTION AND CONTROL POLICY  

 NF presented the policy, to the Trust Board for approval in accordance with 
requirements. She added that the Infection Prevention and Control Annual 
Programme of Work will be presented to the Board later in the year along 
with the Annual Report. 
 
The Trust Board APPROVED the Infection Prevention and Control Policy. 

 

   
HTB 
16/121 

DECLARATION OF COMPLIANCE AGAINST THE NHS PROVIDER 
LICENCE 
 

 

 RS introduced the report and advised that there was a new requirement 
from NHSI to declare compliance against the relevant conditions of the 
NHS Provider Licence. She added that NHSI have requested that 
providers carry out a self-assessment process of their compliance against 
the conditions relating to systems and standards of corporate governance 
and processes to identify risks and guard against occurrence.  
 
AH sought assurance that the approach taken was sufficient; RS advised 
that NHSI have not set out a single approach that must be adopted; 
however, guidance 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. RS has 
undertaken a high-level review and confirmed that in her opinion the 
organisation was compliant.  
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RS drew attention to page 5 of the report and highlighted that in addition to 
NED membership of committees, she would make reference to all Board 
Committees being chaired by a NED. 
 
AH queried whether an acknowledgement of the submission would be 
provided; RS advised that this had not been indicated. She added that 
NHSI will be auditing a sample of organisations over the coming months. 
KM added that Foundation Trusts have previously been asked to provide 
similar submissions and advised that acknowledgements are not routinely 
provided. She added that in her view and experience this was a 
comprehensive document. 
 
AH commended RS for the report. 
 
The Trust Board: 
 

• NOTED 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; 

• CONSIDERED the robustness of the evidence that is in place 
against each condition and the recommendation of the Director of 
Corporate Affairs;  

• DETERMINED that compliance can be declared; and  
• AUTHORISED the Director of Corporate Affairs to complete the 

necessary declaration of compliance via the NHSI portal. 
 

HTB 
17/122 

FREEDOM TO SPEAK UP GUARDIAN  

 RS presented the report and advised that the role of the Freedom to Speak 
Up Guardian (F2SUG) has evolved since the National Guardian’s Office 
was established and following the agreement that the Trust Board Advisor 
(TBA) would be approached to undertake the F2SUG role at UHCW 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 RS 
would do so on a temporary basis given that RS was already the lead for 
Raising Concerns.  Since then the requirements have become clearer and 
Chief Officers agreed that the RS 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. 
 
Accordingly, RS has attended the inaugural National Guardian Conference 
and undertaken the formal training in the role that was provided on behalf 
of Health Education England by Public Concern at Work. 
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AGENDA 
ITEM 

DISCUSSION ACTION 

 
Whilst there is no one model that is mandated, 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 Care Quality 
Commission (CQC) Well-Led domain.  The national model job description 
for the role has been adopted by UHCW. 
 
RS added that 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 TBA 
role and the Confidential Contacts in order that existing, successful 
mechanisms are maintained. She proposed 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. She assured that the Audit 
Committee Chair was content with the proposed change in reporting lines. 
 
The Chairman observed that in her role as Director of Corporate Affairs; 
RS reports directly to AH and queried whether this may not be considered 
independent. RS acknowledged this and suggested that having a direct 
line to AH and the Board provides the necessary links to ensure that the 
Board is sighted on any concerns raised. KM added that independence 
means different things to different people. DP concurred and added that it 
was important that staff recognised that they can also approach him as 
Audit Committee Chair and the Chairman, should they prefer to take that 
route. RS confirmed that was reflected in the Raising Concerns Policy 
recently approved by the Board.   
 
The Chairman thanked RS for undertaking the role and praised the report. 
 
The Trust Board APPROVED the proposed implementation of the role as 
outlined in the report.  
 

HTB 
17/123 

MATTERS DELEGATED TO THE BOARD COMMITTEES   

 The Trust Board NOTED that the following matters had been delegated: 
 

• Update on outcomes and changes in practice arising from clinical 
research trials at a future Strategic Board; and  

• Group Governance Framework progress update to the Finance and 
Performance Committee in January 2018. 
 

 

HTB 
17/125 

QUALITY GOVERNANCE COMMITTEE MEETING REPORT OF 15 MAY 
2017 
 

 

 BB presented the report. She confirmed that the Quality Account was 
approved for onward submission to the extraordinary Audit Committee and 
Trust Board for final approval at the end of May. 
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AGENDA 
ITEM 

DISCUSSION ACTION 

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

HTB 
17/126 

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORT OF 
17 MAY 2017 
 

 

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

 

HTB 
17/127 

ANY OTHER BUSINESS  

 There was no other business transacted.  
   
HTB 
17/128 

QUESTIONS FROM MEMBERS OF THE PUBLIC   

 There was no questions from members of the public. 
 

 

HTB 
17/129 

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

 

  
SIGNED 
 

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

  
CHAIRMAN 
 

 
DATE 

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

27 JULY 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 February 
2018 

Results expected autumn 2017 
and will be scheduled on a 
Strategic Board early 2018. In 
the meantime, feedback will be 
provided within the framework of 
regular TTWC reports to the 
Board. – scheduled on February 
Strategic 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 DM confirmed that relevant 
performance data relating to 
transport is collected through the 
West Midlands automated 
dispatch system as part of the 
emergency contract. This has 
been reviewed and has revealed 
a wider issue relating to the cost 
of patient transport which is 
currently under review. 

Yes 

1 
 



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

27 JULY 2017 
 

AGENDA ITEM ACTION RESPONSIBLE 
OFFICER 

COMPLETION 
DATE 

UPDATE REMOVAL 

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 December 
2017 

Provisionally scheduled on a 
Strategic Board agenda for 
December 2017 

Yes 

ACTIONS FROM MAY 2017 MEETING 
HTB/17/112 
PATIENT STORY 

NF praised the report, which had 
illuminated the issue around the 
requirement for post-bereavement 
support and advised that she would 
take the discussion to the End of 
Life Committee. 

NF July 2017 NF met with Sarah MacLaran 12 
June 2017 regarding with a view 
to incorporating the discussion at 
a future End of Life Committee 
meeting. 

Yes 

HTB 17/118 
INTEGRATED 
QUALITY, 
PERFORMANCE 
AND FINANCE 
REPORT 

The first of the Group Management 
Boards are expected to be held in 
July. She agreed to provide an 
update to the Finance and 
Performance Committee in six 
months’ time. 

RS Jan 2018 Administrator for F&P emailed 
25.5.17 and asked to schedule 
on F&P agenda January 2018 

Yes 

HTB/17/119 
RESEARCH AND 
DEVELOPMENT 
UPDATE 

BB suggested that it would be 
helpful for the Board to understand 
outcomes and changes in practice 
arising from research trials 

MP December 
2017 

Provisionally scheduled on a 
Strategic Board agenda for 
December 2017 

Yes 
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 
 

REPORT TO THE TRUST BOARD: PUBLIC 
 

27 JULY 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: 
 

• Approval of the Annual Accounts meeting 
• Chairs meeting with Ed Smith (NHS Improvement) 
• Consultant Neurologist Interviews 
• Meeting with David Burbidge, Andrew Dixon and Michael Mogan (re Coventry City of 

Culture) 
• Chairs Quarterly meeting 
• Strategic Board 
• Together Towards World Class meeting 
• UHCW Charity Trustee Board 

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

 
 

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

 
 

IMPLICATIONS: 
Financial: None 
HR/Equality & 
Diversity: 

None 

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

 

 



  

 

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

Andy Hardy, Chief Executive Officer 

Date 27 July 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 June and 
July 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 NHSE/NHSI Q1 Stocktake Event with Coventry and Warwickshire STP 
• Attended Quarterly meeting with Ruth Light and Chris Bain (Healthwatch) 
• Attended UHCW Progress Review meetings with NHSI 
• Carried out Chief Officer Appraisals 
• Attended the Approval of Annual Accounts meeting 
• Undertook Together Towards World Class organisation-wide presentations for all staff 
• Local STP Transition Board 
• A day in the life of .... Nursing Staff (shadowing nursing staff on Ward 22) 
• Attended a meeting to agree STP Workforce Priorities 
• Attended Joint Provider CEO \ CCG Chief Officer Meetings 
• Spoke at the London Branch Annual Conference Healthcare Financial Management 

Association (HFMA) 
• Met with David Burbidge, Andrew Dixon & Michael Mogan re: Coventry City of Culture 
• Attended the local Virginia Mason Guiding Team Meetings 
• Attended the Midlands and East CEO Event in Leicestershire 
• Attended the West Midlands Health & Wellbeing STP Executive Group 
• Attended a Reception in support of Coventry Cathedral in London 
• Spoke at the West Midlands Annual Conference Healthcare Financial Management 

Association (HFMA) 
• Attended the Transformation Guiding Board Meetings in London 
• Spoke at the Health and Social Care Summit Coventry and Warwickshire 
• Attended the Better Health, Better Care, Better Value - Consultation and Engagement 

Session 
• Attended the Innovation Hub Summer Launch event at UHCW 
• Attended Quarter 1 Performance Reviews 
• Attended the STP Transition Board Workshop re: Deloitte OD Process / HEE 



• Attended the UHCW Regional Urgent Care Escalation Meeting with NHS Improvement  and 
NHS England 

• Presented at HFMA Providers Conference 
• Attended the Chartered Institute of Public Finance and Accountancy (CIPFA) Annual 

General Meeting, Presidents Dinner and Annual Conference 
• Attended the HFMA Key Supporter Dinner 
• Attended the Coventry Health and Social Care Scrutiny Committee  
• Attended the Coventry & Warwickshire LWAB (Local Workforce Action Board) meeting 
• Attended the CHKS (Comparative Health Knowledge System) Top Hospital Awards 

performance analysis presentation 
 

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

Appointed Candidate Consultant Position  
Mathangi Thangavelu Resident Consultant Obstetrician - Obstetrics 
Vandana Dhingra Maternal Medicine 
Vjeran Cajic Consultant in Infectious Diseases 
Evangelos Vryonis Consultant in Infectious Diseases 
Gorana Kovacevic Consultant in Infectious Diseases and Acute Medicine 
Maitrayee Maitra Consultant Obstetrician & Gynaecologist - Hysteroscopy 
Mohamed Gaber Consultant Obstetrician & Gynaecologist - Reproductive 

Medicine & Emergency Gynaecology 
Weronika Szczecinska Dermatology 
Saibal Sanyal Dermatology 
George Madden Anaesthetist 
Tarunya Arun Neurologist 
Chen Sheng Low  Radionuclide Radiology 
Debabrata Roy  Transplant and General Surgeon 
Christopher Hill Orthopaedic Paediatric Consultant 

 
 
Publications: 
Public Health England has published their Health Outcomes Framework for 2016-2019. This links 
with the STP as it focuses on   

• increased healthy life expectancy 
• reduced differences in life expectancy 
• healthy life expectancy between communities 
 

https://www.gov.uk/government/publications/public-health-outcomes-framework-2016-to-2019 
 
NHS England has published a summary of its performance for 2016-17: 
https://www.gov.uk/government/publications/nhs-england-assessment-of-performance-2016-to-
2017 
 
The Department of Health has published its annual report and accounts for 2016-17: 
https://www.gov.uk/government/publications/department-of-health-annual-report-and-accounts-
2016-to-2017 
 
NHS Improvement have published revised guidance on undertaking well-led assessments; the 
recommendation being that these are undertaken every 3-years by an external body. The Well-
Led Framework has been refreshed and is now more closely aligned to the CQC domains and the 
related KLOEs: 
https://improvement.nhs.uk/uploads/documents/Well-led_guidance_June_2017.pdf 
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Mr David Eltringham – Chief Operating Officer 
• ED and RTT performance remains challenging.  I continue to spend considerable time on 

this.  
• 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 meeting chaired by Glen 

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

Board.  
• Andy Hardy and I met with NHSI at an Escalation Meeting relating to ED.  This was 

attended by Dale Bywater, Regional Managing Director for NHSI. 
• I have had meetings with Project Co and our PFI partners about Fire Safety/Stopping and 

the Aseptic Suite. 
• I led an Away Day for Trust Group Managers, which was focused on performance 

improvement. 
• I chaired the Trusts Cancer Board.  
• Along with Chief Officer colleagues I participated in Quarterly Performance Reviews.  
• I am the Executive Sponsor for 3 of the FiP2 Workstreams. 
• I led the fourth RPIW in the Patient Safety Value Stream reviewing the way we investigate, 

learn from and change practice following Patient Safety Incidents (see the Report Out Video 
for more information). 

 
Mr David Moon – Chief Finance & Strategy Officer 
Since the last Trust Board Meeting and, in addition to the routine corporate meetings such as 
COG; COG Financial & Quality Star Chamber; Risk Committee; Strategy Group & Board 
Seminars, F&P, Audit Committee, IDMs, VMI Trust Guiding Team, CIP Steering Group and 
Strategy Unit; I have undertaken the following commitments: 
• Attended the West Midlands Cancer Alliance Meeting 
• Met with PWC re: FIP 2 on a number of separate occasions including 4 introductory events 

with leads/consultants 
• Attended NHSI Finance Directors Meeting. 
• Attended a number of meetings re: service management changes at GEH 
• Met with PFI partners on a number of issues 
• Met with Specialised Commissioning 
• Attended the NHSI Carter Pathology Board meeting 
• Met with other Finance Provider Colleagues and Coventry and Warwickshire CCGs on 

Stroke Pathway changes 
• Attended UHCW Cancer Board 
• Attended Rugby Theatre Replacement Market Engagement events 
• Met with GEH on Pharmacy collaboration 
• Attended the STP Programme Delivery Group 
• Attended the West Midlands HFMA Annual Conference 
• Interviewed for 2 Consultants In Renal Transplantation 
• Met with Ramsey Healthcare 
• Attended a number of Leading Together Q&A sessions 
• Attended the Innovation Hub Medici evening 
• Attended the T&O away day 
• Attended TTWC event 
• Attended the Specialised Services and Cancer Oversight Board 
• Attended Strategic Partnership Board at WAHT and Oncology footprint discussion 
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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, Patient Safety Committee, Risk Committee, Mortality Review Committee, 
Serious Incident Group (SIG), Medical Concerns meeting, Extraordinary Audit Committee, Quality 
Forum, 7 day Services Steering Group, Risk Committee, Quality Star Chamber and my own 
clinical work, I have undertaken the following activities since the last Trust Board meeting in May 
2017: 
• Visited wards (42,41,43,ED, AMU, Theatres, Labour Ward) informally, speaking to Junior 

Doctors, Nurses, Pharmacists and Consultant colleagues 
• Visited the Emergency Department to shadow consultant in charge during a morning shift 
• Made Responsible Officer submissions to GMC and met with HR to discuss ongoing GMC 

case(s) 
• Attended Grand Rounds 
• Complaint letter(s) review and sign off 
• Never Event meetings with clinical teams and CEO 
• Chaired Local Maternity System (Maternity & Paediatrics STP Work stream) meetings: This 

work is progressing and the LMS is required to submit a plan to NHSE in September 2017.  
The plan will be brought to all provider Boards and the STP Board prior to submission to 
NHSE. 

• Visited University Hospitals Bristol NHS Foundation Trust with David and Nina to learn 
lessons around their CQC ‘outstanding’ position.  

• Teleconference with James Quinn (Regional Medical Director, Midlands and East) to 
discuss medical locum spend 

• RCP Report following invited service review of our renal service and action plan meeting 
with the Group Management Team 

• STP Workforce Priorities meeting 
• Met with Deborah Markham (SWFT) - Duty of Candour matter  
• Meetings with PWC to discuss FIP 2  
• FIP2 launch sessions to work stream leads  
• Meetings with Consultants about FIP 2 
• Attended Innovation Hub opening event 
• UHCW Progress Review Meeting (PRM) with NHSI 
• Quarterly Performance Reviews 
• I undertook an individual practice review on behalf of RCOG  
• Invited presentation at NHS Improvement Event; Inspiring improvement 2017: share, learn, 

connect and celebrate  
• NHSI, Medical Directors engagement and learning event  
• VMI Trusts Medical Directors meeting with Dr Kathy McLean 
• Research Summit opening and closing, 14 July 2017 
• Annual Audit Awards 
• HEWM review of Surgery 
• HFEA inspection of CRM 

 
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 May 2017: 

• Participated in various TTWC Events for all staff 
• Hosted a Nursing & Midwifery Development Day for staff 
• Undertook regular Clinical Shifts within the Trust (ED & Geronotology) 
• Visited Bristol NHS Foundation Trust with Chief Officers as part of the Trust’s ‘Getting to 

Good’ programme 
• Participated in a teleconference with West Midlands Quality Review Service – improving 

quality 
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• Attended NHS Confederation Conference 
• Participated in the Leading Together Programme at University of Warwick as CO leading 

Question & Answer session. 
• Meeting with Guy Daly, Dean of Coventry University 
• Participated in Lead for Leaders Training 
• Attended Health and Social Care Summit Reimaging Integration 
• Attended Friends of St Cross AGM and provided the Vote of Thanks  
• Attended Q1 Quarterly Performance Review meetings 
• Participated in visit to Trust by Chair of NHS Digital 

 
Deputy Chief Nursing Officer 

DCNO attendance at the AUKUH Director and Deputy Director of Nurses summer 
meeting.  As well as the opportunity to network with colleagues from other Trusts, 
spotlight sessions were provided on Magnet Hospitals in the UK, feedback from Nursing 
Associate pilot sites and an opportunity to discuss educational issues with Lisa Bayliss - 
Pratt from Health Education England.   

CNO and DCNO led a development day with Associate Directors of Nursing in June. This 
gave us the opportunity to share and reflect on each member of the teams Discovery 
Personal Profile, update the team on achievements, challenges and suggested priorities 
from each corporate portfolio and focus on the ‘must do’s’ in the coming 6-12 months. 
The day evaluated well. 

Womens and Children  

• A-EQUIP – Coventry and Warwickshire Model shared at national event by HoMs and 
LME. Good evaluation 

• Coventry A-EQUIP model published in BJM journal, quote from HoM – author Director of 
Midwifery at NHS England 

• Safe Sustainable staffing for maternity services circulated for comment on 30/6/17. UHCW 
made contribution to the document 

• 16 Midwives successfully recruited to commence in September 2017 
• Results from Birth Rate Plus assessment will be presented to Chief Officers Group  
• Paediatrics and neonates have had a successful recruitment campaign 
• Safeguarding Training and MCA and DoLs awareness raising continues via board rounds 

and check and challenge 

Education & Research 

• Nursing Associates briefing sessions – following the successful bid to be a Fast 
Follower as part of the pilot for Nursing Associate roles and recruitment of 8 trainees.  4 
briefing sessions have been held for staff who want to know more about the role an how to 
become a Nursing Associate and to sign post staff if they do not have the required Maths 
and English qualification in preparation for future programmes. 20-30members of staff 
attended each session – further sessions are planned. 
 

• Collaborative workshop - attended workshop on 12th June at Coventry University, 
Techno Centre, to explore the opportunities for multidimensional simulated learning within 
the new Science and Health building. -  This included a visit to the new build and overview 
of simulation learning and introduction to Mask-Ed. Further meetings to be held to 
progress collaborative working in relation to simulation.  

 
• KeeponASKIN – Tissue Viability Team launched their latest campaign to promote 

pressure ulcer prevention which includes the 6 moments of Pressure Ulcer Prevention.  
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They have visited clinical areas to discuss the ASKIN care bundle. 500+ staff have 
pledged to Keepon ASKIN – what can I do to prevent pressure ulcers?  

 
• Vietnamese Visitors – 6 senior members from Viet Duc University Hospital of staff spent 

the day at UHCW meeting staff and hearing about their work at UHCW caring for patients. 
They visited Lucina Birth Centre and the Surgical Training Centre where they had the 
opportunity to observe a training session.  The visit was part of collaborative working with 
Birmingham City University. 

 

Operations & Delivery 

• Worked with PPMO to develop metrics suite for ward view and red to green 
• Set up task and finish group for updated Discharge policy 
• New AND now in post 

 
Karen Martin, Chief Workforce and Information Officer 
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 Q1 Performance Reviews with the Groups.  I have also, in my capacity as CWIO, chaired 
Training, Education and Research Committee and Transforming Workforce Supply Committee. 
 
Other commitments have included: 
• Hosted a Workforce Seminar for my senior team members which was well attended and 

received positive feedback 
• Attendance at a Nursing Retention Masterclass with NHSI 
• Attendance at the West Midlands HR Directors networking meeting 
• Met with Noel Gordon, NHS Digital and Harpreet Sood, NHS Digital Academy together with 

Professor Sudesh Kumar and Nina Fraser. 
• Attended a NHS Gradscheme Programme and Placement Managers Mandatory Training day  
• Attendance at July’s Arden, Herefordshire and Worcestershire Local Workforce Action Board 

(LWAB). 
 
Transformation: 
• Over sixty people attended the inaugural Medici Evening held in the Innovation Hub, which 

sought to explore how collaborative working across the local health economy could be 
enhanced. Given the positive feedback from attendees, the 5 July 2018 has been booked for 
next year’s event. This coincides with the 70th anniversary of the NHS. Follow up 
conversations will be held to demonstrate the value of this year’s event, with 
impact/outcomes.   

• The Somerset Cancer Registry system has been implemented. It will improve quality 
surveillance for cancer patients, as well as improve the capture and submission of nationally 
mandated data sets.   

• A joint Histology and Theatres workshop was held, resulting in an action plan to 
streamline the pathway, this to improve the turnaround of patient results. 

• A nationally mandated move to paperless GP to Consultant referrals is underway. Trauma 
and Orthopaedics is piloting new ways of working and processes prior to a wider project 
across the Trust starting in September.  

• Implementation of the Medisoft system in Ophthalmology continues. The Glaucoma 
pathway is now live, reducing paper processes and releasing administrative time.  

• The Ophthalmology Value Stream continues to measure the benefits to patients of the newly 
tested triage system in Eye Casualty, following the Rapid Process Improvement Workshop 
(RPIW). Measurements show a reduction in patient waiting time by a third. 

• The Patient Safety Incident Value Stream has rolled out the new incident reporting process 
along with Safety Huddles across the whole Trust.  The fourth RPIW for Patient Safety Value 
Stream reported out earlier in July.  This workshop focused on actions following any incidents 
of serious harm. 
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• The Theatres Value Stream continues to measure the benefits of the two RPIWs focused on 
Surgery On Day Of Admission (SODA). These workshops identified a second area for patient 
privacy and dignity and ways to reduce delays on the day of surgery in the Urology pathway. 

 
Performance and Programme Management Office (PPMO): 
• The Performance team has supported Chief Officers to redesign the information packs for 

2017/18 for the quarter one Clinical Group reviews. We are also publicising our new 
Infographics information and functionality on InSite. 

• The Corporate Analytics team have been developing the Nursing QUESTT tool with the lead 
nurse for Quality and Safety, creating new reports with more detailed indicators for specific 
areas such as Outpatients and Neonatology.  The team has been reviewing data quality, 
working closely with Group Managers. The current focus is on overdue TCIs (to come in) and 
missed activity. 

• Surgical analysts within the Programme Analytics team have assisted in setting up paperless 
referrals in Outpatients. They also completed a maternity survey and supported clinical 
variation assessments in surgery, this latter specifically on discharge time and endoscopy 
activity. The team is also supporting deployment of the Trust’s new WardView system, leading 
on the information requirements. 

• The Clinical Coding team are reconfiguring to support new ways of working. They are also 
enhancing their analysis of coding data quality, undertaking a robust audit programme and 
reviewing local clinical coding policies. 

 
Information and Communication Technology (ICT):  
• The Trust was involved in the international cyber incident in May. Though we were not 

directly affected, our links to external organisations were disabled as a precaution, given 
cyber attacks elsewhere in the local community. Over that weekend a number of new software 
patches were sent out by software vendors, which ICT immediately installed on IT 
infrastructure.     

• As part of our response to the incident above, ICT has implemented additional IT security 
measures, including a Unified Threat Management (UTM) tool. This increases our ability to 
block or allow external connections made to the Trust.   

• As part of ICT’s commitment to quality, we have begun a proactive IT equipment 
replacement programme on wards in support of our clinical colleagues. A few wards are 
visited each day and defective IT kit is replaced, or recorded for urgent replacement. To date 
134 items of unreported broken equipment have been replaced. 

• The Mosaiq cancer system was successfully upgraded to keep abreast of the latest 
developments in the application.  

• The Trust has gained ISO27001 certification for its email system. This international 
security standard will support our application to continue to provide our own service following 
the recently introduced NHS standard for email systems.  

• The pilot of a new way of logging into and out of IT systems has been extended to Ward 33. 
This approach allows busy clinical staff to tap in and tap out of IT systems using single sign 
on technology. The pilots have been very well received so far. Further implementation is 
planned after feedback from the pilots.   

 
Workforce:  
• The Trust is hosting a series of events during June and July, led by the CEO, to update staff 

on progress of Together Towards World Class (TTWC). This is our vision to be a world 
class provider of healthcare. The events will engage staff further in our continuing journey of 
improvement.  The sessions were designed to help staff to hear the progress of TTWC and 
understand the links between TTWC and UHCW Improvement Services (UHCWi).  Initial 
feedback from the events is positive. Staff told us they appreciated the face-to-face update, 
liked the opportunity to give their suggestions/questions and felt motivated to remove waste. 

• 661 staff over the age of 40 have signed up to a free NHS Health Check. The check 
assesses risk of developing heart disease, type 2 diabetes, kidney disease and stroke, and 
helps staff stay healthy.  This initiative means staff can have the checks at work rather than at 
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their GP.  We have income generated £8,052 so far which will be re- invested in health and 
wellbeing initiatives for staff. 

• We have been successful in applying to host a NHS general management graduate trainee. 
They will commence in September with a placement in Women and Children’s Group. 

• We have developed a creative concept for our recruitment identity “Where Ideas Grow; 
Where Careers Grow”. This was launched at our recruitment fair on Saturday 20 May with 
400 people attending. The event included all Groups and Specialities holding stalls, providing 
department tours, offering interviews on the day and application and interview tip sessions.  

• We are very pleased to announce that we have put in place a Partnership and Recognition 
Agreement with Staff Side colleagues. We look forward to continuing partnership working 
with our unions.  

• We have held two joint meetings with senior nursing, finance, medical and workforce 
colleagues from CWPT, GEH and SWFT to explore opportunities for collaborative bank 
working and bank arrangements. 

• We have successfully recruited 14 apprentices into clinical support worker roles and have 
placements for them in a variety of clinical areas.  They will join the organisation on 4 
September  

 
Equality and Diversity: 
• The Independent Advisory Group meeting took place on 12 May. Key issues of discussion 

were the Innovation Hub, NHS Equality Week, Equality Objectives and EDS2 (equality and 
diversity system) 

• Further to that above, discussions have taken place with the Innovation Manager to identify 
how the wider community could possibly utilise the space and also to ensure that the Hub is 
accessible for all Protected Characteristic groups.   

• The Embrace Equality – Enhance the Experience Open Day took place as part of NHS 
Equality, Diversity and Human Rights Week. 20 internal and external partners participated 
in the event and over 200 people attended. 

• The Changing Futures Together – Supported Internship programme has now moved 
over to be managed by the Learning and Development team. We are pleased to report that 
two more interns from this cohort have been offered temporary work within the Trust.  

 
Communications: 
• The Communications team supported ICT during the international cyber incident on 12 May 

by getting messages out to the public about the attack on a number of other NHS 
Trusts.   

• Nominations for this year’s Outstanding Service and Care Awards (OSCAs) closed in 
May.  This year, 399 nominations were submitted to the Communications Team from staff, 
patients, relatives and local charities.  Shortlisted nominees will be invited to the ceremony in 
September. 

• The Communications team supported Recruitment with the successful online and media 
promotion of the Recruitment Open Day in May. Last month, the team also supported 
Recruitment with production of photographs and video features to advertise the Trust to 
potential employees. 

• The Communications team supported the production of two new NHS Improvement videos 
about the work so far with the Virginia Mason Institute.  One of the videos is about 
UHCW’s Patient Safety value stream, and features staff in Critical Care and Patient Safety 
talking about how the programme enabled a change in culture around incident reporting.  
CEO Andy Hardy was interviewed for the other video, which is about the Lean for Leaders 
programme. 
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1. Purpose  
 
To inform the Board of the performance against the key performance indicators for the 
month of June 2017. 
 
2. Narrative 
 
The attached Integrated Quality, Performance & Finance Report covers the reported 
performance for the period ending 30th June 2017.  
 
In the Trust Board Scorecard, 30 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), 
• Cancer 62 day urgent referral to treatment 

 
Key indicators achieving the target include: 

• HSMR - basket of 56 diagnosis groups 
• Friends and Family Test – all response rates 
• CIP Delivery 

 
The Value for Money indicators have been updated and brought in-line with the "Single 
oversight framework". The Trust is reporting a £4.8m year to date deficit against a 
planned year to date deficit of £4.4m; an adverse year-to-date position of £0.3m. 
 
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 June 2017 
Integrated Quality, Performance and Finance Report and note the associated actions. 
 
Name and Title of Author: Miss. Lynda Cockrill, Head of Performance and Programme 
Analytics 
Date: 21st July 2017 
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Executive Summary 

Integrated Quality, Performance and Finance Reporting Framework 3 

Indicators 
achieved 

Indicators  in 
exception 

Indicators  in 
watching 

status 

Total 
indicators 

Excellence in Patient care 
and experience 18 15 3 36 

Delivery of value for money 7 0 0 7 

Employer of choice 2 2 3 7 

Leading research based 
health care organisation 1 2 0 3 

Leading training and 
education centre 2 0 0 2 

All domains 30 19 6 55 

30 KPIs achieved the target in June 

The Trust has achieved 30 of the 55 indicators reported within the Trusts performance scorecard. Targets related to aspects of the emergency 
pathway (A&E waiting times and delayed transfers of care) and the elective pathway targets including RTT incomplete pathways and last minute 
non-clinical cancelled operations continue to underperform. Performance against the RTT incomplete target improved with the Trust reporting 
86.5% against the 92% national target in May, however there have been 24 breaches of the RTT 52 week wait standard. 
 
The Trust’s latest reported HSMR (Hospital Standardised Mortality Ratio) remains lower than the National ratio of 100 at 84.8 and shows a 
reduction for the third consecutive month. 
 
The Trust reports an increase in coverage rates for Friends and Family Test for Inpatients, A&E and Outpatients. Alongside this all four maternity 
touchpoints achieved over a 15% response rate. 
 
The Trust is reporting a £4.8m year to date deficit against a planned year to date deficit of £4.4m; an adverse year-to-date position of £0.3m. 
 
An MRSA bacteraemia reported in May has now been attributed to the Trust following arbitration. Further details are included in this report. 
 
 

What’s Not So Good? 
18 week referral to treatment time 
RTT 52 week waits 
Cancer 62 Day Urgent Referral to 
Treatment 

What’s Good? 
HSMR -  basket of 56 diagnosis groups 
Friends and Family Test – all response 
rate indicators 
CIP Delivery 

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

6 
Integrated Quality, Performance and Finance Reporting Framework 

Improving 
 
(3 months 
consecutive 
improvement) 

Deteriorating 
(red indicators 
worsening) 
 

(3 months 
consecutive 
deterioration) 

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

• HSMR- Basket of 56 Diagnosis Groups – this measure has consistently remained within the relative risk tolerances 
set by Dr Foster and has showed reduction month on month for the last three months. 

*RR = Relative Risk : The target for this indicator uses the relative risk as calculated by Dr Foster. The performance 
is classed as achieving target if the UHCW value is either below or within the expected range. 

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

• Following a period of improvement Delayed transfers of care as a percentage of admissions has now increased for 
a third consecutive month. 

Failed Year 
End Target 

• An MRSA bacteremia reported in May has now been attributed to the Trust following arbitration. Further details are 
included in the Quality and Safety section of this report. 
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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 has fallen to 
1.4% for June. Groups with the highest levels of such 
cancellations were Neurosciences (4.6%), Trauma and 
Orthopaedics (2.3%), Specialist Medicine and Ophthalmology 
(2.1%), Surgery (1.7%), and Women and Children (0.9%). 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 has increased this month to 0.65% 
against the 1% target. The number of 
breaches has increased to 70 of which 50 
were within Cardiology and 17 were awaiting 
Imaging. The total number of waiters has 
increased to 10,797 in June which is an 
increase of 654 from last month. 

The Trust’s performance against the 4 Hour A&E standard for June is 83% which 
reflects a 3.2% improvement on the previous month. The Trust continues to focus 
efforts on crucial areas across the hospital: Operational management, 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. Bed 
occupancy continues to be greater than 97% which is contributed to by a Delayed 
Transfer of Care (DTOC) level of circa 7% against the 3.5% (38 beds) target and an 
overall Medically Fit For Discharge (MFFD) figure of around 120.  Work continues 
with partners to reduce this and the re-establishment of a ‘Discharge Hub’ within the 
hospital will help as a system to positively navigate this. Additionally, 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, 
Trusted assessor, and focussed work on Mental Health pathways. 
 
Changes to the management structure have now been implemented and embedded.  
The introduction of a seated Patient Transit Facility on a 3 month pilot will help with 
flow and initial feedback is good; next steps will be to trial a bedded element which 
could further improve the throughput and flow.     
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Group summary of performance – Referral To Treatment  

10 Integrated Quality, Performance and Finance Reporting Framework 

In May the Trust achieved a 1% higher performance (86.5%) against the local  
trajectory (85.5%). However, this reflected referral numbers during the 
Christmas period resulting in a reduction in numbers moving into the over 18 
weeks wait time band in June. 
  
The Head & Neck service has seen an improvement with plans for treatment of  
thyroid patients including transfers to South Warwick Hospital and protected 
weekend theatre sessions.  
Colorectal are balancing Two Week Wait capacity and new appointment 
demand with an aim of reducing the current wait to new appointments.   
Dermatology are challenged with new appointments capacity due to 
commencement of the summer Two Week Wait effect.   
Trauma & Orthopaedics hand & wrist recruitment will positively impact in July 
against the current backlog growth in this specialty.  

5 

Underperforming groups include: 
• Trauma & Orthopaedics (75.3%) 
• Surgery (82.3%) 
• Neurosciences (90.5%) 
• Theatres and Anaesthetics 

(91.8%) 

5 out of 10 groups achieved 
the incomplete target 

The Trust has reported twenty four 52 week incomplete pathway 
breaches in May. Additional Head & Neck patients are being 
dated in June and July. A Trust trajectory for 52 week patients 
has been developed which is closely being monitored via the 
Access Meeting. The Trust expects to see an increase in patient 
choice delays due to approaching the summer months.  

Behind target 
(number behind) 

On target 

123 

RTT Incomplete 86.5% (Last month 85.7%) 
Target 92% 



Group summary of performance – Cancer Standards 

11 Integrated Quality, Performance and Finance Reporting Framework 

In May 2017 the Trust achieved seven of the eight national cancer standards. 
 
The exception was the 62 day GP Referral to Treatment standard which 
achieved 82.8% against the 85% standard for May. Breaches occurred in the 
majority of tumour sites for this standard due to a number of different causes 
including capacity and patient availability for diagnostics and complex cases 
requiring further investigations.  

 
 

7 cancer 
standards 

achieved in  
May 

 

105 days and over target not met 
 

4.5 breaches (6 patients) of the 105 days 
and over target was reported in May. 
The breaches occurred within urology (3 
breaches, 4 patients), head and neck (1 
breach, 1 patient), and the lung service (0.5 
breaches, 1 patient). 

2WW            31 day             62 day 

Performance against cancer standards by tumour site – 2017/18 year to date 
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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. 

Integrated Quality, Performance and Finance Reporting Framework 
12 

Quality & Safety 
Scorecard Indicators 

achieved 
Indicators  

in exception 

Indicators  
in watching 

status 

Total 
indicators 

Excellence in 
Patient care and 
experience 

23 10 8 41 

Leading research 
based health care 
organisation 

2 3 0 5 

Leading training and 
education centre 2 0 0 2 

All domains 27 13 8 48 

      10                                           8    23 Excellence in Patient Care and Experience 

Leading Research Based Health Care Organisation 

2 
 

Leading Training and Education Centre 

The Trust’s latest reported HSMR (Hospital Standardised 
Mortality Ratio) remains lower than the National ratio of 100 at 
84.8 and shows a reduction for the third consecutive month. 
 
An MRSA bacteraemia reported in May has now been 
attributed to the Trust following arbitration. Further details are 
included in this report. 
 
The Trust reports an increase in coverage rates for Friends 
and Family Test for Inpatients, A&E and Outpatients. 
Alongside this all four maternity touchpoints achieved over a 
15% response rate. 
 
Information regarding collection of valid NHS Numbers for 
patients has not been published by NHS Digital in time for this 
report. 
 
 
 

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

Integrated Quality, Performance and Finance Reporting Framework 
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Trust Scorecard – Quality and Governance Performance Committee 
Reporting Month June 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 

• An MRSA bacteremia reported in May has now been attributed to the Trust following arbitration. Further details 
are included in this report. 

• HSMR- Basket of 56 Diagnosis Groups – this measure has consistently remained within the relative risk 
tolerances set by Dr Foster and has showed reduction month on month for the last three months. 

*RR = Relative Risk : The target for this indicator uses the relative risk as calculated by Dr Foster. The 
performance is classed as achieving target if the UHCW value is either below or within the expected range. 

• None of the indicators that are achieving their targets this month have deteriorated for three consecutive months. 
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Area of underperformance – MRSA Bacteraemia –Trust Acquired 

16 

A case of MRSA Bacteraemia has been confirmed following reporting in May. 

 
 
 

UHCW NHS Trust had one case of Trust apportioned MRSA bacteraemia 
in May 2017. This was a complex case of an 86 year old previously 
known to be MRSA positive admitted following a fall at home.  A failure to 
follow Trust guidance led to decolonisation not being commenced 
promptly. 
 
The patient was being treated by the District Nursing team be Vac 
Therapy for a gangrenous toe. They noted non-compliance with care and 
a poor home  environment  led the team  district team to note  concerns 
for patient safety.  
The Trust requested third party attribution because the wound was 
thought to have been gangrenous prior to admission whilst under the care 
of the District Team who had no documentation. 
However, on admission, dressings were left in place during skin 
assessment. This failure did not contribute to the bacteraemia, but a 
failure to assess and decolonise led the arbitration team to decide that the 
case should be trust apportioned. 
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Integrated Quality, Performance and Finance Reporting Framework 

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 for RN/RM.  
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Finance and Workforce Summary 
This section includes the Finance and Performance scorecard which contains all relevant indicators that are encompassed within the overarching Trust 
scorecard, together with additional pertinent KPIs such as theatre efficiency and utilisation, which underpin the headline indicators. This report 
highlights areas of compliance and underperformance. 
 
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. 
 

Integrated Quality, Performance and Finance Reporting Framework 18 

Indicators 
achieved 

Indicators  
in 

exception 

Indicators  
in watching 

status 

Total 
indicators 

Excellence in Patient 
care and experience 14 19 3 36 

Delivery of value for 
money 8 2 0 10 

Employer of choice 2 2 4 8 

Leading research 
based health care 
organisation 

1 1 0 2 

Leading training and 
education centre 2 0 0 2 

All domains 27 24 7 58 

 

 
Performance against the RTT incomplete target improved with the 
Trust reporting 86.5% against the 92% national target in May and 
achieved the locally agreed trajectory, however there have been 24 
breaches of the RTT 52 week wait standard.  
 
The Trust is reporting a £4.8m year to date deficit against a planned 
year to date deficit of £4.4m; an adverse year-to-date position of 
£0.3m. 
 
 
 
 
 
 

   19 3           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 

          2 4 2 Employer of Choice 

18 

27 KPIs achieved the target in June 

8 



19 

Trust Scorecard – Finance and Performance Committee 
Reporting Month June 2017 

Integrated Quality, Performance and Finance Reporting Framework 19 
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Trust Scorecard – Finance and Performance Committee 
Reporting Month June 2017 

Integrated Quality, Performance and Finance Reporting Framework 20 



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 (12.0% adverse to plan; 
and pay and non-pay overspends (6.9% adverse to plan). To achieve outturn, the 
Trust needs to achieve additional savings of £15.1m. 

Trust Position Post Technical Adjustment (control total) 

Updates on Net Surplus/(Deficit) position 
The forecast net surplus position is £0.3m adverse to plan of £0.023m, largely 
dependent on achieving future savings of £15.1m. The Year-to-date position 
shows a £0.4m adverse variance (£4.8m deficit against a planned deficit of 
£4.4m). This is driven by the under achievement of STF monies. 

Net Surplus / (Deficit) position 

The Trust reports a £0.6m deficit forecast control total which is £0.3m adverse to plan as at month 3. 
The Trust is reporting a £4.8m year-to-date deficit against a planned year-to-date deficit of £4.5m; an adverse year-to-date position of 
£0.3m. The variance is due to failure to secure all STP monies in quarter 1. 
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Finance | Headlines June 2017 

AGENCY SPEND 
£5.8m 

£5.8m actual spend on agency 
spend year to date against 
NHSI profile of £6.5m 

Capital 

Cost Improvement 
Programme is £13.9m 
against £25.9m target Trust has an STF 

target of £14.6m. 

STF 
54% 

The Trust has identified £15.4m of 
potential savings: below the 
required target by £10.5m 
Year-to-date of £6.1m against 
target of £3.9m. 

Year-to-date position 
reports a slippage of 
£0.3m against plan of 
£2.2m. This is due to the 
failure to meet the A&E 
four hour requirements. 

Trust is forecasting £25.6m spend 
on agency which is in-line with 
target as at month 3. 

A Gross Capital 
Expenditure of £40.8m.  

As at Month 3, the Trust 
is reporting a £2.7m 

capital expenditure spend 
against a plan of £3.9m. 

CONTRACT & ACTIVITY  
INCOME 

0.8 % 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 £1.1m YTD 
against plan of £128.8m. 

Trust Plan 
£0.023 

(£3.445) 
(£3.961) 

(£4.397) 
(£4.744) 

(£4.297) 

(£5.243) 

(£4.098) 
(£3.440) 

(£4.509) 

(£2.905) 

(£4.950) 

(£0.023) 

(£5.205) 

(£7.129) 

(£4.826) 

(£6.914) 

(£5.929) 
(£6.433) 

(£5.299) 

(£4.553) 

(£5.786) 

(£4.385) 

(£6.164) 

(£0.353) 

(£8.0)

(£7.0)

(£6.0)

(£5.0)

(£4.0)

(£3.0)

(£2.0)

(£1.0)

£0.0

£1.0

April May June July August September October November December January February March

£m
 

Trust Plan Cummulative Budget Cumulative Actual Cumulative Forecast

(£292) (£622) (£1,081) 

(£3,208) 

(£20,850) £15,081 

£6,977 

£2,751 

(£30,000)

(£25,000)

(£20,000)

(£15,000)

(£10,000)

(£5,000)

£0

Trust Plan Contract
Income

Performance

Other Income Expenditure Additional
savings

required

Reserves Non Operating
Expenditure

Trust Outturn

£'
00

0 
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SOCI – Statement of Comprehensive Income 
Reporting Month June 2017 

Integrated Quality, Performance and Finance Reporting Framework 

The Trust reports a £0.6m forecast 
control total deficit, £0.3m adverse to 
planned control total deficit of £0.3m 
in Month 03. 

The Trust’s position in month 3 reports an 
improvement of £2.9m from previous 
month. As a result, year-to-date position is 
£0.3m adverse to budget of £4.4m. 
The forecast deficit is explained by under 
performance in contract income; largely due 
to actual year-to-date under performance in 
Elective, and Daycase activities.  The 
forecast position assumes performance in-
line with planned activity targets and other 
income from activities; largely driven by 
slippage on income CIPs and STF. 
Forecast operating expenditure is £1.2m  
favourable to budget. This includes the gap 
to target on CIP (£14.6m) and additional 
savings required (£0.5m). 
Overall Group expenditure forecasts £20.9m 
adverse to  budget; largely driven under-
delivery of CIP, and cost pressures some of 
which is held in reserves. 

Plan

£'000
Budget 
(£'000)

Forecast 
(£'000) £'000 %

Budget 
(£'000)

Actual
(£'000) £'000 %

Contract income from activities 521,547 522,986 521,905 (1,081) (0.2%) 128,848 127,767 (1,081) (0.8%)
Other income from activities 9,876 23,215 20,583 (2,632) (11.3%) 4,126 3,468 (658) (15.9%)
Other Operating Income 93,357 80,850 80,274 (576) (0.7%) 18,960 19,403 443 (2.3%)

Total Income 624,780 627,051 622,762 (4,289) (0.7%) 151,934 150,638 (1,296) (0.9%)

Pay costs (357,676) (355,212) (370,684) (15,472) (4.4%) (89,789) (91,797) (2,008) (2.2%)
Other operating expenses (201,276) (208,065) (213,443) (5,378) (2.6%) (53,110) (53,158) (48) 0.1%
CIP gap to target delivery 14,613 14,613
Additional savings required 468 468
Reserves (12,748) (10,694) (3,717) 6,977 65.2% (126) 0 126 (100.0%)

Total Operating Expenses (571,700) (573,971) (572,763) 1,208 0.2% (143,025) (144,955) (1,930) (1.3%)

EBITDA 53,080 53,080 49,999 (3,081) (5.8%) 8,909 5,683 (3,226) (36.2%)

Profit / loss on asset disposals (24,081) (24,081) (22,260) 1,821 (6,021) (3,525) 2,496
Depreciation 50 50 50 0 12 9 (3)
Interest Receivable (691) (691) (691) 0 (174) (163) 11
Interest Charges (26,007) (26,007) (26,007) 0 (6,504) (6,466) 38
Financing Costs (34) (34) (6) 28 (34) (6) 28
Unwinding Discount (2,340) (2,340) (1,440) 900 (585) (360) 225
PDC Dividend 0 0 2 2 0 2 2
Impairments 0 0 0 0 0 0 0

Net Surplus/(Deficit) (23) (23) (353) (330) 1434.8% (4,397) (4,826) (429) (9.8%)

EBITDA % 8.5% 8.5% 8.0% 5.9% 3.8%
Net Surplus % (0.0%) (0.0%) (0.1%) (2.9%) (3.2%)

Technical Adjustments:
Donated/Government grant assets 
adjustment

(269) (269) (269) 0 0.0% (51) 71 122 239.2%

Impairments 0 0 0 0 0 0 0  

Trust Position Post Technical 
Adjustment (Control total) (292) (292) (622) (330) (113.0%) (4,448) (4,755) (307) (6.9%)

3 month ended 
30 June 2017

Year to date Variance to planFull Year Variance to plan
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SOFP – Statement of Financial Position 
Reporting Month June 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. 

