
   

 

    

 

Meeting of the Public Trust Board 

Thursday, 7 December 2023 

 

 

 



PUBLIC TRUST BOARD 
HELD AT 10:00 AM ON THURSDAY 7 DECEMBER 2023 

CSB, ROOMS 10009/11 

AGENDA 

Ap: APPROVAL  R: RATIFICATION  As: ASSURANCE  D: DISCUSSION I: FOR INFORMATION  N: NOTE 

Item Lead Format Action Duration 

1. Patient Story J Richards Enclosure N 10:00 

2. 2.1  Apologies for Absence- AH, JG, TB, DH, 

Chair 
Verbal/ 

Enclosure 
As/Ap 10:10 

AI, CM 

2.2  Confirmation of Quoracy 

2.3 Declarations of Interest 

3  Minutes of previous meeting held on

02 November 2023

 3.2 Action Matrix 

3.3    Matters Arising 

4. Chair's Report   Chair Enclosure As 10:20 

5. Chief Executive Officer Update A Hardy Enclosure As 10:30 

6.  Audit and Risk Assurance Committee 
6.1 Approved Minutes  
6.2 Meeting Report  
(To be reported in February 2024)

A Ismail 

Enclosure As 

10:40  

People Committee 
6.3 Approved Minutes 31 August 2023 
6.4 Meeting Report 26 October 2023 and 
WRES/WDES Action Plan  

J Mawby-
Groom 

Quality and Safety Committee  
6.5 Approved Minutes 28 September 2023 
6.6 Meeting Report 30 November 2023 

C Mills 

Finance and Performance Committee 
6.7 Approved Minutes 28 September 2023 
6.8 Meeting Report 8 November 2023 

J Mawby-
Groom 

7. Integrated Quality, Performance and 
Finance Report 
• Operations
• Quality
• Finance
• Workforce

K Patel Enclosure As 

10:45 

8. Winter Plan 2023-24 G Harris Enclosure As 
10:55 

9. Nursing and Midwifery Safe Staffing Report T Brigstock 

(V Williams)

Enclosure As 
11:05 
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 Item Lead Format Action Duration 

10. CNST Evidence and Action Plans 
(Guest: Gaynor Armstrong) 

T Brigstock 

(V Williams)

Enclosure As 
11:15 

11. Mortality (SHMI and HSMR) Update  
 

K Patel Enclosure As 11:25 

12. Medical Education Report K Patel Enclosure As 11:35 

13. Research Development Strategy K Patel Enclosure N 11:45 

BREAK 11:55-12:05 

14. Patient Safety and Risk Learning Report  K Patel Enclosure As 12:05 

15. Patient Experience and Engagement Report 
(Guest: Hayley Best) 

T Brigstock 

(V Williams)

Enclosure As 
12:15 

16. Patient Safety Incident Response  
Framework (PSIRF) Policy and Plan 
(Guest: Lisa Cummins) 

K Patel Enclosure As 
12:25 

17. Corporate Risk Register 
(Guest: Lisa Cummins) 

K Patel Enclosure As 12:35 

18. Annual Update of Standing Orders/SFIs  
and Scheme of Delegation 
(Guest: Sharon Naylor) 

S Rollason Enclosure Ap 
12:45 

19. CQC Notification of Change K Patel Enclosure As 12:55 

20. Coventry and Warwickshire Integrated Care 
Board Update 

A Hardy Enclosure As 13:00 

21. Board Assurance Framework  D Walsh Enclosure As 13:05 

The remaining agenda items will be taken as read, with no time allocated for discussion.  Any questions from Board members should be raised 
in advance of the meeting. 

