
    

 

PUBLIC TRUST BOARD MEETING  
TO BE HELD ON THURSDAY 27th SEPTEMBER 2018 AT 10.00 AM  

IN ROOM 10009/11, CLINICAL SCIENCES BUILDING,  
UNIVERSITY HOSPITAL, COVENTRY, CV2 2DX 

 
PUBLIC BOARD AGENDA   

 

ITEM TITLE BOARD ACTION PAPER TIME 

Standing Items 

1.  World Class Colleague Award 
Chairman 

  
10:00 

2.  Apologies for Absence  
Chairman 

For Noting Verbal 10:05 
 

3.  Confirmation of Quoracy 
Chairman 

For Assurance Verbal 10:10 

4.  Declarations of Interest  
Chairman 

For Assurance Verbal 10:15 

5.  Minutes of Public Board Meeting 
held on the 26th July 2018 
Chairman 

For Approval Enclosure 1 10:20 

6.  Matters Arising 
Chairman 

For Assurance Verbal 10:25 

7.  Trust Board Action Matrix 
Chairman 

For Assurance Enclosure 2 10:30 

8.  Chairman’s Report 
Chairman 

For Assurance Enclosure 3 10:35 

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

For Assurance Enclosure 4 10:40 

Performance  

10.  Integrated Quality, Performance 
and Finance Monthly Report  
Chief Workforce & Information Officer 

For Assurance Enclosure 5 10:45 

Patient Quality and Safety 

11.  Infection Prevention and Control 
Annual Report and Plan (including 
Annual Work Plan) 
Chief Nursing Officer 

For Assurance Enclosure 6 11:30 

12.  Patient Experience Quarterly 
Report  
Chief Medical Officer 

For Assurance Enclosure 7 11:35 

13.  Patient Led Assessments of the 
Care Environment (PLACE) Annual 
Report 
Chief Nursing Officer 

For Assurance Enclosure 8 11:40 

14.  End of Life Care Annual Report 
Chief Nursing Officer 

For Assurance Enclosure 9 11:45 

Strategy 

15.  Winter Planning Update 2018/19 
Chief Operating Officer 

For Assurance Enclosure 10 11:50 



   

TB Public Agenda 27 September 2018 

ITEM TITLE BOARD ACTION PAPER TIME 

16.  UHCWi Quarterly Report 
Chief Workforce & Information Officer 

For Assurance Enclosure 11 11:55 

Regulatory, Compliance and Corporate Governance 

17.  CQC Registration Report 
Chief Nursing Officer 

For Assurance Enclosure 12 12:00 

18.  CQC Inspection Report 
Chief Nursing Officer 

For Assurance Enclosure 13 12:05 

19.  Emergency Planning Response & 
Resilience (EPRR) Core Standards 
Chief Operating Officer 

For Approval Enclosure 14 12:10 

20.  The Impact of Brexit - Workforce 
Implications 
Chief Workforce and Information 
Officer 

For Assurance Enclosure 15 12:15 

21.  Items delegated to Committees 
Chairman 

For Assurance Verbal 12:20 

Feedback from Key Meetings   

22.  Quality Governance Committee 
Meeting Reports from 20th August 
and 17th September 2018 
Chair, Quality Governance Committee 

For Assurance Enclosure 16 
12:25 

 

23.  Finance & Performance Committee 
Meeting Reports from 29th August 
and 19th September 2018 
Chair, Finance and Performance 
Committee 

For Assurance Enclosure 17 12:30 

     

24.  Any Other Business  Verbal 12:35 

25.  Questions from Members of the Public which relate to matters on the Agenda  
Please submit questions to our Interim Director of Corporate Affairs by no later than close of business 
Tuesday 25

th
 September 2018. (Geoff.Stokes@uhcw.nhs.uk)  

26.  Date of Next Meeting: The next meeting of the Trust Board will take place on 
Thursday 29th November 2018 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. 

 

mailto:Geoff.Stokes@uhcw.nhs.uk
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MINUTES OF A PUBLIC MEETING OF THE TRUST BOARD 
OF UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST  
HELD ON THURSDAY 26 JULY 2018 AT 9.30 A.M. IN ROOM 10009/11 OF THE 

CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, COVENTRY  
 

AGENDA 
ITEM 

DISCUSSION ACTION 

HTB  
18/095 

PRESENT 
 

 Mr A Meehan, Chairman (AM) 
Professor A Hardy, Chief Executive Officer (AH) 
Mrs N Fraser, Chief Nursing Officer (NF) 
Miss L Kelly, Chief Operating Officer  (LK) 
Professor S Kumar, Non-Executive Director (SK) 
Mr E Macalister-Smith, Non-Executive Director (EMS) 
Mrs K Martin, Chief Workforce and Information Officer (KM)  
Professor M Pandit, Chief Medical Officer/Deputy CEO (MP) 
Mr D Poynton, Non-Executive Director (DP)  
Mrs S Rollason, Chief Finance & Strategy Officer (SR) 
Mrs B Sheils, Non-Executive Director (BS) 
Mrs B Beal, Non-Executive Director (BB) 
Mr I Buckley, Vice Chair (IB) 
 

 IN ATTENDANCE 
 

 Barbara Hay (BH), Head of Diversity (HTB 18/106) 
Dr Andrea Ruhnke (AR), Guardian of Safe Working Hours (HTB 18/107) 
Ms L Scott, Director of Marketing and Communications 
Mr G Stokes, Director of Corporate Affairs and Acting Director of Quality(GS) 
Miss R Hough, Head of Corporate Affairs (RH)  minute taker 
 

HTB  
18/096 

APOLOGIES FOR ABSENCE   

 There were no apologies of absence. 
 

 

HTB 
18/097 

CONFIRMATION OF QUORACY  

 The Chairman declared the meeting to be quorate.  
 

 

HTB 
18/098 

DECLARATIONS OF INTEREST  

 There were no conflicts of interest declared. 
 

 

HTB 
18/099 

MINUTES OF TRUST BOARD MEETING HELD ON 29 MARCH 
2018 
 
MP advised that there were some minor corrections required to terminology 
but these did not impact of the content of the minutes. 
 
With this exception, the Trust Board APPROVED the minutes of the 
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meeting as a true and accurate record. 
 

HTB 
18/100 

MATTERS ARISING  

 MP provided the Trust Board with a verbal update on the neurosurgeon’s 
return to work following a prolonged sickness absence.  She confirmed that 
the individual had returned and was undertaking clinical work in a phased 
manner under the agreed guidelines and would be undertaking their first 
surgery in a week’s time with the clinical lead assisting. 
 
There have been no further media enquiry regarding this case but Chief 
Officers are liaising with the wife of a patient whose case is currently 
pending a hearing by the coroner. 
 
BB was informed in reply to her query about gaps in support during the 
process that the review of all the 45 cases were now completed, 1 case 
remains undetermined which has been sent for external review.  An update 
of the action plan has been presented to Quality Governance Committee.  
A professional mentor has been arranged but a trainer has not been 
allocated and this remains in further discussion. 
 
MP further advised that the Royal College of Physicians had undertaken a 
review of the gerontology service to advise on of the model of care and 
recruitment issues.  There were no safety concerns raised and the written 
outcome is expected within the next few weeks which will include any 
suggestions for other models. 
 
The Trust Board were also informed that the pathology cases requiring 
review had now been determined.   
 

 

HTB 
18/101 

TRUST BOARD ACTION MATRIX  

 The Trust Board RECEIVED the matrix. 
 

 
 

HTB 
18/102 

CHAIRMAN’S REPORT  

 The Chairman presented the report which summarised the commitments 
he had undertaken and attended since the previous Trust Board meeting. 
 
He advised that he was unable to attend the Midland and East Chair’s 
Networking meeting which had been listed within the report.  
 
There were no questions raised by other Trust Board members. 
 
The Trust Board RECEIVED ASSURANCE from the Chairman’s report. 
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HTB 
18/103 

CHIEF EXECUTIVE OFFICER AND CHIEF OFFICERS’ REPORT  

 AH introduced his report and highlighted the main points: 
 

 He attended the VMI Non-Executive Director Sharing Event in 
London.  He acknowledged that the Trust’s Non-executive Directors 
required greater exposure to this; 

 A number of activities for the NHS70 anniversary were held across 
the Trust.  Trust Board expressed their thanks to the 
Communications Team for arranging these and engaging staff;   

 He attended the Special National Thanksgiving Service at 
Westminster Abbey along with two employees; 

 The Trust held a Thought Leadership Event regarding the difficulty 
of tackling conflict and holding difficult conversations.  This was well 
received and the Trust is exploring this further with the external 
presenter to do additional sessions  for appropriate staff; 

 He was pleased to announce a £1.5million robot was being 
presented in the atrium for demonstration; 

 An advert for a fixed term role to chair  Coventry and Warwickshire 
STP has been released; 

 He attended the Friends of St Cross AGM with LK. 
 
MP was delighted to inform the Trust Board that the Trust’s Patient Safety 
Team had won the Patient Safety Team of the Year award and recognised 
the contribution of all employees of the Trust and the KPO team in 
achieving this award. 
 
LK advised that she had attended discussions regarding the acute hybrid 
theatre proposal which is now beginning to progress and is at the design 
stage. 
 
She attended the Chief Operating Officers’ Network held by NHS Providers 
and reported that in comparison to other providers the Trust is doing well.  
She noted that despite the Trust not achieving some targets and standards 
there were other trusts who were also not achieving them and still had 
additional beds open since winter.  
 
SR advised the Trust Board that she had attended a presentation by 
James Cook, Regional Director for Midlands East regarding Operational 
Productivity and the Model Hospital alongside other Chief Officers to 
further understand the productivity opportunity and how to take this 
forward.  She will be engaging further to optimise this. 
 
The finance team have held an audit debrief with KPMG, the Trust’s 
external auditors, and both parties felt that this year’s audit had gone well 
and suggestions have been made to improve this further.  
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She had attended a Community Diagnostic Centre meeting which included 
attendance by the local authority.  
 
NF advised that she was working with CAMHS/Child in Crisis, alongside 
LK, MP and external partners, and meeting on a weekly basis to address 
the need to develop the service further.  
 
KM reported that the Trust has received confirmation that the National Visa 
Sponsorship cap has been lifted and 24 visas have been agreed for the 
Trust. 
 
She reported that there has been a change in the national guidance for 
agency use and reporting which has specific requirements requiring sign-
off by the Chief Executive Officer and Chief Officers.  She assured the 
Trust Board that a robust delegation process has been developed. 
 
The Junior Doctors August rotation remains on track with 203 doctors 
scheduled to commence at the Trust.   
 
DP enquired about the recently approved pay deal and was advised that it 
was a complex deal because whilst a pay increase has been awarded this 
would not be received by all staff and there would also be some pension 
implications.   SR advised that there were implications for the Trust relating 
to retention of employment (ROE) staff and gave assurance she would 
advised Finance and Performance Committee of the detail of this. 
 
The Trust Board were also informed about the completion of the Chief 
Officer appointments and were formally advised that LK, SR and GS had 
been successfully appointed alongside Justine Richards,  Chief Strategy 
Officer, who will be joining during September. 
 
AH was pleased to confirm the following appointments: 
 

 Dr Laura Conway has been appointed to the position of  Consultant 
Anaesthetist 

 Dr Sonia Bhangu has been appointed to the position of  Consultant 
Anaesthetist 

 Dr Laith Malhas has been appointed to the position of  Consultant 
Anaesthetist 

 Dr Victoria Yates has been appointed to the position of  Consultant 
Anaesthetists 

 Dr Catherine Wight has been appointed to the position of  
Consultant in Cellular Pathology 

 Dr Aneeshya Kandiyll has been appointed to the position of   
Consult in Cellar Pathology 

 Dr Timothy Blake has been appointed to the position of   Consultant 
in Rheumatology and Acute Medicines 
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 Miss Tina Kipioti has been appointed to the position of Consultant 
Ophthalmologist with a special interest in Paediatric Opthalmology 
and Strabismus 

 Dr Natasha Ratnaraja has been appointed to the position of   
Consultant Microbiologist 

 Mr Walter Andreatta has been appointed to the position of   
Consultant Ophthalmologist with special interest in Vitreoretinal 
Surgery and Primary Care 

 
The Trust Board RECEIVED the Chief Executive and Chief Officer reports 
and RATIFIED the consultant appointments made.   
 

HTB 
18/104 

INTEGRATED QUALITY, PERFORMANCE AND FINANCE REPORT  

 The report detailed the performance achieved for the period ending 
30 June 2018.   
 
LK advised the Trust Board that the 4-hour standard had deteriorated from 
90.5% in May to 89.3% for June.  She assured the Trust Board the team 
remained committed to achieving the 95% standard and reminded them 
that there has been sustained improved over the last 3 months for this 
target. 
 
The performance for Delays in Transfer of Care (DTOC) has been 
sustained for June and continues to average 4% and LK advised that there 
was a small specialist cohort of patients being measured against this 
national target.  A lot of work with the local authority was being carried out, 
led by the community trust, and both organisations are sited in the 
community hub within University Hospital. 
 
LK answered a question from IB by saying that Luton and Dunstable 
University Hospital had undertaken a lot of work with their partners on their 
discharge pathways which demonstrated the target was achievable.   
 
BS asked if St Cross Hospital’s bed occupancy rate was now stable and 
what had been the approach taken.  She was advised that the fill rate was 
85% but that only a certain cohort of patient are transferred.  Work needs 
to be undertaken to overcome the culture and increase the utilisation of 
these beds including managing patient expectations.  LK informed her that 
the true rates were lower at midnight than the measurement reported as 
the fill rate is counted at midday when there is high occupancy. This does 
not take account of discharges and with more elective work being 
undertaken on the site there are more empty beds overnight.  She further 
advised that the reluctance to transfer was predominantly from the risk 
appetite by some doctors on the University Hospital site, recognising this 
process needs to be further defined.  NF advised that this would form part 
of the patient flow productivity using UHCWi methodology. 
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EMS enquired about the timely access to patient transport to transfer the 
patients between sites.  He was advised that this is not a constraining 
factor should the process be requested in the morning as patients are then 
transferred during the same day. It was questioned whether the speed of 
transfer would be improved if the Trust acquired its own transport. 
 
LK advised that May’s performance for RTT achieved 84.4%, an 
improvement of 1.4%.  As of today the number of 52 week waiters had 
decreased from 28 down to 19.  She noted that there was still further work 
to be done and AH noted that the ceasing of referrals and any private 
patients should be instigated. 
 
SK enquired how this was being delivered and was advised that this was a 
combination of using waiting list initiatives (WLI) and an increase of 
focussed management effort.  SK commented that it would be useful to 
benchmark against other providers but noted that the dermatology position 
was now better performing.  MP advised him that this would be part of the 
outpatient and theatre productivity work and that Groups had already 
carried out a lot of work to address this. 
 
LK was pleased to report that all eight cancer national waiting time 
standards for May were achieved.  However she advised that the gynae-
oncology capacity was fragile as three consultants work is currently being 
covered by only one.  This specialism is seeing national shortages and is 
difficult to recruit to; University Hospitals Birmingham has no capacity for 
taking referrals and South Warwickshire Foundation Trust is also recruiting. 
 
The Trust was top in the West Midlands for data completeness of COSD 
staging information.  
 
MP presented the quality and safety summary and advised that the Trust’s 
incident reporting had increased, being in the top quartile for reporting per 
1000 bed days. 
 
The Trust’s assessment of venous thrombosis was reported at 97.4%. 
 
There has been one significant incident relating to a medication error 
where an admitted patient did not bring their own supply of medication and 
the medication team encountered a difficult delay to obtain advice to be 
able to supply this. 
 
The latest HSMR position for June 2018 stood at 88 and SHMI remained 
within the expected range although high at 109.3. 
 
The complaint recovery trajectory to respond to complaints within 25 
working days was achieved at 83% (amber). 
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NF advised that there had been a blip in Clostridium Difficile (C-Diff) with 
eight instances being reported.   
 
The MRSA decolonisation score was not achieved at 93.3%. This was 
being managed with the Modern Matron at challenge meetings. 
 
The short elective inpatient high risk screening had achieved 98%.  Harm 
free care of over 95% was achieved. 
 
NF advised that there had been one pressure ulcer grade 3 reported.  
However this remains on track against trajectory. 
 
SR provided the highlights of the finance reports.  The Trust is reporting a 
£9.3 million deficit and a forecast position for the year is a £9.7 million 
deficit, both being in line with the plan. 
 
She informed the Trust Board that there was a significant risk in the 
reporting position whereby £26 million of CIP has been identified but 
forecast delivery is at £22 million. 
 
DP remained concerned about achieving CIP at the end of the year despite 
the agreed plan to achieve this.  This was heightened by the fact that some 
CIPs had not been identified.  He advised that it was important to remain 
sighted on the amount to be delivered and that this should be a clear 
message from the CEO and Chief Officers to focus and push forward. 
 
SR further informed the Trust Board the forecast for agency spend is at 
£22.8 million against an NHSI agency ceiling of £22.8 million.  KM noted 
that the additional scrutiny previously implemented on the use for agency 
had seen this spend decrease in previous years but that improvement had 
stalled.  She confirmed that further guidance related to agency spending 
was planned for circulating during the summer months. 
 
EMS noted the agency spend was high and enquired if policies for covering 
annual leave were being followed correctly explaining that he had been on 
a recent Board Walk Round and there had been a number of clinic 
cancellations.  LK advised that this figure could be misleading, as it does 
not show reallocations. However it was noted that policies are in place for 
signing off annual leave and MP would look into any instances where this 
was not happening. 
 
KM presented the workforce information which detailed that the Trust’s 
sickness absence rate in June had slightly improved but was above the 
Trust’s 4% target at 4.06%. The attendance management team continue to 
work with managers regularly to review all cases focusing on the high 
reported areas.  
 
The percentage of medical shifts above the agency cap rates has remained 
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consistently 100% through the last 3 months and the HR Team are looking 
at the best way to deal with this.  The lift on visas for medical staff has 
allowed clinical fellows to be recruited and more international fellows will be 
joining the Trust next year. 
 
KM explained that the PPMO function is to be renamed the Performance 
and Informatics Directorate, becoming more relevant to the work that this 
conducted by the team. 
 
She further proposed that an escalation process of working from sub-
committees to Trust Board, as opposed to the current delegated process, 
should be instigated. This is being reviewed as part of the performance 
management framework. 
 
BS enquired if the shortfall in appraisals being held was due to paperwork 
having not being submitted.  She was advised this was a possibility but is 
often an activity that is dropped if there are known staffing issues. 
 
The Trust Board RECEIVED ASSURANCE from the report and 
APPROVED the escalation process between sub-Committees to Trust 
Board. 
  

HTB 
18/105 

BOARD ASSURANCE FRAMEWORK INCLUDING CORPORATE RISK 
REGISTER 

 

 MP presented the report which provided the latest update against the 
Board Assurance Framework (BAF) and the Corporate Risk Register 
(CRR) as at July 2018. 
 
There are six new risks identified to the delivery of the strategy which 
supersede the previous risks on the BAF.  Two of the former BAF risks, fire 
stopping remediation and the lack of consultant neuro-interventional 
radiologist, were de-escalated to the corporate risk register. 
 
The corporate risk register was presented which includes three high 
scoring risks related to RTT performance, an inability to keep CAMHS 
patient safe and income from activities.  
 
BB advised that she found the report much improved and Non-Executive 
Directors agreed that this provided a good level of assurance. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
18/106 

EQUALITY & DIVERSITY AND WORKFORCE RACE EQUALITY 
STANDARD (WRES) ANNUAL UPDATE 

 

 BH was welcomed to the meeting to present the Workforce Race Equality 
Standards (WRES) Annual Update. 
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BH reported that the Trust’s progress against the Equality Delivery System 
2 was required to be RAG rated and was still to be validated by 
Independent Advisory Group (IAG).  The next phase will be to further 
develop the plan in conjunction with the IAG and other key stakeholders, 
and align the Trust’s strategic objectives. She advised that she would be 
working with Group Managers and Modern Matrons to complete this. 
 
She was pleased to show the Trust Board the faith handbooks which 
provide information the implications different faiths have in respect of their 
treatment and dietary requirements, etc. These are now available on all 
wards. 
 
The number of Quality Impact Assessments being completed has 
increased which shows recognition that staff understand the importance of 
these. 
 
A Good Mental Health at Work workshop was held which included 
speakers from MIND and Tamarind and was well attended by over 30 
members of staff. 
 
She was pleased to advise that the Changing Futures Together Supported 
Internship Programme was successful with five of the eight participants 
successfully securing employment.  She expressed her thanks to ISS who 
had enabled the project and supported the individuals. 
 
Deaf befrienders have been recruited by the Trust to act as conduit for 
patients.  She stressed that these were not to be utilised as interpreters on 
the wards and also confirmed that Monica Mabbett, Administrator has 
successfully completed her British Sign Language qualification and would 
also be able to provide support to deaf patients. 
 
She advised that the WRES data was still being compiled and it was 
requested that KM approves this for submission on behalf of the Board. 
 
The Equality and Diversity Team are also looking at ways of improving the 
use of interpreters.  The late cancellations of these interpreters are costing 
the Trust £90k per annum.  She advised that after reviewing this, £55k was 
lost due to patients not arriving for appointments and she is looking to 
instigate the only using telephone interpreters for repeat ‘offenders’. 
 
The Trust Board RECEIVED ASSURANCE from the report and 
APPROVED delegate authority to KM to sign-off the WRES template for 
submission. 
 

HTB 
18/107 

GUARDIAN OF SAFE WORKING HOURS TRIMESTER REPORT  
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 MP welcomed Dr Ruhnke to the meeting to present the report which 
covered the period of February to May 2018. 
 
He advised that vacancies currently stood at 9%; GP student trainees are 
the biggest group of these. Health Education England (HEE) have been 
unable to recruit enough doctors to fill vacant training posts, noting a 
particular problem with recruiting to GP training which has seen a relatively 
high number of vacant GP specialty training (GPST) positions.  Currently 
vacant shifts and vacancies are being covered by employing non-training 
grade doctors or locums. Some work is being done by non-medical staff 
whilst some speciality consultants are acting down. 
 
Dr Ruhnke advised that the number of Exception Reports (ER) received 
had significantly decreased, with only 43 being received.  This equates to 
nearly a 45% decreased from the previous report.  He explained that 
following the work schedule change in HPB Surgery there has only been 1 
ER reported in general surgery.  The workload in HPB has not changed 
which means the changes implemented were either successful or trainees 
are not reporting. He confirmed that the software had been checked for 
inaccurate reporting and that this was compliant and the rota design was 
compliant.   He will look into this further with MP, KM, LK and Dr Sailesh 
Sankar to resolve any issues 
 
There has been an increase in ERs from Opthalmology due to the 
discovery that actual working times, not the published times, are non-
compliant with the European Working Time Directive (EWTD).  He 
informed the Trust Board that work is underway to redesign the work 
schedule to ensure compliance by the start of August. 
 
BB enquired if this only related to Opthalmology, she was advised that it 
was and the methodology used to report was being looked into. There had 
been compliance during December 2017 and since then only one report 
has been submitted, it is thought that there may be other instances which 
have not been reported. However the change in practice to HPB could be 
worrying and they will be looking into this to address any issues and to 
understand the variation of levels. 
 
The Trust Board was also informed that Dr Hejie He, Chair of the Junior 
Doctors Forum is standing down from the position.  Dr Ruhnke told the 
Trust Board that Dr He had been pivotal in rolling out the exception 
reporting. 
 
In closing the item Dr Ruhnke informed the Trust Board that two software 
solutions Allocate and MediRota had been presented to the Rota Oversight 
Committee. The introduction of a software solution will help ensure 
breaches are reported and Trauma and Orthopaedics, and Medicine will be 
first the first specialities to implement the software. 
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Trust Board RECEIVED the report and expressed their thanks to Dr He for 
his commitment to the role of Chair of the Junior Doctors Forum. 
 

HTB 
18/108 

MEDICAL REVALIDATION AND APPRAISAL ANNUAL REPORT 
INCLUDING STATEMENT OF COMPLIANCE 

 

 MP presented the report which provided an update on the medical 
appraisals and revalidation within the Trust to provide assurance that the 
Trust is compliant with the core standards. 
 
She was pleased to report that for quarter four over 613 members of 
medical staff, equating to 90%, received an appraisal.  This has allowed 
the Trust to report it’s highest ever compliance rate since the introduction of 
Medical Revalidation irrespective of increasing medical staff numbers. 
 
The Trust has 677 prescribed connections which MP as Responsible 
Owner is responsible for.  She commented that this figure changes on a 
weekly basis.   
 
The Trust Board RECEIVED ASSURANCE from the report and 
APPROVED the Statement of Compliance. 
 

 

HTB 
18/109 

QUARTERLY MORTALITY PERFORMANCE REPORT QUARTER 4 
 

 

 MP presented the report which provided the quarterly overview of the trust-
level mortality data for quarter one, April to June 2018. 
 
The completion rate for primary mortality reviews during quarter one (April 
to June 2018), is 75%.  She advised that the delays encountered were 
owing to the availability of patient notes but work was being conducted with 
consultants to complete these as soon as possible.  The Trust assessed of 
the 92% completed primary reviews as NCEPOD grade A which 
demonstrates good standards of patient care and Trust Board were 
assured that all primary reviews graded B-E receive a secondary mortality 
review which are discussed at speciality mortality and patient safety 
meetings to share learnings and improve patient care.  There were 29 
identified opportunities graded B-E for learning from deaths from April to 
June. 
 
The Trust’s HSMR value for the latest available 12 months of data (April 
2017 to March 2018 is 105.4 which is within expected mortality range. 
 
Between April 2017 to March 2018 the Trust received 17 mortality alerts, of 
which 47% were positive alerts.  MP advised that a deep dive into inter-
cranial injury efficiency for care and coding issues using TARN data has 
revealed there are no issues.  Trust Board were given assurance that 
coding generally is now much better than it has been however it needs to 
be proved further to a similar standard as that for our TARN data set. 
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MP further highlighted the recognition and treatment of sepsis which has 
provided an opportunity for learning and improvement.  The Trust’s current 
mortality performance for sepsis with Dr Foster indicates a mortality outlier 
status showing more observed deaths than expected.  A screening tool is 
used by the Trust and improvement workshops have been held led by the 
CMO have with ED and Acute Medical Unit where sepsis is most 
commonly identified. This continues a review of clinical coding to ensure 
the activity of treating patients with sepsis is recorded appropriately. 
 
BB enquired about the learning from patient deaths in quarter one and was 
advised that secondary reviews identifying patients with RESPECT forms 
were still being admitted to the hospital in their last days.  This is being 
discussed further with the Primary Care Team. There had been a gap in 
families’ understanding about the consent process and discharge time.  NF 
further advised that it was part of the regional leadership to review all. 
 
EMS was pleased to see that the level of engagement of staff was 
exceptional.   
 
MP highlighted the dashboard for mortality reviews which demonstrated the 
review of completion rates which change on a daily basis which provide 
alerts to the team for any patient outliers arising. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

HTB 
18/110 

SERIOUS INCIDENTS AND NEVER EVENTS REPORT  

 MP presented the report which provided a summary of the Serious 
Incidents that were reported in the last 4 months, March to June 2018 and 
also included a description of the Never Events.   
  
The Trust is within the top quartile for reporting and confirmed 10-12 
incidents are reported per month and that all route cause analyses had 
been conducted.  A slight increase in reporting of sub-optimal care of the 
deteriorating patients has been noted and a report is being compiled to 
analyse these.  There has also been a high proportion of incidents reported 
in ED. 
 
MP was pleased to report that there were no actions outstanding that were 
older than 3 months.  The Human Factors training has been delivered by 
the facilitator to give teams a chance to update skills and change practice 
to minimise the chance of incidents happening again.  
 
BS reported that she was concerned to hear of the high number of 
incidents reported in ED. MP advised that there were no trends for these 
incidents and that they were not attributable to patients waiting on the 
corridor.  LK provided additional assurance advising that there had been an 
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increase of reporting by the ED staff and that there had been a 
management change who were focusing more on the reporting and 
reflecting on incidents.  
 
The Trust Board RECEIVED the report. 
 

HTB 
18/111 

MEDICAL EDUCATION QUARTERLY REPORT  

 MP presented the report which detailed the progress in the Medical 
Education Department.  
 
Trust Board was advised that Health Education England had recently 
informed the Trust of a change in methodology to collect data on the 
activity related to student teaching which may potential significantly 
financially impact the Trust, but that finance and the medical school were 
working together to resolve any issues. 
 
The results of the 2018 GMC survey were published earlier this month 
which aimed to better understand the extent of burnout in trainees.  The 
survey detailed two in five trainees and two thirds of trainers rating their 
intensity of work as very heavy or heavy and nearly half the trainees 
reported that they worked beyond their rostered hours on a daily or weekly 
basis. 
 
The Trust has appointed 12 Clinical Teaching Fellows and 1 Airway 
Teaching Fellow from August 2018.  These individuals will be working 
closely with other specialities thereby decreasing locum spend. 
 
Two Teaching Excellence Awards were presented to Mr Kashi for Senior 
Clinical Teacher and Dr Kosta for Junior Clinical Teacher. 
 
MP also advised that the GMC survey results were an area of concern with 
a drop in satisfaction rates. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
18/112 

COMPLAINTS AND PALS ANNUAL REPORT   

 MP presented the report which detailed the themes of the complaints 
received by the Trust during 2017-18. 
 
The Trust received 650 complaints during 2017-18 which equated to an 
increase of 44 complaints (7%) received in comparison to 2016-17.The 
greatest number of complaints received related to Surgery, followed by 
Emergency Services and Acute Medicine.   
 
The most complained about subjects were communication, clinical 
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treatment, admission, discharge and transfer and some actions remain 
ongoing to deliver improvements in each of these areas. 
 
PALS managed 3,299 enquiries which was decrease of 6.3% compared to 
the previous year.  They had responded to or referred 94.3% of enquires 
received which was an increase of 6.3% compared to the previous year.  
Of those enquiries made, delays, waiting times and cancelations were 
regular causes of concern to patients. 
 
She was pleased to inform Trust Board that the conversion rate of PALS 
enquires to complaints remained low with only 89 of the enquires made 
being escalated to a formal complaint. 
 
The Parliamentary and Health Service Ombudsman decided on 19 
complaints last year, a decrease of 6% from the previous year.  The 
Complaint Satisfactory Survey shows 81% of complainants were either fully 
or partially satisfied with how their complaint was handled. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

HTB 
18/113 

FREEDOM TO SPEAK UP GUARDIAN  

 GS presented the report to the Trust Board which gave an update of the 
impact of the Raising Concerns Policy but also an update on strengthening 
the role and raising its profile within the Trust, 
 
He advised that the process to recruit to a seconded position for 3 days a 
week was underway and he would be interviewing three candidates during 
early August.    
 
The role would be raising publicity and awareness of the policy, looking at 
the data infrastructure for recording, using and understanding this to move 
forward.  They would also be charged with triangulating data from other 
work to determine why concerns are not being raised. 
 
The Trust Board RECEIVED ASSURANCE from the report and supported 
the actions being undertaken. 
 

 

HTB 
18/114 

CHARITABLE TRUST NOMINEE 
   

 

 AM proposed Lincoln Dawkin as a replacement on the UHCQ Charity 
Board of Trustees following the resignation of David Eltringham.  
  
He assured the Trust Board that Lincoln Dawkin had confirmed that he was 
willing to be part of this. 
 
The Trust board APPROVED Lincoln Dawkin to the Charitable Trust.  
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HTB 
18/115 

MATTERS DELEGATED TO COMMITTEES    

 There were no matters delegated.  

HTB 
18/116 

QUALITY GOVERNANCE COMMITTEE MEETING REPORTS OF 18 
JUNE AND 16 JULY 2018 
 

 

 EMS advised that the report was for 18 June and not May as the report 
stated. 
 
He highlighted to the Trust Board that the Committee had received a report 
relating to the maternity and that during August patients would be diverted 
elsewhere due to limited capacity, noting this is the first time the Trust had 
undertaken this type of action. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
18/117 

FINANCE AND PERFORMANCE COMMITTEE MEETING REPORTS OF 
27 JUNE AND 16 JULY 2018 
 

 

 The Trust Board RECEIVED ASSURANCE from the reports. 
 

 

HTB 
18/118 

AUDIT COMMITTEE MEETING REPORTS OF 16 JULY 2018  

 DP advised that the Committee had received assurance on data quality 
and the register of interests. 
 
The Trust Board RECEIVED ASSURANCE from the report. 
 

 

HTB 
18/119 

ANY OTHER BUSINESS  

 AH advised that the planning application for the car park has been 
submitted and confirmed that the Trust was not in support or had any 
involvement in a separate proposal submitted for 125 spaces.  
 
GS advised that the draft CQC report would be sent to the Trust imminently 
for factual accuracy checking. 
 

 

HTB 
18/120 

QUESTIONS FROM MEMBERS OF THE PUBLIC   

 There were no questions raised by members of the public. 
 

 

HTB 
18/121 

DATE OF THE NEXT MEETING 
 
The next Public Trust Board will be held on Thursday 27 September 2018 

 



 

Page 16 of 16 

AGENDA 
ITEM 

DISCUSSION ACTION 

at 10.00am in the Clinical Sciences Building, University Hospital, Coventry, 
CV2 2DX. 
 
 

 
 

 
SIGNED 
 

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

  
CHAIRMAN 
 

 
DATE 

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

ACTION FROM NOVEMBER 2017 MEETING 

HTB 17/196 
CHIEF EXECUTIVE 
OFFICER AND 
CHIEF OFFICERS’ 
REPORT 

KM was pleased to report that as 
part of the talent mapping process 
70% of staff had now received a 
talent rating. This will help identify 
staff with potential to progress to the 
next level and inform succession 
planning as part of the wider OD 
programme. EMS suggested it 
would be helpful to hold a strategic 
talent discussion as a Board. KM 
would be pleased to deliver a 
session around succession planning 
at a future Strategic Board meeting. 

KM  21.09.18 - The item has been re-
arranged due to a number of 
apologies being submitted for 
September's meeting. 
 
20.07.18 – Has been scheduled 
for September 
23.05.18 – A programme is 
being confirmed for the Strategic 
Board which will commence in 
June 2018. 
 
25.01.18 - Scheduled on the 
Strategic Board Work 
Programme for June 2018 

No 
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PUBLIC TRUST BOARD PAPER 
 

Subject: Chairman’s Report 

Report By: Andy Meehan, Chairman 

Author: Andy Meehan, Chairman 

Accountable Executive Director: Andy Meehan, Chairman 

Date: 27 September 2018 

 
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: 
 

 Attended the UHCW Annual General Meeting 

 Attended Cyber Security Awareness Training 

 Facilitated a Board Walk-round (Ward 14) 

 Attended monthly Charity meetings 

 Attended Chair Advisory Group Meeting (for STP) 
 

 
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 
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PUBLIC TRUST BOARD PAPER 
 

Title Chief Executive and Chief Officer Updates  

Author Chief Officer’s 

Responsible Chief 
Officer 

Andy Hardy, Chief Executive Officer 

Date 27 September 2018 

 
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 August and 
September 2018. 
 