Significant variances for the year to date include: 
• An increase in Trade and other receivables of £7.7m  is 

mainly due to high level 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. 

• An increase in Trade and other payables of £9.1m is  
due in general to fluctuations in levels of creditors and 
accruals.  

• 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. 

Forecast outturn key variances include: 
• An estimated £1821k saving on depreciation from Plan 

given the year end revaluation of land and buildings at 
the end of 2016/17 significantly reduced the value  of 
these which should generate a lesser depreciation 
charge in 2017/18.  

• An increase of £700k in Trade & Other Payables to 
counter the non-cash savings in depreciation. 

• £1.4m extra PDC funding for Case 915 not included in 
the submitted plan. 

• A deviation from plan for the total overall performance 
from a £23k deficit to a £353k deficit. 

Plan
(£'000)

Forecast Outturn 
(£'000)

Variance
(£'000)

Plan
(£'000)

Actual
(£'000)

Variance
(£'000)

Non-current assets
Property, plant and equipment 357,871 359,692 1,821 329,543 330,599 1,056
Intangible assets 5,907 5,907 0 6,574 6,796 222
Investment Property 8,230 8,230 0 8,230 8,230 0
Trade and other receivables 34,618 34,618 0 36,515 37,143 628
Total non-current assets 406,626 408,447 1,821 380,862 382,768 1,906

Current assets
Inventories 14,544 14,544 0 14,364 13,532 (832)
Trade and other receivables 30,820 30,820 0 37,778 45,505 7,727
Cash and cash equivalents 1,007 1,037 30 1,453 1,438 (15)
Total current assets 46,371 46,401 30 53,595 60,475 6,880

Total assets 452,997 454,848 1,851 434,457 443,243 8,786

Current liabilities
Trade and other payables (60,367) (61,067) (700) (66,958) (76,115) (9,157)
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) (35,303) (670) (35,581) (37,861) (2,280)

Total assets less current liabilities 371,993 373,144 1,151 345,281 344,907 (374)

Non-current liabilities:
Trade and other payables
Borrowings (262,460) (262,460) 0 (256,854) (256,839) 15
DH Interim Revenue Support loan (12,479) (12,479) 0 (11,646) (11,646) 0
DH Capital loan (17,125) (17,125) 0 (11,786) (11,786) 0
Provisions (3,466) (3,536) (70) (3,660) (3,730) (70)
Total assets employed 76,463 77,544 1,081 61,335 60,906 (429)

Financed by taxpayers' equity:
Public dividend capital 63,178 64,589 1,411 61,278 61,278 0
Retained earnings (27,177) (27,507) (330) (31,551) (31,980) (429)
Revaluation reserve 40,462 40,462 0 31,608 31,608 0

Total Taxpayers' Equity 76,463 77,544 1,081 61,335 60,906 (429)

3 month ended 
30 June 2017

Year To DateFull Year



11,940 

11,212 

1,370 

25,869 

1,346 

CIP in
Implementation

CIP in Plans in
Progress

CIP in Opportunities Un/(Over)-identified CIP Requirement
2017/18
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Efficiency Delivery Programme – CIP 
Reporting Month June 2017 
 

Integrated Quality, Performance and Finance Reporting Framework 

Overview 
The Trust is forecasting delivery of £13.9m against £15.3m of potentially 
identified savings. This gives a potential forecast under-delivery of £11.9m 
against the CIP target of £25.9m for 2017/18. 
  

 £1.3m of the forecasted savings are fully implemented schemes. Schemes 
worth £11.9m are still classed as being “opportunities” largely due to quality 
impact assessment not fully complete. 
 

 Of the £13.9m forecast delivery, £1.2m has been classed as high risk 
schemes. 

 
 The Trust is reporting a year-to-date delivery of £6.1m. This gives a £2.2m 

(158%) favourable position against year-to-date target of £3.9m. 
 

 The risk of CIP is mitigated by the Trust volunteering to be part of the FIP 
wave 2. Working with PWC, the Trust is now entering the delivery phase of 
the programme with the key deliverable being achievement of the planned 
level of efficiency. 

 
 

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 M03, 
176 of the documented 194 schemes have been fully assessed for 
quality impact assessment. 110 of these have been signed-off by both 
CD and MM; of these 41 have been assessed and signed-off by CMO 
and 43 by CNO 

 
• At Operational and Finance sign-off stage, schemes require Chief 

Operating Officer (DCOO/COO) and Associate Directors of Finance 
(ADoF – Ops/CC). There are 41 schemes available for final sign-off 
and 17 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 and have received full sign-off. 

176 out of 194 

110 out of 176 

119 out of 176 

41 out of 110 

43 out of 110 

24 out of 41 
29 out of 41 

17 out of 41 

17 out of 41 

0 out of 4 
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 31st May 
2017  

Workforce  
TDA Plan 

Variation 
from Plan 

Last 
Month’s 
Variation 
from Plan 

ISS 

WTE 7011.21 7151 139.79 -161.81 495.8 

WTE 
including ISS 

7507.01 

        

Headcount 7967       644 

Headcount 
including ISS 

8611 

        

*The above figures do not include 1729 bank only staff (Zero contracted 
hours).  
 

The Trust’s staff in post is 139.79 WTE behind the workforce plan of 
7151.00 WTE. 
 

The Trust’s monthly staff in post has increased by 13.02 WTE from May 
2017 figures.  
 

Staff Group 

 
 

Staff In Post 
WTE 31st 
May 2017 

 
 

Staff In Post 
WTE 30th 
June 2017 

Variance 
(WTE) % Variance 

Add Prof 
Scientific and 

Technic 
246.41 247.01 0.60 0.24% 

Additional 
Clinical Services 1606.14 1623.20 17.06 1.06% 

Administrative 
and Clerical 1213.02 1217.86 4.84 0.40% 

Allied Health 
Professionals 409.17 404.03 -5.14 -1.26% 

Estates and 
Ancillary 5.00 2.00 -3.00 -60.00% 

Healthcare 
Scientists 336.30 341.50 5.20 1.55% 

Medical and 
Dental 943.92 939.94 -3.98 -0.42% 

Nursing and 
Midwifery 
Registered 

2193.00 2190.44 -2.56 -0.12% 

Students 45.23 45.23 0.00 0.00% 
Totals 6998.19 7011.21 13.02 0.19% 

ISS 502.20 495.80 -6.40 -1.27% 

 
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 During June the percentage of medical shifts 
above agency cap rates has increased from an 
average of 98% to consistently 100% throughout 
June. This is partly due to the introduction of IR35 
which has seen new workers supplied from 
agencies increasing rates.    
This remains high due to the specialist skills 
required when booking agency workers and not 
being able to secure these skills at a reduced rate. 
Nursing shifts over cap have increased with 
fluctuations over price cap from 34.75% to 61.40% 
There has been an increase in the percentage of 
administrative workers (3 workers) over price cap 
due to a reporting issues however, these have now 
been resolved and the percentage has reduced for 
July 2017.   

In June there were 9.82 WTE new starters for 
nursing.  The overall nursing WTE reflects new 
starters, increase/decrease in hours and leavers 
which results in an overall variance of 
establishment of -2.56.   
 
There were no newly qualified new starters within 
June.  
  
The forecast new starters for Nursing next month 
is 9 (Source – Resourcing Department). 
  
Leavers have decreased to 7.53 WTE. 
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Pay Costs | Provided by Finance 

Absence | Specialty Group 

The overall Trust sickness 
absence rate in June has 
increased in comparison to 
May 2017 to 3.89% but is 
under the 4% target.  
 
Seven specialty groups 
have met the 4% target, six 
groups have not achieved 
the target in June. 
Neurosciences Group has 
the lowest absence figure 
of  2.05%. 

Absence | Month 

Temporary costs equate to 12.47% of the Trusts 
total pay bill (£30,372,039), this is a decrease of 
0.75% from May 2017 which was 13.22%. 
 
Agency costs against total costs increased from 
6.21% to 6.69% which is an overall increase in 
total agency spend by £90,353 against May 2017. 
 
The overall pay bill for June 2017 decreased by 
£901,601 from May due to the decreases in 
Substantive, Bank and agency other.  
Overall bank spend has decreased by £444,147. 
 
May spend is higher than both April and June as 
staff were paid two months (April and May) 1% pay 
award in one month.  This was also applicable to 
bank workers. 

Specialty Group May % Abs 
Rate (WTE)

June% 
Abs Rate 

218 Cardiac & Respiratory (SG01) 3.75% 3.57
218 Care of the Elderly (SG13) 3.96% 4.39
218 Clinical Diagnostics (SG14) 2.85% 4.09
218 Clinical Support Services (SG16) 4.34% 3.94
218 Core Services (SG21) 2.63% 3.03%
218 Emergency Department and Acute 
Medicine(SG04) 4.22% 3.38%

218 Neurosciences (SG05) 2.99% 2.05%

218 Oncology, Haematology & Renal (SG06) 4.17% 4.46%

218 Specialist Medicine & 
Ophthalmology(SG10) 1.86% 3.98%

218 St Cross and Trauma & Orthopaedics 
(SG08) 4.59% 4.80%

218 Surgery (SG07) 3.60% 3.45%
218 Theatres and Anaesthetics (SG11) 4.54% 4.71%
218 Women & Childrens (SG09) 4.40% 4.16%

Trust Totals 3.71% 3.89%
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Mandatory Training |Topics 

• Mandatory Training compliance is currently 86.39% an increase of 0.43% against May 2017. 
• Care of the Elderly, Clinical Support Services and Theatres and Anaesthetics are over 95% compliant.   
• There are ten groups who are between 85% and 95% complaint.  
• The Temporary Staffing Group have the lowest compliance rate of 77.82%. Proposals have been presented to the Transforming Workforce 

Supplies Committee (TWSC) in June regarding steps to increase compliance with bank only workers.   
• Three topics are above 95% (Hand Hygiene Non Clinical, Equality and Diversity & Paediatric Life Support Update, 19 topics are amber status 

between 85% and 95% and 13 topics below 85%.  
• There are no topics below 60%, As requested at Trust Board a full drill down of this data is being undertaken. 
• Continuing work is being undertaken to address the compliance rates within Temporary Staffing, with all bank staff being personally invited to 

specific mandatory training days as well as being advised of how to undertake training through e-learning remotely (at home via mobile phones or   
tablet / laptop devices) to drive an increase in compliance rates. The Trust is also facilitating the transfer of training records between employers  
where appropriate. So far, there has been a marginal increase in compliance and further targeted sessions are planned in the coming months.  

• A new training booklet will be available soon which will assist those employees who may struggle with access and completing online training which 
will help increase compliance levels. 
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1. Purpose  
 
To present the quarter 1 update against the Board Assurance Framework (BAF) 2017/18 
and the Corporate Risk Register as at July 2017. 
 
2. Background and Links to Previous Papers 
 
The Trust Board approved the Board Assurance Framework (BAF) for 2017/18 at the 
March 2017 meeting.  This paper is the first quarterly update against the BAF and 
represents the position at the end of quarter 1.    The Corporate Risk Register as at July 
2017 is also attached. 
 
3. Narrative 
 
The Board is responsible for identifying and monitoring risks to achievement of the 
strategic objectives that it sets.  This is achieved through the development of a BAF, 
which is monitored at the Trust Board on a quarterly basis.  Audit Committee also has 
oversight of the BAF to ensure that the annual programme of internal audit activity is 
driven by risk; this oversight also allows the Committee to discharge its duties in terms of 
providing assurance around the robustness of the overall system of internal control, of 
which BAF is an integral component.  The Corporate Risk Register is also attached to 
provide assurance that it is in place and kept updated, and also to appraise Board 
members of the risks that are currently on the register. 
 
3.1 Board Assurance Framework 2017/18 
 
Chief Officers have reviewed risks that are assigned to them and in so doing have 
considered the current risk rating using the Trust’s risk matrix, provided updates against 
the mitigating actions and have added further actions where appropriate.  These updates 
been discussed at the Risk Management Committee. 
 
Summary Position at Quarter 1: 
 

• It is recommended by the Risk Management Committee that: 
o the likelihood for risk 1 is increased from (3) to (4) to reflect current 

operational performance. 

 



o the likelihood for risk 2 is increased from (3) to (4) to reflect current financial 
performance 

o the likelihood for risk 6 is increased from (2) to (3) to reflect that phase 1 of 
the remediation work will not be achieved by 31st July 2017. 

o risk 7 is de-escalated from the BAF to the CRR given the progress that has 
been made 

• There are two new risks proposed by the Risk Management Committee for inclusion 
on the BAF as detailed at table 1 of the report. 

 
3.2  Corporate Risk Register  
 
Attached at appendix 2 is the Corporate Risk Register report as at July 2017. A corporate 
“High” rated risk is classified as any risk with a rating of 15-25 on the Corporate Risk 
Register.   
 
The five highest rated corporate risks currently (Risk score = 20) are: 

• Risk ID 1984: RTT Performance 
• Risk ID 2656: Drug Security 
• Risk ID 2680: The ongoing use of MDU for contingency beds 
• Risk ID 2784: Income from Activities 
• Risk ID 2785: Cost Improvement Programme  

 
The Risk Committee noted the number of risks beyond their due date and following action 
that was taken, the number of overdue risks has reduced.  The Risk Management 
Committee also challenges the inclusion of risks on the corporate risk register to ensure 
that they are appropriate and the management of risks that are on the register.  

 
4. Areas of Risk 
 
If the Trust does not have a robust Board Assurance Framework and system of 
monitoring risk in place there is the risk that the strategic objectives will not be achieved, 
which could have regulatory, reputation and financial implications and could impact on 
the quality of care that is provided and the sustainability of services.  Lack of a robust 
system of risk management could also impact on the Trust’s CQC rating and upon the 
opinion given by the Head of Internal Audit each year, which would have reputation and 
possible regulatory implications. 
 
5. Governance  
 
The Trust Board will monitor progress against the management and mitigation of the 
Board Assurance Framework on a quarterly basis, at the board meeting that follows the 
quarter end.  
 
The Audit Committee will ensure that the Internal Audit Strategic Plan reflects the risks 
set out in the BAF. 
 
6. Responsibility 
 
Rebecca Southall, Director of Corporate Affairs 
Meghana Pandit, Chief Medical Officer and Deputy CEO 
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7. Recommendations 
 
The Board is invited to NOTE the content of the report as at Quarter 1, to seek further 
information where required and to APPROVE the Board Assurance Framework. 
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Board Assurance Framework 2017/18 

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

To deliver value for money 
ANNUAL OBJECTIVE 1 Meet national performance objectives   
EXECUTIVE LEAD Chief Operating Officer 
MANAGEMENT LEAD Director of Operations 
RESPONSIBLE COMMITTEE Finance and Performance Committee  
RISK If we do not implement improvement plans we will not meet our national performance 

objectives and our patients will receive a poorer standard of service and experience, and 
we will be unable to demonstrate that we optimise the use of our resources.  This could 
result in regulatory intervention as outlined in the Single Oversight Framework with 
consequent damage to our reputation and standing  

NEXT REVIEW DATE 31st July 2017 
Controls: 
Daily activity targets set for each Group around RTT/cancer in Operational Delivery Plans for 2017/18 
Daily activity reporting 
Weekly review of RTT position by CEO/COO 
Weekly Patient Access meeting Chaired by the Director of Operations (Elective Care) 
Monthly Accountability meetings and quarterly performance reviews with Groups 
Monthly reporting against all access targets to Trust Board through Integrated Quality & Performance Report  
Reporting/scrutiny at Finance & Performance Committee 
Weekly monitoring at Chief Officers’ Group 
Formal reporting mechanism for Delayed Transfers of Care 
Red 2 Green initiative rolled out internally and with external partners to reduce length of stay and aide flow 
SAFER 
Revised Patient Access Policy in place 
Electronic bed management and co-ordination system 
Changes in Operations Team structure to provide additional focus and support 
Gaps in controls: 
High number of patients that are Delayed Transfers of Care or Medically Fit for Discharge and capacity shortfall amongst partner 
agencies. 
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Board Assurance Framework 2017/18 

 
 
ACTIONS 
Action Due Date Progress Update  
Recruit to ED posts 31st July 2017 Successful recruitment to consultant posts; commencement 

dates awaited. 
Emergency Nurse Practitioner posts advertised. 
Trial of paramedics in ED (underway) 
 

Lack of capacity in some specialties to meet RTT demand 
Not yet meeting the 4 hour standard 

Assurance:  
New CD for Acute & Emergency medicine commenced in post 
Steady performance against diagnostic standard  
External support sought around improving the Emergency Pathway 
Agreed investment to enhance ED staffing model  
Establishment of Health Economy A&E Delivery Board 
Revision to the rules around shared breaches  
External assurance that Patient Access Policy and application are robust and in keeping with the rules. 
Gaps in Assurance: 
No immediate solution for DTOC/MFFD patients; this will form part of the System Transformation Plan 
Several new posts in ED recruited to but not yet commenced in post. 

RISK RATING LIKELIHOOD CONSEQUENCE RISK RATING Progress 
Initial Risk Rating 3  4  12  
Target Risk Rating 2  4  8 
Current Risk Rating 4 4  16 
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Board Assurance Framework 2017/18 

Implement cancer software system to ensure 
enhanced tracking 

31st May 2017 Completed 

Enhanced focus on Red to Green 31st October 2017 Red to Green is rolled out but there will be an increased 
focus on training and embedding 

 
Recommendation: given that there has been no material improvement against the 4-hour standard and RTT remains a 
challenge, it is recommended that the likelihood of the risk is increased from (3) to (4) giving a risk rating of 16 (high). 
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BAF RISK NUMBER 2 Datix ref: TBC 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To deliver value for money  
To be an employer of choice 

ANNUAL OBJECTIVE 2 Achieve the 2017/18 financial plan 
EXECUTIVE LEAD Chief Finance & Strategy Officer  
MANAGEMENT LEAD Director of Strategy & Finance  
RESPONSIBLE COMMITTEE  Finance & Performance Committee   
RISK If we do not meet our agency target, improve our income position, meet our cost efficiency 

programme and receive financial performance related Sustainability & Transformation 
Funding our financial position will deteriorate further and we will not achieve our 2017/18 
financial plan.  This could result in the requirement for external cash support and the 
potential for regulatory intervention as described in the Single Outcome Framework, with 
consequent damage to our reputation and standing and our ability to continue to deliver 
services 

NEXT REVIEW DATE 31st July 2017 
Controls: 
Financial reporting through monthly finance report to Board 
Accountability reviews/monitoring at Group/Corporate level 
Financial Recovery Plan in place and being monitored via COG Star Chamber 
Agency authorisation process in place 
Financial Improvement Programme 2 launched with appropriate governance structure 
 
Gaps in controls: 
Operational pressures continue and are impacting on availability of STF funding (key targets not being met) 
Underperformance on activity as a result of operational pressures and vacancies in orthopaedics 
Agency spend is reducing but not at the required rate. 
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Board Assurance Framework 2017/18 

Lack of capital funding across the NHS 
Assurance: 
2016/17 CIP target delivered 
Delivery of Financial Recovery Plan year 2 
Participation in Financial Improvement Programme  
IR35 will impact on medical agency spend in the longer term 
Availability of performance related STF funding for 2017/18 
Budget Setting Internal Audit Report – significant assurance  
Gaps in Assurance: 
CIP Programme for 2017/18 not yet fully identified 
Underperformance against plan at month 2 
 
 LIKELIHOOD CONSEQUENCE RISK RATING Progress 
Initial Risk Rating 3 4 12  

 Target Risk Rating 1 4 4 
Current Risk Rating 4 4 16 
 
ACTIONS 
Action Due Date Progress Update  
Commence participation in Financial 
Improvement Programme 

30 April 2017 Financial Improvement Programme phase 1 & 2 completed; 
phase 3 underway. 

 
Recommendation: given the underperformance against plan at month 2 and full CIP not yet being identified it is recommended 
that the likelihood is increased from (3) to (4).  It is anticipated that the risk will reduce again when the impact of the FIP programme 
takes effect. 
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BAF RISK NUMBER  3 Datix ref: TBC 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To deliver value for money 
To be an employer of choice 

ANNUAL OBJECTIVE 3 Achieve a rating of at least “good” at Trust level in the next inspection 
EXECUTIVE LEAD Chief Medical Officer & Chief Nursing Officer 
MANAGEMENT LEAD Director of Quality  
REPONSIBLE COMMITTEE Quality Governance Committee 
RISK If we fail to show evidence of improvement further to our previous CQC inspection we will 

not get an overall rating of “good”.  This will result in damage to our reputation and 
standing which could affect staff morale, impact on our ability to recruit and result in 
increased regulatory scrutiny and possible intervention. 

REVIEW DATE 31st July 2017 
Controls:  
Establishment of Quality Star Chamber to monitor progress against cross cutting themes  
The Quality Forum will develop, implement and monitor the essential standards  
Getting to Good CQC  Preparedness Programme of work in place   
Establishment of programme of peer review 
Integration of quality agenda through all programmes and deliverables e.g. training/induction 
Clinical Groups challenged at Quarterly Performance Reviews around CQC related activities and measures 
 
Gaps in controls: 
Changes to CQC inspection regime towards more targeted inspections; unclear when the Trust will be assessed again at Trust 
level 
Assurance: 
Improvement in performance following unannounced visit to Imaging and Outpatients 
IR(ME)R improvement notices lifted  
Quality Star Chamber meeting and receiving levels of assurance against cross cutting CQC related themes 
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Quality Forum taking place and providing beneficial in terms of multi-disciplinary working and the generation of ideas. 
 
Gaps in Assurance:  
Evidence that actions have been completed but no assessment of impact 
 
 LIKELIHOOD CONSEQUENCE RISK RATING PROGRESS 
Initial Risk Rating 3 3 9  
Target Risk Rating 2 3 6 
Current Risk Rating 3 3 9 
 
ACTIONS 
Action Due Date Progress Update  
Commission external Well Led Review 31st October 2017 Deferred until Autumn/winter 2017 as new Well Led 

Framework awaited and time required to allow the Group 
Governance Framework to embed. 

Establish revised meeting/reporting 
structures 

30 April 2017 Completed – revised governance structure now embedded 
and paper submitted to QGC 

Develop and roll out self-assessment against 
standards process for Clinical Groups.  

30th September 
2017 

Draft self-assessment documentation has been produced and 
is currently in discussion between the CNO and the Quality 
Team 

Work underway to implement E-systems that 
improve safety 

On-going Underway 

 
Recommendation: the ‘Getting to Good’ plan has been developed and the revised governance arrangements are now 
embedded but given that key elements have not yet been rolled out e.g. self-assessment, it is too early to consider 
reducing the risk.
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BAF RISK NUMBER  4 Datix ref: TBC 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To be a research based healthcare organisation 
ANNUAL OBJECTIVE 2 Increase the level of participation in research trials 

EXECUTIVE LEAD Chief Medical Officer 
MANAGEMENT LEAD Head of Research & Development  
REPONSIBLE COMMITTEE Quality Governance Committee 
RISK If we do not ensure that researchers have the necessary resources, space and time to 

undertake research, we will not improve on our recruitment into research trials.  This could 
lead to a reduction in research income, failing to achieve the improvements to patient care 
that research brings and consequent damage to our reputation, standing and ability to 
recruit. 

REVIEW DATE 31st September 2017 
Controls:  
Appointed to Research Fellowships 
Awarded Clinical Research Facility status 
Reporting against KPIs to Trust Board through Integrated Quality & Performance report each month 
 
Gaps in controls: 
Continuing to engage staff in research despite increasing service commitments 
Assurance:  
Exceeded target for patients recruited in NIHR studies in 2016/17 
Number of peer reviewed publications above target for 2016/17 
Three-monthly report around research presented to the Trust Board 
Gaps in Assurance:  
Commercial income is behind target 
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 LIKELIHOOD CONSEQUENCE RISK RATING PROGRESS 
Initial Risk Rating 3 3 9  
Target Risk Rating 2 3 6 
Current Risk Rating 3 3 9 
  
ACTIONS 
Action Due Date Progress Update  
Revise R&D Strategy 30 September 

2017 
Work is underway but due date has been revised. 

Develop Strategy for Commercial Research 30 June 2017 Draft for consultation has been launched 
 
Recommendation:  good progress is being made but it is considered too early to consider reducing the risk. 
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BAF RISK NUMBER 5 Datix reference: TBC 
STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

To deliver value for money 
ANNUAL OBJECTIVE  Continue to actively participate in system wide working within Coventry & Warwickshire to 

ensure effective population health 
EXECUTIVE LEAD Chief Executive Officer 
MANAGEMENT LEAD Director of Corporate Affairs 
RESPONSIBLE COMMITTEE Trust Board 
RISK If we do not work collaboratively with partners we may not be in a position to deliver safe, 

high quality services on a sustainable basis, patients might not receive the services that 
they require and we may not be in a position to meet contractual and NHS constitutional 
requirements.  This could result in quality, financial and performance risks, which could 
result in regulatory intervention with consequent damage to our reputation and standing. 
 

REVIEW DATE 30th August 2017 
Controls: 
Chief Executive is STP Footprint Lead 
Better Care, Better Health, Better Value (formerly STP) Board in place with membership from all health and local authority partners. 
Gaps in controls: 
Inability to reach agreement with partners over key issues/service changes 
Assurance: 
Board established and meeting regularly with good engagement 
All required STP submissions have been made with the agreement of partners 
Agreement to adopt system control total reached 
Health & Wellbeing Board Concordat Agreement in place 
Gaps in Assurance: 
The STP remains in its infancy and a full programme of engagement and consultation will be required  
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 LIKELIHOOD CONSEQUENCE RISK RATING  PROGRESS 
Initial Risk Rating 3 4 12  
Target Risk Rating 2 4 8 
Current Risk Rating 3 4 12 
 
 
ACTIONS 
Action Due Date Progress Update  
OD Programme for STP Board members 31 May 2017 Programme of OD is underway 
Engagement programme to commence 31 July 2017 Engagement Programme is commissioner led; progress is 

monitored at the STP board 
Programme Management Arrangements to 
be put into place 

31st July 2017 Programme Director appointed and supporting structure agreed 
at Better Health, Better Care, Better Value Board 

Recruitment to Programme Support Team to 
take place 

31st July 2017 Recruitment underway 

 
Recommendation;  
The Better Care, Better Health, Better Value Board is in place and partnership working continues.  This will be strengthened by the 
OD programme that is in place but as this has not yet concluded and there is work remaining around setting up the project 
structure; no change to the risk score is recommended at this stage. 
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RISK NUMBER 6 Datix ref: 2540 

STRATEGIC OBJECTIVE To deliver excellent patient care and experience 

ANNUAL OBJECTIVE  This risk does not link directly to the annual objectives because it is a risk that was 
identified in year and with the agreement of the Trust Board has been added to the BAF 
owing to its potential impact on the strategic objectives of the organisation (objectives 1,2 
and 3) 

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

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

REVIEW DATE 31st July 2017 
Controls: 
Full range of measures implemented that are supported by the Fire Authority, aimed at preventing fire and at dealing with fire, 
should one break out.  
Amendment to the Trust’s Fire Strategy to reflect the revised arrangements in place. 
On-going risk assessment and dialogue with the Fire Authority.  
Agreed Remediation Plan in place and work is underway and general good progress is being made 
Provision for unanticipated decant as a result of the works in place. 
Compliance with the cladding testing regime and fire safety risk assessments following the Grenfell Tower disaster. 
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Gaps in controls: 
Some beds will need to be taken out of use for a short period to accommodate some of the work that is required; the plan for doing 
this has been agreed with the Operational/Clinical Teams.  It is evident that phase 2 works cannot be completed without significant 
clinical impact on the Trust and discussions remain on-going with Project Co to agree a way forward. 

 
Assurance: 
Arrangements for certification of the standard of work that has taken place is agreed and in place. 

 
Gaps in Assurance. 
First phase of work will now not be completed by the end of July 2017 because of the clinical/operational impact and requirement 
to identify and implement a decant facility. 
Lack of solution for remedial works in the Emergency Department 

 
 LIKELIHOOD CONSEQUENCE RISK RATING  Progress 
Initial Risk Rating 3  5  15   

 Target Risk Rating 2  4  8  
Current Risk Rating 3  5  15 

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

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

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

On-going Risk assessment is revisited periodically and in line with any 
developments.  The Trust is not classified as a high risk in terms of 
the recent returns in the wake of the Grenfell Tower disaster. 

Agree schedule of short term bed closures 
with the operations team 

August 
2016 

Schedule agreed; work underway but a decant facility will be required 
to complete the work. 

Agreement to be reached with Project Co in August Discussions are continuing; date has therefore been revised. 
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terms of the provision of a decant facility. 2017 
 
Recommendation; given that the original deadline for the first phase will not be achieved, it is recommended that the likelihood 
score be increased from (2) to (3) giving an overall risk score of 15.  Discussions continue with our partners in relation to the decant 
facility that will allow the first phase to be completed. 
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RISK NUMBER 7 Datix ref: 2264 

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

ANNUAL OBJECTIVE 1 Meet national performance objectives 
EXECUTIVE LEAD Chief Medical Officer/Chief Operating Officer 
MANAGEMENT LEAD Clinical Director for Diagnostic Services 
RESPONSIBLE COMMITTEE Quality Governance Committee  
RISK If we are unable to provide a full interventional radiology service due to shortages in 

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

REVIEW DATE 30.07.17 
Controls:  
Rota in place to provide acute IR cover in hours with voluntary extra locum cover out of hours.  
Two substantive NHS Consultants have been recruited as locums to help cover weekend gaps  
Recruitment exercise underway 
IR suite works have commenced with workload being planned around these to ensure sustainability 
Database developed in conjunction with Vascular Surgical lead around EVAR slots to ensure that reasonable capacity is 
maintained  
Work (vascular and non-vascular) has been planned to ensure that work is undertaken collaboratively 
Two appointed Neuro-Intervention Radiologists 
Gaps In controls: 
Current job planning is not sustainable in the medium term and any unplanned absence leaves the service vulnerable. 
National shortage of interventional radiologists 
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EVAR capacity is insufficient to meet demand 
Building works will reduce capacity from two suites to one which impacts on patient flow. 
If equipment fails in the one available suite then it will not be possible to treat emergency patients; there is no formal agreement 
with other Trusts to provide cover in these circumstances or in the event that weekend cover cannot be sourced 
Assurance:  
Rota is working effectively; no issues have been identified. 
Work to develop the IR suite is on schedule. 
5th consultant has been appointed and will take up post (August 2017) 
1st year 6 IR fellow has been appointed  
Recruitment drive underway with several trainees having visited and indicated an interest in a career at UHCW 
Programme of pre-emptive planned maintenance in place to reduce the risk of equipment failure and arrangements in place for an 
enhanced level of response in the event of breakdown. 
Best adult trauma outcomes in the country 
Gaps in assurance: 
Building work being carried out on schedule. 

 
Risk Rating  
 Likelihood Consequence Risk rating Progress Update 
Initial Risk Rating 4  4  16   
Target Risk Rating 2  3  6  
Current Risk Rating 2 4  8 

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

On-going  Arrangements are in place 

Continue implementation of emergency 
IR job planning and monitor the situation 

30 April 2017 Emergency job planning completed but 
needs to be kept under review due to 

Page 16 of 18 
 



Board Assurance Framework 2017/18 

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

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

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

30 November 2016 Completed 

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

31 December 2016 Agreement in place 

 
Recommendation; good progress has been made and it is recommended that that the currently likelihood score is reduced from 
(4) to (2) and that the risk is de-escalated from the BAF and returned to the Corporate Risk Register for monitoring. 

Page 17 of 18 
 



Board Assurance Framework 2017/18 

New Suggested Board Assurance Framework Risks 
 
The Risk Management Committee has considered the Corporate Risk Register and has suggested that the following risks are 
added to the Board Assurance Framework.  The Trust Board is asked to consider and approve their inclusion on the BAF given the 
potential impact on achievement of the objectives for 2017/18. 
 
Table 1:  
Risk 
ID 

Title Description Current 
Rating 

Responsible 
Chief 
Officer 

Rationale 

2787 Capital 
Financing 

Failure to 
secure 
financing to 
support the 
Capital 
Programme 

12 
(moderate) 

Chief 
Finance & 
Strategy 
Officer 

The national shortage of capital funding is a major concern 
given the number of strategic and operational 
developments that are dependent upon this and the 
consequent potential impact on achievement of the 
strategic objectives.  The Trust is still awaiting approval of 
the proposed Capital Programme from NHSI. 

2519 Lack of 
Consultant 
Neuro-
interventional 
radiologists 

The Trust 
currently has no 
substantive 
neuro-
interventional 
radiologists in 
post. 

16  
(high) 

Chief 
Medical 
Officer 

Recruitment is underway but there is a national shortage of 
consultants in this specialism. The service is currently 
being supported by locums and an arrangement with 
another Trust but this is not sustainable.  If we are unable 
to find a solution this could impact on our ability to provide 
stroke and neurosurgery. 
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Risk Management Report – July 2017 

1.0 RISK SUMMARY OF CURRENT STATUS  
1.1 Corporate Risks by Current Risk Level 
All Corporate Risks, displayed in a Pie Chart by Current risk grading 

 

 

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

 

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

Financial 4 
Health and Safety 3 
Workforce (HR) 1 
Information Governance 3 
Information Technology 4 
Operational 17 
Safety - Clinical 15 
Strategic 2 
Totals: 49 

 

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

Financial 2 
Information 
Technology 2 
Operational 2 
Safety - Clinical 4 
Totals: 10 

 

Source: DATIX 3rd July 2017  2 
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2.0 RISK MONITORING 

 
2.1 New Corporate Risks since last Committee 

 4 new risks have been proposed for inclusion on the corporate risk register since the last meeting. 
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 Staff in the   Trust  utilise a  highly  diverse  
range of items  medical equipment  (many 
hundreds  of  commonly used  equipment 
models) and  which  are  utilised   within   

diverse designated   clinical areas.    
Within   such clinical areas there is also 

complexity of staff skills and 
responsibilities   relating to   use of medical 

equipment.   
 

This  is  currently no  effective  Trust wide  
system for  managing the   target and 

achieved   levels  of  skills/competency  
against  medical equipment as  

recommended, for  example,  by  the  
MHRA (Managing Medical Devices: 
Guidance for healthcare and social 

services organisations, MHRA, April 2015). 
 

This  implies  that the  Trust is  inadequate 
in its   management of  medical equipment 

training by way of  determining levels of  
compliance  and  managing  

improvements.   This presents an 
immediate risk to patients and also of 

reputational risk from external   auditing 
organisations such as the Care Quality 

Commission.  
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Training in use of Resus 
equipment is currently 
managed within OLM. 

 
A limited set of training 
data of specific items of 
other medical equipment 
items is retained within 

OLM. 
 

Local training records 
may be retained in locally 
maintained spreadsheets   

or in paper records. 
 

Training undertaken by   
equipment manufacturers 

can be retained within 
their specific company 

formats and can be made 
available to specific 

clinical areas on request.  
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If research budgets are not sufficiently well 
managed there is a risk that the Trust will 
fail to recoup income that it is entitled to, 

resulting in a failure for the trust to meet 2 
of its 5 corporate objectives (research and 

finance). 
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Review of finance team 
capacity and capability in 

2016-17. 
Reports provided to F&P. 

Commercial income 
reported on Trust 

dashboard. 
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If the Medical Air  supply fails  then 
patients  on life  support  devices   such as  

ventilators which  utilise  Medical Air to  
function,  are at risk of death. 

 
This  risk is triggered  by  incident 

referenced  in  WEB-99074 which occurred 
on 23/02/2017 and where there was a very 
real risk of loss  of  the Medical Air  supply  

at  UHC.  

LO
W

 

D
av

id
 E

ltr
in

gh
am

 

  

D
r D

ou
gl

as
 C

la
rk

so
n 

Backup is provided by 
cylinder supply (two 
banks of 12 J sized 

cylinders. 
 

The external Authorising 
Engineer (Medical 

Gases) in a detailed 
report (dated 28.03.2017) 
has put forward an action 
plan for implementation 

which would improve 
reliability of Medical Air 
installation at UHC and 
consequently reduce 

risks of loss of service.    
Little if any progress, 

however, has been made 
between stakeholders  

within the  Medical Gas  
Committee  in agreeing 
implementation of this  
plan and consequently  
no  significant reduction 

of risk has been achieved  
since the incident of near 
loss  of  Medical Air on 

23.02.2017.   
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The original baby tag security system was 
fitted 10 years ago, technology has moved 
on considerably since original installation.  

 
Baby tag consumables are no longer 

available via Optyma and the lifecycle of 
the current tags is due to expire in October 

2017. 
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20.03.17 - Vinci 
operations manager 
asked specialists to 

source alternatives that 
are currently on the 

market and to provide 
costs for replacing the 

baby tag system. 
 

21.06.17 -  
 

•Meeting arranged with 
Vinci, project co and 
Optyma on 23.06.17.  

 
•Risk assessment 

completed and added to 
the risk register.  

 
•Emailed Trust Risk 

Manager to add to risk 
committee agenda to 

code as a corporate risk. 
 

23.06.17 - Attended 
meeting with Vinci, 

project co and Optyma. 
Contingency plan 

requested and 
implemented by the 

specialty and security 
team.  
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2.2 Corporate Risks closed since last committee  
 
5 Corporate Risk in total closed since 07.06.2017 (Last Meeting). 
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If there are insufficient 
drug storage facilities 

then medicines are not 
stored according to 

CQC regulatory 
standards.  
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IV fluids stored on the 
floor or cages outside in 

corridor  where insufficient 
space available on 
shelving  within the 

clinical room  
 

Drug fridge with fitted 
locks located in the 

clinical room 
 

Fast track estates 
procedure for the repair 
and replacement of drug 
cupboards, key and lock 

replacement/repair.  
 

Frequent medicines stock 
list reviews undertaken by 

pharmacy  
 

Excess stocks returned to 
pharmacy 

 
Drug storage risk 

assessments completed 
(some areas) 

Medicines management 
assessments, audits and 

action plans 
 

Medication errors (wrong 
route, wrong drug 

administration, miss 
selection etc) reported on 

Trust Datix system  
 

Nursing staff medicines 
management training 

workshops 
 

Review and monitoring of 
medicines incidents by 

Ward / Department 
Manager 

 
Medication incidents 
discussed at ward or 
departments Quality 

Improvement & Patient 
Safety (QIPS) Meetings 

 
Following review see risk 

2656.  
 

This risk is now closed.  

Process with 
estates, 

procurement, 
pharmacy and 

wards/departments 
for the purchasing, 

fitting and 
replacement of 
drug cupboards 

Risk assessments 
for medicines 
storage not 

completed and 
action plan follow 

up  
Governance 

arrangements  
Training and 

education of all 
Trust Staff  
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Management 
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Management 
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GTBR – 
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Management 
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Modern 

Matrons & 
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Meeting 

Medicines 
Management 
Committee – 

Quarterly 
review to 

Patient Safety 
Committee 

Risk 
assessments 
are monitored 
by the Trusts 

Risk 
Committee 
Groups – 
Quarterly 

Board 
Review, 

monitors risks 

Mandatory procurement 
policy for drug storage 

facilities to ensure regulatory 
compliance 

Ward and Department drug 
security risk assessments are 

not approved / monitored 
through Medicines 

Management Committee 
Weak process for the 

monitoring of action plans 
following medicines 

management audits and 
assessments i.e. not 

undertaken through formal 
Trust committee 

No clear line of assurance for 
the reporting and monitoring 

of drug storage facilities 
procurement process 

Process for communicating 
effectively any drug facilities 

concerns and issues 
between the Medicines 
Management and Risk 
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Medicines management drug 
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Patient information 
maybe inappropriately 
accessed on CRRS 

due to the absence of 
a security model within 

the system. Staff 
currently either have 

full or no access in this 
system, with no 

concept of role based 
access or access 

restriction according to 
need 
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It has been 
made 

mandatory for 
staff to agree to 
the ICT Security 

policy before 
logging into the 

system. GP 
practices have 

restricted 
access to own 

patients.  
Following ICT 
internal risk 

reviews it was 
proposed that 
this risk was to 
be accepted, 
KOS advised 

new audit tables 
have been 

created and are 
in use and this 

risk is to be 
archived. 

Approval was 
gained at June's 

ICT SAC 
meeting.  

Until development 
work can take 

place access to 
CRRS is not 

limited and all 
users are provided 

with full access, 
with the exception 

of GP access 
which can be 

limited to the GP 
code.Not all staff 

may read the 
terms and 

conditions and 
simply just tick the 

box to gain 
access.  
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This issue is 
being 

addressed 
as part of 
the EPR 

Programme. 
In addition, 
should the 
IG auditing 
system Fair 
Warning, be 
introduced 

this will 
significantly 
increase the 

Trust's 
capability to 

spot 
incidents as 
and when 

these arise.  

Fair Warning is not 
yet in place.  
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There is a lack of 
resilience of key 

clinical IT systems as 
these systems 

currently reside on 
single primary servers 

with no mirrored 
(server cluster) 

backup. This creates a 
single point of failure. 
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All major clinical 
systems are 

resilient with the 
exception of 

Renal system; 
this will be 

replaced as part 
of the EPR 
programme. 

 
Following 

discussions with 
Renal dept; a 
new risk has 
been raised 
Risk 2751 to 
address this. 

Approval gained 
at ICT SAC on 

13.06.17 to 
archive this risk.  

All major clinical 
systems are 

resilient with the 
exception of Renal 

system.  
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Associate 
Director of 

ICT Service 
Delivery  to 

check 
states of 
business 
continuity 

plans 
(BCP's) with 
Emergency 

Planning 
Manager.  
Further 

assurance 
is provided 
by Disaster 
Recovery 
coverage 
which was 

invoked 
earlier this 
year, and 
the DR 
contract 
includes 
regular 

testing to 
ascertain 
recovery 

confidence 
and 

timescales.  

Do all 
Departments/Services 

have a Business 
Continuity Plan 

(BCP)? 13
/0

6/
20

17
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There is a risk to the 

EPR/Scanning 
Project/implementation 

if records and loose 
filing are retained 

within the Trust and 
not returned to the 

health records service 
provider in preparation 
for the implementation 
of scanning. Statistics 
show the record can 
be located easier if 
held in the store, 

rather than retained for 
long periods within the 
Trust. If loose filing is 

not returned to the 
store to be matched 
with the record, the 

record is incomplete. 
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Following 
internal risk 
review, the 
mitigations 
(including 

amnesty for 
records, ward 
clerk face to 
face training, 

DQ Workshops) 
put in place 

mean the risk is 
downgraded as 
the number of 

retained records 
within the Trust 

has reduced 
and is running 
at steady state. 
It is therefore 
proposed to 

archive this risk 
and if necessary 
review the loose 
filing when EDM 

commences 
and if deemed 
at the time the 
process is not 
being followed 

appropriately by 
users, a new 
risk will be 
proposed.  

Aware that not all 
records are 

returned to the 
store, therefore it 

becomes harder to 
locate if records 
are not tracked. 
There is still a 

large amount of 
loose filing being 
sent to TNT with 

no patient 
identifier/PID label, 
which is returned 

to the Trust Health 
Records team 

(MROS) to try and 
identify patients. 

The records could 
also become 

incomplete due to 
the absence of 

loose filing.  

LO
W

 

4 

LO
W

 

4 

31
/0

7/
20

17
 

Health 
records 

Committee 
None noted. 
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wipes C
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PDI Sani-Cloth CHG 
2% wipes licensed for 
medical devices to be 
used outside of license 

for skin 
decontamination prior 

to venous access. 
 

No product license for 
skin use although has 
same ingredients as 
the licensed product- 

ChloraPrep. 
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On-going staff 
training on the 

use of the 
correct use of 
the product. 

 
Discussed and 

approved at 
ICC, Nurse & 

Midwifery 
Committee and 
Corporate Risk 

Committee. 
 

Research into 
the use by other 

Trusts and 
discussed with 

the 
manufacturer. 

 
reviewed and 

updated August 
2016: 

Manufacturers 
currently do not 
have licensing 
but are looking 

into this 
process. risk to 

be removed 
once license is 

sought.  

