Quality Account
2020/2021

University Hospitals Coventry and Warwickshire NHS Trust

Quality Accounts 2020/21
Contents
Foreword

2

2020-2021 Priorities Achievements

4

Our Priorities for 2021-2022

6

Care Quality Commission (CQC) Update

8

Review of Services

9

Data Security and Protection Toolkit

9

Clinical Audits

10

Data Quality

13

Learning from Deaths

14

Patient Reported Outcome Measures (PROMS)

16

Emergency Readmissions

16

Positive Experience

17

Reducing Infection

18

Incident Reporting

19

Avoiding Harm

21

Rota Gaps

22

Freedom to Speak Up

22

Invitation to comment and offer feedback

23

Commentary from Healthwatch Coventry

25

Commentary from NHS Coventry and Warwickshire Clinical Commissioning Group

27

Statement of Director’s Responsibilities

28

Quality Account 2020/2021 | 1

A Welcome from our
Chief Executive Officer
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Foreword - Andy Hardy, Chief Executive Officer
Welcome to our Quality Account for 2020-21. This report highlights

Our sights are also firmly set on reducing patient waiting lists,

the quality of our services during the past 12 months and aims

with an aim to return to the pre-pandemic figure of zero patients

to give you a greater understanding of the Trust, our achievements

waiting more than 52 weeks for treatment.

and the ways in which we will continue to identify and implement
further improvements.

There will undoubtedly be further challenges presented to us over
the next year, particularly as we seek to reduce health inequalities,

University Hospitals Coventry and Warwickshire (UHCW) NHS Trust

but I am confident we are in a position to meet these head on.

is one of the largest hospitals in the region offering both general

We hope to build upon the culture of continuous improvement

and specialist services across our two hospital sites, University Hospital,

established by working closely with our partners to develop

Coventry and the Hospital of St Cross, Rugby. In February 2020,

the Integrated Care System across Coventry and Warwickshire,

the Trust received an overall rating of ‘Good’ from the Care Quality

develop a Quality Strategy over the coming year and establish

Commission. This was achieved through hard work and commitment

a new Organisational Strategy that will continue to firmly position

from all of our staff.

UHCW NHS Trust as a world class leader in healthcare for the next five
years and beyond.

Throughout 2020-21, the COVID-19 pandemic impacted on all our
lives and made the NHS work in a way that it has never done before.

The information contained within this report has been subject

Changes to processes, pathways and how we care for different

to internal review. Therefore, to the best of my knowledge,

cohorts of patients changed rapidly and, in some cases, overnight.

the information contained within this document reflects a true

UHCW NHS Trust continued to listen to the patient voice, recognising

and accurate picture of the performance of the Trust.

more than ever that this was pivotal in ensuring such change
was successful and that we were providing the best experience

I would like to thank all our staff, volunteers and patient support

we could. Responses via our feedback routes have been positive

groups for their input and support during an extremely challenging

and it remains the case that behaving in a caring, compassionate

year and look forward to continuing to work together as part

and responsive manner is what continues to matter the most to the

of our ongoing improvement journey.

people we provide healthcare for. Indeed, in a recent survey, 97 per
cent of participants told us that they felt safe and secure in our care
despite the uncertainties that inevitably come with a global pandemic.
It goes without saying that everyone here is extremely proud of being
part of history, with the Trust administering the first COVID-19
vaccine outside of clinical trials anywhere in the world and playing

\

a pivotal role in the biggest vaccination campaign in the NHS’ history.
The Trust was also recognised for its ‘incredible work’ by Coventry
City Council and is set to be granted Freedom of Entry to the
City of Coventry. In January 2021, the Duchess of Cambridge,
Patron of the Nursing Now campaign, spoke to nurses from
a range of different roles across the Trust about their experiences
during the pandemic and why their profession is so important.
UHCW NHS Trust remains committed to providing high-quality care

Andy Hardy

with the best possible clinical outcomes and experiences for our

Chief Executive Officer

patients. This will remain our focus through the coming year
and will be particularly important as we look ahead to not only
restoring our services but also as we advance and improve them.
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Quality Account Improvement Priorities
2020-21 Achievements
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Quality Account Improvement Priorities 2020-21 Achievements
Below are details of our progress and achievements against the

• A modified, Covid-secure programme of education has been

Quality Improvement Priorities for 2020- 21, as outlined in last year’s

designed for implementation in 2021, led by a Senior Infection

2019-20 Quality Account.

Control and Prevention Nurse. Staff will be provided with links
to online e-learning resources, Trust developed teaching packs,

Priority One: Patient Safety

Microsoft Teams sessions, and members of the Infection Control

The Trust will improve Multi-Disciplinary Team communication

and Prevention Team will conduct one-to-one training on key

with patients on all adult inpatient wards and be innovative

Infection Control and Prevention topics as identified by area staff,

in its approach in line with COVID-19 social distancing measures.

Modern Matrons, and feedback from routine and additional audits
and/or incidents.

Achievements:
• A project began in Care of the Elderly in 2020 to implement

• The Trust carried out an Infection Prevention and Control COVID-19
Feedback Survey twice in 2020 to help the Trust understand more

a new function (Boardview). Boardview enables the

about our patient’s perceptions about coming into the hospital

multi-disciplinary team to monitor and improve the way patients

during a pandemic. Based on this the survey questions covered

are supported through the system ensuring that each day

areas including: information received pre admission, signage

in hospital is beneficial to that individual and that they are getting

in public areas, cleanliness, availability of alcohol gel and/or hand

the investigations and input that they need.

washing facilities and thoughts about overall experience.

• The Trust now collects discharge data on a weekly basis

The Trust Board was pleased to hear that 97% of these respondents

to demonstrate the number of morning discharges, this encourages

felt safe and secure during their hospital experience. The survey

ward teams to be compliant and helps identify areas requiring

was repeated and again 97% of these participants overall felt safe

improvement.

and secure.

• In addition to the implementation of Boardview, Patient Flow
Liaison Officers are now present on 12 wards (mostly Medicine,

Priority Three: Patient Experience

including Care of the Elderly) Their role is to support the board

The Trust will work in partnership with patients and carer’s

rounds identifying expected date of discharge within the next

in planning adult patient discharges from hospital.

24 hours and planning swabs and/or medications etc to enable
patients to go home earlier in the day.
• The adoption of the Standard Operating Procedure for managing

Achievements:
• A Discharge to Assess Model pilot has been implemented

emergency surgical patient referrals into the Surgical Assessment

whereby patients are taken to their own homes to be assessed

Unit has resulted in a significant shift in current practice within

by a health professional who can identify what care is needed

the Surgical Group, Emergency Department and supporting

going forward and identify any equipment needs if necessary.

specialties. The process ensures professional standards

This allows people to get home with the right support in place

are maintained including timely review of all General Surgery,
Vascular, Urology, Ears, Nose and Throat and Maxillofacial patients

more efficiently and effectively from their hospital stay.
• Everyday meetings take place to assess the situation in regards

by involving Advanced Clinical Practitioners to receive patient

to what may be the barriers of patients being discharged

referrals, alongside the General Surgical Registrars and Specialty

from hospital. UHCW NHS Trust works closely with system wide

Middle Grades.

partners who include, care homes, community services etc
to ensure patients can be discharged safely and in a timely

Priority Two: Clinical Effectiveness

manner which benefits them. An agreed discharge document

The Trust will ensure it delivers high standard infection control

which outlines the escalation procedure if challenges to discharge

practice and procedures delivered through active campaigns,

occurs has been agreed between UHCW NHS Trust and local

staff training and education and patient and carer engagement

authorities in Coventry, Warwickshire, Derbyshire, Leicestershire,

while also adhering to all national COVID-19 guidance.

Lincolnshire and Nottinghamshire.
• Communication between the Trust and local care homes

Achievements:
• A twice-weekly Infection Control and Prevention Safety Huddle
has been established to improve communication, awareness,
and two-way flow of key messages regarding Infection Control

has improved with daily calls following discharge and a contact
number and email address provided for them to call in hours
with any queries regarding individual patients.
• Patient information and letters that need to be provided

and Prevention. Area staff (Clinical Educators, or staff nominated

to patients and/or relatives is available for all staff on a dedicated

directly by Modern Matrons) attend a short briefing twice a week,

COVID-19 portal, with plans for this information to be made

and are able to raise concerns and queries directly with a Senior

available on the Trust’s website in the next 12 months.