Mr Andrew Hardy – Chief Executive Officer 
 
Meetings attended: 

 Attended the UHCW Annual General meeting 

 Attended the BMI Management Board meeting 

 Met with Simon Collings & Geraldine Linehan re Neuro IR and Renal, Neurosurgery and 
Quality reporting 

 Attended COG Residential  

 Met with Councillor Ed Ruane 

 Met with participants undertaking Leading Together, Team Leader (Cohort 14) 

 Attended the monthly Trust Guiding Team meeting with Virginia Mason Institute 

 Attended the Coventry and Warwickshire LWAB Meeting 

 Attended the local Better Health, Better Care, Better Value (BHBCBV) Board meetings 

 Attended a meeting with Ruth Light & Chris Bain (Healthwatch) 

 Attended Emergency Planning ‘Walkthrough’ with Chief Officers 

 Attended a Vascular Nursing Clinic with Lauren Wells 

 Attended the UHCW Progress Review Meeting with NHSI 

 Attended Finance and Performance Committee 

 Attended CIPFA Board meeting in London 

 Attended LMC meeting (to provide update on STP and the likely implications for General 
Practice in the City) 

 Met with partner agencies to Develop Opportunities for Collaborative Working 

 Met with NHS England 

 Attended the Future Leadership Development and Training Programme 

 Attended the Health and Social Care Scrutiny Board (5) to provide an update re BHBCBV 

 Attended UHCW NHS Trust | NHS Improvement Finance meeting 

 Attended the HMFA Dinner in London and Chaired the HFMA CEO Forum 

 Attended the Chair Advisory Group Meeting (for STP) 

 Attended the Warwick Business School Advisory Board in London 
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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  

Dr Shamil Yusuf Consultant Electrophysiology Cardiologist 

Mr Michael David Consultant Hand and Wrist Surgeon 

Dr Mohamed Shafi Abdul Malik Consultant Transplant Nephrologist 

 
 
Professor Meghana Pandit – Chief Medical Officer /Deputy CEO 
 
Meetings to highlight: 

1. Duty of candour meeting with a relative 
2. HPB meeting with specialised Commissioners 
3. Theatre productivity work 

4. Clinical Advisory Group work 

 
This report summarises the activities and achievements in my portfolio since the previous Trust 
Board Meeting.   
 
Research and Development  
The Research and Development Clinical Delivery team, led by Nic Aldridge, was ‘Highly 
Commended’ in the Workforce category for their use of Care Clox in the HSJ Value Awards and 
Prof David Snead was awarded a £2.1million National Institute of Health Research (NIHR) Health 
Technology Assessment* grant. 
 
In July, we hosted our annual Research and Development Summit, an annual knowledge 
exchange and networking day  This year, staff from 7 different Universities were invited to speak 
and the ‘Grand Round’ was led by Major Nat Taylor, one of a team of British soldiers who became 
the first female group to cross Antarctica. As part of their expedition, they came to our HMRU to 
enable us to study how they coped with the conditions as no previous physiological research on 
women in extreme environments had been completed.  During one of the sessions, 22 projects 
were identified for joint working with Life Sciences at Warwick University and we are working to 
progress some of these with a view to submitting to the ‘Medical Research Council – Confidence 
in Concept’ call in the autumn.   At the West Midlands Celebration of Innovation Awards, Prof 
Chris Imray’s SMART Chip won ‘Best NHS-Developed Medical Technology’ with Prof Richard 
King as runner-up for his Dual Mobility Shoulder Arthroplasty.  In the same month, Prof Siobhan 
Quenby was awarded a £1.4million NIHR Efficacy and Mechanism Evaluation* grant and Prof 
Damian Griffin was awarded a £240K NIHR Research for Patient Benefit* award.   
 
Prof David Snead led a national consortium to submit a £10million bid to Innovate UK, which has 
been shortlisted for interview in September.    
 

Patient Safety and Risk 
In July the trust was awarded Patient Safety Team of the Year at the 2018 HSJ Patient Safety 
Awards. The judges noted ‘An extremely enthusiastic and dynamic presentation alongside 
excellent team work. The innovative project showed strong evidence that the work has spread 
across the whole trust and displayed vast improvement.’ 
 
I presented the improvement in Patient Safety to the NHSI annual conference, which received 
excellent attendee feedback. In July the head of NHSI Head Patient Safety Investigations and 
team visited the Trust to learn about the innovations implemented at UHCW. 
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Other activity in July and August: 

 Conducted a simulation of a Family Activated Safety Team 

 Commenced a trial of positive incident reporting process 
 
Clinical Effectiveness  
Our Learning from Deaths process has continued to grow with the development and 
implementation of a dashboard, demonstrating the progress of specialties within the Trust in 
relation to the mortality review of all inpatient deaths and the use of a ‘peer review’ system where 
clinicians do not review their own deaths. The dashboard has been included in the Trust board 
mortality report and is used during the Mortality Review Committee to allow for analysis of up to 
date information. Collaborative work with the local Clinical Commissioning Groups (CCG) and 
other providers to support the learning disability mortality review programme (LeDeR programme) 
has been successful and supports other collaborative work with the CCG to monitor key mortality 
indicators such as Summary Hospital-level Mortality Indicators (SHMI).  
 
The Clinical Audit Team have initiated 98% of the 2018/2019 clinical audit programme and 
continues to support audit leads to work through the stages of their clinical audit.  
 
Patient Experience  
The Trust’s Patient Partner Programme has been successfully launched and 25 partners have 
been fully trained with a further 10 partners at various stages of the recruitment process. The 
second event took place at the Baptist Church on the 5th September, the event was well attended 
and participants evaluated it as excellent. The events provides the trust with an opportunity to 
share how it has used patient feedback to improve services, and provide patients , the public and 
stakeholders with an opportunity to learn more about new initiatives at the Trust through 
presentations and poster sessions. The FFT survey is now live in the Involvement Hub. Since the 
hub went live in February 2018 over 12, 000 patients have used the feedback kiosks to complete 
the Trust values survey. 
 
Legal Department  
The Legal Department during July and August 2018 received 54 new inquests cases.   During this 
period there were no adverse outcomes on any inquest and we have not had any Reports to 
Prevent Future Deaths for over 18 months.    For a Trust of our size this is remarkable.      
 
We received 35 new clinical negligence claims and settled 6 claims worth £ 502 334 comprising 
damages and costs to date.   
 
Medical Education 
Our WMSTC has been given Royal College of Surgeons Accreditation status and the team is 

nearing completion of Virtual induction programme.  

The Clinical skill and simulation team has now established and ran four courses to support IMG 

graduates (RFRESH) and was presented at National ASME conference this year. The team ran 

the 25th course of Airway Management and 25th course of the Human Factors & Patient Safety in 

Airway Management course. 

Catherine Baldock, resuscitation and clinical skills manager was awarded the national Kate 

Granger Award this month. The medical education website has been relaunched with a new look 

and has been made more user friendly.   

The NSS survey this year showed 11% improvement in rating compared to 2017.   

We are now a recognised GMC sponsor as an organisation and last month we appointed two 

posts for MTI in renal transplant (1 surgery and 1 medical) and continue to work on International 

Fellowship Programme. 
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Lisa Kelly – Chief Operating Officer 
 
In addition to the regular meetings such as, COG, Trust Delivery Group, COF, COAG, F & P, 
Quality Governance Committee, and Risk Committee, I have undertaken the following since the 
last Board meeting held on 26th July 2018.  
 

 Attended System Frailty Mapping workshop  

 Attended UHCW Progress Review meetings 

 Attended Provider Alliance Workshop  

 Hosted Neurology meeting between UHCW and GEH  

 Participated in WebEx meeting for Integrated and reporting demo with Epic  

 Shadowed members of the Hospital@Night Team and Clinical Site Team during a night 
shift  

 Attended CHPPD Meeting  

 Met with MacMillan Nurses 

 Represented UHCW at HPB meeting at Queen Elizabeth Hospital  

 Attended System Clinical Risk Review Meeting re Ward 14 - Children and Young People in 
Crisis. 

 Met with WMAS regarding Ambulance Handovers  

 Attended 52 Week Wait - Review & Assurance Process meeting with NHSi 

 Participated in the Royal College of Physicians review of Gerontology  

 Chaired Coventry & Rugby Local A &  Delivery Group  

 Chaired Elective Care Board 

 Chaired Emergency Care Improvement Board  

 Chaired Group Managers Meeting  

 Chaired Trust Health & Safety Committee 

 Co-chaired 7DS Steering Group   

 Attended PFI Liaison Committee Meeting 

 Attended Coventry & Warwickshire A & E Delivery Group 

 Chaired Outpatient Productivity stand ups  

 Attended Strategic Board Away Day  

 Undertook a visit to Dudley Hospital regarding RTT  

 Attended Lean for Leaders  

 Attended CIP Workshop  
 
 
Su Rollason – Chief Finance & Strategy Officer 
 
In addition to regular meetings, I have undertaken the following activities since the last Trust Board 
meeting held 26 July 2018 
 
Meetings attended: 

 NHSI finance escalation meeting 

 Undertaken Specialty Strategies on a Page sign off meetings with all Groups 

 Attended presentations for the potential introduction a legal and advice service for major 
trauma patients  

 Internal meeting – EPR Capital and Revenue 

 Attended West Midlands Directors of Finance meeting 

 Internal meeting to discuss Specialist Commissioning Tender. 

 Planning conference call to jointly chair HFMA International Symposium 

 EPR conference calls with NHSi 

 Telephone Conference - Agreement on the approach to the procurement of Faecal 
Immunochemical Testing (FIT) (Procurement strategy) 

 Chaired Rugby Theatres Programme Board. 

 Meeting with CCG’s to collectively discuss savings plans 
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 Conference call with Karin Mombourquette - The Advisory Board Company 
 

Contracting 

 Met with the Coventry and Rugby CCG Chief Finance Officer to discuss escalated issues 
relating to Quarter 1 contract performance   

 Met with Coventry and Rugby CCG and Coventry and Warwickshire Partnership Trust 
colleagues to progress contracting arrangements for the Out of Hospital Programme  

 2017-18 Reference Cost sign-off 
 

Financial Management 

 Development of draft Budget Setting Policy for 2019.20 

 Rollout of Group income forecasting 

 Contract income reporting incorporated in Group reporting 
 
Financial Services 

 Worked with capital budget holders to review the capital programme for 2018/19 and 
preparation/presentation of a report to Trust Delivery Group 

 Drafted revised capital financing application 

 Concluded VAT review with HM Revenue and Customs 

 Completion of independent charity accounts and annual report 

 Worked with Deloitte to review EPR financials and answer NHSI queries 

 Participated in meetings related to the STP back office review and commenced discussions 
around project to consolidate systems across STP organisations. 

 Provided finance support/input to discussions around Temporary Staffing Services systems 

 Provided advice/financial support to Pathology equipment replacement and transport projects 
(and business cases) 

 Commencement of new Chief Financial Accountant and adverts placed for other key vacancies 
 
Procurement 
 Review of Supply Chain Coordination Limited and the impact to the Trust 

 Top slicing calculation and savings delivery 

 Challenge product switches that deliver savings and meet clinical standards 

 Review of procurement and finance systems to start the Trust’s journey for 
GS1/PEPPOL/Scan4Safety compliance 

 Review Group Purchasing Organisation (GPO) from HealthTrust Europe and the future of 
participating in a GPO 

 

Project Delivery Office 
 Recruitment to Head of PDO and two project support posts 

 Development of Productivity reporting packs 

 CIP Idea Generation Workshops – first event held on 7 September 2018, second event 
planned for 5 October 2018 

 
 

Nina Fraser – Chief Nursing Officer 

In addition to regular meetings, I have undertaken the following activities since the last Trust 
Board meeting held 26 July 2018 

 Attended COG Residential Meeting 1-2 August 2018 

 Developed Video with DCNO and Associate Directors’ of Nursing to demonstrate the use 
of a production board for use at Stand Up 

 Attended Cyber Security Awareness Training 

 Attended Introductory Meeting with Fiona Burton Director of Nursing at South 
Warwickshire 

 Attended C&W Local Maternity System Board Meeting 

 Attended C&W STP Clinical Design Authority 
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 Attended C&W Local Workforce Advisory Board 

 Attended System Clinical Risk Review Meeting regarding Ward 14 – Children and Young 
People in Crisis 

 Undertook a Clinical time on Ward 31 on 8 August 2018 

 Undertook a clinical shift on Ward 4 on 21 August 2018 

 Undertook a Maternity Walkround on 9 August 2018 

 Undertook Executive Rounding of Ward 31 on 24 August 2018 

 Led a Nursing & Midwifery Away  Day for DCNO and Associate Directors of Nursing 

 Participated in interviews  as part of UHCW Innovation Study 

 Delivered Welcome Speech at ‘Afternoon of Gratitude’ – UHCW event 

 Deputised for CEO at Trust Guiding Board Meeting 

 Participated in Modern Matron Away Day 

 
Director of Nursing & Deputy Chief Nursing Officer 

 During August the main focus has been on patient flow with the Operations team and 
Modern Matrons 

 Met with Celeste (VMI Sensei) during her visit to the Trust 

 Attended the NHS PJ Paralysis Tea Party  

 Participated in a Board Walk Round of ward 42 on 16 July 2018  

 Undertook Executive Rounding of Ward 33 and Walk-round of Neurosciences on 16 July 
2018 

 Undertook Executive Rounding of Day Surgery Unit in Rugby on 14 August 2018 

 
Recruitment and Retention  

 Over the next two months we welcome over 100 new nurses and midwives to UHCW 
and St Cross.  

 Our overseas recruitment campaign has been a real success. To date we have recruited 
77 nurses from Europe, the Philippines and India (28 started in the Trust since April). 
These nurses are working across the trust and are required to pass their OSCE to become 
registered in the UK.  

 We are focusing on retention of our staff and making sure that we focus on staff induction, 
professional growth and engagement because research tells us that by developing and 
engaging our staff our patients get the very best care. We are also exploring what we can 
do to ensure that we are providing flexible working opportunities and supporting those staff 
who wish to explore their retirement options.  

Professional Standards and Patient Experience 

 The CQC rated the End of Life Volunteer Companions as Outstanding.  The end of life 
care and chaplaincy service worked in partnership with the local community trust and 
hospice to develop a Compassionate Communities initiative. The initiative provided a 
service where specially trained volunteers to support people in the community. The trust 
took the lead in providing the volunteers and coordinating the service. The service 
included support for those in the last year of life, those in the last days of life and their 
carers, and those who had been bereaved. Other community projects included support for 
patients with respiratory conditions who were at risk of unplanned admission to hospital, 
with initial evidence suggesting a 20% reduction in admission to hospital for this group of 
patients. 

 Also in the outstanding section of the report the CQC saw evidence of outstanding care 
and responsiveness to patients with complex needs such as those living with dementia or 
a learning disability in medical care wards.  There are activity coordinators working across 
the medical inpatient wards with identified activity day rooms. The activity coordinators 
introduce newly admitted patients to the room and discuss their interests and likes with 
them. The coordinators provide a range of activities for patients, such as music therapy, 
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live bands, afternoon tea, art, and movie days. Art work of patients is displayed in the 
activity rooms. 

 The CQC identified the need to continue to improve facilities for having difficult 
conversations with relatives in clinical areas. The Pilot of a sensitive communication room 
has been agreed and will be funded by our hospital charity.  Further rooms across the 
trust are likely to be identified for the same purpose if the pilot is successful.  

End PJ Paralysis Campaign 

 The 70-day #EndPJparalysis Challenge was held across the UK and Ireland from 17 April 
to 26 June 2018, to tie in with the 70th anniversary of the NHS on 5 July 2018.  This has 
become a global social movement embraced by nurses, therapists and medical 
colleagues. Having patients in their day clothes whilst in hospital, rather than in pyjamas 
(PJs) or gowns, enhances dignity, autonomy and experience as well as, in many 
instances, shortening their length of stay. For patients over the age of 80, a week in bed 
can lead to 10 years of muscle ageing, 1.5 kg of muscle loss, and may lead to increased 
dependency and demotivation. Mobilising (moving) has been shown to reduce falls, 
improve patient experience and reduce length of stay by up to 1.5 days. 

#EndPJparalysis has gained the support of patients and their carers, the latter who love 
that their relative is up and dressed when they come into see them. For this reason we are 
encouraging patients and carers to bring in comfortable day wear whilst their loved one is 
in hospital. The trust is planning a study day for staff later in the year to educate and 
influence practice so that patients are up and dressed.  

Quality & Patient Safety 

 20 Omnicell (Automated Medicine Cabinets) have been rolled out across the Trust to date 
to support improvements in patient safety 

 Demonstration session held for staff at the Hospital of St Cross in Rugby on 17 
September 2018, which was very well attended, in preparation for go-live at the end of 
January 2019 

 There has been very good staff engagement throughout the roll-out process 

Education & Research 

Partnership working including: 

 Education & Development subgroup (Midlands and East) subgroup of LWAB 

 Strategic Partnership – Coventry University 

 Regional TNA workshop hosted at Coventry University 

 Nursing Apprenticeships Partnership meeting 

 HEE hosted Nurse Degree apprenticeship workshop 

 Meeting with Professor Jane Coad re iCAhRE – steering group in development 
 
 
Karen Martin, Chief Workforce and Information Officer 
 
CWIO diary:  
I have attended all the usual Chief Officer meetings including COG, F&P, TDG, QGC, Risk 

Committee and the Leadership Event. I have also chaired Joint Nurse/Workforce Forum, 

Transforming Workforce Supply Committee and Strategic Workforce Committee.    

Other commitments have included: 

 Attended Ideas Den  
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 Retail/patient catering to shadow as part of “Day in the Life of” 

 A meeting of Coventry and Warwickshire LWAB  

 Attended an afternoon session of Strategic Planning for Nursing 

 Attended Better Health, Better Care, Better Value board meetings 

 AUKUH HRDs Meeting in London 

 A meeting of the Regional Talent Board 

 Board Walkaround – Ward 33  

 Attended the Leading Together – Leading & Valuing Diversity Masterclass  

 UHCWi Lean for Leaders - Cohort 10 - Session 2 & 3 

 Attended Coaching Coffee Club in Birmingham 

 Chaired West Midlands HRD meeting and Telecon call 

 

Employee Relations 

Over recent months and following on from discussions with Chief Officers and other colleagues 

we have looked at assurance, awareness and escalation processes around both high profile, 

media and multi-disciplinary employment cases. A strengthened and more proactive approach is 

now in place. For ease of reference this is outlined in the addendum attached to this paper. 

 

Communications: 

 Care Quality Commission (CQC) – On 31 August 2018, the Trust’s CQC report was 

published.  The Communications team at UHCW supported CQC with the publication of 

the report, ensuring that key messages were shared with staff, patients, the public and 

stakeholders. 

 Outstanding Service and Care Awards – over 800 nominations were received this year 

for the Trust’s prestigious annual awards scheme, including many from members of the 

public.  There will be 12 awards this year, and the shortlist, which includes apprentices, 

doctors in training, consultants, nursing and therapy staff, was announced to staff in 

August.  The ceremony will take place on Friday 28 September. 

 Social Media – in August, the Trust reached the milestone of over 15,000 people 

following and/or liking the main @nhsuhcw Facebook page.  UHCW NHS Trust has 

received national recognition for its social media presence and work to engage with 

patients and the public.  The Trust’s Facebook and Instagram channels are amongst the 

most successful social media accounts for NHS Trusts in England. 

 

Equalities 

 Training – Unconscious Bias Masterclass x 3 including Patient Partners’ programme and 

Volunteers’ induction. 

 BME (Black and Minority Ethnic) Stepping Up Leadership Programme – UHCW 

hosted first three days of the programme with 12 participants from this Trust.  Feedback 

so far has been very positive.  Final 2 days to take place C&WPT in September. 

 Trust Board Annual Update – a report was received by Trust Board providing an update 

regarding progress against EDS2, final RAG rating is Green.   

 Workforce Race Equality Standard (WRES) – data successfully uploaded by designated 

deadline date.  The supporting action plan will be completed and signed off by Chief 

Workforce and Information Officer by the deadline date of 28th September. 

 

Performance and Informatics: 

 The Performance team have been focused on the development of strategic alignment of 

KPIs to group level. The Performance Framework is in draft form and will follow 

https://www.facebook.com/NHSUHCW/


UHCW Trust Board – 27 September 2018 
Enc 4 – Chief Officer Updates  Page 9 of 11 

governance process for sign off. This will enable the alignment of the Strategy from Board 

to ward. In addition the team are working collaboratively with UHCWi team to align our 

UHCWi workstreams to the Trust Strategy.  

 The Corporate Information team is exploring diagnostic reports and using lean 

methodology to reduce time and processes. In addition the central data quality team are 

heavily involved in the productivity workstreams utilising key staff members to aid standard 

operating processes.  

 The analytical team continue with the productivity workstreams and data flows for the 

project teams. Theatre data production is now fully supported within the Performance 

and Informatics portfolio allowing greater transparency on the performance outputs.  

 The Information Systems Development team continues to work on the agency web 

based portal to aid national reporting requirements. The team is working through the 

revision to the board scorecard to support performance information flows. 

 The Clinical Coding team has achieved the coding deadline for the fourth consecutive 

month. Work continues on improved coding quality with a clear focus on Clinical 

engagement and improved documentation. Outpatient Procedure coding has been a 

clear area of focus aligned to the productivity outputs.  

 

Workforce:  

 Leadership Development - on 28th August, Leading Together celebrated 700 participants 

having commenced the programme.  The first Leadership Conference for Leading 

Together alumni has been confirmed for 4th December 2018.   

 

 A number of Apprenticeship programmes are due to commence in September & 

October 2018, which will see 25 new recruits join the Trust in HCA, Business Admin and 

Senior Clinical Analyst roles.  The majority of upcoming programmes will provide 

opportunities for existing staff to develop their careers, with Apprenticeships being utilised 

for the first time in Healthcare Science Practitioner, Healthcare Assistant Practitioner and 

HR Support. 

 

 The new AfC Pay Deal arrangements have now been implemented with staff receiving 

their new pay rates in July and backpay in August. Work continues to implement the 

outstanding elements that are included within the overarching pay deal i.e incremental 

progression being linked to performance. 

 

 Annette Jarrett (PALS Officer) has been elected to the role of Joint Staff Side Chair, 

along with Denise Crampsie on a two year tenure.  

 

 We are busy making plans for our annual Long Service Awards to celebrate staff with 

over 25 years of NHS service. A celebratory evening will take place on 23rd November.  

 

 We have developed our Organisational Development, Workforce and Innovation 

Strategy in support of the delivery of the overall Trust strategy.  It’s aim is to transform 

culture to make UHCW a great place to work, where we have engaged staff aligned to our 

vision, values and goals who feel able to optimise their potential and put our patients first.  

Progress against this will be monitored through The Strategic Workforce Committee. 

 

 Our Staff Engagement team have engaged with over 500 staff as part of our work to 

cascade the Trust strategy and help staff to understand their role in its delivery.  This work 

continues throughout September.   
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 Quarter 1 Staff Friends and Family Test saw our best results since 2016 with 20% of 

staff responding.  91% of staff responded mainly good to the overall impression of working 

at UHCW, 90% of staff would recommend us as a place to be treated and 74% of staff 

would recommend us as a place to work  

 

 ESR Transformation – a programme of work was presented and approved through 

Strategic Workforce Committee in August 2018. This 12 month work programme will focus 

on how we utilise the system to achieve maximum impact, with a focus on improving 

customer experience, data quality and self-service functionality tying into 

implementing waste through workforce focussed administration processes, improving 

understanding around e-learning and mandatory training and establishment control.  

 

ICT 

 We achieved accreditation to the new version of the ISO9001 quality management 

system standard and the ISO27001 accreditation for the Information Security 

Management System has also been maintained.  

 The ICT Self Service portal, which allows customers to log a call, view open and closed 

calls and add call notes, is now live. We are in the initial stages of promoting the solution 

Trust wide.     

 Managed Print Service; definition of the future state requirements completed, Proof of 

Concept finalised, contract discussions in the final stages prior to agreement, 

implementation planning work well underway      

 Following SCCI1596 accreditation by NHS Digital, work now taking place to agree the 

solution design and plan the implementation of the secure email system at the Trust  

 Care Clocks shortlisted for Nursing Times Award 

 Numerous changes implemented in CRRS, including Results Acknowledgement for 

Cardiac Investigations, Respiratory Physiology and Neurophysiology. Changes to WL 

eRequesting following RPIW, Domiciliary Non-Invasive Ventilation Alerts and Endocrine 

Dynamic Testing Referral 

 Significant migration of CRRS to a new architecture for resilience 

 Following development work we are now able to send cancelled GP Radiology request 

back to the GP Practice, therefore providing more effective communication to our 

stakeholder. 

 

EPR 

 Work on current state assessment has continued to allow us to understand the breadth 

and scale of change required to adopt an EPR solution into the Trust 

 Negotiations with our preferred supplier continue. Further work on understanding the 

scope of the solution is underway to ascertain whether certain modules can be deferred or 

taken out of the proposal. 

 We had our first Challenge and Confirm meeting with NHSI regarding the Outline 

Business Case and their observations are being addressed 

 Work on the Full Business Case continues, mainly on assessing the level of benefits to 

be realised. 

 

Innovation 

 The 3rd Annual Ideas Den took place on Friday 10th August – We had 4 Ideas presented, 

including: a Physio App concept; an innovative way to digitally promote our values 

programme; a new approach to our UHCW@home service looking at video virtualisation 
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and a junior doctors e-rostering concept. We will now look to offer continued project 

support to all four. 

 During the previous Ideas Call / Clinic / Den round we had a total of 16 ideas, 11 were 

signposted to other departments as an improvement piece, 4 were invited to the Den and 

1 was postponed for the next Den.  

 One of our four submissions to the National Test Beds competition has been successful 

in making it through to the final stage of the competition. The application of a unique digital 

solution to improve acute oncology patient outcomes and experience, led by Dr Penny 

Kechagioglou and Tej Gudka. The team were invited to present to a panel from Innovate 

UK on Monday 13th August 2018 and we find out if we are successful on Friday 31th 

August. The planned start date for the Test Bed would then be the 1st October 2018. 

 

Enablement 

 The team continues to support the three major CIP work streams of  Outpatient 

Productivity, Theatre Productivity and Patient Flow 

 The Trust has now gone live with paper switch off for GP to Consultant new referrals in 

preparation for the 1st October deadline 

 Next phase of work for the use of video virtual technology is in planning  

 

KPO 

 The new cohort of Lean For Leaders are on Session 2 with 74 staff in this cohort 

 The Discharge Value Stream has just completed an RPIW looking at improving the 

Discharge Letter and TTO process for Acute Medical Patients 

 The Patient Safety Incident Value Stream work was part of the successful Health 

Service Journal Award for Patient Safety Team of the Year 

 The number of staff working through their Improvement Passports has now reached 

711. 

 
Employee Relations Briefings 
 
Following a range of discussions and our usual review process briefly set out below are the key 
processes/flows in place to provide clarify for Board members: 

 All known media coverage is notified to all Board members ahead of publication with 

media copy shared after the event as appropriate 

 All employee casework is reviewed and monitored via appropriate forums led at senior 

level: 

 
 Medical Staff – Medical Concerns meeting chaired by Chief Medical Officer with Chief 

Workforce and Information officer attendance meets fortnightly 

 ER Casework review (all non-medical staff) – led by Associate Director of Workforce 

meets monthly 

 
 Trust Board receives a six monthly report on all cases highlighting core numbers, learning 

and key themes 

 Trust Delivery Group (TDG) now has a regular report on all casework in order to retain 

oversight of key themes 

 QGC continues to be briefed as appropriate and required by Chief Medical Officer and/or 

Chief Nursing Officer where any patient safety issues give rise to individual employee 

concerns 
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Executive Summary 
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Indicators 

achieved 

Indicators  in 

exception 

Indicators  in 

watching 

status 

Total 

indicators 

Safest care and excellent 

experience 
6 4 0 10 

Leader in operational 

performance 
3 7 1 11 

Model employer 2 0 3 5 

Achieve financial 

sustainability 
1 2 0 3 

Frontrunner in research 

innovation and education 
3 1 0 4 

All domains 15 14 4 33 

15 KPIs achieved the target in August 

The Trust has achieved 15 of the 33 indicators reported within the Trusts performance scorecard. The Trust scorecard has been updated and 

aligns Trust level indicators with the objectives outlined in the Trusts 2018-2021 Organisational Strategy. New indicators include Stranded 

Patients, Educational Supervisors with a Completed Educational Appraisal and Medical Trainees per Education Supervisor. 
 

The Trust’s performance against the 4 hour standard was 85.9% in August. 
 

The RTT incomplete position remains below the 92% national target and has improved slightly to 84.3% for July. Nine specialties reported an 

improved position in July. There have been sixteen 52 week incomplete pathway breaches in July. This was a decrease of eleven from June. 
 

In July the Trust achieved six of the eight national cancer waiting times standards. The Two Week Wait Suspected Cancer and Two Week 

Wait Breast Symptomatic standards were not met. 
 

Two serious medication errors have been reported – one in July and one in August. Both have investigations underway to determine root 

causes and lessons learnt. 
 

Following Dr Foster’s annual refresh process HSMR scores for  April (89.27) and May (98.24) have now been released. 
 

At month 5, the Trust is reporting a £12.4 deficit, £0.7m adverse to plan. The forecast position for the year is a £10.4m deficit, also £0.7m 

adverse to plan. 

 

 

 

What’s Not So Good? 

18 Weeks RTT - Incomplete 

RTT 52 week waits 

Serious Medication Errors 

What’s Good? 

Sickness Rate 

Staff Survey – Recommended as a 

place of work 

CIP Delivery 

KPI Hotspot 
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Performance Trends 
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Improving 

 

(3 months 

consecutive 

improvement) 

Deteriorating 

(red indicators 

worsening) 
 

(3 months 

consecutive 

deterioration) 

Deteriorating 

(green/amber 

indicators 

worsening) 

(3 months 

consecutive 

deterioration) 

• Personal Development Review – Medical has shown a three 3 month improvement and August 2018 reports the  

best performance since April 2015. Improvements have been seen for Neurosciences, Specialist Medicine and 

Ophthalmology, St Cross and Trauma & Orthopaedics and Surgery groups. Care of Elderly remains at 100% 

compliance. 

• Mandatory Training Compliance has deteriorated for three consecutive months. This deterioration has been seen 

across most specialty groups. 

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



Group summary of performance – A&E and associated metrics 

Integrated Quality, Performance and Finance Reporting Framework 

Last minute (on the day) non-clinical cancelled operation rates 

have risen to 0.8% for August and achieves target. The groups 

with the highest levels of cancellations were Trauma 

&Orthopaedics (3.6%) and Neurosciences (2.6%). Ward bed 

unavailable, Surgeon ill and emergency theatre slot required 

were the main reasons for these cancellations. 

The percentage of diagnostic waiters who waited 

over 6 weeks has increased this month to 0.24% 

against the 1% target. The number of breaches 

rose to 28. 19 breaches were within Imaging, 4 in 

Urology, 2 in Sleep Studies, 2 in Audiology, 1 in 

Neurophysiology. The total number of waiters has 

fallen to 11,492 in August.  

8 

The Trust’s performance against the 4 hour standard was 85.9% in August. The breakdown of performance by ED type and site is; 80.2% on the 

University Hospital site, 99.7% at Rugby St Cross and 99.3% at the Walk in Centre. 

 

The financial year (18/19) to date position for the Trust is now 88.3% above our submitted trajectory of 85.5%.  

 

The focus remains on monitoring adherence to the ED timed pathways, enhancing patient pathways through Ambulatory Care to support flow 

and protection of the assessment areas to provide direct access for patients. 

 

Integrated Urgent Care Improvement and Ambulance Handover plan is in place and monitored through fortnightly weekly Emergency Care 

Board 

 

 

 

 



 
 

Group summary of performance – Referral To Treatment  
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In July Trust performance was 84.3% which was a slight improvement of 

0.1% from June. Nine specialties reported an improved position for July, 

these included; Dermatology (1.9%), Neurosurgery (1.3%), Ophthalmology 

(0.6%) and Trauma & Orthopaedics (0.4%). 

January to July 2018 saw more month on month increases in performance 

than any other corresponding period in the last six years. This reflects the 

Trusts ongoing commitment to improvement in elective care pathways such 

as the paperless e–referral project and the theatre utilisation workstream. 

 

 

• Women & Childrens 

(90.2%) 

• Theatres & 

Anaesthetics (89.8%) 

• Specialist Medicine 

and Ophthalmology 

(87.1%) 

• Trauma & 

Orthopaedics (81.6%) 

• Neurosciences (80.6%) 

• Surgery (79.6%) 

• Clinical Diagnostics 

(74.5%) 

3 out of 10 groups achieved the National RTT incomplete target 

The Trust reported sixteen 52 week incomplete pathway 

breaches in July. This was a decrease of eleven from last month. 

Breaches occurred in Ophthalmology (4), Surgery group (8), 

Neurosciences (2), Trauma & Orthopaedics (1) and 

Interventional Radiology (1). 

Of those 52 week patients reported in July, 5 remained on an 

Open Pathway at the end of August. All have plans in place. 

Capacity and patient choice were the main reasons for delays in 

the pathway. 

 

Behind target 

(number behind) 

On target 

123 

RTT Incomplete 84.3% 
(Last month 84.2%) 

National Target 92% 

• Oncology, 

Haematology and 

Renal (98.1%) 

• Care of the Elderly 

(95.3%) 

• Cardiac and 

Respiratory (94.4%) 
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In July the Trust achieved six of the eight national cancer waiting times standards.  

 

The Two Week Wait Suspected Cancer and Two Week Wait Breast Symptomatic 

standards were not met. 

 

The TWW suspected cancer target was not achieved due to the consultant 

vacancies within Gynaecology and the resulting lack of capacity. The TWW Breast 

Symptomatic target was not achieved due to a significant fall in the number of 

breast symptomatic referrals (reduced to ten) which resulted in two breaches 

causing a major impact on performance.  The reduction in breast symptomatic 

referrals has been raised with the CCG with the request that they remind GPs of 

their options when referring patients with breast symptoms into UHCW.  

  

Daily monitoring of TWW performance continues to try and prevent unnecessary 

delays in patient pathways with the overall aim of full compliance for 2018/19.  

 

6 cancer 

standards 

achieved in  

July. 

104 days and over target not met 
 

In July the Trust had three breaches (five patients) 

treated on or after day 104. 

• Urology had 1.5 breaches (three patients) due 

to late referral. 

• Gynaecology had 1 breach (1 patient) due to a 

complex pathway. 

• Lung had 0.5 breaches (1 patient) due to late 

referral. 

2WW            31 day             62 day 

Performance against cancer standards by tumour site – 2018/19 ytd 
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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 
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Quality & Safety 

Scorecard Indicators 

achieved 

Indicators  

in 

exception 

Indicators  

in watching 

status 

Total 

indicators 

Excellence in 

Patient care and 

experience 
21 17 7 45 

Leading research 

based health care 

organisation 
2 1 2 5 

Leading training 

and education 

centre 

2 0 0 2 

All domains 25 18 9 52 

      17                  7    21 Excellence in Patient Care and Experience 

Leading Research Based Health Care Organisation 

2 

 

Leading Training and Education Centre 

The Quality and Governance scorecard has been amended to 

include new indicators for Average Number of Daily Stranded 

Patients, Educational Supervisors with a Completed 

Educational Appraisal and Medical Trainees per Educational 

Supervisor in support of the Trusts 2018-2021 Organisational 

Strategy. Further indicators are in development. 

 

The Trust reported sixteen 52 week incomplete pathway 

breaches in July. This was a decrease of eleven from June. 

  

Two serious medication errors have been reported – one in 

July and one in August. Both have investigations underway to 

determine root causes and lessons learnt. 

Following Dr Foster’s annual refresh process HSMR scores for  

April (89.27) and May (98.24) have now been released. 

 

Complaints turnaround achieved 81% for August. The number 

of complaints received in August increased to 71 (57 for July). 

 

25 KPIs achieved the target in August 

2 2 
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Trust Scorecard – Quality and Governance Committee 

Reporting Month August 2018 
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Trust Scorecard – Quality and Governance Committee 

Reporting Month August 2018 
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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) 

• No indicators have shown improvement for three consecutive months. 

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

months 

• MRSA High Risk Emergency Screening has reduced for the last three consecutive months. 
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Area of underperformance – Medication Error Causing Serious Harm 
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Medication errors causing serious harm have been reported in July and August. 

 
 
 

There was one serious medication incident reported in August 2018 

which relates to a transcribing error.  

 

• On the 04 August 2018, Patient A’s family raised concerns regarding 

the patient’s drowsiness. On review of the patient by a medical SHO, 

the patient’s drug kardex was noted to be a replica of Patient B’s.  

• Patient A had been administered these drugs since the 04 August 

2018, along with his own medication. Patient B’s drug kardex had 

been re-written on the evening of the 4th August 2018, but the 

incorrect patient label was placed on the kardex.  

• The drowsiness resolved following correction of medication charts. 

The incident is recorded as low harm but it has been reported as a 

serious incident to ensure learning occurs.  