22. Draft Board Agenda Chair Enclosure N 13:10 

23.  Meeting Reflections  Chair Verbal D 13:10 

24. Questions from Members of the Public which 
relate to matters on the Agenda 
Please submit questions to the Director of Corporate Affairs 
(David.Walsh@uhcw.nhs.uk) 

 

Chair 

 

Verbal 

 

D 

 

13:10 

Next Meeting: 
Thursday 1 February 2024 10:00 am

Resolution of Items to be Heard in Private (Chair) 

In accordance with the provisions of Section 1(2) of the Public Bodies (Admission to Meetings) Act 1960, and the Public Bodies 
(Admissions to Meetings) (NHS Trusts) Order 1997, it is resolved that the representatives of the press and other members of the public 

are excluded from the second part of the Trust Board meeting on the grounds that it is prejudicial to the public interest due to the 
confidential nature of the business about to be transacted.  This section of the meeting will be held in private session.
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REPORT TO PUBLIC TRUST BOARD 
HELD ON 7 DECEMBER 2023 

 

Subject Title Improving Lives – Resident Video 

Executive Sponsor Justine Richards, Chief Strategy Officer 

Author Improving Lives Programme (Lesley Terry, Head of Integration - 
Strategy) 

Attachment(s) Resident Video - https://youtu.be/xTWv62eG_bA 

Recommendation(s) The Board is invited to NOTE the patient story 

  

EXECUTIVE SUMMARY 

Improving Lives 

The ‘Improving Lives’ programme is about fundamentally changing the way people with urgent need 
are supported in Coventry. It is being delivered against a backdrop of developing Coventry place 
within the Integrated Care System. 

The programme is underpinned by an ambition that people’s experience of health & social care in 
Coventry will be dictated by what they need, rather than by the services the system has. An initial 
diagnostic phase identified a number of places where the system wasn’t operating as effectively as it 
could, resulting in non-ideal outcomes for residents. There were opportunities within the hospital to 
progress people's treatment more quickly and discharge them as soon as they were ready, and to join 
up fragmented intervention services across the city. 

The current phase of the programme involves addressing these opportunities. Central to this is the 
creation of Local Integrated Teams with single operational management across Coventry. These 
teams handle all urgent health and social care needs for residents, either directly providing the support 
or coordinating specialist teams. They are connected through relationships and digital interfaces to a 
wide range of people and services, from care providers and the ambulance service to those working 
front door. Achieving this in Coventry will be the first of its kind in England and could transform the way 
we provide care in the NHS. 

Patient Story 

This video is an interview with Zena, a resident who was recently discharged home and supported by 
the new Local Integrated Team. Following a fall at home, Zena spent approximately 2 months in 
hospital and required rehab at home following discharge. 

Transcript 

Interviewer: Why did you need the service? 

Christine: So Mum had a fall in her home and ended up in hospital for roughly 2 months. So she had 
some physio in the hospital and then needed further physio when she came home. 

Interviewer: Was it explained to you how the service would support you? 
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Christine: In the hospital they told us we would have a service in the home and the lady come out and 
done an assessment on Mum and explained to us that they would continue to do the service as long 
as she needed it and it could go to the long term care. 

Interviewer: Did you feel supported by staff? 

Christine: Yes, we felt really supported. Sophie, the lady that come to see Mum, built up a really good 
relationship with Mum. Always pleased to see her and she always done her best with Mum. If she 
could do the exercises with her she would do it, if not, if Mum was feeling a little bit sore that day and 
couldn’t do very much, then she would just leave it. And as it progressed, she started to do more and 
more with Mum, which really helped her improve to get back to normality. 

Interviewer: Do you have any feedback about the service? 

Christine: We’re really pleased with the service. Sophie was lovely with you wasn’t she? Do you 
remember her? 

Zena: Definitely. Yes. 

Christine: She was the lady that had got the pen in her hair and you always commented on that 

Zena: Yeah 

Christine: I remember one particular day when she was getting Mum back to getting more and more 
things. She actually took her into the kitchen and you made a cup of tea yourself? 

Zena: Tea. Yeah. 

Christine: And what did you make one for me as well? 