Product now 
licensed for 

intended use and 
new supply will be 

available in 
Cannula Packs to 
be implemented 

January 2016. will 
be implemented by 
26th January 2016 

product now 
available and in 
use in the Trust 
and included in 
cannula packs 

V
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30
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1/4ly reports 
to ICC to 
monitor 

progress 
once new 
cannula 
packs 

introduced 

the current product is 
effective but not being 
used for licenced us 
this will be resolved 
once the cannula 

packs are introduced 
in January as product 

is licenced for use. 
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20
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2.3 Corporate Risks beyond ‘Next review date’  
 
10 Corporate Risks in total overdue as of Reporting period 
 

ID Title  Executive Lead Risk Owner Handler Risk level (current) 
Next 

review 
date 

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

2526 
Achievement of Access Standards (By 

default will improve Bed Occupancy 
rates) 

David Eltringham Mr David 
Eltringham Ms Emma Livesley MOD 30/09/2016 

979 H@N-6a Inappropriate movement of 
patients at night David Eltringham Mr Ross Palmer Mr Ross Palmer LOW 28/04/2017 

2633 UHCW Failure of the pod system for 
pathology sample delivery David Eltringham Ms Jane Barry Ms Joanne Nicholson MOD 30/06/2017 

1898 Limited (and cost of) Car parking for staff 
leads to recruitment and retention issues David Eltringham Mr Lincoln Dawkin Mrs Julie Rice MOD 30/06/2017 

2127 
Ambulance Deck outside ED and risk of 

tripping on kerbs designed to create 
discrete ambulance bays 

David Eltringham Mr Lincoln Dawkin Mrs Julie Rice MOD 30/06/2017 

2230 Failure to comply with Last Offices Policy Nina Fraser Mr Chris Wookey Miss Harriet Tunstall MOD 30/06/2017 

461 
Management of non-gynaecological 

(medical and surgical) patients on Ward 
23, Gynaecology 

David Eltringham Ms Emma Livesley Sr Sue Harrington MOD 01/07/2017 

1002 Fire Service Non Attendance Policy David Eltringham Mr Lincoln Dawkin Mrs Julie Rice MOD 30/06/2017 

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

David Eltringham Mr Lincoln Dawkin Mrs Julie Rice MOD 30/06/2017 

 
 
 
 
 
 
 
 
 
Source: DATIX 3rd July 2017  11 



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

 
 
 
Current HIGH graded risks >1 Year (Stubborn) 
 

ID Date Risk logged on Datix Title  Executive 
Lead Risk Owner Handler Risk level (current) 

1984 21/10/2013 RTT Performance David 
Eltringham 

Ms Emma 
Livesley 

Ms Emma 
Livesley HIGH 

2067 24/04/2014 Patient Flow (ED 4hr wait) David 
Eltringham 

Ms Emma 
Livesley --  HIGH 

2162 22/09/2014 
EPR Procurement  timetable does not allow Trust to 

move away from iPM and Evolution before they become 
unsupported. R37 

Nina Fraser Mr Robin Arnold Mrs Beverley 
Thompson HIGH 

2318 21/04/2015 Delays in patient assessment MDU David 
Eltringham Dr Jim Davidson Mrs Julie 

Morgan HIGH 

2472 25/01/2016 LACK OF HYBRID OPERATING THEATRE David Moon Dr Anne Scase Dr Anne 
Scase HIGH 

Source: DATIX 3rd July 2017  12 
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2.5 All HIGH Graded Corporate Risks   
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The Trust is failing the RTT standard 
for incomplete pathways. This will lead 
to patients waiting a long time for their 
treatment; a standard within the NHS 

constitution will not be met; and a 
corporate target will not be achieved. 
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Update: 07/12/2015  
(i) revised trajectory agreed and signed off by CCG and 

SRG.  
(ii) Revised action plans and performance management 

tools.  
(iii) Weekly performance tracker designed and 

implemented.  
(iv) Surgical control room set up.  

(v) Additional theatre lists identified.  
(vi) Additional resources allocated to validation.  

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

 
Update 10/02/2016 -  

(i) Weekly review of all Group plans.  
(ii) Weekly trajectory identified.  

(iii) Additional monthly performance review by executive 
team.  

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

 
Update 11/05/16 

(i) Additional capacity identified as part of ODP 
(ii) Targets for theatre efficiency and closed session 

rates 
(iii) Daily Delivery Plan launched with Groups. Weekly 

review of DDP. 
 

Update 26/08/16 
The Trust has committed resource to rebook patients in 

chronological order and increase the investment in 
training against the new patient access policy. 

Improvement is performance is expected as a result of 
this exercise in 3 months.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                

Update 2.5.17: ODP completed and trajectory based on 
activity levels within - only possible to deliver 89% if 

deliver all activity as planned in 17/18. Additional work 
to close the gap ongoing. Weekly access meetings to 

ensure good grip and governance in place. Action plan 
in place to improve IST sustainability score. Moved 
from 77/188 in April 2016 to 94/188 in April 2017. 

No identified gaps in 
controls H
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Signed off by 
TDA, NHSE 

& CCG 
The RTT 

trajectory will 
be validated 

by IMAS 
(Intensive 

Support and 
Management

). 
The Trust's 
waiting list 
has been 

validated and 
signed off by 

NHS 
England. 

RTT Board 
with 

CCG/TDA 
and UHCW 

exec 
membership 

None 
identified 

Source: DATIX 3rd July 2017  13 
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If the security of medicines is 
compromised then this results in 

failure to comply with CQC 
standards and regulations.  
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M
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na

 P
an

di
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t Comprehensive medicines policy. Drug security 

breaches reported via Datix. Process for 
replacement of faulty locks and drug storage 

facilities. Medicines management training 
workshops for nursing & ODPs. Medicines 
security risk assessments completed and 

reviewed annually by ward and department 
managers.  

Training and 
education for 

medical and non 
clinical staff 

Drug security 
relies on mannal 

lockdown systems  
Insufficient drug 
storage facilities 
on a number of 
clinical areas 
resulting in 

medicines stored 
in unlockable 

cupboards and 
drawers to enable 

segregation of 
medicines.   

No policy for the 
secure storage of 

PODs  
No automated 
drug storage 

facilities  
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Drug 
security 
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discussed 
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al QIPS 

Pharmacy, 
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presented 
at MMC 

N&WQSM 
& PSC 
Risk 

assessmen
ts are 

monitored 
by the 

Trusts Risk 
Committee 
Groups - 
Quarterly 

Board 
Review, 

monitoring 
risk 

No annual 
Medicines 
Optimisati
on Report 
to Trust 
Board 

Source: DATIX 3rd July 2017  14 



Risk Management Report – July 2017 
ID

 

D
at

e 
Id

en
tif

ie
d 

D
at

e 
R

is
k 

lo
gg

ed
 o

n 
D

at
ix

 

Title  

R
is

k 
Ty

pe
 

R
is

k 
Su

bt
yp

e 

R
is

k 
Sp

ec
ia

lty
 

Description  

R
is

k 
le

ve
l (

in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 

Current controls Gaps in controls 

R
is

k 
le

ve
l (

cu
rr

en
t) 

R
at

in
g 

(c
ur

re
nt

) 

R
is

k 
le

ve
l (

Ta
rg

et
) 

R
at

in
g 

(T
ar

ge
t) 

N
ex

t r
ev

ie
w

 d
at

e 

Assurance Gaps in 
assurance 

26
80

 

26
/0

1/
20

17
 

26
/0

1/
20

17
 The 

ongoing use 
of MDU for 
contingency 

beds C
or

po
ra

te
 

S
af

et
y 

- C
lin

ic
al

 

A
cu

te
 M

ed
ic

in
e 

 

For the past 13 months MDU has 
been used consistently as an area 
for contingency beds.  The area 
has trolley spaces which have to 

be used as bed spaces.  The area 
is not a ward area and patients in 
these beds do not have access to 

the same level of service as in 
patients.  This increases the risk 

to the patients placed in 
contingency beds in MDU.  They 

do not have access to the 
following: 

In patient pharmacy-increasing the 
risk of medication errors. 

 
In patient therapy services-

increasing risk of delays in therapy 
assessment and treatment. 

 
In patient phlebotomy services-

additional work has to be 
undertaken by other staff. 

 
Patients have limited meal 

choices, no access to 
telephone/TV, no locker space, no 

day room facility. 
 

Patients are cared for 
predominantly by agency staff and 
a different medical team each day. 

 
Having a bedded area also 

reduces our capacity to take 
patients from ED and from GP 

referrals. It also results in 
considerable delays for patients 
attending MDU as medical staff 

have to complete the ward round 
before seeing new patients 

presenting to the unit. 
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Acute medicine are unable to establish any 
controls over this.  The decision to use 

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

MDU is often 
bedded before 

other areas used 
for contingency 

beds 
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discussed 
at risk 

committee 
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Key contracts agreed (by specialty and 
POD) for 2017/18. 

 
 
 

Agreed Operational delivery plans. 
 
 
 

FIP focus on operational productivity. 
 
 
 

Budgetary control processes. 
 
 
 

Monthly operational accountability 
meetings. 

 
 
 

Quarterly performance review meetings. 
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The risk is that that we do not 
have the right capacity to meet 

demand which prevents the 
attainment of the 

Constitutional 4 Hour 
Standard for A&E. 
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1 - Use of predictive capacity and demand 
models to identify shortfalls in capacity. 

 
2 - Introduction of MAU, incorporating short 

stay beds, AEC and GPAU.   
 

3. - The development, with partners, of a 
frailty service to reduce length of stay and 

and admission avoid. 
 

4. - The creation of ring-fenced surgical 
capacity to protect a volume of elective 

activity. 
 

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

enhance breach avoidance. 
 

6.  - The uplift of 3 middle grade doctors to 
allow capacity to meet demand.  

 
18/5/2016 DS - HR analysis of junior rotas 
has not identified any capacity to improve 
staffing out-of-hours within establishment, 

as all tiers are working to maximum 
contractual limits. Focus on improving 

evening performance to reduce backlog 
going into the night should mitigate 

overnight performance issues. 
 

22/09/2016 - DS - Short paper submitted to 
COG by invitation July 2016 for additional 
MG tier - no response. Formal business 
case in development. Interim additional 
evening staffing via bank / agency when 

available. 

Clinical 
engagement 

and resources 
Lack of 7 day 

working 
Development of 

staff 

H
IG

H
 

16
 

M
O

D
 

12
 

01
/1

2/
20

16
 

Hourly 
monitorin

g 
Process & 

o/c 
indicators 
Mortality 
KPIs - 

FREED 
metrics 

Complex 
patient 

pathways 
with large 
numbers 

of 
patients 
affected. 
Capacity 
is reliant 

upon 
external 

partnersh
ips, and 

communit
y 

pathways 
being 

updated 
limited 

capacity 
forces 
short 
term 

plans to 
deal with 
constraint

s  

Source: DATIX 3rd July 2017  18 



Risk Management Report – July 2017 
ID

 

D
at

e 
Id

en
tif

ie
d 

D
at

e 
R

is
k 

lo
gg

ed
 o

n 
D

at
ix

 

Title  

R
is

k 
Ty

pe
 

R
is

k 
Su

bt
yp

e 

R
is

k 
Sp

ec
ia

lty
 

Description  

R
is

k 
le

ve
l (

in
iti

al
) 

Ex
ec

ut
iv

e 
Le

ad
 

R
is

k 
O

w
ne

r 

H
an

dl
er

 

Current controls Gaps in controls 

R
is

k 
le

ve
l (

cu
rr

en
t) 

R
at

in
g 

(c
ur

re
nt

) 

R
is

k 
le

ve
l (

Ta
rg

et
) 

R
at

in
g 

(T
ar

ge
t) 

N
ex

t r
ev

ie
w

 d
at

e 

Assurance Gaps in 
assurance 

21
62

 

09
/0

9/
20

14
 

22
/0

9/
20

14
 

EPR 
Procurem

ent  
timetable 
does not 

allow Trust 
to move 

away from 
iPM and 
Evolution 

before 
they 

become 
unsupport
ed. R37 

C
or

po
ra

te
 

In
fo

rm
at

io
n 

Te
ch

no
lo

gy
 

  

The Electronic Patient Record 
(EPR) 

procurement/programme will 
not meet the timetable set for 

the closure of the national 
contracts for the Trusts PAS & 
Maternity systems, these were 

due to expire in 2016. 
 

However extensions of these 
contracts had been negotiated 

and run for PAS until June 
2021 and for Maternity until 

June 2019. The PAS contract 
would seem to safely cover 

the Trust until the EPR 
application is launched, 

however the EPR Programme 
is unlikely  not deliver prior to 
the extension ending for the 

Maternity. 
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15/05/2017 - Current Control: 
 

Conversations with the suppliers of those 
systems currently most at risk have 

commenced. 
 

Contract extensions have been agreed with 
one supplier concerning the PAS and 

Maternity systems. The PAS extension 
takes UHCW to 2021, however the 

Maternity increase is to June 2019 (with a 
possibility of a further 6 months at most). 

 
 
 

Planned Control: 
 

Continue with the EPR Strategy. 

There is concern 
that we might 

not receive the 
approvals 

necessary from 
the TDA and HM 
Treasury in time 

to complete 
procurement (by 

June 2016). 
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Chief 
Officers 
Group. 
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When demand increases in MDU 
there are significant delays in both 

the nursing and medical 
assessment of patients.  This 
results in delays in care and 
treatment of patients.  This is 
particularly a problem in the 

evenings when demand is at its 
greatest.  Accepting patients after 

6 pm when the department is 
already full results in severe 

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

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

control room. 
 

Opening times to be reviewed. 
 

There are frequent incidents where we have 
reached unsafe levels and the site team have 

refused our request to close. 

Current staffing 
levels do not 

reflect the demand 
of the service 
Business case 

written and 
presented to 

planning 
Site team overrule 
request to close 
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hours 
needs to 

take place 
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A hybrid operating theatre is 
an operating theatre which 

has a fixed image intensifier 
and equipment for performing 

vascular surgery. Modern 
vascular surgery requires 
good quality imaging and 
stock of equipment kept in 
theatre to perform modern 
surgical techniques. These 
cannot be carried out using 
the current facilities in both 
elective and acute settings. 
Hence patients are being 
offered 'older' techniques 

which have a higher morbidity 
and mortality rather than 

modern techniques. 
 

In addition, staff is being 
exposed to higher levels of 

radiation than would occur if 
we had a fixed system for 

imaging. 
 

A hybrid operating theatre is 
recommended by the MHRA 

for the above reasons on 
safety grounds. 
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No current controls in place. Access to 
interventional radiology on an adhoc basis. 

Working party for hybrid theatre.  
 
 
 

11/03/16 Risk escalated to "corporate" at 
Theatre Management meeting.  To be 

approved by D Moon. 

Use of 
interventional 

radiology is sub-
optimal, with no 

immediate 
access to 
surgery.  
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The number of Cyber Security 
threats have increased and NHS 
Trusts appear to be targeted, with 
these attacks already leading to 
severe consequences for other 

Trusts. The outcome of an attack 
can be severe due to the potential 
loss of business critical systems in 

the Trust for a considerable 
period, which could affect patient 

care. 
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06.06.17 - Recent International Cyber security 
event reinforces the high risk associated with 
cyber attacks and the need to continue our 

efforts to keep Trust secure.  
 

Technical Security Manager has joined the Trust 
as of 22.05.17 and will concentrate on a review 

of CareCERT alerts sent by NHS Digital, 
Penetration Test outputs and Patching of critical 

infrastructure which will also ensure prompt 
resolution of any actions required.  

There are attacks 
which ICT cannot 

completely 
mitigate, despite 
all measures in 
place. Particular 
risks around poor 
practice by staff 

can be partly 
mitigated by 
education, 

awareness and 
technical security 
measures but not 
totally removed.  
Devices on our 

corporate network 
are not managed 
by ICT, notably 

MEBS equipment 
connected to the 

corporate network. 
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sub-group, 
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ICT 
Security 
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Complianc
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Information 
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The new 
Firewalls 
refresh 

project has 
been 

awarded to 
contract 
and will 
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security 

position to 
prevent 
external 

attacks via 
UHCW 

perimeter. 
ICT have 
achieved 

Cyber 
Essentials 
certification

.  

There is 
no joint 

Managem
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in the 

Trust for 
Network 

connected 
devices to 

fully 
appreciate 
all assets 
connected 

to our 
Corporate 
Network.  
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Title Medical Revalidation and Appraisal Annual Report including 
Statement of Compliance 

Author Louise Siddall, Medical Revalidation Officer 
Responsible 
Director 

Professor Meghana Pandit, Chief Medical and Quality Officer / 
Deputy CEO  

Date  27th July 2017 
 
1. Purpose  

This report provides an update on Medical Appraisal and Revalidation within the Trust, 
confirming the actions taken to date and those expected over the next year to provide 
assurance to the Board. It is also issued to seek approval of the Annual Statement of 
Compliance (Appendix 1). 

2. Background and Links to Previous Papers 

Members of the Trust Board last made a public declaration about compliance with 
requirements for Medical Appraisal and Revalidation following a report in July 2016. This 
is an annual requirement that must be issued to the Higher Level Responsible Officer 
(RO) at NHS England (NHSE) to provide assurance an AOA has been submitted, the 
organisation is compliant with The Medical Profession (Responsible Officers) Regulations 
2010 (as amended in 2013) and that core standards are maintained. 

3. Executive Summary 

Medical Revalidation is a statutory requirement by which all licensed doctors must 
demonstrate they are up-to-date and fit to practise providing greater assurance to 
patients, the public, employers and other healthcare professionals. 

3.1 Medical Appraisal Performance Data 

Annual appraisal is the foundation of medical revalidation with a recommendation based 
primarily on satisfactory appraisal outcomes. Appraisal should support doctors in 
reflecting on their practice and improving the quality of care they provide. 

3.11 Quarterly Appraisal Reports and Annual Organisational Audit (AOA) 

In line with the Framework for Quality Assurance (FQA) the Trust must report Medical 
Appraisal data on a quarterly basis to NHSE. Percentages for the appraisal year 1st April 
2016 - 31st March 2017, reflecting those who successfully completed an appraisal and 
those where the RO accepted that appraisal postponement was reasonable, is depicted 
in Figure 1.  

For the last quarter (1st January - 31st March 2017) 217 appraisals were due, with 132 of 
these completed and 85 doctors failing to hold their appraisal meeting during this period. 
14 doctors had a valid reason for postponing their appraisal (e.g. sick leave, maternity, 
etc.) and 52 were still within the 15 month window for a valid appraisal to take place.  
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Quarter 1       Quarter 2 

       
                   Quarter 3       Quarter 4 

    
Figure 1: Percentage of medical appraisals completed (including those appraisals who postponement was 

accepted) per quarter in 2016/2017. 

The AOA provides a tool to assist RO’s in assuring themselves and their Boards that the 
systems underpinning the recommendations they make and arrangements for medical 
appraisal are in place.  

The Trust submitted its latest AOA on 30th April 2017 detailing that, of the 613 doctors 
connected to the Trust at 31st March 2017, 528 doctors had completed an appraisal. This 
meant compliance was 86% the highest the Trust has reported since the introduction of 
Medical Revalidation irrespective of increasing medical staffing figures (Figure 2.)  
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Figure 2: Increase in appraisal compliance along with doctors connected to the Trust 

3.12 Qualitative Assessment (QA) 

A QA of appraisals is undertaken on a quarterly basis. This involves 10% of the 
appraisals completed during the period being reviewed against a calibrated checklist of 
requirements for appraisal inputs and outputs. The aspects of appraisal that are 
assessed during a QA are full scope of work, CPD, quality improvement activity, 
mandatory training and reflection. Most of these areas are completed and there is more 
to do about documentation of reflection during appraisals. 

Appraisal outputs remained consistent with all having detailed appraisal summaries; 
those appraisers who facilitated appraisal summaries, which lacked detailed 
documentation of appraisal discussion, are fed back to directly. 

These findings confirm the need to continually educate the medical staffing body 
regarding reflective practice. In addition, there is a need for to re-establish Appraiser 
Support Groups to feedback and ensure appraisers are reminded of the standards they 
must uphold. 

3.2 Revalidation Recommendations 

At the time of submitting this report the Trust has 639 prescribed connections, for which 
the RO, Professor Pandit is responsible.  

To date 556 recommendations have been submitted to the General Medical Council 
(GMC) for these connections.  

493 recommendations to revalidate have been issued and accepted. 

62 deferrals have been requested to date, with 6 having been submitted since the last 
report to Board. 3 of these have since received a recommendation to revalidate and 1 
has left the Trust. Currently the RO requests an average deferral period of 138 days. This 
aligns with the ‘under notice’ period (120 days) in which a revalidation recommendation 
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can be submitted to the GMC and ensures doctors have a sufficient but managed period 
of time in which any outstanding requirements can be met. As a comparison the average 
requested period is 217 days for other Designated Bodies in England (GMC, England 
Revalidation Operational Data Report). 

There are currently only 21 doctors left for the Trust to revalidate prior to the end of the 
first cycle of revalidation (31st March 2018). It is expected all these doctors will have 
received a recommendation prior to this date. 

3.3 Achievements 

Measures to standardise and strengthen the revalidation and appraisal process since 
time of last reporting in July 2016 include:  

• Delivery of appraiser training sessions to maintain the Trusts appraiser to appraise 
ratio. There are currently 118 trained appraisers in the Trust. 

• Implementation of feedback from NHSE’s Independent Verification Visit. Namely 
reviewing the Trusts Medical Appraisal Policy to contain a scope of access statement 
and a scheme of delegation to the Revalidation Management System (RMS) and GMC 
Connect.  

• Reconciliation of the Electronic Staff Record and Revalidation Management System to 
ensure accurate recording of medical appraisal compliance, in partnership with the 
Workforce Information Team and by the sharing of monthly reports with group 
management.  

3.4 Objectives 

To continue to progress and embed Medical Appraisal and Revalidation additions to the 
action plan for 2017/2018 are to:  

• Continue to increase Medical Appraisal rates in line with Key Performance Indicator 
(KPI). This will continue to be supported by the work to align systems, as correct 
compliance data will allow for the timely capture of breached appraisals 

• Further support medical appraisers with the re-establishment of Appraiser Support 
Groups, as well as by reviewing the first three appraisals any new appraiser 
undertakes in order to provide them with feedback. 

• Provide the medical staffing body with guidance on reflective practice to drive up the 
quality of the information input to support Medical Appraisal. 

• Explore the recommendations of the independent review of the operation and impact 
of revalidation by Sir Keith Pearson’s, ‘Taking Revalidation Forward', and how these 
can be implemented. 

• Initiate peer review process with another NHS organisation to ensure we meet AOA 
indicator 1.12 next year, which specifies that we must commission or undertake an 
independent review of processes. 
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• Work with the Medical Education Department to ensure processes for the introduction 
of new KPI confirming accreditation of educational/clinical supervisors is implemented 
along with procedures to quality assure the educational content of appraisals. 

4. Areas of Risk 

Risk arises out of failing to comply with RO Regulations and GMC/NHS England 
requirements, which could impact negatively on patient safety along with the Trust’s 
reputation. In order to mitigate the risk it is imperative to ensure commitment to 
revalidation, rather than compliance, is established across the Trust. This can be 
achieved with ongoing education. 

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

The information reported on does not link directly to Trust Objectives or the BAF however 
the process of Medical Revalidation is a statutory requirement with which the Trust must 
comply. 

6. Governance  

Medical Revalidation is a core element of the Quality Governance Agenda. It is for this 
reason that reports are made to Trust Board in order to assure members requirements 
are being met and that governance arrangements are robust. 

 

7. Responsibility 

The Trust as a Designated Body has a statutory duty to support their RO in discharging 
their duties under the RO Regulations.  

The Revalidation Team is responsible for the implementation and monitoring of the 
processes that support revalidation. This consists of the following: 

• Dr Mike Iredale, Deputy CMO and Revalidation Lead  

• Dr Mathew Patteril, Consultant Anesthetist and Deputy Revalidation Lead 

• Louise Siddall, Medical Revalidation Officer 

8. Recommendations 

The Trust Board is invited to NOTE the report and new objectives as well as RAISE any 
queries or concerns. 

The Board is also asked to APPROVE the ‘Statement of Compliance’ (Appendix 1), 
confirming that the Trust as a Designated Body is compliant with regulations, appreciating 
this will be shared with the Higher Level RO. 

 

Name and Title of Author: Louise Siddall, Medical Revalidation Officer 

Date: 27th July 2017 
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Agenda Item 12 Enclosure 8 
Appendix 1 

Designated Body Statement of Compliance 
 

The board of University Hospitals Coventry and Warwickshire, NHS Trust can 
confirm that 

• an AOA has been submitted, 
• the organisation is compliant with The Medical Profession (Responsible 

Officers) Regulations 2010 (as amended in 2013) 
• and can confirm that: 

1. A licensed medical practitioner with appropriate training and suitable capacity has 
been nominated or appointed as a responsible officer;  

Professor Meghana Pandit completed all modules of RO training in 2012 and 
continues to regularly attend the required quota of RO Events. 

2. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is maintained;  

The MRO keeps this record using starter and leaver information provided by HR on a 
monthly basis. In addition the MPIT form is issued out by the Medical Resourcing 
Team following successful pre-employment checks and details used to inform MRO 
on date of commencement of contract. 

3. There are sufficient numbers of trained appraisers to carry out annual medical 
appraisals for all licensed medical practitioners;  

UHCW currently has 118 trained appraisers. The ratio of revalidation ready appraisers 
to doctors in the Trust is 1:5. A value between 1:5 and 1:20 is deemed sufficient under 
NHS England guidelines. The Trust continues to deliver biannual appraiser training 
sessions to ensure a sufficient ratio is maintained. 

4. Medical appraisers participate in ongoing performance review and training / 
development activities, to include peer review and calibration of professional 
judgements (Quality Assurance of Medical Appraisers1 or equivalent);  

Following NSHE review the Trust has stipulated the quorum of appraisals an 
appraiser should undertake to remain proficient as an appraiser and ensure workload 
is balanced. 
In the reviewed policy it has also been stated that the Revalidation Team are to review 
the first three appraisals undertaken by new appraisers in order to provide feedback 
and guidance in the role.  
The Trust will be reinstating Appraiser Support Groups this year which will run on a 
biannual basis. These were superseded last year with the delivery of top-up training to 
a large cohort where an update could be provided. 

 

1 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
2 Doctors with a prescribed connection to the designated body on the date of reporting. 
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5. All licensed medical practitioners2 either have an annual appraisal in keeping with 
GMC requirements (MAG or equivalent) or, where this does not occur, there is full 
understanding of the reasons why and suitable action taken;  

An appraisal postponement form is in place. Where this form is not used and suitable 
reasons for appraisal postponement not given prescribed connections are written to 
determine explanations for not completing appraisal. Where engagement is not 
forthcoming and a suitable explanation not gleaned the GMC REV6 Early Concerns 
form is utilised. 

6. There are effective systems in place for monitoring the conduct and performance 
of all licensed medical practitioners1 (which includes, but is not limited to, 
monitoring: in-house training, clinical outcomes data, significant events, 
complaints, and feedback from patients and colleagues) and ensuring that 
information about these matters is provided for doctors to include at their appraisal;  

There is a process in place for providing information on significant incidents, 
complaints and Quality Improvement and Patient Safety meeting attendance directly 
into doctors’ appraisal portfolios. 
Mandatory training is logged on ESR and is therefore readily accessible to individuals. 
Clinical outcomes data is available on the Trust intranet via the Opera Theatre log and 
Consultant information pack. 
Equiniti 360 Clinical provide the Trusts multi-source feedback toolkit and any doctor 
requiring an assessment is registered on this by the MRO. Once an assessment is 
complete it is the responsibility of the facilitator to provide a copy of the report to the 
appraisee. 

7. There is a process established for responding to concerns about any licensed 
medical practitioners1 fitness to practise;  

There is a ‘Conduct and Capability Concerns in Relation to Medical and Dental Staff 
Procedure’ in place which is in line with national framework “Maintaining High 
Professional Standards in the Modern NHS”.  
The procedure provides comprehensive steps and principles for dealing with concerns 
raised regarding doctors and dentists, to enable prompt and appropriate action to be 
taken in the interests of patients, staff and the practitioner. 

8. There is a process for obtaining and sharing information of note about any licensed 
medical practitioner’s fitness to practise between this organisation’s responsible 
officer and other responsible officers (or persons with appropriate governance 
responsibility) in other places where the licensed medical practitioner works;3  

In addition the MPIT form is issued out by the Medical Resourcing Team following 
successful pre-employment checks and details used to inform MRO on date of 
commencement of contract. 
Where doctors leave employment with UHCW the MRO is tasked with the transfer of 
information. This is currently only provided if requested by the new employing 
organisation as new employing organisation is not always known. 

 
3 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 
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9. The appropriate pre-employment background checks (including pre-engagement 
for locums) are carried out to ensure that all licenced medical practitioners have 
qualifications and experience appropriate to the work performed; 

Medical staffing undertakes all pre-employment checks prior to issuing a contract of 
employment. 

10. A development plan is in place that ensures continual improvement and addresses 
any identified weaknesses or gaps in compliance.  

Yes - Please see Trust Board Report 27.07.17 Agenda item 12 Enclosure 8 

 

Signed on behalf of the designated body 

Official name of designated body: University Hospitals Coventry and Warwickshire, NHS 
Trust  

Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 

Role: _ _ _ _ _ _ _ _ _ _ _ 

Date: 27th July 2017 
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PUBLIC TRUST BOARD PAPER 
 
Title Quarterly Mortality Performance Report – July 2017 
Author Sharron Oulds- Head of Clinical Effectiveness 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer / Deputy 
CEO 

Date  27 July 2017 
 
1. Purpose  
 
The purpose of this paper is to provide a quarterly overview of Trust-level mortality data for 
the period April 2017 to June 2017, and performance for the time period April 2016 to March 
2017(latest available Dr Foster Intelligence data), providing assurance that any highlighted 
concerns are investigated thoroughly and appropriate action is taken. 
 
2. Background and Links to Previous Papers 
 
Investigating and reporting mortality data enables the Trust to identify ways to improve 
patient safety and patient outcomes.  The Trust Board receives a quarterly report in addition 
to monthly information around HSMR and SHMI contained within the Integrated Quality & 
Performance Report. 
 
3. Narrative 

 
Mortality Review 
The completion rate for primary mortality reviews between April 2017 and June 2017 is 65%. 
The Trust mortality process allows 30 days to complete Primary Mortality Reviews. 
Specialities with a high number of expected deaths have challenges in completing mortality 
reviews within the timeframe and access to medical records may be impacted by post 
mortem or inquest requirements. 
 
 
• Between April 2017 and June 2017 there have been 0 confirmed NCEPOD E graded 

deaths. 
 
High completion rates for primary mortality reviews highlight excellent engagement with 
clinical staff with the mortality review process. 87% of completed primary reviews between 
April 2017 and June 2017 received an NCEPOD grade A highlighting good standards of 
patient care. 
 
All primary reviews graded B-E have a further secondary mortality review; these are 
discussed at specialty mortality and patient safety meetings to share the learning and 
improve patient care. There have been 23 opportunities for learning between April 2017 and 
June 2017. 
 
Mortality indicators: HSMR  
• The Trust HSMR value for the latest available 12 months of data (April 2016 – March 

2017) is 96.4. This is within the ‘expected’ mortality range. 
 



The Hospital Standardised Mortality Ratio (HSMR) compares all inpatient deaths to expected 
deaths. HSMR above 100 indicates more deaths than expected, and a HSMR below 100 
indicates fewer deaths than expected. The Mortality Review Committee continues to 
proactively undertake investigations into diagnosis groups with a higher than expected 
number of deaths to identify potential improvements in care. Ongoing actions to reduce 
HSMR include the development and monitoring of care bundles. 
 
Mortality Alerts – Dr Foster Intelligence 
• Between April 2016 - March 2017 the Trust received 196 mortality Outlier Alerts, 34% of 

these are positive alerts. Of the negative alerts, this represents only 35 diagnosis and 
procedure groups.  
 

Each month, diagnosis and procedure groups that have generated negative alerts through 
Dr Foster Intelligence (significantly more deaths than expected) are discussed at the 
Mortality Review Committee and appropriate action is agreed to address the alerts. 
 
Mortality Indicators: SHMI 
• The SHMI value (January 2016- December 2016) is 1.1047 within the expected mortality 

range. 
 
The Summary Hospital-Level Mortality Indicator (SHMI) differs from HSMR as it not only 
includes all inpatient deaths, but also deaths which occur 30 days after discharge. It uses a 
benchmark of 1 instead of 100. SHMI above 1 indicates more deaths than expected, and a 
SHMI below 1 indicates fewer deaths than expected.  
 
4. Areas of Risk 
There are no risks on the risk register 

 
5. Governance  
 
Mortality assurance and reporting is monitored by the Mortality Review Committee chaired 
by the Deputy Chief Medical Officer (DCMO) and the Chief Medical Officer (CMO) is a 
member. The Committee’s actions are monitored through Patient Safety and Clinical 
Effectiveness Committee, which provides assurance to Quality Governance Committee. 
Trust Board receives a report on mortality performance every 3 months going forward to 
meet national expectations. 
 
6. Responsibility 
 
The Mortality Review Committee is responsible for assuring the Trust Board that mortality is 
proactively monitored, reviewed, reported and where necessary, investigated. The 
committee ensures any lessons and actions are implemented and disseminated to improve 
outcomes.  
 
7. Recommendations 
 
The Board is invited to NOTE the Trust’s mortality performance for the given time periods. 
 
 
Sharron Oulds- Head of Clinical Effectiveness  
22/6/2017 
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University Hospitals Coventry and Warwickshire NHS Trust Quarterly 

Mortality Performance Report Q1– April 2017- June 2017 
 

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

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

them from avoidable harm 
 
The Trust uses mortality indicators such as the Hospital Standardised 
Mortality Ratio (HSMR) and Summary Hospital Level Mortality Index (SHMI) 
to compare mortality data nationally. This helps the Trust to identify areas for 
potential improvement. Although these are not a measure of poor care in 
hospitals, they do provide a ‘warning’ of potential problems and help identify 
areas for investigation. 
 
In addition to this, the Trust has an in-depth mortality review process where 
each death of an inpatient aged 18 and above is subjected to an initial review 
of their care and graded according to the standard of care they received. 
Further reviews are conducted by an appropriate consultant or team if 
potential problems in care have been identified. This is to encourage learning 
from patient outcomes. 
 
All mortality processes are overseen by the Trust’s Mortality Review 
Committee, chaired by the Deputy Chief Medical Officer. The Mortality Review 
Committee reports into the Trust’s Patient Safety and Clinical Effectiveness 
Committee each month.  
 
This report provides information to the Trust Board on the performance of 
UHCW NHS Trust during Q1 April 2017- June 2017, meeting national 
recommendations. 
 

2.0  Trustwide Mortality Review – Performance for April 2017 – June 2017 
 

2.1 Each inpatient aged 18 or above is subjected to a primary mortality review by 
the specialty involved in their care at the time of their death. All patients 
subjected to a review have their care graded by a Consultant, using the 
National Confidential Enquiry into Patient Outcomes and Death (NCEPOD) 
Classification of Care grading A-E. 
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During the time period 1 April 2017 – 30 June 2017 there have been 543 
requested primary mortality reviews for inpatients (and those who died within 
the Emergency Department), 65% of which have been completed. The Trust 
mortality process allows 30 days to complete Primary Mortality Reviews. 
Specialities with a high number of expected deaths have challenges in 
completing mortality reviews within the timeframe and access to medical 
records may be impacted by post mortem or inquest requirements. 
  
The figure below shows the NCEPOD grade of all completed primary reviews 
between 1 April 2017 and 30 June 2017. It highlights that 87.9% (210) of 
reviews were graded NCEPOD A for ‘good care’. 
 

 
 
Figure 1: NCEPOD Classification Rate (All data extracted 3rd July 2017) 
 

2.2  All patients who are graded NCEPOD B-D during primary review have a 
further secondary review completed as the grade highlights that there were 
aspects of care which could have been improved. The purpose of the 
secondary review is to identify areas for learning and actions to help improve 
patient care and avoid similar problems occurring. This is a multi-disciplinary 
approach and these cases are discussed in specialty meetings to ensure that 
learning is shared. Theme analyses are conducted from secondary reviews 
and shared throughout the Trust to promote improvements in patient care.  
 
For all deaths between 1 April 2017 and 30 June 2017 which have had a 
completed primary mortality review, there were 23 requested secondary 
reviews (cases graded NCEPOD B-D), suggesting 23 opportunities for 
learning. Currently 39% of these secondary reviews have been completed (9).  
Of the incomplete secondary mortality reviews, 93% are still within the 2 
month allocation for completion (13 reviews). Of the completed secondary 
reviews, 11% (1 review) of these has been re-graded to NCEPOD A (good 
care) following discussions with their specialty’s team members. The Trust is 
committed to identifying areas for improvement in an open and transparent 
manner. 
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2.3 Deaths which are graded NCEPOD E have an investigation into their death 
reviewing all aspects of care. This is completed by the Clinical Director or 
Mortality Lead for the specialty involved and reported to the Mortality Review 
Committee. The Committee then discusses the case and agrees appropriate 
action. Trend analyses for NCEPOD E deaths are also conducted in the Trust 
to enable identification for improvement areas and to disseminate learning. 
 
For all deaths between 1 April 2017 and 30 June 2017 there have been 0 
cases graded NCEPOD E at primary and secondary mortality review.  
 

2.4 The deaths of patients with a learning disability are monitored within the Trust 
in line with national recommendations. Patients with a learning disability are 
identified by the learning disability team using an alert on Clinical Results 
Reporting System (CRRS). Data on the number of patients with a learning 
disability who have died is received by the Mortality Review Facilitator from 
Performance and Programme Management Office (PPMO). 

 
The number of deaths of patients with a learning disability between April 
2017- June 2017 is 2. This information is reported through the Trust Mortality 
Review Committee. 
 

3.0 Mortality Indicators: Hospital Standardised Mortality Ratio (HSMR) 
 

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

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

3.2 HSMR data is received by the Trust 3 months in arrears. The most recent 
release of data includes mortality for all deaths prior to and including March 
2017. The HSMR for the most recent 12 months of data (April 2016- March 
2017) is 96.4. This is within the ‘expected’ mortality range. The HSMR value 
for March 2017 is 84.8 which is also within the ‘expected’ mortality range. 
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The chart below shows the HSMR trend for UHCW for each month from April 
2016 - March 2017. It highlights that UHCW is consistently within the 
‘expected’ range for these 12 months. 
 

 
Figure 2: HSMR Trend by Month (April 2016- March 2017) 
 
The 12 month HSMR for mortality has been decreasing over the previous 12 
months. Since the data release for July 2016, UHCW’s 12 month HSMR is 
within the ‘expected’ mortality range. 

5.0 Mortality Alerts  
 

5.1 Each month, diagnosis and procedure groups which have generated negative 
alerts through Dr Foster (significantly more deaths than expected) are 
discussed at the Mortality Review Committee. Appropriate action to address 
the alerts is agreed. 
 

5.2 Between April 2016- March 2017 (latest available Dr Foster Intelligence data), 
the Trust received 196 mortality alerts, 34% of which have been positive 
alerts. Of negative alerts, this represents only 35 diagnosis and procedure 
groups. All negative mortality alerts have been reviewed by the Mortality 
Review Committee and appropriate actions assigned and monitored for 
completion. 

6.0 Mortality Indicators: Summary Hospital-level Mortality Indicator  
 

6.1 The SHMI is a national indicator published by NHS Digital quarterly and is 6 
months in arrears. The national benchmark for the SHMI is 1. Similar to the 
HSMR, a value below the benchmark indicates fewer deaths than expected, 
while a value above this highlights more deaths than expected.  UHCW 
reports SHMI data to the Mortality Review Committee on a quarterly basis. 
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6.2 The most recent publication for the SHMI is for January 2016 – December 
2016 (published by NHS Digital, in June 2017). The majority of Acute Trusts 
in this publication were within the ‘expected’ mortality range (81.5%; 110 
Trusts). UHCW is also within the expected range in this publication, as the 
value is 1.1047. During this time period there were 2915 deaths recorded 
compared to 2,638 ‘expected’ deaths. The majority of deaths were inpatient 
deaths (70.3%), and 29.6% of deaths were within 30 days of discharge. 
 

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

statistical data. Outlier alerts are generated when there have been a 
significantly higher number of deaths than calculated. No CQC outlier letters 
have been received between April 2017 to June 2017.  
 

7.2  Other external or national bodies such as Royal Colleges will contact the 
Trust regarding Mortality Outlier Alerts.  
 
In June 2017 the Trust received a letter from the Royal College of Physicians 
requesting information regarding a Mortality Outlier Alert for the diagnosis 
group Fractured Neck of Femur. This diagnosis group has been investigated 
by the Trust prior to receiving this letter and actions have been implemented 
to improve the delivery of care in this diagnosis group. A response has been 
sent detailing the ongoing actions, which are reported through the Patient 
Safety and Clinical Effectiveness Committee. 
 

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

Board. 
 

In view of the CQC report Learning, Candour and Accountability December 
2016 and the National Guidelines for Learning from Deaths published in 
March 2017, the Trust has undertaken a gap analysis which demonstrates it 
already meets many of the recommendations, however the key areas of focus 
going forward are: 

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

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

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

 
An implementation plan to address the gap analysis has been developed and 
progress is reported through the Mortality Review Committee. 

 
8.2 Updated Mortality Review Forms 
 

To improve the information collected during the mortality review process and 
to allow for a user friendly approach to Mortality Reviews the electronic forms 
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used to review each death have been updated in line with the national 
recommendations. 
 
 

8.3 Mortality Focus 2017/2018 
  
 The Mortality Review Committee has taken a proactive approach towards 

reducing the Trust’s SHMI and has identified key areas of focus for the next 
12 months. These include 12 Diagnosis groups with higher crude mortality 
than expected. An action plan has been developed and progress is reported 
through the Mortality Review Committee.  
 
 
Author: Sharron Oulds Head of Clinical Effectiveness.  
June 2017 
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PUBLIC TRUST BOARD PAPER  
 

Title Patient Experience Quarterly Report  
Author Paula Lloyd Knight,  Associate Director of Quality 
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical and Quality Officer 

Date  27th July 2017 
 
1. Purpose  
 
This Quarterly experience report brings together information on Compliments, 
Complaints, PALS, Patient feedback and involvement and Board walk rounds.   
 
2. Background and Links to Previous Papers 
 
The paper aims to present patient experience information in an easy to read format 
suitable for public consumption.   
 
3. Narrative 

 
In keeping with the Trust’s vision of becoming a national and international leader in 
healthcare and its values, this report aims to bring together the work of the Patient 
Experience function of the Quality Department and highlight areas of good practice and 
improvement areas.  
 
The Trust operates a 25 working day response target to respond to complaints received. 
As at 3 July, of the 87 complaints received in April and May, 81 had achieved the target 
with 5 breaching and 1 yet to be responded to. The complaints department have been 
conscious to ensure the focus is maintained on attaining the 25 working day standard 
whilst also ensuring the cases that have already breached are given due attention.  
 
The top 2 issues have remained unchanged since the previous reporting cycle, with 
Communications followed closely by clinical treatment of surgical patients. Patient care 
including hydration has moved up to third from the previous quarter.   
 
Of the five 5 cases decided by the Parliamentary Health Service Ombudsman in Quarter 
1; 3 were partially upheld and 2 complaints were not upheld.  
 
The PALS are now able to monitor and report on the performance against the 5 working 
day response standard. It is encouraging to note that for Q1 performance was 95% 
against a target of ≥90%.Of the 734 enquiries received this Quarter, 695 were responded 
to within 5 working days. 
 



Delays and cancellations of outpatient appointments remains the top enquiry as in 
Quarter 4. Communications, with patients and relatives has moved up from the previous 
quarter as the second highest PALS enquiry.  
 
The highest 3 performing KPIs on Impressions, the Trust’s bespoke patient survey 
system are privacy and dignity 99%, feeling safe 99% and politeness and respect 99%. 
Conversely the lowest 3 KPIs are parking 58% food and drink 91%, and doing things on 
time 92%. 
 
University Hospital, Coventry Q1 on NHS Choices is 4 out of 5 stars, while the Hospital of 
St Cross maintained 5 out of 5 stars.   
 
This Quarter there has been a continued and concerted effort to ensure that patient 
information consistently meets the Trust’s patient information standard. At the end of Q1 
80% of patient information on the eLibrary is current, 10% are under review and 10% 
have expired. 
 
Board Walk rounds continue on a monthly basis with departments sharing their ideas for 
positive change with senior colleagues. Seven areas were visited across the specialities.  
 
4. Areas of Risk 
 
There are no risks identified in Q1. 
 
5. Governance  
 
NHS Constitution 
 
Principle 4 – The NHS aspires to put patients at the heart of everything it does NHS 
services must reflect and should be coordinated around and tailored to, the needs and 
preferences of patients, their families and their carers. 

 
Principle 7 - The NHS is accountable to the public, communities and patients that it 
serves. 
 
6. Responsibility 
 
Meghana Pandit, Chief Medical and Quality Officer 
 
7. Recommendations 
 
[A] The Board is invited to note: the Patient Experience Quarterly Report 
 
Name and Title of Author: Paula Lloyd Knight, Associate Director of Quality 
Date:  14 July 2017 
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1. Patient Relations: Complaints & 
PALS 
 This section of the report provides information on the positive feedback received into the Patient Experience function via the Trust’s 

Feedback inbox and formal written correspondence.  Quarterly performance data concerning the management of formal complaints is 
shared in a tabular format. New performance information has been introduced in this report, including uphold rates, level of harm and 
complaints that have progressed to claim level. Additional information is provided on the Trust’s performance against complaint’s key 
performance measures, namely, performance against the 25 working day target and the number of complaints returned for Further Local 
Resolution (FLR).  The report goes on to provide thematic information regarding the complaints received in the Quarter along with  examples 
of the learning and action taken as a result of complaints. The report shares the details of those cases that were referred to and decided by 
the Parliamentary and Health Service Ombudsman (PHSO) in Quarter 1. Finally, the report shares the responses received to the Complaints 
Satisfaction Survey and the action the complaints team are taking to improve satisfaction with the Trust’s management of complaints.   
 