• The investigation is underway to determine root causes and lessons 

learnt from the incident. 

 

Immediate actions taken 

 

• Family Informed of the error.  

• Immediate Review by the Patient Safety Response Team. 

• Pharmacy and ward staff to check all patient’s drug kardexes to 

ensure the correct medication has been prescribed.  

• Ward staff to discuss the drug kardex process as safety huddles and 

board rounds each day, due to high turnover of staff. 

• Drug kardexes to be double signed in the absence of a ward 

pharmacist. 

• The investigation is underway to determine root causes and lessons 

learnt from the incident. 

 

  

15 

There was one serious medication incident reported in July 2018. This was 

opened as a Serious Incident on 02 August 2018.  

 

• Inter-hospital transfer following a fall. History of COPD, prostate cancer. 

CT showed contusions and subdural haematoma. Staff noted the smell 

of alcohol. Abnormal movements thought to be possible fit activity and 

maybe suffering alcohol withdrawal. Decision made to commence 

Diazepam regime.  

• The patient went into respiratory arrest at 13:00, flumazenil 

administered.  

• The patient developed severe type 2 respiratory failure, deemed too 

unwell for ITU and poor prognosis, subsequently sadly passed away.  
 

Immediate actions taken 
 

• Medical team responded to immediate 2222 call, and management plan 

instigated.  

• Neuro team monitored closely throughout day and discussions with ITU. 

• Immediate Review by the Patient Safety Response Team.  

• The investigation is underway to determine root causes and lessons 

learnt from the incident.  



Integrated Quality, Performance and Finance Reporting Framework 

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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Ward Staffing Levels 

National guidance from NHSi (June 2018) requires that by September 2018 we review safe staffing using Care Hours Per patient 

day (CHPPD) as a more valid measure than fill rate of staff. NHSi recommend that we use this measure to determine effective 

deployment of staff operationally and as a benchmarking tool. Using Model Hospital data we are placed in Quartile 3 when 

comparing ourselves nationally. In July CHPPD delivered by similar trust size with similar clinical output was 8.7 hrs compared  to 

8.4 hrs at UHCW. There has been minimal variation (1.9%) in the Trust CHPPD in-patient areas from M4-M5.  Our reports now 

focus on areas with a  +10%  or  -10% variance in their CHPPD from the previous month and we have used the data to help to 

explain the rational for this. UHCW continue to have twice daily safe staffing meetings to ensure that the right staff are in the right 

place at the right time and these are being introduced onto night shift. 

RN - Registered Midwives/Nurse   CS - Care Staff 



        6 

 

  

     3 

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 

the Trust's plan for 2018/19. Further details on revised KPIs have been provided in the Integrated Finance Report that is submitted to Finance 

and Performance Committee. 
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Indicators 

achieved 

Indicators  

in 

exception 

Indicators  

in watching 

status 

Total 

indicators 

Excellence in Patient 

care and experience 
15 17 3 35 

Delivery of value for 

money 
1 6 3 10 

Employer of choice 3 1 4 8 

Leading research 

based health care 

organisation 

0 1 1 2 

Leading training and 

education centre 
2 0 0 2 

All domains 21 25 11 57 

The Trust’s performance against the 4 hour standard was 

85.9% in August. 

 

The RTT incomplete position remains below the 92% national 

target and has improved slightly to 84.3% for July. Nine 

specialties reported an improved position for July 

There have been sixteen 52 week incomplete pathway 

breaches in July. This was a decrease of eleven from June. 

In July the Trust achieved six of the eight national cancer 

waiting times standards. The Two Week Wait Suspected 

Cancer and Two Week Wait Breast Symptomatic standards 

were not met. 

 

At month 5, the Trust is reporting a £12.4 deficit, £0.7m adverse 

to plan. The forecast position for the year is a £10.4m deficit, 

also £0.7m adverse to plan. 

   17 

 

   3         15 Excellence in Patient Care and Experience 

         1 1 Leading Research Based Health Care Organisation 

  2 Leading Training and Education Centre 

Delivery of Value for Money 

                      1          4 Employer of Choice 

17 

21 KPIs achieved the target in August 

1 

  3 
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Trust Scorecard – Finance and Performance Committee 

Reporting Month August 2018 
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Trust Scorecard – Finance and Performance Committee 

Reporting Month August 2018 
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Updates on Control Total 

Movements within the control total include under delivery on contract income 

(1.1% adverse to plan); other income (1.3% adverse to plan) and pay and non-

pay overspends (3.8% adverse to plan). The Trust is reporting a forecast deficit 

of £12.4m as at month 5. 

Trust Position Post Technical Adjustment (control total) 

Updates on Surplus/(Deficit) position  

The forecast net deficit position is £10.4m,  £0.7m adverse to plan. 

Surplus / (Deficit) position (control total) 

At month 5, the Trust is reporting a £12.4 deficit, £0.7m adverse to plan. The forecast position for the year is a £10.4m deficit, also 

£0.7m adverse to plan. 
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Finance | Headlines August 2018 

AGENCY SPEND 

£11.4m 

£11.4m actual spend year-to-

date on agency against NHSI 

profile of £9.8m 

Capital 

Cost Improvement 

Programme forecast 

delivery is £26.4m against a 

target of £37.5m. 

 

The Trust has a 

Provider Sustainability 

Fund target of £15.5m. 

PSF 
71% 

Month 5 reports £3.7m PSF 

income, £0.7m adverse to 

plan due to missed A&E 

targets. 

Annual Plan £42.8m.  

Forecast  £25..8m 

Capital Expenditure of 

£3.1m at month 5. 

CONTRACT & ACTIVITY  

INCOME 

0.0 % 

under-

performa

nce 

Over performance on income is  

driven by  over-performance on 

Emergency activity and 

underperformance on Elective 

activity and Non-SUS. 

Contract income from 

activities reports a favourable  

variance of £0.1m against a 

plan of £234.7m. 

(£9,693) (£10,388) 

(5,909) 

(1,353) 

(24,057) 

27,591 

2,894 139 

(£45,000)

(£40,000)

(£35,000)

(£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

£'000 

underperformance 

year-to-date  

Year-to-date delivery of £12.4m 

against a target of £9.6m. 

Trust is forecasting £22.8m spend 

on against the £22.8m NHSI 

agency ceiling. 

Trust Plan 
(£9.285) 

(5.8) (6.1) 

(9.5) (9.8) 

(11.7) 

(16.8) 
(14.9) (15.1) (15.6) 

(13.7) 
(15.9) 

(9.7) 

(5.8) (6.1) 

(9.4) 
(10.5) 

(12.4) 

(14.5) 

(11.1) 
(9.6) 

(12.6) 

(10.6) 
(12.2) 

(10.4) 

(£18.0)

(£16.0)

(£14.0)

(£12.0)

(£10.0)

(£8.0)

(£6.0)

(£4.0)

(£2.0)

£0.0

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

M
ill

io
n

s 

Trust Plan Cumulative Budget Cumulative Actual Cumulative Forecast
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SOCI – Statement of Comprehensive Income 

Reporting Month August 2018 

Integrated Quality, Performance and Finance Reporting Framework 

The Trust reports a forecast £10.4m 

control total deficit at month 5, which is 

£0.7m adverse variance to the planned 

control total deficit. 

The year-to-date position is a £12.4m control 

total deficit, which is £0.7m adverse variance 

to the plan.  

 

The forecast position is a £10.4 control total 

deficit, £0.7m adverse variance to the plan. 

The variance is due to loss of Provider 

Sustainability Fund (PSF) income for the first 

quarter of the year because of the A&E target 

being missed. 

 

Overall Group expenditure forecasts are 

£24.1m adverse to  budget, largely driven by 

under-delivery of CIP and cost pressures, 

some of which are covered by funding held in 

reserves. 

 

The Trust’s efficiency programme continues 

to be measured against the revised target of 

£37.5m.  

 

Plan

£'000

Budget 

(£'000)

Forecast 

(£'000) £'000 %

Budget 

(£'000)

Actual

(£'000) £'000 %

Contract income from activities 547,363 557,989 552,080 (5,909) (1.1%) 234,730 234,844 114 0.0%

Other income from activities 8,820 14,377 14,714 337 2.3% 5,927 6,217 290 4.9%

Other Operating Income 93,278 94,962 93,272 (1,690) (1.8%) 35,495 34,008 (1,487) (4.2%)

Total Income 649,461 667,328 660,066 (7,262) (1.1%) 276,152 275,069 (1,083) (0.4%)

Pay costs (382,659) (375,296) (395,798) (20,502) (5.5%) (159,692) (163,211) (3,519) (2.2%)

Other operating expenses (220,775) (237,644) (241,199) (3,555) (1.5%) (99,329) (101,105) (1,776) (1.8%)

CIP gap to target delivery 11,058 11,058

Additional savings required 16,533 16,533

Reserves 0 (8,361) (5,467) 2,894 34.6% (5,979) (260) 5,719 95.7%

Total Operating Expenses (603,434) (621,301) (614,873) 6,428 1.0% (265,000) (264,576) 424 0.2%

EBITDA 46,027 46,027 45,193 (834) (1.8%) 11,152 10,493 (659) (5.9%)

Depreciation (24,986) (24,986) (24,986) 0 (10,410) (10,411) (1)

Interest Receivable 60 60 60 0 25 47 22

Interest Charges (1,189) (1,189) (1,189) 0 (427) (435) (8)

Financing Costs (28,166) (28,166) (28,166) 0 (11,738) (11,749) (11)

Unwinding Discount (10) (10) (10) 0 (10) (10) 0

PDC Dividend (1,021) (1,021) (1,021) 0 (425) (425) 0

Profit / loss on asset disposals 0 0 11 11 0 6 6

Net Surplus/(Deficit) (9,285) (9,285) (10,108) (823) (8.9%) (11,833) (12,484) (651) (5.5%)

EBITDA % 7.1% 6.9% 6.8% 4.0% 3.8%

Net Surplus % (1.4%) (1.4%) (1.5%) (4.3%) (4.5%)

Technical Adjustments:

Donated/Government grant assets 

adjustment
(408) (408) (280) 128 31.4% 100 58 (42) (42.0%)

Trust Position Post Technical 

Adjustment (Control total)
(9,693) (9,693) (10,388) (695) (7.2%) (11,733) (12,426) (693) (5.9%)

5 months ended 

31 August 2018

Year to date Variance to planFull Year Variance to plan
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SOFP – Statement of Financial Position 

Reporting Month August 2018 

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. 

Year to date  

The Statement of Financial Position remains broadly on 

target as at 31st  August 2018. 

The only noteworthy variances are: 

• Property plant and equipment is £8.1m below plan 

due to slippage in capital expenditure pending 

approval of the Trust's capital programme by NHS 

Improvement; 

• Non-current receivables is £2.6m above plan due to 

slippage in the  PFI capital programme 

• Current receivables  are £7.9m above plan  mainly 

due to outstanding commissioner invoices relating  to 

2017/18  where final queries are in the process of 

being resolved 

• Cash balances are £5.3m higher than plan and arises 

from the net impact of the increase in liabilities  

(mainly payables) partially offset by the increase in 

receivables.. 

• Current payables  are £10.6m above plan  and relates  

to accrued expenditure for which invoices have not yet 

been received/processed. 

Forecast 

The Statement of Financial Position is currently forecast 

to be broadly in line with plan as at 31st March 2019.   

However, it is anticipated that pending approval of the 

capital programme by NHS Improvement, the capital 

programme is likely to show an underspend for the first 

two quarters of the year. 

 

Plan

(£'000)

Forecast Outturn 

(£'000)

Variance

(£'000)

Plan

(£'000)

Actual

(£'000)

Variance

(£'000)

Non-current assets

Property, plant and equipment 369,086 351,945 (17,141) 341,140 333,084 (8,056)

Intangible assets 7,226 7,226 0 7,644 7,649 5

Investment Property 8,575 8,575 0 8,575 8,575 0

Trade and other receivables 35,575 33,517 (2,058) 39,803 42,394 2,591

Total non-current assets 420,462 401,263 (19,199) 397,162 391,702 (5,460)

Current assets

Inventories 13,446 13,446 0 13,446 14,309 863

Trade and other receivables 44,292 43,596 (696) 47,200 55,056 7,856

Cash and cash equivalents 1,008 1,009 1 1,223 6,555 5,332

58,746 58,051 (695) 61,869 75,920 14,051
Non-current assets held for sale 0 0 0 0 0 0

Total current assets 58,746 58,051 (695) 61,869 75,920 14,051

Total assets 479,208 459,314 (19,894) 459,031 467,622 8,591

Current liabilities

Trade and other payables (59,953) (60,618) (665) (75,077) (85,716) (10,639)

Borrowings (6,016) (5,218) 798 (6,158) (7,103) (945)

DH Interim Revenue Support loan (11,646) (11,646) 0 (8,717) (8,717) 0

DH Capital loan (3,270) (3,870) (600) (4,020) (4,020) 0

Provisions (5,707) (4,927) 780 (5,707) (2,772) 2,935

Net current assets/(liabilities) (27,846) (28,228) (382) (37,810) (32,408) 5,402

Total assets less current liabilities 392,616 373,035 (19,581) 359,352 359,294 (58)

Non-current liabilities:

Trade and other payables 0 0 0 0 0 0

Borrowings (256,726) (245,629) 11,097 (249,197) (247,790) 1,407

DH Interim Revenue Support loan/RWCSF (45,590) (45,590) 0 (44,084) (46,084) (2,000)

DH Capital loan (27,515) (19,625) 7,890 (16,234) (16,235) (1)

Provisions (1,077) (1,077) 0 (1,077) (1,077) 0

Total assets employed 61,708 61,114 (594) 48,760 48,108 (652)

Financed by taxpayers' equity:

Public dividend capital 65,092 65,192 100 65,092 65,092 0

Retained earnings (51,154) (51,848) (694) (53,702) (54,354) (652)

Revaluation reserve 47,770 47,770 0 37,370 37,370 0

Total Taxpayers' Equity 61,708 61,114 (594) 48,760 48,108 (652)

Year To DateFull Year
5 months ended 31 August 2018
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Efficiency Delivery Programme – CIP 

Reporting Month August 2018 

 

Integrated Quality, Performance and Finance Reporting Framework 

Overview 
The Trust has an annual CIP target of £37.5m  

 

 This includes a non recurrent target of £8m  
 

 

 Forecast delivery is £26.4m at  month 5 

.  

 
 
 

Quality Impact Assessment 

 
 Each scheme, at QIA requires 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 month 

5, of the documented 191 schemes, 173 have a completed QIA, of 

which 119 have been fully reviewed by the CMO/CNO 

 

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

Operating Officer (DCOO/COO) and Associate Directors of Finance 

(ADoF – Ops/CC). At month 5, all schemes are awaiting full sign off. 

 Z:\2018-19 CIP\Monthly reporting\Compliance Reports\M1 - April 2018 
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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.   

Sickness 3.99% 

Training 91.43% 

(Substantive 

Employees) 

      HEADCOUNT  

8206 (7236.51wte)*  
  

Turnover 

10.49% 
(Headcount %)) 

Vacancy 

Rate 

13:95% 

  

Agency Spend  

  £2,307,642 

90%Target 

95% 

10% 

4% 

10% 

90% 

Medical 

89.52% 

Non-Medical 

83.97% 
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Headcount | WTE  Staff Group in Post | Monthly Variation   

Overall between July 2018 and August 2018 there 

has been a increase of staff in post of 31.18 WTE. 

 

The majority of staff with increases in staff group 

posts is: 

 

• Medical and Dental (14.24 WTE) 

 

• Additional Clinical Services (8.47 WTE) 

 

• Additional Prof Scientific &Technical (7.20 WTE) 

 

• Administration & Clerical (5.44 WTE) 

 

• HealthCare Scientists (3.00 WTE) 

 

The staff groups with the biggest increase in staff 

numbers is :  

 

• Nursing & Midwifery (-5.08 WTE) 

 

• Allied Health Professionals (-2.09 WTE) 

 

NB: Staff in Post data reflects new starters, 

monthly amendments to the increase and decrease 

hours and leavers.  Therefore, whilst a number of 

staff may have been recruited in month the overall 

figure may go down due to the changes in hours 

and leavers. 

Total Trust Headcount including ROE (ISS) 

staff is 8775 an increase of 28 since July. 

Bank headcount has increased by 96.   

Overall, WTE has increased by 31.18 WTE 

(which will include existing staff 

increasing/decreasing hours) 

HEADCOUNT Jun-18 Jul-18 Aug-18 

Substantive/Fixed 
Term 

8196 8173 8206 

ISS  580 574 569 

Totals 8776 8747 8775 

Bank only 1790 1827 1923 

WTE June-18 July-18 Aug-18 

excluding  
ROE (ISS) & 
Bank 
Workers 

 
7226.39 

 

 
7205.33 

 
7236.51 

Staff Group

Staff in Post 

WTE 31st 

July - 18

Staff in Post 

WTE 31st 

August- 18

Variance 

(WTE)

% 

Variance

Add Prof 

Scientific 

&Technic

246.35 253.55 7.20 2.92%

Additional 

Clinical Services
1703.83 1712.30 8.47 0.50%

Administrative & 

Clerical
1257.60 1263.04 5.44 0.43%

Allied Health 

Professionals
436.11 434.02 -2.09 -0.48%

Estates & 

Ancillary
2.00 2.00 0.00 0.00%

Healthcare 

Scientists
340.15 343.15 3.00 0.88%

Medical & Dental 958.93 973.17 14.24 1.48%

Nursing & 

Midwifery 

Registered

2230.01 2224.93 -5.08 -0.23%

Students 30.35 30.35 0.00 0.00%

Totals 7205.33 7236.51 31.18 0.43%

ISS 462.90 437.80 -25.10 -0.05
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Vacancy | by Staff Group  

The Trust overall turnover rate (12 months rolling) 

has decreased to 10.49% from 10.64%.   

 

The largest numbers of leavers* (Headcount)  are 

Additional Clinical Services (22), Medical and 

Dental (16), Nursing and Midwifery (12) and 

Administrative & Clerical (8) (*Does not include 

Bank) 
 

We want to understand the reasons why staff 

choose to leave our organisation using a leavers 

survey and exit interview process.  We have 

recently improved our leavers processes by 

creating  a “how to” guide  which has been piloted 

in the Clinical Diagnostics Group .  This will now be 

rolled out across the organisation to help increase 

the number of surveys and exit interviews 

completed.  This guide will ultimately form part of a 

managers toolkit. 
 

Turnover | by Staff Group (includes Bank)  

The overall vacancy rate is 13.95%.  The largest proportion of vacancies are within the 

following Staff Groups: Students (24.95% = 10.09 WTE), Nursing & Midwifery (18.90% = 

518.63 WTE), Healthcare Scientists (18.06% = 75.64 WTE) and the Medical & Dental 

(15.27% = 175.40 WTE).  

 

The forecast new starters for Nursing next month is 49 (Source – Resourcing Department) 

 

 

*It is important to note that Medical and Dental 

leavers will be significantly higher within peak 

doctor rotation months which include July, 

September, December, February, March and 

April. 
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Pay Costs | Provided by Finance 

• The overall pay bill for August 2018 increased 

by £2,287,729 from July. 

 

• Temporary costs equate to 13.08% of the 

Trusts total pay bill (£34,664,838), this is a 

decrease of -0.45% from July 2018 which 

was 13.53%. 

 

• Agency costs against total costs although 

have decreased % wise from 6.87% to 6.66% 

represents an overall increase in total agency 

spend by  £82,674 against July 2018. 

 

• Overall bank spend has increased by 

£71,304. 
 

NHSI Rate Caps | Percentage of Shifts Booked Over Cap 

• The percentage of medical shifts above agency 

cap rates has remained consistently 100% over 

the last 18 months.   

 

• Nursing shifts over cap rates have fluctuated 

throughout August between 59.07%-74.83%. 

 

• A&C workers over cap rates fluctuated each 

week In August between 16.67-26.32% but, 

overall decreased from last month.   

 

• AHP (19.67%-29.27%) have fluctuated and 

generally increased in month. 

 

• Healthcare Scientists (26.42%-38.89%) staff 

group overall has reduced in month. 
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Absence | by Group 

The overall Trust sickness absence rate in August 

has decreased by 0.40% to 3.99.% which is below 

the current Trust 4% target.  

 

In relation to overall time lost due to absence, the 

highest reason for absence was Gastrointestinal 

problems with 241 episodes (20.87% of overall 

sickness) the highest reason  in the last three 

months. 

 

There are seven specialty groups which met the 

4% target during August. Six groups have not 

achieved the target in August.  

 

 

 

 Absence | by Month/Year  Absence | by Staff Group  

The sickness rate for August is still higher on 

average in comparison to the same period in 

2016 and 2017.   

The attendance  

management 

team continue to 

work with 

managers to 

regularly review 

all cases with a 

focus on high 

percentage 

areas.   

 

 

 

 

Specialty Group
Jul % Abs Rate 

(WTE)

Aug % Abs 

Rate (WTE)

 Cardiac & Respiratory (SG01) 4.00% 3.17%

 Care of the Elderly (SG13) 4.21% 3.46%

 Clinical Diagnostics (SG14) 3.66% 4.26%

 Clinical Support Services (SG16) 3.91% 3.82%

 Core Services (SG21) 2.59% 2.60%

 Emergency Department and Acute Medicine(SG04) 5.09% 4.51%

 Neurosciences (SG05) 5.28% 4.60%

 Oncology, Haematology & Renal (SG06) 3.52% 3.28%

 Specialist Medicine & Ophthalmology(SG10) 3.80% 3.26%

 St Cross and Trauma & Orthopaedics (SG08) 3.86% 3.92%

 Surgery (SG07) 5.09% 4.61%

 Theatres and Anaesthetics (SG11) 5.43% 4.53%

 Women & Childrens (SG09) 6.98% 5.49%

Trust Totals 4.39% 3.99%
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 Mandatory Training |by Group  

 

Mandatory Training compliance for substantive staff is currently 91.43%, against a target of 95%, showing a decrease.   Total compliance, which includes bank only staff 

has slightly declined this month by 0.90% to 85.13%  

Care of the Elderly, Clinical Support and Theatres & Anaesthetics  remain the only groups to consistently maintain their compliance rates over 95% during the last three 

months. However all areas with the exception of TSS are rated amber, providing assurance that majority of our substantive staff are completing training and are able to 

work safely when providing care for our patients.  We have a specific action plan in place to facilitate improvements in bank staff mandatory training compliance which is 

monitored through our Training, Education & Learning Committee.  

We continue to focus on making improvements to topics under 90% compliant with targeted actions monitored via our Training, Education & Learning Committee 

(previously TERC) to ensure we are providing sufficient capacity and a range of opportunities for staff to undertake their mandatory training.  Continued support and 

challenge is provided to Groups through monthly accountability meetings to maintain focus on  increasing/maintaining their compliance rates. 

Appraisals |by Group   

                             Non-medical appraisal compliance  has 

 slightly increased from last month and 

 currently stands at 83.97%, against a 

 target of 90%. Our 2018 appraisal cycle 

(6 months) commenced on 1 April and we are encouraging 

alignment of all non-medical appraisals to this period. 

  

Medical appraisal stands at 89.52% an increase of 0.34% 

from last month and is aligned to revalidation dates.  We 

have an agreed process for validating the information each 

month between RMS and ESR.  The CMO is contacting 

individuals who remain non-compliant.   
 

Specialty Group Jun-18 Jul-18 Aug-18

 Cardiac & Respiratory (SG01) Total 91.86% 92.32% 92.36%

 Care of the Elderly (SG13) Total 98.00% 98.73% 98.99%

 Clinical Diagnostics (SG14) Total 91.57% 93.07% 91.94%

 Clinical Support Services (SG16) Total 97.04% 97.10% 95.63%

 Core Services (SG21) Total 93.77% 94.29% 93.64%

 Emergency Department and Acute Medicine (SG04) Total 91.74% 91.82% 91.94%

 Neurosciences (SG05) Total 86.97% 87.40% 86.50%

 Oncology, Haematology & Renal (SG06) Total 91.21% 91.83% 91.43%

 Specialist Medicine & Ophthalmology (SG10) Total 90.89% 91.04% 91.18%

 St Cross and Trauma & Orthopaedics (SG08) Total 93.65% 93.91% 93.74%

 Surgery (SG07) Total 91.72% 91.70% 91.26%

 Temporary Staffing Division Total 53.18% 52.30% 50.41%

 Theatres and Anaesthetics (SG11) Total 96.31% 96.18% 96.04%

 Women & Childrens (SG09) Total 92.65% 92.55% 92.37%

Grand Totals 86.37% 86.03% 85.13%

Substantive Staff Only Totals 91.76% 92.22% 91.43%

Appraisals - Medical

Group Jun-18 Jul-18 Aug-18

 Cardiac & Respiratory (SG01) 88.10% 95.24% 93.02%

 Care of the Elderly (SG13) 100.00% 100.00% 100.00%

 Clinical Diagnostics (SG14) 92.45% 92.45% 90.57%

 Clinical Support Services (SG16) N/A N/A N/A

 Core Services (SG21) 90.91% 90.91% 91.67%

 Emergency Department and Acute Medicine (SG04) 84.81% 93.42% 93.15%

 Neurosciences (SG05) 89.74% 90.00% 95.12%

 Oncology, Haematology & Renal (SG06) 86.00% 87.04% 86.79%

 Specialist Medicine & Ophthalmology (SG10) 91.04% 90.63% 90.91%

 St Cross and Trauma & Orthopaedics (SG08) 86.27% 85.42% 86.00%

 Surgery (SG07) 86.92% 91.58% 91.92%

 Theatres and Anaesthetics (SG11) 90.70% 93.18% 93.10%

 Women & Childrens (SG09) 89.80% 89.80% 86.00%

Trust Total 88.63% 89.18% 89.52%

Appraisals - Non Medical

Group Jun-18 Jul-18 Aug-18

Cardiac & Respiratory (SG01) 86.10% 80.98% 78.33%

Care of the Elderly (SG13) 96.30% 97.41% 96.95%

Clinical Diagnostics (SG14) 83.88% 84.31% 84.38%

Clinical Support Services (SG16) 92.35% 93.33% 89.31%

Core Services (SG21) 79.13% 78.45% 78.56%

Emergency Department and Acute Medicine (SG04) 85.84% 84.36% 85.20%

Neurosciences (SG05) 72.73% 76.76% 75.81%

Oncology, Haematology & Renal (SG06) 75.56% 76.97% 74.04%

Specialist Medicine & Ophthalmology (SG10) 70.18% 72.97% 79.91%

St Cross and Trauma & Orthopaedics (SG08) 91.26% 91.08% 90.68%

Surgery (SG07) 82.26% 82.80% 88.87%

Theatres and Anaesthetics (SG11) 88.27% 89.61% 89.19%

Women & Childrens (SG09) 82.16% 81.30% 81.97%

Trust Total 83.87% 83.89% 83.97%
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1. Purpose  

To provide assurance to the Board that the Trust has a robust and effective infection 
prevention and control framework. The annual report monitors progress against the annual 
plan 2017-18.  

2. Background and Links to Previous Papers 

This paper monitors the progress of the infection Prevention and Control team against the 
work plan for 2017-18 

3. Executive Summary 

UHCW continues to perform well against Department of Health (DH) targets. Compared to 
a basket of 33 large teaching NHS trusts the combined unweighted rank of UHCW for 
outbreaks of MRSA, MSSA and C. diff is second, reflecting the Trust’s excellent 
performance in infection prevention and control across the board. This represents an 
improvement on last year when we achieved third.   

Clostridium difficile (C. diff)   

UHCW reported 34 cases of C. diff against a DH set aim of having less than 42. 

DH Target Internal Target Total cases Trust apportioned 

 

42 

 

 

37 

 

34 

 
The graph below (Graph 1) shows the improvement in Trust apportioned cases of C. diff 
since 2009-10. This represents a significant improvement locally and places UHCW 
amongst the best performing Trusts of its kind. Nationally the rate for Trust apportioned 
cases of C. diff per 100,000 bed days is 13.63. UHCW had a rate of 8.8. Against a basket 
of 33 large teaching NHS Trusts UHCW’s rate was ranked fourth. 
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At UHCW all post 48 C diff cases are subject to a root cause analysis (RCA) .This is a 
multi-disciplinary examination of the patients’ journey. It is a learning tool during which 
actions and reactions are assessed to identify if there were any lapses in care that could be 
addressed.  Close scrutiny of the root cause analysis investigations show that there were a 
percentage of cases that did not meet the criteria for testing .We will address this with a 
“Stool smart” campaign, which has previously been effective in providing education and in 
empowering staff to make correct decisions. The introduction of a weekly ward round by 
the team has improved education to the medical teams.  

In addition to monitoring the rate of Clostridium difficile the IPC team conduct an ongoing 
audit of the management of each case of C diff against Trust policy. The results of this 
audit inform our ongoing education package around C. diff management. The results are 
available at ward level in the infection prevention and control scorecard and are discussed 
by the Matron group at monthly Infection Prevention and Control performance and quality 
meetings.  

Graph 1 

 
 

 

Graph 2 illustrates the year’s cumulative figures for hospital acquisition of C. diff, compared 
to our target ceiling. Acquisition is defined by DH as occurring more than 48 hours after 
admission.  

We plan to continue the year on year improvement by tackling those issues identified 
through our investigations and management audits. 

Yearly moving average 
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Graph 2 

 

Meticillin Resistant Staphylococcus aureus (MRSA) 

UHCW declared one case of MRSA bacteraemia for 2017-18. Nationally the average rate 
per 100,000 bed days is 0.84. The rate at UHCW is 0.26. The graph below (Graph 3) 
shows the cumulative number of MRSA bacteraemia, both assigned to the Trust and not, 
within the 2017-18 financial year.   
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Graph 3 

 

Methicillin Sensitive Staphylococcus aureus (MSSA) 

The Trust continues to perform well when compared to other Trusts. The national average 
rate of Trust apportioned MSSA bacteraemia per 100 000 bed days is 9.05. UHCW rate is 
8.29. 
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Graph 4 

 
 

Central Line compliance  

MSSA is regarded as the most sensitive of the infection prevention and control indicators. 
MSSA is carried by approx. 22.4% to 35.6% of the general population (STJ Tsang 2018) , 
this is  thought to be an under estimation., the relevance is that his organism will quickly 
cause infection if it is transferred from the skin surface via  breaches in the skins integrity 
such as when a line has been inserted . Central lines are highly susceptible to this and if 
infection prevention measures re not adhered to this will result in a bloodstream infection: 
this is why both central and peripheral lines are closely monitored. 

Central line compliance is audited monthly and the results are published on the infection 
prevention and control performance scorecard. The results for both the insertion and the 
maintenance of the lines are discussed at monthly infection performance meetings as well 
as the quarterly assurance meetings with the whole of the groups’ management team.  

Education and training was the key priority for 2017-18. This aims to improve the 
knowledge and skills of the front line staff who are managing the care of central lines.  The 
priorities for the team are targeted training in the wards, the increase in the number of 
vascular access training sessions, and the identification of IV link nurses to work closely 
with. A business case has been approved for the appointment of a further two members of 
staff to the Vascular Access Team to help improve the care of central lines. This extra 
resource will be used to help reduce the number of complications relating to central venous 
access devices. 

The IV steering group meets every three months. The group is chaired by the clinical lead 
for IV access, co-chaired by the lead for IV access, and includes all staff who access the 
venous system. Its work addresses all areas affected by line management, including 
oncology, peripheral and central lines and nutritional teams. Data is discussed and 
compared and any common issues addressed. 
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Influenza and Norovirus 

During 2017-18 national levels of both influenza and Norovirus were higher than the five 
year average that they are measured against. UHCW reported high levels of swabbing and 
positive detection of respiratory virus. Despite this, there was very little disruption to 
operational work and only a small number of incidents where an organism appears to have 
spread. This reflects positively on the infection prevention and control practices of staff 
throughout the Trust. Nationally there were issues with the choice of vaccination as it 
became apparent during the season that the vaccination type used by the majority of NHS 
trusts did not include one of the main strains circulating. For 2018-19 the DH has made a 
unilateral decision to use a quadvalent, which should give wider coverage. However, 
predicting the next season’s influenza strains is always a best guess so there is no 
guarantee.   

UHCW ran a highly successful influenza vaccination campaign last year successfully 
vaccinating 77.7% of all staff. Public Health England noted that the national average for 
2017-18 health care workers was 68.7%.   

Escherichia coli  

During the 2017/18 financial year UHCW had 107 incidences of Trust apportioned E. coli 
bacteraemia, equating to a rate of 27.7 per 100,000 bed days. Whilst this is slightly higher 
than the average rate across teaching trusts, which is 26.5, the difference is not statistically 
significant.  

There has been a large amount of work undertaken to understand the impact of this 
organism. Surveillance work for E. coli is challenging because a high proportion of cases 
originate in the community. Understanding and addressing issues related to E. coli thus 
requires close collaboration with community based healthcare providers. 

UHCW are part of the national collaborative on Urinary Tract Infection s (UTI) led by NHSI. 
We also continue to work with the regional group of CCG and acute teams from UHCW, 
George Eliot and South Warwick Hospital and the Partnership Trusts to work 
collaboratively to achieve the department of health ambition to reduce gram negative blood 
stream infections by 50% by the year 2021. The initial focus is on E coli as this organism 
accounts for 55% of all gram negative blood stream infections. Our analysis has identified 
several areas for improvement for next year and, in the absence of clear metrics from 
NHSI, we have set a challenging internal target for the maximum number of bacteraemia.  

Infection Prevention currently lead on the urinary catheter group but it is hoped that there 
will be an operational lead from urology or surgery shortly. Both Infection Prevention and 
the Trust continence lead will remain as pivotal members of the group. As part of 
collaboration between community and acute Trusts the group has produced a urinary 
catheter passport. This will stay with the patient and aims to improve communication about 
catheters across the healthcare economy. 

A urinary catheter audit, based on the DH Saving Lives criteria, is undertaken monthly. The 
results are shared via the infection prevention and control scorecard and discussed 
routinely with the Matron group. Following the collection of this data the continence lead 
directs education to areas that require further intervention. 

The infection prevention and control team conduct an annual period prevalence audit of 
urinary catheters. This has been in place since 2010 and provides a range of valuable 
information about urinary catheter use within the Trust. 

The analysis this year identified that we still have areas that are not removing catheters 
promptly. There were 30 catheters that could have been removed on the day of audit. We 
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have a campaign, “TWOC1 around the Clock”, aimed at reminding staff of the risks of 
catheters and the importance of prompt removal of catheters. An article about this 
campaign was published in the Journal of Infection Prevention in 2017 and we were invited 
to present on it at the National Patient Safety Conference in November 2017. 

The Trust continues to perform well when benchmarked against the safety thermometer 
criteria for urinary catheters. Our rate of Catheter Associated Urinary Tract Infection 
(CAUTI) is 0.13% against a national average of 0.69%.  Our catheterisation rate is slightly 
high (18.3%) compared to the national average (13.68%), but we are not an outlier. Our 
own analysis suggests that we need to focus on earlier removal of catheters to get this rate 
down. Table 1 below shows the improvement in results since the audit began in 2009  

Table 1 

Symptomatic urinary tract infection rate (%) by Prevalence Survey 
Year Symptomatic UTI Urinary Catheter in-situ 

or within last 7 days 
UTI Rate  

(%) 
2009/10 12 185 6.5% 
2010/11 4 204 2.0% 
2011/12 3 203 1.5% 
2012/13 7 202 3.5% 
2013/14 6 189 3.2% 
2014/15 4 167 2.4% 
2015/16 1 204 0.5% 
2016/17 4 224 1.8% 
2017/18 2 159                      1.3% 

 

Cleaning 

ISS and the Infection Prevention and Control (IPC) team have appointed a Matron for ISS 
who will be professionally managed by the Lead Nurse for IPC. This is an innovative 
appointment and thought to be the first in this country. The Matron’s remit will be to support 
the ISS staff with education and provide robust infection prevention and control evidence 
based approach to cleaning. The post will work in conjunction with the Trust IPC team and 
provide a point of contact for Matrons and ward staff that will allow for even more 
collaborative working between ISS and the Trust.  