Infection Control and Prevention Nurse.
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Quality Improvement
Priorities for 2021-22
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Quality Improvement Priorities for 2021-22
Priorities for 2021-2022 have been developed together
with representatives from UHCW NHS Trust’s Patient Partners,
Healthwatch Coventry, Healthwatch Warwickshire, Grapevine,
Coventry Refugee and Migrant Centre, Carers Trust, Diabetes UK
Coventry, Voluntary Action Coventry, and members of staff.
The priorities identified for 2021 -22 are:

improvement in services for patients by planning with clinical services
to meet national recommendations and to assess the impact on the
effectiveness of treatment where national recommendations cannot
be fully implemented.
Improvements in this process will involve better use of existing
resources and tools, and clearer benchmarking against national quality
standards using quality improvement methods such as clinical audit.

Patient Safety Priority
In line with the National Patient Safety Strategy, UHCW NHS Trust
will engage with creating Patient Safety Partners (PSPs) to be involved
at all levels of our organisations from wards to the board. The Trust
will embed the Framework for Involving Patients in Patient Safety
which aims to involve patients and their careers in their own safety,
as well as being partners, alongside staff, in improving patient safety
within our organisation.
UHCW NHS Trust will aim to include two PSPs on their safety-related
clinical governance committees and these PSPs will receive training
to support them in their roles in line with the national programme.
The measures of success in accordance with the Patient Safety
National Strategy will be;
• Service and pathway design - Patients should be involved in service
and pathway design, even if it is not always practical for a PSP
to be involved. If patient representatives identify patient safety
concerns, they may seek advice from a PSP on how to address
this with relevant staff members in the service redesign team.
• Safety governance - PSPs will contribute and add value to safety
governance by, for example, sitting on relevant committees
to support compliance monitoring, responding to safety issues,
reviewing data and reports, and providing appropriate challenge
to ensure learning and change. PSPs will be most effective where
at least two sit on safety committees together to provide
peer support.
• Strategy and policy - PSPs will ensure patients’ perspectives
are considered and provide valuable insights on the risks
to patients; for example, where transitions in care and integration
of care pathways are being considered.

Patient Experience Priority
Speaking with our Patient Partners, the Trust will develop priorities
to help ensure that the voice of our patients is heard with a particular
focus on underrepresented groups in order to:
• Shape and design the services that we provide.
• Improve care experiences for all of our patients.
• Close the healthcare gap for under-represented groups to improve
the prevention and management of health for these communities.
To measure this priority the Patient Experience Team will work
to improve the recording of demographics in more detail.
Capturing people’s demographics is essential if the Trust is going
to make improvements for under-represented communities.
Improved recording of demographics such as ethnicity across
our patient administration systems will also extend to other processes
such as introducing demographic monitoring into Complaints
and the Patient Advice and Liaison Service (PALS). This will ensure
trends are identified for all of the protected characteristics which
include; age, disability, gender assignment, race, ethnicity, religion
and/ or belief, sex and sexual orientation and improvements can
be developed and implemented where required.
Finally, the Patient Experience Team will be undertaking a focused
project on tackling health inequalities by engaging with our staff
and communities. An engagement programme will be drawn
up with an emphasis on how we improve experiences for
our patients.

Clinical Effectiveness Priority
UHCW NHS Trust aims to improve communication to demonstrate
that care and treatment is based on national guidance and the best
available evidence. The priority therefore for the coming year
is to improve how the Trust evidences the implementation
of National Institute for Health and Care Excellence (NICE)
guidance to demonstrate when NICE guidance has improved
services and assess the impact of challenges to the implementation
of some recommendations.
To achieve this, the Trust will improve the communication of new
and available evidence from organisations such as NICE and will
use this guidance to assess itself in terms of the delivery of services.
By doing this the Trust will be able to clearly identify areas for quality

Series 7 of Hospital on BBC2 was filmed at UHCW from February
to June 2021 and demonstrates the incredible compassion and care
given by our staff during the pandemic.
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UHCW NHS Trust achieves a Care Quality
Commission (CQC) rating of Good
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UHCW NHS Trust achieves a Care Quality Commission (CQC)
rating of Good
UHCW NHS Trust remains rated as Good after the most recent inspection in October and November 2019. This is testament to the improvements
made since our previous inspections, the impact of our UHCWi programme, the professional way we support patients and the dedication shown
to providing the highest standards of care.
Since the CQC inspection we have made a number of improvements to our services based on recommendations from the CQC report
and we continue to have regular contact with the CQC through provider engagement meetings, providing assurance of how our services
have progressed to improve patient care and experience.

Review of Services
During 2020-21, the Trust was commissioned by Clinical Commissioning Groups to provide 57 General Acute Services. In addition the Trust also
provides a range of specialised services which are commissioned by NHS England that fall within NHS England’s Programmes of Specialised Care.
The Trust has reviewed the quality of care of all of these services, with its Commissioners, in accordance with its contractual obligations.

Data Security and Protection Toolkit
The Data Security and Protection Toolkit is an online assessment tool that enables organisations to measure their compliance against
the law and central guidance and to assess whether information is handled correctly and protected from unauthorised access, loss,
damage and destruction. It is also the key performance measure against data security and Information Governance requirements which
reflect current legislation and national health and social care policies. The Data Security and Protection Toolkit is split into 10 sections against
the National Data Guardian’s 10 Data Security Standards. Currently the Data Security and Protection Toolkit functionality allows organisations
to publish a ‘Standards Met’ or ‘Standards Not Met’ rating where evidence has been provided for the mandatory assertions and confirmed
them complete.
The Data Security and Protection Toolkit is split into 10 sections against the National Data Guardian’s 10 Data Security Standards.
It comprises of 42 assertions; 37 of the assertions are mandatory and are the focus of the assessment for 2020-21.UHCW NHS Trust has met
all 37 of the assertions, and achieved a ‘Standards Met’ rating for 2020-21 (as of 1st April 2021).
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Participation in Clinical Audits
During 2020-2021, 60 national clinical audits and one national confidential enquiry took place relating to health services that the Trust provides.
During that period the Trust participated in 100% of national clinical audits and 100% of national confidential enquiries which it was eligible
to participate in. Details of the eligible audits applicable to UHCW during 2020-2021 are listed in the table below. Where data collection was
completed during 2020-2021 this is indicated with a green tick, alongside the number of cases submitted to each audit or enquiry as a percentage
of the number of registered cases required by the terms of that audit or enquiry.
Participation 2020-21

Eligible audits applicable to UHCW NHS Trust
as published in the Department of Health’s
Quality Account List

Did UHCW NHS Trust
participate
in 2020/2021

Antenatal and Newborn National Audit Protocol
2019 to 2022

a

100%

British Association of Urological Surgeons (BAUS):
Nephrectomy Audit

a

100%

British Association of Urological Surgeons (BAUS):
Bladder Outflow Obstruction Audit

a

100%

British Association of Urological Surgeons (BAUS):
Cytoreductive Radical Nephrectomy Audit

a

100%

British Association of Urological Surgeons (BAUS):
Female Stress Urinary Incontinence Audit

a

100%

British Association of Urological Surgeons (BAUS):
Radical Prostatectomy Audit

a

100%

British Association of Urological Surgeons (BAUS):
Cystectomy

a

100%

British Association of Urological Surgeons (BAUS):
Percutaneous Nephrolithotomy (PCNL)

a

100%

British Association of Urological Surgeons (BAUS):
Renal Colic Audit

a

100%

British Association of Urological Surgeons (BAUS):
Urethroplasty Audit

a

100%

British Spine Registry

a
a

94%
100%

Child Health Clinical Outcome Review Programme
(National Confidential Enquiry into Patient Outcome
& Death (NCEPOD))

r

No studies conducted nationally during 2020-21

Emergency Medicine Quality Improvement
Programmes (QIPs), Royal College of Emergency
Medicine (RCEM): Fractured Neck of Femur
(care in emergency departments)

a

94%

Emergency Medicine Quality Improvement
Programmes (QIPs), Royal College of Emergency
Medicine (RCEM): Infection control

a

96%

Emergency Medicine Quality Improvement
Programmes (QIPs), Royal College of Emergency
Medicine (RCEM): Pain in Children
(care in emergency departments)

a

No studies conducted nationally during 2020-21

Falls and Fragility Fractures Audit Programme
(FFFAP): National Audit of Inpatient Falls

a

100%

Case Mix Programme (Adult critical care)
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Eligible audits applicable to UHCW NHS Trust
as published in the Department of Health’s
Quality Account List