The section goes on to provide information on the Quarterly performance data of the Patient Advice and Liaison Service (PALS). For the first 
time the PALS report on the application of the enquiry work streams set out in the PALS Enquiry Management Plan. The report provides 
performance information against the 5 working day respond or refer standard as well as a breakdown of the subject matter of the enquiries 
received within the Quarter. Importantly, the report provides examples of the learning and actions that have resulted from PALS enquiries 
before going on to share the responses received to the PALS Satisfaction Survey and the action the PALS team are taking to improve 
satisfaction with the Trust’s management of enquiries and concerns.  
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Compliments  & Thanks 
 
The Feedback inbox is used by the Complaint Department and PALS for complainants and service users to communicate with the Trust via email.  As well as 
being used to communicate concerns, it can also be used to communicate compliments and/or praise to individual members of staff or teams.  All 
Compliments received into the Trust are also stored on Datix’s Compliments Tab.  The Impressions website is used by the Patient Involvement Team for 
service users (patients, family members and visitors) to provide the Trust with their comments about their experience, via the Friends and Family Test (FFT) 
and surveys. 

“We would like to express our heartfelt thanks to the entire team on Ward 50 who were 
part of our mum’s care… You have all made a difficult and sad situation a little more 

bearable and we greatly appreciate the amazing job you are doing. We’ve been very moved 
by the time and patience you have given to mum and our family. We would be delighted if 
this message of our appreciation reaches the Chief Executive of the Hospital so that your 

hard work and dedication are recognised.” 
Ward 50, UHCW 
Datix ID: 14327 

“I have had such caring and supportive staff looking after me through my breast cancer 
treatment.”  

Arden Cancer Centre, UHCW 
Impressions ID: 254885 

“Our mother was very special to us. She had been in hospital on several occasions in the last 
year. We want to say a very special thank you to the staff on Ward 32 where the care was 

excellent in the last days of her life.” 
Ward 32, UHCW 
Datix ID: 14234 

“The brief stay was met with professionalism diligence care and efficiency. At no time was 
there a moment to consider a failing in the system or treatment.”  

Endoscopy Unit, UHCW 
Impressions ID: 254486 

“Everybody was so helpful, nothing was to much trouble for them, pleasant and 
professional.” 

Cedar Ward, Hospital of St Cross 
Impressions ID: 254282 

“Thank you to the lovely Chemotherapy team for all your kindness and gentleness 
throughout my treatment. You made it so easy to get through it, despite continuous 

demands on your time.” 
Oncology and Radiotherapy, UHCW 

Datix ID: 14687 

“As above a most excellent experience. Dr Shim was kind, reassuring and explained 
treatment options. Reception staff were excellent, and contact was made to me to arrange 

the appointment very quickly. Thank you. A really excellent experience. Dr. Tang Shim 
explained everything to me, gave me treatment options, and most beneficial of all gave me 

reassurance. Thank you.” 
Dermatology Unit, UHCW 
Impressions ID: 254803 

“Seen as soon as arrived by thoughtful members of staff who clearly explained what would 
happen. Time and thought was given to any questions l raised and explanation were given in 

a comprehensive and easily understandable manner.” 
Outpatient Clinic 7, UHCW 

Impressions ID: 254786 

“Thank you so much for all your dedicated care and support during a hard few days during 
induction when I was super overdue! I felt well looked after so I can look back at it all with a 

lot of positivity.” 
Ward 24, UHCW 
Datix ID: 14615 

“Many thanks to the two young ladies who spent an hour today correcting my hearing.  I left 
hospital at 4pm today able to hear much better.  Thank you for your patient and expertise.” 

Audiology, UHCW 
Datix ID: 14906 

“All of the staff in the ward and operating area were extremely helpful and kind. Good 
explanations were given about the cataract operation and what to do afterwards.” 

Rugby Day Surgery Unit, Hospital of St Cross 
Impressions ID: 254460 

“To the Director of Breast Screening, I am writing to say how very impressed I was with your 
service. The quickness of receiving my appointment and for DR's and Nurses who showed 
great care, kindness and courteousness and very helpful.  From start to finish I could not 

fault the system at all. You should be very proud of the Breast Screening Unit. Many thanks.” 
Breast Screening, UHCW 

Datix ID: 14578 
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Quarter 2 
2016-17 

Quarter 3 
2016-17 

Quarter 4 
2016-17 

Quarter 1 
2017-18 

April 
2017 

May 
2017 

June 
2017 

Total number of formal 
complaints received 180 126 141 139 38 49 52 

Average monthly number 
of formal complaints 
received 

60 42 47 46 38 49 52 

% of complaints 
acknowledged within 3 
days 

88% 89% 90 132 
(95%) 36 (95%) 47 (96%) 49 (98%) 

% of complaints 
responded to in 25 
working days 

47% 58% 69% Available from 
7/8/17 37(97%) 45 (92%) Available from 

7/8/17* 

Oldest open complaint at 
end of Quarter - 

55 
working 

days 

110 
working 

days 

66  
Working days 

(average) 

76  
Working days  

60 
Working days 

62 
Working days 

Total number returned 
for further local 
resolution (FLR)* 

18 22 15 25 11 7 7 

Total number of PHSO 
requests 6 8 8 5 0 4 1 

Complaints Activity & Performance 

* The 25 working day performance data will not be available until the 7 August 2017 when 25 working days has passed since the last working day of June. 
 
** This is the number of complaints returned for Further Local Resolution (FLR). These do not necessarily relate to the complaints received that month as complaints can be 
returned for further local resolution up to a year after the complaint was responded to.   
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Quarter 4  
(2016-17) 

Quarter 1  
(2017-18) 

No of complaints upheld, partially upheld, not 
upheld 

Not upheld – 55 
Partly Upheld – 73 

Upheld – 21 

Not upheld – 32 
Partly Upheld – 85 

Upheld – 25 

Complaints by level of harm (post investigation) 

Very low – 77 
Low –  67 

Moderate – 2 
High – 1 

Very low – 88 
Low – 52 

Moderate – 0 
High – 0 

Referred to Patient Safety - 4 

No of complaints with previous PALS involvement  15 (9%) 24 (20%) 

No Complaints progressed to Legal cases  10 6 

Complaints Activity & Performance 

No of complaints upheld, partially upheld and not upheld and level of harm 
At the conclusion of each investigation the complaints team record whether a complaint has been upheld, partially upheld or not upheld and 
the level of harm caused. This is in accordance with the  Parliamentary and Health Service Ombudsman’s (PHSO) approach to categorising 
outcomes and the mandatory reporting to NHS Digital. This outcome information enables services within the Trust to prioritise the areas 
requiring improvement and learn from good practice.  
 
No of complaints progressed to Legal Cases  
A new Triangulation Working Party is now in place where the Patient Safety, Claims and Complaints Team meet to discuss working arrangements 
and learning. The claims with previous complaints involvement are reviewed and opportunities for earlier resolution are considered.  
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Further Local Resolution 
The Trust is committed to thoroughly investigating complaints raised and providing a clear and understandable response. Complaints raised 
often involve very sensitive and emotive issues and it is important that the Trust recognises and meets the needs of complainants in its 
handling of their complaint.  
 
A key indicator of the quality of complaint investigations and complaint handling is the number of complaints returned for Further Local 
Resolution (FLR) due to the complainant being dissatisfied with the response. In April and May the Trust received 87 complaints for 
investigation and 18 complaints for further local resolution.   
 
The Complaints team assess every complaint returned for FLR to identify opportunities for improvement. On 11 occasions the complaints 
team assessed that the complaint was returned due to the complainant feeling that the issues raised had not been addressed to a 
satisfactory level. In 3 cases the complainants felt that all the issue raised had not been addressed and in a further 3 cases the complainant 
requested a meeting.  
 
The Head of Patient Relations has undertaken research into improving satisfaction with complaint outcomes and evidence indicates that 
greater involvement of complaints in the investigation process improves satisfaction with outcomes. This is in accordance with the PHSO’s 
guidance on good complaint handling which has been adopted into the Care Quality Commission’s inspection framework.  
 
To improve in this area, the complaints team have introduced a daily meeting to more closely scrutinise new complaints and consider how 
best to approach the communication with the parties through the investigation. Complaints data shows that sharing findings in the form of 
a complaints meeting is the most effective way of increasing satisfaction and reducing the number of complaints returned for FLR and 
complaint meetings will therefore be encouraged. It should however be noted that it is very difficult to arrange complaint meetings to take 
place within the 25 working day target, often due to the availability of complainants, and this does therefore create a challenge in terms of 
increasing satisfaction without compromising the 25 working day target.  
 
The Head of Patient Relations will continue to monitor the number of complaints returned for further local resolution and the actions being 
taken to improve in this area.  
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The Trust operates a 25 working day response target to respond to complaints received. As at 3 July, of the 87 complaints received in April and 
May, 81 have achieved the target with 5 breaching and 1 yet to be responded to. This equates to a quarterly performance to date of 93%.  
 
The complaints team review each complaint that breached the 25 working day target to identify the reason for the breach and to seek to learn 
and improve. The reasons for breach of the 5 complaints that did not achieve the target to date in Quarter 1 are set out in the table below. 

25 Working Day Response Target   

Datix ID  
No Days to 

closure as at 
5/7/16 

Reason for breach  

14623 32 (closed) Complaint meeting – Doctor’s  availability to attend meeting. 

14552 30 (closed)  QA – returned from executive office for further investigation. 

14589 37 (open) QA – returned for further investigation by complaints quality assurance check.  

14463 42 (open) Delay in receiving statements from staff and new lines of enquiry identified as investigation 
progressed. 

14406 49 (open) Complex investigation made with additional complications due to difficulties with obtaining the 
medical records, connected patient safety investigations and managing an access to records request  

Challenges to achieving the 25 working day target:  
• Meetings are a preferred method of sharing investigation findings, particularly in sensitive cases, but it can often be difficult to arrange 

meetings within the 25 working day timeframe due to patient and staff availability.   
• Providing access to and co-ordinating medical records on complex complaints requiring input from a number of members of staff can be 

difficult, delaying progress. 
• Locating and contacting staff who have left the Trust to assist with complaint investigations can delay the investigation process.   
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Top 10 Themes Raised in Complaints  

This table shows the top 10 themes of complaints received in Quarter 1 broken down by specialty group. Further detail is provided on the top 5 most 
complained about themes on page 10.  The highlighted figures represent the themes complained about most for each specialty group. 

Top 10 Themes 
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Total 

Cardiac and Respiratory 3 0 0 0 0 0 0 0 1 0 4 

Care of the Elderly 0 0 2 0 1 0 0 0 0 1 4 

Clinical Diagnostics (Pathology & 
Imaging) 0 1 0 0 0 2 1 0 1 0 5 

Clinical Support 0 0 0 0 1 0 0 0 0 0 1 

Emergency Services & Acute 
Medicine 0 1 3 14 5 2 1 0 0 0 26 

Neurosciences 3 3 3 0 1 1 1 0 0 0 12 

Oncology & Haematology & Renal 0 1 1 0 1 1 0 0 1 0 5 

Specialist Medicine & Ophthalmology 0 2 1 0 0 0 0 0 1 0 4 

Surgery  8 1 3 0 2 3 3 0 0 0 20 

Theatres & Anaesthetics 0 1 1 0 0 0 0 0 0 1 3 

Trauma and Orthopaedics & Rugby 5 1 1 0 0 1 2 0 0 0 10 

Women & Children's 0 7 2 0 0 1 0 5 0 2 17 

Totals: 19 18 17 14 11 11 8 5 4 4 111 
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Top 5  Themes  and  Sub-themes 

Themes Comparison with Quarter 4 Top 3 Sub-themes 

1. Communication  

 
 
 
 

( Remained in same position ) 

1. Communication with patient 
2. Communication with relatives and careers 
3. Discharge arrangements (including, e.g.  lack of or 

poor planning)  

2. Clinical treatment – Surgical Group  

 
 
 

(Remained in same position) 

1. Delay or failure to diagnose (including,  e.g. missed 
fracture) 

2. Post-treatment complications  
3. Injury sustained during treatment or operation  

3. Patient care including Nutrition/ 
Hydration  

 
 
 
 

( Increased from last quarter)  

1. Failure to provide adequate care (including, e.g.  
overall level of care provided) 

2. Slips trips and falls (unwitnessed) 
3. Discharged too early  

4. Clinical treatment – Accident & 
Emergency NEW 

1. Delay or failure to diagnose (including,  e.g. missed 
fracture) 

2. Discharged too early 
3. Catheter care  

5. Values and behaviours (staff) 

 
 

 
( Decreased  from last quarter) 

1. Attitude to medical staff  
2. Attitude of nursing staff/midwives  
3. Communication with patient 

This table shows the top 5 themes for complaints received in Quarter 1, and also the top 3 sub-themes within each of these categories.  The 
arrows below correspond to where this theme now ranks  in comparison to its position Quarter 4 or whether it is a new entry to the Top 5. For 
example, Value and Behaviours has dropped down to 5th place in Quarter 1, compared with being higher in the list in Quarter4 (2016-17).  
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Parliamentary Health Service Ombudsman (PHSO) 
Quarter 4 April 17  May 17 June 17 Quarter1 Total 

Number of  new PHSO cases 9 0 4 0 4 

Number of PHSO decisions 10 0 2 3 5 

Number of PHSO cases fully or 
partly upheld 

1 Partly Upheld  
6 Not upheld  0 1 Not upheld  

1 Partly upheld  
1 Not upheld  

2 Partly upheld  
2 Not upheld  

3 Partly upheld  

5 PHSO decisions were received by the Trust in Quarter 1; 3 of these partially upheld complaints, and 2 complaints were not upheld.  
 
The number of complaint investigations opened by the PHSO during Quarter 1 is less than half the amount received in Quarter 4 of 2016-17. 
 
On page 12 you will see more details of the complaints which were decided by the PHSO in Quarter 1, including a summary of the grievances, 
the outcome, and the proposed actions. 
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Parliamentary Health Service Ombudsman (PHSO) 
ID  Summary of complaint  Outcome  Action  

11075   
 

Complaint that late spouse was inappropriately discharged 
and that staff did not listen to the patient’s wishes, control 
his pain or afford him a duty of care. The complainant feels 
like the decision to discharge led to their spouse suffering a 
rapid decline in their health leading to their premature 
death.     

Not upheld  
The ombudsman found that the patient received the appropriate 
care and treatment and that the decision to discharge the patient 
was appropriate.   

No action required.  

10507 Complaint about the quality of a skin graft, consent issues 
for the procedure, inadequate explanation of ongoing 
bleeding and that the Trust gave contradictory reasoning 
for the skin graft failure.  

Partially upheld  
The ombudsman found that the surgical treatment was carried 
out appropriately but that the Trust did give contradictory 
reasoning for the skin graft failure.  

The Trust apologised to 
the patient for the 
concern caused by the 
contradictory reasoning 
provided.  

  
8462 

Complaint about the care that the complainant’s daughter 
received. Specifically that the Trust failed to diagnose a 
pulmonary embolism (PE) on three separate occasions.  

Partially upheld  
The ombudsman found that the Trust failed to assess the patient 
appropriately using the Wells score and that this prevented the 
patient from receiving a CTPA scan that would have identified the 
PE. The Trust also failed to advise the patient to cease taking the 
oral contraceptive pill once the diagnosis of PE was made.  

The Trust has apologised 
to the patient and is 
creating an action plan to 
prevent reoccurrence of 
the issues identified.  

8459 Complaint that late spouse did not receive the appropriate 
care and treatment prior to their death. Specifically that 
the Trust failed to perform a scan on admission to 
determine the cause of the patient’s abdominal pain, made 
an incorrect diagnosis and failed to properly monitor the 
patient overnight.  

Partially upheld 
The ombudsman found that the initial assessment was within the 
applicable guidelines and established good practice but that the 
patient was not properly assessed and monitored after being 
admitted. The ombudsman found that there was a missed 
opportunity to consider earlier intervention but they were unable 
to say that this affected the outcome.  

The Trust is to apologise 
for the failings identified 
and pay £500 
compensation. Actions 
will also be identified to 
prevent a reoccurrence of 
the failings identified.  

5971 The patient was admitted as a trauma patient following a 
road traffic accident. Patient complained that she did not 
receive attention from a specialist surgeon until several 
days after their admission, that she was incorrectly advised 
that the keyhole surgery she needed was not available on 
the NHS and that the Trust locked door policy meant that 
they did not receive the support she needed from the 
family.  

Not upheld 
The ombudsman found no failing in the care provided and no 
evidence that the Trust incorrectly advised that surgery was not 
available on the NHS. The ombudsman did identify a failing with 
regards to access to the ward but found that the Trust had 
already appropriately addressed this issue by installing buzzers at 
ward entrances.  

No action required.  
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Complainant Satisfaction Survey  
Below you will see the results of the Complainant Satisfaction Survey for Quarter 1.  There was a total of 21 respondents to the survey in 
Quarter 1. 

Complaints focus following survey responses 

5% 11% 32% 42% 11% 

A member of staff Leaflet Internet PALS Another organisation

45% 35% 20% 

Very easy Easy Not easy

How did you find out how to make a complaint? 

Was it easy to find information on how to make a complaint or raise a concern? 

Do you feel that your complaint was responded to within a reasonable amount of 
time? 

Did we provide you with a clear and understandable response? 

Do you feel that we fully addressed your complaint? 

Do you feel that your concerns were treated seriously and with sensitivity? 

Did you feel that we understood your complaint? 15% 

42% 

33% 

40% 

48% 

45% 

21% 

29% 

25% 

29% 

40% 

37% 

38% 

35% 

24% 

Yes completely Yes to some extent No

43% 43% 14% 

Satisfied Dissatisfied Neither satisfied nor dissatisfied

Overall, how satisfied are you with the way your complaint was handled? 

Do you feel we understood your complaint? 
Only 60% of patients felt that we fully understood their complaint.  
While the Complaints Service offers to speak with every complainant, it is 
recognised that a more proactive approach should be taken in the case of 
complex or particularly sensitive complaints. When triaging new complaints, 
the Complaints Co-ordinator will identify those cases where telephone 
contact must be made to confirm the complaints and to discuss the 
investigation process.  

 

Do you feel that your response was responded to within a reasonable amount of time? 
Only 75% of complainants felt that we responded to their complaint in a reasonable 
amount of time. The Trust operates an internal response standard of 25 working days and 
patients are advised that we will aim to respond within this timeframe. While the Trust is 
committed to delivering against this standard, there are circumstances that can make this 
particularly challenging, such as when carrying out joint investigations with other 
organisations or where the complaint is complex, involving a large number of staff and 
services. In these situations the Complaints Service will have a more detailed discussion 
with the complainant about timeframes and will increase contact with the complainant 
throughout the investigation to ensure they are kept fully updated on timeframes.  This will 
be monitored by the Complaints Co-ordinator at the bi-weekly complaint meetings and via 
the quality review process.  
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Individual Actions Arising from Complaints 
ID Main Issues of Complaint Outcome and Actions Taken 

13273 
 

Concerns were raised regarding Communication (regarding) 
dural tear and after surgery care, and also that a drain was 
removed/stitches without anaesthetic. 
 
 

Apologised for the distress caused and acknowledged that communication could  have been better. 
Confirmed that it is not usual to administer an anaesthetic to remove a drain but appreciated that every 
patient's pain threshold is different. 
 
Action - GM created a leaflet regarding aftercare and what to expect following this procedure. 

14257 
 

Toe fracture missed and patient  was contacted and asked  to 
attend the Fracture Clinic. 
 

Review of  the x-ray by Radiologist showed  a subtle fracture. Explanation given that all x-rays are 
reviewed by a Radiologist ; this mechanism ensures any missed diagnoses are followed up and correct 
treatment is provided.  
 
Action -  Reiterated to  staff in CED to ensure that patients/relatives are informed of the review process 
and the possibility that they may be recalled. 

14011 Patient underwent smear test in May 2015 under the care of 
Consultant Gynaecologist at UHCW and received a letter to 
advise that results were all clear. She was subsequently 
advised in March 2017 that the sample from 2015 was 
inadequate and that a repeat test should have took place.  

Although it was not determined how the error occurred a new process has been put into place. 
 
Action - All letters sent to patients will now include a copy of the cytology report. Members of staff 
undertaking smear tests within the department have also been reviewed and training identified to 
ensure required competence is maintained. 

13598 Patient delivered blood sample to the laboratory at the 
Hospital of St Cross, Rugby.  There was a delay in the samples 
reaching University Hospital and as a result of this the tests 
that needed to be performed within specific timescales would 
no longer provide a reliable result. 

Identified that this was a laboratory error. 
 
Action – The Downs’s syndrome screening request forms are now separate and more easily identifiable.  
Blood Sciences Specimen Reception desk staff will now also check each bag of samples arriving at the 
Hospital of St Cross. 
 

13679 Concerns raised regarding CT scan results were not followed 
up, resulting in patient not being aware of his terminal 
condition for a number of months. 
 
 

Scan performed. Substantive Consultant had left the Trust before  the scan  was formally reported.  
During an unrelated outpatient appointment scan was reviewed and new findings were apparent which  
the patient had not been informed of. Locum Consultant  was not specifically informed to check  any 
outstanding/historical results . This resulted in a missed opportunity to discuss possible treatment 
options. 
 
Action - This matter has been discussed at the Oncology Quality Improvement and Patient Safety (QIPS) 
meeting . The requirement to check any outstanding results will be included in the formal induction 
process for any new Consultants within the department.  



15 

Communications   
The Trust has implemented a number of initiatives to try and improve the way staff communicate with patients, family, friends and carers as well as each other. This 
includes but is not limited to: a continuation of the #Hello My Name Is Campaign; promoting the importance of staff always introducing themselves; the Brilliant 
Basics Training Programme designed to enhance customer care and communication skills; the Leading Together training programme designed to give our leaders 
the skills to more effectively communicate; and the introduction of values based appraisals, which are concerned with whether staff are demonstrating the right 
behaviours and Trust values. 
 

Clinical treatment - Surgical Group  
Although there are significant pressures due to the demand on the service, the Surgery Group are committed to reducing the length of time patients wait for 
surgery. The Group closely monitors its waiting lists and seeks to provide additional capacity wherever possible; this involves putting on extra lists at weekends and 
evenings. Patients are provided with dates according to longest waiter and clinical priority, and consultants are involved in the review of patients who have been 
waiting a long time to ensure that they do not come to harm through delays. There has been a small increase in theatre capacity available to the Group for the next 
financial year and there is a programme of review to improve theatre utilisation and efficiency which seeks to provide more capacity and facilitate a reduction in 
delays to treatment. 
 

Patient care including Nutrition/ Hydration 
Discharge: recognising  that discharge is a constant source of complaint, the Trust has implemented a number of issues to try and improve in this area.  This includes 
but is not limited to: the introduction of ‘Red to Green’ days - ensuring every day is contributing towards a patient’s diagnosis, treatment and/or discharge; the 
introduction of IT ‘whiteboards’ to track a patient’s discharge; and working with community partners in the development and utilisation of ‘discharge to assess’ 
beds.  An improved discharge policy that includes improved discharge advice paperwork is being completed alongside the development of ‘Discharge gurus’ on each 
ward who will be trained and upskilled in all spheres of discharge planning and execution. 
 

Clinical treatment – Accident and Emergency 
The Trust has taken a number of actions during the year to improve our Emergency Department performance, both internally and with partners including improved 
ambulance triage and handover, Red to Green Days,  as well as focussing on improving ambulatory pathways. They also continue to focus on delivering the SAFER 
principles to improve care for all our patients.  
 

Values and behaviours  
The Trust have introduced a new value of respect, promoting the importance that staff always treat each other and patients with respect. The Trust is also 
promoting the importance of values and how these are demonstrated in practice across the Trust and encouraging local proactive consideration and action in 
respect of how teams and services live the Trust values. The Trust has launched values-based recruitment, recruiting staff not only on what they do but also how 
they do it, as far as possible ensuring that the Trust is recruiting staff whose approach is aligned to the Trust values. As well as recruiting the right staff, the Trust has 
introduced values-based appraisals, ensuring that staff are appraised not only on their achievements but also the extent to which they demonstrate Trust values in 
their work. Appreciation cards have also been introduced across the Trust to ensure best practice is recognised and promoted across the Trust.  
 

 

Learning and Improvement in Relation to the 5 Most 
Complained about Themes 
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PALS Activity and Performance 
Enquiry Management Plan  
The Enquiry Management Plan was developed in March 2017 and improvements have been made to Datix to facilitate the implementation of the work 
streams and more effective data entry. The work streams are as follows: 
 
• Signposting: PALS receive enquiries that do not relate to UHCW. In these cases the PALS will be as helpful as possible and where they are able to they will 

signpost the enquirer to the relevant organisation.  
• Immediate Response: where possible the PALS provide an immediate response to enquiries raised.  
• Liaise and Respond: in these cases the PALS will raise the enquiry with the relevant service(s) to obtain a response that they will relay to the enquirer on 

the service(s) behalf.  
• Refer to Specialty: in some cases the PALS will identify that the enquiry needs to me managed directly by the service(s) and they will therefore refer the 

enquiry to the relevant services(s) to respond to directly. They will advise the enquirer of the timeframe in which they can expect to receive a response 
and the enquirer will be invited to contact the PALS again should they not receive a response from the service or if they require any further support.  

• Ongoing support: in some cases patients or their family, friends or carers require ongoing support through a period of care. For example the PALS may 
support patient’s through the Patient Safety Investigation Process.  

 
5 Working Day Respond or Refer Standard  
The PALS response rate standard is for ≥90% of enquiries received to be resolved or referred within 5 working days. Of the 734 enquiries received this 
Quarter, 695 were responded to within 5 working days equating to a performance of 95%.   PALS continue to have bi-weekly huddles to review the PALS 
caseload, one of which is attended by the Head of Patient Relations. This is proving effective in ensuring that enquiries are addressed in a timely manger 
and that those which do not achieve the 5 working day standard receive the necessary attention.  
 
Of those cases that did not achieve the 5 working day standard, 19 where responded to within 10 working days. Analysis of these enquiries has shown the 
enquirer raised  several concerns involving different specialties.  PALS communicated regularly with the enquirer to provide an update on the resolution of 
their enquiry.  13 enquiries were resolved within 20 days; analysis of these enquiries showed a majority of enquirers asking for an update on their surgery 
date.   The Head of Patient Relations and PALS Co-Ordinator is meeting with the Group Manager and Associate Group Manager to discuss how to deal with 
these enquiries with appropriate escalation.  3 enquiries were resolved within 27 days; there related to treatment of a patient on a ward,  a patient 
requesting more information on her condition, and an enquirer whose appointment was consistently being cancelled. 
 
The Enquiry Management Plan details an escalation process which the PALS are working to embed into their practice. The Head of Patient Relations and the 
PALS Co-ordinator will continue to work on ensuring that cases are managed in accordance with the new Enquiry Management Plan and that those 
enquiries that do not achieve the 5 working day response or refer standard are quickly progressed to conclusion.  
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PALS Activity and Performance 
Quarter 4 
(2016-17) 

Quarter 1  
(2017-18) 

PALS Enquiries  1041 734 

Signposting 

Enquiry Management Plan introduced the 
‘work streams’ in March 2017.  Therefore, 
there is no data available for this Quarter.  

  

58 

Immediate Response 296 

Liaise and Respond 284 

Refer to  Specialty 79 

On-going Support 17 

≥90% of enquiries resolved or referred in 5 
working days 88% 94% 
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Top 10 Themes Raised in PALS 

 Top 10 Themes 
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Total 

Cardiac and Respiratory 17 10 1 8 1 3 2 3 0 0 46 

Clinical Diagnostics (Pathology & 
Imaging) 32 10 2 10 0 0 0 5 0 0 61 

Core Services  1 13 36 0 3 0 16 2 0 0 72 

Care of the Elderly 0 1 2 0 1 0 1 1 0 0 7 

Emergency Services & Acute 
Medicine 0 10 8 2 7 9 1 3 0 5 48 

Not applicable 3 15 7 0 9 0 3 2 1 0 41 

Neurosciences 13 9 4 8 1 9 0 0 0 0 46 

Oncology & Haematology & Renal 3 9 1 0 0 0 0 0 0 0 15 

Specialist Medicine & Ophthalmology 33 9 2 4 3 0 0 2 1 0 56 

Clinical Support 6 1 0 3 0 0 0 0 0 0 11 

Surgery  30 22 6 25 2 5 0 2 3 0 99 

Trauma and Orthopaedics & Rugby 8 8 3 7 2 1 0 0 2 0 36 

Women & Children's 8 14 4 3 1 1 0 1 0 0 36 

Totals: 154 131 76 70 30 28 23 21 7 5 574 

This table shows the top 10 themes of enquiries received in Quarter 1 broken down by specialty group. Further detail is provided on the top 5 most 
enquired about themes on the next page.  
 
The highlighted figures represent the themes enquired about most for each specialty group. 
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PALS Top 5  Themes  and  Sub-themes 

Top 5 Themes Comparison with Quarter 4 Top 3 Sub-themes 

1. Appointments  

 
 
 

( Remained in same position ) 

1. Appointment delay (including, e.g. length of wait) 
2. Appointment Cancellations 
3. Appointment - availability (including, e.g. urgent) 

2. Communications 

 
 
 

(Increased from last quarter ) 

1. Communication with relatives/carers 
2. Communication with patient 
3. Other (Communications) 

3. Trust Admin / Policies / 
Procedures inc. Patient Record 
Management 

 
 
 

(Decreased from last quarter )  

1. Complaint handling - all aspects 
2. Access to health records 
3. Other (Trust Admin issues) 

4. Waiting Times 

 
 
 

(Decreased from last quarter )  

1. Wait for operation/procedure 
2. Waiting for Appointment / Length of Waiting List  
3. Other (Waiting Times) 

5. Other  NEW 

1. Loss of/damage to personal property including compensation 
issues 

2. Disruptive behaviour 
3. Aggressive behaviour (not assault) by patient 

This table shows the top 5 themes for enquiries received in Quarter 1, and also the top 3 sub-themes within each of these categories.  The 
arrows below correspond to where this theme now ranks  in comparison to its position Quarter 4 or whether it is a new entry to the Top 5. For 
example, Waiting Times has dropped down to 4th place in Quarter 1, compared with being higher in the list in Quarter4 (2016-17).  
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Concern, Action and Outcome 

Work stream: Immediate Response 

Concern 
Patient has received a letter from the Renal team however there were 3 other letters 
within the envelope for other patients. 
Action 
PALS have sent a stamped addressed envelope so the patient may return the letter to 
UHCW. 
Outcome 
The Renal Group manager has been notified and he has completed a CAE. Once the 
letters are returned, the Group Manager will investigate further. 

Concern 
Daughter of enquirer has been moved from Ward 22 to the Day Surgery Unit; she is very unhappy 
with this and wants to know if another bed is available can she be moved onto a proper ward. 
Action 
PALS spoke with the Ward Manager of the Day Surgery Unit. 
Outcome 
Patient is now being moved to Ward 21, Area 1. 
 

Work  stream: Ongoing Support 

Concern 
Patient can sometimes be difficult to manage on the ward. 
Action 
PALS visiting each day to support the patient and staff. 
Outcome 
PALS accompany the patient with a walk around the hospital grounds. 

Concern 
Patient very frustrated by the Dietetics service; he believes they do not listen to him and he also 
believes they do not pay any attention to his autism.  Patient asked if PALS would accompany him 
to his next outpatient appointment. 
Action 
PALS attended his outpatient appointment and spoke with the Dietetics Manager who agreed to 
telephone the patient to discuss his concerns. 
Outcome 
The Dietetics Manager spoke with the patient who was pleased to receive a call from the Manager 
of the service. 

Work stream: PALS Liaise and Respond 

Concern 
Enquirer raised concerns about her daughter’s care and treatment whilst an inpatient. 
Action 
PALS acted as liaison between the mother and patient as the mother was not allowed 
on the ward until visiting times. 
Outcome 
Patient was discharged however PALS are still dealing with enquiries from the mother 
with regards to the patient’s prescriptions. 

Concern 
Patient arrived at the Wisdem Centre for an appointment with Professor Kumar; on arrival she was 
advised he had not worked there for about 2 years.  She asked to meet with the senior doctor in 
charge as her follow up had been delayed.  She was also booked into the wrong clinic. 
Action 
PALS spoke with the Wisdem Centre Manager and suggested she speak directly with the patient as 
she was very concerned about her delay in treatment. 
Outcome 
The Wisdem Centre Manager spoke with the patient and apologised for the distress caused and a 
follow up plan was put in place.  

Below you will see a series of examples of PALS enquiries received throughout Quarter 1; the examples below represent the variety of concerns and 
enquiries that the PALS deal with daily, and provide examples of the outcomes achieved.  

Actions taken as a result of PALS Enquiries 
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Concern, Action and Outcome 

Work stream: Refer to Specialty 

Concern 
Patient unhappy with response from member of staff when she wanted assistance 
with her appointment; she found staff unhelpful and rude and wanted to speak with a 
manager.    
Action 
PALS spoke with the Associate Group Manager and discussed the concerns of the 
patient.   
Outcome 
Associate Group Manager agreed to telephone the patient. 

Concern 
Enquirer unhappy that his visitor from the USA was charged following a visit to the Emergency 
Department. 
Action 
PALS spoke with the Overseas Manager to decide on a way forward 
Outcome 
The Overseas Manager advised he would ring the enquirer and discuss his concerns whilst 
explaining payments for those attending the Emergency Department from overseas. 

Work stream: Signposting 

Concern 
Enquirer asked for information on Personal Independence Payment (PIP) and Disability 
Living Allowance (DLA). 
Action 
PALS researched PIP and DLA and printed off information for the enquirer. 
Outcome 
Information was handed to the enquirer with contact numbers of other organisations 
who can answer any further questions. 
 

Concern 
Enquirer wanted to raise issues regarding the Caludon Centre. 
Action 
PALS explained that the Coventry and Warwickshire Partnership NHS Trust were responsible for 
the Caludon Centre; PALS asked if service could contact the Trust on behalf of the enquirer which 
he agreed to. 
Outcome 
PALS liaised with Coventry and Warwickshire Partnership NHS Trust and asked that the enquirer is 
contacting directly to discuss his concerns regarding the Caludon Centre. 

Actions taken as a result of PALS Enquiries 
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Below you will see the results of the PALS Satisfaction Survey for Quarter 1; the results of this are reported into the Patient Experience and 
Engagement Committee.  There was a total of 60  responses in Quarter 1.  

PALS Satisfaction Survey  

38% 27% 18% 3% 15% 

Member of staff Internet Leaflet Poster Other

How did you hear about PALS? 

30% 33% 33% 3% 

Telephone Email Met with a PALS member of staff in person Letter
How did you contact PALS? 

72% 

67% 

73% 

67% 

68% 

65% 

13% 

15% 

12% 

9% 

12% 

7% 

16% 

18% 

15% 

24% 

21% 

29% 

Yes completely Yes to some extent No

Do you feel you were kept reasonably  informed of progress during the handling 
of your enquiry? 

Were you happy with the speed in which PALS responded to your enquiry? 

Did PALS  do what they said they would do? 

Did PALS clearly explain how they could help you? 

Do you feel that PALS understood your enquiry? 

Did you find the PALS staff approachable and supportive? 

50% 15% 12% 3% 15% 6% 

Extremely likely Likely Neither likely nor unlikely Unlikely Extremely unlikely Don't know

How likely are you to recommend PALS to friends and family? 

PALS focus following survey responses 
Did you feel that PALS understood your enquiry?  
The PALS recognise the importance of demonstrating to patients or their 
representatives that they fully understand their enquiry or concern and have 
identified a number of steps to improve satisfaction in this regard. When receiving 
enquiries the PALS will now clearly relay their understanding of the enquiry or 
concern and seek confirmation from the enquirer that their enquiry has been 
correctly understood. This approach will be monitored through the quality 
assurance checks and improvements will be measured via regular reviews of 
satisfaction questionnaire results.  

Did the PALS clearly explain how they could help you?  
 In order to feel supported, enquirers or their representatives must have a clear 
understanding of what action the PALS is going to take in response to their enquiry or 
concern and when they can expect to receive a response. To improve satisfaction in 
this area, the PALS will clearly confirm what action they are going to take and this will 
again be monitored via the quality assurance checks and will be measured via regular 
reviews of satisfaction questionnaire results.  
 



23 

 
2. Insight and Involvement 
 This section of the report outlines the results of the patient feedback mechanisms overseen by the Trust’s Patient Insight and Involvement 

Team (formerly known as the Patient Experience Team): 
 

Impressions: the Trust has both patient and staff Impressions. Patient Impressions consists of a suite of questionnaires available online and 
also in paper questionnaire and postcard format.  Patient Impressions allows feedback from patients, relatives, carers and visitors across all 
visit types to be sent on a daily basis to relevant staff across the Trust. 

 
Friends and Family Test:  the Friends and Family Test (FFT) is a national initiative overseen by the Insight Team of NHS England.  It is an initial 
single question, which asks patients whether they would recommend the NHS service they have received to friends and family if they need 
similar care or treatment, plus a supplementary, mandatory question asking why the patient has responded as they have.   Guidance 
stipulates that all patients should be given the opportunity to answer the FFT either at their point of discharge from hospital or within 48 
hours post discharge.  The Trust allows users to complete the FFT via a majority of means including postcards, SMS text, online via its website 
and QR codes. 
  
National Patient Survey Programme: the National Patient Survey Programme has been running since 2002 and currently consists of an annual 
Inpatient Survey, with an Emergency Department Survey, Maternity Services Survey and a Children and Young People’s Survey being carried 
out every two years.  This is a postal survey and the Trust commissions Quality Health Ltd to carry out the surveys on its behalf.  
 
This section of the report will also present information regarding the Trust’s rating on NHS Choices, and the Patient Insight and Involvement 
Team’s presence on social media. In addition to this is an update on the Health Information Service and Trust’s suite of patient information 
leaflets, including their status and developments throughout Quarter 1. 
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Patient Insight and Impressions 

 
Quarter 1, 2016-17 Quarter  1, 2017-18 

Impressions is the Trust’s bespoke patient survey system which allows feedback from not only patients but relatives, carers and visitors too.  The graphs 
below show feedback from all respondents when asked what service(s) influenced their experience at the Trust and whether the service was, in their 
experience, mainly good or mainly bad.  The green bar shows the percentage (as well as the number in brackets) of respondents who said they had a 
mainly good impression and the red bar the percentage (as well as the number in brackets) of respondents who said they had a mainly bad impression of 
the service noted.  The graphs below show movement between this year’s and last year’s Quarter 1. The Top 3 and Bottom 3 Influential Factors are 
shared at ward level on the Looking After You Nursing Boards. The Trust wide influential factors are detailed on the monthly FFT internal report. 
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Patient Insight and Impressions 
COMPARISON BETWEEN QUARTER 1 2016 – 17 and QUARTER 1 2017-2018 

 
The introduction of the new briefer Friends and Family Test postcard has resulted in less feedback about the influencing factors of service (the 
number of respondents to each category are shown in the brackets.  As you can see on the graph for Quarter 1 2017 – 2018,  the top three 
scoring categories of service are all placed at 99%.  This is due to the rounding up of percentages.  However, they are listed in the correct order 
taking account of this rounding up process.  The arrows indicate movement in results between the quarters.  However, due to respondent 
number differences, any comparison is not necessarily comparable. 
 
It is interesting to note that those areas of service showing the greatest satisfaction haven’t changed considerably between the quarters with 
Privacy & Dignity remaining at the top.  However, it is disappointing to note that there has been no discernible movement in satisfaction levels 
with regard to the bottom three despite various actions being taken – see below.   

BOTTOM 3 SERVICE AREAS OF QUARTER 1 2016-17 - ACTIONS BEING TAKEN IN QUARTER 1 2017-18 
Food & Drink: Ward Food Tastings are held every other month to let the nurses and HCA taste the food so they can promote this to patients – 7 
are to be held in July.   ISS have decided to stay with their current supplier Anglia Crown and have signed a new five year  contract with a new 
Service Level Agreement to ensure new products and changes through that period.  A roadshow presentation was held in OPD at UHCW to 
promote the partnership with food tastings from the menus and cakes available , over 180 comment cards were filled in.   A finger food menu 
has now been sent around the wards three times to ensure it is available.  Menu Tasting , the next visitors’ food tasting is to held in OPD on the 
13th September.  Menu availability, a menu co-ordinator from ISS visits the wards each week to check if menus are being given to patients. (Nigel 
Watson, Catering Logistics Manager, ISS - 0July 2017) 
   
Doing things on Time:   Training – we are undergoing a complete review of our RTT Training. This has included developing a Trust Elective Access 
Training Strategy which will involve roll-out of RTT online training across the Trust to all staff. This will ensure all staff are aware of patients’ rights, 
application of the correct rules and give an awareness of good practice. This will include an annual refresher programme which we have not had 
previously. We aim to have all of the packages included into ESR to enable this to be a part of annual appraisal reviews. I know the feedback 
previously related to inpatient elements and in line with the current training review we are re-reviewing our standard operating procedures with 
associated key performance indicators where applicable for elective care together with accompanying guidance’s previously developed. Once this 
is concluded we will develop a communication strategy across the Trust.  (Sarah Roddis, Assoc Head of Elective Care – July 2017) 
 
Car Parking: Car Parking:  Negotiations continue to increase the car parking capacity at the Trust, but these are yet to be finalised.  (Lincoln 
Dawkin, Director of Estates – July 2017) 
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Friends and Family Test -  Activity and Performance 
The Friends and Family Test (FFT) is a national initiative overseen by NHS England. It is an initial single question, which asks patients whether 
they would recommend the NHS service they have received to family and friends if they need similar care or treatment, plus a supplementary 
question asking why the patient has responded how they have. The FFT question is incorporated into Impressions. The results are presented as 
a percentage of recommenders and non-recommenders. The tables below show UHCW’s figures against our internal targets and also the 
national average for the previous Quarter.  

  
April'17 

Recommender % 
May '17 

Recommender % 
June '17 

Recommender % 
Internal Target 

Recommender % 
National Average 

for Q4 16/17 
Inpatients 91% 91% 91% 95% 96% 

A&E 81% 81% 82% 87% 87% 

Antenatal (after 36 weeks) Experience 96% 99% 98% 97% 96% 

Birth/Labour Experience 91% 99% 98% 97% 97% 

Postnatal (hospital) Experience 98% 95% 96% 97% 94% 

Postnatal (community) Experience 99% 100% 97% 97% 98% 

  
April '17  

Response Rate % 
May '17 Response 

Rate % 
June '17 Response 

Rate % 
Internal Target 

Response Rate % 
National Average 

for Q4 16/17 
Inpatients 28% 26% 28% 26% 25% 
A&E 16% 14% 15% 15% 13% 
Antenatal (after 36 weeks) Experience 13% 17% 17% 15% N/A 
Birth/Labour Experience 13% 15% 18% 15% 23% 
Postnatal (hospital) Experience 33% 32% 28% 15% N/A 
Postnatal (community) Experience 25% 25% 35% 15% N/A 
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National and Local Surveys 

 
The National Patient Survey Programme has been running since 2002, is a mandatory programme which all Trusts have to take part in.  The Programme is 
overseen by the CQC.  The Programme currently consists of the annual inpatient survey, and the  A&E Survey, Maternity Survey and Children and Young 
People’s Survey, being conducted every 2 years.   
 
The Trust commissions Quality Health Ltd to carry out the surveys on its behalf. Quality Health Ltd provides the Trust with its results for each survey: Top 
line results (containing raw figures for the current and previous year’s survey), Management report (containing full statistical analysis including trends and 
comprehensive recommendations to improve results); and Comments report (containing all the verbatim comments given by respondents).  The CQC 
provides the Trust with a benchmark report which compares how the Trust has fared nationally when compared with other Trust’s.  The Patient Insight & 
Involvement Team, working with the PPMO, are developing software to track the actions and progress with regard to the surveys undertaken as part of the 
Programme. 

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

Update Position 

Inpatient  2016 - 17 Sample month (July 2016) 
Field work (September 2016 – January 2017) 
Top line results (February 2017) 
Management Report (Quality Health Ltd) (February 2017) 
Benchmark report (CQC) (June 2017) 

17.2.17:  Management Report received in the Trust.  Patient Insight & 
Involvement Team developing a Survey Tracker with the PPMO.  This 
Tracker is likely to be ready in September 2017. 
13.4.17: Results reported to PEEC 
25.4.17: Results reported to COG 
30.6.17:  Quality Health Ltd present to COF 

A&E 2016 - 17 Sample month (September 2016) 
Field work (October 2016 – March 2017) 
Top line results (March 2017) 
Management Report  (Quality Health Ltd) (March 2017) 
Benchmark report (CQC) (August 2017) 

28.3.17: Top line results, received in the Trust 
28.3.17: Top line results sent  to key staff for information only. 
4.5.17:    Management Report received and sent to Department 
23.5.17:  Results reported to COG 
7.6.17:     Results & Tracker process discussed with Department 
15.6.17:  Quality Health Ltd present to Department  

Children & 
Young 
Peoples 

2016 - 17 Sample months (November – December 2016) 
Field work (January – June 2017) 
Top line Results (June 2017) 
Management Report  (Quality Health Ltd) (July 2017) 
Benchmark report (CQC) (January 2018) 

13.6.17:  Top line results received in Trust 
6.7.17:     Top line results forwarded to Specialty 
28.6.17:   Notified that Management Report will be delayed – Quality 
Health Ltd waiting for weighting information 

Maternity 2016 - 17 Sample month (February 2017) 
Field work (April – August 2017) 
Top Line Results (5th September 2017) 
Management Report (Quality Health Ltd) (early October 2017) 
Benchmark report  (expected date late Autumn 2017) 

Field work commenced 
As at 30.6.17 our response rate is 30% 
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Website and Social Media 

 
The Patient Experience Team regularly uses the UHCW Trust Twitter 
account to share information about experience events, the Friends 
and Family test, and more recently, to share compliments received 
via our various feedback methods.  We have included an example of 
tweets below. 