The Trust and ISS have agreed to augment the cleaning standards by monitoring against 
the national cleaning standards (NCS 2004) which are a contractual obligation ensuring 
that minimum standards are adhered to but in addition ISS set enhanced targets which are 
internally used to improve quality.  In table 2 the cleaning scores for March 2018 are 
illustrating full contractual compliance but also that the enhanced targets are in some cases 
being met and in all others within grasp. This continues to be the target for 2018-19. Low 
risk scores are 0% as the auditing is 6 monthly but the most recent scores show 
compliance with NCS 2004 and a little way below the stretch target of 94.6% as it achieved 
84.17% 

                                                 
1
 Trial Without Catheter (TWOC) is the removal of a catheter whilst observing that the patient can pass urine 

without the aid of a catheter. This is a requirement prior to removal 
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Table2

 

Sepsis  

Throughout 2017/18 we saw steady improvements in all aspects of sepsis management. 
Screening for sepsis in both ED (Graph 5) and acute inpatients (Graph 6) climbed, with 
inpatient screening rates increasing from 76.7% in Quarter 1 to 94.4% in Quarter 4. Similar 
improvements were evident in the number of red flag sepsis patients receiving antibiotics 
within one hour (Graph 7, Graph 8). 

Graph 5 Improvement in screening compliance in ED 
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Graph 6 Improvement in screening within acute inpatients 

 
 

 
Graph 7 Antibiotics administered within 1 hour, ED 
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Graph 8 Antibiotics administered within 1 hour, acute inpatients 

  

 

The sepsis team have continued to provide training to all staff within the Trust. This has 
included several “What is sepsis?” sessions, Trust induction talks, preceptorship training 
and bespoke sessions for individual areas including AMU, General Critical Care and FY1 
doctors. The team have also trained 17 more “sepsis heroes” to cascade train their peers in 
the recognition and treatment of sepsis. 

In the public arena, the team have continued to raise awareness of sepsis, including an 
appearance on BBC Coventry and Warwickshire radio, alongside a relative of a patient who 
sadly died from sepsis at UHCW. UHCW were the first Trust to collaborate with the Sepsis 
Trust to run a community based Sepsis support group. Uniquely, this group is not aimed 
solely at those who have received augmented care, but also at the relatives of those who 
have been affected and at anyone who thinks they have had sepsis but have never been 
formally informed. This collaboration coincided with the launch of the ‘#sepsisandme’ 
campaign in conjunction with Coventry City Council and Public Health England, which 
encouraged people to talk about sepsis on social media and to post ‘sepsis selfies’. Some 
of the people who attended the support group have become passionate about spreading 
the message about the importance of recognising sepsis. 

Sepsis remains a priority for the Trust for 208-19   

Decontamination. 
 
In November 2017 the decontamination lead role became professionally managed by the 
lead for Infection Prevention and Control, the two areas work closely and a closer 
collaboration between the two will be mutually beneficial. In order to understand the 
endoscopy decontamination services across UHCW and to understand whether we are 
making best use of resources the DIPC commissioned an external report on the endoscopy 
decontamination service was commissioned from water management experts based at 
Addenbrookes hospital. The report did not identify any safety concerns but acknowledged 
that the existing equipment was heading toward replacement. An options proposal for the 
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decontamination areas is being produced to inform decision making around the future of 
the decontamination element of the endoscopy service, this is being led by the acting 
decontamination lead in conjunction with the lead for medical physics  

The department has had two successful accreditation audits and is fully compliant with the 
highest quality standards. ISO 13485 and the medical Devices Directives 

The TSSD team had a highly successful collaboration with theatres and the UHCWi  team. 
Theatres had been requesting very high numbers of instruments with a very short 
turnaround time. These requests, known as fast track requests, should only be used in 
exceptional or emergency situations and adversely affect the normal managed service. 
There was a perception that fast track requests had become the norm. The improvement 
work involved both theatres and TSSD staff and was hugely successful. Fast tracking 
numbers, particularly within Urology, fell from 62% to 47% (see table 3).  

Table 1 Fast track instrument requests 

Conclusion 

 

If all 33 large acute Trusts in England are rank rated by C diff, MRSA and MSSA rates. 
UHCW are ranked second overall. See appendix 1. This is particularly heartening as 
UHCW is unusual in that performance is consistently good across all three metrics.  

 UHCW were third in the same rank rated table for 2016-17.  

 

Appendix 2 is the Infection Prevention and Control work plan for 2018-19 

4. Areas of Risk 

None noted   

Link to Trust Objectives and Corporate/Board Assurance Framework Risks 

Infection Prevention and Control seek to be leaders in national and international healthcare 
and to provide safe care and an excellent experience to our patients in line with the Trust 
values. 

Infection prevention and control provide assurance to the board as detailed in the     
Infection Prevention and Control Assurance framework.   

Infection Prevention and Control governance framework is mandated within the DH Health 
Act (2008 revised 2014) UHCW is compliant with these requirements.  

Monthly Totals 
Jan 
2017 Feb2017 Mar2017 Apr 2018  

Sets Processed 12320 11830 12615 11983 

Fastrack Req 7572 7391 6772 5727 

% Fastrack of Total Production 61% 62% 53% 47% 
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Responsibility 

The Chief Nursing Officer (CNO) is the Director of Infection Prevention and Control   
(DIPC). The Director of Nursing / Deputy Chief Nursing Officer acts as the deputy DIPC 

 

Recommendations 

For the Board to note  

Kate Prevc.  Lead Nurse Infection Prevention and Control, Sepsis and Decontamination. 
Dr Chris Hastie.  Data Analyst Infection Prevention and Control   

September  2018  
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Teaching Hospitals - Ranked Performance

Hospital
Hospital 

Code

MRSA 

Rate per 

100,000 

Bed Days

MSSA 

Rate per 

100,000 

Bed Days

CDI Rate 

per 

100,000 

Bed Days

MRSA 

Ranked

MSSA 

Ranked

CDI 

Ranked

Norfolk And Norwich University Hospitals 

NHS Foundation Trust
RM1 0.00 5.80 11.28 1 2 8

University Hospitals Coventry And 

Warwickshire NHS Trust
RKB 0.26 8.29 8.80 7 8 4

Derby Teaching Hospitals NHS 

Foundation Trust
RTG 0.00 7.46 20.30 1 4 26

Chelsea And Westminster Hospital NHS 

Foundation Trust
RQM 1.65 4.61 3.95 30 1 1

Cambridge University Hospitals NHS 

Foundation Trust
RGT 0.00 7.64 20.46 1 6 28

University Hospital Southampton NHS 

Foundation Trust
RHM 0.53 9.58 9.04 15 15 6

Salford Royal NHS Foundation Trust RM3 0.00 12.82 9.32 1 28 7

University Hospitals Of Leicester NHS 

Trust
RWE 0.59 8.41 13.30 17 9 12

Hull And East Yorkshire Hospitals NHS 

Trust
RWA 0.30 10.95 11.56 9 21 9

Royal Liverpool And Broadgreen 

University Hospitals NHS Trust
RQ6 0.77 7.67 14.19 19 7 14

St George's University Hospitals NHS 

Foundation Trust
RJ7 1.23 8.62 5.24 27 11 2

Lancashire Teaching Hospitals NHS 

Foundation Trust
RXN 0.34 7.50 20.11 11 5 25

Oxford University Hospitals NHS 

Foundation Trust
RTH 0.26 9.41 18.82 8 13 21

Blackpool Teaching Hospitals NHS 

Foundation Trust
RXL 0.39 10.64 13.00 14 19 10

Guy's And St Thomas' NHS Foundation 

Trust
RJ1 1.52 9.11 7.89 29 12 3

University Hospitals Of North Midlands 

NHS Trust
RJE 0.00 12.66 15.50 1 27 17

King's College Hospital NHS Foundation 

Trust
RJZ 1.25 7.31 18.38 28 3 19

South Tees Hospitals NHS Foundation 

Trust
RTR 0.34 11.49 16.22 10 23 18

Bradford Teaching Hospitals NHS 

Foundation Trust
RAE 1.97 10.34 8.86 32 16 5

Brighton And Sussex University Hospitals 

NHS Trust
RXH 0.68 10.59 19.13 18 17 23

University Hospitals Birmingham NHS 

Foundation Trust
RRK 0.00 13.81 20.45 1 31 27

Wirral University Teaching Hospital NHS 

Foundation Trust
RBL 0.81 8.48 21.41 20 10 31

York Teaching Hospital NHS Foundation 

Trust
RCB 1.20 11.40 13.50 26 22 13

Sheffield Teaching Hospitals NHS 

Foundation Trust
RHQ 0.56 13.36 15.40 16 29 16

University Hospitals Bristol NHS 

Foundation Trust
RA7 2.66 10.63 13.29 33 18 11

Imperial College Healthcare NHS Trust RYJ 0.89 10.65 18.63 22 20 20

Royal Free London NHS Foundation Trust RAL 0.90 9.57 22.13 23 14 32

Nottingham University Hospitals NHS Trust RX1 0.39 18.90 19.88 13 32 24

University College London Hospitals NHS 

Foundation Trust
RRV 0.39 11.80 27.93 12 25 33

Barts Health NHS Trust R1H 1.70 12.23 14.43 31 26 15

The Newcastle Upon Tyne Hospitals NHS 

Foundation Trust
RTD 0.86 20.59 18.87 21 33 22

Manchester University NHS Foundation 

Trust
R0A 1.07 11.80 21.15 24 24 30

Leeds Teaching Hospitals NHS Trust RR8 1.15 13.47 20.53 25 30 29

Appendix 1. 

 



 
University Hospitals Coventry & Warwickshire NHS Trust 

Infection Control Work Plan 2018-19  
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APPENDIX 2 

Topic Objective Action By whom By when 

 

National targets 

 

Meticillin  
Resistant 
Staphylococcus 
Aureus ( MRSA)  

 

 

Ensure sustainable 
improvements 
against locally set 
trajectory. 

 

 

 

 

 Continually review and amend MRSA guidance in line with local and 
national guidance. To instigate high risk targeted screening. 

 

Infection Prevention and 
Control Team. 

 

 

 Continue to screen and monitor compliance figures against screening of 
MRSA elective patients. 

  To develop a scorecard for performance management.  

IPC data analyst. May 2018.  

DH proposed  0 
MRSA 
Bacteraemia  

 

UHCW adopts a 
zero tolerance to 
MRSA Bacteraemia. 

 Report data: 

Nationally (monthly). 

Post infection review process for use in all MRSA bacteraemias.  

Trust Board (, quarterly, annual report) Divisions), Matrons and Ward staff 
(monthly). 

To embed into practice Matron and Ward managers understanding and  
managing their own data and provide exemption reporting monthly.  

 To work closely with PPMO to ensure that data is meaningful to ward staff, 
has a feedback mechanism and that it has a clear and identifiable source, 

Modern Matrons 

Divisional Nurse Directors. 

March 2019.  
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to reduce confusion and a variation in reporting.  

   MRSA to be a key element in the Infection Control educational 
programme. 

  To revisit “ ban the Bacteraemia” campaign 

Infection  prevention and 
Control Team. 

 June/July 2018  

   To develop and report 
decolonisation rates and ensure a process for feedback to ward managers 
and Modern Matrons.   

 

Modern Matrons IPC  

 IPC team  

 IPC data analyst.  

 

Monthly.  

   Monitor and report compliance with the MRSA quick action guide and 
develop remedial action plans as required with Modern Matrons monitoring 
through the Infection Prevention quality and Perfomance group.  

 Infection Prevention and 
Control Analyst . 

Monthly. 

. 

 

 

 

 

  To work with QIPS to streamline and manage the RCA/PIR process. Infection Prevention and 
Control Nurses. 

 November 2018.  
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   Provide trend analysis information to the Infection Prevention and Control 
Committee, and Infection Prevention and Control dashboard.  

 To continue to work on improving the communication pathway between 
IPC and Trust.  

Infection Prevention and 
Control Team/IPC data 
Analyst. 

Ongoing. 

 

   To have increased ownership of  root cause analysis  

 (RCA)  and oversee action plans through performance group, working with 
QUIPs team. 

 Monitor and amend the RCA process as required. 

Infection Prevention and 
Control Team. 

 Lead Allison Bradley   

To include a  

Microbiologist/ 
IPC Dr in RCAs 
whenever 
possible.  

Clostridium 
difficile  

          ( C diff) 

 

 Trajectory for 
2018-19 is 41.  

  To assess the impact that the change in regulation will have upon 
declaring our numbers of hospital acquired C diff in the light of the 
latest guidance.  

Infection Prevention and 
Control team  

Leads  

 Merja Thomas Jill Harries   

March 2018 

 Investigate all cases of C diff that occur post 48 hours from admission. 

 Review any pre 48 hours to asses if they have had a hospital 
admission in the preceding 28days.  

 Develop remedial action plans with and managers and Matrons.  

 Understand themes and failures to develop actions to rectify failures. 
Share with Matrons at the performance meetings.  

 

Infection Control Team 

 

Modern Matrons/ Ward 
Managers. 

Ongoing 

Compliance/ Audit 
analysis sheets 
developed to 
assist with this. 

 

 

 To establish and grow the C diff ward round which has started but 
requires more input form pharmacy.   

  

 

Monthly. 
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   C diff to be a key element of infection prevention and control 
educational programme. To reduce the numbers of C diff cases in line 
with the trajectory set by the DH. 

Infection Prevention and 
Control Team. 

March 2018. 

   To ensure a more robust process for the capture of C diff death cases 
and to ensure appropriate RCA’s take place. C Diff and death 
certificate audit and distribute findings to the relevant organisations.  

Chief Nurse/Medical 
Director DIPC. 

September 2018.  

   Provide trend analysis information to the Infection Control Committee, 
annual report. 

Infection Prevention and 
Control Team 

Merja Thomas . 

April 2018.  

   To continually review and revise policy to reflect national guidance and 
local needs utilising the C diff quick action guide. 

 To monitor the effectiveness of this policy monthly and report variances by 
auditing C diff quick action guides. 

C diff Performance Group.  TBA by DIPC. 

   Monitor and report compliance with the C Diff quick action guide and 
develop remedial action plans as required with Modern Matrons. 

Infection  Prevention and 
Control Nurses. 

Monthly 
compliance to 
saving lives 
group. 

   Report data: 

 Nationally (monthly). 

 PCT (monthly and quarterly).  

 Trust Board (monthly, quarterly, annual report). Divisions, Matrons and 
Ward staff (daily/monthly). Monthly dashboard produced. 

Infection Prevention and 
Control Team. 

Weekly/monthly/ 
quarterly/annually 

To ensure 
compliance with 
new DH 
requirements  

 MSSA reporting 
and RCA  

 To ensure monthly reporting and to undertake post 48 

 Root Cause Analysis where appropriate to rationalise the present RCA 
process with the QUIPs team. 

Infection Prevention and 
Control Team in 
conjunction with QUIP 
department.   

October 2018. 
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 Reporting of E- Coli     
bacteraemia 

 To ensure processes are in place to monitor and report E- Coli 
bacteraemia occurring post 48 hours of admission. To ensure trends 
are analysed and actions taken to reduce the numbers by targeting 
education and improving and weaknesses in practice. 

 To work with whole local health economy to ensure robust data 
collection and management aligned to gram negative multi resistant 
organisms including E coli 

 To audit the guidance on screening for CPE for all admissions 
receiving hospital treatment outside of the West Midlands in the last 
year. 

 IPC team to collect surveillance data as microbiologist at UHCW feel 
they do not have adequate staff. to review when staff are at 
establishment. 

 Infection Prevention and 
Control Team. Data 
Analyst.  

 Infection Control Doctor. 

 

 

IPC team ( Merja  Thomas) 
Pathology Network. 

Modern Matrons.  

 

September 2018.  

 

 

 

 

 

November 2018.  

 

Cleaning 
Standards 

 

To ensure 
compliance with 
national standards 
as a minimum but to 
work towards 
attaining aspirational 
targets as set by 
ISS.  

To work with one 
audit tool to facilitate 
greater 
understanding as 
this will ensure there 
is only one audit 
result.  

 To work with ISS to develop a single audit tool for   

 Environmental meeting.  

Infection Prevention and 
Control Team working with 
the Director of Estates and 
Performance Team. 

ISS matron  

 

January 2019  

   To widen the role of the HCSW to “ walk the Trust “ across a two week 
period providing feedback and trend analysis on basic cleaning and 
infection prevention and control practices. 

HCSW  

 Feedback to Matrons via 
performance group 

Monthly. 
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quarterly but to the nurse in 
charge at the time of 
inspection. 

Audit To ensure that 
infection control is 
embedded at all 
levels of the 
organisation and to 
comply with the 
Health Act (DH 
2006) 

 Conduct audits as per forward audit plan. Infection  Prevention and 
Control Team. 

Ongoing. 

Education for 
Employees and 
Contractors at 
UHCW 

To ensure that all 
staff have access to 
infection control 
education and 
mandatory training. 

To develop the E -
learning for 
mandatory and 
Induction training. 
All other learning to 
be directed directly 
to relevant areas.  

 Provide  training on induction in conjunction with mandatory training  
committee process. 

 Provide  mandatory training. 

 Provide  hand decontamination training and develop a cascade team 
in clinical areas. 

 To provide any  additional training sessions when required on:  
emerging organisms.  

 Outbreak management. 

Infection Prevention and 
Control  Team. 

Ongoing. 

Annually. 

Annually. 

Ongoing. 

 

As required. 

Medical staff 
Training 

Consultants 

 

To ensure all 
medical staff receive 
mandatory training 
annually to include 
hand hygiene which 
is recorded 
centrally. 

 

 To revisit hand hygiene technique training to improve compliance.   

 

Infection Control Team, link 
staff and Modern Matrons. 

 

March 2019  

 To engage Junior 
medical staff in 
competency based 
learning. Particularly 

 To ensure engagement with the cannulation training provided by the IV 
team within four weeks of induction. 

 To ensure engagement with the Blood Culture training offered to all 

 IPC in conjunction with the 
IV team. 

 June 2018. 
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in areas identified by 
RCA as recruiting 
more education. 

staff within four weeks of induction. 

 To ensure engagement with hand decontamination  and have sign off, 
within four weeks of induction. 

 To undertake fit testing as required by all staff using  FFP3 masks. 

Other training. 

 

The Infection 
Prevention and 
Control team will 
develop a training 
package for 
Volunteers and 
others  who cannot 
access   

e-learning. 

Using social media 
to  communicate 
with the wider local 
community. 

●     To produce a workbook that can be used as a   

       mandatory training tool. 

 

 

 To increase followers above 4500 raining the profile of UHCW INF 
CON team. 

Infection Prevention and 
Control team. 

 June 2018. 

 

 

 

November 2018.  

Aseptic 
Technique 

Establish baseline of 
current practice and 
improve on any poor 
practice issues to 
ensure all clinical 
staff understand 
basic concepts of 
Asepsis. 

 To establish the ANTT E learning package as part of Clinical staff 
essential requirements.  

 To produce reports when required on the compliance   with ANTT 
training. 

 To widen the capture of ANTT and e learning package   

Infection Prevention and 
Control team.  

  May 2018. 

.  

 Water quality To ensure the safety 
and quality of water 
provided to both 
patients visitors and 
staff. 

 The Water Management Group will monitor water quality with special 
reference to legionella and Pseudomonas and advise the Trust on 
appropriate action plans and monitor compliance on agreed actions 

 To assist with external review of water management action plan and 
formation of new water safety plan for the trust.  

 

 Michael  

O’Donovan,  

 Director of Estates.  

November 2018 
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TB Strategy 

 

 

 

 

To provide a quality 
service across the 
healthcare economy 
region for patients 
known or suspected 
to have TB.  

 

 Participate in networking meetings to identify ways of improving TB 
services across the region linking with the regional TB network. 

 To link with the  new lead for TB which is based at UHCW to clarify 
roles and responsibilities  

 Infection Prevention and 
Control team. Infectious 
diseases team.  

Continuous. 

 

   Monitor appropriateness and effectiveness of facilities to manage all 
patients with TB provided within the Trust. 

Infectious diseases team / 
IPC 

 

   Participate in the collection of data required in incident management. 

  

Infection 
Prevention and 
Control Team 
training. 

 

The infection 
Prevention and 
Control team should 
possess a range of 
skills that  ensure 
the smooth delivery 
of an evidenced 
based and up to 
date infection 
control service. 

  To attend appropriate study days.  

  To participate in research. 

  To publish  work and produce posters for conferences  etc.    

Infection Prevention and 
Control Team. 

 

March 2019. 

 

High Impact 
Interventions 

To comply with 
Saving Lives 
recommendations.  

 To assist and support GCC to report ventilated care bundles.  Modern Matron Critical 
Care medical lead. 
Infection Control doctor. 

March 2018. 

 To assist in data 
collection and the 
monitoring of 
practice in 

 Central venous catheters 

 To be part of the working party looking at practices across the Trust. 

Modern Matron Critical 
Care. 

Monthly. 
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accordance with the 
saving lives bundle. 

   Renal care Modern Matron Renal. Monthly.  

 To assist with the 
monitoring and 
reduction of urinary 
tract infection 
associated with 
catheters 

 To lead on the work to reduce urinary catheter associated infections.  

 To work with the   Trust Urinary Catheter Group and the Community 
Catheter Care Group to unify and standardise our practice to reduce 
the incidence of catheter related urinary tract infections.  

 To continue to work with the line access team 

Modern Matrons 
Surgery/Medicine 

Trust lead for  Continence 

Melanie Gallo IPC. 

 April 2017. 

   To embed the IPC performance 
scorecard as a tool for Matron’s and to support the Matrons to provide 
monthly feedback to the IPC performance groups as an exception 
reporting forum. 

 

Deputy DIPC/ MM IPC  MM 
group. 

 

 

   July 2018.  

Surgical Site 
Infection 
Surveillance  

  Surgical site to undertake Surgical site infection surveillance with 
Cardiac group. 

 To continue to work with Women’s and Children to monitor their c 
section infection rates.  

 To continue to support Orthopaedics with Hip and Knee SSIS.  

Mr Barker/IPC /IPC data 
analyst  

Merja Thomas.  

   June 2018. 

 

5 Moments of 
hand Hygiene  

 To create a process 
for collecting and 
disseminating useful 
data and feedback  

 To look at technology to assist in the collection of data  

 To revisit subjective auditing  at ward level  

 To enable ward based feedback  

 

  Dr Carolyn Dawson   

 

September 2018.  

 

Link staff To ensure link staff 
are well educated 
and supported in 
link role. 

 Meet with link staff monthly. 

 An annual study day is being planned for  2018 . 

 ICN’s will work with link staff  developing a year long educational 
programme.  

Infection Prevention and 
Control team  

 Link staff. 

 

Ongoing 

 Monthly drop in 
sessions. 
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 To  develop an accurate and current  database of link staff.  

Ensure the 
concept of board 
to ward is 
established in 
practice. 

Ensuring board to 
ward responsibility 
for the prevention of 
HCAI. 

 Report all infection control information to Heads of Groups for 
dissemination to clinical teams. 

 Engagement in RCA’s and reporting to the Chief Executive. To include 
junior medical staff involved in the care in the RCA process. 

 Report infection control issues at Group  and Executive level. 

 Trust Board reports are delivered at Public Trust Board. 

Infection Prevention and 
Control Team. 

On-going. 

  

 

Management of 
Influenza  

To ensure readiness 
and contingency 
plans are in place 
for the management 
of 
suspected/confirme
d flu including 
(H1N1) in light of 
PCA testing.   

 Review and revise flu plan/ policy in line with local national guidance. 

 Test operational management of policy annually. 

 To continue to offer training and fit testing for staff. 

 To work with health and safety lead to risk assess the fit testing 
training by IPC in light of national guidance.  

 To support both the Occupational Health Department in the flu 
vaccination campaign within the Trust.  

 To increase the uptake of those vaccinated to protect the Trust from 
seasonal flu. 

 To ensure our staff are vaccinated.  

  Dr Judith Timms. 

 

 

 

David Lord.   

 October 2018 

 Eileen  Williams 
Head of 
Occupational 
Health  .  

Policy/Guidelines To ensure all 
policies and 
guidelines regarding 
the prevention and 
control of infection 
are updated in line 
with national, and 
local guidelines. 
New polices will be 
generated according 

 All Infection Control policies/guidelines to be reviewed.  

 Policies/guidelines to be ratified by the approved trust process. 

 Policies/guidelines to be disseminated to clinical areas and all web 
sites to be updated regularly. 

Infection Prevention and 
Control Team. 

Annually. 
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to service needs. 

Surveillance & 
data collection 

 

To ensure timely 
data relative to alert 
organism is 
collected and 
disseminated to 
wards and 
departments. To 
observe trends and 
identification of 
potential outbreaks 
of infection. 

 Improve the accuracy and efficiency of data collection. 

 To simplify the data input for the scorecard   

 Allowing greater transfer of information between the    Infection 
Prevention and Control team and the clinical   areas.  This will also be 
more cost effective 

 Report and act on any information that indicates a rise from the 
threshold set for this organism on this location 

PPMO  

 IPC data analyst  

 

 

Infection Prevention and 
Control Team. 

IPC team and ICT services. 

Monthly and 
whenever 
incidents occur.  
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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  27 September 2018 

 
1. Purpose  
 

This quarterly experience report brings together information on compliments, complaints, 
PALS, patient feedback, patient involvement, board walk rounds and information from the 
Involvement Hub. 
 
2. Background and Links to Previous Papers 
 

The paper aims to present patient experience and patient Involvement information in an 
easy to read format, and now includes a combined complaints and PALS performance on 
a page view. 

 
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.  
 

A complaints recovery plan was approved at QGC and commenced in April to provide a 
performance trajectory for responses within 25 working days to regain its 90% target. The 
trajectories were as follows: (April 72%, May 79%, June 82%, July 85%, Aug 87% and 
Sept 90%). The overall figures for quarter 1 is 78%, the improvement trajectories for April 
(72%) and May (79%) have been met, and exceeded in May (83% actually achieved), the 
June improvement trajectory target was missed by 1% (81% compared to 82%). The 
Team continue to be challenged due to sickness. The new patient relations liaison post 
will come on into post in October, which will provide support around improving the 
experience of complaints, and supporting arrangements for more complaints to be 
resolved through meetings.   

 
Clinical treatment in the surgical group is the top subject most complained about (22) 
followed by communications (19) and patient care (18).  This is a change from previous 
quarters where communications was the top subject. Clinical treatment – general 
medicine group has appeared in the top five subjects for the first with 12 complaints, 
followed by values and behaviours with (12). Work is to take place with the groups 
through the Patient Experience Delivery Group to look at the underlining issues and to 
help support a programme of improvement.  
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There were two new Parliamentary Ombudsmen cases in Q1, one case was decided on 
and this was partially upheld. 
 
The PALS response rate for the 5 working day response standard for quarter 1 is 95% 
this is an improvement on Q4 (92%).  The Trusts received 806 PALS enquiries in quarter 
1; this is one less than the previous quarter four (807).  
 
Appointments remain the top PALS enquiry in quarter 1 with 246 this is an increase on 
Q4 (225) with appointment availability being remaining the largest area with (79) this is a 
decrease on Q4 (114) enquiries. Communications remains is the second most common 
area of enquiry with 145 a decrease from Q4 (175), and communication with a patient 
remains the most common issue within that category. The PALS service has now 
commenced its full seven day opening, offering a face to face service at university 
hospital from 1pm to 5 pm every weekend.  
   
The Impressions surveys is still undergoing a refresh, the new values based FFT surveys 
commenced in outpatients in May. The Trust wide out will commence in September. Until 
then numbers for the traditional impressions FFT will continue to decrease. Therefore 
ratings received for Q1 should be treated with caution given the low numbers. 
 

The highest performing KPIs on Impressions, which rated mainly good are: kindness and 
compassion 99% (719), privacy and dignity 99% (712) politeness and respect 99% (724), 
staff knowledge 99% (698), cleanliness 99% (716), feeling safe 99% (719) and medical 
care 99% (707) The lowest is parking 30% rated this mainly bad  (615). 

The Involvement Hub continues to attract a lot of usage with 6218 unique visits in Q1. 
63.7% (6218) felt they were treated with compassion, 74.3% (2869) felt they had been 
involved in care (partnership). 75.8 % (2753) reported being treated with respect. 80.1% 
felt staff were open, this had the largest rise from Q4 (77.3% n=1385). 78.9% (2055) felt 
staff had pride in their work.  
 
The NHS Choices rating for University Hospital, Coventry remains unchanged from 
quarter 4 at 4 out of 5 stars, while the Hospital of St Cross is at 4.5 stars.   
 
Board walk rounds continue on a monthly basis with departments sharing their ideas for 
positive change with senior colleagues.  
 
4. Areas of Risk 
 
The resilience of complaints team is still challenging, the improvement trajectory agreed 
will be challenged further with the increase in complaints received in July, and the loss of 
the complaints coordinator for the past month. This combined with summer leave places 
a significant risk on the service meeting the agreed improvement trajectories to support 
recovery to the complaints management plan performance against the 25 working days. 
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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 
 
Professor Meghana Pandit, Chief Medical Officer and Deputy Chief Executive Officer 
 
7. Recommendations 
 
The Board is invited to note: The Patient Experience Quarterly Report 
 
Name and Title of Author:  Paula Lloyd Knight, Interim Deputy Director of Quality 
Date:      27th September 2018 
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Compliment of the Quarter 1  

“To all the day and night staff , thank you all for the care you gave to me 

during my stay in April . You all made a traumatic stay as easy as possible 

and especially the fun on my birthday. My very sincere thanks for all your 

care and attention.” 
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One complaint was decided by the Parliamentary and Health Service Ombudsman in Quarter 1 and this 
was partially upheld.  

400 

Compliments and Thanks reported 
about numerous services across the 

Trust  

 
113 

Actions recorded 
resulting from 

complaints closed 

Complaints & PALS  Performance 

The age of oldest 
complaints case 
at end of quarter 

1   
81WD 

Performance 
against 25 
working day 
target 
 

Total number of complaints received  Q1 

164 

The age of oldest 
PALS case at end 

of quarter  1  
49WD 

Total number of PALS enquiries 
received  Q1 

806 

Total number returned for 
 further local resolution (FLR)* 

17 
(11%) 

5 working day 
performance 

95% 

78%  
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Quarter 2 
2016-17 

Quarter 3 
2017-18 

Quarter 4 
2017-18 

April 
2018 

May 
2018 

June 
2018 

Total number of formal 
complaints received 

164 158 180 
61 46 57 

164 

Average monthly number of 
formal complaints received 

55 53 60 
61 46 57 

55 

% of complaints acknowledged 
within 3 days 

157(96%) 
 

153 (97%) 162 (90%) 
50(82%) 37 (80%) 59 (68%) 

146 (89%) 

% of complaints responded to in 
25 working days 

91(88%) 136 (86%) 140 (78%) 
44 (72%) 

Recovery 
Trajectory   

72% 
38 (83%) 

Recovery 
Trajectory  

79% 
46 (81%) 

Recovery 
Trajectory  

82% 

164 (78%)    Quarterly improvement plan achieved 

Oldest open complaint at end of 
month 

New 
indicator 

146WD 99WD 90WD 60WD 81WD 

Total number returned for 
further local resolution (FLR)* 

17 (10%) 16 (10%) 15 (8%) 
8 4 4 

17(11%) 

Total number of  new PHSO 
cases 

5 4 6 

0 1 1 

2 

No of complaints with previous 
PALS involvement  

17(10%)  21 (13%) 26 (14%) 
9 8 9 

26 

Complaints Activity & Performance 

• This is the number of complaints returned for Further Local Resolution. 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.   

• Trajectory  = A recover plan was approved at QGC in April. Figures until September  (Q 2 report) will be displayed against the  approved Trajectory. 
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PALS Activity & Performance 

Quarter 4 
2017-18 

April 
2018 

May 
2018 

June 
2018 

 Quarter 1 Total  

PALS Enquires  807 265 225 312 806 

Signposting  19 9 6 6 21 

Immediate Response  451 113 89 101 303 

Liaise and Respond 275 128 80 119 328 

Refer to Specialty 44 8 48 76 131 

On-going support  18 7 6 10 23 

90% of enquires resolved or 
referred in 5 working days  

748(93%) 247 (95%) 214 (90%) 289(95%) 750 (95%) 
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Learning and improving from Complaints and PALS  
Datix ID Main Issues of Complaint Outcome  Actions Taken 

19159 Daughter complained about the general 
care her mother received and the 
discharge arrangements.  

The investigation found that the clinical care and discharge 
arrangements had been appropriate but that communication had fallen 
below a reasonable standard.  

• A full and sincere apology given.  
• Staff reminded of the importance of providing 

information leaflets on the discharge pathway. 
• The Intergrated discharge team to provide a 

Discharge Facilitation card with the name of the 
case manager for the family to have as a point of 
contact.  

• IDT to provide a care plan to patients / families 
outlining who to contact post discharge.  

19480 Patient complained that her procedure 
had been cancelled on the day it was due 
to take place due to running out of 
theatre time.  

The investigation found that pre review of theatre lists did not occur to 
ensure there was sufficient theatre time for planned list. The patient 
attended the following week and the procedure went ahead as planned.  

• A full and sincere apology given.  
• Staff reminded of the importance of reviewing 

theatre lists prior to the day in question to 
ensure enough time for cases listed.  

19371 Antenatal scans identified that the baby 
would be born with hydronephrosis and 
the care was pre-arranged care plan 
however there were delays with the scan 
being performed and the consultant 
review.  

The investigation found that the process for the scan did not support a 
two week referral pathway allowing this referral to not be acted on 
within the appropriate timeframe. Communication with the family also 
fell short which provided for a poor experience.  

• A full and sincere apology given. 
• Review of options for 2 week referral pathway. 
• Staff reminded of the correct process when a 

baby is born at home and needs to attend 
hospital for an USS.  
 

20398 A patient requested the support of PALS 
in attending his appointment at the 
fracture clinic. The patient required 
clothing.   

PALS supported the patient at their appointment and went to great 
efforts to ensure appropriate clothing was made available to the patient.  

• PALS support provided at appointment.  
• Appropriate clothing sourced. 
• PALS to highlight the need to review how we 

provide patient’s in need with appropriate 
clothing.   

20642 A patient was concerned that the head CT 
had been cancelled on the basis that they 
had attended Birmingham Children's 
Hospital when this is not the case.   

PALS apologised to the patient and arranged a new appointment.  • Apology made 
• New appointment arranged  
• All relevant staff made aware of the error as an 

opportunity to improve the service we provide.  
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Top 5 Subjects – Complaints 
Top 5 Primary Subjects   Top 3 themes  

Clinical Treatment - Surgical Group 
 

22 

Injury sustained during treatment or operation 
5 

Delay or failure to diagnose (inc e.g. missed fracture) 
4 

Post-treatment complications 
4 

Communications 
 

19 

Communication with patient 
7 

Communication with relatives/carers 
5 

Delay or failure to diagnose (inc e.g. missed fracture) 
3 

Patient Care including Nutrition / 
Hydration 
 

18 

Care needs not adequately met 5 

Slips trips and falls - unwitnessed 3 

Catheter care 2 

Clinical Treatment - General Medicine 
Group 
 

12 

Delay or failure in treatment or procedure 
4 

Delay or failure to diagnose (inc e.g. missed fracture) 2 

Post-treatment complications 2 

Values and Behaviours (staff) 
 

12 

Delay or failure in treatment or procedure 4 

Delay or failure to diagnose (inc e.g. missed fracture) 2 

Post-treatment complications 2 

Position of subjects  in previous quarters  
               Q3                                  Q4 

2nd 2nd 

1st 1st 

3rd Did not appear 

Did not appear Did not appear 

4th Did not appear 
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Top 5  Subjects - PALS  

 
Neonatal: “This is just a quick email to say 
that the staff of University hospital in 
neonatal care and transitional care were 
amazing. My baby was born 10 weeks 
premature and stayed there for about 7 
weeks. He was born at 960 grams. The care 
he received was amazing. The nurses and 
doctors kept us up to date. I would not have 
had it any other way. 6months on he is 
doing really well.” 

“To all staff on ward 1 (area 1) Unfortunately I 
had to spend a total of 8 days on the ward and 
the staff could not of done any more for me if 
they tried, from the cleaners to the consultants 
treat me with the highest of care. 
I believed this helped me recover a lot quicker. I 
have stayed on many wards in my time and I can 
honestly say this has been the best ward by far.” 