Did UHCW NHS Trust
participate
in 2020/2021

Participation 2020-21

Falls and Fragility Fractures Audit Programme (FFFAP):
National Hip Fracture Database (NHFD)

a

100%

Inflammatory Bowel Disease (IBD) Audit

a
a

100%

Mandatory Surveillance of HCAI

a

100%

Maternal, Newborn and Infant Clinical Outcome
Review Programme (Mothers and Babies:
Reducing Risk through Audits and Confidential
Enquiries across the UK (MBRRACE-UK))
- previously Confidential Enquiry into Maternal
and Child Health (CEMACH)

a

100%

Medical and Surgical Clinical Outcome Review
Programme, National Confidential Enquiry
into Patient Outcome and Death (NCEPOD):
Dysphagia in Parkinson’s Disease Study

a

100%

National Asthma and Chronic Obstructive
Pulmonary Disease (COPD) Audit Programme
(NACAP): Paediatric Asthma Secondary Care

a

Data currently being validated,
participation expected to be 100%

National Asthma and Chronic Obstructive
Pulmonary Disease (COPD) Audit Programme
(NACAP): Adult Asthma Secondary Care

a

100% for the data period between 1 Nov 2020 to 31
March 2021 (nationally mandated data period
2020-21)

National Asthma and Chronic Obstructive
Pulmonary Disease (COPD) Audit Programme
(NACAP): Chronic Obstructive Pulmonary Disease
(COPD) Secondary Care

a

100% for the data period between 1 Nov 2020 to 31
March 2021 (nationally mandated data period
for 2020-21)

National Audit of Breast Cancer in Older Patients
(NABCOP)

a

100%

National Audit of Cardiac Rehabilitation

a

100%

National Audit of Care at the End of Life (NACEL)

r

National body cancelled data collection for 2020-21

National Audit of Dementia (NAD):
Carer Questionnaire

r

National body cancelled data collection for 2020-21

National Audit of Seizures and Epilepsies
in Children and Young People (Epilepsy 12)

r

National body confirmed data submission not
mandated for 2020-21

National Bariatric Surgery Registry (NBSR)

a
a

100%

National Cardiac Audit Programme (NCAP):
Cardiac Rhythm Management (CRM)
(Cardiac Arrhythmia)

a

100%

National Cardiac Audit Programme (NCAP):
Myocardial Ischaemia National Audit Project
(MINAP)

a

100%

National Cardiac Audit Programme (NCAP):
Adult Cardiac Surgery Audit
(CABG and Valvular Surgery)

a

Data collection still in progress, data submission
due 30 June 2021, participation expected
to be 100%

Learning Disabilities Mortality Review Programme
(LeDeR)

National Cardiac Arrest Audit (NCAA)

100%

100%
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Eligible audits applicable to UHCW NHS Trust
as published in the Department of Health’s
Quality Account List

Did UHCW NHS Trust
participate
in 2020/2021

Participation 2020-21

National Cardiac Audit Programme (NCAP):
National Audit of Percutaneous Coronary
Interventions (PCI) (Coronary Angioplasty)
(Adult Cardiac Interventions Audit)

a

100%

National Cardiac Audit Programme (NCAP):
National Heart Failure Audit

a

Data collection still in progress, data submission
due 30 June 2021, participation expected to be 100%

National Comparative Audit of Blood Transfusion
Programme: 2020 Audit of the Perioperative
Management of Anaemia in Children Undergoing
Elective Surgery

r

National body cancelled data collection during
2020-21

National Diabetes Footcare Audit (NDFA)

r

National body suspended data collection
during 2020-21

National Diabetes Inpatient Audit (NaDIA)

100%

National Diabetes Inpatient Audit (NaDIA) Harms

a
a

National Core Diabetes Audit (NDA)

a

Data currently being validated, participation
expected to be 100%

National Diabetes Transition

a
a
a
a

100%

National Gastro-intestinal Cancer Audit Programme
(NGICAP): National Oesophago-gastric Cancer Audit
(NAOGC)

a

100%

National Gastro-intestinal Cancer Audit Programme
(NGICAP): National Bowel Cancer Audit (NBOCA)

a

100%

National Joint Registry (NJR)

100%

National Ophthalmology Database Audit

a
a
a
a
a

National Paediatric Diabetes Audit (NPDA)

a

Data currently being validated, participation
expected to be 100%

National Prostate Cancer Audit (NPCA)

a

100%

National Vascular Registry (NVR)

a

Data collection still in progress,
data submission due 18 June 2021,
participation expected to be 100%

Neurosurgical National Audit Programme

100%

Perioperative Quality Improvement Programme (PQIP)

a
a

Sentinel Stroke National Audit Programme (SSNAP)

a

80% - 90%*
(Estimation given as final participation
to be validated)

National Pregnancy in Diabetes Audit (NPID)
National Early Inflammatory Arthritis Audit (NEIAA)
National Emergency Laparotomy Audit (NELA)

National Lung Cancer Audit (NLCA)
National Maternity and Perinatal Audit (NMPA)
National Neonatal Audit Programme (NNAP)
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100%

100%
100%
100%

100%
100%
100%
100%

100%

Eligible audits applicable to UHCW NHS Trust
as published in the Department of Health’s
Quality Account List

Participation 2020-21

Did UHCW NHS Trust
participate
in 2020/2021

Serious Hazards of Transfusion (SHOT)

a

100%

Society for Acute Medicine Benchmarking Audit
(SAMBA)

r

National body cancelled data collection for 2020-21

Surgical Site Infection Surveillance

a

100%

Trauma Audit & Research Network (TARN)
(Major Trauma Audit)

a

100%

UK Cystic Fibrosis Registry

a

100%

UK Registry of Endocrine and Thyroid Surgery

a

Data collection still in progress, data submission
due July 2021, participation expected to be 100%

UK Renal Registry

a

100%

There are 12 clinical audits included in the Quality Account list published by the Department of Health in which the Trust did not participate
due to ineligibility. Of these 12 audits, UHCW NHS Trust does not provide the relevant service in eight audits and four audits are not applicable
to Acute Trusts.
National Clinical Audits – Key Actions Taken in 2020-2021
The information below provides brief summaries of some of the key actions the Trust has taken to improve the quality of healthcare as a result
of the review of national clinical audit reports:
• Increase oversight of patient observations by senior clinicians within the Emergency Department on daily medical rounds to ensure all relevant
observations have been undertaken and documented as appropriate.
• Improve the management of diabetes for adults and young people with the development of an educational programme provided
to all Type 1 Diabetic patients, to provide guidance on living with Diabetes and promote healthy life styles. Also, a young diabetes
clinic aimed at teenagers has been created to help those diabetic patients transition from Paediatric Diabetic services to Adult Diabetic Services.
• All children attending the Children Emergency Department have the appropriate observations (Paediatric Observation Priority Score (POPS)
and Paediatric Early Warning Score (PEWS) on triage to ensure patients are seen by the correct clinician. Also, admission paperwork
within the Children’s Emergency Department includes a section to record if the child has had any analgesia administrated prior to attending
the Emergency Department. This is to ensure patients are not over prescribed analgesia during their stay within the Emergency Department.
• Increased training and awareness of the Sepsis Toolkit in regards to children has been provided to clinical staff. This is to ensure patients
presenting with symptoms of sepsis are identified quickly via observations and tests (POPS and PEWS) and receive timely treatment.
• A new Delirium Assessment Tool and Care Bundle has been implemented to increase staff knowledge and ensure those presenting
with delirium symptoms are cared for appropriately.