NHS Choices 
 
 
 
 

Overall University Hospitals Coventry and Warwickshire NHS Trust 
 

The rating for University Hospitals Coventry and Warwickshire NHS Trust 
has remained the same since Quarter 3 (2016-17). 

 
 
 
 
 

University Hospital  (Coventry) 
 

The rating for University Hospital has remained the same since Quarter 3 
(2016-17). 

 
 
 
 
 

Hospital of St Cross  (Rugby) 
 

The rating for the Hospital of St Cross has remained the same since Quarter 
3 (2016-17). 
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Website and Social Media 

 
Below you will see a table showing the rating received by various areas of the Trust on NHS Choices during Quarter 1. The feedback has been 
divided by Trust site, and shows any ratings received by UHCW NHS Trust as a whole. 

University Hospital 5* 4* 3* 2* 1* 0* No rating 

A&E 1 2 2 1** 
Booking Centre & Parking 1 
Cardiology 2 1 
Cardiothoracic Surgery 1 
Children’s ED and Ward 16 2 
Critical Care & Cardiology 1 
Dermatology 1 
General 1 
General Surgery 1 
Gynaecology 1 1 
Maternity Services 1 1 
Nephrology 1 
Neurosurgery 1 
Oncology 2 1 
Ophthalmology 2 2 
Oral & Maxillofacial Surgery 1 1 
Orthopaedics 1 
Parking 1 1 
Hospital of St Cross 5* 4* 3* 2* 1* 0* No rating 
Diagnostic Imaging 1 
General 2 
General Medicine 1 
Orthopaedics 8 1** 
Physiotherapy 1 
Rugby Urgent Care Centre 1 
X-Ray 1 
UHCW NHS Trust 5* 4* 3* 2* 1* 0* No rating 
Cardiology 1 
Radiology 1 
Urology 1 
TOTAL 33 7 3 0 8 0 3 

**These reviews also appeared on Patient Opinion (one for Orthopaedics at St Cross (no rating), and one for A&E at UH (no rating)).  Page prepared by the Communications Team 
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Website and Social Media 

 Below you will find examples of feedback received by the Trust on NHS Choices, and the subsequent responses to service users by the Trust’s 
Communications Team. 

Feedback on NHS Choices Trust Response to Feedback on NHS Choices 

Hospital of St Cross – Hoskyn Ward – 5 stars 
 
“Would like to thank all staff looking after my dad 
this last week and half on the ward. So welcoming 
and caring. Always someone around from doctors, 
nurses, physics, tea trolley helpers and cleaners. 
Nothing too much for any of them. The support and 
care is fantastic. Your fantastic reviews are so well 
deserved.” 
 
Visited in April 2017; posted on 14 April 2017. 
 

Hospital of St Cross replied on 18 April 2017 
 
“Thank you very much for providing feedback on your father's care in Hoskyn Ward at the Hospital 
of St Cross. 
I was so pleased to read that our staff had provided your father, as well as you and your family, with 
such good care and support. I have passed on your comments to the manager and matrons at the 
hospital so that they can thank the whole team on Hoskyn Ward. 
The Trust is grateful for all feedback, positive or negative, as it means we can better understand 
what is important to our patients. 
Thank you for leaving your comments on NHS Choices. 
Communications Team 
University Hospitals Coventry and Warwickshire NHS Trust 
Telephone: 0800 028 4203” 

Gynaecology at University Hospital (Coventry) – “8 
hour wait. Hopeless communication “– 1 star 
 
“My wife had an appointment for removal of 
abnormal cervical cells in Ward 23. We were given 
an appointment time of 7.30am. We left our home 
at 6.30am to arrive in good time. We did not get 
seen until 3.30pm! Zero communication from staff! 
Most of day wasted and wife hadn't eaten since 
1pm day before so was starving. Really 
disappointed by the appalling service.” 
 
Visited in May 2017; posted on 23 May 2017. 
 

University Hospital (Coventry) replied on 31 May 2017 
 
“I’m very sorry to hear that you and your wife had such a long wait before being seen at University 
Hospital, Coventry and that you were not kept properly informed. Theatre schedules are such that it 
is not always possible to keep to appointment times. However, we do aim to keep patients updated. 
In you and your wife’s experience we fell short of our own standards, for which I apologise. 
We would like to look into the issues you experienced in more detail, please could you contact our 
Modern Matron for Gynaecology, Susan Harrington, at susan.harrington@uhcw.nhs.uk so we can 
investigate further. 
Thank you for taking the time to share your feedback, we appreciate all comments both positive and 
negative, as it helps us to better understand our patients’ needs and to continually improve. 
Warm regards, 
Claire Fryer 
Deputy Head of Midwifery & Gynaecology” 
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Health Information 
The patient information directory on eLibrary has nearly 2000 items of patient information written and provided by speciality staff, and with 
internet short cuts to relevant national resources. It is a vital resource available to all staff to ensure that patients receive current, approved 
information in a timely manner. 

80% 

10% 

10% 

Patient Information Leaflet Status Quarter 1* 2017-18 

Current Under review Expired

New Updates Archived** Total Monthly 
Activity 

April 4 19 69 92 

May 1 137 20 158 

June 5 105 20 130 

Quarter 1 
Total 10 261 109  380 

*Status as at 4 July 2017     ** Archiving includes those archived at the ad hoc request of the author/specialty/specialty group, and those archived as part of the developments listed below. 

Performance 
This Quarter there has been a continued and concerted effort to ensure that patient 
information consistently meets the Trust’s patient information standard . The table 
below highlights how many new leaflets have been produced in the last Quarter and 
how many current leaflets (and internet links) have been updated in Quarter 1. The 
graph to the left shows the status of patient information at the end of Quarter 1.   
 
At the end of Quarter 1 80% of patient information on eLibrary is current, 10% of 
patient information is under review, 10% of patient information is expired. This  
demonstrates a 2% increase on Quarter 4’s leaflet status.  
 
The Patient Information Policy and Procedure was reviewed by the Associate Director 
of Quality and the Patient Experience Admin Specialist in Quarter 1 (2017-18) and is 
awaiting approval.   

Developments 
The Patient Experience Admin Specialist continues to 
provide  data to the PPMO for the Quarterly Performance 
Reviews. Patient Information is now also monitored and 
available via the Trust’s Business Insight System and is 
subject to a ‘RAG rating’ performance indicator. 
 
Risk 
The risk recorded in Quarter 1 is still in situ.  The Patient 
Experience Admin Specialist continues to work hard 
towards maintaining a current status of at least 85%. There 
is a business case in the process of being decided regarding 
the future delivery of this service as a direct request from 
TTWC Programme Board. 
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Board Walk Rounds 

 Quality Walk Rounds are a way of ensuring that Board members are informed first hand regarding any safety concerns of frontline staff. They 
are also a way of demonstrating visible commitment by listening to and supporting frontline staff when issues of safety are raised. They were 
recommended by the National Patient Safety Agency (NPSA) as part of their ‘Patient Safety First’ campaign. Walk Rounds also support the drive 
for culture change as identified in the Francis report (Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013) and the 
Berwick review (A promise to learn– a commitment to act, 2013) where it was strongly recognised that leaders have a crucial part to play in 
shaping a positive culture and that the voices of our staff are amongst the most valuable for learning about patient safety.  
 
The outcomes of each Walk Round are recorded and the areas are asked to provide an update on the action taken to deliver the improvements 
identified. Some of the actions are medium to long term developments and the action will therefore be ongoing. The volume of outcomes 
resulting from Board Walk Rounds mean that full details cannot be provided within the report but an overview of the outcomes and resulting 
actions is provided.  
 
Quarter 1 Walk Rounds  
Board Walk Rounds continued in Quarter 1.  Seven areas were visited in total across four Specialty Groups. A wide range of positive practices 
were identified and rich conversation took place with regards to the improvements that could be made in each area to continue to deliver on 
our commitment to provide world class patient care and experience. Below is a summary of the outcomes of each Ward Walk Round within 
each Specialty Group.  
 
Surgery   
 
Ward 32: the ward was observed to have a stable and well developed team in place with well established routines. It was also recognised that there was a  
good relationship between multi-disciplinary teams with a healthy appetite for change and improvement. Tracheostomy care in the community was 
identified as an area requiring improvement and the ward have confirmed that the Operations Team support with difficult discharges and that these 
patients are discussed at length of stay meetings. The prescribing and dispensing of to take out (TTO) medication was identified as an area of causing delays. 
The Clinical Director is leading a TTO rapid improvement pilot commencing on 12 June to make improvements in this area.  
 
Ward 33:  the visit was overwhelmingly positive with a strong visible leadership presence with evidence of energy and pride and a commitment to driving 
success and improvements. The ward was observed to be clean and clutter free with regular cleaners taking great pride in ensuring cleaning standards were 
achieved. The team had a robust recruitment plan in place that resulted in them having a very low vacancy level. With regards to improvements, it was 
identified that when regular cleaners were on leave the standards dropped. To manage this, the Modern Matron meets with member of ISS monthly and 
any issues or concerns are addressed. It was also recognised that the Ward Manager manages two wards on two different floors and this can be challenging 
when working clinically. The Modern Matron meets with the Ward Manager monthly to discuss any issues or support that is required. 



33 

 
 

Oncology, Haematology and Renal  
 
Ward 34: the visit recognised the strong leadership of the Ward Manager who leads a patient centred and well organised service. With regards to 
opportunities for improvement the visit observed a number of members of staff whose uniform standard did not comply with infection control 
requirements. In response to this a new daily check process has been implemented to ensure compliance is achieved and maintained. Patient notes were 
on display which raised data protection concerns. The Ward Manager is reviewing practices of note handling to ensure that confidentiality is maintained.  It 
was reported that pathology results were taking too long to return. In response to this a Pathology questionnaire has been sent to all staff within the 
department for feedback and the ward are working with Pathology to explore options to improve in this area. The ward suggested the introduction of 
‘snack boxes’ and the ward are meeting with ISS to look at a new process, including Macmillan dietitians working alongside the ward.  
 
Ward 35: Ward 35 was identified as being a busy ward with a high throughput of cancer patients. The ward was found to be clean and tidy and Board 
Rounds were seen to be well attended. A number of areas for improvement were however identified. The assessment room was being used as a side room 
resulting in immuno-suppressed cancer patients attending the Emergency Department rather than being seen on the ward. The ward have liaised with the 
Site Team regarding the inappropriate transfer of patients into a bed space when hospital beds are critical in an attempt to ensure the assessment room 
remains free for its intended purpose. The high number of falls were discussed as an issue and the ward have since increased the number of Health Care 
Assistants during the night shift to ensure that a member of staff is present within each bay.  
 
Neurosciences  
 
Ward 41: a large number of positive observations were made; the multi disciplinary team work well together and were seen to provide a positive patient 
experience; the TIA clinic was recently moved from Outpatients to Ward 41 which has been beneficial for delivering patient centred care. The Chief Medical 
Officer has also recently visited the ward to observe the Board Walk Rounds which therapists and community staff attend to help patients be safely 
discharged into the community; the ward have also taken part in a new pilot for assisted mealtimes involving a day room lunch club led by therapists 
allowing for therapy activities over lunch time.  
 
With regards to opportunities for improvement, nurse recruitment was seen to be an ongoing challenge due to the nature of the work. The ward are taking 
a range of actions in this area, including continuing to work with pre-registration nurses and  building reputation and employment opportunities for the 
future. The higher rate of assaults on staff compared to other specialties was observed for which a training analysis has been completed with training due to 
commence in September.  
 
Ward 42: the visit identified a range of positive practice including: steps taken to improve the management of aggression; effective QIPS meetings with good 
attendance; regular Datix Meetings to ensure Datix reports and SIG actions are discussed and progressed; and an effective neuro forum covering topics such 
as mandatory training, audits and complaints. In respect of improvements it was felt that staff engagement could be improved if night and day shifts 
rotated. The rotation of night staff is being taken forward as  a Trust initiative and is due to commence in September. Attendance at ward meetings was also 
an area for improvement and a number of steps have been taken  in this regard, including: dates being planned further in advance, closer monitoring of 
attendance and new communication folders.  
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Trauma and Orthopaedics  
 

Ward 52: a positive, flexible approach to staffing was observed as well as the application of lean methodology to improve the efficiency of the service. It 
was queried whether the patients with joint infections requiring x4 per day IV Antibiotics could be cared for at home. This has been considered but it 
was determined that UHCW @ Home were unable to care for patients requiring this level of antibiotic. It was felt that the quiet room could be made 
more comfortable and appealing. The ward are intending on submitting a bid to the UHCW charity for the funds to acquire new furnishings and to 
decorate the room. It was also observed that there were limited activities for spinal patients and the ward are also intending on submitting a bid to the 
charity to acquire hand-held electronic games.  
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PUBLIC TRUST BOARD PAPER  
 

Title Safeguarding Adults and Children Quarterly Report 

Author Karen Mclachlan and Elizabeth Kiernan 

Responsible Director Nina Fraser, Chief Nursing Officer 

Date  27 July 2017 

1. Purpose  

To update the Board on Safeguarding activity, issues and risks for both children and 
adults 

2. Background and Links to Previous Papers 

The Safeguarding Team provides a regular update for the Trust Board.  The last report 
was in April 2017. This paper is to update the Board on progress and developments in 
the first quarter of 2017-18 

3. Executive Summary 

The report provides information on the following areas: 

• Early Help 

• Referrals to Social Care 

• Training 

• Audit 

• Serious Case Reviews 

• Deprivation of Liberties safeguards awareness and applications  

• Submitted 

• Ofsted Inspections 

4. Areas of Risk 

The audit on DoLS applications revealed a very encouraging increase in applications 
made my UHCW staff following an awareness campaign; however this has clearly 
increased pressure on the Local Authorities who are responsible for assessing and 
approving those applications. These results have been discussed with the local authority 
which is planning to appoint more ’best interest’ assessors. 



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

By ensuring that we are able to safeguard the wellbeing of children and adults in our care 
will support the trust to achieve a rating of at least “good” in the next CQC inspection. 

The Safeguarding Team will continue to actively participate in system wide working within 
Coventry and Warwickshire to ensure effective population health, working collaboratively 
with partner agencies to ensure statutory safeguarding arrangements are met. 

6. Governance  

The Trust is committed to its’ contractual obligations and complying with legislation 
including the Care Act (2014) and the Children Act (1989).  There is monthly 
safeguarding vulnerable adults and children committee chaired by the chief nursing 
officer.  This committee then feeds into Patient Safety Committee and the Nursing and 
Midwifery Committee 

7. Responsibility 

Nina Fraser, Chief Nursing Officer. 

Safeguarding Adults & Children Teams 

8. Recommendations 

The Board is invited to NOTE the Safeguarding report and RAISE any questions or 
concerns. 

Name and Title of Author: Dr Karen Mclachlan, Named Doctor for Child Protection  

Date:  5th July 2017 
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Public Trust Board 
Safeguarding Adults & Children’s Report 

July 2017  

This quarterly report is to update the Public Trust Board on safeguarding activity, issues and 
risks for both adults and children in relation to quarter one of 2017-18. 

UHCW continues to work collaboratively with partner agencies in order to ensure statutory 
safeguarding arrangements are met within children and adult services. UHCW NHS Trust is 
represented at both the Local Safeguarding Children Board and the Safeguarding Adult 
Board by the Associate Director of Nursing for Women, Children and Safeguarding.  UHCW 
representation at all Board meetings has been 100% for quarter 1. The Lead Professional for 
Safeguarding, the Named Nurse for Safeguarding Adults or the Named Doctor represent the 
Trust on all Safeguarding Board Subcommittees. The Serious Case Review Subcommittee 
is chaired by UHCW’s Named Doctor for Child Protection. 

1. Referrals to Social Care 

The two graphs below summarise the referrals made by UHCW to both Children’s Social 
Care and Adult Social Care over the last 12 months. 

Children 

As in the last Board report presented in April there continues to be a significant number of 
referrals to Social Care due to behavioural reasons, 30% of referrals in April and 44% in 
May. This reflects the ongoing work done by the Safeguarding Team on the adolescent ward 
in relation to patients who are admitted following a self-harm episode, ensuring that they are 
appropriately referred for ongoing support on discharge from the ward. 

It is reassuring to see that the number of referrals made to Children’s Social Care to request 
further information about families remains less than 50% in comparison to quarter 2 last 
year. The midwifery staff who in the past made these referrals are now using the established 
Acting Early Forum to obtain information on children and families who have had previous 
involvement with Social Care.  
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Adults. 

The safeguarding team continue to raise awareness around Self- Neglect. This category has 
resulted in significant number of referrals for patients. For those patients who do not meet 
the criteria for Adult Safeguarding, the team are encouraging staff to sign post to the earlier 
forms of help that are available. Information on sources of support is available on the Adult 
Safeguarding Trustnet site.  Staff are able to refer patients to Age UK or the Fire Service as 
appropriate. 

The numbers of referrals for domestic violence and abuse have continued to rise.  This may 
be in response to the national awareness raising campaign in November 2016 which the 
Safeguarding Team supported with local UHCW action including posters, a Facebook video 
and ward visits.  Referrals for Neglect are continuing to rise; this may be due to enhanced 
level 2 safeguarding adults training. 

 

 

 

 

 

 

 
 

 

 

 

 

2. Training 

 Trust 
Target 

Feb  17 March 
17 

April 17 May  17  

Safeguarding Children Level 1 - 3 Yearly 95% 89.50% 90.02% 90.13% 89.44% 

Safeguarding Children Level 2 - 3 Yearly 95% 87.99% 87.88% 86.94% 86.39% 

Safeguarding Children Level 3 - 3 Yearly 95% 87.89% 87.46% 88.83% 88.98% 

Safeguarding Adults Level 1 - 3 Yearly 95% 88.29% 88.14% 87.95% 86.90% 

Safeguarding Adults Level 2 - 3 Yearly 95% 92.46% 92.72% 92.28% 92.16% 

It is acknowledged by the safeguarding team that the training figures are not meeting the 
trust target of 95%. Technical issues with ESR are currently being investigated and 
discussions are being held within the Mandatory Training Committee, and escalated to the 
Training Education and Research Committee. 
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Children 

Since January 2017 level one safeguarding children training has been reintroduced into the 
Trust for staff members such as receptionists, caterers, domestics, and volunteers in line 
with the Safeguarding Children and Young People: Roles and Competencies for Healthcare 
Staff Intercollegiate Document 2014 (RCPCH). All staff identified as being non-compliant for 
level one training have been emailed by the Safeguarding Team. An alternative to the on line 
level one safeguarding children training has been created in the form of a workbook which 
was approved at the mandatory training committee in April 2017. Staff can complete this 
workbook in their own time. Once completed and assessed their learning is updated as 
compliant.  

Level 3 Safeguarding Children training compliance has increased significantly throughout the 
year. An additional 235 staff were highlighted as requiring level 3 training when the position 
numbers were reviewed in January Level 3 compliance including these additional staff now 
stands at 88.98%. 

Adults 

All staff who have been identified as being non-compliant for level two adult safeguarding 
training have been contacted and directed to the on-line training. An opportunity has also 
been created for staff to attain level 2 safeguarding adults in a face to face setting; this is in 
the form of a study day.  The day includes Mental Health Awareness together with sessions 
on the appropriate use of the Mental Capacity Act and Deprivation of Liberty Safeguards. 

The shortfall in Level 1 adult safeguarding training is being addressed by the offer of face to 
face sessions and the creation of a workbook which can be completed by staff, submitted to 
the Learning and Development Department and feedback given. Bespoke training sessions 
are being offered to the Temporary Staffing Bank which are held at times to suit working 
schedules.  

UHCW PREVENT Training Strategy for 2017 
Prevent is one of the arms of the government’s anti-terrorism strategy, it addresses the need 
for staff to raise their concerns about individuals being drawn towards radicalisation. Prevent 
training at UHCW forms part of the wider safeguarding agenda and encourages staff to view 
an individual’s vulnerability as they would any other safeguarding issue.  The training has 
been developed in accordance with the Prevent Training and Competencies Framework 
(2015). All staff groups require basic Prevent and all clinical staff are required to attend 
Workshops to Raise Awareness of Prevent (WRAP).  This is being undertaken in a phased 
approach with 3-4 WRAP sessions offered weekly across both sites. 

Compliance March 17 May 17 NHS England 
Target to 2018 

Prevent Awareness 79.20% 83.70% 80% 

Workshop to Raise Awareness of 
Prevent 67.20% 82.64% 80% 

3. Audit 

UHCW have an internal audit plan for Safeguarding. In addition the team contributes to both 
the Adults and Children Safeguarding Board audits. 

  

3 
 



Safeguarding Children Audits 
Outcomes of referrals to Childrens Social Care 

The Safeguarding Team participated in a multi-agency audit in May 2017 to examine the 
outcome of referrals sent to Coventry Children’s Social Care in relation to children and 
young people who had been admitted following episodes of self harm or suicide attempts. 
Twelve cases were reviewed, 83% were receiving support following the referral, 33% were 
being supported by Children’s Social Care and 50% by early help services. It was noted 
throughout the session that the standard of the referrals submitted by staff at UHCW was 
very high. The audit findings have been shared with the staff involved. 

Routine Domestic Violence and Abuse questioning in the Antenatal period. 

A repeat single agency audit of routine Domestic Violence and Abuse questioning in the 
antenatal period has been completed again this quarter and found that midwives have 
difficulty in finding an opportunity to ask about domestic violence when the partner is present 
at appointments. In 19% of the cases audited there was no evidence that the woman was 
asked about domestic violence at all during pregnancy. As a result of these static results the 
obstetric booking sheet has been altered to highlight the need to ask this question twice in 
pregnancy.  

Safeguarding Adults Audits 
Deprivation of Liberty 

In April the Safeguarding Team undertook an audit to review the use of Deprivation of 
Liberty Safeguards and timeliness of assessment to ensure that UHCW staff are 
appropriately applying for Deprivation of Liberty Safeguards and that the subsequent 
assessment process by the local authority is timely. All DoLS submissions completed by 
UHCW NHS Trust between January 2017 and March 2017 were audited. This totalled 73 
cases. 

The audit demonstrated a considerable increase in the number of DoLS applications by 
UHCW over this time period. This is attributable to an increase in staff awareness due to an 
increased presence on board rounds in the same time period by the safeguarding team. 
Alongside the increase in DoLS applications, there was a noticeable decrease in the 
percentage of patients being assessed and authorised by the Local Authority in a timely 
manner which may indicate that the local authorities were not prepared for this increase in 
applications on top of an existing backlog. It was disappointing to note that none of the 
cases met the urgent authorisation time frame, (14 DAYS) and only one application in March 
met the time frame for Standard Authorisation, (28 Days). 

  January February March 

Total No. DoLS Applications 8 24 34 

No. Discharged/RIP Before Assessment 4 19 22 

% Discharged/RIP Before Ax  50% 79% 65% 

No. of DoLS Approved by LA 3 1 4 

% Approved 38% 4% 12% 

Recommendations from the audit include dissemination of the learning to UHCW staff (via 
ward managers and matrons). The data was shared with the local authorities involved. In 
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recognition of the increased demand for assessments from UHCW and other sources, the 
Local Authority is employing more ‘best interest’ assessors and hopes to have a number of 
these based in UHCW. A repeat audit will be undertaken in October 2017. 

Serious Case Reviews (SCRs) 
Children. 

UHCW are participating fully in two serious case reviews which are in their early stages. The 
cases are confidential due to Police involvement and no further information can be shared at 
this time. 

The action plans relating to previous cases are completed. 

Adults. 

No further cases have been identified for serious adult reviews from Coventry or 
Warwickshire in this quarter. Two new cases are currently being considered.  

All action plans from previous cases both single and multi-agency are completed. 

4. CQC ‘Should Do’ Recommendations 

Following the CQC inspection in March 2015 a ‘should do’ recommendation was made in 
relation to improving staff members understanding of the Mental Capacity Act (MCA) and 
Deprivation of Liberties Safeguards (DoLS) and how to apply them in practice. 

An action plan was developed to address the issues identified by the CQC. Actions 
undertaken included a visit from by the Safeguarding Team to another trust where MCA and 
DoLS is well embedded, members of the Safeguarding Team have been in attendance at 
ward board rounds, Deprivation of Liberty workshops have been delivered and there is an 
ongoing communication campaign via the Trust Nav site entitled “ACT on the ACT”. 

The Safeguarding Team have continued to support board rounds with the aim of identifying 
patients that should have Deprivation of Liberty Safeguard (DoLS). This has proven positive 
with a direct correlation between the increase of DoLS submissions and the presence of the 
Safeguarding Team at board rounds as demonstrated in the audit described above. 

 

5. Early Help 

Early help is an approach to maximise the outcomes for children and young people. The 
help and support offered can be at any time in a child’s life but ideally when there is an 
emergence of a problem to prevent it from escalating and then statutory Social Care being 
required. The Safeguarding Team have reviewed how as an acute trust UHCW can offer 
more early intervention support, in line with Coventry’s Early Help Strategy.  
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Two clinical areas have been targeted for bespoke Common Assessment Framework (CAF) 
lead professional training, which is the assessment tool used to assess and identify need 
within Coventry. The Transitional Care Unit and teenage pregnancy specialist midwives 
(iBUMPs) have been chosen as the early years are a crucial time for children’s development. 
We have trained 10 members of staff in total. These staff members are gaining experience in 
joint assessments initially so that they are ready to take on the lead role when a suitable 
case is identified.  

6. Ofsted Inspection 
The Ofsted inspectors visited Coventry Childrens Social care between the 6th and 30th March 
2017 and the report of their findings was published on the 13th June 2017. The report 
concludes that services for children in Coventry are no longer inadequate and they now 
‘Require Improvement’ to be good. Whilst Ofsted commented that improvements are evident 
and are benefiting children and their families, they felt they were not yet fully embedded.  

The Local Authority was commended for being aware of and having a detailed view of their 
strengths and weaknesses of its services for children. In particular as senior leaders had 
already identified and made plans to remedy many of the deficits seen in the inspection. The 
establishment of a robust initial response to children in need of services through its multi-
agency safeguarding hub (MASH), resulting in children receiving an improved response was 
also recognised. Early-help services were also found to be effective and of benefit to families 
and children although it was suggested that work remains to be done to ensure that partner 
agencies fully understand and apply local thresholds of need to consistently match the 
provision of services to levels of need.  

Ofsted highlighted that quality assurance activity is established and has, until recently, 
focused largely on compliance. As a result, a firm baseline has been established, it was 
recommended that further work is needed to fully embed this change in focus across the 
service.  

Nine recommendations were made following the inspection. The two recommendations 
where UHCW will contribute are: 

• Ensure that the Local Safeguarding Children Board supports partners to 
understand and consistently apply appropriate thresholds to levels of need at 
every stage of the child’s journey, including the early-help pathway.  

• Ensure that the introduction of the risk management methodology across the 
authority includes partners and the authority at all stages.  

The Ofsted inspectors visited Warwickshire Childrens Social Care between the 2nd and 25th 
May 2017. The final report is awaited.  

7. Conclusion 

To summarise this quarterly report achievements have been noted in the audits undertaken 
by the safeguarding team in respect of appropriate applications for deprivation of liberty 
safeguards and referrals to Childrens Social Care.  It is recognised that all elements of 
safeguarding training with the exception of Prevent training can be improved and the team 
are reviewing how this can be done. The next quarter will be focused on participation with 
the serious case reviews. 
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PUBLIC TRUST BOARD PAPER  
 
 

Title Serious Incident Report 
Author Justin King, Associate Director Quality  
Responsible Chief Officer Meghana Pandit, Chief Medical Officer 
Date  27 July 2017 
 
 
1. Purpose  
 
To provide the Board with a summary of the Serious Incidents (SIs) that were reported in 
the past six months, including a detailed description of Never Events and a progress 
report on the completion of action plans relating to SIs. 
 
2. Background and Links to Previous Papers 
 
The Trust Board receives this report on a 6-monthly basis.  Further detail relating to 
Serious Incidents is also received at the Quality Governance Committee via the Patient 
Safety and Effectiveness Committee report. 
 
3. Narrative 
 
SI Report January 2017 – June 2017: 
 
All SIs (including Never Events) are reviewed at the weekly SIG meeting, where it is 
ensured that investigations are undertaken and appropriate actions are put in place to 
reduce identified risks.   
 
Details of investigations are presented monthly to the Patient Safety and Effectiveness 
Committee. Incidents that fall into the serious incident category (NHS England’s Serious 
Incident Reporting Framework) are also reported to the commissioners.   
 
Each SI is investigated using root cause analysis and the commissioners require a copy 
of the investigation report and action plan within a timescale of 60 working days from the 
date of notification, unless a clock-stop has been negotiated with them.  Some categories 
of serious incident have a six month deadline, e.g. those that require external 
investigation. 
 
The report details the SIs that were reported in the previous six months. 
 
 
 



Never Events 
 
One Never Event has been reported this financial year. 
 
Actions relating to SIs 
 
Implementation of SI action plans is necessary to prevent such incidents from recurring 
and should they recur the consequences are minimised; it also serves to ensure that 
lessons are learnt and shared across the Trust. 
 
 
4. Areas of Risk 
 
All incidents hold opportunities for learning. If the Trust does not learn from its incidents, 
then improvements will not be made and similar incidents may occur.  This aligns to the 
Trust’s “Learn” and “Improve” Values. 
 
 
5. Governance  
 
Progress in all these areas will be reported to the Trust Board on a six monthly basis. 
 

 
6. Responsibility 
 
Meghana Pandit - Chief Medical & Quality Officer 
Jenny Gardiner – Director of Quality 
Justin King – Associate Director Quality – Patient Safety and Risk 
 
 
7. Recommendations 
 
The Board is invited to NOTE the attached report and raise any questions or concerns.  
 
 
 
Name and Title of Author: Justin King, Associate Director of Quality 
Date: 27th July 2017 
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SERIOUS INCIDENT REPORT TO TRUST BOARD  

JULY 2017 
Justin King, Associate Director Quality – Patient Safety and Risk 

 
1. Background 
This report provides a six monthly summary of incidents reportable to the CCG under the 

Serious Incident (SI) Framework (NHS England, March 2015).    

 

Serious Incidents are events in health care where the potential for learning is so great, or 

the consequences to patients, families and carers, staff or organisations so significant, 

they warrant a comprehensive response.   The SI Framework describes the response 

required and investigation procedures to ensure that lessons are learned. 

 

At UHCW these incidents are reviewed and monitored by the weekly Significant Incident 

Group (SIG), chaired by the Director of Quality.  Members of the group include the Chief 

Medical & Quality Officer (CMO), Chief Nursing Officer (CNO), Deputy CMOs, Associate 

Directors of Nursing, Head of Legal Department, Commissioner representatives, and 

clinicians.  SIG ensures that Serious Incidents are proactively reported, reviewed and 

investigated and that lessons learned are shared with all relevant parties. 

 

SIG reviews each investigation report and considers and approves the recommendations 

and associated action plan. The Quality Department maintains a database (Datix) of all 

ongoing and completed investigations and action plans and has a process for escalating 

actions that have not been completed within their agreed timescales. 

 

Serious Incidents and the work of SIG are monitored via the Patient Safety and 

Effectiveness Committee, which reports to the Quality Governance Committee. The 

process for monitoring and processing serious incidents are being reviewed as part of the 

UHCW Improvement system.  
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2. Summary of SIs (including Never Events) January 2017 - June 2017. 
 

This report summarises and updates on Serious Incidents that met the Framework 

criteria for reporting for the previous six months.  To comply with the Serious Incident 

Framework each of the Trust’s Serious Incidents must be investigated and a report 

submitted to the commissioners within 60 working days from the date of reporting.  Clock-

stops can be requested under certain circumstances, when additional time or relevant 

information is required to fully investigate an incident, e.g. a case that has gone to HM 

Coroner or a case that Police are investigating. 

 

SIG also reviews serious incidents that have been reported by staff that do not meet the 

definition for reporting externally but nonetheless require a thorough review.  The group 

reviews these incidents in the same manner, requiring a report and action plan from the 

lead investigator and following up the actions via Datix. 

 

2.1 SIs reported by category 2016 
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A total of 145 SI’s were reported from January to June 2017. The investigation outcomes 

from these are regularly collated for review to ascertain any common issues or causes 

from which the Trust can learn lessons.   

 

Investigation reports into pressure ulcers and falls are considered by the Tissue Viability 

Team and the Falls Steering Group respectively and analyses are shared at Quality 

Governance Committee and with the local commissioners at the Clinical Quality Review 

Group. 

 

2.2 Never Events 
One Never Event has been declared to date this financial year – a retained surgical 

swab.  

 

2.2.1 Retained surgical swab 
Date notified: 07/07/2017 

 

Description: 

Patient was admitted to theatre for a procedure in May 2017. Prior to wound closure, the 

swab count identified one small swab was not accounted for. Despite searching, the 

swab could not be located.  The patient was X-rayed using an image intensifier but no 

swab could be identified. The wound was then closed.  

 

The unaccounted swab was recorded on the operation notes, and the patient was 

informed the following day that one swab remained unaccounted and an X Ray had been 

performed. 

 

Whilst reporting the MRI scan, a Consultant Radiologist reviewed previous post-operative 

scans. He noted that there was a possibility of a swab in the rectum. A plain film X Ray 

was performed and subsequent CT scan; the surgical swab was then identified.  

 

The patient was informed and consented to undergo a procedure in July 2017 where the 

intact swab was removed. The swab had not adhered to any structure.  
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Investigation progress: This was confirmed as a Never Event by SIG on 6th July 2017 and 

the RCA has commenced. 

 
2.2.2 Action plans following past Never Events 
 

Updates on action plans are as follows: 

 

• 2016/17 Retained vaginal swab: all actions complete 

 

• 2016/17 Retained vaginal pack: all actions complete 

 

• 2016/17 Wrong Route Medication: all actions complete, apart from: 

o Action 1.3 Review of medicines policy. This action captured the changes 

made following the incident. It has been proposed that this change to policy 

need not wait for the whole policy document to be updated and Patient 

Safety and Effectiveness Committee can sign off an updated section of the 

Policy. 

 

 

3.0 SI Action Plans 

 
3.1 Process 

• An action plan forms part of the investigation report for each Serious Incident and is 

approved by the SIG 

• Each action is assigned an owner, who is informed by SIG 

• Each action is then logged on the Datix system with the action owner & date for 

completion 

• Actions are followed up by Quality Department and progress notes are recorded 

• An action report is presented to PSC on a bi-monthly basis. 

• In order to improve the escalation process the following additional steps have been 

introduced: 

• Overdue actions are escalated to the relevant Specialty management team 
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• Overdue actions are included as part of the Specialty Group monthly and 

quarterly performance reviews 

• Actions remaining overdue are escalated to Clinical Directors and ultimately to 

the Chief Nursing Officer & Chief Medical Officer  

 
3.2 Actions report to PSC in June 2017   
 

An update as at 9th June 2017: 

• 117 individual SIG actions overdue  

• This relates to 64 action plans; however during the same period a total of 683 

actions were set.  This equates to a non-completion of 15%. 

 

3.3 Examples of actions taken as a result of SI Reporting 
The following actions are examples of improvements to patient safety following SI 

investigations: 

• Development of safe specifications for the scanning part of the Electronic Patient 

Record project to reduce incorrectly filed paperwork 

• Reduction in the number of outstanding clinic letters 

• Handover arrangements for high acuity patients reviewed by ED and Acute 

admission teams 

• Imaging Department producing an educational package for the requesting process 

• Clarification on medication second check processes and describing this in trust 

policy/procedure 

• Development of pathway for care of complex GUCH across UHCW and UHB and 

shared at Grand Round 

• New guidance produced for management of acute torsion in children 

 

3.4 Other Actions, including shared learning 

• SIG provides cases for sharing across the organisation to the Trust’s safety 

newsletter to ensure that safety messages are being communicated. 

• Learning from SIG cases is shared via the CMO weekly safety messages that are 

sent out to all staff. This has been running for over 90 weeks. The messages are 
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available via the Trustnav Learning Library and are incorporated into the Grand 

Round introduction 

• Cases are shared at the Grand Round with three patient safety specific Grand 

Rounds occurring in the reporting period 

• Specialties produce their own safety newsletters for staff 

• Specific safety incidents give rise to the creation of Trust safety alerts that are 

circulated to relevant staff for immediate review and action. 

 

4.0 UHCWi Improvement System 
Significant progress has been made in the Patient Safety Incidents Value Stream since 

February 2017. 

 
4.1 Rapid Process Improvement Workshop (RPIW) 2.1 Incident entry & feedback 
This RPIW relates to the time from incident entry to being ready for investigation. The 90 

day re-measure in Critical Care demonstrated sustained improvement.  The new form 

and process, including safety huddles was piloted in five areas, and was rolled out trust-

wide on 27th June 2017. 

 
4.2 Rapid Process Improvement Workshop (RPIW) 2.2 Patient Safety Response 
The Patient Safety Response provides a rapid assessment of all potential Serious 

Incidents, including a visit to the area affected. It reviews safety of patients including 

immediate actions, ensures staff are supported, and the Duty of Candour has taken 

place. The 90 day re-measures showed reductions in the time taken to conduct the 

investigation, and reductions in overdue reports. The process continues to be refined and 

is being embedded into Trust policy. It has been enhanced following RPIW 2.4 (see 

below) 

 
4.3 Rapid Process Improvement Workshop (RPIW) 2.3 Incident Investigation 
This RPIW relates to the incident investigation process for no harm and low harm 

incidents. A revised Datix investigation form and process for reviewing themes has been 

implemented trust wide, along with Datix dashboards to improve access to relevant 

information for the local team. 
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4.3 Rapid Process Improvement Workshop (RPIW) 2.4 Corrective/Preventive 
actions following Serious Incidents 
The fourth RPIW for patient safety was held 3rd to 7th July 2017. The team created a new 

process for the rapid development of local actions following a serious incident. The pilot 

currently underway includes: 

• Improved data capture (eg patient notes) at time of PSR 

• Standardising  the Duty of Candour response for PSR 

• A shorter list of incident investigators, with a rota system to share the workload 

more evenly 

• A learning team process for development of local actions 

• An enhanced SIG process to ensure wider learning 

• A ‘report-out’ in the clinical area at completion of the action plan following an 

incident 

5.0 Conclusion 

The SI process continues to perform well as demonstrated by:  

 The senior level attendance at SIG with scrutiny and oversight of all SI’s 

 Attendance of CCG representative at SIG to provide assurance to commissioners. 

 Feedback to staff via Grand Round.  

 Sharing of safety lessons via Trust and specialty newsletters. 

 The process for escalation of overdue actions – providing the Trust with assurance 

that actions from serious incidents are recorded and followed up.   

 SIG’s review against the Duty of Candour Policy to ensure that the Trust complies 

with current legislation.   
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Author Dr Sarah MacLaran, Consultant in Palliative Medicine, Clinical Lead 
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1. Purpose  
 

To provide a report on the activity that has taken place in 2016/17 with regards to End 
of Life Care (EOLC). 

 
2.  Background and Links to Previous Papers 
 
This report is the third report to Trust Board for EOLC and builds on that was provided 
in summer of 2016 

 
3.  Executive Summary 

 
3.1 TRANSFORM Programme 
 
UHCW Palliative Care Team is leading EOLC improvements across the Trust in 
conjunction with the Department of Spiritual Care and Bereavement services, with the 
support of the Chief Nursing Officer and UHCW EOLC Committee. 
 
Since 2013 UHCW NHS Trust has been part of the NHS England “TRANSFORM1” 
programme and is one of over 80 acute hospital trusts working with NHS England, 
using the tools, models and approaches. Collaborating with The Myton Hospices, 
UHCW Palliative Care Team have been training UHCW nursing staff to become 
TRANSFORM ward champions to improve end of life care in their own clinical areas, 
through their participation in the local Quality End of Life Care for All (QELCA©) 
education programme developed nationally by St Christopher's Hospice. 
 
The TRANSFORM programme aims to improve the identification of patients who would 
benefit from a palliative care approach and to improve their care utilising the 5 key 
enablers:- 

 
1. Advance care planning: helping individuals to anticipate how their condition 

may affect them in the future and what treatment options they may have; 
recording patients’ values and future preferences for care and ensuring those 
caring for them are aware of these. 

 

1  ‘Transforming end of life care in acute hospitals - “Route to Success” programme’. 
                                                 



2.  AMBER care bundle: a tool developed by Guy’s and St Thomas’ Hospitals to 
ensure best care for patients whose recovery is uncertain. 

 
3.  Care in the Last Days: Coventry and Warwickshire unified Individual Plan of 

Care for the Dying Person. 
 
4.  Rapid discharge: a process to enable patients in the last days of life who wish 

to die at home to be transferred home as soon as possible.  This ensures that 
patients being cared for with a supportive and palliative approach are 
discharged as a matter of priority to maximise their time in their preferred 
place of care. 

 
5.  CASTLE (Care And Support Towards Life's End) Register: the Coventry and 

Warwickshire Electronic Palliative Care Coordination System (EPaCCS): a 
secure electronic means of sharing an up-to-date summary of clinical 
information for a patient approaching the end of life to ensure continuity of 
care across all care settings and effective communication of a patient’s 
preferences. 

 
The TRANSFORM Programme has been implemented on 21 wards out of 34 at 
UHCW, with phase 5 due to commence and further plans to roll-out on all adult 
wards across the Trust. The team is currently rolling out phase 4 of the programme 
on Wards 1, 3, Coronary Care, 21M, 34. 
 
3.2 Collaboration with Local Partners for national Dying Matters Awareness 
week.  

 
28 Volunteer ‘Care of the Dying Companions’ have now been recruited and trained 
to provide a companion service for dying patients with no relatives or friends. An 
overview of this service was recently provided to the Trust Board as part of the 
Patient Story Programme. The service continues to be well received and as a result 
of its success, a similar model is being designed and will commence in Coventry 
Community. 
 
Eleven carer ‘glide away’ beds have been purchased from charitable funded 
donations to support patients families and carers staying close to their loved ones; 
this promotes their comfort and care. 
 
VOICES bereavement survey [Views of Informal Carers – Evaluation of Services] 
has been in place since 1st December 2016. Despite a low response rate, it is a 
valuable source of feedback on the quality of care and service provision in our 
organisation at the end of life and has enabled us to focus on where further 
improvements need to me made. 
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3.3 Integrated working with Partners locally 
 
• A Myton Referrals Link Nurse is working within UH as part of the Palliative Care 

Team to support the transition of patients into Myton Hospice 
• Nurse Led Beds at Myton Hospice continue to be well utilised by UHCW in-

patients referred by the Palliative Care Team 
• Fatigue and Breathlessness (FAB) Service at Coventry Myton Hospice; this is a 

rolling programme of breathlessness management for patients with advanced 
conditions causing Fatigue and Breathlessness. 

• EPaCCS [Electronic Palliative Care Coordination System] known as the 
“CASTLE Register” (Care And Support Towards Life’s End) is currently being 
implemented across Coventry and Warwickshire to provide a secure way of 
sharing an up-to-date clinical summary for patients in the last year of life and 
their future care preferences for the end of life; 100 patients are now on the 
system, 17 GP practices are already utilizing this and 26 GP practices have 
been trained.  

 
3.4 End of Life Committee Action Plan 2017 – 2018  
 

A) Personalised Care Planning 

a. SPICT Palliative Care Alert (“Supportive and Palliative Care Indicators Tool”) 

The EOLC Committee will monitor the uptake of the CRRS SPICT Palliative Care Alert 
by department every 6 months and will ensure data is fed back to Clinical Directors, 
Modern Matrons, department/ ward level. 

b. Advance Care Planning (ACP) and ReSPECT (“recommended summary plan of 
emergency care and treatment”) 

The EOLC Committee will seek to embed ACP alongside ReSPECT at 
department/ward level through training of TRANSFORM Ward Champions, key 
Consultants and Allied Health Professional staff supported clinically and with 
education by the Palliative Care Team. 

c. Holistic Assessment/Individual Plan of Care for the Dying Person (HA/IPCDP) 

The EOLC Committee will monitor the pilot of the 2017 version of the unified 
HA/IPCDP for Coventry and Warwickshire at UHCW, ensuring appropriate audit and 
evaluation, leading to full implementation on all wards. 

The Chaplaincy Team will promote improved spiritual care for dying patients and their 
carers through a communication and education programme highlighting the 
importance of spiritual care supported by the HA/IPCDP in the last days of life. 

d. Rapid discharge 

The EOLC Committee will monitor the time to discharge for patients identified to be in 
the last stages of life:- 

i. In the last hours or days – aiming <4hours  
(weekday service currently) 
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ii. In the last weeks of life – aiming <72hours  
(weekday service currently) 

Staff will be encouraged to capture delays breaching these goals using Datix. 
IDT will escalate delays to CHC and/or CCG as appropriate. 
Themes will be identified through Datix and actioned accordingly 

B) Education and Training 

The EOLC Committee will finalise the Trust EOLC Education and Training strategy and 
plan. 