  Top 5 Primary Subjects  Top 3 Themes 

Appointments 
 

246 
 

Appointment - availability (inc urgent) 
79 

Appointment Cancellations 
49 

Appointment delay (inc length of wait) 
31 

Communications 
 

143 

Communication with patient 
73 

Communication with relatives/carers 
30 

Other - Communications 
15 

Trust Admin / Policies / Procedures 
incl Pt record management 
 

97 

Complaint handling - all aspects 32 

Access to health records 27 

Other - Trust Admin issues 16 

Admissions, Discharges & Transfers 
(excl delayed discharge due to 
absence of care package - see 
Integrated care) 
 

78 

Discharge Arrangements (inc lack of or poor planning) 
20 

Other - Admissions, Discharges & Transfers 
20 

Discharge with incorrect / incomplete / without TTO's 6 

Other 
 

40 

Loss of/damage to personal property including compensation issues 30 

Customer Services 5 

Financial Procedures/Patient finance 3 

Position of subjects in previous 
quarters  

 
               Q3                              Q 4 

2nd  1st 

1st 2nd  

3rd 3rd  

 
Did not appear 

 
4th  

4th Did not appear 



9 

 
2a- Involvement Activity  
 
1.  We Care Event 

 
The Trust’s first We Care Event, whereby the Trust showcases back to its services users and the general public , what it is doing to improve services, was 
held on 11th June in the Clinical Sciences Building.  A total of 39 people attended including members of the public, voluntary organisations and staff.   
 
 Posters at the event included: 

Blood Transfusion, Medicines Optimisation, Antimicrobial Stewardship, Recruiting Lay People for Research, Recruiting to Patient Partners & 
Patient and Public Involvement Panel, ECG Tip Location for PICC Line Insertion, Clinical Audit Achievements, Healthwatch Warwickshire, 
Alzheimer’s Society, Carers Trust Heart of England, Psychological Effects of MS after Diagnosis 

 
 Presentations at the event included: 

Update on Patient Experience Delivery Plan, Electronic Patient Record, Compassionate Communities, PALS, Kitchen Table Event in Outpatients, 
Trust Values  

 
The event evaluated extremely well with participants.  The next event is scheduled for Wednesday, 5th September 2018 at the Queens Road Baptist 
Church in Coventry.   
 
2. Patient Partners’ Programme 

 
As at 4th July 2018 a total of 25 people have been recruited to the Patient Partners Programme (recruitment is ongoing).  Introductory training for the 
Partners took place on 25th July 2018, and 20th August 2018,  and consist ed of: 
 

• Introduction to Programme/Overview of NHS and Trust/Jargon Busting/Interviewing Skills/How to be effective in meetings/Unconscious 
Bias/Participating in staff appointment panels/UHCWi improvement tools/Audit methods 

•   

• The Programme will be officially launched at 1.00pm on 25.7.18 (as part of first training session) with the CEO, CMO, CNO and DCNO and Deputy 
Director of Quality attending for lunch. 

 

3. Patient & Public Involvement Panel 
 

In May the new GDPR came into effect. Current members of the patient Involvement Panel we contacted as per new legislation, 92 have responded to 
date to confirm they wished to remain as a member.  Recruitment to the Panel will continue. 
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2b. Patient Insight and Impressions 

 
                                Quarter  1 2017/18                                                                            Quarter 1 2018/19  

The Trust is currently running two systems. One which includes the new Values Based Questions and the existing system that includes the ‘influencing factors.’ 
The number of responses for the existing system will continue to reduce as the new Values Based system becomes fully operational by the end of September 
2018. The graphs above identify the top three scoring categories. They are listed in order taking in to account the rounding up process.  The arrows indicate 
movement in results between the quarters.  However, due to respondent number differences, comparison is not available. 
The areas of service showing the greatest satisfaction haven’t changed considerably between the quarters with Privacy & Dignity remaining at the top. There 
has been no discernible movement in satisfaction levels with regard to the bottom three despite various actions being taken 



1
1 

Patient Insight and Impressions 
continued. 

BOTTOM 3 SERVICE AREAS OF QUARTER 1 2018-19 - ACTIONS BEING TAKEN IN QUARTER 4 2017-18 
 

Parking: Negotiations continue to increase the car parking capacity at the Trust, but these are yet to be 
finalised.  (Lincoln Dawkin, Director of Estates) 
 
Food & Drink: Ward Food Tasting Sessions continue to be held every other month to let the nurses and 
HCAs taste the food so they can promote this to their patients – with eight sessions held in May and eight 
already planned for July. In May another  Visitors’ Food Tasting  Session took place in Outpatients and 
proved  a success and a Menu Co-ordinator from ISS continues to visit the wards each week to check menu 
availability. ISS also supported the Nutrition Summit which celebrated 70 years of the NHS  which was an 
opportunity to promote menus and to provide food from these menus whilst also facilitating a question and 
answer session. (Nigel Watson, Catering Logistics Manager) 
 
Doing Things On Time: The online RTT training has now been embedded and has been linked to the iPM 
training elements for admin staff. Admin manager engagement sessions have been undertaken to promote 
the online RTT training and awareness of the refresher training elements in line with PDR’s. We continue to 
struggle with reporting elements of compliance and have requested support from learning and 
development to review the options available within ESR to enable us to robustly monitor compliance and 
provide assurance to the Trust on RTT training knowledge and awareness. (Sarah Roddis, Associate Head of 
Department - Elective Care) 
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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 '18 

Recommender % 

May'18 Recommender 

% 

June ’18 

Recommender % 

Internal Target 

Recommender % 

National Average 

for Q1 18/19 

Inpatients 92% 92% 92% 95% 95% 

A&E 82% 77% 84% 87% 86% 

Antenatal (after 36 weeks) Experience 94% 98% 97% 97% 95% 

Birth/Labour Experience 96% 99% 100% 98% 96% 

Postnatal (hospital) Experience 96% 92% 92% 93% 98% 

Postnatal (community) Experience 100% 98% 97% 97% 93% 

  
April'18  Response 

Rate % 

May'18 Response 

Rate % 

June'18 Response 

Rate % 

Internal Target 

Response Rate % 

National Average 

for Q1 18/19 

Inpatients 21% 22% 21% 26% 25% 

A&E 12% 12% 11% 15% 13% 

Antenatal (after 36 weeks) Experience 25% 22% 19% 15% N/A 

Birth/Labour Experience 16% 16% 11% 15% 23% 

Postnatal (hospital) Experience 26% 27% 21% 15% N/A 

Postnatal (community) Experience 16% 22% 18% 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 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. 

Results from the Inpatient Survey 
2017 were published in June. The 
results and action plan have been 
shared with Chief Officers and a 
Trust-Wide Action Plan has been 
developed and is monitored by the 
Patient Experience and Engagement 
Committee. 

Fieldwork for the Maternity 
Survey 2018 continues to 
take place until August 2018. 

Fieldwork is underway for the 
2018 Children and Young People’s 
survey. 

The Cancer Patient Experience 
Survey report for 2017 will be 
published in July 2018 and 
fieldwork for the 2018 survey 
will commence in October this 
year.  

Fieldwork has commenced for 
the A&E 2018 survey. 
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Feedback from Involvement Hub Kiosks 
The first survey currently on the kiosks ask five value based 

questions, which were co-developed by patients and from  

September 2018 these questions will form part of the new Trust FFT 

survey for all adult inpatient and outpatient contacts.  The questions 

developed cover five  of the seven trust values: 

 

1. Were you treated as an individual with care and kindness? 

(compassion) 

2. Did staff involve you in there care? (Partnership) 

3. Did staff treat you with dignity and respect? (Respect) 

4. Were staff open and honest with you at all times? (Openness) 

5. Were staff passionate about delivering high standards of care? 

(Pride) 

 

Data Summary and Comparison 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Q4 Q1 

no. of 

responses 

% Always/Very 

Often 

no. of 

responses 

% Always/Very 

Often 

Question 

1 3004 64.9% 6218 63.7% 

Question 

2 1675 73.5% 2869 74.3% 

Question 

3 1638 76.3% 2753 75.8% 

Question 

4 1385 77.3% 2048 80.1% 

Question 

5 1389 77.4% 2055 78.9% 
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Feedback from Involvement Hub  
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Feedback from Involvement Hub  
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Action Log on Impressions 
 

The Action Log captures the actions required following negative verbatim comments 
and extremely unlikely responses from the FFT Survey. It also captures actions 
required following National Patient Experience Survey responses. 
 

Below details information from the Action Log for Q1 2018/19. 
 

Number of Actions  
Q1 2018/2019 

Group with highest 
number of actions 
Q1 2018/2019 

Number of closed 
Action 
Q1 2018/2019 

Number of open 
Actions 
Q1 2018/2019 

 

 

 

 

Womens and 

Childrens 

38 50 
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Board Walk Rounds 

 
Day Surgery Unit  

A number of positive observations were made from the Board Walk Around Review Visit including: 

• Great quality of care;  

• Staff motivation - that “can do” attitude; 

• Staff having a wide range of skills. 

 

Areas of concern were: 

• Patients staying over the expected time frame (1day) 

 

The Day Surgery Unit provided an update on the current stay status. All patients that were required to stay over 24 hours were previously 

highlighted at the Silver meetings and the Bed Management Team was alerted. Patients are now actively moved to a base ward and this 

has meant the number of stays over 24 hours has reduced. 

  

Acute Medicine Unit 2  

The Acute Medicine Unit has good quality indicators. 

 

Areas for concern were: 

• the current length of stay for being over the expected 72 hours; 

• The Unit Drug Room was untidy. 

 

An update was provided on the actions taken which included a clean up of the Drug Room and the introduction of an Electronic Drug 

Cabinet 

  

Antenatal Clinic and Scans 

The Boardwalk Around Visit saw many positives including: 

• Staff working well in teams and using daily huddles effectively; 

• Valuable dual-speciality clinics including the Joint Diabetology Clinic; 

• Midwifery links to community services and physical aligned of  Clinic Triage, Scanning and Birthing Unit are all good. 

 

An area of concern was: 

• Recruitment of Midwives lack of cover in staff absence causing clinics to be. 

 

An update provided by the department stated that the feedback has been acted on and the team are awaiting start dates for  a number of 

recently appointed midwives .   
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Arden Centre 

The entrance was praised for its modern and clean look. The centre itself has recently had a pharmacy built in  which now provides a 

better service for patients. The pharmacy also provides support and education on site for nursing staff and doctors who need medication 

advice.  

 

The review recognised that staff were very engaging, polite and welcoming to patients and visitors. This gave the centre a calm and well 

organised feel.  

 

Areas of concern were: 

• A shortage of clinic rooms and the original chemo suite is not big enough.  

• An average of three weeks wait to begin Chemotherapy. 

 

The Arden Centre has taken action by creating a business case for changes and plans are underway to refurbish the Arden Centre. This 

will facilitate additional clinic capacity and chemotherapy chairs to reduce waiting times, meeting current and future demands. 

  

Centre for Reproductive Medicine 

It was noted that the centre was in the top three performers nationally and therefore is receiving nationwide referrals. A number of nurses 

were praised for leading the procedures well and working effectively as a team.  

  

Areas of concern were: 

• A review identified that GP’s were referring patients for funded IVF, when this was not commissioned by the CCG. 

• Improvement was required in the Main Entrance of the Centre. There were general maintenance concerns including broken blinds in 

reception and the Information Screen not working. 

 

The centre is taking action relating to these concerns by discussing funding with patients and liaising with GP’s regarding any incorrect 

referrals. The possibility of charitable funds for replacing the blinds is being explored and IT have been contacting regarding the 

Information Screen. 

  
Coronary Care Unit 

The Unit had received good quality feedback from patients. The bed flow was working well, as at present there were 10 beds, but the 

team were looking to obtain some more beds to better patient turnaround.  

 

Regular consultant ward visits were in action and the staff were using daily huddles. 

  

Areas of concern were: 

• Space in the department, with corridors being used as waiting areas and no available rooms for confidential talks.  

 

The unit are looking into the space issue and  making temporary use of the ward managers office for any confidential talks. 
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Children’s ED 

The department has grown from 27,000 to 36,000 in 10 years and is now the same size as Birmingham Children’s Department. Staff were 

commended for their innovative responses to the nursing vacancies.  

 

An area for concern was: 

• Middle Grade/Registrar capacity  

 

Children’s ED has provided an update assuring that innovative recruitment including clinical fellows and ANPs/ECPs is now under 

consideration. The department currently have a plan to increase staffing levels. 

 

Lucina Birth Centre and Labour Ward 

The ward is doing well in regards to the screening process prior to acceptance and recruitment is taking place this year, with over 40 new 

starters expected.  

 

Areas of concern raised were: 

• Slow Labour Ward Triage Booking In System; 

• No support available for new starters; 

• Difficulty in recruiting Midwives. 

 

The Centre and Labour Ward have advised that action has been taken to provide support for new starters through the recruitment of 3.5 

WTE Band 7 Preceptorship Support Midwives in September/October. The Labour Ward Triage will be partially addressed using an acuity 

tool along with a bid has been put in for funding as part of the 10 stage CNST bid.    
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Out Patients Department 

 

A number of positive observations were made during the Review. The Senior Nursing Leadership Team were commended for their 

excellent work and the positive improvements that had been made in Mandatory Training compliance. The process for booking 

Interpreters had been re-designed successfully and Production Boards were now being utilised. 

 

Area of concern were; 

• Number of clinic cancellations; 

• Overcrowding within the fracture clinic; 

• The sunlight  and heat in the Main Atrium.  

 

Although there was no update with regards to the number of cancellations the Department has made progress with regards to 

overcrowding, wait times and the heat. 

 

Toilets are going to be removed in the Fracture Clinic Waiting Area to create more room for seating. The department has also 

purchased a bleep system to allow patients to leave the department and be bleeped when the clinician is ready to see them; this is 

anticipated  to help with space significantly.  

 

Work has just been completed to X-Ray those follow up patients who require one on arrival. This has resulted in X-Rays already being 

on the system and so appointments are being held at their allotted times. This should alleviate the wait in radiology and positively 

impact the patient flow in the clinic.  

 

In relation to the heat, a large fan has been placed in the Outpatients Waiting Area, to improve the temperature in the department. 

The issue with the sunlight had been reported to Estates in the hope that a UVA filter on the roof  could be explored. 
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Endoscopy  

A number of positive observations were made from the Board Walk Around Review Visit including: 

 

• Good team ethic, with the team working extremely well together. 

• Significant throughput of activity and procedures within Endoscopy, as well as a real breath of procedures. 

• Great to see the use of team huddles and the impact they were having on the department. 

 

Areas for concern were: 

 

• Staff Recruitment was a significant issue , which was compounded by staff recently moving to George Elliot Hospital and it taking a 

particularly long time to train new nurses in this area 

• Temperature of some of the treatment rooms, especially during hotter times is a particular issue for both the patients and the staff 

• The in-house sterilisation equipment that Endoscopy use was now 10 years old and is prone to breaking down. This was happening 

fairly regularly and is negatively impacting on the unit. 

 

 

The  Endoscopy  Team have advised that recruitment had now taken place of a number of nurses, but the department still had 

vacancies. The department are looking into the treatment room temperatures  were an issue during the warmer periods of the year. 

The department was aware of that the sterilising equipment needed replacing and the decontamination lead was looking into this issue.  

 

 

Ward 11 – Update to be provided in the Q2 We Care Report 
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PUBLIC TRUST BOARD PAPER  
 

Title Patient-Led Assessments of the Care Environment (PLACE) 

Author Lincoln Dawkin, Director of Estates and Facilities 

Responsible Director Lisa Kelly, Chief Operating Officer 

Date 27 September 2018 
 
1. Purpose: 

 

To provide the Board with a summary update of the outcome of the Patient-Led Assessments of 

the Care Environment (PLACE) 2018. PLACE assessments are an annual appraisal of the non-

clinical aspects of the patient environment, how it supports patients’ privacy and dignity and its 

suitability for patients with specific needs, e.g. disability or dementia.   All assessment teams must 

include a minimum of two patient assessors, making up 50 per cent of the team.  PLACE 

assessments provide a framework for assessing quality against common guidelines and 

standards in order to quantify the environment's cleanliness, food and hydration provision, the 

extent to which the provision of care with privacy and dignity is supported, and whether the 

premises are equipped to meet the needs of people with dementia or with a disability. This report 

also summarised the proposed governance arrangements to manage the individual work streams 

to align with the PLACE dimensions. 

 
2. Background and Links to Previous Papers: 
 
The NHS Constitution establishes a number of principles and values of the NHS in England, 
which additionally extend to private and voluntary sector providers supplying NHS services.  
Included amongst these are: 
 

- Putting patients first  

- Active feedback from the public, patients and staff  

- Adhering to basics of quality care  

- Ensuring services are provided in a clean and safe environment that is fit for purpose  

 
These assessments were introduced in April 2013 to replace the former Patient Environment 
Action Team (PEAT) assessments which had been undertaken from 2000 – 2012 inclusive. 
These are the sixth set of results from the revised process.  
 
The PLACE programme aims to promote the above principles and values by ensuring that the 
assessment focuses on the areas which patients say matter, and by encouraging and facilitating 
the involvement of patients, the public and other bodies with an interest in healthcare (e.g. Local 
Healthwatch) in assessing providers in equal partnership with NHS staff, to both identify how they 
are currently performing against a range of criteria and to identify how services may be improved 
for the future. 

 

The sixth year of PLACE assessments were carried out across the country between March and 

June 2018 by 270 organisations, of which 218 where NHS trusts and 52 were voluntary 

independent or private healthcare providers.  The PLACE programme offers a non-technical view 

of the buildings and non-clinical services provided across hospitals, hospices and independent 

treatment centres providing NHS funded care. It is based on visual assessments, not relying on 

the application of any technical or scientific tools. 
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The audit process assessed a number of key indicators in developing the PLACE score and is 

acknowledged as being an NHS nationally recognised standard of performance. The outcome of 

this assessment also reports into the Care Quality Commission (CQC). 

The team conducting the audits comprised:   

University Hospital Hospital of St Cross 

Patient Assessors: 

Patient Partners and Volunteers from Health 

Watch Coventry (Between five and six per day) 
 
Inspection Team: 
David Powell and the Infection Control Team  

Patient Assessors: 

Patient Partners and Volunteers from Health 

Watch Coventry 

 

Inspection Team: 

David Powell, Juliet Starkey, Chris Seddon, 

Judith Lewis and the Infection Control Team 

 
3. Executive Summary 

 

The audit covered a number of areas, reported under the following eight headings: 

 

 Cleanliness – covers all items commonly found in the healthcare premises including 

patient equipment (examples are baths, toilets, showers, furniture, floors, fixtures and 

fittings) 

 Food and Hydration – includes food choice, 24 hour availability, meal times, access to 

menus 

 Organisational Food - includes food choice, 24 hour availability, meal times, access to 

menus 

 Ward Food – includes an assessment of food at ward level, including the taste, texture, 

and appropriateness of serving temperature 

 Privacy, Dignity and Wellbeing – includes infrastructure and organisational aspects such 

as the provision of outdoor and recreational areas, changing and waiting facilities and 

access to television, radio, internet and telephones, the practicality of male and female 

services (sleeping and bathroom/toilet facilities, bedside curtains sufficient in size to 

create a private space around beds and ensuring patients are appropriately dressed to 

protect their dignity 

 Condition, Appearance and Maintenance – General environment including décor, 

condition of fixtures and fittings, tidiness, signage, lighting (including access to general 

light), linen, access to car parking, waste management and the external appearance of the 

building and maintenance of the grounds 

 Dementia – flooring, décor and signage, availability of handrails, appropriate seating and 

food 

  Disability – wheelchair mobility, signage, hearing loops, and aspects of food and food 

service 

 
History of Changes in Process: 

2013/14: 
 

 Due to changes in methodology comparisons between 2013/2014 are not 
possible for Food & Hydration or Privacy, Dignity and Wellbeing. 

 Scores for ward based and organisational food assessments were not produced 
separately in 2013. 

2014/15 
 
 

 Minor changes were made to Privacy, Dignity and Wellbeing which may have 
led to a reduction in scores. 

 New questions were introduced for Condition, Appearance and Maintenance 
resulting in a small downward change in scores. 

 The tasting component was amended in Food and Hydration is likely to have led 
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to a downward change in the score for Ward Food balanced by a rise in Food 
Organisation. 

2015/16  Disability was introduced in 2016. 

 
It is also of note that the National Average Scores have increased slightly from 2017. 

 

 

The table below details this year’s results along with a comparison of the audit results for the last 

five years, taking into account the history of changes in process described in the section 

immediately after it.   

 

  
2014 

% 

 
2015 

% 

 
2016 

% 

 
2017 

% 

 
2018 

% 

 
Movement 

2017 – 2018 
% 

Above or 
Below 

National 
Average 

% 

University 
Hospital 

       

Cleanliness 98.17 100.00 99.00 98.71 99.21   (0.5) 0.71 

Food & 
Hydration 

88.13  95.24 88.00 89.03 88.77   (0.26) 1.43 

Food 
Organisation 

77.37  81.00 85.62 88.47   (2.85) 1.53 

Food Ward 89.96 
 

 89.00 89.76 88.81   (0.95) 1.69 

Privacy, Dignity 
and Wellbeing 

97.74 94.58   89.00 83.10 87.50   (4.4) 3.3 

Condition 
Appearance 
and 
Maintenance 

93.07 97.45   95.00 91.08 96.78   (5.7) 2.48 

Dementia   89.92   76.00 60.79 69.57   (8.78) 9.33 

Disability    79.06 82.36   (3.3) 1.84 

        

St Cross   
 

     

Cleanliness 99.47 100.0 99.00 97.40 99.90   (2.5) 1.4 

Food & 
Hydration 

86.19 88.97 86.00 89.69 91.77   (2.08) 1.57 

Food 
Organisation 

76.53  84.00 85.62 88.54   (2.92) 1.46 

Food Ward 92.51  88.00 93.41 94.40   (0.99) 3.9 

Privacy, Dignity 
and Wellbeing 

91.15 92.75 88.00 72.62 78.83   (6.21) 5.37 

Condition 
Appearance 
and 
Maintenance 

96.12   96.15 94.00 94.46 94.39   (0.07) 0.09 

Dementia   87.20 74.00 55.68 69.47  (13.79) 9.43 

Disability    70.85 80.54    (9.69) 3.66 

 
 

Key  

Improvement   
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Less than 1% Decline/Difference  

More than 1% Decline/Difference  

 
Summary of Findings: 

 

Cleanliness:  
This year saw an increase in the score for cleanliness across both sites with only minor issues  
being found at the time of the PLACE audits.  Regular audits will continue throughout the year via  
the Trust Estates Performance Team to ensure that standards remain high.   
 

Food and Hydration - Organisational Food and Ward Food:    
The Hospital of St Cross saw an increase to the food audit scores, however, there was a slight 
decrease on the University Hospital site for the Food and Hydration and Ward Food elements.  
During the coming year the Task and Finish group will be reviewing these aspects to drive 
improvements over the next 12 months.  The group will include the Trust Dietician to ensure  
compliance 
 
Privacy, Dignity and Wellbeing:  

This year’s audit has seen an improvement across both sites although Rugby is well below the 
national average.  The Task and Finish Group will continue to monitor progress over the coming 
months to ensure further improvements are made within the elements.  The clinical teams will 
need to monitor and drive the improvements within this domain. 

 

Condition and Appearance and Maintenance: 

University Hospital – there was an increase in the 2018 score and work will continue with the 
Estates Performance Team and the two painters at our disposal to ensure clinical and  
non-clinical areas are painted on a “Forth Bridge” approach.  Since the completion of the PLACE  
audit redecoration of General Critical Care, the Renal Dialysis Unit and the Emergency 
Department has been completed.   
Hospital of St Cross - it was disappointing to see a slight decrease of 0.07 in score following a  
programme of redecoration during 2017/2018.  However, condition surveys will be carried out to  
formalise action plans to improve the scores for 2019.  This will be referred to the Rugby Lifecycle  
Group to discuss ward refurbishments and lifecycling. 
 

Dementia:  

Whilst there has been an overall increase in scores for both sites, these do fall well below the 
national average.  The Trust has allocated £55,000 of capital expenditure for 2018/19 to enhance 
facilities for dementia patients on Hoskyn Ward at the Hospital of St Cross.  Future ward 
refurbishment works will be designed to align with the needs of a “dementia friendly” environment. 
 
Disability:  
Whilst there has been an overall increase in scores for both sites, these do fall below the national 
average.  The Task and Finish Group will continue to monitor performance to gain improvements. 
Going forward the Trust will engage the services of an independent advisor to undertake a high 
level survey of previously undertaken DDA surveys. From this an updated costed action plan will 
be developed which will also feed into the PLACE audits. 
 
4. Areas of Risk 
 
The maintenance of a high standard of patient environment is linked closely to minimizing hospital 
acquired Infections (HAI) at the organisation – any reduction in standards would potentially lead 
to an increase in HAIs. 
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Patient Experience – Any reduction in the patient environment will have a direct impact on the 
patient experience. 
 
The annual PLACE score feeds into the CQC, a reduction in current standards would have a 
detrimental effect on the outcome of CQC assessments undertaken at the Trust. 
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks: 
 
This paper links to the Trust’s objective to achieve a rating of at least good at Trust level in the 
CQC inspection and to achieving national performance objectives and therefore links to the 
corresponding BAF risks.   
 
Objective five of the Quality Strategy sets a target of 90% across all PLACE domains, whilst 
positive progress is being made across a number of domains, without significant investment, it will 
be difficult to achieve this target across all.  Work will however continue to improve areas and the 
group will strive to achieve a year on year improvement to the scoring. 

 
6. Governance: 
 
A program of mini PLACE inspections is to be introduced in 2018 which will also report into PEEC 
as they are undertaken along with any actions identified as part of the inspection. 
. 

7. Responsibility 
 

Going forward, the PLACE inspections and reports/actions will be overseen by the Patient 
Experience and Engagement Committee (PEEC). 

 
This Committee bring together the various strands examined by the PLACE inspections and can 
provide oversight of progress against the various domains as required. 
 
8. Recommendations 
 

 The Board is invited to NOTE the report and the ACTIONS that have been put into place 
and to RAISE any questions or concerns.  
 

 
Name and Title of Author: Lincoln Dawkin – Director of Estates and Facilities 
Date: September 2018 
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1. Purpose  

Update on the work of UHCW End of Life Care (EOLC) Committee since last report 27 
July 2017. 

Meetings held on 24 August, 25 October, 13 December 2017 and 29 January, 20 March, 
24 April, 22 May 26 June 2018 and 24 July 2018. 

2. Background and Links to Previous Papers 

This report is the fourth report to Trust Board for EOLC and builds on that provided in 
summer of 2017. 

3. Executive Summary 

CQC definition: End of life care encompasses all care given to patients who are 
approaching the end of their life and following death. It may be given on any ward or 
within any service in a trust. It includes aspects of essential nursing care, specialist 
palliative care, and chaplaincy and bereavement support and mortuary services. 

(i) EOLC CQC Inspection 

The EOLC Committee has led the preparation and support for the EOLC service for the 
CQC Inspection – commencing in April 2018; report published on 31st August 2018. 

EOLC was rated as Good for Safe, Effective, Responsive and Well-Led and Outstanding 
for caring. Each rating has improved since the previous inspection held in 2015. 

Key facts: The Trust had 1,991 deaths between December 2016 to November 2017. 

Between 1 October 2017 and 31 March 2018 there were 1,041 referrals to the specialist 
palliative care team. 
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Referrals to the Palliative Care Team were for  

 terminal care,  

 symptom control,  

 complex psychosocial problems,  

 advance care planning, and 

 complex ethical decision making.  

50% referrals were for cancer and 50% were for non-cancer. 

Overall the rating for EOLC improved and was rated as Good because of: 

 Improvements to safety performance through identification of and action against 
safety incidents, risks and patient assessment processes relating to EOLC. 

 Improved recording of DNACPR decisions and discussions. 

 Care and treatment delivered in line with evidence based national guidance e.g. 
National Institute for Health & Care Excellence (NICE) guidance. 

 Patient outcomes were monitored and improved through participation in the 
national care of the dying audit and subsequent internal audits relating to the 
individual plan of care for the dying person. 

 There was a range of training initiatives available for variety of staff groups 
involved in EOLC so that staff had skills, knowledge and experience to deliver 
effective care. 

 Patients at the end of life and those close to them were treated with kindness, 
respect and compassion and were involved in making decisions about their care.  

 Staff went the extra mile to meet patients’ individual needs and were supported by 
volunteer care of the dying companions. 

 There was a clear vision and strategy in place with identified priorities and 
monitoring of action taken by the EOLC care committee.  

 Governance structures around EOLC were in place to ensure continuous 
improvement. 

 There was a strong culture of quality end of life care across the trust, with active 
engagement, involvement, commitment and representation from a range of staff 
groups. 

 There were opportunities for and examples of innovation in end of life care, 
including the development of compassionate communities’ projects to improve 
EOLC for patients within the trust and the community. 
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Areas of Outstanding Practice were recognised within the Trust for EOLC:- 

 Care for people with Motor Neurone Disease: “The trust and the local hospice motor 
neurone disease team had received an ‘Extra Mile’ award from the Motor Neurone 
Disease (MND) Association for its outstanding contribution to coordinated support 
for people living with MND in Coventry.”  

 Compassionate Communities: “The end of life care and chaplaincy service were 
working in partnership with the local community trust and hospice to develop a 
Compassionate Communities initiative; The initiative provided a service where 
specially trained volunteers worked to support people in the community; The trust 
took the lead in providing the volunteers and coordinating the service. The service 
included support for those in the last year of life, those in the last days of life and 
their carers, and those who had been bereaved.”  

 RIPPLE [Respiratory Innovation Promoting a Positive Life Experience] “Other 
community projects included support for patients with respiratory conditions who 
were at risk of unplanned admission to hospital, with initial evidence suggesting a 
20% reduction in admission to hospital for this group of patients.” 

Areas for Improvement identified for which Actions the trust MUST take to improve:- 

 Mental Capacity Assessments relating to DNACPR decisions 
“To ensure that effective governance systems are in place so consent to care and 
treatment is always sought in line with legislation and guidance in relation to 
records of mental capacity assessments relating to decisions regarding ‘Do not 
attempt cardiopulmonary resuscitation’ (DNACPR). 

An Action Plan is currently being drawn up led by the Clinical Leads for Resuscitation and 
Safeguarding for review and quality assurance from the EOLC Committee. 

Areas for improvement identified for which Actions the Trust SHOULD take to improve: -  

 To prioritise action to improve mandatory training achievement. 

 To prioritise the use of accurate and complete activity data that demonstrates the 
responsiveness of the specialist palliative care team in relation to referrals. 

 To continue to develop plans to provide a seven-day face to face service to 
support the care of patients at the end of life, with clear action and timelines 
identified. 

Actions are already underway being led by the Clinical Lead, Modern Matron and Group 
Manager for Palliative Care. 

 Space for Difficult Conversations 

 “To continue to address the improvement of facilities for having difficult 
conversations with relatives in clinical areas”. 

Actions are being led by the ADN for Professional Standards and Patient Experience 
supported by Ward Managers; with a pilot ward reviewing and furnishing a new space for 
a new “sensitive communication room”.  
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Updates on the 2017-2018 Trust priorities for EOLC: 

I. Dignity in dying  

Successful recruitment of 19 Volunteer Care of the Dying Companions, trained by the 
Palliative Care Team and Chaplains to support dying inpatients at UHCW who have 
no family present in the last hours and days of life, a service which has been very well 
received across UHCW by relatives and staff caring for dying patients. 

The Compassionate Communities initiative led by the Trust is partnered with CWPT, 
Age UK and other community healthcare providers:- 

 The initiative has to date received approximately 30 referrals for support from 
trained volunteers leading up to or after a loved one’s death.  

 The Trust has trained 16 Compassionate Communities Volunteers who volunteer 
their time to support local families who are dealing with loss.  

 A monthly bereavement support group has been established which is held at the 
UHCW Faith Centre to provide support to those whose relative died in our care or 
under the care of the community. 

New Coventry and Warwickshire wide Holistic Assessment and Individual Plan of 
Care for the Dying Person developed and implemented across locality with 
leadership support from UHCW. This was rolled out on all adult wards in UHCW from 
January 2018. 

UHCW is currently participating in the National Audit for Care at the End of Life 
(NACEL) to be submitted Autumn 2018. NACEL is split into three elements; 

• Organisational level audit – review of policies and protocols in place within our 
organisation, as well as activity, workforce and quality and outcomes  

• Case note review - This will review deaths within the audit inclusion criteria, the 
number of deaths submitted is capped at 80 and organisations are asked to 
ensure the minimum provided is no less than 5% of their total annual deaths. The 
case note review criteria excludes; 

▪  deaths occurring within A&E, 

▪  deaths occurring within 4 hours of admission, 

▪  sudden deaths, 

•  NACEL quality survey - This survey will be sent to the ‘nominated person’ of 
those patients included in the case note review to capture their experiences 
and thoughts on the care provided. 

II. Rapid discharge*- focus on improving rapid discharge for patients in the last 
weeks of life with leadership from Integrated Discharge Team.  Continuing Health 
Care Fast Track discharges for patients in the last weeks of life. The CCG has set 
a target of aiming to discharge these patients within 72 hours. 
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Referrals are generally increasing for multiple reasons e.g. more patients being 
identified as meeting the criteria. Improvements in response have been made and 
noted through the EOLC Committee. 

EOLC Committee monitors progress with this and IDT are taking steps to address 
any system delays with the relevant CCGs. 

 

 
 

 

III. Clinical Results Reporting System (CRRS) Palliative Care Alerts 

Further encouraging consultant champions in the use the CRRS palliative care 
alerts for their patients in the last year or so of life. This utilises the Coventry and 
Warwickshire SPICT tool (Supportive and Palliative Care Indicators Tool) to flag 
that a patient is being managed palliatively and may be in the last year or so of life, 
to prompt staff involved with their care to focus on comfort and quality of life. 



 
 

 

 

This innovative palliative care electronic flag development was presented by Dr 
MacLaran at the Inaugural SPICT International Conference February 2018 at the 
University of Edinburgh. 

Data for 2013 – 2017 n=1729:- 

  

This data shows the take up by specialty of the use of the CRRS Palliative Care 
Alert in the preceding 5 years and has enabled the Palliative Care Team to target 
further education and training within clinical areas where the palliative care alert is 
under-utilised.  

The CRRS palliative care alerts quickly prompts clinicians to recognise patients who 
are approaching the end of their life and highlight to staff that they may have also 
made an advance care plan and would benefit from considering advance care 
planning. Advance Care Planning, supports patients to achieve their future 
preferences for care by clarifying details about their clinical condition, planning in a 
practical way for the future, focusing on their goals and hopes while addressing any 
fears that they may have. 

The Palliative Care Team have been training senior ward medical and nursing staff 
about the CRRS palliative care alerts and advance care planning and encouraging 
ward staff to engage in these proactive conversations with their patients and 
relatives.  

For patients who are extremely unwell and whose recovery is uncertain, AMBER 
Care Bundle is a tool which prompts staff to best support patients through clearer 
communication with conversations between doctors, nurses, patients and their 
carers about what treatments are still possible and how effective they are currently, 
while addressing uncertainty and the chance that the patient may not improve or 
recover. 
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Patients who do recover from a serious illness on the background of multiple 
conditions or serious advanced disease are at risk of further deterioration in the 
future. The Palliative Care Team prompt ward staff to also consider advance care 
planning for these patients. 

Training in these tools continues to good effect and their use is becoming 
increasingly embedded across the Trust for the benefit of the patients, prompting 
best care using an individualised approach supported by good communication. 

25 Consultant champions have been trained during workshops that were held in 
2017/2018 to ensure information is disseminated back to relevant clinical teams. 

50 Ward-based nurse champions, covering 32 wards, have also been trained across 
the Trust so they can support and empower their own ward teams to promote 
person-centred care towards the end of life. 