Data Quality
A number of the requirements of the Data Security and Protection Toolkit encompass data quality. To ensure that we meet the required
standards, the Data Quality Team provides training and advice to users of the Patient Administration System. This system is used to record
information about patients to support the provision of patient care and data submissions.
A suite of data quality reports for data reported both internally and externally are routinely produced. These are reviewed, with areas
of concern highlighted and appropriate actions taken to put right any issues. The Trust submitted records from 2020-21 to the Secondary Uses
Service for inclusion in the Hospital Episode Statistics which are included in the latest published data. The percentage of records in the published
data between April 2020 to December 2020, which included the patient’s valid NHS number was:
• 99.6% for admitted patient care
• 99.9% for outpatient care
• 96.8% for accident and emergency care
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The percentage of records in the published data between April 2020 to December 2020 which included the patient’s valid General Medical
Practice Code was:
• 100% for admitted patient care
• 100% for outpatient care
• 99.8% for accident and emergency care
Data quality is high on the Trust’s agenda to improve patient safety and experience. To further support this agenda and improve data quality
the following work streams are embedded:
• A Data Quality Assurance Group is held on a reoccurring basis to provide assurance that there is a consistent approach to reviewing
and monitoring compliance of the Data Quality Policy across the Trust.
• Published Data Quality Policy and Data Quality Framework.
• Standard Operational Procedures for administrative duties developed with comprehensive training packages.
• A Data Quality Dashboard is available Trust-wide to act as one central platform for data quality compliance metrics, validations and publication
of national data standards.

Learning from Deaths
UHCW NHS Trust has an in-depth mortality review process that supports the national guidance on Learning from Deaths published in 2017.
For each patient admitted to hospital aged 18 and above who dies, an initial review of their care is undertaken and graded according
to the standard of care they received.
A secondary structured judgment review is conducted by an appropriate consultant or team if potential problems in care have been identified
in the initial review process. This is to encourage learning from patient outcomes and identify where improvements in services can be made.
The medical examiner supports the medical certification of death process and reviews the records of patients that have died to identify
immediate learning or problems in care that require further scrutiny. The service also supports bereaved families and carers through
the bereavement service.
The number of deaths of inpatients who have died during 2020-2021 (year to date) is 2001. The number of in hospital deaths of patients
over the age of 18 per quarter is illustrated below.

2020/2021

Number of Deaths

Number of reviews
completed

Number of secondary
reviews completed

2020/2021

2001

1453

96

Q1

513

469

31

Q2

377

337

31

Q3

579

409

30

Q4

532

238

4

(Data correct at 17/03/2021)

Mortality outcomes data- Summary Hospital-level Mortality Indicator (SHMI) and Hospital standardised mortality ratio (HSMR)
• University Hospitals Coventry and Warwickshire NHS Trust uses the national Hospital Standardised Mortality Ratio and Summary Level
Hospital Indicator, which measure mortality in terms of the number of patients who die following a hospital stay at the Trust and the
number that would be expected to die based on the average population and the characteristics of the patients.
• Both SHMI and HSMR are not definitive measures of quality of care. They act as a warning system for deviance from the ‘norm’
and can provide indication for areas to investigate. SHMI uses a benchmark of 1 to monitor performance. The HSMR uses a benchmark
of 100 to monitor performance. When the score is significantly above or below the benchmark, this is identified as higher or lower
than expected range.
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Indicator: SHMI Mortality Rates
[source: NHS Digital]

UHCW Most recent rolling
12 month period

Highest reported

Lowest reported]

1.1093 Band 2
(within expected range)

1.1775 Band 1

0.6782 Band 3

Observed deaths

2735

6445

495

Expected deaths

2465

6815

565

HSMR value
Dec 2019- November 2020

*109.2
Higher than expected

NA

NA

SHMI value

Diagnoses -HSMR | Mortality (in hospital) | Dec 2019 - Nov 2020 | Trend (rolling 12 months)
Admission type Non-elective
As expected

Low

High

95% Confidence interval

118
116
114
112
110

Relative Risk

108
106
104
102
100
98
96
94
90
Jan 19 to Dec 20

Feb 19 to Jan 120

Mar 19 to Feb 20

Apr 19 to Mar 20

May 19 to Apr 20

Jun 19 to May 20

Jul 19 to Jun 20

Aug 19 to Jul 20

Sep 19 to Aug 20

Oct 19 to Sep 20

Nov 19 to Oct 20

Nov 19 to Oct 20

Graph: UHCW NHS Trust HSMR performance trend over 12 months

The Trust intends to continue to take the following actions to improve this position, and so the quality of its services:
• Palliative care is important to the Trust as it focuses on providing patients with relief from the symptoms, pain and stress of a serious illness.
The national average for palliative care coding during this time is 4.4%. The Trust continues to monitor its position against the national
average as an indicator of the delivery of palliative care services.
• The Trust has delivered improvements in the recording, identification and treatment of Sepsis for both inpatients and those in the
Emergency Department.
• The Trust routinely investigates diagnosis groups with higher than expected mortality to ensure data quality and review clinical care for areas
of improvement and learning. This compliments the Trust policy to review deaths of all inpatients over the age of 18 years.
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COVID-19 mortality
UHCW NHS Trust recorded the first COVID-19 related death on the 22nd March 2020. The cumulative total number of observed deaths related
to COVID-19 until the 22 March 2021 is 702.
The Trust monitors deaths related to COVID-19 through the Mortality Review Committee and learning from the Mortality Review Process
is shared at the committee and within the clinical areas quality improvement and patient safety meetings. All patients have an initial mortality
review and a further structured judgment review where required.
Perinatal and Paediatric mortality
Child deaths in hospital are reviewed by the Paediatric Team and reported to the child death overview panel and mortality review committee.
All perinatal deaths receive a mortality review using the national tools provided in the Perinatal Mortality Review Tool (PNMRT) and are reported
to MBRRACE- UK: Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries. Learning from Perinatal and Paediatric
mortality is shared at the Mortality Review Committee and across the organisation.

Patient Reported Outcome Measures (PROMS)
The NHS Outcomes Framework is a set of indicators developed by the Department of Health and Social Care to monitor the health outcomes
of adults and children in England. The framework provides an overview of how the NHS is performing. There are five domains within the
national NHS outcomes framework. These are areas of performance for which there are agreed national indicators.
The Trust provides information to NHS Digital which, in turn, provides us with a comparison against other Trusts. By publishing these figures
you can compare our performance with the best, the worst and the average performing trusts in the NHS.
Below shows the results for enhancing quality of life for people with long-term conditions from the past few years. Please note data is not
available for 2020-21 in line with national reporting and the impact of COVID-19:

Indicator: Patient Reported
Outcome Measures Scores
(PROMS)
[source: NHS Digital]

2018-19
Provisional

2019-20
Apr-Sep
provisional

2020-21
Apr-Sep
provisional

National
Average
2020-21
Apr-Sep
provisional

Lowest and Highest
Reported Trust Average
2020-21
Apr-Sep
provisional

Hip replacement surgery

0.435

0.509

Data not yet
available

Data not yet
available

Data not yet available

Knee Replacement surgery

0.339

0.284

Data not yet
available

Data not yet
available

Data not yet available

Emergency Readmissions
Below shows the results for helping people to recover from episodes of ill health or following injury. Please note data is not available for 2020-21
in line with national reporting and the impact of COVID-19:
Related NHS Outcomes Domain 3
Indicator: emergency readmissions
to hospital [source: NHS Digital, UHCW]

Year

UHCW

NHS England
Average

Lowest
Reported
Trust

Highest
Reported
Trust

The percentage of patients aged 0 to 15
readmitted to a hospital which forms part
of the trust within 28 days of being
discharged from a hospital which forms
part of the trust during the reporting
period

2019-20

8.83

*

*

*

2020-21

Data not yet
available

Data not yet
available

Data not yet
available

Data not yet
available

the percentage of patients aged 16
or over readmitted to a hospital which
forms part of the trust within 28 days
of being discharged from a hospital
which forms part of the trust during
the reporting period

2019-20

6.93

*

*

*

2020-21

Data not yet
available

Data not yet
available

Data not yet
available

Data not yet
available

*Indicates the information is not available on the NHS Digital portal. There is an ongoing review by NHS Digital of Emergency Readmissions that has been on hold during the pandemic.
During the review this indicator is designated as an experimental statistic. Consequently, the information for emergency readmissions included above is reported as per the previous definition.
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Positive Experience
Another of the domains within the national NHS outcomes framework the Trust measures against is ensuring that people have a positive
experience of care, shown below. Please note data is not available for 2020-21 in line with national reporting and the impact of COVID-19:
Related NHS Outcomes Domain 4
Indicator: A positive experience
of care [source NHS Digital]

2018-19

2019-20

2020-21

National
Average
2020-21

Lowest and Highest
Reported
Trust

The Trust’s responsiveness to the
personal needs of its patients
during the reporting period.