C) Evidence and information 

The EOLC Committee will develop a Trust EOLC dashboard in order to monitor EOLC 
Measures:- 

i. Trust based measures 

ii. Ward based measures 
 

D) Involving and supporting carers 

The EOLC Committee will ensure the VOICES bereavement survey [Views of Informal 
Carers – Evaluation of services] is implemented, collated results are reviewed every 6 
months and learning is fed back to CD, MM, department/ ward level. 

E) Co-design and Leadership 

The EOLC Committee will provide a forum for networking with partners to collaborate with 
End of Life Care improvements through the STP footprint and with the Coventry and 
Warwickshire CASTLE Expert Advisory Group [Care And Support Toward’s Life’s End]. 

 
Themes from CAEs, compliments and complaints are shared from across the Trust 
at the bimonthly EOLC Committee to ensure learning from these. 

 
 Subgroups of the EOLC Committee continue to progress matters involving:- 

• Patient and User involvement 
• Bereavement support 
• Discharge with respect to patients with a prognosis of weeks or prognosis of just 

hours/days 
• Education and Training  
• Data collection and Measuring for Improvement 

 
3.5 Staffing 
 
There have been recent changes to the Palliative Care Team and recruitment is 
underway:  
 

• New consultant post shared with Myton Hospice out to advert. 
• Lead Palliative Care Nurse appointed due to start 21.08.17 
• New MDT Co-ordinator in post since 03.07.17 
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4.  Areas of Risk 
 

 If the Trust does not put into place adequate measures to ensure that patients receive 
a high standard of care in their last days, this could lead to dissatisfaction and poor 
patient, relative and carer experience.  This in turn could result in increased complaints 
and damage to the Trust’s reputation.  The measures outlined in this report are aimed 
at ensuring that all patients and their families receive the best care possible. 

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

 
The Palliative Care Service links to our strategic objective to deliver excellent patient 
care and experience and to our annual objective to receive a rating of ‘good’ at the 
next CQC rating.  

 
6. Governance 
The Trust Board receives an annual report relating to the activity of the Palliative Care 
Service each year.  In line with the More Care Less Care Report of 2013 the executive 
and non-executive director leads for End of Life Care are the Chief Nursing Officer and 
Chairman respectively.  The Non-Executive Director is responsible for ensuring that 
progress around end of life care agenda is reported at the Trust Board.  

 
7.    Responsibility 

 
 Nina Fraser, Chief Nursing Officer 

Dr Sarah MacLaran, Consultant in Palliative Medicine 
Sharon Hollyoak, Lead Nurse for Palliative Care Team 

  
 

8.  Recommendations 
 

The Board is asked to NOTE the progress made during 2016/17 and to RAISE any 
questions or concerns.  
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1. Purpose  
 
To report on the progress, challenges and developments related to medical education 
and training. 
 
2. Background and Links to Previous Papers 
 
This report covers the progress, challenges and developments in the three areas of the medical 
education over the last three months.  The three areas are the medical education, resuscitation, 
clinical skills and simulation and the surgical training centre. 
 
3. Executive Summary 
  
Update from Medical Education – Undergraduate WMS programme 
 
Progress 
The team have continued to improve the Trust’s clinical placements for the WMS students and 
the most recent student satisfaction results reflect this with further improvements in reported 
satisfaction.  The table below shows the results of the third block of Phase 3 teaching.  The 
figure shows a traffic light indication system with green indicating high levels of satisfaction and 
red indicating areas of concern. 

  



Once the medical school have developed similar feedback surveys for all their blocks the Trust 
will develop a KPI based on the amalgamated scores, which we will add to the education 
scorecard.  In the meantime, these results show that the feedback on the Acute block was 
exceptionally good and the concerns raised in the Obstetrics and Gynaecology block about 
timetabling have been discussed by the team who have looked at ways of improving feedback.  
The Trust Undergraduate Medical Education Committee continues to monitor and review the 
feedback report from WMS with action from the leads for each of the blocks they lead. 
 
The first assistantship block from the refreshed curriculum was successfully completed with 
initial positive feedback. Formal feedback is awaited. This is also the first batch that has 
successfully completed the refreshed curriculum and is graduating later this month. 
 
National Student Survey- The response rate for the NSS was below the threshold for 
reporting.  This was in part due to a boycott by the Students Union and a timing issue as the 
survey takes place whilst the students are on their elective placement.  The university will get 
an overall report but not WMS.  There is some cumulative block data which will be circulated 
later in the year.  
 
Challenges 
 
The comments, both complementary and critical from the student cohort in the survey reflect 
the challenges that both the School and the Trust are facing as a result of changes in 
expectations and the logistics of delivery of revised curriculum.  The new curriculum requires 
the development and delivery of complex individual timetables for each student.  Ensuring that 
each student is in the right place at the right time and is met by staff that both expect them and 
understand their individual training needs is a significant challenge.  The communication chains 
are often long and complex and if they break down, then students are understandably 
aggrieved.  The need to manage student and staff expectations is very important and requires 
excellent administration and medical education management. The team is constantly reviewing 
the feedback and adopting novel ways of improving this. 
 
The teaching style has shifted from the traditional didactic lecture style to a more personalised 
style involving one-to-one or small group teaching.  This is more complex to organise and 
deliver. To meet these challenges the administration team has been strengthened and 
reorganised (as mentioned in previous reports) and the management team continue to monitor 
and fine-tune the structure of the senior teaching medical educators to ensure that the system 
in entirety is fit for purpose. 
 
A recent example of this is the change in the structure for managing the Core Clinical 
Education blocks.  This has been changed from having two CCE coordinators to having a CCE 
Lead (Professor Cyprian Mendonca) and a CCE Deputy lead (Dr Sarah Grieve).  Dr Grieve will 
also take on responsibility for the Advanced Case-1 Block which previously had no identifiable 
educational lead.  This is the first block for the students in the hospital environment and was 
impacting on the quality of delivery.  The Phase 1 and 2 administrator post has been 
reappointed and the workload of the administration team has been reviewed to ensure that 
there is cross cover and sufficient support to cover all elements of the course.  It is recognised 
that WMS are also managing some significant changes in key administration staff (as some 
take long term leave etc.) so the Trust will need to work effectively with our partners to ensure 
that the staff changes have minimal impact on student experience. 
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As part of the national plans to expand the number of medical student places, WMS have been 
advised of early increases in allocation. Following the government announcement WMS has 
been allocated a further 16 home student places increasing the target intake in 2018 from 164 
to 180.  It is assumed that these extra places will attract the usual tariff.  There are 1000 places 
still to be allocated and it is expected that bidding for these places will commence in 
December/January for medical schools who wish to take additional students. 
 
This will provide an opportunity to attract a significant increase in funding both for the school 
and for its partner Trusts.  However, it will have a significant impact on the logistics of running 
the course that requires careful planning.   This includes looking at ways to increase facilities, 
staffing, and equipment.  Currently the Trust is seeking to expand the number of teaching fellow 
and clinical fellow posts, particularly in specialties with high levels of locum spend where the 
appointment of 50:50 teaching clinical fellows allows the Trust to significantly reduce its spend 
on locum costs, increase the quality and consistency of its clinical staff and address the 
teaching requirements.  So far, the Trust has recruited to posts in Acute Medicine and there are 
plans to provide posts in General Surgery, Endocrinology and Respiratory medicine. 
 
WMS has also approached the CWPT regarding their position on taking overseas students at a 
reduced tariff from non-UK students (with the ethical, political and financial implications of such 
a change) and this was discussed and debated at the partnership meeting and the final verdict 
on this is awaited.  The Trust has taken the pragmatic position that it will support a reduced 
tariff for a limited number of students on a two-year trial basis, provided this does not require 
significant changes in timetabling and delivery of clinical placement. This has been agreed 
because it is recognised that we need to support WMS with their recruitment of this student 
population and have a footing in the overseas student market given the potential workforce 
issues and any investment in resources to deliver this would invariably benefit the home 
students as well. 
 
Update Medical Education – Postgraduate Medical Education  
 
Progress 
 
As of August 2017, all trainee doctors will be moving on to new junior doctor contract. The 
impact of this particularly on exception reporting and subsequent financial penalty for breaches 
will need to be monitored by the Trust Guardian of Safe working. The Medical Education team 
and the Workforce team have completed the development of the documentation (including work 
schedules for all the training posts) needed to comply with the implementation requirements as 
per the new contract.  The monitoring systems for tracking and responding to any breaches are 
in place and working. The directorate is closely working with the Guardian of Safe Working to 
ensure all department leads, managers and trainees are aware of the process and will be made 
aware of again at the induction process. 
 
The system for recording the educational appraisals for the Trust’s Educational and Clinical 
supervisors has been set up on ESR and the data loaded.  Going forward it will be possible for 
the Trust to add data from this system to form one of the medical education KPIs. We are 
currently exploring ways to systematically audit the quality of the educational appraisal process 
in the Trust with the Revalidation Officer. 
 
The new portfolio (Horus) for Foundation doctors will be implemented in August for the new 
starters. The Trust Foundation Team has had their training and have disseminated information 
to foundation supervisors (including webinars) and the administration team will be continuing to 
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provide support. The current Foundation Year-1 cohorts have been briefed on the new portfolio. 
The Foundation year 1 doctors who join us next month will be the first group joining a two-year 
rotation; as these rotations are as yet untested they will need close monitoring. 
 
Challenges 
 
The Medical Education Team continue to work with the quality team to set up an automated 
system for recording and managing data related to revalidation of trainee doctors.   
 
Nationally, rota gaps in acute medical specialties, with resulting negative effects on overall 
satisfaction, training experience, clinical supervision, attendance at teaching sessions, access 
to study leave and educational resources has been a noticeable feature in this year’s GMC 
survey. General Internal Medicine is affected by acute specialty experience being heavily 
service-based, with little training value. Smaller specialties show curriculum delivery and 
sustainability concerns. 
 
Considering these factors, the senior Medical Education Team are supporting the newly set up 
Rota Leadership Group that the Trust has set up to look at the challenges related to filling the 
trainee doctor’s rotas.  The problem is becoming particularly acute because of the changes 
brought by the introduction of the new doctor’s contracts and the recent changes in patterns of 
employment and restrictions on the locums (with for example significant numbers of trainees 
dropping out of run through training this year).  New and innovative solutions will be needed to 
resolve these difficulties and changes in training and new ways of working are likely to provide 
some of the answers. 
 
Trainee feedback 
 

Amalgamated JEST (Job Evaluation survey – trainees) 
results for August 2016 to March 2017 

 
Group Score 
Cardiothoracic Surgery/Cardiology/Respiratory 3.9 
Emergency Department and Acute Medicine 3.9 
Neurosciences 3.0 
Oncology, Haematology and Renal 3.8 
Surgery 3.3 
Trauma & Orthopaedics 4.0 
Women & Children 3.9 
Specialist Medicine and Ophthalmology 4.2 
Anaesthetics 4.0 
Care of the Elderly 3.5 
Radiology 3.8 
Pathology 4.2 

 
The group survey results from the HEEWM trainee satisfaction survey (JEST) show that most of 
the Trust is performing well.  The three areas with the lower scores i.e. Neurosciences, Surgery 
and Care of the Elderly are all areas which have been subject to recent HEEWM visits.  All 
groups have worked hard to improve the areas of concern raised by trainees.  
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Specialty Score Specialty Score 
Accident & Emergency 4.0 Gastroenterology 3.6 
Acute Internal Medicine 3.6 General Medicine 3.7 
Anaesthetics 3.9 General Surgery 3.2 
Breast Surgery 3.9 Genito-urinary Medicine 4.3 
Cardiology 3.9 Geriatric Medicine 3.7 
Cardiothoracic Surgery 3.3 Geriatric Medicine (St X) 3.1 
Clinical Haematology 4.3 GP Med 4.3 
Clinical Oncology 3.9 Histopathology 4.1 
Colorectal Surgery 3.3 Medical Microbiology 4.4 
Critical Care Medicine 4.1   
Dermatology 3.7 Nephrology 3.3 
Diabetes & Endocrinology 4.2 Neurology 2.9 
ENT 3.0 Neurosurgery 3.1 
    

 

GMC Survey 

The GMC trainee survey results have just been published this month. The total number of red 
flags for the trust was 33 (an increase from 21 in the last year) and green flags were 29 (an 
increase from last year 22). Most of the red flags were from three main surgical areas (15 in 
total – General surgery, Urology, Cardiothoracic, Neurosurgery), General and Acute Medicine 
and Gerontology (9 in total) and Respiratory medicine (4). This year there were two additional 
domains: educational governance and curriculum coverage and there were also issues around 
workload and exception reporting that followed introduction of new contract. Obstetrics and 
Gynaecology have performed well on both the JEST survey and the GMC survey. This reflects 
the improvements that the team has made following recent HEEWM visits.  Although Acute 
Medicine has made improvements, which were recognised by the last HEEWM inspection, 
they have 3 red flags on the survey (but less than the last year survey- 5 red flags) and have 
gained a green flag. This is indicative of improvements made however this also reminds the 
need for continued local level monitoring and input to improve the trainee experience and the 
results. 

Dr Holmes is working with the Educational Leads to investigate and address the problems that 
the survey has identified.   However, on a more positive note several specialties have scored 
very highly on the survey and have multiple green flags, particularly high scorers were 
Haematology, Endocrinology and Diabetes, Dermatology, cardiothoracic, opthalmology and 
Trauma and Orthopaedics. 
 

GMC Trainee Survey March 2017 
Specialty Green Pink Red 
Acute Internal Medicine 1 1 3 
Anaesthetics   1 
Cardiothoracic 4 1 3 
Cardiology 1   
Clinical Oncology  5  
Clinical Radiology  2 1 
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Dermatology 2 2  
Emergency medicine 1   
Endocrinology & Diabetes 3   
Gastroenterology   1 
General internal medicine   4 
General Practice  8  
General Psychiatry  2 1 
General Surgery  2 8 
Geriatric medicine 2 2 2 
Haematology 7 1  
Histopathology  2  
Intensive Care medicine  5  
Neonatal    
Neurology  4  
Neurosurgery  7 1 
Obstetrics & Gynaecology    
Ophthalmology 2   
Paediatrics    
Plastic surgery 1 3  
Renal medicine  2 1 
Respiratory medicine  2 4 
Rheumatology 1 2  
Trauma & Orthopaedics 3   
Urology  5 4 

 
Medical Education – Postgraduate Medical Education (cont) 
 
HEEWM visits 
 
The inspection visit to Obstetrics and Gynaecology in May went well and the specialty was 
complimented on the progress they had made against previous action plans.  The team noted a 
few areas where they felt further improvement could be made and the Trust will report on these 
in due course; however no further visits are planned to this specialty. 
 
In the inspection visit to General and Vascular surgery in June the visiting team reported that 
they felt that insufficient progress had been made on the patient safety concerns that had been 
identified at the previous visit, so they have asked for further action plans and will continue to 
monitor progress.  The concerns have been reported to the Patient Safety Committee and the 
clinical tutor is working with the directorate to formulate  
 
HEEWM have decided to carry out a postal survey which they will send to current trainees.  
They will use the results to check progress against the previous action plans. 
 
A routine standard visit is planned to review the Foundation programme in November 2017. 
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Resuscitation, Clinical Skills and Simulation 
 
Progress 
 
The successful launch of the “Recommended Summary Plan for Emergency Care and 
Treatment” (ReSPECT) at UHCW has led to the Trust being cited by the Resuscitation 
Council (UK) as a flagship for this process. UHCW was the first Trust in the country to “go 
live.” The CEO of the Resuscitation Council (UK) visited the Trust to congratulate it on the 
achievement. Catherine Baldock the Head of Department is currently being invited across 
the country to deliver presentations about the implementation and to share the challenges 
and benefits of ReSPECT. She has also been invited to present at the Scientific 
Symposium for Resuscitation in November. 
 
A recent Trust wide audit of ReSPECT decisions and forms has demonstrated an 
increase in compliance with documentation of these decisions and treatment plans.  An 
NIHR funded study into the evaluation of our implementation of ReSPECT has just 
started. 
 
All staff that are non-compliant for their resuscitation training are currently being targeted 
by staff in the Resuscitation Department. This is having a positive impact on compliance 
and the number of staff trained. The levels of compliance across all elements of 
resuscitation training are the highest for the first 5 months of this year than they have ever 
been when compared to previous years. 
 
A central store for resuscitation equipment has been set up by the Resuscitation 
Department. This will enable the cardiac arrest trolleys and grab bags to be restocked in a 
timely and efficient manner. It will also act as a CIP for all wards. 
 
Several LEAN processes have been undertaken in the resuscitation service. The most 
successful is the use of the Production Board and huddles which enable the staff in the 
department to be clear about their priorities for the day in relation to training, progress to 
be reviewed, problems identified, solutions agreed and targets to be set. This process has 
been enlightening and empowering for all staff. 
 
Standardised checklist for all resuscitaires in the Labour Suite is being finalised. This will 
ensure that all resuscitation equipment in adults, paediatrics and neonates is of the same 
standard. 
 
Survival rates for patients sustaining a cardiac arrest and being discharged from hospital 
within our Trust are consistently higher than the national average. 
 
Sepsis day – high fidelity simulation was incorporated into the first Sepsis Study Day 
which was run at UHCW in conjunction with the Sepsis team. A number of scenarios were 
delivered throughout the day which enabled the participants to work in teams managing a 
variety of patients presenting with sepsis. The day was very well evaluated and simulation 
was reported as being the most useful element of the course. It is hoped simulation will be 
incorporated into further days. 
 
Baby Life Line is a charity which has received money to deliver courses for midwives. 
Their first course was ran at UHCW and centred on maternal issues in the community. It 
included workshops, lectures and simulation. The simulation suite was converted into a 
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home environment to enable midwives to respond to practical obstetric emergencies 
which may occur in a patient’s home. Baby Life Line felt the day was the best they had 
delivered and are keen to use the centre for further dates in 2017. 
 
Emergency Department simulation is restarting in June and will involve all ST3 ED 
regional trainees coming to UH for high fidelity simulation. Scenarios will include trauma, 
medical emergencies, massive haemorrhage etc. 
 
Funding streams have been identified for all simulation that is now being delivered. This 
will enable the cost of the courses to be covered and will stop the resuscitation side of the 
service from having to fund this. 
 
The Acute Block simulation delivered for medical students has been well evaluated and 
the issues that were previously raised have now been addressed. 
 
The Acute Medicine Fellows have now been trained and assessed in debriefing and are 
proving to be an invaluable resource for simulation. It is hoped that the new initiative of 
having 50:50 posts in Acute Medicine and Simulation will be beneficial.  Two 50% 
Simulation teaching fellow has been appointed and the Simulation Committee is now 
functioning well and beginning to help the service to improve in line with the strategic plan. 

 
Surgical Training Centre 
 
Progress 
 
The Surgical Centre has an ever-increasing portfolio of surgical and allied health 
professional training courses running in 2017/18. 
 
The Surgical training committee has been established and had its first meeting in May. 
Over the next few months the aim of the committee is to establish a strategic and 
operational overview with long term plans and to cement in the governance systems 
essential to support the ongoing growth and development of the centre.   
 
The centre is offering training across a wide range from undergraduate training for 
medical students and world renowned surgical training including new courses in topics 
ranging from Heart Academy masterclasses in heart transplant and mitral valve repair, 
Major incident surgical training and Neurosurgery dissection masterclass. 
 
In June, with the support of Heart UK, the centre held a very successful cardiac surgery 
masterclass. 

 
Challenges 

 
The expansion of the WMS student numbers will add to the current concerns about the 
limitations with the centres capacity which is constraining the opportunities to expand and 
grow.  Innovative solutions to address this problem are needed particularly against the 
backdrop of the other service needs of the Trust.  
 
Future expansion with possible relocation of this world class centre needs cohesive 
approach with all partners and stakeholders for strategic planning and support from the 
board.  
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Summary 
 
The Medical Education Team have continued to make improvements in all areas and 
have continued to achieve the current quality targets (i.e. the Trust has not had any Level 
3/4 HEEWM inspections).  Significant progress has been made towards developing 
additional KPIs to monitor both undergraduate and postgraduate education.  The 
HEEWM inspection teams have recognised the progress that has been made and have 
complimented the Trust on the support it gives to education.  The expansion of student 
numbers, changes in student expectations, changes in training patterns for trainee 
doctors and the recent GMC survey results all present ongoing challenges for the team 
and Trust. 
 
This Resuscitation, Clinical Skills and Simulation team have achieved a number of 
significant gains for the Trust including being a national leader in the ReSPECT project, 
working in partnership with WMS to deliver a clinical skills programme and are working 
hard to develop the simulation programme and address the shortfall in the Trust’s 
compliance figures for mandatory training for resuscitation. 
 
The Surgical training centre continues to provide high quality national and international 
courses and is currently reviewing it’s governance structures and facilities to ensure that 
they continue to match the service needs.   
 
4. Areas of Risk 

• Clinical Risk.  If we lose trainees due to unsatisfactory standards of training we 
lose high standard clinical staff and will need to employ (at full cost) other clinical 
staff to fill the gaps.  We may not have as much assurance on the standard of 
those replacement staff.  Due to current workload pressures our highest current 
risk areas are our most pressurised. Gaps in training post contribute a significant 
impact on existing training post with gaps in rota. Last few months have posed 
strain on the rota with significant gaps which has put patient safety at risk and 
trainee experience and in turn feedback and trainee survey. 

• Financial. Funding now directly follows both medical students and PG trainees.   
Losing the ‘contract’ to teach and train will result in a reduction in income.  
Retaining that contract is dependent on maintaining high standards.  

• Business. The success of our outward reaching educational ventures is in part 
built upon our general teaching and training reputation. 

• Reputation. It is unthinkable that we should not maintain our status as a major 
teaching and training hospital. This has brought many advantages and 
improvements to the Trust and our local population and health care community 

• Performance. As with clinical risk losing trainees will impact on performance in 
areas already under particular pressure 

 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
This paper links to the Trust’s strategic objective to become a Leading Training and 
Education Centre.  
 
6. Governance  
 
Medical Education is subject to the GMC rules and regulations and the undergraduate 
medical education is also governed by the regulations of Warwick University 
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7. Responsibility 
 
Meghana Pandit, Chief Medical Officer and Deputy CEO 
Dr. Sailesh Sankar, Associate Medical Director for Education  
 
7. Recommendations 
 
The Board is invited to NOTE: 
 

1. The on-going work in respect of the Medical Education Directorate 
 

2. Continue to provide oversight particularly in respect of HEEWM visits. 
 

3. Ongoing support to have more accountability from clinical directors and leads 
by incorporating education and training in quarterly performance review 
 

4. Medical education directorate is keen to explore alternative non-training 
workforce to complement the training posts already well established in other 
trusts (both locally and nationally). Having a dedicated lead and team 
overseeing the educational need and career guidance along with the workforce 
will no doubt address the current and potential gaps that will invariably arise in 
the future as predicted.  This would help reduce locum spent in medical staff, 
enhance service and provide an opportunity for doctors to take alternative 
career path with flexibility other than the usual run through training posts. As 
one of the premier institutions and a major UK University Hospital, we can 
provide almost all tertiary level experience in most specialties that can be 
integrated with community. With support from local universities this will give an 
opportunity for engaging in post graduate taught programme in management, 
research, education and clinical domains. 
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1. Purpose  
 
The purpose of this report is to provide assurance to Trust Board that work around the 
equality agenda is being progressed to meet the Trust’s legal duties under the Equality 
Act 2010 and contractual duties set by NHS England.  The paper also seeks approval of 
the proposed Equality Objectives, the Equality Action Plan 17/18 and the WRES 
submission. 
 
2. Background and Links to Previous Papers 
 
The Trust as a public sector body has a statutory duty under the Equality Act 2010 to 
have due regard to the three aims: eliminate unlawful discrimination, harassment, 
victimisation and any other conduct prohibited by the Act, advance equality of 
opportunity, and foster good relations. 
 
It also has a responsibility under the Public Sector Equality Duty (PSED) to publish 
information relating to the protected characteristics of its workforce and service users. 
 
These legal and contractual obligations are met through the Equality Delivery System 2 
(EDS2) outcomes and the Workforce Race Equality Standard (WRES). As part of the 
agreed governance and monitoring process, the Equality and Diversity (E&D) team 
provides the Trust Board with an annual report and/or updates.  This is also an 
expectation of the Equality and Human Rights Commission, Care Quality Commission 
(CQC) and NHS England. The last Equality and Diversity annual report and update was 
presented Trust Board 30th June 2016. 
 
3. Executive Summary 
 
The main focus for 2016-17, has been on developing Equality Objectives and a new 
Action plan. However, the Equality and Diversity team and the Independent Advisory 
Group (IAG) continued to promote and develop best practice as well as responding to 
emerging issues. The following is a summary of the some of the activities and 
achievements for 2016-17 to advance the Equality agenda.   
 

a) Revised the Equality Impact Assessment (EIA) form and supporting guidance 
which were launched 16th January. This allows for more robust and meaningful 
assessments across the Trust. 

 



b) Published the Trust Equality data by the deadline date 
 

c) In partnership with the ESR & Workforce Information Team completed and 
submitted the WRES reporting template 

 
d) Interpreting and Translation - campaign commenced promoting telephone 

interpreting which is more cost effective for appointments 40 minutes or less.  A 
number of departments have been issued with dual handsets at no additional cost 

 
e) Provided British Sign Language interpreting (Monica Mabbett) to deaf patients 

when an interpreter has not been available avoiding cancellations.  
 

f) Presentation to Chief Officers Forum demonstrating how the work of the Equality 
and Diversity team supports patient care (30th September). 

 
g) Meetings with Coventry city Council Hate Crime officer to identify how the Trust 

can support  staff in dealing with abuse associated with protected characteristics 
 

h) Car Park Focus Group for Protected Characteristics (Equality Act Assessment 
(EIA)) took place.  This was an opportunity for staff to identify any negative impact 
the new process may have on any of the Protected Characteristic groups.  

 
i) Supported the completion of the Junior Doctors contract Equality Impact 

Assessment. 
 

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

 
k) British Sign Language (BSL) Charter – the Equality and Diversity team attended 

the Coventry Deaf Club to provide the annual update in relation agreed actions in 
the BSL Charter. We also delivered two Deaf Awareness sessions to Audiology 
and Neuro-therapy services. 

 
l) 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.  20 members of staff 
ranging from Security, Doctors, Modern Matrons, Healthcare Assistants etc. took 
part sharing their experiences and feelings. 

 
m) NHS Equality, Diversity and Human Rights Week – unfortunately the majority of 

the events planned for that week had to be cancelled due to low numbers, 
however, the Embrace Equality – Enhance the Experience Open Day did take 
place successfully.  20 internal and external partners participated in the event and, 
again, over 200 people attended 

 
n) Changing Futures Together (Supported Internship) - The programme has now 

transferred to the Learning and Development team. We are pleased to report in 
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total four young people with learning disabilities have secured employment (2 
permanent, two temporary) with the Trust over the two years the programme has 
run. The Head of Diversity also attended the end of term presentation at Hereward 
College. The Equality and Diversity team will continue to provide support to the 
programme until it is fully embedded into Learning and Development. 

 
o) Training - Delivered sessions for the induction programme, Volunteers, TTWC 

leadership Master Classes (Unconscious Bias), Deaf Awareness, mandatory 
training and ad hoc bespoke session for teams and departments. 

 
p) Advice and Guidance 

o Substantial support provided to the Staff Transportation Group to ensure that 
the new application process, procedure document and appeals procedure are 
non-discriminatory. 

o Guided  staff through the new EIA form and provided support where requested 
o Advised and supported staff experiencing difficult situations within their work 

area/teams 
o Facilitated engagement with community and voluntary groups for consultation 

about the Innovation Hub and accessibility in its widest sense 
o Worked closely with Employee Relations Specialist and Head of Occupational 

Health to ensure accurate and consistent responses to Equality issues 
 

Equality Objectives 2017-21 /Equality and Diversity Plan 2017-18 
 
The proposed objectives and supporting plan have been developed to align with Trust 
Objectives, contractual and legal obligations as well as respond to issues identified 
through engagement activities: 
 

o Bi-monthly IAG meetings  
o Consulting with external groups/partners and internal partners 
o Analysis from staff surveys 
o WRES and Equality data   
o Suggestion box at the Embrace Equality – Enhance the Experience open day 

18thMay 2017 
 
Equality Objectives: 
 
Strategy 
Ensure we have a coherent and pro-active response to Equality, Diversity and Human 
Rights as it affects our patients, visitors and employees.  Ensuring we have a vision of 
what we want to be, where we want to be and how we are going to get there. 
 
Valuing Our Diverse Workforce 
Further develop our diverse workforce that reflects the communities that we serve.  We 
will address gaps and issues impacting on specific Protected Characteristic groups, 
identified through our data collection and analysis. 
 
Engagement  
Recognise and utilise the intelligence and skills available in the wider community by 
improving engagement and partnership working with our external partners, community 
and voluntary organisations. 
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Patient Experience 
Develop cultural competence and understanding of diversity supported by access to 
appropriate resources to enhance patient experience and satisfaction. 
 
Equality and Diversity Action Plan 2017-18 (Appendix 1) 
 
The actions have been designed to provide tangible outcomes in support of patient 
experience and satisfaction. It will also enable the Trust to provide some targeted support 
for staff from protected characteristic groups. 
 
For each action the relevant CQC, WRES and EDS2 outcomes/indicators have been 
highlighted 
 
Workforce Race Equality Standard (WRES) 2017 (Appendix 2) 
 
On 31st July 2014 the NHS Equality and Diversity Council (EDC) announced that it had 
agreed action to ensure employees from BME backgrounds have equal access to career 
opportunities and receive fair treatment in the workplace.  The move followed reports 
which had highlighted disparities in the number of BME people in senior leadership 
positions across the NHS, as well as lower levels of wellbeing amongst the BME 
population.   
 
Therefore, from April 2015 all Trusts have been required to submit an annual WRES 
report and plan. To ensure compliance, each year UHCW Trust Board asked to note and 
approve a WRES reporting template and associated actions. 
 
This part of the report is to provide the Trust Board with the assurance that the Trust is 
compliant with the requirement of NHS England to complete and submit the WRES 
reporting template by 1st August 2017. It will also provide the Trust Board with an update 
on the key elements of progress made on the WRES actions 2015-16. 
 
 
The national WRES report for 2016 was published earlier this year and UHCW was 
mentioned three times positively.   

 
o WRES indicator 3: Relative likelihood of BME staff entering the formal 

disciplinary process compared to white staff 
o WRES indicator 6: Percentage of staff experiencing harassment, bullying or 

abuse from staff in last 12 months  
o 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. 

 
There has been good progress against the actions identified in the 2016 WRES 
including.: 
 

• Events specifically targeted at BME staff were organised including EIA focus 
groups and a conference. However, there has been a poor response to these 
events, but work continues to try and engage with BME staff.  
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• Informal resolutions such as mediation to reduce the number of formal 
disciplinaries 

• Recruitment of BME staff directly from the Philippines and India  
• Increase in the percentage of BME staff 
• Work with partners to address violence and aggression against staff 
• Refresh of EIA form, guidance and  process 

 
Although a lot of work has been put into trying to engage with UHCW staff generally and 
specifically with BME staff it has proven to be very challenging to gain interest and 
support for Equality activities. A lot of events and training sessions have been cancelled 
due very low numbers enrolling.  
 
The Equality and Diversity team have used the existing networks and media i.e. Modern 
Matrons/ Ward managers meetings, extensive use of TrustNav and desktop to advertise, 
posters, leaflets etc.…. but the impact has not matched the efforts to arrange and 
publicise events. 
 
Wards and staff have been provided with a number of resources to help the support 
patients from protected characteristic groups that they need to both understand and make 
good use of to improve patient, care, experience and satisfaction. In doing so it will 
contribute to the Trust’ reputation as an appropriate service provider and an employer of 
choice. 
 
The current data for the 2017 WRES indicates the following key points: 
 

• Self-reporting of ethnicity has increased to 96% 
• The latest staff survey shows there has been a significant and notable increase in 

the percentage of BME staff (doubled) who have experienced discrimination from 
Trust employees 

• There is a noticeable increase (8%) in the number of BME people experiencing 
bullying, harassment or abuse from other staff. 

• Although there is a notable difference between the percentage of voting  BME 
Board members and the percentage of all  BME employees, it should also be 
noted that there has been an increase over the past 12 months in the percentage 
of BME Board members overall. 

 
The data implies that there could be an issue in regards to how BME staff perceive their 
treatment at the Trust. However, again it has been challenging to engage BME staff in 
order to identify specific areas of concern. In order to progress this there will need to be 
proactive support from Chief Officers and senior managers to encourage BME staff to not 
only vocalise issues but participate in finding and recommending possible solutions. 
 
There is the risk that as a Trust we will neither not score on relevant parts of inspections 
nor be in the top percentages of Trusts making good progress with the Equality 
Standards if staff are not clear about the law, our contractual obligations and their 
responsibilities in relation to Equality and Human Rights matters if staff do not engage 
with the Equality and Diversity agenda.  
 
Actions identified to begin to address these issues and or gaps are reflected in the 
Equality and Diversity Action Plan 2017-18. 
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Workforce Disability Equality Standard (WDES) 
 
From April the Trust will be required to provide information on disability within the 
workforce and develop actions to address any gaps or issues. This will require the same 
level of input as the WRES, the template and findings will need to be presented and 
approved by the Trust Board prior to submission and publication. 
 
4. Areas of Risk 
 
Not meeting the requirements of our legal and contractual obligation will impact on results 
of inspections, our reputation within the NHS and our ability to provide the most 
appropriate service to the wider community and an employer of choice. 
 
The actions identified in the plan will help to mitigate those risks and provide evidence of 
ongoing commitment to eliminate unlawful discrimination, harassment, victimisation and 
any other conduct prohibited by the Equality Act 2010, advance equality of opportunity, 
and foster good relations. 
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks 
  
The actions identified within the Equality Objectives and Action plan contribute to the 
following Corporate Objectives: 
 

• Increase substantive/flexible workforce in place of agency staff – recruitment 
and development of BME staff 

• Improve patient outcomes for, mortality, infection control and hospital 
cleanliness – better understanding of the needs of our diverse communities 

• Deliver £1.1m surplus control total – more efficient use of interpreting and 
translation services 

• Delivering sustainable services through the Sustainability and     
Transformation Plan and Together Towards World Class projects – best 
practice in equality and diversity will contribute to better and more equitable 
health outcomes 

 
The objectives and plan seeks to develop staff skills and knowledge to support patient 
experience. It will help reduce Interpreting costs and foster stronger relations with the 
people best placed to advise us on appropriate and efficient ways to engage, learn from 
and serve our diverse service users. 
 
6. Governance  
 
• We are also required to publish Equality data annually.   
• NHS England requires the Trust to have in place an EDS2, to be Red, Amber, 

Green (RAG) rated annually. 
• Progress of EDS2 outcomes is monitored by the Independent Advisory Group 

(Equality & Diversity) which reports to the Workforce and Engagement Committee.  
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• There is a requirement for WRES and WDES reporting template to be submitted to 
NHS England and published on the Trust’s website.   

 
7. Responsibility 
 
Author/Lead – Barbara Hay, Head of Diversity 
Chief Officer – Karen Martin, Chief Workforce and Information Officer 
 
8. Recommendations 
 
The Board is invited to NOTE:  
 

• The work and achievements 2016-2017  
• The Equality Objectives and content of the Equality and Diversity Action Plan 
• The content of the WRES reporting template  2017 
• The requirement for a Workforce Disability Equality Standard report by 1st April 

2018   
 
And APPROVE the: 
 

• Equality Objectives 
• Equality Action Plan  2017-18 
• WRES template the  associated  actions  2017 and its publication by 1st April 2017 

 
Name and Title of Author: Barbara Hay – Head of Diversity 
Date: July 2017 
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Workforce Race Equality Standard        

REPORTING TEMPLATE (Revised 2016) 
 
Name of organisation       Date if report:  month/year 
University Hospitals Coventry & Warwickshire NHS Trust  July   2017 

 
Name and title of Board lead for the Workforce Race Equality Standard 
Karen Martin, Chief Workforce and Information Officer 

 
Name and contact details of lead manager compiling this report 
Barbara Hay, Head of Diversity (barbara.hay@uhcw.nhs.uk) 

 
Names of commissioners this report has been sent to (complete as applicable) 
NHS Arden and Greater East Midlands Commissioning Support Unit, Westgate House, Market Street, Warwick  CV34 4DE 

 
Name and contact details of co-ordinating commissioner this report has been sent to (complete as applicable) 
 
Karen Goldsmith, Equality and Human Rights Project Manager 
E:  Karen.goldsmith@ardengemcsu.nhs.uk     M: 07813 544426 
 

 
Unique URL link on which this Report and associated Action Plan will be found 

 
 
This report has been signed off by on behalf of the Board on (insert name and date) 
Karen Martin, Chief Workforce and Information Officer (dd/mmm/yyyy) 

1 
 

mailto:Karen.goldsmith@ardengemcsu.nhs.uk
http://www.google.co.uk/url?url=http://www.abdo.org.uk/news/optical-sector-granted-new-use-of-the-nhs-logo/&rct=j&frm=1&q=&esrc=s&sa=U&ved=0ahUKEwjYn46QvvLNAhULBcAKHQAvD2EQwW4IGjAC&usg=AFQjCNF4AwAO_pOjqb5dEPrdIUkjmIlZLA


  
 
Report on the WRES indicators 
 
1. Background narrative 

 
a. Any issues of completeness of data 
 
 
 

 
b. Any matters relating to reliability of comparisons with previous years 
 
 

 
2. Total numbers of staff 
 
a.  Employed within this organisation at the date of the report 
 

 
b. Proportion of BME staff employed within this organisation at the date of the report. 
 
 

3. Self-reporting 
a.  The proportion of total staff who have self-reported their ethnicity 
 
 

 
b. Have any steps been taken in the last reporting period to improve the level of self-reporting by ethnicity 
 
 

  
2 

 



  
c. Are any steps planned during the current reporting period to improve the level of self-reporting by ethnicity 
 

 
 
4.  Workforce data 
a. What period does the organisation’s workforce data refer to? 
 
 

 
 
 
 
5.  Workforce Race Equality Indicators 
 
Please note that only high level summary points should be provided in the text boxes below – the detail should be contained in accompanying WRES Action Plans. 

 
 Indicator Data for 

reporting year 
Data for previous 
year 

Narrative – the implications of the 
data and any additional background 
explanatory narrative 

Action taken and planned including e.g. does the 
indicator link to EDS2 evidence and/or a 
corporate Equality Objective 

 For each of the these four workforce 
indicators, compare the data for White 
and BME staff 

    

1 Percentage of staff in each of the Afc 
Bands 1-9 and VSM (including Executive 
Board members) compared with the 
percentage of staff in the overall workforce.  
Organisations should undertake this 
calculation separately for non-clinical and 
for clinical staff. 
 

    

2 Relative likelihood of staff being appointed 
from shortlisting across all posts. 
 
 
 
 

    

3 Relative likelihood of staff entering the     

3 
 



  
formal disciplinary process, as measured 
by entry into a formal disciplinary 
investigation.  This indicator will be based 
on data from a two year rolling average of 
the current year and the previous year. 
 

4 Relative likelihood of staff accessing non-
mandatory training and CPD 
 
 
 
 
 
 

    

 National NHS Staff Survey indicators (or 
equivalent)  
For each of the four staff survey 
indicators, compare the outcomes of the 
responses for White and BME staff 
 

    

5 KF 25. Percentage of staff experiencing 
harassment, bullying or abuse from 
patients, relatives or the public in the last 
12 months 
 

White % 
  
BME % 

 

White % 
  
BME % 

 

  

6 KF 26. Percentage of staff experiencing 
harassment, bullying or abuse from staff in 
the last 12 months. 
 

White % 
  
BME % 

 

White % 
  
BME % 

 

  

7 KF 21. Percentage believing that trust 
provides equal opportunities for career 
progression or promotion. 
 

 
White % 
  
BME % 

 

 
White % 
  
BME % 

 

  

8 Q17.  In the last 12 months have you 
personally experienced discrimination at 
work from any of the following? 
b) Manager/team leader or other 
colleagues 
 

 
White % 
  
BME % 

 

 
White % 
  
BME % 

 

  

 Board representation indicator 
For this indicator, compare the difference 
for White and BME staff 

   
 
 
 

 

9 Percentage difference between the     

4 
 



  
organisations’ Board voting membership 
and its overall workforce. 
 

 
Note 1.   All provider organisations to whom the NHS Standard Contract applies are required to conduct the NHS Staff Survey.  Those organisations that do not undertake  

  the NHS Survey are recommended to do so, or to undertake an equivalent. 
 

Note 2.   Please refer to the WRES Technical Guidance for clarification on the precise means for implementing each indicator. 
 
 
6. Are there any other factors or data which should be taken into consideration in assessing progress? 
 
 

 
 
7. Organisations should produce a detailed WRES Action Plan, agreed by its Board.  Such a Plan would normally elaborate 

on the actions summarised in section 5, setting out next steps with milestones for expected progress against the WRES 
indicators.  It may also identify the links with other streams agreed at Board level, such as EDS2.  You are asked to 
attach the WRES Action Plan or provide a link to it. 

 

 
 

 

5 
 



Appendix 1  

UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 
Equality & Diversity Action Plan (2017 – 2018) 

 

             
 
 

Actions  Lead 
Contributors 

Completion 
date 

Measures/Evidence 

 
Equality Strategy 
 
Develop and publish an Equality, Diversity 
and Human Rights Strategy for 2018 to 
2021. The strategy will set out our priorities 
(Equality Objectives), and ensure that the 
Trust and stakeholders are working toward 
common goals in line with Trust objectives 
and values. 
 
Audit activity across the Trust which 
contributes to Equality and Diversity 
agenda to better inform Equality plans, 
inspections and share best practice.  

 
CQC Outcome(s): All relevant to E&D 
EDS Goal: All 
WRES indicator: 
 

 
 
 

Head of Diversity 
 

Independent 
Advisory Group 

(IAG) 
 

WEC 
 

Heads of 
Departments 

 
Specialist Leads 

 
Patient Experience 

Team 

 
 

September  
2017 

 
October 2017 

 
November 

2017  
 
 
 

May 2018 
 
 
 
 

July 2018 
 

 
 
Draft to WEC September  2017 
 
 
Amendments and final consultation with IAG 
 
Publication of Strategy internally and externally  
 
 
 
 
A central directory of resources and best practice  
 
Easier and more comprehensive reporting against 
expected outcomes for EDS2, CQC etc.…  
 
Future Equality and Diversity plans to reflect Trust 
wide approach  

 
Cultural Competence 
 
Support staff to understand and respond 
appropriately to the needs of all our 

 
 

Equality & 
Diversity 
Assistant  
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Appendix 1  

UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 
Equality & Diversity Action Plan (2017 – 2018) 

 

Actions  Lead 
Contributors 

Completion 
date 

Measures/Evidence 

patients. 
 
Develop: 
- Religion toolkit 
 
- Booklets (Protected Characteristics) 
 
Campaign to raise awareness of  
 resources available on wards 

 
CQC Outcome(s): 1, 4, 7, 13  
EDS Goal: Better Health Outcomes  
 

 
 

Head of Diversity 
 

Patient Experience 
Team 

 
Communications 

Team 
 

Faith Centre 

 
 

March 2018 
 
 

October 2017 
 
 

Ongoing  

 
Religion toolkit available with evidence of 
consultation and partnership working with local Faith 
groups. 
 
Booklets available to all staff via TrustNav and hard 
copies. 
 
Increase in numbers of patients accessing Faith 
Centre facilities. 

 
Governance 
 
Report to and escalate relevant issues, 
challenges and successes to the WEC 
 
Red, Amber, Green (RAG) rate the Trust’s 
Equality and Diversity activities across the 
Trust against EDS2 outcomes.  

 
CQC Outcome(s): All relevant to E&D 
EDS Goal: All 
WRES indicator: All  
  

 
 
 

Head of Diversity 
 

Equality & 
Diversity Assistant  

 
IAG 

 
WEC 

 

 
 
 

Ongoing 
 
 

June 2018 
 

July 2018 
 
 

August 2018 
 

 
 
 
Minutes and papers 
 
 
RAG ratings activities will have taken place  
 
Results of RAG rating events will be reported to the 
WEC, QGC and the Trust Board 
 
RAG ratings published on the Trust’s internet site  
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Appendix 1  

UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 
Equality & Diversity Action Plan (2017 – 2018) 

 

Actions  Lead 
Contributors 

Completion 
date 

Measures/Evidence 

 
Engagement 
 
Increase engagement and consultation 
with the staff, wider community and our 
partners to ensure Protected Characteristic 
groups are listened to.  Our interventions 
will be aligned to the concerns of our 
service users.   
 
CQC Outcome(s): 1, 7, 13, 14 
EDS Goal: Improved Patient Access and 
Experience 
 

 
 
 

Head of Diversity 
 
 

Equality & 
Diversity Assistant 

 
IAG 

 

 
 
 
 
 

Ongoing  

 
 
 
Evidence of consultation and/or partnership working 
on related projects. 
 
IAG notes and membership.  
 
Events/activities involving wider community and 
partners. 

 
Accessibility 
 
Continue to work towards ensuring  all 
patients, who need it, having access to 
immediate interpreting and translation 
services 
 

 
 

CQC Outcome(s): 1, 2, 3, 4, 5, 7 
EDS Goal: Improved Patient Access and 
Experience 
 

 
 

Equality & 
Diversity 
Assistant 

 
Language Line 

Solutions 
 

Workforce 
Business Partners 

 
 
 

Ongoing  
 
 
 

June 2018 
 
 

 
 
 
Increase the number of dual handsets across the 
Trust. 
 