IV. Training opportunities provided by Trust and Palliative Care Team. 

New Consultant appointed in Palliative Medicine in January 2018 with a special interest in 
Education to support the EOLC Committee to develop and implement a robust education 
and training plan and strategy Trust-wide and develop a core group of Communication 
Skills Trainers in-house from interested and passionate staff to share best practice Trust 
wide. This work is in hand. 

a. Continued roll-out of the TRANSFORM Programme ‘NHS England: Transforming 
end of life care in acute hospitals “Route to Success” programme’ – now on all 
adult wards excluding 2 in Rugby St Cross who have been targeted for training in 
September 2018 

b. Comprehensive Palliative Care Team Education and Training annual programme 
developed for all staff groups across UHCW  

c. Daily presence of the Palliative Care Team in office hours on adult wards 
supporting and training staff alongside providing clinical care 

d. Online learning modules for the CRRS Palliative Care Alerts developed.  See 
also Appendix 1 and 2. 

V.  Measuring for Improvement – developed a Trust-wide EOLC Dashboard monitoring 
patient safety, training, risks and bespoke Trust level and Ward-based measures for 
EOLC. 

In addition, the following work has been developed through engagement with 
collaborative working with partner organisations:- 

Supporting the roll-out of CASTLE Register “EPaCCS” – the Electronic Palliative Care 
Co-ordination System for patients in the last year or so of life across Coventry and 
Warwickshire; leadership from UHCW – over 600 patients now have a record and staff 
trained across hospital/community/hospice with messaging system linked to Ambulance 
Service and Out of Hours Primary Care Providers. 

Dying Matters Awareness Week 2018 led by the UHCW Chaplains was very successful 
once again with this year’s theme being, ‘What can you do…in your community?’ Over a 
dozen partners from the healthcare sector and local communities ran a week of events 
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that ranged from Good Death Café’s to artistic drama productions in conjunction with a 
college in the area. Between partners a decision was made for this year to focus on myth-
busting and providing quality information to people. A series of blogs were run on the 
UHCW Intranet supported by UHCW Communications Team covering a range of topics 
such as remembrance as well what really happens at a funeral directors. There was good 
anecdotal feedback from those involved and all partners are looking forward to next 
year’s event. 

Support with a proposal for collaboration across Coventry and Warwickshire with 
Specialist Palliative Care Services (Community and Hospices) – paper approved at 
EOLC Committee for local engagement and further development with a view to reviewing 
staffing and vision for 7 day service. 

Engagement with the CASTLE Expert Advisory Group (Coventry and Warwickshire 
Palliative Care and End of Life Care Network) regarding working together in partnership 
with other providers and staff locally to support collaborative developments and 
improvements in clinical care and service delivery for the benefit of patients. 

4. Areas of Risk  

 Trust-wide Communication Skills training has lacked a strategic approach for staff to 
improve their communication skills, this has been recognized and a Working Party 
has been established led by Workforce development team; key interested facilitators 
from across UHCW have been trained by an external Academic Consultant with a 
view to establishing a training plan from Autumn 2018. 

 Access to equipment in last days of life, such as syringe drivers and lock boxes has 
been challenging, under review by working party led by Sam Neale, Modern Matron. 

 Lack of AMBER Care Bundle Facilitator for the Trust – ward champions and other 
trained staff now leading on AMBER Care Bundle in their own ward areas. 

 Most wards lacking designated areas for ‘difficult conversations’ – pilot project 
underway to establish appropriate areas for conversations on wards. 

 Delays in fast track patients discharges – being monitored. 

 Delays in identifying patients as palliative and use of CRRS Alert – training ongoing. 

 Specialist Palliative Care Coding Assurance – new process established.  

 Mental Capacity Assessments for key decisions towards End of Life – promoted at 
Grand Round and ongoing training being led by Safeguarding Team. 
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EOLC Committee Priorities for 2018-2019 

I. UHCW participation and engagement with NACEL (National Audit for the Care at 
the End of Life) #1 

 Organisation element 

 80 case notes review 

 Bereavement  

II. Finalisation of Trust EOLC Education & Training strategy and plan including 
appropriate communication and dissemination Trust-wide #5  

III. Patient and Carer Experience #4 

a. Implementation of bespoke Impressions Survey about care for the dying to 
bereaved relatives including review of feedback and information generated  

b. Pilot of a sensitive communication room and further priorities for implementation  

IV. Rapid Discharge for fast track patients (patients in last weeks of life) #3 

a. Review of data collected by IDT including monitoring delays/  identifying/acting on 
themes impacting on patient flow from hospital in last weeks of life. 

b. Development of appropriate literature for patients and their carers being discharged 
through the Fast-Track process.  

V. Partnership working #1 #2 #6 #7 #8 

a. Engagement and monitoring of the CASTLE Register roll-out and embedding within 
clinical practice with relevant teams.  

b. Feedback to and from the CASTLE EAG.  

c. Continue the development of local Compassionate Communities through ongoing 
collaborative work with the voluntary sector and groups within the community  

d. Monitoring of the Coventry and Warwickshire Proposal for the configuration of 
Specialist Palliative Care Services 

 

#Linked to the 8 Foundations for the National Ambitions for Palliative and EOLC:  

#1 Personalised Care Planning  

#2 Shared records   

#3 Evidence & Information  

#4 Involving & Supporting Carers     

#5 Education and Training  

#6 24/7 Access   

#7 Co-design of services   

#8 Leadership 



 
 

 

 

5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 
 
 
 
 
     Education including support with AMBER Care Bundle     Care of the dying improvements and specialist palliative care support Feedback from bereaved carers

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

To provide care in line with national and  

local evidence based guidance   

To reduce HSMR to   
below 100   

To identify areas for improvement  
through a continuous programme of  

clinical audit   

To interpret and deliver national  
regulations and   standards of care   

To reduce avoidable infections   

To improve performance in pressure  

ulcer management & falls prevention   

  

To increase learning to prevent  

future harm and avoidable deaths    

  

To  improve the management of the  
deteriorating patient   

  

To improve the management of  

Medicines   

Clinical Effectiveness   Patient Safety   

To improve the way we listen, respond  
and use patient and carer feedback to  

support improvements    

  

To ensure that staff place trust values at  
the centre of  care  improvement.   

To improve the manage ment and   
provision of patient health information     

To improve the patient environment   

To ensure that patient voice is at the  
centre of care improvements   

  

Patient Experience 



 
 

 

 

6. Governance  

The End of Life Care Committee manages the Trust’s annual priorities for end of life care.  
This Committee reports to the Quality Governance Committee via the Patient Safety & 
Effectiveness Committee. 

The Trust has a regulatory obligation to ensure that we are meeting the CQC standards 
in end of life care. 

7. Responsibility 

The Lead for Palliative Care is Dr Sarah MacLaran, Consultant in Palliative Medicine and 
the Chief Officer with responsibility for End of Life Care, Nina Fraser. 

8. Recommendations 

The Board is invited to note the annual update. 

Name and Title of Author: Dr Sarah MacLaran, Consultant in Palliative Medicine 

Clinical Lead for Palliative Care/ Lead Clinician for End of Life Care and the 
TRANSFORM* Programme NHS England: Transforming end of life care in acute 
hospitals “Route to Success” programme, UHCW NHS Trust 

Date: 06 September18 

Appendix 1: Enc 1 

UHCW End of Life Care Educational Framework  

Appendix 2: - Enc 2 

UHCW Communications Skills Training Framework 



UHCW End Of Life Care Educational Framework 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
  

KNOWLEDGE 
 
E-LEARNING  
 
Utilising e-ELCA (End Of Life Care For 
All) 
 
Accessed via ESR 
 
For all staff with ESR access 
 
Sessions to complete stratified 
according to role 
 
 
 
 

SUPPORT 
 

TRANSFORM CHAMPIONS 
 
TRANSFORM champions in place for 
each ward 
 
Transmitting information about the 
palliative care team’s education and 
training programme 
 
Disseminating their learning 
 
 

IN PERSON 
 
WARD-BASED EDUCATION 
 
Rotation throughout UHCW to attend 
all wards 
 
Utilising board rounds  
 
Opportunities for identifying patients, 
education and reflection 
 
 

FURTHER TRAINING 
 

Other essential training (T34 syringe driver training) 
 
Palliative Care Team education and training programme 
 
Training courses 
 
In-house e-learning 
 



Essential End Of Life Care Training At UHCW 
 
An initial three pronged approach is suggested, with further education available beyond this. This approach will allow all staff to receive some training in end of life care to 
allow them to develop their knowledge and skills in this area, with further opportunities for those with a specific interest.  
 
1. Knowledge 

e-ELCA (end of life care for all) is a programme available from e-LFH (e-learning for health). Its content is acknowledged as being excellent. It can be accessed on 
ESR (electronic staff record). Three groups have been identified (doctors; other clinical staff; TRANSFORM nurse champions/palliative care link nurses), with 
specific sessions picked for each group to meet their educational needs.  

 
2. Support 

A specific educational role for TRANSFORM nurse champions and palliative care link nurses. This group of motivated individuals are a key link between the wards 
they represent and the Hospital Palliative Care Team. They will disseminate their expertise to their ward areas and highlight teaching sessions available from the 
Palliative Care Team. 

 
3. In Person 

The Palliative Care Team will identify a ward a week within the trust to deliver education to. They will visit each ward area for a week a year. During this week, 
they will attend two board rounds to: increase the visibility of the Palliative Care Team and recap contact details; identify patients who may require palliative or 
end of life care soon; offer the chance for reflection on recent cases; utilise a mobile board for teaching purposes 
 

Other Essential Training 
T34 syringe driver training 
 
Palliative Care Team Education and Training Programme 
A teaching and education booklet is being developed to outline the further educational sessions the Palliative Care Team will offer over the course of the next year 
 
Training Courses 
QELCA©; Consultant Champions for Palliative and EOLC on their own wards; Preceptorship support; Essence of Care support; DOVE academy; Placements for students 
(medics/nurses/pharmacists) 
 
In-House e-Learning 
CRRS Palliative Care Alert e-learning 



UHCW Communications Skills Training Framework 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   

THE BASICS 
 
ALREADY IN PLACE 
 
Mandatory for all: 
Conflict Resolution 
 
New Starters: 
Brilliant Basics 
 
Other programmes: 
- Volunteer Programme  includes 

communication skills 
- Complaints Training 

 
TO BE DEVELOPED: 
- Videos 
- Awareness campaigns 
- Input into other training 
 
 
 

ROLE ESSENTIAL 
 

ALREADY IN PLACE 
 
Leaders: 
Leading Together 
 
End of Life: 
Quality End of Life Care For all: QELCA © 
 
TO BE DEVELOPED: 
 
Clinical Communication Skills: 
- E-Learning: ELCA Communication 

Skills Module for all staff 
PLUS: 
- 1 day for senior clinicians 
- Half day for other clinical staff 
- 1 hour for support staff 

 
Duty of Candour 

 
 
 

OPTIONAL 
 
ALREADY IN PLACE 
 
Coaching masterclass 
 
Leading for High Performance 
 
Advanced Communication Skills 
(funded via LWAB) 
 
 
TO BE DEVELOPED: 

 

For the purpose of this framework we are defining communication as the interaction between 
individuals through a variety of mediums.  The initial phase of training interventions will focus on 
verbal interactions, which could be staff to staff or staff to patient/public.  We recognise, 
however, the role effective written communication plays and the importance of the context of 
such interaction although it will not be an area of focus at this stage.  
 



Development of Clinical Communication Skills Training 
 
1.  Develop the use of the e-ELCA Communication Skills Module 
 
e-ELCA (end of life care for all) is an e-learning program that is available to all NHS healthcare staff. This is formative learning and there is no assessment 
process.  We propose to utilise key sessions to promote to staff as role essential training in communication skills.  This could be introduced with little 
resource, accessed via ESR.   
 
2.  Face to face training 
 
It is proposed we develop an in house, face to face programme, all underpinning the Trust values, which will supplement the e-learning described above. 

a) 4x Whole Day communication skills training days per year - Aimed at senior clinicians - e.g. consultants, registrars, ward managers, ward sisters, 
senior AHPs, line managers.  This would cover challenging conversations, e.g. in  
-clinical circumstances 
-non-clinical circumstances (HR) 
-Duty of Candour specific scenarios 
 

b) 6x 3 hour sessions per year - Aimed at other clinical staff - e.g. FY1s, FY2s, CMT, CST doctors, Band 5 nurses, AHPs who are in in non-senior/non-line 
management roles.  These would focus on open and honest, conversations, managing uncertainty, end of life care etc 
 

c) 6x 1 hour sessions aimed at non-clinical staff per year - Aimed at e.g. support staff, housekeeping, catering, secretarial, reception, porters 
These would focus on dignity, person-centred care 
 

3. Resources 
 

Facilitators to receive training from Dr Colette Hawkins (consultant in palliative medicine, Newcastle-upon-Tyne). 
Use of videos to guide educational sessions. 
16 sessions to be spread out during the year. 
Commitment from senior clinical staff as Facilitators to support 2 whole days and 2 of the 3-hr sessions per year. 
Identifying other staff to support 1-hr sessions, e.g Chaplains to deliver jointly with one of palliative care nurses or practice facilitators. 
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PUBLIC TRUST BOARD PAPER  
 

Title Winter Planning Update 2018/19 

Author Jane Tombleson, Director of Operations 

Responsible Director Jane Tombleson, Director of Operations 

Date  27 September 2018 

 
1. Purpose  
 
To provide assurance that the Trust has a Winter Plan.  
 
2. Background and Links to Previous Papers 
 
Building on reports on flow and 4 hour performance throughout the year, and in line with 
best practice, this paper outlines the additional work and preparation taking place across 
the organisation to ensure we are prepared as possible for the pressures expected over 
the coming winter months.  

 

3. Executive Summary 
 
Last winter was challenging and it is thanks to the efforts and dedication of our hard 
working staff that our patients continued to receive safe care. On average 82% of patients 
were admitted, transferred or discharged from our Emergency Department within four 
hours. We know there are ongoing demand challenges and we need to continue working 
towards achieving clinical standards over this coming winter.  
 
Following the publication of the national planning guidance on 2 February 2018 and the 
letter from Ian Dalton to trust Chief Executives on 18 April 2018, the focus has been on 
the development and delivery of annual demand and capacity plans. We are continuing to 
work with our system partners and regional directors to ensure ongoing refinement of our 
plans. We have a recovery trajectory to deliver 90% performance against the four-hour 
operational target with an expectation to achieve 95% performance in March. 
 
A number of debrief sessions were held to evaluate lessons from winter 2017/18 at 
UHCW. Key themes and highlights included; 
 

 Admissions avoidance/Conveyance avoidance 

 In hospital site management, flow and escalation 

 Discharge and onward care 

 Utilisation of alternative emergency access pathways such as ambulatory clinics 

 Elective pathway planning 

 Impact on patient experience 
 
NB the regional 17/18 winter debrief takes place on 24.9.18. Other system partners have 
not yet completed their winter reviews. 
 
The Trust needs to ensure that we have a robust plan to deliver safe patient care over 
winter. We will continue to work on the Integrated Emergency Care recovery plan to 
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support the transformational change required whilst maintaining and developing standard 
process to deliver strong operational grip to support performance. Key work streams 
include: 
 

 Using streaming for minor illnesses and injuries;  

 Consistently treating and discharging over 95% of non-admitted patients in less 
than four hours.  

 Managing up to 50% of acute medical referrals via non-admitted care pathways; 

 Weekly analysis is completed analysing flow and four hour performance against 
national ED timed pathways. Learning is disseminated and actions implemented 
to support flow and deliver sustainable improvement; 

 Expansion of the Surgical Assessment Unit 

 25 additional beds (bathroom to bed conversions) 

 Virology 7 day service for flu testing; 

 Focused activities weeks 
 Oct / Nov Winter perfect week preparedness 
 Jan 19 SAFER start 

 The CNO also leads the Flow Productivity workstream which is focussed on 
reducing internal delays and increasing earlier discharges. 

 
 
In addition to our 4hr recovery plan our Clinical Directors have chosen the following 
additional areas of focus for our Winter Plan: 
 

 Hot clinics  

 Specialty input to ED  

 Escalation process 

 Silver Command Rota (senior consultant lead) 

 Rugby bed utilisation 

 Elective plan  

 Home earlier in the day - pharmacy, IDT, therapies, TTOs 
 
UHCW will continue to work in partnership at the Coventry & Warwickshire A&E Delivery 
Board and system partners to ensure plans are aligned and the system provides the 
necessary capacity to support delivery of safe care over winter. 
 
4. Areas of Risk 

 

It is a significant concern that during last winter, due to high levels of bed and emergency 
department occupancy arising from poor flow, patients were receiving care in corridors.  
 
Corridor care also affects patients waiting in ambulances, who may be very sick. 
Ambulances that are waiting in hospital car parks are not able to respond to emergency 
calls. 
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
This papers links to the Trust’s objectives of delivering the safest care and excellent in 
patient experience and to be a leader in operational performance.  
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6. Governance  
 
Delivery of the National 4 Hour Access Standard 
 
Governance of the plan will be through Emergency Planning Committee, CDG, TDG and 
CWA&EDB 
 
7. Responsibility 
 
The responsibility for implementation of the Winter Plan will be Clinical Directors, Jane 
Tombleson, Director of Operations and Lisa Kelly, Chief Operating Officer.  
 
8. Recommendations 
 
These need to clearly state what you are asking the Board to consider e.g. 
 
The Board is invited to note plans to date.  
 
 
Name and Title of Author:  Jane Tombleson, Director of Operations  
Date: 17.9.18 
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PUBLIC TRUST BOARD PAPER 
 

Title UHCW Improvement System (UHCWi) 

Author Neil Griffin, Kaizen Promotion Office Lead 

Responsible Director Karen Martin, Chief Workforce & Information Officer 

Date  27 September 2018 

 
1. Purpose  
 
As we continue our partnership with Virginia Mason Institute (VMI), we need to celebrate our 
successes with using the UHCW Improvement System (UHCWi) in our Hospitals and 
beyond, and share the learning from this journey of transformation.   
 
The UHCW Improvement System has three simple, but powerful, messages so staff can 
understand the culture of the Improvement System and link it to the Patient First strategy 
triangle: 
 

 
 
 
The method is based on using lean tools to continuously improve services but, more than 
this; the partnership is about implementing a management system that will support a long-
term cultural transformation.  This is now the third report for Trust Board and others on the 
progress and outcomes from the implementation of UHCWi.  Some elements will be           
re-visited to continue to help spread the awareness and understanding of the UHCW i. 

 
2. Background and Links to Previous Papers 
 
The May report to Board explained the governance of the programme. The previous paper 
also highlighted the progress of the five value streams and the work that has continued to 
increase staff engagement in the use of the methodology.   
 
3. Executive Summary 
(i) Governance for Programme 
 
Transformation Guiding Board (TGB) 
The five trust Chief Executives meet together with NHSI and VMI representatives, and these 
monthly Transformation Guiding Board meetings continue to be used to steer, develop and 
maximise the value of the partnership.  Learning is shared between the trusts and each 
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meeting has a thematic discussion based on how the programme is developing across the 
Trusts. 
 
Trust Guiding Team (TGT) 
The TGT is where the Chief Officers meet monthly with representatives from the Kaizen 
Promotion Office (members of our own staff trained in the method by VMI) and a Sensei 
from Virginia Mason Institute to locally monitor progress in embedding UHCW Improvement 
System as the way we run our hospitals.  The TGT monitors the Trust level, Executive-led 
Value Streams alongside the training and spread of the method to all levels of leadership in 
the Trust.  
 
More recently, the focus of TGT has been on the cultural transformation and about how to 
roll out our improvement method to the Trust, ensuring it has a wider connection to the 
strategy of the Trust. Virginia Mason Institute has coached the five organisations related to 
strategic alignment; in particular, having clarity of focus that is communicated in simple terms 
to the whole Organisation, ensuring any improvement work aligns to one of the six annual 
goals. 
 
The training and spread of the Improvement System is undertaken by the Kaizen Promotion 
Office which comprises of five staff, who have all been directly trained and certified by VMI in 
Advanced Lean Training.  At the last report, three of these staff were certified to run Rapid 
Process Improvement Workshops (RPIWs). Lisa Warden and Lee Sutcliffe have now been 
fully certified to lead an RPIW in team-lead and workshop-lead roles. They are now also 
being coached to facilitate Lean for Leaders. 
 
(ii) Value Streams 
 
The Trust Level Value Streams all have high-level metrics to track improvement, and RPIWs 
(Rapid Process Improvement Workshops) are run focusing on a part of a process to 
eliminate waste and add value, measured from a patient perspective.  These metrics are 
routinely monitored through the Trust Guiding Team and also reported at the Transformation 
Guiding Board.  The Trust has now held 17 RPIW weeks – these are improvement events 
where the staff who do the work are given the time and support to identify and test ways to 
improve the processes.  There are two further RPIW weeks planned in October and 
November. We continue to include patient partners and volunteers on each of our weeks.  
The Trust continues to have five Value Streams, each with an Executive Sponsor.  The TGT 
has identified two further value streams, which are in a scoping phase at present.  There 
have been many ideas tested from the RPIWs in each value stream - below features an 
updated summary of outcomes: 
 
Value Stream #1 Opthalmology Outpatients – Executive Sponsor, Nina Fraser 
Ophthalmology is one of the busiest outpatient specialties in the Trust, so has a significant 
impact on our patients. This Value Stream has not had a further RPIW since the May Report, 
but there are discussions around the best focus for a fourth RPIW.  The metrics for the 
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overall value stream continue to be re-measured on a quarterly basis, and these will guide 
us to decide the area of focus for the next RPIW. 
 
Value Steam #2 Patient Safety Incident Reporting – Executive Sponsor, Nina Fraser 
This Value Stream has completed four RPIWs and is very much a flagship of the 
improvement work for UHCW.  This Value Stream has been purely focused on Delivering 
Safer Care for our patients. The team has continued to sustain the improvements, whilst 
utilising the cycle of continuous improvement to review the standard work in place and 
testing new ideas when further improvement is needed.  
 
The first Kaizen Event with the Patient Safety Team will take place 30-31 October 2018.  
This is a two day workshop which will focus on an aspect of the patient safety incident 
management (Duty of Candour).  This will have a fewer number of targets than an RPIW, but 
has a formal structure to maintain the discipline of the method.  As members of the Patient 
Safety Team have attended four RPIWs, and completed Lean for Leaders, they are now 
using the method as part of their daily work, which means they will have a leadership role in 
the preparation and facilitation of the event. 
 
Value Stream #3 Theatres – Executive Sponsor, Meghana Pandit 
This Value Stream is currently planning its fifth RPIW, with a further RPIW planned for next 
year.  This Value Stream has been focused around patients attending for inpatient elective 
surgery, including the processes up to and during theatre.  There have not been any further 
RPIWs since the one held in January 2018. The next RPIW will be held 1-5 October 2018 
and will focus on Safety in theatres. 
 
Value Stream #4 Discharge – Executive Sponsor, Karen Martin 
This Value Stream has now completed four RPIWs.  Focusing on Acute Medicine patient 
discharge, this Value Stream has looked at how we eliminate waste in the discharge process 
from one of our wards, to develop learning that could be spread to other wards.  The RPIWs 
since January have focused on access to CT scans as part of patient discharge and the 
RPIW in August focused on improving the process for discharge letters and take home 
medicines for patients on Ward 3 Acute Medicine, with the aim of facilitating an earlier 
discharge. Since the May report there has been additional improvements in this value  
stream: 
 

 The Lead Time has improved by 97% for CT scan results being available to being 
acknowledged: from 20 hours, 57 minutes, 36 seconds to 35 minutes; 

 All patients now arrive fully prepared for CT scan; 

 If a CT scan request is deemed inappropriate, there is now an automatic message to 
the person making a CT scan request as to why the scan has not been carried out; 

 An improvement in lead-time of 65% from I can go home to I receive my TTO pack in 
acute medicine: from 2 hours, 51 minutes, 55 seconds to 59 minutes. 
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Value Stream #5 Pre-Operative Pathway – Executive Sponsor, Andy Hardy 
This Value Stream focuses on preparing Orthopaedic patients for admission for surgery, 
looking at the pre-operative pathway following the identification of the need for an operation.  
This Value Stream has completed two RPIWs with a third planned for November 2018.     
The pre-operative assessment team has continued to apply the Plan Do Study Act (PDSA) 
process to the new pathway, which aims to reduce visits to the hospital for the patient.  The 
work has also included a telephone assessment for those categorised as low risk.  The team 
plans to roll out the triage process to all specialties this year. 
 
(iii) Education and Engagement 
 
We continue to engage with staff in a variety of approaches from awareness sessions based 
on individual tools and concepts, to formal training and coaching in the Improvement 
System. 
 
Over 1,600 staff have received differing levels of training in UHCWi, from simple lean tools 
(5S - a lean tool to make the workplace safer and more organised) up to Lean for Leaders 
and Advanced Lean Training.  
 
Lean for Leaders 
Lean for Leaders is a five months’ programme, which is designed to prepare leaders to lead 
in new ways, becoming problem framers and empowering staff to make improvements to 
their services. Staff are taught how to embed UHCWi methodology into their service. 
Importantly, the programme provides teaching and coaching to leaders to enable them to 
observe and measure their services from a patient perspective.  Leaders develop skills to 
lead change effectively by developing standard work for daily management, create visual 
displays to show the status of the department, organise and convene daily staff huddles, 
perform root cause analyses and promote daily kaizen (improvement), engaging their team 
in ideas’ generation and testing using the PDSA method. 
 
As more Lean for Leaders complete the course, production boards are becoming more 
visible across the Trust and senior leaders are being encouraged to undertake genba 
rounding (visit the area to understand the daily status, ideas for improvement and support 
the removal of barriers to embed the daily management method).  To date, 177 staff have 
been trained (either completed or completing the course).  There is a further 100 leaders 
commencing in February 2019. 
 
Leadership Training - Leading Together Masterclass 
We continue to offer a mandatory Masterclass as part of the Trust’s Leading Together 
Leadership Programme.  To date, 472 staff have attended the UHCWi Masterclass.  We are 
currently incorporating UHCWi into the content of Leading Together - the principles of the 
method should be a part of how our leaders improve in a culturally appropriate way, 
engaging their team and this should not be an added masterclass. 
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Passport Sessions 
The Improvement Passport sessions have been in progress since February 2018. These are 
offered to all staff and are ‘bite-sized’ introductions to the tools and methods as part of 
UHCWi Improvement System.  Staff can attend individual sessions to build up to a 
completed Passport.  We also offer the sessions to individual wards and departments and 
can design the content to be specific to the staff we teach - this has been particularly popular 
with areas that want to support a Lean for Leader participant, because other staff learn the 
method alongside their leader, which increases engagement in improvement. 
 

 
In addition to advertised sessions, we have attended various specialty-led away days and 
training programmes.  From October 2018, we will teach modules from the Passport on the 
preceptorship programme. This will ensure all of our newly registered nurses complete a 
Passport in their first year at the Trust.  In total, 776 staff have started their Passport, with 
1,642 attendances at the sessions overall.  
 
Third Annual Sharing and Learning Event 
The KPO team, Chief Officers, and some staff that have participated in Lean for Leaders or 
an RPIW, attended the event hosted by Barking, Havering and Redbridge University NHS 
Trust. This was an opportunity to share some of our learning over the year.  At this year’s 
event, staff from UHCW presented their use of daily management (an element of Lean for 
Leaders), which included sharing the positive impact on their team following the 
implementation of a production board and huddle.  
 
Stand Up 
Stand Up continues to occur every Tuesday at 8.00 am.  Chief Officers lead Stand Up.                
It maintains focus and accountability on the ideas being tested following a RPIW.  Staff, 
designated as leads on the improvement weeks, present their progress, celebrate successes 
and highlight barriers to the Chief Officers, who offer their support.  Stand Up has become a 
popular forum where Lean for Leaders and Passport participants present on their learning 
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during their training and any outcomes from the improvement ideas they have tested.          
Staff have also attended to present their updates on organisational development work.  
Stand Up continues once a month (Wednesday) in the main Outpatient area at the Hospital 
of St Cross, so the improvement work can be openly discussed on both sites. 
 
Cultural Assessment Tool  
To evaluate the cultural impact of the improvement method on the organisation, the Cultural 
Assessment Tool (CAT) has been repeated this year. UHCW had the biggest response rate 
out of the five Trusts partnered with VMI.  In total, 2,385 people completed the questionnaire. 
We will use the results to determine whether the spread of the method is impacting on the 
culture of the organisation. 
 
Warwick Business School Evaluation of the Partnership with Virginia Mason Institute 
Warwick Business School has been appointed to lead the evaluation of the NHS England 
Partnership with Virginia Mason Institute.  Their approach utilises a mixture of traditional and 
novel qualitative and quantitative research methods to examine the impact of the partnership 
in terms of the quality and cost of service delivery to patients and staff, and towards 
developing a sustainable culture of continuous improvement capability. 
The evaluation will cover the whole five years’ partnership.  So far, the researchers have 
spent time with Chief Officers, KPO team, participants of education sessions and RPIWs, 
whilst attending a range of events and sessions at the Trust.  They are gaining an 
understanding of the work to date and will continue to gather data from the five Trusts over 
the remaining two years of the partnership. 
 
(iv) Communication and Media 
The short films produced by NHS Improvement, where staff that have participated in Lean 
for Leaders reflect on the impact of their learning, are available on the Trust website and the 
UHCWi screens in the main hospital entrance.  
 
In June, ‘The Economist’ featured an article in its International edition entitled “Hospitals are 
learning from industry how to cut medical errors”.  The article focused on how hospitals are 
learning from industry and behavioural science to improve safety.  The article highlighted the 
work from the patient safety value stream, particularly the Patient Safety Response (PSR) 
and how the work has led to an increase in reporting of patient safety incidents. 
 
In July, the Patient Safety Team was successful in achieving a National Patient Safety 
Award to become Patient Safety Team of the Year.  The outcomes from the four RPIWs 
were showcased as part of the submission.  In winning the award, the team was 
commended for the cultural transformation and trust- wide engagement that this work has 
achieved. 
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External Visits/Visitors to the Trust related to UHCWi 
 
Patient Safety Open Day 
The Patient Safety Team has hosted quarterly sharing and learning event for Trusts 
nationally to learn about the work they have done following the four RPIWs. The team has 
collaborated with the Kaizen Promotion Office to describe the improvement method and 
journey, sharing their outcomes and learning. To date, four events have been held and these 
will continue, due to many requests to learn from the work.  
  
 
4. Recommendations 
 
The Board is invited to NOTE the progress of the implementation of UHCWi. 
 
Neil Griffin, Kaizen Promotion Office Lead 
Date: September 2018 
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PUBLIC TRUST BOARD PAPER  

 

Title Care Quality Commission Registration 

Author Geoff Stokes Director of Corporate Affairs and Acting 
Director of Quality (DOCA) 

Responsible Chief Officer Nina Fraser, Chief Nursing Officer 

Date  27 September 2018  
 

1. Purpose  
 

As part of the Care Quality Commission (CQC) registration, University Hospital Coventry 
and Warwickshire NHS Trust (UHCW) is required to comply with the fundamental 
standards and regulations set by law and to ensure that the Trust is still compliant with 
regulations 7 (Registered Manager) and 12 (Statement of Purpose).  
 
At present the Trust is registered with the CQC for two sites, University Hospital 
(Coventry) and the Hospital of St Cross (Rugby). This report comprises of the current 
status of locations where regulated activity and service types are carried out.  
 

2. Background and Links to Previous Papers 
 

Each year NHS Trusts should take the opportunity to review their regulated activity 
detailed in their Statement of Purpose and Registration documentation that is held by the 
CQC. This report provides the outcome of that annual review for UHCW.  
 
3. Executive Summary 
 

The Trust is required to regularly review its CQC regulated activities in terms of regulated 
activities delivered at organisational locations and CQC defined service types.     
 
Regulated Activity 
No changes to CQC regulated activities for the University Hospital site and Hospital of St 
Cross site have been identified.  
 
Table 1: Summary of regulated activity undertaken, by location 
 

Regulated Activity University 
Hospital 

Hospital of St 
Cross 

Maternity and Midwifery Services    Yes Yes 

Termination of Pregnancies    Yes N/A 

Service in Slimming Clinics    Yes N/A 

Family Planning Services    Yes Yes 

Treatment of disease, disorder or injury   Yes Yes 

Assessment or medical treatment for persons detained 
under the 1983 Act 

  Yes Yes 

Surgical Procedures    Yes Yes 

Diagnostic and Screening Procedures    Yes Yes 

Management of Supply of Blood and Blood derived 
Products  

  Yes Yes 

 
Service Types  
On review of CQC service types for the University Hospital site and Hospital of St Cross 
site, no required changes have been identified.  
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Table 2: Summary of service types, as per CQC definitions, by location 
 

Service Types  University 
Hospital 

Hospital of 
St Cross 

Acute Services  
Provide service such as: 

 Surgical Operations 

 Specialist medical treatments 

 Accident and emergency 

 Consultations 

 Diagnostics 

 Maternity and neonatal 

 Pathology  

 Termination of pregnancy 

 Complex dental procedures 

 Liaison psychiatry 

Yes Yes 

Hyperbaric Chamber Services  No No 

Hospice Services  No No 

Long-Term Conditions Services  No No 

Hospital Services for people with Mental Health needs, and/or 
Learning Disabilities, and/or problems with substance misuse 

No No 

Prison Healthcare Services  No No 

Rehabilitation Services  No No 

Residential Substance misuse treatment/ Rehabilitation 
services  

No No 

Community Healthcare Services  No No 

Doctors Consultation Services  No No 

Doctors Treatment Services  No No 

Dental Services  No No 

Diagnostic and/or Screening Services  No No 

Community-based services for people with a learning disability  No No 

Mobile doctors services  No No 

Community-based Services for people with Mental Health 
needs  

No No 

Community-based Services for people who misuse substances No No 

Urgent Care Services No Yes 

Care Home Services with nursing  No No 

Care Home Services without nursing No No 

Specialist College Services  No No 

Domiciliary Care Services including those provided for children  No No 

Extra Care Housing Services  No No 

Shared lives (formerly known as Adult Placement)  No No 

Supported Living Services  No No 

Ambulance Services  No No 

Blood and Transplant Services  No No 

Remote Clinical Advice Services  No No 

 
4. Registered Manager  
 

Within the Statement of Purpose that is submitted to the CQC, the Trust is required to 
include any changes in ‘Registered Manager’ details.  There have been no changes in 
‘Registered Manager’ details since the responsibility is assigned to Nina Fraser, Chief 
Nursing Officer.  This is reflected on the CQC’s UHCW website page.  
 



UHCW Trust Board – 27 September 2018 
Enc 12 – CQC Registration Report   Page 3 of 3 

A change in responsibility for the role of Controlled Drugs Accountable Officer has been 
registered with the CQC.  Mark Easter, the Clinical Director for Clinical Support Services 
now undertakes this role on behalf of the Trust.     
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 

In order to be able to deliver healthcare services to the population of Coventry and 
beyond, the Trust must be registered with the CQC and have in place a current 
Statement of Purpose.   
 
6. Governance  
 

The Trust is required by law to be registered with the CQC, without this registration it 
cannot fulfil its statutory duties.  
 
The CQC inspected the Trust between April and June 2018 and published its report on 
31 August 2018, resulting in an overall rating of ‘requires improvement’. 
 
7. Responsibility 
 

The responsibility for ensuring the regular review of the Trust’s CQC Statement of 
Purpose lies with the nominated Registered Manager.   
 
8. Recommendations 
 

The Board is asked to NOTE and APPROVE this annual CQC Registration update report. 
 
 
Author: Geoff Stokes, Director of Corporate Affairs and Acting Director of Quality 

(DOCA) 
 
Date: 20 September 2018 
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PRIVATE TRUST BOARD PAPER  
 

Title CQC Inspection report 

Author Geoff Stokes, Director of Corporate Affairs and Acting Director of 
Quality 

Responsible 
Director 

Nina Fraser, Chief Nursing Officer 

Date 27 September 2018 

 
 
1. Purpose  
 
This report formally acknowledges the CQC inspection report published on 31 August 
2018 and provides an update to the ‘must do’ actions highlighted in the report 
 
2. Background and Links to Previous Papers 
 

The CQC inspection took place between April and June, with announced and 
unannounced visits at University Hospital and the Hospital of St Cross in Rugby, a Use of 
Resources inspection and a three day well-led inspection. Verbal feedback was given at 
the end of each day of the announced visits and this was followed up with letters to which 
the Trust responded with additional information and assurances. 