65.3

64.4

Data not yet
available

Data not yet
available

Data not yet available

The percentage of staff
employed by, or under contract
to, the trust during the reporting
period who said if a friend
or relative needed treatment
they would be happy with
the standard of care provided
by this organisation

76%

74%

Data not yet
available

Data not yet
available

Data not yet available

Complaints
During 2020 - 2021 the Trust received 356 formal complaints, of those already received by the Trust 97% were responded to within 25 working
days of receipt. The total number of formal complaints has reduced from previous years due to a system wide pause in complaint responses
during the COVID-19 pandemic and improvements in the initial triage of complaints.
Parliamentary and Health Service Ombudsman (PHSO)
• 19 new requests received in 2020-2021.
Year by year complaints received by UHCW NHS Trust:
Total Number of Complaints

2016-17

2017-18

2018-2019

2019-2020

2020-2021

University Hospital, Coventry

570

619

641

545

283

Hospital of St. Cross, Rugby

35

27

35

31

19

Other

1

4

4

14

54

Totals

606

650

680

590

356

Referred to the PHSO

30

19

4

7

19

The top five themes of formal complaints received are shown in the graph below:
Complaints by Subjects - Top 10
160
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80
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Appointments
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Access to Treatment
or Drugs
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- Accident & ...
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& Transfers...
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Clinical Treatment
- Surgical Group

Patient Care
including Nutrition /...

Clinical Treatment
- General Medicine...

0

Communications
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Communications was the most complained about subject in 2020-21. In order to share themes of complaints received, Complaint Officers
meet with Group representatives on a weekly basis. Themes are also communicated to Groups in monthly Quality Improvement Patient Safety
meetings alongside other committees such as; the Nursing and Midwifery Committee and the Hospital of St Cross Quality meeting.
Outside these committees and meetings, emerging and/ or immediate action themes from complaints received are escalated in real time
to the relevant groups and forums.
Patient Insight and Involvement
National changes for hospital inpatient visiting due to COVID 19 resulted in many relatives and visitors being unable to directly contact
their loved ones, and vice versa. Recognising the importance for patients to stay in touch with friends and family outside of the hospital,
an initiative was introduced called ‘Thinking of You’ to enable friends and family of patients to send a letter and photos to their loved ones
on our wards by completing a simple form on the Trust’s website. To date over 2000 messages have been delivered to patients by the Patient
Insight and Involvement Team, supported by the Patient Advice and Liaison Service (PALS) at University Hospital, Coventry and the Hospital
of St Cross, Rugby.
Virtual visiting was also introduced. The initiative was implemented with support from the UHCW Charity and Warwick Medical School
to ensure that two dedicated iPads were delivered to each of our wards, where patients were supported to access video calling to speak
with their friends and family.
The PALS service continued to operate throughout the COVID-19 pandemic moving to a virtual service in the initial phases. This enabled
the Trust to continue to provide a responsive support to our patients and visitors alongside escalation of themes to ensure the organisation
received real time feedback on our patient’s experiences.
The Trust also recognised that it was important to continue to survey our patients in such unprecedented times in order to be able to respond
to our patient’s needs and the changing environment. NHS England and Improvement suspended the Friends and Family Test survey in April 2020,
however the Trust continued to collect this feedback to ensure the changes we were making in response to COVID-19 still kept the patient
at the heart of everything we do. The Patient Insight and Involvement Team also led on the COVID Infection Control and Prevention Survey
outlined on page four of this Account. Other surveys the Patient Insight and Involvement Team has undertaken on behalf of the Trust include;
Outpatient Did Not Attend (DNA), Theatres DNA, Hospital of St Cross Theatre surveys and the Trust has continued to support NHS England
and Improvements National Survey Programme as well in our commitment to always listening and acting upon the patient’s voice. Patient Stories
have been shared with Trust Board virtually throughout 2020-21 to ensure lessons are being continually learnt about people’s experiences
in a number of departments throughout the COVID-19 pandemic.
For further information please access the Complaints and PALS Annual Report on the Trust’s website: www.uchw.nhs.uk which will be available
from July 2021.

Reducing Infection
Related NHS Outcomes Domain 5
Indicator: Reducing Infection
[source NHS Digital]

The rate per 100,000 bed days of cases
of Clostridiodes difficile infection reported
within the trust amongst patients aged
2 or over during the reporting period.

2018-19†

2019-20#

2020-21

National
Average

Lowest
to Highest
Reported Trust

8.9

17.9

22.2

*

*

†The Trust is deemed responsible for a case
where the sample was taken on the fourth
day or later of an admission to that trust
(where the day of admission is day one).
# From 2019/20 a case is considered
to be healthcare associated if it is diagnosed
from a sample taken from an inpatient
after the second day of admission,
or if the patient has been an inpatient
in the trust at any point in the 28 days
prior to the sample being taken.
*National averages are not available from PHE until mid-July. It will then be available on the PHE website.

The Trust recognises effective Infection Prevention and Control (IPC) is central to keeping our patients, visitors, and staff safe.
We strive to ensure every patient is afforded high standards of IPC and that the primary consideration in delivery of care is safety.
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Teamwork
We follow a board to ward approach in embedding IPC practice, with the Director of IPC currently our Chief Nurse, ensuring board level
responsibility, supported by our Deputy Director of IPC, the Deputy Chief Nurse, and a multi-disciplinary IPC team headed up by a Senior
Lead Nurse.
During 2020-21 we have developed an IPC Service to strengthen and widen IPC knowledge and skill transfer across the Trust, establishing roles
including IPC Clinical Leads within our Clinical Groups, offering training and mentoring to develop IPC Guardians across all staff groups within
the Trust, and maintaining strong links with microbiology and virology colleagues. An IPC Safety Huddle has been established to improve
communication, awareness, and two-way flow of key messages regarding IPC, particularly relevant during COVID-19.
Infections
The reduction of healthcare associated infections including Clostridiodes difficile (C.diff) and Methicillin Resistant Staphylococcus Aureus (MRSA)
bacteraemia remains a priority. In partnership with healthcare professionals across the health economy, the Trust is committed to a zero tolerance
ambition to eliminate all avoidable healthcare associated infections (HCAI).
In 2020-21 the Trust reported 68 cases of C.diff and zero cases of MRSA. A review of all C.diff cases is undertaken with Clinical Commissioners
for assurance.
Coronavirus (COVID-19)
The IPC Team has been actively involved in the Trust response to COVID-19, from Personal Protective Equipment (PPE) training, guidance
and information for staff and visitors, to environmental cleaning management and establishment of services.
What we said we would do 2020-21
Hand hygiene
A review of our process for teaching and measuring hand hygiene technique and performance in practice has allowed us to provide assurance
that all staff are offered training on how and when to perform hand hygiene, and that we can measure the effectiveness of staff hand hygiene
in accordance to the World Health Organisation’s Five Moments campaign.
Increase patient involvement
The IPC Team has actively worked with the patient engagement group to ensure the feedback of patients is heard, particularly in regards
to COVID-19. The information provided is supporting the restoration of the Trust in creating a welcoming, safe environment for patients
and visitors.
Plans for 2021-22:
• Build on the Trust’s learning from the pandemic to ensure IPC remains at the heart of all Trust activity, with widening participation
with patient and public groups, and community settings.
• Roll out Team Green 2020+ Programme across the Trust to create sustained improvement.
• Perform a 360 review of our hand hygiene monitoring process to ensure it remains fit for purpose.
• Maintain our surveillance of alert organisms.