Data comparisons 

- Increase in use of telephone interpreting for 
short appointments and rare languages 

 
- Reduction in unfulfilled interpreting requests 
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Appendix 1  

UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 
Equality & Diversity Action Plan (2017 – 2018) 

 

Actions  Lead 
Contributors 

Completion 
date 

Measures/Evidence 

 
Staff Surveys  
 
Provide support and guidance to teams 
and departments to address issues 
highlighted in staff surveys. 
 
Violence and aggression against staff has 
been identified as an issue both locally and 
nationally. 
 
Produce:- 
• Trust Video  
• Pop up stands 
• Posters 
• Guidance 
 
Support Trust Security to promote 
awareness of policy/procedures on how to 
report and manage incidents. 
 
Discrimination -Work with Workforce 
Business Partners to raise awareness of 
what constitutes discrimination and provide 
support to manager to eliminate those 
behaviours. 
 
CQC Outcome(s): 12, 13, 14 
EDS Goal: A Representative and 

 
Head of Diversity 

 
 
 

Trust Security 
Manager 

 
 
 

Communications 
Team 

 
 
 

Modern Matrons 
 
 
 

Ward Managers 
 
 

Group Managers 
 
 

Workforce 
Business Partners 

 
 
 
 

 
 
 

In progress 
 
 
 

January 2018 
 
 
 
 
 

July 2018 
 
 
 
 
 
 
 

Ongoing form 
October 2017 

 
 
 
Staff aware of how to respond to violence and 
aggression. 
 
 
Monitor: 
-  viewings of the video  
-  how often,  
- demographics 
- how long viewed etc. 

 
 
 
 
Improved monitoring and recording of incidents. 
Data comparisons of incidents recorded before 
campaign.  
 
 
 
Use Workforce newsletter and utilise TrustNav to 
provide guidance to avoid discrimination 
 
Provide training where appropriate 
 
Equality and Diversity team will continue to provide 
1:1, team and departmental advice, guidance and 
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Appendix 1  

UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 
Equality & Diversity Action Plan (2017 – 2018) 

 

Actions  Lead 
Contributors 

Completion 
date 

Measures/Evidence 

Supported Workforce 
WRES indicator: 5, 6, 7, 8 
 

support around discrimination issues. Numbers and 
resolution outcomes will be monitored 

 
Changing Futures Together - Supported 
Internship Programme 
 
Provide support and guidance ensuring the 
seamless transition of the programme to 
Learning and Development team. 
 
 

 
 

CQC Outcome(s): 13, 14 
EDS Goal: A Representative and 
Supported Workforce 
 

 
Head of Diversity 

 
 

Equality & 
Diversity Assistant 

 
Work Experience 
& Apprenticeship 

Advisor   
 

 
 

November 
2017 

 
May 2018 

 
 
 
Continuation of the programme 
 
 
 
Recruitment of new cohort of interns 
 
 
Interns able to access apprenticeships with the Trust 
 
 

 
Training and Development 
 
Work with Learning and Development to 
identify how people from protected 
characteristic groups can be supported to 
access training and development 
opportunities. (Talent mapping, WRES, 
WDES data to be utilised) 
 
CQC Outcome(s): 12, 13, 14 

 
Associate 
Director of 

Workforce – 
Learning & OD 

 
 

Head of Diversity 

 
 
 
 

March 2018 

 
 
 
 
 
Findings and proposals presented to WEC and 
TERC  
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Appendix 1  

UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 
Equality & Diversity Action Plan (2017 – 2018) 

 

Actions  Lead 
Contributors 

Completion 
date 

Measures/Evidence 

EDS Outcome: A Representative and 
Supported Workforce 
WRES indicator: 2, 4, 7,  
 
 
Compliance 
 
Equality Data –Equality Act 2010 
 
Workforce Race Equality Standard 
(WRES) & Workforce Disability Equality 
Standard (WDES) - As required by NHS 
England collate and submit data in relation 
to Black Minority Ethnic (BME) and 
Disabled employees at UHCW. Develop 
action plan to address issues and or gaps 
identified from the data. 
 
CQC Outcome(s): 12, 13, 14 
EDS Goal: A Representative and 
Supported Workforce 
WRES indicator: All 
 

 
 

Head of Diversity 
 
 
 

Equality & 
Diversity Assistant 

 
 
 

Deputy ESR & 
Workforce 
Information 
Manager 

 
 
 

 
 

31st January 
2018 

 
1st August 

2018 
 

1st April 
2018 (tbc) 

 
 
 
Data published on UHCW website 
 
 
WRES report submitted to NHS England 
 
 
 
WDES report submitted to NHS England 

 
Equality Impact Assessment (EIA) 
 
Continue to provide guidance and support 
in completing EIAs 
 

 
 
 

Head of Diversity 
 
 

 
 
 
 

Expected EDS2 outcomes: 
 
 
Boards and senior leaders routinely demonstrate 
their commitment to promoting equality  
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UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 
Equality & Diversity Action Plan (2017 – 2018) 

 

Actions  Lead 
Contributors 

Completion 
date 

Measures/Evidence 

Explore how EIAs can be extended further 
into the more strategic elements of the 
Trust. 
 
 
 
CQC Outcome(s): All relevant to E&D 
EDS Goal: All 
WRES indicator: All 
 

Head of Corporate 
Affairs 

 
 

Associate Director 
of Strategy 

Ongoing 
 

Papers that come before the Board and other major 
Committees identify equality-related impacts  
including risks 
 
Middle managers and other line managers support 
their staff to work in culturally competent ways within 
a work environment free from discrimination 
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PUBLIC TRUST BOARD PAPER  
 

Title Complaints and PALS Annual Report 2016/17 
Author Andrew Wilkins, Head of Patient Relations  
Responsible 
Chief Officer 

Meghana Pandit, Chief Medical Officer and Deputy CEO 

Date  27th July 2017 
 
1. Purpose  
 
To present the detail and themes of the complaints the Trust received in 2016-17 and to 
provide assurance regarding the Trust’s arrangement for managing complaints.   
 
2. Background and Links to Previous Papers 
 
The Complaints and PALS Annual Report supplements the Trust Annual Report and 
Quality Account in sharing details of the complaints and concerns received in the 2016-17 
financial year. The report meets the reporting requirements set out in The Local Authority 
Social Services and National Health Service Complaints (England) Regulations 2009. 
 
3. Narrative 
 
The Trust Board is responsible for monitoring the Trust’s management of complaints, 
ensuring that the complaints process is accessible, that complaints are well managed and 
that complaints are being utilised as a tool to learn and improve.   
 
3.1 Report overview  
 
Complaints  
 

The Trust received 606 complaints in 2016-17, representing a 5% year on year increase. 
18% of the complaints received were upheld, 29% were not upheld and 53% were 
partially upheld.   
 
There was a significant increase in complaints received during the month of August, 
impacting on performance against the 25 working day response target in quarters 2 and 
3. Of the complaints received in 2016-17, 69% were responded to within the Trust’s 25 
working day target, which is a 14% year on year reduction in performance. Of those 
complaints that were not responded to within 25 working days, 21% were responded to 
within 50 working days, 9% within 100 working days and 1% over 100 working days. As 
at the 1 June 2017, 3 complaints remain open from 2016-17 with the oldest being 62 
working days.   

 



 
During 2016-17, the Trust continued to focus on ensuring complaints are robustly 
investigated and fully addressed in the initial response, avoiding further dissatisfaction. Of 
the complaints received in 2016-17, 13% were returned for further local resolution. The 
Trust is committed to meeting the internal target of ≤10% of complaints returned for 
further local resolution in 2017-18.  
 

The greatest number of complaints related to Surgery group in 2016-17, which is 
consistent with the previous two years. Of the 103 complaints surgery received, the 
largest number related to General Surgery and Urology. Acute and Emergency Medicine 
received the second highest number of complaints, with 73 being relating to the 
Emergency Department and 23 to Acute medicine.   Women and Children’s received the 
third highest number of complaints with 24 being received about Gynaecology and 23 
Maternity. Surgery, Women and Children’s and the Emergency Department also received 
the highest number of complaints in 2015-16. 
 
The most complained about subjects were; Clinical Treatment, Surgical Group; Clinical 
Treatment, General Medicine Group; Clinical Treatment, Accident & Emergency; 
Admissions, Discharges and Transfers and Communication. In addition to the individual 
actions resulting from the complaints received, the report sets out the Trust wide action 
that has been taken to deliver improvements in each of these areas.  
 
The Parliamentary and Health Service Ombudsman (PHSO) decided twenty five 
complaints in 2016-17. Of these two were upheld, four partially upheld and nineteen not 
upheld. Details of those complaints that were upheld or partially upheld are set out within 
the report along with the action taken to deliver improvements.   
 
Responses to the Complaint Satisfaction Survey for the period of 2016-17 show that 78% 
of complainants were either fully or partially satisfied with how their complaint was 
handled.  
 

The report sets out the key achievements of the Complaints Service in 2016-17 and the 
further developments to be delivered in 2017-18.  
 

Patient Advice and Liaison Service 
 

The PALS managed 3,674 enquiries in 2016-17, representing a 33% year on year 
increase. A large proportion of the enquiries received related to the Surgery Group and 
Core Services. In the case of surgery, the majority of enquiries concern waiting times and 
in the case of core services the enquiries often concern estates issues such as car 
parking and matters such as access to records and information on the complaints 
process.  
 

The PALS are committed to responding to complaints quickly and informally and they 
responded to or referred 88% of the complaints received in 2016-17 within 5 working 
days. The conversion rate of PALS enquiries to complaints remains low, with only 87 of 
the 606 complaints received having previous PALS involvement.  
 

The subject breakdown shows that delays, waiting times and cancellations are regularly a 
cause for concern and give rise to patients seeking the support of the PALS. 
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Communication continues to be a common issue and it is important to note that this 
relates to communication with relatives as well as patients. A large proportion of the 
PALS work is supporting service users to raise their concerns or complaints as well as to 
obtain copies of their medical records, both of which is demonstrated in the subject 
breakdown under Trust Admin, Policies and Procedures.    
 
Responses to the PALS Satisfaction Survey for the period of 2016-17 show that 89% of 
enquirers were either extremely likely or likely to recommend PALS to their friends and 
family.  
 

The report sets out the key achievements of the PALS in 2016-17 and the further 
developments to be delivered in 2017-18.  

 
4. Areas of Risk 
 
If the Trust does not have robust complaint management arrangements in place there is a 
risk that the strategic objectives will not be achieved, which could have regulatory, 
reputation and financial implications and could impact on the quality of care that is 
provided and the sustainability of services.   
 
5. Governance  
 
The Patient Experience and Engagement Committee monitor the Trust’s management of 
complaints on an ongoing basis and the committee provides assurance to Quality 
Governance Committee on a quarterly basis via the ‘We Care’ Patient Experience report, 
which is ultimately presented to Trust Board each quarter for assurance and approval.   
 
6. Responsibility 
 
Meghana Pandit, Chief Medical Officer and Deputy CEO 
Jenny Gardiner, Director of Quality 
 
7. Recommendations 
 
The Board is invited to NOTE the content of the report, to seek further information where 
required and to APPROVE the Complaints and PALS Annual Report for 2016/17. 
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Introduction  
 
In the vast majority of cases patients, relatives and carers are satisfied with the care, 
treatment and service they receive. On the occasions where a patient, relative or 
carer is dissatisfied, it is important that they feel comfortable in raising their concerns 
so that the Trust can resolve any misunderstandings or, if failings have occurred, 
ensure that learning and improvements take place. 
 
The Trust is committed to resolving any concerns at the earliest opportunity and this 
is often achieved through the patient, relative or carer discussing their concerns 
directly with the service. The Patient Advice and Liaison Service (PALS) is available 
to provide confidential advice and support to any patient, relative or carer who may 
not feel comfortable raising their concern with the service directly, or where they 
have done so but their concern remains unresolved. The PALS aim to resolve any 
concerns that are raised with them quickly and informally.  
 
Should the patient or carer feel that their concern should be formally investigated 
they are able to make a formal complaint. The Trust operates a centralised 
complaints service, which ensures that a patient centred approach is taken to the 
management of complaints and that all complaints received are thoroughly 
investigated and responded to within a timely manner, usually within 25 working 
days of receipt. 
 
In addition to the valuable learning and improvements that result from individual 
concerns or complaints, complaints and PALS data is analysed to identify any 
themes and the intelligence generated is shared across the organisation so that the 
necessary improvements can be made. Additional mechanisms to share intelligence 
include regular reporting to the Patient Engagement and Experience Committee and 
monthly reports to Chief Officers, such as the Chief Nursing Officer. On a monthly 
basis a Non-executive Director of the Trust Board also reviews the Trust’s 
management of concerns and complaints to ensure that good standards are being 
maintained.  
 
Complaints     
 
Complaints Activity  
 
 
 
 
 
 
Figure 1: The number of complaints received in 2016-17 and 2015-16  
 
The Trust received 32 more complaints in 2016-17 compared with 2015-16. This 
amounts to a year on year increase of 5%.  
 
During 2016-17 the complaints team have continued to raise awareness of the 
importance of supportive and effective complaint management across the Trust. The 
National Inpatient Survey results for UHCW for 2016 reported a 5% increase in the 
number of inpatients aware of how to raise a formal complaint when compared to 
20151, indicating that patients are better informed about how to raise concerns or 

1 The 5% reported in the National Inpatient Survey, is an increase against the other 34 Trusts 
subscribed to this survey.   

2016 -17 
 

606 complaints 

574 complaints  2015 -16 
 

Complaints and PALS Annual Report 2016-17 June 2017 

                                                           



 
 

Enc 10  2 

complaints. This is likely to be a factor in the year on year increase.   
 

 
Figure 2: Comparison of the number of complaints received per month in 2016-17 and 2015-16 
 
The Trust experienced a spike in the number of complaints received in the month of 
August. The complaints service analysed the complaints received in August but 
identified no clear theme in the subject matter, however the most complained about 
specialties in August were Orthopaedics and Respiratory Medicine at 8 each and the 
Emergency Department and General Surgery with 7 each.  The increased demand 
placed on the complaints service and Specialty Groups impacted on performance 
against the Trust’s 25 Working Day Response target in quarter’s two and three. The 
complaints service attended Quality Governance Committee in quarter three to 
present the analysis of the complaints received in August and to provide assurance 
with regards to the steps being taken to recover performance against the 25 working 
day target. Further information on performance against the 25 working day target 
can be found in the performance section of this report.  

 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Figure 3: Uphold rates 2016-17  
 
In line with the Parliamentary and Health Service Ombudsman’s approach to 
categorising the outcome of complaints, a complaint is recorded as being fully 
upheld if UHCW made mistakes or provided a poor service that amounted to 
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maladministration or service failure and this had a negative impact on an individual. 
A complaint is partially upheld if UHCW got some things wrong, but not all the issues 
that were complained about or the mistakes made did not have a negative impact on 
anyone. Finally a complaint is not upheld if we find that we acted correctly.  
 
There has been a significant reduction in the number of complaints upheld in 2016-
17 compared to 2015-16. The number of complaints partially upheld has increased 
from 33% to 53% with only a 2% increase in the number of complaints not upheld. 
The shift from upheld to partially upheld can largely be attributed to more accurate 
recording of outcomes in line with the Ombudsman’s approach.  
 

 
Figure 4: Complaints received by Specialty Group 2016-17  
 
The greatest number of complaints related to Surgery Group in 2016-17, which is 
consistent with the previous two years. Of the 103 complaints surgery received, the 
greatest number of complaints related to General Surgery and Urology. Acute and 
Emergency Medicine received the second highest number of complaints, with 73 
being relating to the Emergency Department and 23 to Acute.   Women and 
Children’s received the third highest number of complaints with 24 being received 
about Gynaecology and 23 Maternity. Surgery, Women and Children’s and the 
Emergency Department also received the highest number of complaints in 2015-16. 
 
Subject Breakdown  
 

Top 5 Subjects 2016 -17 Top 3 Sub-subjects 
Clinical Treatment - Surgical 
Group 94 

Delay or failure in treatment or procedure - 20 
Delay in treatment - 12 
Post-treatment complications - 11 

Clinical Treatment - General 
Medicine Group 76 

Delay in treatment - 11 
Other - Clinical Treatment - 9 
Incorrect diagnosis - 8 

Clinical Treatment - Accident 
& Emergency 53 

Delay or failure to diagnose (inc. e.g. missed 
fracture) - 17 
Delay in treatment - 11 
Delay or failure in treatment or procedure - 6 
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Top 5 Subjects 2016 -17 Top 3 Sub-subjects 
Admissions, Discharges & 
Transfers (exc. delayed 
discharge due to absence of 
care package - see 
Integrated care) 

52 

Discharged too early - 15 
Discharge Arrangements (inc. lack of or poor 
planning)- 12 
Cancelled/rescheduled surgery/procedure - 10 
 

Communications 47 
Communication with patient - 16 
Communication with relatives/carers - 10 
Cancelled/rescheduled surgery/procedure - 5 

Figure 5: Top 5 most common complaint subjects  
 
In quarter one of 2016-17, UHCW aligned the subjects and sub-subject recording to 
meet the criteria set by NHS Digital. The update facilitates external reporting and 
more detailed data to perform thematic analysis.  
 
Learning and Improvement  
 
Examples of action taken as a result of individual complaints:  
 

ID Complaint summary   Outcome and Actions Taken  

13273 
Complaint raised regarding 
communication about dural tear and after 
surgery care. Also raised concerns about 
the drain being removed and stiches being 
carried out without anaesthetic. 

The Trust acknowledged that 
communication could have been 
better and apologised for any concern 
caused. The Trust confirmed that it 
was not usual to administer pain relief 
but appreciated that every patient’s 
pain threshold is different.  
 
Action – the Group Manager created 
a leaflet regarding aftercare and what 
to expect following this procedure.  

14257 

Complaint that toe fracture was missed 
and the patient was concerned to be 
recalled into the fracture clinic.   

The response explained that all x-rays 
receive a second review by a 
radiologist. Where a fracture is 
identified this will be followed up and 
the correct treatment provided.  
 
Action – reiterated to all staff in CED 
the importance of patients being 
informed of the review process and 
the possibility that they may be 
recalled.  

14011 

The Patient underwent a smear test in 
May 2015 under the care of a consultant 
gynaecologist at UHCW and received a 
letter advising that the results were clear. 
She was subsequently advised in March 
2017 that the sample form from 2015 was 
inadequate and that a repeat test should 
have taken place.  

The Trust apologised to the patient for 
their experience and confirmed that a 
new process has been put in place 
since this occurred. All letters sent to 
patients now include a copy of the 
cytology report. Members of staff who 
undertake smear tests have also been 
reviewed and have received further 
training.   
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13598 
The patient delivered a blood sample to 
the laboratory at the Hospital of St Cross, 
Rugby. There was a delay in the samples 
reaching University Hospital affecting the 
reliability of the tests.  

The complaint investigation identified 
that this was a laboratory error. As a 
result of the complaint the Down’s 
Syndrome screening forms are now 
stored separately to the usual forms 
and have been made more easily 
identifiable. Blood Sciences specimen 
Reception desk staff will now also 
check each back of samples arriving 
at St Cross.   A sincere apology was 
provided for the concern caused.  

13679 

Concerns raised regarding a CT scan 
results that were not reviewed resulting in 
their being a delay in informing the patient 
of his condition.  

The consultant who requested the 
scan was on leave from the Trust and 
the Consultant covering their clinic did 
not review the historic reports causing 
the delay in the patient receiving their 
results. This incident has been 
discussed at the Specialty Group’s 
QIPS meeting and the requirement to 
check any outstanding results will be 
included in the formal induction 
process for any Consultants joining or 
provided cover within the department. 
A sincere apology was provided to the 
family for the distress caused.   

 
Examples of action taken to address complaint themes  
 
Admissions, discharges & transfers and communication have remained in the top 5 
complained about subjects year on year. Aside from the individual learning and 
actions resulting from each case that is upheld, a number of Trust wide activities 
have taken place to improve the treatment, care and service we provide in the most 
complained about areas. A brief summary of the action taken is set out below.   
 
Clinical treatment - Surgical Group  
 
Although there are significant pressures due to the demand on the service, the 
Surgery Group are committed to reducing the length of time patients wait for surgery. 
The Group closely monitors its waiting lists and seeks to provide additional capacity 
wherever possible; this involves putting on extra lists at weekends and evenings. 
Patients are provided with dates according to longest waiter and clinical priority and 
consultants are involved in the review of patients who have been waiting a long time 
to ensure that they do not come to harm. There has been a small increase in theatre 
capacity available to the Group for the next financial year and there is a programme 
of review to improve theatre utilisation and efficiency which seeks to provide more 
capacity and facilitate a reduction in delays to treatment. 
 
Clinical treatment - General Medicine Group 
 
General Medicine Group is a KO41a criterion incorporating a number of specialties 
across general medicine. To drive progression of treatment to avoid wasted time in a 
patient’s journey, the Trust is utilising the Red to Green tool to identify waste and 
reduce internal and external delays as part of the SAFER patient flow bundle. Safer 
is a practical tool to reduce delays for patients in adult inpatient wards (excluding 
maternity). 
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Clinical treatment – Accident and Emergency 
 
The Trust has taken a number of actions during the year to improve our emergency 
department performance, both internally and with partners including improved 
ambulance triage and handover and Red to Green Days as well as focussing on 
improving ambulatory pathways. They also continue to focus on delivering the 
SAFER principles to improve care for all our patients.  
 
Admissions, discharges and transfers 
 
Recognising discharge is a constant source of complaint the Trust has implemented 
a number of initiatives to drive improvements in this area.  This includes but is not 
limited to the introduction of ‘Red to Green’ days, ensuring every day is contributing 
towards a patient’s diagnosis, treatment and/or discharge; the introduction of IT 
‘whiteboards’ to track a patient’s discharge; working with community partners in the 
development and utilisation of ‘discharge to assess’ beds.  An improved discharge 
policy that includes improved discharge advice paperwork is being completed 
alongside the development of ‘Discharge gurus’ on each ward who will be trained 
and upskilled in all spheres of discharge planning and execution.  
 
Communications    
 
The Trust has implemented a number of initiatives to try and improve the way staff 
communicate with patients, family, friends and carers as well as each other. This 
includes but is not limited to a continuation of the Hello My Name Is Campaign; 
promoting the importance of staff always introducing themselves; the Brilliant Basics 
Training Programme designed to enhance customer care and communication skills; 
the Leading Together training programme designed to give our leaders the skills to 
more effectively communicate and the introduction of values based appraisals, which 
are concerned with whether staff are demonstrating the right behaviours. 
 
 
Parliamentary Health Service Ombudsman (PHSO) 
 
The Trust recognises the value of having an independent body that patients, 
relatives and carers can refer their complaint to should the Trust not be able to 
resolve their concern to their satisfaction. In such instances and in accordance with 
the regulatory requirements, the Trust advises patients, relatives and carers of their 
option to refer their complaint to the PHSO. The Trust embraces the PHSO’s 
scrutiny of its complaint handling and uses findings as an opportunity to learn and 
improve. In addition to the PHSO’s case work, the Trust review and seek to learn 
from the various reports that the PHSO produce throughout the year. 
 
The PHSO decided twenty five complaints in 2016-17. Of these two were upheld, 
four partially upheld and nineteen not upheld. A financial remedy was 
recommended on three of the six cases, in one case to cover the costs incurred 
as a result of the failings identified and in the other two cases to compensate the 
patient for the pain and suffering caused.  
 
The table below (Figure 6) provides details of those cases that were upheld, 
whether fully or partially and a description of the action taken to learn and 
improve.   
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Complaint Decision Recommendation Actions 
Complaint 
relating to 
delays in 
diagnosing 
cancer 

The PHSO found 
that there was a 
four week delay in 
reaching a 
diagnosis but they 
were not 
persuaded that 
this delay had any 
impact on the 
treatment options 

The PHSO recommended 
the Trust provided a 
suitable apology and took 
action to reduce the 
likelihood of a re-
occurrence 

Several actions were implemented, 
including:  
● A trust wide safety message 

reiterating the importance of 
diagnostic test result follow up  

● Learning shared with the complaints 
service 

● Learning to be shared at Complaints 
Learning Group 

● Learning shared at Specialty Group 
Quality Improvement and Patient 
Safety Meeting 

● Individual consultant reflected on 
care provided and amended 
practices to avoid future occurrence 
 

Complaint 
relating to 
Treatment to 
Take out (TTO) 
medication 
and delay in 
removing a 
blocked 
catheter   

The PHSO found 
that the catheter 
should have been 
removed sooner 
and that not doing 
so caused 
distress to the 
patient and their 
family 

The PHSO recommended 
the Trust provided a 
suitable apology and pay 
£500 in recognition of the 
distress caused   

● Learning was shared with ward staff 
● A pathway to be created for catheter 

care following a hypospadias repair  
● Learning shared at the Specialty 

Group Quality Improvement and 
Patient Safety Meeting 

Complaint 
relating to a 
refusal to 
provide a 
caesarean 
section 
causing the 
patient to have 
to seek private 
treatment  

The PHSO found 
the Trust failed to 
offer the patient a 
caesarean 
section in line 
with relevant 
guidance, or 
alternatively refer 
her to another 
clinician  

The PHSO recommended 
the Trust provided a 
suitable apology, took 
action to reduce the 
likelihood of reoccurrence 
and pay £8,050 to 
reimburse the cost of 
private treatment   

● Learning shared with the complaints 
team  

● UHCW caesarean section guidance 
to be discussed at the Labour Ward 
Forum with clinicians and midwives 
to ensure it is fit for purpose and 
identify any amendments required  

● The amendments and suggestions 
to the policy to be ratified at the 
department clinical QIPS meetings 
and uploaded to the Trust e-Library 

● Learning points from the complaint 
and key report findings from the 
PHSO shared with all clinical staff   

Complaint 
relating to 
inappropriate 
discharge, 
insufficient 
after care and 
insufficient 
dressing 
changes   

The PHSO found 
that the dressing 
was not changed 
within the 
timeframe given 
in the product 
literature or in line 
with good practice 
but that all other 
aspects of care 
were reasonable 
 

The PHSO recommended 
the Trust provided a 
suitable apology and took 
action to reduce the 
likelihood of reoccurrence 

● Learning to be shared at Specialty 
Group Quality Improvement and 
Patient Safety Meeting  

● Best practice in dressing changes to 
be promoted via Specialty Group 
News Letter  
 
 
 
 
 

 
 

Complaint 
relating to 
delay in 
receiving a hip 
operation at 
the Trust  

The PHSO found 
that treatment 
had not been 
provided within 
the 18 week 
referral to 
treatment 
standard and that 
this had caused 
the patient an 
extended period 
of pain and 

The PHSO recommended 
the Trust compensated 
the patient in the sum of 
£500 
 
No recommendations for 
improvements were made 

● Since the PHSO report the service 
has stopped accepting new referrals 
until the current waiting list is 
reduced to an acceptable level 

● The service is continuing efforts to 
recruit a further specialist consultant  
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Complaint Decision Recommendation Actions 
suffering  

Complaint 
relating to 
nursing care 
and poor 
communicatio
n preventing 
the family from 
being present 
when patient 
died 

The PHSO found 
that an oral 
assessment 
review was not 
carried out on a 
daily basis and 
that the family 
were not 
contacted when 
the patient’s 
deterioration was 
first noted 

The PHSO recommended 
the Trust provide a 
suitable apology and take 
action to reduce the 
likelihood of reoccurrence 
and of the issues 
identified  

● Learning to be shared with ward 
staff via ward meeting and an entry 
in the staff information folders 

● Case to be shared anonymously at 
the Trust’s Bi-annual Nursing 
summit  

Figure 6: Cases decided by the PHSO which were upheld or partially upheld 
 
 
Performance Measures  
 
The Trust is committed to supporting people to raise their concerns and we strive to 
make the complaints process as user friendly as possible. The complaints service 
therefore place great importance on understanding and learning from the user 
experience and feedback surveys are issued with every complaint response to gain 
and learn from customer insights. The satisfaction survey is reviewed by the Patient 
Relations Management Team every quarter and actions are agreed to improve the 
service in areas of low satisfaction. Starting in 2017-18, the complaints service will 
present satisfaction survey results to the Patient Experience and Engagement 
Committee on a quarterly basis and provide assurance that the service is 
continually taking action to improve.   
 
The survey can be completed online or in paper form and in 2016-17 the complaints 
team received 37 responses.  
 

Complaints Satisfaction 
Survey   
2016-17 

Yes 
completely 

% 

Yes to some 
extent 

% 

No 
% 

Do you feel we understood your 
complaint? 27 49 24 
Do you feel your concerns were 
treated seriously and with sensitivity? 35 35 30 
Do you feel we fully understood your 
complaint? 22 38 40 
Did we provide you with a clear and 
understandable response 49 30 21 
Do you feel that your response was 
responded to within a reasonable 
amount of time? 

43 22 35 

Overall how satisfied are you with the 
way your complaint was handled? 36 42 22 
Figure 7: Complaints satisfaction survey results – 2016-17 
 
The two main areas where the Complaints team have committed to making 
improvements are: 
 
• Do you feel we understood your complaint? 

 
Only 60% of patients felt that we fully understood their complaint.  
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While the complaints service offers to speak with every complainant, it is recognised 
that a more proactive approach should be taken in the case of complex or 
particularly sensitive complaints. When triaging new complaints, the Complaints Co-
ordinator will identify those cases where telephone contact must be made to confirm 
the complaints and to discuss the investigation process.  
 
• Do you feel that your response was responded to within a reasonable 

amount of time? 
 
Only 75% of complainants felt that we responded to their complaint in a reasonable 
amount of time. The Trust operates an internal response standard of 25 working 
days and patients are advised that we will aim to respond within this timeframe. 
While the Trust is committed to delivering against this standard, there are 
circumstances that can make this particularly challenging, such as when carrying out 
joint investigations with other organisations or where the complaint is complex, 
involving a large number of staff and services. In these situations the complaints 
service will have a more detailed discussion with the complainant about timeframes 
and will increase contact with the complainant throughout the investigation to ensure 
they are kept fully updated on timeframes.  This will be monitored by the Complaints 
Co-ordinator at the bi-weekly complaint meetings and via the quality review process.  
 
Overall performance against the 25 Working Day Response Standard  
 
The Trust is committed to providing timely responses to any complaints received 
and all complaints are managed in accordance with the Trust’s complaint 
management plan to ensure they are responded to within 25 working days of 
receipt. The graph below shows the Trust’s performance against the 25 working day 
response standard over the last three financial years. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 8: Comparison of the Trust’s performance against the 25 working day response standard from 
2014-15 to 2016-17 
 
Of the 606 complaints received in 2015-16, 417 achieved the 25 working day 
response standard.   
 
Performance against the 25 working day standard dipped from 89% in quarter 1 to 
47% in quarter 2 and 58% in quarter 3 before rising back to 84% in quarter 4. 
Performance in quarter 2 and 3 was impacted by the increase of complaints received 
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in August. While performance against the 25 working day standard was reduced the 
overall caseload was carefully managed to avoid complainants experiencing 
inordinate delays in receiving a response to their complaint.  Of those complaints that 
were not responded to within 25 working days, 21% were responded to within 50 
working days, 9% within 100 working days and 1% over 100 working days. Three 
cases received within 2016-17 remain open as at 1 June 2017 with the oldest being 
62 working days since receipt. 
 
Complaints returned for further local resolution  
 

574 Complaints  
 
 
 
Figure 9: The number of complaints returned for further local resolution in 2016-17  

 
A complaint is categorised as further local resolution if the complaint is not satisfied 
with the Trust’s first response, and requests a further response to the issues raised.  
78 of the 606 complaints received in 2016-17 were returned for further local 
resolution. The % performance is calculated by selecting the cases closed in the 
2016-17 financial year and measuring how many of those cases were returned for 
further local resolution prior to 30 April 2017. In the period of 2016-17, 80 complaints 
in total were received for further local resolution.  
 

Figure 10: Number of complaints returned for further local resolution by Specialty Group 2016-17 
compared to complaints received in the same period.    
 
With over 20% return rate, Care of the Elderly and Women and Children’s had the 
greatest number of complaints returned for further local resolution compared to 

13% of complaints returned for further local 
resolution versus complaints received  

 

2016-17 
 

Complaints returned for Further Local Resolution per Specialty Group 
2016-17 
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complaints received. Four other Specialty Groups had over a 10% return rate, 
namely Trauma and Orthopaedics, Women and Children’s, Specialist Medicine and 
Ophthalmology and Emergency Services and Acute Medicine.  
 
The Trust is committed to understanding why complaints are returned for further 
local resolution and is constantly seeking to improve the way complaints are 
investigated and handled to improve complainant satisfaction.  
 
Key Achievements of 2016-17  

 
Actions Module Pilot  
 
The Complaints Service piloted using the Actions Module within Datix (Trust’s 
Incident Management Software) with Care of the Elderly, Women and Children’s and 
Parliamentary and Health Service Ombudsman cases to record and track actions 
resulting from complaints through to completion. This had previously been carried 
out at a local level but it was considered that capturing and managing this centrally 
would be more robust and provide greater assurance that learning and 
improvements result from complaints. The pilot was a success with 24 individual 
actions being recorded. Working with the Specialty Groups the Complaints Service 
will roll the Complaints Actions trust wide in Quarter 1 2017-18.  

 
Reporting KO41a directly from Datix  
 
The KO41a is the Hospital and Community Health Services Complaints Collection 
tool operated by NHS Digital. All NHS organisations and those delivering NHS 
Services are required to submit quarterly returns to NHS Digital. Working with the 
Trust’s Risk Team, the Complaints service has developed its processes around data 
recording and reporting to enable the KO41a to be reported directly from Datix. This 
makes for more efficient recording and reporting of data and improves the quality.  
 
Trust Board Seminar  
 
As part of the Trust Board’s ongoing oversight of complaint management 
arrangements across the Trust, the Complaints Service delivered a Board Seminar 
on complaint management. Covering a wide breadth of content, the seminar 
revisited the regulatory requirements and best practice guidance. Assurance was 
given about the current complaint management arrangements within the Trust and 
constructive discussion was held with regards to further developing on the Trust’s 
commitment of providing timely, patient centred and robust investigations of 
complaints.  
 
Participation in NHS Resolution project into claims, complaints and patient 
safety incidents relating to orthopaedics and obstetrics  
 
The Trust made a successful bid to participate in a project with NHS Resolution 
(formally NHS Litigation Authority)  to test and uncover to what extent the common 
contributory factors identified in claims are also present at incident and complaint 
stages with a view to earlier detection, prevention and ultimately learning capable of 
identifying and reducing patient harm. As part of the project, the Complaints Service 
worked with the Claims and Patient Safety Teams to undertake a review of the 
claims with an associated patient safety incident and complaint. This proved to be a 
very valuable exercise and a number of opportunities for improvements were 
identified. A ‘Triangulation Group’ is to be established to take forward the learning 

Complaints and PALS Annual Report 2016-17 June 2017 



 
 

Enc 10  12 

and improvement opportunities identified.    
 
Group Lead Complaints Dashboards  
 
Recognising the importance of Group Leads having full knowledge of the complaints 
concerning their Specialty Group, working with the Risk Team, the Complaints 
Service have developed dashboards that allow the Group leads to have a live picture 
of their complaints, supporting local knowledge, effective complaint management 
and thematic analysis.  
 
Further Developments for 2017-18  
 
Trust wide roll out of actions module  
 
Building on the success of the Actions Pilot, in quarter 1 of 2017-18, working with the 
Specialty Group Leads, the Complaints Service will roll out utilisation of the Actions 
Module Trust Wide, ensuring that action resulting from complaints is systematically 
recorded and tracked through to completion.  
 
Datix review  
 
The effective collation of data relating to complaints is crucial to deliver meaningful 
intelligence across the Trust. To improve the efficiency of the recording and reporting 
of complaints data, working with the Risk Team, the Complaints Service will 
complete a review of the Complaints Datix Module with the aim of refining the data 
collected and the complaints module within Datix to allow for more intuitive data 
entry.  
 
Implementation of Complaints Learning Group   
 
With a continued focus on ensuring complaints are used to drive learning and deliver 
improvements, a Complaints Learning Group will be formed in 2017-18. Clinically led 
with a multi-disciplinary membership, the Group will analyse complaints data to 
ensure opportunities for improvements are identified and acted upon as well as 
supporting the delivery and development of effective, robust and patient centred 
complaint management across the Trust.  
 
Utilisation of learning bulletins on all Parliamentary and Health Service 
Ombudsman Cases  
 
The complaints service is committed to disseminating information from complaints 
that supports trust wide learning and improvements. In 2017-18, the complaint 
service will develop and regularly share bulletins on all Parliamentary and Health 
Service Ombudsman cases and any other cases where learning opportunities exist 
to share and promote learning and improvement opportunities as widely as possible.  
 
 
Patient Advice and Liaison Service (PALS) 
 
Introduction  
 
The PALS is an independent and confidential advice and support service, helping 
resolve patients, relatives or carers concerns with the treatment, care or service 
being provided. The PALS liaise with the service to help resolve concerns quickly 
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and informally to the satisfaction of the enquirer. Where necessary, the PALS will 
help patients, relatives or carers raise a complaint and provide the necessary 
support through that process. 
 
In addition to the individual learning and improvements that result from individual 
enquiries, the PALS analyse enquiries data to identify and share learning 
opportunities across the organisation. 
 
The PALS is appropriately located in the main foyer area, making it easily accessible 
to patients, relatives and carers. The enquiries the PALS received in 2016-17 range 
from questions about waiting times, appointments and cancellations, car parking and 
lost property through to supporting patients and families when meeting with staff.  
 
The PALS also received a number of requests for information covering a wide range 
of issues including how to access support and assistance with aspects of present 
care. This also includes signposting relatives and carers to other external 
organisations. The PALS is continuing to engage with staff at all levels to ensure that 
learning and improvements take place to improve the service for future patients. 
 
PALS Activity 
 
Number of enquiries  
 
 
 
 
 
Figure 11: comparison of PALS Enquiry 2016-17 and 2015-16 
 
PALS have reported a 33% year on year increase in the number of enquiries 
received. Whilst PALS is constantly working to raise awareness of its service, it is 
thought the increase is largely due to improved data entry within the PALS following 
the introduction of the PALS enquiry management plan and revisions to the PALS 
Datix module.   
 
Enquiry activity by Specialty Group 
 

2016 -17 
 

3,674 Enquiries  

2,461 Enquiries 2015 -16 
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Figure 12: PALS enquiries by Specialty Group in 2016-17  
 
Core services received the greatest number of enquiries in 2016-17 which is 
consistent with 2015-16. The enquiries related to matters such as car paring 
enquiries, how to access health records and information on the complaints process. 
Surgery was the second highest area, with enquiries relating to waiting times for 
surgery/procedures. The “not applicable” figure relates to PALS signposting 
enquiries to other Trusts, charitable organisations and community services. 
 
Most common subjects  
 

Top 5 Subjects 2016-17 Top 3 Sub-subjects 

Appointments  780 
Appointment delay (inc. length of wait) – 319 
Appointment Cancellations – 95 
Appointment - availability (inc. urgent) - 74 

Communications 544 
Communication with relatives/carers – 137 
Communication with patient – 114 
Other – Communications - 71 

Trust Admin / Policies / 
Procedures inc. Patient 
record management 

452 
Complaint handling - all aspects – 177 
Access to health records – 89 
Other - Trust Admin issues - 69 

Waiting Times 368 
Wait for operation/procedure – 268 
Waiting for Appointment / Length of Waiting List – 23 
Other - Waiting Times - 19 

Admissions, Discharges & 
Transfers (exc. delayed 
discharge due to absence of 
care 

236 
Discharge Arrangements (inc. lack of or poor 
planning)- 64 
Other - Admissions, Discharges & Transfers – 45 
Discharged too early - 24 

Figure 13: Top 5 subjects and related sub-subjects in 2016-17 
 
The subject breakdown shows that delays, waiting times and cancellations are 
regularly a cause for concern and give rise to patients seeking the support of the 
PALS. Communication continues to be a common issue and it is important to note 
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that this relates to communication with relatives as well as patients. A large 
proportion of the PALS work is supporting service users to raise their concerns or 
complaints as well as to obtain copies of their medical records, both of which is 
demonstrated in the subject breakdown under Trust Admin, Policies and Procedures.    
 
Performance  
 
5 working day response standard  
 

 
Figure 14: Performance against the 5 working day response standard.  
 
PALS are committed to responding to enquiries quickly and informally and aim to 
resolve or refer any enquiries received within 5 working days. The PALS achieved 
the response standards in quarter 2 and 3 and maintained a strong performance in 
quarter 4, despite their being greater demand on their services. For the financial 
year, the PALS responded or referred 3,235 of the 3,674 enquiries received within 5 
working days, equating to a performance of 88% against the 5 working day standard.  
 
PALS conversion to complaints  
 

 
Figure 15: Number of complaints received aginst number of complaints with previous PALS 
involvement  
 

3327 

246 
26 75 

0
500

1000
1500
2000
2500
3000
3500

Met 5 working
days

5-15 days 15-20 days 20+ days

PALS Enquiries Responded to within 5 Working 
Days 

160 

180 

125 

141 

18 
32 

22 15 

Quarter 1 Quarter 2 Quarter 3 Quarter 4

Number of Complaints Received against Number PALS 
Involvement 2016-17 

Complaints PALS Involvement

Complaints and PALS Annual Report 2016-17 June 2017 



 
 

Enc 10  16 

The PALS work hard to ensure that concerns are quickly acted upon and resolved. 
However, it is important that where it is has not been possible to resolve a concern 
that the PALS support the individual to have the issues raised investigated and 
responded to via the Trust’s complaints procedure. In 2016-17, 87 of the 606 
complaints received had previous PALS involvement demonstrating that in the vast 
majority of cases the PALS are able to resolve concerns and that the complaints 
procedure is accessible when this is not possible.  
 
MP Enquiries  

 
Figure 16: MP enquiries received by Specialty Group in 2016-17 
The PALS support the Chief Executive’s Office in the handing of MP enquiries, 
ensuring that they are investigated and responded to in a timely manner. In 2016-17 
the PALS supported with 62 MP enquiries relating to matters including discharge, 
communication and record management.  
 
Method of contact  
 

Method of Enquiry  2016-17 
Email 1079 
Executive office  28 
Feedback Inbox 993 
Letter  120 
Telephone 1713 
In person  759 

Figure 17: Method of enquiry  
 
To ensure that the PALS are accessible to all, they are contactable by a range of 
means. The above table shows that the majority of patients, relatives and carers 
contact the PALS by telephone. This is in line with the PALS objective of resolving 
enquiries with minimum formality and the PALS are able to resolve some enquiries in 
a single telephone conversation. The increase of “in person” enquiries suggests that 
the PALS office in the main entrance is crucial allowing visitors and patients to 
benefit from accessing face to face which promotes on the spot resolutions.   The 
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Feedback inbox is available to those who prefer to write in with their concerns; 
emails are acknowledged and PALS will advise of the action the service will take to 
resolve their concerns. 
 
Service User Satisfaction  
 

PALS Satisfaction Survey   
2016-17 

Yes 
completely 

% 

Yes to some 
extent 

% 

No 
% 

Did you find the PALS staff 
approachable and supportive?  

73 22 5 

Did you feel that PALS understood 
your enquiry?  

75 13 12 

Did PALS clearly explain how they 
could help you?  

55 33 12 

Did the PALS do what they said 
they would do? 

68 21 11 

Were you happy with the speed in 
which PALS responded to your 
enquiry?  

70 20 10 

Did you feel you were kept 
reasonably informed of progress 
during the handling of your 
enquiry?  

58 31 11 

How likely are you to recommend 
PALS to friends and family?  

89% of service users were either extremely likely or likely to 
recommend PALS to their friends and family. 

Figure 18: PALS satisfaction survey results – 2016-17 
 
The PALS are committed to constantly improving the service they provide and 
carefully consider the feedback they receive to inform and prioritise service 
improvement activity. The two main areas where the PALS have committed to 
making improvements are: 
 
Did you feel that PALS understood your enquiry?  
The PALS recognise the importance of demonstrating to patients or their 
representatives that they fully understand their enquiry or concern and have 
identified a number of steps to improve satisfaction in this regard. When receiving 
enquiries the PALS will now clearly relay their understanding of the enquiry or 
concern and seek confirmation from the enquirer that their enquiry has been 
correctly understood. This approach will be monitored through the quality assurance 
checks and improvements will be measured via regular reviews of satisfaction 
questionnaire results.  
 
Did PALS clearly explain how they could help you?  
 
In order to feel supported, enquirers or their representatives must have a clear 
understanding of what action the PALS is going to take in response to their enquiry 
or concern and when they can expect to receive a response. To improve satisfaction 
in this area, the PALS will clearly confirm what action they are going to take and this 
will again be monitored via the quality assurance checks and will be measured via 
regular reviews of satisfaction questionnaire results.  
 
Key Achievements of 2016-17  
 
• To continue to increase the efficiency of the PALS and to provide a better patient 

experience, the PALS have introduced an Enquiry Management Plan and have 
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made improvements to PALS Datix module. The more streamlined processes 
increase efficiency of data entry and performance management.  

 
• Committed to providing a responsive service that learns from patient’s 

experiences, the PALS have introduced a user satisfaction survey to obtain 
patient insight and inform service development. 

 
• Providing organisational feedback through sharing intelligence from the enquiries, 

the PALS have introduced thematic reviews and spotlight reports. The first report 
focussed on lost property, resulting in a working Group being established to 
improve the Trust’s management of lost property.  

 
• Keen to capture positive feedback, the PALS have introduced a compliments 

page on the Trust Intranet. This creates a more balanced picture through allowing 
staff to capture and share the positive feedback they receive.  