The draft report was received for factual accuracy checking on 2 August and a great deal 
of effort went into reviewing the draft report and completing the necessary templates to 
identify typographical and other factual errors as well challenging the conclusions drawn 
from the evidence supplied.  

The final report was published on 31 August 2018 which reflected a number of the 
changes that had been pointed out.  

The Chief Executive briefed non-executives on 29 August 2018 on the report prior to 
publication. He also led staff briefings at both sites on the day of publication to explain the 
process and ratings. Understandably, staff were disappointed with the overall rating but 
proud of the progress made, especially at St Cross where an overall rating of ‘good’ was 
maintained.  
 

3. Executive Summary 
 
The overall rating for the Trust is ‘requires improvement’ which is the highest rating that 
can be given if there are 3 or more domains (including use of resources) rated ‘requires 
improvement’. If one of the two ‘requires improvement’ ratings for either maternity or 
urgent and emergency care had been rated ‘good’ then the ‘safe’ domain and the Trust’s 
overall rating would have been ‘good’. This is due to nature of the algorithm, used by the 
CQC to determine overall ratings. 
 
The report covered 12 core services (plus diagnostics and neurosurgery which were 
inspected but not included in the overall rating) and of these 10 were rated ‘good’. Three 
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of the five quality domains were rated good with ‘safe’ and ‘responsive’ being rated 
‘requires improvement’. The ‘use of resources’ rating was also ‘requires improvement’. 

Of the 58 individual ratings ‘boxes’, 48 were rated good or better (83%). Compared to the 
inspection in 2015, 16 ratings improved with just 2 deteriorating.  

There are 21 areas of good practice identified in the report, including; 

 West Midlands Surgical Training Centre 

 Morbidity Scorecard 

 ED Training Department of the Year 

 Pathology department seen as an international leader in the use of digital 
histopathology 

 Development of algorithms to aid in the diagnosis of certain cancer types 

 Neonatal unit achieved Baby Friendly (Unicef) level two accreditation status 

 Maternity service opened research centre dedicated to researching causes of early 
miscarriages 

However there are also areas for improvement that have been identified that will need to 
be addressed. Included in these are four ‘must do’ actions as shown below; 

Area Must do Action 

In urgent and emergency 
services at University Hospital 
Coventry: 

 

Ensure effective systems are in place to monitor and 
mitigate risks in relation to the oversight of 
deteriorating children, including assessment and relief 
of pain, and to monitor that sufficient staffing with the 
right skills and qualifications are available to meet the 
needs of all patients in the emergency department. 

In maternity at University 
Hospital Coventry: 

 

Ensure effective systems are in place regarding 
cardiotocography (CTG) monitoring to ensure it is 
carried out in line with trust procedures. 

In end of life care at University 
Hospital Coventry: 

 

To ensure that effective governance systems are in 
place so consent to care and treatment is always 
sought in line 

with legislation and guidance in relation to records of 
mental capacity assessments relating Do not attempt 
cardiopulmonary resuscitation’ (DNACPR).to 
decisions regarding 

In neurosurgery at University 
Hospital Coventry: 

 

To implement a systematic programme of clinical and 
internal audit to monitor quality of consultant’s work to 
help assess the quality of neurosurgery and stimulate 
improvement in safety and effectiveness by learning 
from relevant data. 

 

Action plans need to be submitted to address the ‘must do’ actions by 30 September, 
after which the CQC will give feedback about whether the proposed actions will address 
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the points raised and if the timescales are acceptable. The Trust will then report on the 
closure of each of the actions as they occur. 

Groups have already started to draft local action plans to address the other areas for 
improvement and these will be co-ordinated to ensure that there is oversight of those 
actions being dealt with. Whilst it is important that these issues are addressed, they are 
not the only areas that need to be improved so they will be included in  

The CQC have informed the Trust that there will be a further well led visit in 2019 along 
with inspection of at least one core service. This core service would be one of those rated 
‘requires improvement’ but they may inspect others (even those rated ‘good’) if their 
intelligence suggests that significant improvement has been made. 
 
4. Areas of Risk 
 
CQC ratings are used widely to judge the quality of healthcare settings, so continuing to 
have a rating for the Trust of ‘requires improvement will inevitably impact on the Trust’s 
reputation, which could affect recruitment etc. However, good progress has been made 
and there is likely to be an opportunity within 12 months to seek a re-assessment that 
could lead to a further improvement. 
 
Whilst it is important to address the issues raised by the CQC, it is also important that 
other areas are not neglected to ensure the Trust builds on it’s current solid foundations. 
 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
This paper links directly to the strategic objective to ‘Deliver the safest care and 
excellence in patient experience’ and risk on the board assurance framework relating to 
safety metrics. 
 
6. Governance  
 
It is a condition of CQC registration that the Trust addresses the must do actions. 
 
7. Responsibility 
 
Nina Fraser, Chief Nursing Officer  
Geoff Stokes, Director of Corporate Affairs and Acting Director of Quality is responsible  
 
7. Recommendations 
 
The Board is invited to NOTE the CQC inspection report 
 
Name and Title of Author: Geoff Stokes, Director of Corporate Affairs and Acting 
Director of Quality 
  
Date: 20 Sept 2018 
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PUBLIC TRUST BOARD PAPER  
 

Title Emergency Planning Response & Resilience (EPRR) Core 
Standards 

Author Luke Peachey, Emergency Planning Officer  

Responsible 
Director 

Lisa Kelly, Chief Operating Officer  

Date  27 September 2018 

 
1. Purpose  
 
It is a requirement of NHS England that UHCW NHS Trust submits a self-assessment 
report against the NHS EPRR (Emergency Preparedness, Resilience and Response) 
National Core Standards. The purpose of the report is to identify the current status of 
EPRR within UHCW NHS Trust, and the work plan to ensure full compliance within the 
year. It is a requirement that the report receives executive support and is approved by the 
Trust Board. The assessment is via a red, amber, and green classification.  
 
2. Background and Links to Previous Papers 
 
The NHS needs to be able to plan for and respond to a wide range of incidents and 
emergencies that could affect patient care. These could be anything from severe weather 
to an infectious disease outbreak, a major transport incident, and, or an act of terrorism. 
This paper was discussed along with a rectification plan to the Trust Delivery Group on 
28th August 2018.  

 
3. Executive Summary 
 

The Trust is once again ‘Substantially Compliant’ with 65 fully compliant and 2 partially 
compliant of the core standards with rectification plan in place for the standards to be 
completed by the end of the financial year.  

The areas that the Trust is not fully compliant with sit within Business Continuity and 
attendance at LHRP. 

 

4. Areas of Risk 

 

The following area of risk applies to one of the standards that is graded as ‘amber’; 

 Business Continuity. 

 

All BCPs outline mitigation plans against threats/risks 

Majority of BCPs are in place and current. Significant progress has been achieved 
within the last 12 months, remaining group plans are being finalised and being 
taken through governance procedures. 
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5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
The achievements supports the Trusts objective in delivering excellent patient care and 
experience by ensuring UHCW is prepared by ensuring that we can plan for, and are in a 
position to respond to a wide range of Business Continuity, Critical and Major Incidents. 
 

6. Governance  
 
Progress will be monitored and declared through the Arden, Herefordshire and 
Worcestershire NHS England Emergency Planning Advisory Group and the Arden Local 
Health Resilience Partnership. Updates will be shared via the Emergency Planning 
Steering Committee, and Risk Committee.  
 
7. Responsibility 
 
The Emergency Planning Manager is the responsible manager for ensuring the 
rectification plan is completed, reporting the Accountable Emergency Officer at UHCW 
NHS Trust; the Chief Operating Officer.  
 
8. Recommendations 
 
The Board is invited to note: 
 

1. The substantially compliance with 65 of 67 standards required by NHS 
England.  

2. The rectification plan that is already in place to ensure that the remaining 
standard is achieved as soon as possible.  

 
and 
 
 approve 
 

1. The submission to NHS England.  
 
Name and Title of Author: Luke Peachey, Emergency Planning Manager 
Date: 27th September 2018 
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List of Abbreviations 
 

AEO Accountable Emergency Officer  
AHW AT Arden, Herefordshire and Worcestershire NHS England Area 

Team 
BC 
BCM 
BDRA 

Business Continuity 
Business Continuity Management 
Business Disruption Risk Assessment 

BCP 
BIA 

Business Continuity Plan 
Business Impact Analysis 

CBRN Chemical, Biological, Radiological and Nuclear 
CCG Clinical Commissioning Group 
COG Chief Officer’s Group 
COO Chief Operating Officer 
DIM Detection, Identification and Monitoring  
DoO Director of Operations 
ED Emergency Department 
EPAG Emergency Planning Action Group 
EPM Emergency Planning Manager 
EPO Emergency Planning Officer 
EPRR Emergency Preparedness Resilience Response 
EPSC Emergency Planning Steering Committee 
GRS Global Resilience Services 
HART Hazardous Area Response Team 
HAZMAT Hazardous Materials 
ICC Incident Control Centre 
IOR 
IPC 
ISO 

Initial Operational Response 
Infection Prevention Control 
International Standards Organisation  

ISO22301 International standard for business continuity 
JESIP Joint Emergency Services Interoperability Programme 
LHRP Local Health Resilience Partnership 
MIP 
MTPD 

Major Incident Plan 
Maximum Tolerable Period of Disruption  

NAIR National Arrangements for Incidents Involving Radiation 
NHS National Health Service 
NOS National Occupational Standards 
PHE Public Health England 
PPE Personal Protective Equipment 
QGC 
RCA 

Quality Governance Committee 
Root Cause Analysis 

RAG 
SAG 

Red, Amber, Green 
Safety Advisory Group 

SOP Standard Operating Procedure 
SORT Special Operations Response Team 
Tac-Ad Tactical-Advisor  
TNA Training Needs Analysis 
UHCW NHS Trust 
URL 

University Hospitals Coventry and Warwickshire NHS Trust 
Uniform Resource Identifier (Name and address that refer to 
objects on the world wide web) 

WMAS West Midlands Ambulance Service 
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1.0 Situation  
The Arden, Herefordshire and Worcestershire NHS England Area Team have set a 
date for the 31st August 2018 to submit a “RAG” rated self assessment on the EPRR 
Core Standards 2018. This assessment needs to have been approved by COG and a 
draft paper submitted for review by the Trust Board. NHS England will accept an 
assurance (letter dated 02nd August 2018, to all AEO’S) from the Accountable 
Emergency Officer (COO) that if the core standards submission cannot be signed off 
by the Trust Board by this date, that the process for approval is being undertaken, and 
this was submitted with the Core Standards Return. 
 
The self assessment process for 2018 includes a “peer review” of the three Acute 
Trusts in the Arden cluster, along with Coventry and Warwickshire Partnership Trust, 
and the three CCGs, undertaken in August 2018, and a presentation to the LHRP in 
October 2018 of the level of compliance with the Core Standards by the AEO. 
 
In addition, an additional section has been added for 2018, undertaking a “deep dive” 
into Command & Control.  
 
The “RAG” rating is as follows; 

 Red – Not compliant with core standard and not in the EPRR work plan within 
the next 12 months.   

 Amber – Not compliant but evidence of progress and in the EPRR work plan for 
the next 12 months 

 Green – Fully compliant with core standard.  
 
Where a core standard is green the evidence has been recorded against it, where 
there are any ambers or reds there is a rectification plan against it with a target date for 
completion.  
 

2.0 Background 
The NHS needs to be able to plan for and respond to a wide range of incidents and 
emergencies that could affect patient care. These could be anything from severe 
weather to an infectious disease outbreak or a major transport incident. Under the Civil 
Contingencies Act (2004), and the NHS England EPRR Framework, 2015, NHS 
organisations and sub-contractors must show that they can deal with these incidents 
while maintaining services to patients. This work is referred to in the health service as 
‘emergency preparation, resilience and response’ – EPRR.  
 
The core standards will be used in the following way; 

 As a minimum standard that all NHS funded organisations and providers of 
NHS funded care must meet.  

 The Accountable Emergency Officer in each organisation is responsible for 
making sure these standards are met.  
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3.0 Assessment  
The Trust Self Assessment is follows: 
 

Overall assessment: Substantially compliant 

  

Core Standards 
Total 

standards 
applicable 

Fully 
compliant 

Partially 
compliant 

Non 
compliant 

Governance 6 6 0 0 

Duty to risk assess 2 2 0 0 

Duty to maintain plans 14 14 0 0 

Command and control 2 2 0 0 

Training and exercising 3 3 0 0 

Response 7 7 0 0 

Warning and informing 3 3 0 0 

Cooperation 4 6 1 0 

Business Continuity 9 8 1 0 

CBRN 14 14 0 0 

Total 64 65 2 0 

     

Deep Dive 
Total 

standards 
applicable 

Fully 
compliant 

Partially 
compliant 

Non 
compliant 

Incident Coordination Centres 4 4 0 0 

Command structures 4 4 0 0 

Total 8 8 0 0 

 
The Trust remains working on the rectification programme for the remaining two core 
standard. 
 

40 

The Accountable Emergency 
Officer, or an appropriate director, 
attends (no less than 75%)  of 
Local Health Resilience 
Partnership (LHRP) meetings per 
annum. 

40 % of meetings have been attended by AEO 
and or appropriate Director. The remaining 
60% have been attended by EPM.  
 
Recent change of AEO and change of set 
LHRP meeting day has allowed more flexibility 
for AEO, and attendance will continue to 
improve. 

Recent change of 
AEO and change of 
set LHRP meeting 
day has allowed more 
flexibility for AEO, 
and attendance will 
continue to improve. 
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51 

The organisation has established 
business continuity plans for the 
management of incidents. 
Detailing how it will respond, 
recover and manage its services 
during disruptions to: 
• people 
• information and data 
• premises 
• suppliers and contractors 
• IT and infrastructure 
 
These plans will be updated 
regularly (at a minimum annually), 
or following organisational 
change. 

All BCPs outline mitigation plans against 
threats/risks  
 
Majority of BCPs are in place and current. 
Remaining group plans are being finalised and 
being taken through governance procedures 

Remaining groups to 
finalise BCPs 

 
 

4.0 Recommendations  
The Emergency Planning Manager continues the programme on training, plan reviews, 
and Business Continuity preparedness, which will be implemented to ensure that 
UHCW NHS Trust becomes compliant with the NHS England Core Standards 2018.  
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5.0 Work Plan and Action Tracker 
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The organisation has 
appointed an Accountable 
Emergency Officer (AEO) 
responsible for 
Emergency Preparedness 
Resilience and Response 
(EPRR). This individual 
should be a board level 
director, and have the 
appropriate authority, 
resources and budget to 
direct the EPRR portfolio.  
 
A non-executive board 
member, or suitable 
alternative, should be 
identified to support them 
in this role.  

Accountable Emergency Officer: 
Lisa Kelly, Chief Operating Officer.  
 
Non-Executive Director: Ed 
Macalister-Smith  

F
u
lly
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  COO 
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Supported 
in Trust 
Command 
Structure 
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The organisation has an 
overarching EPRR policy 
statement. 
 
This should take into 
account the 
organisation’s: 
• Business objectives and 
processes 
• Key suppliers and 
contractual arrangements 
• Risk assessment(s) 
• Functions and / or 
organisation, structural 
and staff changes. 
 
The policy should:  
• Have a review schedule 
and version control 
• Use unambiguous 
terminology 
• Identify those 
responsible for making 
sure the policies and 
arrangements are 
updated, distributed and 
regularly tested 
• Include references to 
other sources of 
information and 
supporting 
documentation. 

The Trust has an overarching MIP 
and BCM policy, and  Trust BCP, 
with individual group BCP, as well 
as threat specific Plans/SOPs, 
which are reviewed as required 
following incidents or changes in 
guidance. Trust wide plans are 
signed of by the CEO.  
 
Trust Operates a centralised Risk 
Register, with incidents reported via 
Datix, and RCAs undertaken as 
required. In addition the trust 
undertakes BDRA as part of the 
BCM process. This is aligned to 
National and local RR, whereby the 
EPM reports to on a quarterly 
basis. 
 
The EPM conducts debrief 
sessions as required using PHE 
processes, and  also the RCA 
procedures are also utilised for 
exercises, and incidents across the 
year. 
 
Well embedded training and 
exercise programme in place. 
 
Trust plans are aligned to JESIP , 
and NHSE BCM / ISO 22301 
 
Trust plans are available on the 
Trust Intranet, with controlled paper 
copies in key areas as listed within 
plan(s), and are shared with partner 
organisations. 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM 

C
o
n
ti
n
u

o
u
s
 

MIP and 
BCM 
policy, and  
Trust BCP, 
with 
individual 
group BCP, 
as well as 
threat 
specific 
Plans/SOP
s, 
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The Chief Executive 
Officer / Clinical 
Commissioning Group 
Accountable Officer 
ensures that the 
Accountable Emergency 
Officer discharges their 
responsibilities to provide 
EPRR reports to the 
Board / Governing Body, 
no less frequently than 
annually. These reports 
should be taken to a 
public board, and as a 
minimum, include an 
overview on:• training and 
exercises undertaken by 
the organisation• 
business continuity, 
critical incidents and 
major incidents• the 
organisation's position in 
relation to the NHS 
England EPRR assurance 
process. 

The EPM reports into the Trust 
Emergency Planning Steering 
Committee which meets quarterly. 
The EPSC Reports into the Risk 
Committee quarterly, which reports 
to the Trust Board.In addition, the 
EPM submits an annual report to 
public Trust Board, via AEO and 
COG to give assurance around 
EPRR core standards. This is also 
reflected in the Trust Annual 
Report. 

F
u
lly

 c
o

m
p
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n
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COO/
EPM 

C
o
n
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n
u

o
u
s
 

EPSC 
TOR, 
Previous 
Board 
Minutes, 
Annual 
Report 
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The organisation has an 
annual EPRR work 
programme, informed by 
lessons identified from: 
• incidents and exercises  
• identified risks  
• outcomes from 
assurance processes.  

The Emergency Planning Steering 
Committee meets quarterly and 
ensures that: 
 
• robust plans are developed, in 
place, and regularly reviewed and 
updated in line with National 
guidelines 
• the Trust is prepared to manage 
any form of Major Incident which 
may threaten the normal business 
of the Trust 
• the Trust is able to recover to 
‘business as usual’ at the first 
opportunity following an incident 
• Trust staff are appropriately 
trained and exercised where 
necessary in order to carry out any 
duties which may be asked of them 
 
In discharging this responsibility the 
committee will take into account the 
requirements contained within the 
Civil Contingencies Act 2004, the 
NHS Emergency Preparedness 
Framework 2015, and other related 
legislation and National guidance. 
 
The Committee considers regional 
and local advice, guidance and best 
practice from Local Resilience 
Forums and Local Health 
Resilience Forums. 
 
The Committee will receive incident 
and exercise reports for approval, 
updates on the risk register, and 
the scrutiny on the work 
programme of the Emergency 
Planning Manager and on the 
Emergency Preparedness & 
Business Continuity of the Trust. 

F
u
lly

 c
o

m
p
lia

n
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  EPM 

C
o
n
ti
n
u

o
u
s
 

EPM Work 
Programme 
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The Board / Governing 
Body is satisfied that the 
organisation has sufficient 
and appropriate resource, 
proportionate to its size, 
to ensure it can fully 
discharge its EPRR 
duties. 

The Trust has one EPRR 
professional in post - EPM.The 
Trust has appropriate governance 
structures in place, and the EPM is 
line managed by the Director of 
Operations. The EPM reports into 
the Trust Emergency Planning 
Steering Committee. EPSC Reports 
to the Risk Committee, which 
reports to the Trust Board. The 
EPM has direct access to the AEO 
when required. In addition, the EPM 
submits an annual report to Trust 
Board, via AEO and COG to give 
assurance around EPRR core 
standards.The above is outlined 
within the Trusts MIP, BCP, BC 
Policy and the TOR for the EPSC.  

F
u
lly

 c
o

m
p
lia

n
t 

  COO 

C
o
n
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n
u

o
u
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EPSC 
TOR, 
Previous 
Board 
Minutes, 
Annual 
Report 
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The organisation has 
clearly defined processes 
for capturing learning from 
incidents and exercises to 
inform the development of 
future EPRR 
arrangements.  

As outlined above & listed within 
EPRR Exercise Policy 

F
u
lly

 c
o
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n
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  EPM 

C
o
n
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n
u
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EPSC 
Minutes, 
EPAG 
Minutes 
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The organisation has a 
process in place to 
regularly assess the risks 
to the population it serves. 
This process should 
consider community and 
national risk registers.   

As outlined above 

F
u
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  EPM 
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EPSC 
Minutes, 
Risk 
Committee 
Minutes 
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The organisation has a 
robust method of 
reporting, recording, 
monitoring and escalating 
EPRR risks.  

As outlined above 

F
u
lly
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o
m
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n
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  EPM 

C
o
n
ti
n
u

o
u

s
 

EPSC 
Minutes, 
Risk 
Committee 
Minutes 



NHS England EPRR Core Standards Self-Assessment 2018 
Report to UHCW Trust Board 

Page 12 of 35 

 

9 

D
u

ty
 t

o
 

m
a

in
ta

in
 

p
la

n
s
 

C
o

ll
a

b
o

ra
ti

v
e

 

p
la

n
n

in
g

 

Plans have been 
developed in collaboration 
with partners and service 
providers to ensure the 
whole patient pathway is 
considered. 

All key partners and stakeholders 
are involved in any planning 
development covering EPRR, with 
any final plans forwarded onto 
CCG, NHSE, and partners as 
appropriate 

F
u
lly
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  EPM 
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EPSC 
Minutes 
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In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to respond to a 
critical incident (as per the 
EPRR Framework). 

Outlined within the MIP, Trust BCP, 
and group BCP.  
 
All plans have been aligned with 
EPRR Core Standards, and ISO 
22301. Trust governance process 
adhered to as outlined above 
(approved at EPSC, and where 
appropriate approved by Trust Risk 
Committee). 
 
Training and Exercise Programme 
in place to continual test / educate 
staff on plans, and based upon 
current and emerging threats. All 
resources/plans are outlined in all 
training where appropriate. 
 
All changes to current plans, and 
upon new plan creation are 
communicated to all staff using 
various communications methods 
to ensure messages reach all 
groups/staff. 
 
Plans are shared with stakeholders, 
and partners where appropriate 

F
u
lly
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  EPM 

C
o
n
ti
n
u
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MIP and 
BCM 
policy, and  
Trust BCP, 
with 
individual 
group BCP, 
as well as 
threat 
specific 
Plans/SOP
s 
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In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to respond to a 
major incident (as per the 
EPRR Framework). 

As outlined above 
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MIP and 
BCM 
policy, and  
Trust BCP, 
with 
individual 
group BCP, 
as well as 
threat 
specific 
Plans/SOP
s 
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In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to respond to the 
impacts of heat wave on 
the population the 
organisation serves and 
its staff. 

As outlined above, and aligned to 
National HWP.  
 
MET office alerts also 
communicated to all staff using 
various communications methods 
to ensure messages reach all 
groups/staff. F

u
lly

 c
o
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p
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n
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  EPM 

C
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Trust 
Heatwave 
Plan 
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In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to respond to the 
impacts of snow and cold 
weather (not internal 
business continuity) on 
the population the 
organisation serves. 

As outlined above, and aligned to 
National CWP.  
 
MET office alerts also 
communicated to all staff using 
various communications methods 
to ensure messages reach all 
groups/staff. F

u
lly

 c
o

m
p
lia

n
t 

  EPM 

C
o
n
ti
n
u

o
u
s
 

Trust Cold 
Weather 
Plan 
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In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to respond to 
pandemic influenza as 
described in the National 
Risk Register.  

As outlined above.  
 
Risk transparent on Risk Register. 
Pandemic Flu SOP in place & 
access to Warwickshire Outbreak 
Plan 
 
Every clinical group has cascade 
trainers in place to train local staff 
in FFP3 Fit testing. Training 
databases for cascade trainers are 
held by Trust IPCT, and individual 
staff trained databases are held 
locally by each ward/department 

F
u
lly
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n
t 

  EPM 

C
o
n
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Trust 
Pandemic 
Flu Plan & 
from EPRR 
Risk 
Register, 
EPSC & 
Risk 
Committee 
Minutes 

16 

D
u

ty
 t

o
 m

a
in

ta
in

 p
la

n
s

 

In
fe

c
ti

o
u

s
 d

is
e

a
s
e

 

In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to respond to an 
infectious disease 
outbreak within the 
organisation or the 
community it serves, 
covering a range of 
diseases including Viral 
Haemorrhagic Fever.  
These arrangements 
should be made in 
conjunction with Infection 
Control teams; including 
supply of adequate FFP3.  

As outlined above.  
 
Risk transparent on Risk Register. 
Various Infectious Diseases SOP in 
place based on current threat and 
guidance.  
 
Every clinical group has cascade 
trainers in place to train local staff 
in FFP3 Fit testing. Training 
databases for cascade trainers are 
held by Trust IPCT, and individual 
staff trained databases are held 
locally by each ward/department 
 
Central contingency stock 
accessible if local supplies run 
low/out and accessible 24/7 

F
u
lly
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  EPM 

C
o
n
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EPRR Risk 
Register, 
Infectious 
Diseases 
SOPs, 
Local group 
Training 
Registers 
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In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to distribute Mass 
Countermeasures - 
including the  
arrangement for 
administration, reception 
and distribution, eg mass 
prophylaxis or mass 
vaccination. There may 
be a requirement for 
Specialist providers, 
Community Service 
Providers, Mental Health 
and Primary Care 
services to develop Mass 
Countermeasure 
distribution arrangements. 
These will be dependant 
on the incident, and as 
such requested at the 
time.CCGs may be 
required to commission 
new services dependant 
on the incident. 

UHCW will work in collaboration 
with PHE, NHSE, CCG and 
partners to facilitate management 
as required with supporting plans 
as identifed above 

F
u
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o
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  EPM 

C
o
n
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In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to respond to mass 
casualties. For an acute 
receiving hospital this 
should incorporate 
arrangements to increase 
capacity by 10% in 6 
hours and 20% in 12 
hours. 

Mass Casualty SOP in place 
aligned to National CONOPS, with 
revision due to be published based 
on lessons identified. Recent MIP 
revised and published to further 
embed actions required in order to 
support such incident.  
 
UHCW continues to engage with 
C&W system partners to ensure 
mass discharge requirements as 
outlined in National CONOPS are 
adhered and achievable by working 
in collaboration with one another as 
set by LHRP. Once a agreed 
process  that is achievable has 
been agreed UH Mass Casualty 
SOP will be published.  

F
u
lly

 c
o

m
p
lia

n
t 

System partners 
Mass Casualty 
working group 
continues to 
agree to realistic 
local plan. Once 
agreed UHCW 
revised mass 
casualty SOP 
will be published 
to reflect agreed 
actions and 
expectations 

EPM 

C
o
n
ti
n
u

o
u
s
 

Mass 
Casualty 
SOP.  
 
Recent 
minutes 
with system 
partners 
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The organisation has 
arrangements to ensure a 
safe identification system 
for unidentified patients in 
emergency/mass casualty 
incident. Ideally this 
system should be suitable 
and appropriate for blood 
transfusion, using a non-
sequential unique patient 
identification number and 
capture patient sex. 

Agreed and well embedded system 
in place. Process not too dissimilar 
to day-day practice. Process is 
outlined in MIP & Mass Casualty 
Plan, and reinforced in training 

F
u
lly
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  EPM 

C
o
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u
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MIP & 
Mass 
Casualty 
SOP 
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In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to place to shelter 
and / or evacuate 
patients, staff and visitors. 
This should include 
arrangements to perform 
a whole site shelter and / 
or evacuation.    

SOP in place. Awaiting new 
national guidance to be released 
before plan is reviewed based on 
recent exercise attended 'Ex 
Boudica' 

F
u
lly

 c
o

m
p
lia

n
t 

To review SOP 
when new 
guidance 
published from 
NHSE 

EPM 

C
o
n
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n
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Evacuation 
& Shelter 
SOP 
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In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place safely manage site 
access and egress of 
patients, staff and visitors 
to and from the 
organisation's facilities. 
This may be a 
progressive restriction of 
access / egress that 
focuses on the 'protection' 
of critical areas.  

SOP in place. Regular exercised.  

F
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EPM 
& 
LSMS 

C
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Lockdown 
SOP 
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 In line with current 
guidance and legislation, 
the organisation has 
effective arrangements in 
place to respond to 
manage  'protected 
individuals'; including 
VIPs, high profile patients 
and visitors to the site.  

Operation Consort SOP in place 
and embedded well into training  

F
u
lly
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  EPM 

C
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Operation 
Consort 
SOP 
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Organisation has 
contributed to and 
understands its role in the 
multiagency planning 
arrangements for excess 
deaths, including 
mortuary arrangements.  

Arrangements in place. UHCW 
Mortuary Manager is a active 
UKDVI APT Response Manager 
with several years deployment 
experience. Access to LRF Mass 
Fatalities Plan, 

F
u
lly

 c
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  EPM 

C
o
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Mortuary 
BCP, Mass 
Casualty 
SOP, SLA, 
LRF Mass 
Casualty 
SOP,  
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A resilient and dedicated 
EPRR on call mechanism 
in place 24 / 7 to receive 
notifications relating to 
business continuity 
incidents, critical incidents 
and major incidents.  
 
This should provide the 
facility to respond or 
escalate notifications to 
an executive level.    

Outlined in On Call Policy. All on 
call management staff have EPRR 
training. Also outlined in MIP and 
BCM policy, and  Trust BCP. 
Individual group BCP, as well as 
threat specific Plans/SOPs, also 
echo response/sign post staff.  
 
UHCW has automated 
telecommunications system 
(RapidReach) to contact staff 
required depending on incident 

F
u
lly
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  EPM 

C
o
n
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n
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On Call 
Policy, 
EPRR 
Training & 
Exercise 
Register, 
MIP, BCMS 
Policy, BCP 
& Group 
BCPs, 
Rapid 
Reach set 
up 
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On call staff are trained 
and competent to perform 
their role, and are in a 
position of delegated 
authority on behalf on the 
Chief Executive Officer / 
Clinical Commissioning 
Group Accountable 
Officer.  
 
The identified individual:   
• Should be trained 
according to the NHS 
England EPRR 
competencies (National 
Occupational Standards) 
• Can determine whether 
a critical, major or 
business continuity 
incident has occurred 
• Has a specific process 
to adopt during the 
decision making  
• Is aware who should be 
consulted and informed 
during decision making  
• Should ensure 
appropriate records are 
maintained throughout. 

A TNA has been completed and 
identified training requirements for 
all staff. 
 
The EPM has worked with system 
partners and developed a 'C&W 
Incident Management Training' 
syllabus delivered every month by 
local Emergency Planners hosted 
at different sites. This provides all 
on call executives & managers with 
the foundation skills and knowledge 
for their specific role. In addition to 
covering aspects of the generic 
response role, this training also 
highlights the wider organisational 
and multi-agency response 
structures, as appropriate to the 
role by training and working in 
collaboration with our partners. 
Training is aligned to NOS. 
Localised training is then delivered 
as outlined in TNA.  
 
The EP lead for ED undertake MI, 
CBRN & Infectious Diseases 
training on a regular basis to all 
staff.  
 
On call directors and managers 
maintain their own CPD portfolio 
and exercise participation through 
support from the EPM 

F
u
lly
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  EPM 
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 TNA held 

within 
EPRR 
Training & 
Exercise 
Register 
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 The organisation carries 

out training in line with a 
training needs analysis to 
ensure staff are 
competent in their role; 
training records are kept 
to demonstrate this.  

As outlined above.  
 
EPM holds training and exercise 
register & programme / agreed and 
monitored at EPSC based upon 
threats/risks 
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lly
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  EPM 

C
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 TNA held 

within 
EPRR 
Training & 
Exercise 
Register 
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The organisation has an 
exercising and testing 
programme to safely test 
major incident, critical 
incident and business 
continuity response 
arrangements.Organisatio
ns should meet the 
following exercising and 
testing requirements: • a 
six-monthly 
communications test• 
annual table top exercise 
• live exercise at least 
once every three years• 
command post exercise 
every three years.The 
exercising programme 
must:• identify exercises 
relevant to local risks• 
meet the needs of the 
organisation type and 
stakeholders• ensure 
warning and informing 
arrangements are 
effective.Lessons 
identified must be 
captured, recorded and 
acted upon as part of 
continuous improvement.  

As outlined above. The following 
exercises have been 
completed:Communication: 
13/03/18Table top: 01/03/18Live: 
07/03/18Command post: 
07/03/18Lessons identified are 
captured and feedback to EPSC as 
per governance structure as 
outlined above. Also shared at 
Local EPAG as appropriate 
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  EPM 
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EPRR 
Training & 
Exercise 
Register & 
Exercise/In
cident 
Reports 
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Strategic and tactical 
responders must maintain 
a continuous personal 
development portfolio 
demonstrating training in 
accordance with the 
National Occupational 
Standards, and / or 
incident / exercise 
participation  

As outlined above.  
 
Training aligned to NOS as outlined 
above.  
 
On call directors and managers 
maintain their own CPD portfolio 
and exercise participation through 
support from the EPM 
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EPRR 
Training & 
Exercise 
Register & 
Individual 
CPD 
Portfolio's 
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The organisation has a 
preidentified an Incident 
Co-ordination Centre 
(ICC) and alternative fall-
back location. 
 
Both locations should be 
tested and exercised to 
ensure they are fit for 
purpose, and supported 
with documentation for its 
activation and operation. 

ICC & Fallback location identified 
as outlined in MIP conform to 
EPRR requirements and good 
practice guidelines.  
 
Locations are used on a daily basis 
for day-day operational escalation 
(Silver) meetings and meet 
requirements with all resources 
available. 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM  
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Permanent 
ICC Set up 
& MIP 
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Version controlled, hard 
copies of all response 
arrangements are 
available to staff at all 
times. Staff should be 
aware of where they are 
stored; they should be 
easily accessible.   

Hard copy of plans available in both 
ICC, and where relevant available 
in other locations. All plans 
accessible electronically via 
numerous routes, and on 
Resilience Direct. 

F
u
lly

 c
o

m
p
lia

n
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  EPM  

C
o
n
ti
n
u

o
u
s
 

Within ICC, 
RD, & 
electronicall
y held 
internally 
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 The organisations incident 
response arrangements 
encompass the 
management of business 
continuity incidents.  

As outlined above. BCPs in place 

F
u
lly

 

c
o
m

p
lia

n
t 

  EPM  

C
o
n
ti
n
u

o
u

s
 

EPSC 



NHS England EPRR Core Standards Self-Assessment 2018 
Report to UHCW Trust Board 

Page 22 of 35 

 

33 

R
e
s

p
o

n
s
e
 

L
o

g
g

is
t 

The organisation has 24 
hour access to a trained 
loggist(s) to ensure 
decisions are recorded 
during business continuity 
incidents, critical incidents 
and major incidents.   

26 trained loggists for the Trust. 
Automatically contacted via Rapid 
Reach - automated 
telecommunications cascade 
system on incident declaration 
 
The EPM has worked with system 
partners and developed a 'C&W 
Loggist training' aligned to PHE 
syllabus delivered by local 
Emergency Planners hosted at 
different sites. 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM  

C
o
n
ti
n
u

o
u
s
 

EPRR 
Training 
Exercise 
Register & 
PHE 
Loggist 
Training 
Register 
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The organisation has 
processes in place for 
receiving, completing, 
authorising and submitting 
situation reports (SitReps) 
and briefings during the 
response to business 
continuity incidents, 
critical incidents and 
major incidents.   

Process and responsibility outlined 
in MIP, and BCP. 

F
u
lly
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o

m
p
lia

n
t 

  EPM 

C
o
n
ti
n
u

o
u
s
 

MIP & BCP 
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M
a

jo
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c
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e

n
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’ Emergency Department 
staff have access to the 
NHSE ‘Clinical Guidance 
for Major Incidents’ 
handbook. 