Incident Reporting
Indicator: Incident reporting
[source NRLS]

Apr 18
- Sep 18

Oct 19
National Median
- March 20* (Acute non-specialist Trusts)
2019-2020

Lowest and Highest
reported Trusts
2019-2020

The number of Patient Safety
Incidents reported within the Trust
in the reporting period

9,328

8,919

5.854

Lowest: 1271
Highest: 22,340

Rate of Patient Safety Incidents
reported within the Trust in the
reporting period (per 1000
bed days)

47.64

45.66

49.1

Lowest: 15.7
Highest: 110.2

31

34

15

Lowest: 0
Highest: 113

0.3%
(0.2%
plus 0.1%)

0.4%

0.3%

1.7%

The number of such incidents that
resulted in severe harm or death
**Percentage of such Patient
Safety Incidents that resulted
in severe harm or death

*Next Incident reporting [source NRLS], to be reported September 2021
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The Trust is required to report all incidents nationally via The National Reporting and Learning System. There is an eligibility criteria for upload
data from all NHS trusts, which excludes Patient Safety Incidents relating to deaths which are ‘Not as a Result of a Patient Safety Incident’,
for example, where the incident did not contribute to the outcome for the patient. The reporting of all incidents is encouraged across
the Trust regardless of the degree of harm and Datix training is provided to staff across the Trust to support in the identification of immediate
learning and sharing of learning at Safety Huddles. The last 12 months have seen a decrease in the reporting of Patient Safety Incidents (PSIs)
from 18,571 to 16,635; however, there is no evidence of potential under-reporting within the Trust.
At UHCW NHS Trust, all reported incidents are investigated according to the type of incident and their potential for harm. All incidents that
resulted in moderate harm or above were reviewed and responded to by the Patient Safety Response Team, to identify immediate learning,
support staff and stop the line on any immediate safety issues.
The Trust shares the outcomes of these investigations and trend analysis across the organisation. The trends of Patient Safety Incidents
are monitored monthly via the Patient Safety and Effectiveness Committee which reports to the Quality and Safety Committee.
In addition, a quarterly report detailing all Serious Incidents and Never Events is submitted to Trust Board meetings.
Data Collection
The risk management software utilised by the Trust (Datix) is a live tool, all data extracted is at a moment in time and the data is continually
re-based; this means that looking back retrospectively may not represent the same data. Likewise the National Reporting and Learning System
has what is known as a cut off period for data submission, so data submitted after that time does not show in the published report.
Graph 1 below is a comparison of incidents reported by degree of harm for Acute (non-specialist) organisations from October 2018 to March 2019
compared to October 2019 to March 2020.
Graph 1: Degree of Harm October 2019 – March 2020
100

0.30

90

0.20

0.27%

Percent of incidents occurring

87.9%

80

87.2%

0.10

0.01%

0.08%

70

0.00

Severe

0.11%

Death

60
October 2018 to March 2019
October 2019 to March 2020

50
40
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20
10

11.0% 11.7%
0.9%

0
Low

None

0.7%

Moderate

0.1%

0.3%

Severe

0.1%

0.1%

Death

Source - Data extracted from National Reporting and Learning Systems

Table 1: Data comparison from National Reporting and Learning System and UHCW October 2019 – March 2020
Data

No Harm

Low

Moderate Harm

Severe Harm

Death

Total

NRLS

7,774

1,046

65

24

10

8,919

UHCW

7,346

1,744

60

24

11

9,185

The National Reporting and Learning System data from October 2019 to April 2019 reported ten deaths confirmed as a result of a Patient Safety
Incident and 24 Severe Harm incidents at the Trust, at the time of the extraction by the National Reporting and Learning System for its report
(30th May 2020). Of the 7346 incidents graded as no harm, 52 related to deaths where the patient safety incident was not contributory.
In total, 0.38% of incidents resulted in severe harm or death during October 2019 to March 2020, in comparison to 0.34% for April 2019
to September 2019. This demonstrates a 0.04% increase.
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Serious Incidents
In March 2015 NHS England published the revised Serious Incident Framework. This document defines Serious Incidents in broad terms
as events in health care where the potential for learning is so great, or the consequences to patients, families and carers, staff or organisations
are so significant, that they warrant using additional resources to mount a comprehensive response.
A Serious Incident can extend beyond incidents which affect patients directly and include incidents which may indirectly impact patient safety
or an organisation’s ability to deliver ongoing healthcare. All Serious Incidents are investigated using the Root Cause Analysis methodology
in accordance to the National Serious Incident Framework to ensure that lessons are learned.
The Trust reported 97 Serious Incidents from April 2020 to March 2021 (data from Strategic Executive Information System).
Never Events
Never Events are defined as “Serious Incidents that are wholly preventable as guidance or safety recommendations that provide strong systemic
protective barriers are available at a national level and should have been implemented by all healthcare providers.”
From April 2020 to March 2021 the Trust reported two never events. Both incidents were initially reviewed by the Patient Safety Response
Team to identify and share immediate learning. These cases have also been robustly investigated via the Serious Incident process.
The root cause of these investigations and recommendations for learning have also been shared across the Trust via Quality Improvement
and Patient Safety meetings.

Avoiding Harm
Treating and caring for people in a safe environment and protecting them from avoidable harm is another measure the Trust records in line
with the NHS Outcomes Framework, below are UHCW NHS Trust’s results:
Related NHS Outcomes Domain 5
Indicator: avoiding harm [source NHS Digital]

The percentage of patients who were admitted to hospital
and who were risk assessed for Venous Thromboembolism
(VTE) during the reporting period.
The indicator is expressed as a percentage of all adult in-patients that have received
a VTE risk assessment upon admission to the Trust using the clinical criteria of the
national VTE tool.

The percentage of patients who were admitted to hospital
and who were risk assessed for Venous Thromboembolism
(VTE) during the reporting period.
The indicator is expressed as a percentage of all adult in-patients that have received
a VTE risk assessment upon admission to the Trust using the clinical criteria of the
national VTE tool.

Year by
quarters

UHCW

National
Average

Trust with
Lowest/Highest
scrore

2018-19
Q1

96.95%

95.20%

Q2

96.72%

95.25%

Q3

96.97%

95.36%

Q4

96.92%

95.71%

100%
51.38%
100%
71.88%
100%
76.08%
100%
74.03%

2019-20
Q1

96.72%

95.63%

Q2

96.55%

95.47%

Q3

96.92%

95.33%

Q4

97.10%

Data not
available as
submission
suspended due
to COVID-19

100%
69.76%
100%
71.72%
100%
71.59%
Data not
available as
submission
suspended due
to COVID-19
Data not
available as
submission
suspended due
to COVID-19
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Related NHS Outcomes Domain 5
Indicator: avoiding harm [source NHS Digital]

Year by
quarters

The percentage of patients who were admitted to hospital
and who were risk assessed for Venous Thromboembolism
(VTE) during the reporting period.

UHCW

National
Average

Trust with
Lowest/Highest
scrore

2020-21- Data is not yet available

The indicator is expressed as a percentage of all adult in-patients that have received
a VTE risk assessment upon admission to the Trust using the clinical criteria of the
national VTE tool.

Q1

Q2

97.13%

96.57%

Data not
available as
submission
suspended due
to COVID-19

Data not
available as
submission
suspended due
to COVID-19

Q3

96.59%

Data not
available as
submission
suspended due
to COVID-19

Q4

Not yet
available

Data not
available

Data not
available as
submission
suspended due
to COVID-19
Data not
available as
submission
suspended due
to COVID-19
Data not
available as
submission
suspended due
to COVID-19
Data not
available as
submission
suspended due
to COVID-19
Data not
available as
submission
suspended due
to COVID-19
Data not
available as
submission
suspended due
to COVID-19
Data not available
Data not available

Rota Gaps

International Fellowship routes and programmes which will assist

Job vacancies at the Trust are presently monitored, managed

the Trust with shortage occupation or hard to fill areas.

and filled via requests from operational groups to the Resourcing
and Temporary Staffing Teams with locums and/or non-training

Speak Up

grades appointed dependent on the duration of the post required.