 
Further Developments for 2017-18  
 
The PALS will focus on delivering services in accordance with the recently 
implemented Enquiry Management Plan ensuring that services to ensure enquiries 
are effectively managed and responded to.  
 
The PALS will develop and implement a more efficient and effective approach to 
issuing PALS Satisfaction Questionnaires. 
 
Building on the successful launch of the compliments form on Datix, the PALS will 
design and implement a process to ensure that the compliments are effectively 
disseminated across the Trust.  
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1. Purpose  
 
To give assurance to the Trust Board that Junior Doctors in Training (JDT) are safely 
rostered and their working hours are compliant with the Terms and Conditions of Service 
for NHS Doctors and Dentists in Training (England) 2016 (TCS).  
 
This paper provides a summary of the following areas related to JDT and the 2016 TCS:-  

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

 
2. Background and Links to Previous Papers 
 
In October 2016 a new contract was introduced for JDT with a new schedule of 2016 
TCS. As part of the new 2016 TCS the post of Guardian of Safe Working Hours (GSW) 
was introduced. The role of the GSW is to: 
 

• Ensure the confidence of doctors that their concerns will be addressed 
• Require improvements in working hours and work schedules for JDTs 
• Provide Boards with assurance that junior medical staff are safe and able to work, 

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

 
This is the third quarterly GSW report and covers the period of 01 April 2017 to 30 June 
2017. 
 
UHCW NHS Trust currently employs 366 JDTs of whom 114 work under the new 2016 
TCS. Additionally there are 131 Trust doctors of various grades who also work on JDT 
rotas. For the purpose of this report, Trust doctors are not included in the scope of the 
Guardian role for the data presented here. . 
 
The GSW receives 2 job-planned Programmed Activities (PAs) to undertake this role and 
Educational supervisors receive 0.25 job-planned PAs per trainee. 
 
3. Exception reports (with regard to working hours) 



 
Exception reports are a new requirement under the 2016 TCS. Where JDTs feel that their 
working arrangements in practice deviate significantly and/or regularly from the agreed 
work schedule, they should raise their concerns to their Educational Supervisor or Clinical 
Supervisor through the electronic exception reporting system. Primarily the variations will 
be: 

 
• Differences in the total hours of work (including rest breaks) 
• Differences in the pattern of hours worked 
• Differences in the educational opportunities and support available to the doctor 
• Differences in the support available to the doctor during service commitments 
 
The role of the Guardian is to provide oversight of these exception reports. 
 
Exception reports (ERs) received to date by specialty: 
 
Specialty ERs carried 

over from last  
report 

ERs raised ERs closed ERs  
outstanding 

General 
Surgery 

1 10 8 3 

General 
Medicine  

1* 1** 2 0 

Neonatology 0 4*** 4 0 
 
*ER from previous TB report (wrong supervisor), not resubmitted, closed 
**ER raising immediate safety concern: Safety Notice from Professor Pandit 
***All 4 ER dealt with in one meeting within 24h but only 1 completion-entry 
 
ERs by grade: 
 
Grade ERs carried 

over from last  
report 

ERs raised ERs closed ERs  
outstanding 

F1 2 11 10 3 
ST3+ 0 4 4 0 
 
ERs response time 
 
Response time <48h <7d >7d Still 

outstanding 
F1 0 8 2 3 
ST3+ 4 0 0 0 
Total 4 8 2 3 
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In summary, there are no concerns to report in relation to the number of ERs. The review 
process in neonatology was extremely quick. The ER review process in General Surgery 
works well and usually leads to reviews within 7 days. However if there is a delayed 
review then it is often delayed by several weeks and requires multiple email reminders to 
educational supervisors and trainees.  
 
4. Rota Redesign (2002 TCS) 
 
Finally all 58 JDT rotas are 2016 TCS-compliant (100% compliance rate on paper). The 
Guardian would like to thank Sam Barron, Dr Nicholas Balcombe, Dr Petra Hanson, Dr 
Hejie He, Dr Marius Holmes, Dr Liz Moss, Helen Pickard, Nick Rees, Dr Sailesh Sankar 
and Dr Peter Ward for their involvement in redesigning the complex Acute Medicine rota 
across all training grades. The rota redesign work is overseen by the Junior Doctor 
Project Group of which the Guardian is a member. 
 
5. Work schedule reviews 
 
As a result of exception reporting there was a minor work schedule review of the F1 rota 
in General Surgery undertaken. Resultantly, the finishing time of the 3rd on-duty shift on 
Saturdays will be corrected from 12:00h to 14:00h. 
 
6. Locum Processes  
 
Locum Bookings and Expenditure 
Information on locum expenditure is reported through to the Finance and Performance 
Committee and Trust Board so are not included in this report.  
 
Locum Process  
JDT are able to undertake voluntary additional hours at this or any other Trust under the 
2016 TCS; these are normally for a whole shift. When undertaking these additional 
voluntary hours within the Trust, these hours are worked as a locum duty conducted 
through the internal bank paid at set pay rates. Requests for locum duties are submitted 
by departments and are approved and agreed in line with current internal authorisation 
processes. 
 
At group level, JDT can sometimes be asked to stay over to provide additional cover 
which is not captured centrally, as they would not be classed as locum duties, but 
claimed as extra hours or time off in lieu at a local level. The Trust is working on a 
process to capture these additional hours for monitoring and reporting, moving forward.  
 
Monitoring of Additional Working Time 
The Trust had traditionally monitored staff working bank shifts and agency workers 
through the Temporary Staffing Services (TSS) RAG report. The RAG report is a 
spreadsheet which records the status of additional cover requests for medical locums 
across the Trust, whether they are filled and if so, the individual covering the duty.  
 
Since March 2017 the Trust has implemented a new electronic web based booking and 
approval system (Agency Approval Software) which was meant to replace the RAG 
reports to ensure more robust tracking of locum requirements and duties worked for both 
agency and internal workers. However at the moment the Agency Approval Software fails 
to deliver this data due to departments being unfamiliar with the new software. This has 
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slowly been improving and TSS continuously reminds departments to use the new 
system. The RAG reports are still in use. 
 
Neither system differentiates between JDT on TCS2002, JDT on TCS2016, Trust Grade 
Doctors, Clinical Fellows or ad-hoc locums which hinders monitoring of TCS2016 contract 
breaches. The spelling of doctors’ names is sometimes wrong which potentially leads to 
the wrong calculation of the individual working hours. There is no information about the 
individual doctor’s contracted average working week and their opt-out (of WTR) status. 
 
As the Trust would rather its staff to work additional hours for the organisation when they 
wish to do so, new starters are auto-enrolled onto the bank when they join the Trust, with 
the option to opt out if they wish to do so. This auto enrollment onto the bank was 
implemented to support operational delivery and to make it a less bureaucratic and more 
streamlined process for individuals if they wished to undertake additional duties.  
 
Additional Duties under 2016 Contract 
When transferring to the 2016 contract and being auto-enrolled onto the internal Trust 
bank, trainees will be asked if they wish to opt out of the European Working Time 
Directive (EWTD) limit of 48 hours per week on average, which they are entitled to do.  
 
This is an individual decision and the Trust does not exert any pressure for trainees to do 
so. Anyone who does not wish to opt out of the EWTD will be limited to a maximum of 48 
hours of work in total within the Trust.  
 
Monitoring of Additional Duties 
The next piece of work to be undertaken is to amend these systems to monitor the 
additional hours undertaken by trainees when undertaking additional duties correctly.  
 
It must be noted that a key message from this work will be about reminding juniors of 
their obligations around the controls on their working time, which is highlighted at 
induction, through discussions when exceptions are raised and in their contracts of 
employment issued to them.  
 
Opting-out of WTR: 
 
Currently there is still no central data base for opting-out of WTR. The Agency Approval 
software platform should include this data in the future. 
 
Locum Work carried out by trainees 
The table below details the number of shifts (NOS) and additional hours worked by an 
example group of JDT who worked 10 shifts or more in April 2017 to June 2017. These 
doctors are not yet under the 2016 TCS but the data provides an indication of the number 
of hours (NOH) a trainee may work and the need to have in place EWTD opt-outs for 
these individuals.  
 
Specialty Grade NOS 

worked 
NOH 
worked 

Medicine ST 15 134.5 
Medicine F2 14 89.5 
Medicine F2 26 147.5 
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Medicine* CT1 9 49.5 
 
These JDT are still employed under TCS2002. From 02 August 2017 under TCS2016 all 
this locum work undertaken by these trainees would incur a GSW fine. The trainee 
highlighted by the asterisk undertook all this locum work in one month. 
 
The following table shows data for 2 sample JDT who are already on the new contract 
and worked at least 10 locum shifts: 
 
Specialty Grade NOS 

worked 
NOH 
worked 

General 
Surgery 

F1 11 88 

General 
Surgery 

F1 10 89 

 
This is to highlight that some of our trainees are doing a lot of locum work for UHCW NHS 
Trust. One of these might have breached WTR depending on their opt-out status. The 
GSW will contact this trainee directly to verify this.  
 
7. Vacancies 
 
The table below details the vacancies by month (TCS 2016 trainees). Comparatively the 
Trust does not have a significant level of vacancies within the rotas which have 
transitioned to the new contract  
 
Specialty grade Apr May Jun Total 

gaps 
(average) 

% of 
posts 
vacant at 
June 

General 
Medicine  

F1 3 3 3 3 17.64 

General 
Surgery 

ST 1 1 1 1 11.11 

Neonatology ST 1 1 1 1 16.66 
Plastic 
Surgery 

ST 1 1 1 1 12.5 

Paediatrics ST 1 1 1 1 5.88 
Total  7 7 7 7 n/a 
 
 
8. Fines 
 
There were neither fines nor disbursements during the last quarter. The balance of the 
GSW account (penalties) is £0. 
 
9. Qualitative Information 
 
All trainee-rotas are now TCS2016 compliant on paper. 
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There were three monthly JDF meetings during the last quarter. 
 
The GSW is now web-present under a subsection of ‘Junior Doctors Contract’ 
 
Weekly drop-in sessions are now offered by the GSW aimed at trainees and educational 
supervisors alike.  
 
10. Issues arising 
 
The documentation of exception report reviews via the Allocate Software system needs 
improvement. As the system becomes more familiar to educational supervisors and 
trainees alike this should improve. 
 
Some trainees undertake a high number of locum shifts and hours. Their opt-out status is 
unclear. The 58 trainee-rotas cover a range from 40.75 to 47.75 average working week 
hours so that there is the risk that from 02 August 2017 under TCS2016 some trainees 
undertaking such high volume locum work might breach the WTR which would incur a 
GSW fine. (A trainee who is working a 47.5 average working hour week and is entitled to 
3 weeks annual leave can only work an additional time of 11.5h in 6 months without 
opting out) 
 
11. Conclusions 
  
1.  The GSW is able to give assurance to the Board that the specialty rotas of the 

current 114 JDTs (2016 TCS) are compliant with Working Time Regulations. 
2. An integrated system is needed to monitor the contracted and additional working 

hours with regards to opt-out status and individual average working hour week. 
3. There are no concerns to report in relation to the number of number of exception 

reports. 
4.  All 58 JDT rotas are now compliant with the working time requirements of the 2016 

contract. 
5. No major work schedule reviews have been required.  
 
6.    The next GSW report will be the first annual report on 26/10/2017. 
 
 
12. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
This paper links to the strategic objective to become a leading training and education 
centre. 
 
13. Governance  
 
The GSW works in conjunction with the Associate Director of Medical Education reporting 
to the CMO and CWIO and is required to report to the Trust Board. 
 
14. Responsibility 

 
Dr Andreas Ruhnke, Guardian of Safe Working 
Professor Meghana Pandit, Chief Medical Officer and Deputy CEO 
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Karen Martin, Chief Workforce & Information Officer  
 
15. Recommendations 
 
The Board is invited to NOTE the content of the report and RAISE any questions or 
concerns. 
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Title Harnessing the Power of Information – An update on the 

strategic direction for information at UHCW NHS Trust 
Authors Lynda Cockrill/Mark Powell/Karen Bond/Michelle 

Brookhouse/Sarah Dakin/Dan Whiston/Robin Arnold/Bev 
Thompson/Laura Crowne 

Responsible 
Chief Officer 

Karen Martin, Chief Workforce and Information Officer 

Date 27 July 2017 
 
1. Purpose  
The purpose of this paper is to update the Trust Board on the strategic direction for 
information at the Trust. 
 
2. Background and Links to Previous Papers 
In June 2015 UHCW Trust Board considered and approved a plan setting out the Trust’s 
strategic direction for information, with developments running through to March 2020.  
 
Since this was approved, NHS central guidance, including the Five Year Forward View 
and Vision 2020, has placed greater emphasis on the use of information and supporting 
technologies (IT) to drive improvements in patient care and efficiency across the NHS.  
 
The national requirement for each locality to create Local Digital Roadmaps and plans for 
locality-wide developments in IT, underpinning Sustainability and Transformation Plans, 
are a further indication of the higher prioritisation of IT by NHS central bodies.  
 
3. Update on The Power of Information – the Trust’s strategic direction for 

information  
Key activities include information for performance and transformation, procurement and 
implementation of a Trust and locality electronic patient record system (EPR), investment 
in IT infrastructure, and developing and using information skills across the Trust’s 
workforce. Updates on these enablers are set out below.  
 
4.1    Information for Performance and Transformation 
Activities in support of this aim have included:  
End user services  

• Developing central access to all operational reports, where this is appropriate, to 
reduce the need for email distribution. 

• Development of key data quality standard operating procedures, working 
collaboratively with Access and Elective teams to prevent data quality errors. 

• Development of data quality dashboards within InSite to flag areas that need to be 
addressed by users, reducing the need for manual intervention. 

• Continued development in the provision of benchmarking information to inform 
decision making by highlighting areas of good practice, or outliers in performance. 
 

Access 



  

• Developing an area within InSite for self-service will give users access to data that 
is structured to enable them to perform DIY analysis to suit their requirements. 

• Development of the Analytical team to provide effective data analysis to Groups to 
assist in identifying and exploiting transformational opportunities. 
 

Core infrastructure 
• Development of a project management portal to allow comprehensive tracking of 

all projects throughout the Trust. 
• Investigation and central management by PPMO of data extracts across the Trust 

to provide assurance on the consistency of key performance outcomes. 
• Applying appropriate levels of security to warehoused data to ensure information is 

only available to those who should have access. 
 

PPMO skills and support 
• Developing in-depth analytical skills within PPMO to enhance analysis of key 

transformational data to support UHCWi, as well as providing broader support and 
education to staff across the Trust  

• The use of infographics to engage users and ensure information is better 
understood. 
 

Alignment of projects: An approach to the management of projects across the Trust has 
been drafted. This will promote greater consistency in the monitoring and control of 
projects. Both the processes and tools required to move this initiative forward are now 
being assessed, while the approach is developed in greater detail by the Transformation 
and PPMO teams. The outcome of the work will provide:   

• Transition from multiple to one source of truth for project information 
• Clear line of sight from project team to Executive 
• Focus on information at the appropriate level of the organisation to support 

effective resolution of issues 
• Consistent definition of the required information output to facilitate the appropriate 

information input 
• Activity carried out once to prevent duplication of input and reporting 
• Development of Trust-wide standardisation of project vocabulary, definition, 

workflow and tools 
 

Transformation Roadmaps and the use of information: The newly formed Transformation 
Department is developing a standard mechanism to work with each Clinical Group in 
order to define Group Transformation Roadmaps. Each Group will define their priority 
areas for transformation to allow them to effectively allocate resources to transformation 
activities. Four transformation domains have been set: 

• Clinical outcome 
• Patient experience 
• Productivity and efficiency 
• Staff enablement and satisfaction.  

Within each domain the Clinical Groups will be encouraged to define Transformation Key 
Performance Indicators that they believe will be importance to evidence transformational 
change. These will be baselined and measured on a regular basis.  
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4.2 Electronic Patient Record/Citizen Record 
The Electronic Patient Record (EPR) programme, a key component of the strategic 
direction, is still awaiting external approvals. In the absence of these approvals, other 
actions may need to be taken to replace obsolete systems, such as those for Patient 
Administration, Maternity and Renal. In addition, the national drive for electronic 
prescribing and medicines administration systems may mean that a solution will need to 
procured and implemented in the absence of an EPR solution.    
Outside of the Trust, the initiative to introduce EPR as a whole economy system across 
Coventry and Rugby has broadened to the whole of Warwickshire, this to align with the 
Sustainability and Transformation Plan (STP) footprint. The STP notes the introduction of 
a patch-wide Electronic Citizen Record (ECR). The Local Digital Roadmap that underpins 
the STP sets out a timetable for delivering the ECR that includes first deployments within 
Coventry at UHCW, followed by other local organisations. NHS England’s assessment of 
the economy’s Local Digital Roadmap, vision and tactical projects, is “Green” (good).   
 
4.3 IT Development Roadmap 
The ICT rolling plan of IT infrastructure developments in support of the strategic direction 
for information, known as the IT Development Roadmap, is set out below. The full 
programme of major IT projects and developments to support the national direction, 
‘Paperless by 2020’, is shown in Annex A.    
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4.5  Clinical Informatics 
Clinical Informatics is a rapidly developing area within healthcare. At UHCW we have a 
small team of four nurses that work closely with medical and ICT colleagues.  This 
collaboration has led to the success of many projects, including VitalPac, Safecare, e-
Handover, WardView/Nugensis and Care Contact. The Clinical Informatics team also 
lead clinical risk assessments for new clinical software and mobile applications (apps). 
With ever evolving developments in technology and software, the need for improved skills 
within the Trust’s clinical workforce is vital to exploit information technology, in turn to 
enable improvements in the quality of patient care. One priority is to review our approach 
to training to ensure our clinical staff are equipped with the skills and confidence with 
technology. With recent events and the increasing risk around cyber security, the team 
will be instrumental in raising awareness amongst clinicians and the potential impact of 
lapses in security on delivering safe clinical care. 
 
Alongside the EPR programme a newly formed Clinical Reference Group, which will 
include Nursing, Medical, AHP and Pharmacy staff, will become part of the clinical 
informatics function to inform the safe development of systems and processes. 
 
4.6 Information Skills for the Trust Workforce  
The strategic direction recognises the impact of pervasive information technologies 
outside of the workplace, such as smartphones and tablets, and seeks to balance the 
needs of the Trust with the needs of the individual. 
 
A mix of free and paid-for social media advertising was successfully used for the 
Recruitment Open Day at University Hospital in May 2017 due to its effectiveness and 
value for money. Approximately 400 people attended the event. The continued use of 
recruitment technologies to support the streamlining of recruitment processes has led to 
improvements in time to hire performance targets. One such system, TRAC, is supporting 
the ability to monitor and manage adherence to recruitment performance indicators. 
 
The Trust continues to be amongst the top ten nationally for use of e-leaning packages, 
with 32,280 e-learning completions last year. Maximising the use of e-learning has 
supported a move towards assessment-based learning, reducing the overall training 
burden and releasing clinical time back to patient care. Meanwhile technological 
developments have supported the transfer of staff records of learning between NHS 
organisations, avoiding duplication of training and improving staff experience.  
 
Exploiting the use of technology-based communication systems has allowed UHCW to 
adopt different approaches to monitor and track staff engagement levels, including the 
introduction of First and Last Impressions to provide invaluable insights into the 
experience of new starters and leavers. We have continued to develop our use of two-
way communication on TrustNav, the Trust’s intranet, through training over 150 content 
editors, enabling comments on posts, running polls and conducting surveys. We plan a 
follow-up survey for views on TrustNav this August, one year on from TrustNav’s launch. 
A new external website for the Trust is in the early stages of development.  Both staff and 
patients will be engaged to understand what they need from the new site. It is envisaged 
that staff in Trust departments will be trained in how to create and update their own 
content with support from the Communications Team. 
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As many members of staff follow official UHCW accounts from their personal social media 
profiles outside work hours, we are increasingly using social media for staff engagement 
through use of Facebook, Instagram or LinkedIn, amongst others.  
 
The Personal Use of Social Media policy has been updated this year, and an internal 
awareness campaign will be rolled out to educate staff about social media for both 
personal and professional use, including the benefits and risks. 
 
5 Areas of Risk 
The principal risks that exist for this strategic approach are:  
 

a) Funding – Ensuring that there is sufficient capital for investment in the IT 
Development Roadmap and agreed funding for the Electronic Patient Record 
Programme (EPR). Both initiatives have clear benefits that must be realised as 
part of this strategic approach. Thus a focus on change through, and with, the 
TTWC Programme will ensure these benefits are driven out, and that cash 
released is then available to fund further developments.  

 
b)   External approvals for the EPR business case – The Trust will need to ensure that 

any external approvals required for the EPR case (or for any other business cases) 
is factored into procurement and/or implementation plans. If these approvals are 
further delayed, the Trust will need to consider alternative plans for the 
replacement of existing obsolete systems.  

 
c)   Resourcing – There are many calls for developments placed on limited 

PPMO/Informatics and ICT resources. To mitigate this, the Trust will need to 
ensure that all projects and developments are prioritised appropriately through the 
Transformation – MDT, the operational arm of the World Class Services 
programme, using in future the developing oversight of projects, heralded above. 

  
d) Cyber Security – Recent cyber attacks indicate that the threat to organisations is 

increasing. While the Trust withstood the recent attack, we are not complacent. 
Further security measures are being introduced.   
 

 
6 Governance  
The Transformation – MDT will oversee the implementation of this strategic approach to 
information, reporting through the TTWC Programme Board to Trust Board. Major 
projects and developments will be prioritised by the Transformation – MDT. Prioritisation 
of other tasks will be delegated as appropriate.  
 
7 Responsibility 
The Chief Workforce and Information Officer is the responsible Executive Director. The 
Director of PPMO, the Director of Transformation and the Director of ICT are the senior 
staff charged with the delivery of this strategic approach. 
 
8. Recommendations 
[A] The Board is invited to note: 
 

1. This update on the strategic approach to information at UHCW NHS Trust. 
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Date  27th July 2017 
1. Purpose  
 
To present the Annual Audit Letter 2016/17 to the Trust Board. 
 
2. Background and Links to Previous Papers 
 
The Trust Board receives the Annual Audit letter each year as part of its corporate 
governance arrangements.  The letter was received by the Audit Committee on 10th July 
2017. 
 
3. Executive Summary 
 
The Annual Audit letter is issued by the Trust’s external auditor following the audit of the 
Trust’s Annual Accounts, Annual Report and Quality Account and summarises the key 
issues that were identified during the audit process.    
 
The letter relating to financial year 2016/17 is attached and confirms that an unqualified 
opinion was issued, with no major issues that needed to be highlighted to the Trust 
Board.   
 
4. Areas of Risk 

 
The areas of risk that were identified through the audit process are highlighted on page 7 
and 8 of the report. 
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
The paper does not link to the objectives or BAF directly but a sound system of internal 
control underpins all of the Trust’s activities and ensures that statutory duties are met. 
 
6. Governance  
 
The Annual Audit letter is received by the Trust Board each year.  Progress against the 
recommendations arising will be monitored by the Audit Committee with escalation to the 
Trust Board where necessary. 
 
7. Responsibility 
 
David Moon, Chief Finance & Strategy Officer  
 
8. Recommendations 
 
The Trust Board is asked to RECEIVE the Annual Audit Letter for 2016/17. 



Annual Audit 
Letter 2016-17

University Hospitals Coventry and Warwickshire 

NHS Trust

26 June 2017
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This report is addressed to University Hospitals Coventry and Warwickshire NHS Trust (the Trust) and has been prepared for the sole use of the Trust. We take no responsibility 

to any member of staff acting in their individual capacities, or to third parties. 

External auditors do not act as a substitute for the audited body’s own responsibility for putting in place proper arrangements to ensure that public business is conducted in 

accordance with the law and proper standards, and that public money is safeguarded and properly accounted for, and used economically, efficiently and effectively.

We are committed to providing you with a high quality service. If you have any concerns or are dissatisfied with any part of KPMG’s work, in the first instance you should contact 

Andrew Bostock, the engagement lead to the Trust, who will try to resolve your complaint. If you are dissatisfied with your response please contact the national lead partner for all 

of KPMG’s work under our contract with Public Sector Audit Appointments Limited, Andrew Sayers (on 0207 6948981, or by email to andrew.sayers@kpmg.co.uk). After this, if 

you are still dissatisfied with how your complaint has been handled you can access PSAA’s complaints procedure by emailing generalenquiries@psaa.co.uk, by telephoning 020 

7072 7445 or by writing to Public Sector Audit Appointments Limited, 3rd Floor, Local Government House, Smith Square, London, SW1P 3HZ.
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Background

This Annual Audit Letter (the letter) summarises the key issues arising from our 2016-17 audit at University Hospitals Coventry and Warwickshire NHS Trust (the Trust). 

Although this letter is addressed to the directors of the Trust, it is also intended to communicate these issues to external stakeholders, such as members of the public. It is the 

responsibility of the Trust to publish the letter on the Trust’s website at http://www.uhcw.nhs.uk/.

In the letter we highlight areas of good performance and also provide recommendations to help the Trust improve performance. We have reported all the issues in this letter to 

the Trust during the year and we have provided a list of our reports in Appendix A.

Scope of our audit

The statutory responsibilities and powers of appointed auditors are set out in the Local Audit and Accountability Act 2014. Our main responsibility is to carry out an audit that 

meets the requirements of the National Audit Office’s Code of Audit Practice (the Code) which requires us to report on:

Adding value from the External Audit service

We have added value to the Trust from our service throughout the year through our:

— Attendance at meetings with members of the Executive team and Audit Committee to present our audit findings, broaden our knowledge of the Trust and to provide insight 

from sector developments and examples of best practice;

— Proactive and pragmatic approach to issues arising in the production of the financial statements to ensure that our opinion is delivered on time;

— Challenging the Trust’s delivery of the Quality Accounts to meet the earlier deadline of 1 June as opposed to 30 June;

— Review of general IT controls in place at the Trust highlighting any control weaknesses and areas for improvement; and

— Building a strong and effective working relationship with Internal Audit to maximise assurance to the Audit Committee, avoid duplication and provide value for money.

Introduction

Financial Statements 

including the Annual 

Governance Statement

We provide an opinion on the Trust’s accounts. That is whether we believe the accounts give a true and fair view of the financial affairs of the 

Trust and of the income and expenditure recorded during the year.

We also confirm that the Trust has complied with the Department of Health (DoH) requirements in the preparation of its Annual Governance 

Statement. We also confirm that the balances you have prepared for consolidation into the Whole of Government Accounts (WGA) are not 

inconsistent with our other work.

Value for Money (VFM) 

arrangements

We conclude on the arrangements in place for securing economy, efficiency and effectiveness (Value for Money) in the Trust’s use of resources. 

http://www.uhcw.nhs.uk/
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Fees

Our fee for 2016-17 was £93,195 excluding VAT (2015-16: £93,195). This was in line with the fee agreed at the start of the year with the Trust’s board.

We have also completed the following pieces of work at the Trust during the year:

Introduction (cont.)

Acknowledgement

We would like to take this opportunity to thank the officers of the Trust for their continued support throughout the year.

VAT Tax Mandate This piece of work was a continuation of the provision of VAT compliance services in respect of HMRC accounting requirements.

The fee for this work was £10,000. 

VAT – Agency This piece of work was to support the Trust in reviewing their supplies of agency staff to ensure the correct amount of VAT has been recovered.

The fee for this work was £10,000. 

Quality Accounts The fee for 2016/17 audit of the Trust’s Quality Accounts was £10,000.

Total non-audit services 

fees (as above)

£30,000, excluding VAT
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This section summarises the key messages from our work during 2016-17.

Headlines
Value for Money 

(VFM) conclusion

In considering the Trust’s arrangements for planning finances effectively to support the sustainable delivery of strategic pr iorities and maintaining 

statutory functions, we identified that the Trust has reported a surplus of £0.7m in 2016/17 against an initial control total surplus plan of £1.1m, it has 

reported an underlying deficit of £27.2m as the reported financial position is underpinned by a number of non recurrent measures including:

— £16.8m of Sustainability and Transformation Funding Income (STF), including incentive STF of £0.2m and bonus STF of £1.1m, against a full 

planned allocation of £17.2m. Notwithstanding this the Trust did not achieve core performance targets in respect of A&E (82.4%) and RTT (87%) 

to receive STF allocated to meeting performance targets; and

— £9.7m of non recurrent cost improvement programme schemes which comprise a significant proportion (38%) of the Trust’s delivered programme.

On the basis of our work, with the exception of the matters above, we concluded that the Trust has put in place proper arrangements to secure 

economy, efficiency and effectiveness in its use of resources for the year ended 31 March 2017. 

NHS Trusts have a statutory duty to break even over a three-year period (or a five-year period with the agreement of NHS Improvement). The Trust 

now has a cumulative deficit position of £4.8m, and in year three (2017/18) would require a surplus of £4.8m to meet its breakeven duty. The planned 

deficit for 2017/18 is £0.3m. we made a referral to the Secretary of State in 2015-16 regarding the Trust’s statutory duty to break even.

Value for Money 

conclusion risk 

areas

We undertook a risk assessment as part of our VFM audit work to identify the key areas impacting on our VFM conclusion and considered the 

arrangements you have put in place to mitigate these risks.

Our work identified the following significant risks:

— Financial recovery plan - As part of our audit procedures we assessed the Trust’s financial sustainability, which included the identification of 

significant one-off items included within the reported headline result. Our work also considered the nature of financial support the Trust is 

receiving from the Department of Health. The Financial Recovery Programme delivered £7.6m of the £12.1m during 2016/17.The Trust had not 

achieved delivery of its plan primarily due to agency premium staffing.

— The Trust’s work with its local health economy partners in its Sustainability and Transformation Plan - The Trust is one of the key partners 

involved in the Coventry and Warwickshire Sustainability and Transformation Plan (STP) working alongside other health and local government 

bodies in the region. The Trust’s Chief Executive is the lead of the Coventry and Warwickshire STP for 2016-2021. The Trust is one of four acute 

providers, in addition to three other health bodies and two local government bodies. We consider that this risk is being effectively managed by the 

Trust.

— Working with regulators - The Trust was assessed as “Requires Improvement” by the CQC as a result of its March 2015 inspection. The Trust has 

subsequently received an inspection of Outpatients and Diagnostic Imaging in September 2016, two areas which were previously rated 

“inadequate” for Safe. In January 2017, the CQC published its assessment of “Requires Improvement” for these areas. There is no change to the 

Trust’s overall assessment of Requires Improvement and as such the Trust’s Chief Inspector of Hospitals Programme Board (CIHPB) is 

assessing the next steps towards achieving a “Good” rating, building on the action plans subsequently developed as a result o f the initial 

inspection. The Trust had also maintained its Single Oversight rating of 3 in the latest published segmentation in May 2017. We consider that this 

risk is being effectively managed as part of the Board agenda.
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Headlines (cont.)
Financial 

Statements audit 

opinion

— We issued an unqualified opinion on the Trust’s accounts on 1 June 2017. This means that we believe the accounts give a true and fair view of 

the financial affairs of the Trust and of the income and expenditure recorded during the year.

— There were no significant matters which we were required to report to ‘those charged with governance’.

Financial 

statements audit 

work undertaken

— We are required to apply the concept of materiality in planning and performing our audit. We are required to plan our audit to determine with 

reasonable confidence whether or not the financial statements are free from material misstatement. An omission or misstatement is regarded as 

material if it would reasonably influence the user of financial statements. Our materiality for the audit was £10 million (2015/16: £10 million).

— We identified the following risk of material misstatement in the financial statements as part of our External Audit Plan 2016/17:

— Valuation of Land and Buildings - we performed work over the valuation, completeness and accuracy of material fixed asset balances in the 

Trust’s accounts. This included undertaking an assessment of the expertise of GVA who were commissioned to perform the revaluation 

exercise, reviewing the appropriateness revaluation basis and considered its appropriateness, understanding the basis upon which

impairments to land and buildings had been calculated, reviewing the revaluation basis of the Trust’s investment properties, and confirmed the 

appropriateness of any amendments made by management to the information received from the valuer before being incorporated into the 

financial statements. We did not identify any issues in relation to the valuation of land and buildings. 

— Recognition of NHS and Non NHS Income - our work focused on the recognition of NHS income and through our testing we considered the 

completeness, existence and accuracy of the balances recorded within the financial statements. We assessed the Trust’s report ing and 

accounting for STF income received from the Department of Health. We did not identify any issues in relation to the recognition of income, and 

have concluded that the accounting principles of the Group Accounting Manual have been correctly and consistently applied throughout the 

year. 

— Key areas of judgement – our work focused on the level of prudence within key judgements (provisions and accruals) in the Trust’s financial 

statements. We evaluated the data and consideration on which year-end accruals were made by the management and tested a sample to 

additional supporting documentation and evidence available after the year-end. We considered the accuracy, validity and completeness of the 

provisions and deferred income and tested a sample of the year-end balances substantively. We did not identify any major issues in relation to 

the key areas of judgement. 

Annual Governance 

Statement

— We have also confirmed that the Trust have complied with the Department of Health requirements in the preparation of the Trust’s Annual 

Governance Statement. 

— No significant adjustments were required to the Annual Governance Statement.

Recommendations — We have raised 8 recommendations as a result of our 2016-17 audit work, none of these are high risk. 

— The Trust have not implemented all agreed audit recommendations from prior years. We have identified 4 prior year recommendations that still 

require further action by management.

Public Interest 

Reporting

We have a responsibility to consider whether there is a need to issue a public interest report or whether there are any issues which require referral to 

the Secretary of State. We did not issue a report in the public interest, however we did make a referral to the Secretary of State in 2015-16 regarding 

the Trust’s statutory duty to break even.
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Summary of our reports issued
Appendix A

2017

January

February

March

April

May

June

July

August

September

October

November

December

Audit Plan

(November 2016)

The Audit Plan set out our approach to the 

audit of the Trust’s Use of Resources and 

Financial Statements (including the Annual 

Governance Statement).

Audit Report

(June 2017)

The Audit Report provides our audit 

opinion for the year, the Value for Money 

conclusion, and our Audit Certificate.

Report on Quality 

Accounts

(June 2017)

This Report confirms the findings of our 

work in regard to the Trust’s Quality 

Accounts and the indicators selected 

for review.

Audit Highlights 

Memorandum

(May/June 2017)

The Audit Highlights Memorandum 

provides details of the results of our audit 

for 2016-17 including key issues and 

recommendations raised as a result of 

our observations.

We also provided the mandatory ISA260 

declarations as part of this report.

Annual Audit Letter

(July 2016)

This Annual Audit Letter provides a 

summary of the results of our audit for 

2016-17.

Interim Audit Report

(April 2017)

The Interim Audit Report provides an 

update on work performed during our 

interim visit, including the results from our 

data analytics work.

Charitable Funds 

Audit Report

(July 2017)

The Audit Report provides our audit 

opinion for the year on the Charitable 

Funds Financial Statements.

2016

Progress Report

(February 2017)

This Progress Report summarised our 

work performed to date and technical 

update.

Progress Report

(November 2016)

This Progress Report summarised our 

work performed to date and technical 

update.
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INTERIM COMMITTEE REPORT TO BOARD 
Purpose: This report has two purposes; firstly to assure the Board that the committees that it has formally 
constituted are meeting in accordance with their terms of reference and secondly to advise Board Members of 
the business transacted at the most recent meeting and to invite questions from non-committee members 
thereon. 
Committee Name: Audit Committee 
Committee Meeting Date: 10th July 2017 
Quoracy: Yes 
Apologies: Ed Macalister-Smith, Rebecca Southall, Andrew Bastock, Alan Jones 
Chair: David Poynton, Non-Executive Director 
1. Managing Conflicts of Interest in the NHS; Interests, Gifts, Sponsorship and Hospitality Policy & 

Procedure 
 

The committee welcomed the new policy which has been developed to strengthen the management of 
conflicts of interest and is based on the model policy which sets out the minimum requirement for NHS 
organisations.   
 
The emphasis has shifted to managing interests through Group reporting lines, rather than simply the 
recording of interests. A new supporting process is being implemented to ensure that staff are asked to 
make a positive statement each year that they either have no interests/gifts/hospitality to declare, or that 
they have declared any interests that have arisen, which will form part of the monitoring process. 
 

 

2. Temporary Staffing Controls 
 
The committee received the limited assurance Internal Audit report and expressed concern in relation to the 
pace at which processes were being strengthened and requested a management response to be presented to 
the Audit Committee in September.  Internal Audit will review the processes in six months’ time to seek 
assurance of the progress made. 
 
3. Complaints 

 
The Committee welcomed the significant assurance Internal Audit report and requested that the Quality 
Governance Committee monitor progress against the key issues highlighted within the report, in order that 
the management of complaints continues to strengthen. 
 

 

4. Completeness of the COP Flag on CRRS 
 

The committee received the limited assurance Internal Audit report and expressed concern around compliance 
and requested that the Quality Governance Committee scrutinise this further in conjunction with the previous 
matter raised at Trust Board in relation to Immediate Life Support mandatory training compliance.   
 

 
The Board is asked to NOTE the business transacted at the meeting and to RAISE any questions in relation to 
the same. 



 
                                               

 INTERIM QUALITY GOVERNANCE COMMITTEE REPORT TO BOARD 

Purpose: This report has two purposes; firstly to ASSURE  the Board that the Committees that it has formally 
constituted are meeting in accordance with their terms of reference; and secondly to ADVISE Board Members 
of the business transacted at the most recent meeting and to INVITE questions from non-committee members. 
The Board is asked to note the business discussed at the meeting and to raise any questions. 
Committee Name: Quality Governance Committee   (QGC) 
Committee Meeting Date: 19th June 2017 

Quorate: No 

Apologies: Meghana Pandit, Karen Martin, David Eltringham 
Chair: Ed Macalister-Smith 
1.    Social Media & Complaints; the Committee was advised of the process for dealing with complaints 

received via social media and were given assurance that a Standard Operating Procedure was under 
development to ensure that there was clarity around how these are responded to by the Communications 
and Patient Experience teams.  Assurance was also given that the Social Media Policy is currently under 
review. 

2.    Quality Strategy; an update against the milestones set out in the Quality Strategy was given and it was 
noted that good progress had been made during 2016/17 against the clinical effectiveness, patient 
experience and patient safety measures.  Assurance was given that actions had been put into place to 
ensure delivery within timescales and that an automated process for reporting was being developed in 
conjunction with the PMO. 

3.    Mandatory Training; an update report was received and members raised concerns about the level of 
compliance with clinical elements of mandatory training.  It was agreed that this issue would be escalated 
to the Trust Board through this report for any further action to be agreed. 

4.    Getting to Good; a paper was received setting out the governance around the programme and the roles 
and functions of the Quality Star Chamber and Quality Forum respectively.  The Committee were assured 
that the arrangements had been clearly considered and were robust and noted the terms of reference for 
Quality Star Chamber. 

5.    Violence & Aggression Update; an update was given against the action plan and the Committee was 
assured by the actions that were in train around making improvements to risk assessments and 
undertaking a training needs analysis, which was supplemented by a task and finish group that had been 
established by the Health & Safety Committee.  The level of oversight from the Health & Safety Committee 
was welcomed. 

6.    Quality Department Annual Report; the report detailed the work that had been undertaken by the Quality 
Department during 2016/17 and Committee members welcomed the succinct presentation and the focus 
on activities for the coming year. 

7.  QGC Annual Report; the Committee approved the Annual Report for onward transmission to the Audit 
Committee as part of the Trust’s corporate governance arrangements. 

8.  Sub-Committee Reports; meeting reports and Annual Reports were received from the Workforce & 
Education Committee, the Patient Experience & Engagement Committee and from the Risk Management 
Committee.  The improvements in risk management processes and reporting over the year was 
acknowledged and welcomed. The Committee also received reports from the Information Governance and 
Health & Safety Committee and approved the terms of reference for the Patient Safety & Effectiveness 
Committee and Health & Safety Committee. 

 



 
                                               

 INTERIM QUALITY GOVERNANCE COMMITTEE REPORT TO BOARD 

Purpose: This report has two purposes; firstly to ASSURE  the Board that the Committees that it has formally 
constituted are meeting in accordance with their terms of reference; and secondly to ADVISE Board Members 
of the business transacted at the most recent meeting and to INVITE questions from non-committee members. 
The Board is asked to note the business discussed at the meeting and to raise any questions. 
Committee Name: Quality Governance Committee   (QGC) 
Committee Meeting Date: 18th July 2017 

Quorate: No 

Apologies: Ed Macalister-Smith & Meghana Pandit 
Chair: Barbara Beal 
1. Stroke Audit; the Committee received a report detailing the significant improvement that had been made 

against the metrics that are measured against in the Sentinel Stroke National Audit Plan (SSNAP) audit.  It 
was noted that many of the Trust’s measures far exceeded the national average and that patients were 
receiving a high quality service in the critical first 4-hours.  The Committee expressed concern however in 
relation to performance against the standards whereby stroke patients should be admitted to HASU within 4 
hours and should spend 90% of their admission on a stroke unit.  It was noted that the inability to achieve 
this was due to continuing operational pressures and competing priorities which equally affected other 
specialities and it was suggested that the Trust Board spend some time debating the wider strategic issues 
at a Strategic Board meeting. 

2. CQC IR(ME)R Action Plan Update: the Committee received the completed action plan and acknowledged 
the amount of work that had taken place.  It was noted that markers of evidence had been included within 
the plan and it was agreed that a further report would be received in 6 months’ time to provide assurance 
that the actions were sustained and that markers of evidence were still available. 

3. Sub-Committee Reports; meeting reports and Annual Reports were received from the Training, Education 
& Research Committee and from the Patient Safety & Effectiveness Committee.  With regards to the former 
it was noted that work was underway to bring this committee and the Workforce & Engagement Committee 
as there were existing synergies and some degree of overlap. 

 



   
  

 
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: 22nd June 2017 
Quoracy: No 
Apologies: David Eltringham, Karen Martin, Su Rollason, Brenda Sheils 
Committee Chair: Ian Buckley 
Report submitted by: Ian Buckley 
1. Improving Urgent Care 
This was an action delegated by the Trust Board and the committee welcomed a presentation, which set 
out the five key priorities to improve emergency care. Clinical Groups provide a level of assurance that 
board reviews happen; however, there is variability in delivery and quality of senior reviews.  
 
Internal standards aspire to Getting Emergency Care Right at UHCW and a gap analysis is being 
undertaken to test where there are areas of particular challenge.  
 
The committee suggested that it was essential that clinical leads are equipped to provide the necessary 
leadership to empower staff to make key decisions on a daily basis and support a change in culture of 
accepting challenge to drive improved performance. It was suggested that this group of staff should be 
targeted to attend the Trust’s Leading Together Programme, which is a key tenet of the organisation’s 
Together Towards World Class programme. 
 
Bed occupancy is a significant challenge and whilst there has been a step-change in patients waiting 
greater than seven days length of stay in some specialities, the pace of spread across the organisation 
is a challenge. It was recognised that there is a need to employ the long-term changes required to 
address recurrent delays, including working with external partners.  
 
The committee was assured that comparative performance demonstrates that the Trust benchmarks 
well against peers locally in terms of stranded patient performance. 
2. Referral to Treatment (RTT) Target 
The committee was pleased to learn that the Trust is continuing to achieve above the agreed 2017/18 
RTT trajectory. However, this is set at 89% and work continues internally to strive to meet the 92% 
national standard. 
3. Workforce Information Report 
Discussion focused around staff costs and the committee requested clarity around the discrepancy 
between the reduction in starter headcount and an increase in substantive spend. It was recognised that 
the move from monthly to weekly bank payments would have impacted the move in spend.  
 
Whilst the Trust is holding the line in respect of the recent changes to guidance on IR35 intermediaries 
legislation, agency and locum rules, this has had an inevitable impact on medical agency fill rates and it 
was acknowledged that this presents a risk to performance and potentially quality of care  but 
particularly within the Emergency Department and extends to the Diagnostic Service.  
4. Integrated Finance Report 
The Trust has embarked on a Financial Improvement Programme – Wave 2 (FIP2) with support 
provided by PricewaterhouseCoopers to reduce costs and improve outturns whilst delivering safe patient 
care. As part of that programme the committee will be receiving monthly progress reports highlighting 
what has been achieved, obstacles identified, and rectification plans. 

 
The Board is asked to note the business discussed at the meeting and to raise any questions in relation to the 
same. 



   
  

 
INTERIM COMMITTEE REPORT TO BOARD 

Purpose: This report has two purposes; firstly to assure the Board that the committees that it has 
formally constituted are meeting in accordance with their terms of reference and secondly to advise 
Board Members of the business transacted at the most recent meeting and to invite questions from non-
committee members thereon. 
Committee Name: Finance and Performance Committee   
Committee Meeting Date: 19th July 2017 
Quoracy: Yes 
Apologies: David Poynton 
Committee Chair: Ian Buckley 
Report submitted by: Ian Buckley 
1. FIP 2 Update  
The Committee received an update from PwC with regards to the programme.  Good progress is being 
made generally at week 4 and PwC staff are working alongside staff at the Trust in the 4 Clinical Groups 
and with members of the corporate teams with regards to cross cutting work-streams.  Opportunities for 
additional CIP have been identified and schemes are being worked up.  There is weekly oversight of the 
programme by Chief Officers and the Committee will receive a further update and a more detailed 
breakdown around CIP at the next meeting. 
2. NHS Improvement Escalation Meeting; feedback from the meeting that was attended by 
UCHW and representatives from the wider health and social care system was provided, together with the 
areas of focus for bringing about improvement in the emergency care pathway.  A further escalation 
meeting will take place in August to monitor progress. 

 
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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