Guidance is available to 
appropriate staff electronically and 
as hard copy 

F
u
lly

 

c
o
m
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lia

n
t 

  EPM 

C
o
m

p
le
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d
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R
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p
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c
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n
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Clinical staff have access 
to the PHE  ‘CBRN 
incident: Clinical 
Management and health 
protection’ guidance. 

Guidance is available to all staff 
either electronically or as hard copy 
as accompanies the Trusts CBRN 
SOP F

u
lly

 

c
o
m

p
lia

n
t 

  EPM 

C
o
m

p
le

te

d
 With Trust 

CBRN SOP 
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The organisation has 
arrangements to 
communicate with 
partners and stakeholder 
organisations during and 
after a major incident, 
critical incident or 
business continuity 
incident. 

Outlined in Trusts MIP and BCP 
and supported by Communications 
On Call Pack 
 
Also reinforced to staff within Policy 
on the 'Personal use by staff of 
social media' 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM 

C
o
m

p
le

te
d

 

MIP, 
Communic
ations On 
Call Pack, 
and 
reinforced 
to staff 
within 
Policy on 
the 
'Personal 
use by staff 
of social 
media' 
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The organisation has 
processes for warning 
and informing the public 
and staff during major 
incidents, critical incidents 
or business continuity 
incidents. 

Outlined in Trusts MIP and BCP 
and supported by Communications 
On Call Pack 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM 

C
o
m

p
le

te
d

 

MIP, 
Communic
ations On 
Call Pack, 
and 
reinforced 
to staff 
within 
Policy on 
the 
'Personal 
use by staff 
of social 
media' 
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The organisation has a 
media strategy to enable 
communication with the 
public. This includes 
identification of and 
access to a trained media 
spokespeople able to 
represent the organisation 
to the media at all times. 

Outlined in Trusts MIP and BCP 
and supported by Communications 
On Call Pack 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM 

C
o
m

p
le

te
d

 

MIP, 
Communic
ations On 
Call Pack, 
and 
reinforced 
to staff 
within 
Policy on 
the 
'Personal 
use by staff 
of social 
media' 

40 
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The Accountable 
Emergency Officer, or an 
appropriate director, 
attends (no less than 
75%)  of Local Health 
Resilience Partnership 
(LHRP) meetings per 
annum. 

40 % of meetings have been 
attended by AEO and or 
appropriate Director. The remaining 
60% have been attended by EPM.  
 
Recent change of AEO and change 
of set LHRP meeting day has 
allowed more flexibility for AEO, 
and attendance will continue to 
improve. 

P
a
rt

ia
lly

 c
o
m

p
lia

n
t 

Recent change 
of AEO and 
change of set 
LHRP meeting 
day has allowed 
more flexibility 
for AEO, and 
attendance will 
continue to 
improve. 

COO 

C
o
n
ti
n
u

o
u
s
 

LHRP 
Minutes 

41 
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The organisation 
participates in, contributes 
to or is adequately 
represented at Local 
Resilience Forum (LRF) 
or Borough Resilience 
Forum (BRF), 
demonstrating 
engagement and co-
operation with other 
responders.  

LRF is regularly attended by NHSE 
& CCG. EPM / appropriate 
representative attended TCG/LRF 
matters when Trust is directly 
/potentially affected 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM 

C
o
n
ti
n
u

o
u
s
 

LRF/TCG 
Minutes 
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The organisation has 
agreed mutual aid 
arrangements in place 
outlining the process for 
requesting, co-ordinating 
and maintaining resource 
eg staff, equipment, 
services and supplies.  
 
These arrangements may 
be formal and should 
include the process for 
requesting Military Aid to 
Civil Authorities (MACA). 

Region has Mutual Aid Handbook 
in place for WM 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM 

C
o
m

p
le

te
d

 

Mutual Aid 
Handbook 

46 

C
o

o
p

e
ra

ti
o

n
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o
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 s

h
a
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n

g
 The organisation has an 

agreed protocol(s) for 
sharing appropriate 
information with 
stakeholders.  

Outlined in Information Sharing 
Policy & Incident Management 
Policy supported by Trust MIP & 
BCP 

F
u
lly
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m
p
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n
t 

  EPM 

C
o
m

p
le

te
d

 

Information 
Sharing 
Policy & 
Incident 
Manageme
nt Policy 
supported 
by Trust 
MIP & BCP 

47 
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n
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The organisation has in 
place a policy statement 
of intent to undertake 
Business Continuity 
Management System 
(BCMS). 

Outlined in Trust BCMS Policy 

F
u
lly
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  EPM 

C
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Trust 
BCMS 
Policy 
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 s
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b
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c
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v
e
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 The organisation has 

established the scope and 
objectives of the BCMS, 
specifying the risk 
management process and 
how this will be 
documented. 

Outlined in Trust BCMS Policy, and 
as previously referred to as above 

F
u
lly
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o

m
p
lia

n
t 

  EPM 

C
o
m

p
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te
d

 

Trust 
BCMS 
Policy 
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A
s
s

e
s

s
m

e
n

t The organisation annually 
assesses and documents 
the impact of disruption to 
its services through 
Business Impact 
Analysis(s).  

Outlined in Trust BCMS Policy 
 
BIAs completed 

F
u
lly

 

c
o
m

p
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n
t 

  EPM 

C
o
m
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d

 

Trust 
BCMS 
Policy & 
BIAs/BCPs 
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Organisation's IT 
department certify that 
they are compliant with 
the Data Protection and 
Security Toolkit on an 
annual basis.  

The final score achieved for the 
Trust’s 2017-18 Information 
Governance Toolkit (IGT) version 
14.1 was 90% with an overall rating 
of ‘Satisfactory/Green’. UHCW was 
able to maintain its score from the 
previous year. The IGT requires 
organisations to submit their final 
scores by 31st March each year 
which are published on the NHS 
Digital website and available in the 
public domain 

F
u
lly
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o

m
p
lia

n
t 

  
IG 
Team 

C
o
m

p
le

te
d

  Information 
Governanc
e Toolkit 
(IGT) 
version 
14.1 
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The organisation has 
established business 
continuity plans for the 
management of incidents. 
Detailing how it will 
respond, recover and 
manage its services 
during disruptions to: 
• people 
• information and data 
• premises 
• suppliers and 
contractors 
• IT and infrastructure 
 
These plans will be 
updated regularly (at a 
minimum annually), or 
following organisational 
change. 

All BCPs outline mitigation plans 
against threats/risks  
 
Majority of BCPs are in place and 
current. Remaining group plans are 
being finalised and being taken 
through governance procedures 

P
a
rt
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lly
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o
m

p
lia

n
t 

Remaining 
groups to 
finalise BCPs 

EPM 

C
o
n
ti
n
u

o
u
s
 

BCMS & 
BIAs / 
BCPs 
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The organisation's BCMS 
is monitored, measured 
and evaluated against the 
Key Performance 
Indicators. Reports on 
these and the outcome of 
any exercises, and status 
of any corrective action 
are annually reported to 
the board. 

The EPM monitors the 
effectiveness and compliance of the 
BCMS Policy through the Director 
of Operations at EPSC & the 
Operational Delivery Meetings. 
BCMS is a standard item standard 
item for group senior management 
meetings which take place 
fortnightly. This feedback is 
monitored, measured, and 
evaluated by the EPSC.  
 
BCMS is captured via the EPSC 
which feeds Risk Committee, and 
Trust Board quarterly, and also in 
the Annual Report. 

F
u
lly
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o

m
p
lia

n
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  EPM 

C
o
n
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u

o
u
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Minutes of 
EPSC, 
Operational 
Delivery 
Meetings, & 
Risk 
Committee 
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The organisation has a 
process for internal audit, 
and outcomes are 
included in the report to 
the board. 

BCMS has been recently audited, 
with a complete re-fresh and 
standardisation, and methods to 
ensure this rhythm is maintained. 
Continual progress monitoring is 
achieved, and improvements as 
outlined above and supported in 
BCSM Policy 

F
u
lly
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m
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t 

  EPM 

C
o
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u
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u
s
 

Minutes of 
EPSC, 
Operational 
Delivery 
Meetings, & 
Risk 
Committee 
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There is a process in 
place to assess and take 
corrective action to 
ensure continual 
improvement to the 
BCMS.  

As outlined above 

F
u
lly
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  EPM 

C
o
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s
 

Minutes of 
EPSC, 
Operational 
Delivery 
Meetings, & 
Risk 
Committee 
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B
C

P
s

 

The organisation has in 
place a system to assess 
the business continuity 
plans of commissioned 
providers or suppliers; 
and are assured that 
these providers 
arrangements work with 
their own.  

Through proceurment contracts, 
and enforced through Public 
Contracts Regulations (2015) all 
suppliers are required to have 
BCPs and are ain place 

F
u
lly
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o

m
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n
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Direct
or of 
Procu
remen
t C

o
n
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n
u

o
u
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Staff have access to 
telephone advice for 
managing patients 
involved in CBRN 
exposure incidents. 

Outlined within Trust CBRN SOP.  
 
ED also have access to TOXBASE, 
Poisons Info telephone line, EPM,  
Radiological advice via our 
Radiation Protection Advisor and 
team contactable 24/7, and also 
NHSE Tac Advisor, WMAS NILO & 
PHE 

F
u
lly
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  EPM 

C
o
m
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CBRN SOP 
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m
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n

t There are organisation 
specific HAZMAT/ CBRN 
planning arrangements 
(or dedicated annex). 
 

CBRN SOP in place, and supported 
by overarching MIP, reinforced with 
well embedded training. 

F
u
lly
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m
p
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n
t 

  EPM 

C
o
m

p
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 CBRN 
SOP, 
EPRR 
Training 
Exercise 
Register 
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 HAZMAT/ CBRN 

decontamination risk 
assessments are in place 
appropriate to the 
organisation. 
 
This includes: 
• Documented systems of 
work 
• List of required 
competencies 
• Arrangements for the 
management of 
hazardous waste. 

As outlined in CBRN SOP. Risks 
updated onto Datix, and managed 
via EPSC and Risk Committee as 
identified above previously 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM 

C
o
m

p
le

te
d

 

CBRN 
SOP, 
EPRR Risk 
Register, & 
Minutes of 
Risk 
Committee 
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4
 /
7
 The organisation has 

adequate and appropriate 
decontamination 
capability to manage self 
presenting patients 
(minimum four per hour), 
24 hours a day, 7 days a 
week.  

4 competent trainers within Trust. 
>90% of ED nursing staff trained in 
CBRN and RRR principles 

F
u
lly

 c
o

m
p
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n
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  EPM 

C
o
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p
le

te
d

 

Records 
from 
WMAS, & 
EPRR 
Training 
Exercise 
Register 
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The organisation holds 
appropriate equipment to 
ensure safe 
decontamination of 
patients and protection of 
staff. There is an accurate 
inventory of equipment 
required for 
decontaminating patients.  
 
• Acute providers - see 
Equipment checklist: 
https://www.england.nhs.
uk/ourwork/eprr/hm/ 
• Community, Mental 
Health and Specialist 
service providers - see 
Response Box in 
'Preparation for Incidents 
Involving Hazardous 
Materials - Guidance for 
Primary and Community 
Care Facilities' (NHS 
London, 2011) (found at: 
http://www.londonccn.nhs.
uk/_store/documents/haz
ardous-material-incident-
guidance-for-primary-and-
community-care.pdf) 
• Initial Operating 
Response (IOR) DVD and 
other material: 
http://www.jesip.org.uk/wh
at-will-jesip-do/training/  

UHCW holds appropriate 
equipment, and sufficient quantities 
of decontamination equipment 
adhering to WMAS CBRN audit 

F
u
lly

 c
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m
p
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t 

  EPM 

C
o
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CBRN 
Stock list & 
WMAS 
Audit 
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The organisation has the 
expected number of 
PRPS (sealed and in 
date) available for 
immediate deployment. 
 
There is a plan and 
finance in place to 
revalidate (extend) or 
replace suits that are 
reaching their expiration 
date. 

UHCW currently holds 21 
operational PRPS due to the 
national replenishment programme. 
Despite UHCW should hold 24 
PRPS, UHCW meets the NHSE 
mandate as a MTC by holding 
above the minimum of 20 PRPS 
during the replenishment 
programme.   F

u
lly

 c
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  EPM 

C
o
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te
d

 

CBRN 
Stock list 
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There are routine checks 
carried out on the 
decontamination 
equipment including:  
• Suits 
• Tents 
• Pump 
• RAM GENE (radiation 
monitor) 
• Other decontamination 
equipment. 
 
There is a named 
individual responsible for 
completing these checks  

Checks carried out weekly following 
inventory check list by ED EPRR 
Lead, supported by EPM.  

F
u
lly
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  EPM 
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CBRN 
Stock list 
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There is a preventative 
programme of 
maintenance (PPM) in 
place for the 
maintenance, repair, 
calibration and 
replacement of out of date 
decontamination 
equipment for:  
• Suits 
• Tents 
• Pump 
•  RAM GENE (radiation 
monitor) 
• Other equipment  

Annual PPM in place with GRS for 
Decontamination Tent and 
equipment 
 
PRPS national maintenance 
contract now handed over to Trust 
from March 2018 
 
RAM GENE PPM managed by 
Trust Radiation Protection Advisor 
and team F

u
lly

 c
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  EPM 

C
o
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ti
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u
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s
 

Contract 
with GRS, 
Resprix, 
and service 
records for 
RAM 
GENE 

64 

C
B

R
N

 

P
P

E
 d

is
p

o
s
a

l 

a
rr

a
n

g
e

m
e
n

ts
 

There are effective 
disposal arrangements in 
place for PPE no longer 
required, as indicated by 
manufacturer / supplier 
guidance. 

Outlined in CBRN planning 
arrangements and supported by 
Waste Management Policy 

F
u
lly
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m
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  EPM 

C
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Waste 
Manageme
nt Policy, 
documentar
y evidence 
for previous 
disposal of 
PRPS 
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 The current HAZMAT /  
CBRN Decontamination 
training lead is 
appropriately trained to 
deliver HAZMAT /  CBRN 
training 

EPM attends regular workshops via 
the WMAS CBRN Leaders 
Workshop 

F
u
lly

 

c
o
m

p
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n
t 

  EPM 

C
o
n
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n
u

o
u
s
 

Minutes 
from CBRN 
Leaders 
Workshop 
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Internal training is based 
upon current good 
practice and uses material 
that has been supplied as 
appropriate. Training 
programme should 
include training for PPE 
and decontamination.  

All training delivered is based on 
Trust TNA and aligned to national 
guidance and good practice from 
RRR principles. 

F
u
lly

 c
o

m
p
lia

n
t 

  EPM 

C
o
n
ti
n
u

o
u
s
 

EPRR 
Training 
and 
Exercise 
Register, 
Course 
syllabus, 
and other 
training 
materials  
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The organisation has a 
sufficient number of 
trained decontamination 
trainers to fully support its 
staff HAZMAT/ CBRN 
training programme.  

4 CBRN trainers within the Trust.  

F
u
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c
o
m

p
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n
t 

  EPM 

C
o
n
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n
u

o
u
s
 

WMAS 
Training 
records  

68 
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Staff who are most likely 
to come into contact with 
a patient requiring 
decontamination 
understand the 
requirement to isolate the 
patient to stop the spread 
of the contaminant. 

embedded into CBRN training for 
all ED staff (receptionist, nursing 
and medical staff).  
 
Grab box to deal with initial self 
presenters and quick action 
guidance outlining RRR principles. 

F
u
lly

 c
o

m
p
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n
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  EPM 

C
o
n
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n
u

o
u
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 CBRN 

SOP, 
course 
syllabus, 
and training 
materials 
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Organisations must 
ensure staff who may 
come into contact with 
confirmed infectious 
respiratory viruses have 
access to FFP3 mask 
protection (or equivalent) 
24 / 7.   

As previously outlined above IPCT 
have FFP3 peer trainers in every 
group. Local groups hold database 
locally of staff trained in donning 
and doffing FFP3 

F
u
lly

 c
o

m
p
lia

n
t 

  
EPM 
& 
IPCT 

C
o
n
ti
n
u

o
u
s
 IPCT 

database, 
& Local 
wards/depa
rtments 
registers  
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Deep Dive - Command and control 

Domain: Incident Coordination Centres  

1
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The organisation has 
equipped their ICC 
with suitable and 
resilient 
communications and 
IT equipment in line 
with NHS England 
Resilient 
Telecommunications 
Guidance. 

Trust ICCs has equipement inline 
with EPRR Framework 

Fully 
compliant 

  EPM 

C
o
n
ti
n
u

o
u
s
 

Used 
several 
times per 
day. 
MIP/BCP 

2
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e
  

The organisation has 
the ability to establish 
an ICC (24/7) and 
maintains a state of 
organisational 
readiness at all times. 

ICC set up, available and accessible 
24/7, including Fall back ICC. Cross 
referenced with 'First Person in ICC' 
as a Action Card in Trust MIP 

Fully 
compliant 

  EPM 

C
o
n
ti
n
u

o
u
s
 Used 

several 
times per 
day. 
MIP/BCP 

3
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ICC equipment has 
been tested every 
three months as a 
minimum to ensure 
functionality, and 
corrective action taken 
where necessary. 

ICC used several times a day for 
Silver Operational meetings as per 
UHCW battle rhythm, including at 
weekends  
 
Checks completed by EPM  

Fully 
compliant 

  EPM 

C
o
n
ti
n
u

o
u
s
 Used 

several 
times per 
day. 
MIP/BCP 
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The organisation has 
arrangements in place 
outlining how it's ICC 
will coordinate it's 
functions as defined in 
the EPRR Framework. 

ICC functionality is outlined within 
MIP command and control set up 

Fully 
compliant 

  EPM 

C
o
n
ti
n
u

o
u
s
 

MIP & BCP 

Domain: Command structures 
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 The organisation has 
a documented 
command structure 
which establishes 
strategic, tactical and 
operational roles and 
responsibilities 24 / 7. 

Outlined in Trust MIP & reinforced in 
training and exercising 

Fully 
compliant 

  EPM 

C
o
n
ti
n
u

o
u
s
 MIP & 

EPRR 
Training & 
Exercise 
Register  

6
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The organisation has 
documented how its 
command structure 
interacts with the wider 
NHS and multi-agency 
response structures. 

Outlined in Trust MIP & reinforced in 
training and exercising 

Fully 
compliant 

  EPM 

C
o
n
ti
n
u

o
u
s
 MIP & 

EPRR 
Training & 
Exercise 
Register  

7
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The organisation has 
in place processes to 
ensure defensible 
decision making; this 
could be aligned to the 
JESIP joint decision 
making model. 

JESIP is embedded within MIP, 
other supporting SOP/Plans, and 
reinforced in Incident Management 
Training 

Fully 
compliant 

  EPM 

C
o
n
ti
n
u

o
u
s
 MIP & 

EPRR 
Training & 
Exercise 
Register  
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R
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o
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p
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n
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The organisation has a 
documented process 
to formally hand over 
responsibility from 
response to recovery. 

Outlined in Trust MIP 

Fully 
compliant 

  EPM 

C
o
n
ti
n
u

o
u

s
 

MIP 
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1. Purpose  
 
This report highlights the potential impact on the Trust’s workforce as a result of the UK’s decision 
to leave the European Union on 29th March 2019 and sets out the context for the organisation and 
those staff whose immigration status may be potentially affected by Brexit.  Also detailed are the 
possible scenarios and risks that the organisation needs to consider in light of the referendum and 
the next steps to be considered to minimise the impact and prepare the workforce for future 
changes. 
 
2. National Position 
 
The UK held a referendum on whether the UK should remain part of the European Union (EU) and 
the outcome of this was that the UK will leave the EU on 29th March 2019. Whilst this decision has 
significant political, social and economic implications we will here focus upon the potential 
implications for the NHS and UHCW workforce.   
 
To date, it has been agreed that EU citizens who arrive in the UK before the end of the 
implementation period of 31st December 2020, will be able to continue to live and work here as 
they can now. Future arrangements for EU citizens are not yet known.  
 
As a result of this, organisations across the UK are anticipating difficulties in retaining and 
recruiting skilled and operational staff.  Organisations are therefore placing a greater emphasis on 
developing existing staff, increasing opportunities to listen and engage with employees and 
exercising more caution with overseas recruitment. 
 
However, what remains uncertain is under what immigration conditions the Trust will be able to 
employ staff from EU countries from 1st January 2021, should there be a wish to do so and what 
impact the new arrangements will have on those staff that are currently employed. 
 
It is important for organisations to reassure existing staff of their future employment protection and 
NHS Employers have asked that organisations provide support and advice to their employees. We 
have complied with this request and the Trust intends to contact all registered EU employees in 
order to offer the support they need in any scenario.  As the deadline for negotiations draws near, 
the Workforce team intend to ensure that contingency plans are prepared for all likely outcomes 
and that all staff remain to be treated with respect and dignity in any circumstance. 
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Depending on the outcome of the Brexit negotiations with the EU, there is the potential that the UK 
will see an increase in migration from countries outside of the EU where applications may have 
been restricted due to the EU Freedom of Movement Agreement.  Data gathered by the NMC on 
this matter indicates that applications from nursing staff from outside the EU to join the NMC 
register is rising and may continue to do so. 
 
This increase in non EU registration and applicants will also be a direct result in the lifting of 
restrictions on visa’s announced by the Home Office early this year in relation to Doctors and 
Nurses.   
 
The UN also estimates that there are approximately 1.3 million ex-pats living abroad in EU 
countries.  These British citizens currently do not know under what conditions they will be entitled 
to live and work abroad and whilst many will have accrued “acquired rights”, similarly to the EU 
citizens living in the UK, there may be other impacts on their lifestyle which make returning to the 
UK more attractive. 
 
3. Local Position 
 
The Trust currently employs 273 people who have declared that they are an EU national.  As part 
of the recruitment process, candidates are required to produce evidence to confirm their ‘identity’ 
and ‘right to work’ and as part of the process we do record nationality although there is no 
mandatory requirement to record this information.  This information is recorded via ESR however; 
there are historic gaps in the data as this has not been a mandatory requirement. The number of 
staff who has not declared their nationality is 1063 (12.79%) therefore; the total number of EU 
nationals working within the Trust may be significantly higher.   
 
The current indication is that these staff will need to apply to the Home Office for either settled 
status or pre-settled status. To be eligible for settled status, EU citizens must meet all of the 
following criteria: 
 

 Be an EU national or dependant; 

 Have continuously lived in the UK for 5 years or more as at 31st December 2020; 

 Have no serious or persistent criminal background. 
 
For staff who arrive before 31st December 2020 but do not meet the criteria above, there is the 
option to apply for pre-settled status.  This is a temporary status allowing EU citizens to remain in 
the UK until they accumulate 5 years residence and then become eligible to apply for settled 
status. 
 
Out of the 273 staff that is from an EU country, 80 state that their nationality is Irish.  At the current 
time, citizens of the Republic of Ireland would be unaffected and would be permitted to remain in 
the UK due to the existing arrangements between the UK and Republic of Ireland which are 
outside of the EU freedom of movement agreement. 
 
The following graphs detail the demographics of the staff members who will likely be most affected 
by changes to the relationship between the UK and the EU: 
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Graph 1 - shows that in terms of salary banding, UHCW has more EU national employees on 
Band 5 than any other banding, with doctor’s grades being the second highest with 68 employees 
falling in this category. This data demonstrates that UHCW employs a considerable number of EU 
nationals in band 2 operational roles, currently 40, meaning that any recruitment strategy would 
have to be aimed at both high and low skilled positions.  
 

 

 
 
Graph 2  - highlights the high number of Irish employees at UHCW, this is likely to be unaffected 
by the EU referendum as it is assumed that in terms of immigration, Ireland and the UK will 
impose no restrictions upon each other, however this is still subject to ratification. 
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Graph 3 - shows that Nursing and Midwifery are likely to be the main areas where recruitment and 
retention may lead to risks depending on the outcome of the EU withdrawal negotiations. Medical 
and Dental is also the second highest staff group for EU employees and recruitment and retention 
may also need to be targeted in this area as well in order to avoid agency fees and significant 
vacancy gaps. 
 
3.1 Possible scenarios and risks 
 
For EU nationals wanting to live and work in the UK from 1st January 2021, there is no indication of 
what arrangements these staff would be able to live and work under. Given the current 
uncertainty, the following scenarios might occur post 2021: 
 
Remaining in the European Economic Area: Unless otherwise negotiated, remaining in the 
European Economic Area requires freedom of movement between EU states and therefore 
immigration into the UK would remain unaffected. 
 
No Deal: Immigration may halt until a deal is reached, the timeframe for which is not known.  This 
may effectively put a stop to all recruitment from the EU until a new deal has been negotiated and 
ratified, meaning that new starters may be unable to travel to the UK to take up jobs or there may 
be a reluctance to commit to a new role until certainty has been provided.  
 
Hard Brexit: If the government leaves the single market and customs union, new immigration 
rules will need to be put in place for workers wishing to come from the EU. 
 
Possible risks of a no deal/hard Brexit, which should be stipulated on the Trust’s risk register, 
could be: 
 

 Reduction in the size of the talent pool; 

 Changes to immigration legislation/visas; 

 Risk of discrimination as a result of Brexit, in July 2017 21% of NHS Trusts reported 
incidents of bullying and harassment linked to racism and xenophobia (NHS Employers 
Data); 

 In the long term, changes to employment law; although in the short to medium term at least 
the government has committed to no changes to employment law.  
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 Significant vacancy gaps for medical staff. 1,280 out of 2,106 doctors (60.8%) surveyed 
said they were considering leaving the UK at some point in the future with 1,171 (91%) 
citing EU withdrawal as one of the reasons for this (GMC survey); 

 Significant vacancy gaps for nursing staff. Over the period of April 2017 – March 2018, 805 
EU nurses joined the NMC register compared with 6,382 in the year before (a drop of 87%), 
however applications from nurses outside of the EU has risen for the fourth consecutive 
year (NMC data); 

 56% of employers report that they are having difficulty filling vacancies in their organisation 
compared to 40% in 2015 with Brexit being cited as a contributing factor (CIPD). 

 
4. Areas of Risk 

 

Financial: Increase/continuation in bank and agency costs as difficulty in recruiting 
to posts substantively or in the short term to meet the existing shortfall. 

Potential changes to costs for visa applications. 

Personnel: Existing EU staff terminate their employment with the Trust and return to 
their country of nationality. 

Implications on the arrangements for employment of EU staff and future 
staff. 

Potential for UK nationals in the EU to be repatriated. 

Changes to employment law. 

Healthcare/
National 
Policy: 

Changes to National Policy via Home Office and Department of Health.  

Other: Increase in racism/discrimination/Xenophobia due to Brexit. 

 
5. Link to Trust Objectives and Corporate/Board Assurance Framework Risks  
 
As part of the Trust objective to be an employer of choice which recognises and values the 
contribution made a diverse workforce, work will be undertaken to support existing staff and their 
families.  
 
Applicants will continue to be welcomed from overseas applicants including the EU based on 
Home Office regulations.   
 
6. Governance  
 
In line with national and EU immigration changes the Trust will need to update and monitor 
recruitment and visa processes accordingly.   
 
7. Responsibility 
 
Karen Martin, Chief Workforce and Information Officer 
 
8. Recommendations 
 
To ensure that the Trust is fully prepared to support the current and future staff of the organisation, 
the following actions will take place and monitored by the Strategic Workforce Committee: 
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Recommendations Completed by 

Set up a Workforce Brexit task group to manage 
how the organisation responds to this, nearly 
half of UK businesses have already done this; 

October 2018 

Review of existing staff’s employment status to 
understand what action they need to undertake 
to remain in employment from 1st January 2021 

March 2019 

Promote equality and diversity throughout 
communications/plans/strategies to make staff 
feel welcome and understand the positive 
contribution they make to the organisation and 
increase retention; 

November 2018 

Educate patients and their facilities regarding 
the positive contribution made by EU staff to 
avoid negative attitudes that may occur as part 
of Brexit 

November 2018 

Increase the attraction of the Trust as an 
employer of choice to future EU and 
International applicants (in line with Brexit); 

March 2019 

To encourage employees who have not already 
declared their nationality to do so in order to 
allow Workforce to provide support to all 
employees who are affected by changes to the 
UK/EU relationship. 

January 2019 

Identify  contingency plans mitigate any shortfall 
in staffing; 

February 2019 

Continue to explore new international 
recruitment target locations i.e. Philippines, 
India etc; 

Ongoing 

Increase apprenticeships and training 
opportunities to engage with younger people 
already resident in the UK; 

Ongoing 

Continue to build closer relationships with 
schools/colleges to promote careers within the 
NHS and UHCW as an employer of choice; 

Ongoing 

Invest in career development of staff to fill hard-
to-fill vacancies; 

March 2019 

Continue to improve recruitment and retention 
strategy; 

December 2018 

Utilise the EU Settlement Scheme Employers 
toolkit produced by the Home Office to 
communicate with staff (available at: 
https://www.gov.uk/government/publications/eu-
settlement-scheme-employer-toolkit 
 

December 2018 

 
 
 
 
 

https://www.gov.uk/government/publications/eu-settlement-scheme-employer-toolkit
https://www.gov.uk/government/publications/eu-settlement-scheme-employer-toolkit


   
  

 

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: Quality Governance Committee   

Committee Meeting Date:  20 August 2018 

Quoracy: Yes 

Apologies: Barbara Beal, Lisa Kelly 

Committee Chair:  Ed Macalister-Smith 

Report submitted by: Ed Macalister-Smith 

1. Neurosurgeon – Case Update 
The Chief Medical Officer updated the Committee on the actions taken following the RCS report received 
in January 2018. All actions have now been completed except one where retraining is no longer deemed 
necessary and another where mediation is being organised to improve team work. 

2. Proposed New Quality Account Process 
The Committee heard about the improved process for engaging with stakeholders, patients and staff to 
generate key quality priorities within the overall strategy of the Trust. This will enable greater levels of 
engagement and ensure the Trust’s activities and priorities are well informed by our patients and other 
stakeholders. QGC asked for the quality account to be kept as short and focussed as possible. 

3. Annual reports 
Two annual reports were received by the committee, one relating to blood transfusions and the other 
related to clinical audits. The blood transfusion report described the reduction that had been seen in the 
number of blood products used, partly due to increased efficiency and a reduction in waste. The clinical 
audit report highlighted that the Trust exceeded its target against the clinical audit programme in 
2017/18, completing 89% of the programme against a target of 75%.  

4. Committee Updates 
A number of updates from sub-committees were provided and the Committee commented that there is 
now a greater level of assurance, especially through the recently reconstituted Strategic Workforce 
Committee and the Patient Experience and Engagement Committee, as well as the Risk Committee 

We also heard of plans to review membership of other sub-committees, such as the Health and Safety 
Committee and the Information Governance Committee to improve attendance and focus. 

Annual reports were also received from the Risk Committee, the Health and Safety Committee and the 
Information Governance Committee describing their activities and effectiveness during 2017/18. 

5. Choice Policy 
The Choice Policy was discussed and approved and it was noted that whilst it is clear in terms of the 
sequencing of pathways for patients leaving the hospital, there may be difficult decisions to make if none 
of these pathways are deemed suitable by patients or their families. Staff were encouraged to apply the 
policy firmly and fairly, and executives were encouraged to engage robustly with partner organisations if 
required. 

6. Patient Safety & Effectiveness Committee Report and Annual Report 
The Committee received assurance of the effectiveness of the Patient Safety & Effectiveness Committee 
from the Chief Medical Officer, who explained that the committee has a wide brief managed through a 
number of sub-groups. The annual report outlined the extensive work carried out during 2017/18, and it 
confirmed the effective functioning of the sub-committees that report to it. 

7. August Operational Pressures and Patient Safety 
QGC was updated on current operational pressures, and flow of patients through ED, including 
unavoidable brief and temporary use of corridors for patient trolleys.  Partner organisations were 
encouraged, through personal contact by senior executives, to ensure whole system working. Examples 
given included 15 acutely ill mental health patients needing specialist input, and admission avoidance 
from nursing homes through timely intervention and assessment by GPs. 

 
The Board is asked to NOTE the business discussed at the meeting and to APPROVE policies attached. 



   
  

 

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: Quality Governance Committee   

Committee Meeting Date:  17 September 2018 

Quoracy: Yes 

Apologies: None 

Committee Chair:  Ed Macalister-Smith 

Report submitted by: Ed Macalister-Smith 

1. Transfers to Hospital of St Cross Rugby 
Following the paper discussed at August’s committee, QGC received an update on plans to manage 
transfers of patients from University Hospital to St Cross, especially when this takes place in the evening. 
The proposal to change the base time from 7pm to 10pm was agreed provided the current risk 
assessments were maintained, but the Committee felt that the major issue was to manage transfers as 
early in the day as possible. 

2. UHCW capacity to treat patients with mental health conditions 
The Committee received an update that showed promising signs that the local health system is working 
together to ensure appropriate assessment and specialist treatment of child and adolescent patients 
admitted for acute care to UHCW. Unfortunately there is not yet sufficient progress being made in 
relation to adult patients with mental health conditions. 

3. West Wing fire 
A presentation was given to the Committee about the fire that took place at the end of the West Wing of 
University Hospital in March 2018. The Committee was assured by the debrief and that this showed 
exceptional levels of professionalism and preparedness by all concerned, and a robust learning process 
following the event. 

4. Referral to treatment times (RTT) 
In the context of the Integrated Quality and Performance Report (IQPR), the Committee held a 
discussion about learning from other Trusts which appear to be achieving the RTT target of 92%.  The 
UHCW stance of ensuring fully compliant recording of RTT was supported, even though other Trusts 
may "cut corners".  QGC concluded that any change to this policy eg referring patients back to their GP 
after two declined offered dates should be for the UHCW Board to determine. 

5. Complaints update 
The Committee heard the despite good early progress in achieving the recovery trajectory agreed in 
May 2018, performance against the 25 day standard to respond to complaints is not currently being 
maintained. There have been absence management issues that are being addressed and the additional 
capacity that was planned to assist the team has not had the impact that was expected. A review of the 
end to end process will take place to determine how the target can be achieved or if other options need 
to be explored. 

6. CQC update following publication of report 
Following publication of the CQC report, an action plan to address the four ‘must do’ actions is being 
prepared. The Committee heard about progress on this and the feedback that had been given from CQC 
inspectors about the way that they will assess any future improvements. They acknowledged that 
challenging the CQC ratings is not be pursued. 

 
The Board is asked to NOTE the business discussed at the meeting and to APPROVE policies attached. 



   
  

 

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:  29 Aug 2018 

Quoracy: Yes  

Apologies: None 

Committee Chair: Ian Buckley 

Report submitted by: Ian Buckley 

1. CIP 
The Committee heard an update on the challenges and risks associated with delivery of this year’s cost 
improvement programme (CIP). They noted that the Trust is further forward in identifying schemes and 
forecasting delivery than at this stage last year, but also recognised the greater challenge delivery of this 
year’s CIP poses to the Trust.  

2. Finance update 
The Chief Financial Officer updated the Committee on the risks and challenges to delivery of the control 
total in 2018/19. The Committee specifically noted the pressures on the agency budget caused, in part, 
by additional staff needed for managing cases under the Deprivation of Liberty Safeguards (DoLS) and 
specialling, due to pressures elsewhere in the health economy. 

 
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:  19 September 2018 

Quoracy: Yes  

Apologies: None 

Committee Chair: Ian Buckley 

Report submitted by: Ian Buckley 

1. Finance update 
The Committee heard concerns about the current issues affecting the Trust’s financial position, in 
particular CIPs and issues with commissioners. Chief Officers have initiated some workshops to identify 
further CIP opportunities and are also in discussions with local commissioners about the range of 
discrepancies and challenges that currently exist. 

2. Referral to Treatment (RTT) 
There is steady progress being made in many areas to reduce the backlog and improve the RTT 
performance. The Committee were encouraged by the improvements in evidence  

3. Sustainability  
The sustainability update demonstrated some impressive information, for example, the fact that waste 
water on the University Hospital site is recycled and that no waste collected in the Trust goes to landfill. 

 
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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