Raising profile of the Role

Presently, we have around 150 non-trainees contracted under the

The Freedom to Speak Up Guardian is supported by eight current

2002 National Terms and Conditions; however, the Trust is taking

Confidential Contacts who have a key role in helping to raise

steps to implement a locally agreed version of the 2016 Trainee Terms

the profile of Raising Concerns ‘Speaking Up’ and bring about

and Conditions with roll-out of the terms planned over the next year.

cultural change at UHCW NHS Trust. Staff can confidentially speak
to the Freedom to Speak Up Guardian or Confidential Contacts,

Additionally, the Trust is exploring new measures to move to a more

if they have questions about a public interest concern or have

proactive recruitment approach through establishment oversight

concerns that have been previously raised with their department

practices and a more centralised medical workforce function.

managers and continue to feel the concern has not been dealt

This will provide UHCW NHS Trust an opportunity to scope a new

with satisfactorily or effectively. From April 2021, the number

internal rotational programme, closely aligned to current national

of Confidential Contacts, will increase with four further employees,

training grade programmes, for both medicine and surgical areas

having expressed an interest in the voluntary role

to improve the attractiveness of posts and aid retention. In addition
to the traditional recruitment practices, the Trust is exploring overseas
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Supporting Staff with COVID-19 Concerns

can be addressed personally and feedback given to the individual

In addition to the Question and Answer sessions, provided

who had initially raised an issue. There is a three month and six

by Chief Officers, the Trust’s Communication Team provided

month follow up to understand any lessons learnt, changes in practice

additional support in ensuring the profile of the Freedom

and assurance and that no further concerns have been highlighted.

to Speak Up Guardian and Confidential Contacts’ roles were

A number of our departments have embraced ‘Speaking Up’

highlighted via the Trust’s internal communication routes.

at the end of their department huddles, to ensure all staff have

Encouraging staff to raise concerns through all existing channels,

an appropriate listening time to raise concerns at the earliest

the Freedom to Speak Up Guardian and Confidential Contacts,

opportunity.

continued to support staff to speak up utilising the Raising
Concerns Policy.

Plans for 2021-22
• UHCW NHS Trust will have updated Raising Concerns posters

Of the total 49 concerns raised January 2020 - December 2020
the Guardian received 10 written concerns, which were raised

renewed throughout the Trust.
• Re-launch of the current Confidential Contact role. This role will

formally and were COVID-19 related. There were additional query

be given a new title Freedom to Speak Up Ambassadors which

phone calls to both the Guardian and Confidential Contacts

following feedback, from staff who have used our service;

which required signposting to information on UHCW NHS Trust’s

will link the Confidential Contact role to the Freedom to Speak Up

internal e-Library page which directs staff to relevant Trust policies
and also to Professional Bodies such as Royal College of Nursing
or General Medical Council.

Guardian role.
• Raising Concerns flow chart to be attached to all electronic
pay slips for all employees, inclusive of Bank staff, Temporary
Contracts staff etc.

In response to concerns raised with the Freedom to Speak Up

• The Freedom to Speak Up Guardian is currently developing

Guardian or Confidential Contacts, there is an escalation made

a bespoke Raising Concerns App, which will enable staff to raise

to the senior management for departments, so the concern

concerns anonymously and analyse data more effectively.
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An Invitation to comment and offer feedback
Your Views - Your Involvement

You can also share your views:

Thank you for taking the time to read our annual Quality Account.

• emailing us at insightandinvolve@uhcw.nhs.uk or

We hope you have found it an interesting and enjoyable read.

• by visiting our website www.uhcw.nhs.uk or

If you would like to comment on any aspect of this Account or give

• by visiting NHS Choices website at www.nhs.uk

us feedback on any aspect of our services, please write to:
We look forward to hearing your comments and suggestions.
Patient Insight and Involvement Team
University Hospitals Coventry and Warwickshire NHS Trust Quality
Department
Clifford Bridge Road Coventry
CV2 2DX
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Commentary from Healthwatch Coventry
Healthwatch Coventry represents the interests of patients and public
in local NHS and social care services. We are asked to consider
if a Trust’s Quality Account shows the following:
1. Reflects peoples’ real experiences as told to Healthwatch.
2. Shows a clear learning culture in the Trust that allows people’s
real experiences to help the provider get better.
3. Priorities for improvement are challenging enough and is it clear
how improvement will be measured.
The version we received to produce this commentary did not contain
most of the data.
Overall
This has been an extraordinary and difficult year for hospital services
due to the COVID-19 pandemic and UHCW has been called on to
respond to the demands of treating two waves of people experiencing
severe illness from COVID-19. As detailed in the account the impacts
of the pandemic extend far beyond the provision of this care.
Last year’s priorities
The Trust adapted the priorities it set to take into account COVID-19.
Priority 1 – Patient Safety
The Trust will improve Multi-Disciplinary Team communication
with patients on all adults in patient wards and be innovative
in its approach in line with COVID-19 social distancing measures.
The achievements described a focus on improving the process
and ‘flow’ of patient discharge. The missing element is how patents
and their families were involved within this improved communication
and planning.
Priority 2 - Clinical Effectiveness
The Trust will ensure it delivers high standard infection control
practice and procedures delivered through active campaigns,
staff training and education and patient and carer engagement
while also adhering to all national COVID-19 guidance.
Here the work highlighted has been rightly focused on preventing
COVID-19 infection.
Priority 3 – Patient experience
The Trust will work in partnership with patients and carer’s
in planning adult patient discharges from hospital.
The information provided highlights a nationally determined
approach to hospital discharge put in place in response to COVID-19
and implemented by the trust and partner organisations.
It is anticipated that this approach will be retained.
We know from feedback that family/unpaid carers can be adversely
affected where discharge planning does not identify and put in place
the correct support. Therefore enabling a local partnership approach
with carers to address this is essential.

The more joined up approaches with other organisations and better
communication between organisations is welcome and should benefit
patients. However the information provided focuses on the staff
and the organisations rather than the patients and their families.
Some of language used is disempowering e.g. ‘patients are taken to’
and ‘Patient Information and letters that need to be provided’.
Healthwatch Coventry has previously carried out a substantial review
of the discharge to asses routes for patients in Coventry from their
point of view. Prior to the pandemic we were working with the Trust
and other agencies to improve communication and empowerment
of patients and their families in the process. The importance
of this should not be forgotten. Ensuring people understand what
is happening to them, can ask questions and get answers and have
a clear route for raising issues as part of their journey and plan
is very important.
Priorities for 2021-22
Healthwatch Coventry took part in a priority setting online workshop
along with people from other groups and organisations and individuals.
Priority 1 – Patient Safety
This is a welcome focus on embedding a Framework for Involving
Patients in Patient Safety. The specific route is by recruiting two patient
safety representatives. As discussed at the quality priority setting
workshop making this meaningful will require thought and support.
Priority 2 - Clinical Effectiveness
This focuses on how the Trust uses and communicates it is using
NICE guidance in patient treatment/care.
Priority 3 – Patient experience
The focus on collecting better monitoring data about patients
to understand how the trust is reaching diverse communities
is welcome. A focus on underrepresented groups in relation
to service design and experience is positive. However, how this will
be measured is not clear from the document. The nature of the piece
of work around health inequalities is also not set out.
Other quality information
Most of the 2020-21 data was not available in the version of the
document we saw.
The Trust continues to be rated as ‘Good’ by the Care Quality
Commission.
The Trust details actions taken as a result of findings of clinical
audits and describes that Data Security and Protection Toolkit
standards are met.
The Trust provides information about incident and mortality review
processes. It is difficult to benchmark the figures which were included
to be able to establish context.
Staffing vacancies and gaps in rotas are flagged as an issue.
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Involvement of patients and public
The overall figures for complaints were not available to us in the
draft however the area showing the highest number was related
to communication. There will of course be a number of aspects
to this and the Trust should consider these and how to ensure
quality priorities can act as impetus for improvement.
This is similar to the most frequent topic of contact with Healthwatch
Coventry across local health and care services, which is ‘attitude and
communication’. The information we have collected from local people
since COVID-19 in relation to UHCW indicates some challenges around
communication routes with hospital services linked to how access
to services and information has changed.
The Trust describes positive measures it has put in place to help
facilitate contact between relatives and patients on wards.
As the amount of people being treated on wards has increased
this may stretch this capacity.
There has been huge change to and pressure on services this year
due to the pandemic. Some changed ways of working will become
embedded. It is therefore important the Trust continues to develop
ways to evaluate approaches from the patient point of view.
There is also a need for new ways of working due to emerging
Integrated Care System in the NHS (and linked to the local council role
in social care). Patient and public experience and involvement work
will need to be a more connected across organisations and this
approach should bring dividends for local people and communities.
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UHCW NHS Trust Response:
We welcome the response from Healthwatch Coventry and would
like to thank our colleagues in Healthwatch Coventry for sharing their
insight in people’s experiences at our hospitals, especially at a time
when pathways and services are changing frequently due to the
challenges of the pandemic. The Trust would also like to thank
Healthwatch Coventry for its contribution in this year’s Quality
Account Priority setting workshop held in March 2021.
The Trust is pleased that Healthwatch Coventry recognises its efforts
in infection control and prevention measures as we continually work
hard to ensure that our hospitals are a safe and caring place to be.
The Trust has worked very hard in improving and collaborating more
with our social care partners to improve the discharge process for our
patients, the Trust welcomes Healthwatch Coventry’s contribution
in future work in this area.
Healthwatch Coventry received a draft of this account and as such
not all data was available for comment.
UHCW NHS Trust would like to reassure our Healthwatch colleagues
that Integrated Care and closing the health inequalities gap is a high
priority for the Trust and this is showcased in the Trust’s Organisational
Strategy which will be shared once finalised later this year.

Commentary from NHS Coventry and Warwickshire
Clinical Commissioning Group
NHS Coventry and Warwickshire Clinical Commissioning Group
(CCG) welcomes the opportunity to comment on the draft
University Hospitals Coventry and Warwickshire NHS Trusts’
(UHCW) Quality Account. Whilst not all the data fields
in the Quality Account were complete, the CCG has reviewed
the information presented against data sources available
to the CCG through the quality, contracting and performance
management of the contract, and considers the draft account
an accurate representation of the quality of services provided
by the Trust.

Plans for the Trust to make improvements in the quality of care
for patients in relation to patient observations within the Emergency
Department. Changes to the management of diabetes for adults
and young people with the development of an educational
programme provided to all Type 1 Diabetic patients. Ensuring patients
attending the Children Emergency Department have the appropriate
observations (Paediatric Observation Priority Score POPS)
and Paediatric Early Warning Score (PEWS). These improvements,
identified through the key actions in of the National Clinical Audit
plan’s for 2020/2021 are welcomed.

The COVID-19 pandemic has impacted on the way in which
we have worked as a system. The Trust made early responses
to the changes to processes and pathways needed to manage
the emerging and continual changing situation during the early
part of the COVID-19 pandemic and this should be applauded,
in particular the staff’s responsiveness to change their roles
and responsibilities at a time of tremendous uncertainty.

It is disappointing that there is no mention in the quality account
of the system wide work improving mental health provision
and liaison mental health services for children and young people.

The Trust has continued to work throughout this time
with the CCG in the spirit of openness, transparency
and in collaboration to continue to develop and strengthen
the working relationships established through a new way
of working. The CCG in this response takes the opportunity
comment on the following areas; discharge processes, infection
prevention and control, patient safety, feedback and involvement.
The CCG conducted a number of quality assurance visits
throughout the year, which included virtual winter preparedness
visits the Emergency Department, and onsite infection control
and prevention supportive visits to both UHCW and Rugby St Cross
during the COVID-19 pandemic. Representatives from Maternity
services presented at the CCG Clinical Quality and Governance
Committee thematic discussion on Maternity and Neonatal services.
The Ockenden Review of Maternity Services outlines Accountable
Officer — Mr Phillip Johns Chair — Dr Sarah Raistrick the Immediate
and Essential Actions (IEAs) to be taken by all maternity units
across England. The Trust has identified and shared the Trust’s
local actions for learning and recommendations.
The CCG will continue to work collaboratively with the Trust
to ensure ongoing improvements in discharge processes.
Building on the achievements relating to the data and improvements
in patient flow, including discharge to care and residential homes.
It is recognised that there has been a positive impact in the Trust’s
response to improve patient pathways, particularly in the
emergency department.
The work on emergency surgical pathways to improve patient
access into the Surgical Assessment Unit has resulted in a significant
shift in practice within the surgical group, Emergency Department
and supporting specialties.
The newly merged CCG and the restructuring of a Place based
approach and strategic collaborative working creates opportunity
for system improvement for the population we serve.

The CCG acknowledges the Trust’s drive and commitment
to improving infection prevention and management
and the considerable work that has been undertaken in 2019-2020
and in responding to the COVID-19 pandemic. The CCG will continue
to support the Trust’s ongoing improvements for the prevention
of sepsis and to work collaboratively with the Trust to deliver
high standards of infection prevention and control practice.
The CCG is pleased with the overall positive service user feedback
in areas including: information received pre admission, signage
in public areas, cleanliness, availability of alcohol gel and/or hand
washing facilities and welcome the involvement of service user
feedback as a patient safety and quality improvement priority
for 2020 -2021. Plans to engage patient safety partners at all levels
of the organisation will support the service user voice being
at the heart of everything that they do.
In conclusion, we recognise that the Trust made positive
and sustained progress in a number of areas last year
in increasingly difficult times as a result of the COVID-19 pandemic,
and confirm that the CCG fully supports the priorities identified
by the Trust in its Quality Account for 2021 - 2022.
UHCW NHS Trust Response:
The Trust thanks its Commissioner colleagues for their considered
and positive response this year and for supporting the 2021-22 priorities.
The Trust is committed to continuing to be open and transparent
with its CCG Colleagues and would like to thank the CCG
for recognising the efforts of our staff during the ongoing
pandemic. We would like to take this opportunity to also thank
our CCG colleagues for taking part in the quality assurance visits,
these were well received by all those involved and we are
committed to continually driving quality improvement in partnership
with the CCG.
Although not a focus area of UHCW NHS Trust’s Quality Account
the Trust recognises the system wide work to improve mental
health service provision for children and young people especially
during the first and second wave of COVID-19. More work is required
in this area especially as demand increases for such services
and we plan to work closely with the CCG and other system partners
to ensure we respond effectively to this.
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Statement of Director’s Responsibilities
in Respect of the Quality Account
The directors are required under the Health Act 2009 to prepare a Quality Account for each financial year. The Department of Health
has issued guidance on the form and content of annual Quality Accounts (which incorporates the legal requirements in the Health Act
2009 and the National Health Service (Quality Accounts) Regulations 2010 (as amended by the National Health Service
(Quality Accounts) Amendment Regulations 2011 and the National Health Service (Quality Accounts) Amendment Regulations 2012).
In preparing the Quality Account, directors are required to take steps to satisfy themselves that:
• the Quality Account presents a balanced picture of the Trust’s performance over the period covered;
• the performance information reported in the Quality Account is reliable and accurate;
• there are proper internal controls over the collection and reporting of the measures of performance included in the Quality Account,
and these controls are subject to review to confirm that they are working effectively in practice;
• the data underpinning the measures of performance reported in the Quality Account is robust and reliable, conforms to specified data quality
standards and prescribed definitions, and is subject to appropriate scrutiny and review; and
• The Quality Account has been prepared in accordance with Department of Health guidance.
The directors confirm to the best of their knowledge and belief they have complied with the above requirements in preparing
the Quality Account.
By order of the Board:

Chair

Chief Executive Officer
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