Zena: Yeah. I think so. 

Christine: You did yeah. You made me a first cup of coffee in absolutely years. So, I was well chuffed 
with that. Also, she really went above and beyond on this one. Mum needed a new pressure cushion 
and Sophie went above and beyond and ordered one for us and it arrived the next day, which we 
thought was absolutely amazing. She also took you on a little walk down the path, didn’t she, one day, 
out there? 

Zena: Yeah 

Christine: Got you ready for going out so that you could go back to your bingo? 

Zena: Yeah 

Christine: And use your dabber? 

Zena: Yeah 

Christine: And then she was also saying that she will get them legs moving quicker than you think. 

Zena: *laughs* 

Christine: And she did just that. Amazing service, we were well pleased. 

Response 

This story was shared with the Local Integrated Team involved in delivering support to Zena. They 
were proud of the experience they were able to deliver. 

PREVIOUS DISCUSSIONS HELD 

N/A 

KEY IMPLICATIONS 
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Financial Providing high quality care and support to promote people’s 
independence reduces demand on the health and care system. 

Patients Safety or Quality The patient story links to our strategic objective to deliver excellent 
patient care and experience. 

Workforce  

Operational Providing high quality care and support to promote people’s 
independence reduces demand on the health and care system. 
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MINUTES OF A PUBLIC MEETING OF THE TRUST BOARD OF UNIVERSITY HOSPITALS 
COVENTRY AND WARWICKSHIRE NHS TRUST HELD ON  2 NOVEMBER 2023 AT 10:00AM IN 
ROOM 20063/64 CLINICAL SCIENCES BUILDING, UNIVERSITY HOSPITAL, CLIFFORD BRIDGE 

ROAD, COVENTRY  

MINUTE 
REFERENCE DISCUSSION

ACTION 

HTB 23/89 PRESENT 

Jerry Gould (JG), CHAIR 
Tracey Brigstock (TB), Chief Nursing Officer  
Douglas Howat (DH), Associate Non-Executive Director 
Mo Hussain (MH), Chief Quality Officer 
Jenny Mawby-Groom (JMG), Non-Executive Director  
Carole Mills (CM), Non-Executive Director 
Justine Richards (JR), Chief Strategy Officer 

HTB 23/90 IN ATTENDANCE

Emily Aveyard (EA), Member of the Public 
Daisy Benson (DB), Chief of Staff 
Keith Bull (KB), Communications Manager 
Sharon Hudson (SH), Lead Nurse Palliative Care 
Stephen Keay (SK), CRM Consultant 
Fisayo Oke (FO), Corporate Governance Manager 
Clementine Stubbs (CS), Member of the Public 
Jon Tomas (JT), Consultant in Palliative Medicine 
Roger Townsend (RT), Consultant in Anaesthesia 
David Walsh (DW), Director of Corporate Affairs 
Suzanne Wilson (SW), Deputy Director of Midwifery 
Jonathan Young (JY), Deputy Chief Medical Officer  

HTB 23/91 PATIENT STORY
MH introduced the Patient Story which was an interview with the 
Carer’s Trust. UHCW was developing a new Carer’s Charter and the 
development of a carer’s support pack at UHCW would be launched 
on 23 November 2023 which was National Carer’s Rights day. This 
was a national event where unpaid carers were encouraged to learn 
about their rights and organisations like the Carer’s Trust work 
towards ensuring that all carers received support.  

The Board watched the video where MH had interviewed Leah and 
Libby from the Carer’s Trust. Leah and Libby had provided an insight 
into the work of the Carer’s Trust and their role in providing a range of 
services and support for unpaid carers. The interview focused on the 
work of the Carer’s Trust, how UHCW could support in identifying and 
promoting the role and support of carers, how the organisation could 
support staff who worked as carers, and any feedback from carers on 
how to improve services.  

JR asked how many UHCW staff were carers and TB responded that 
the data could be sourced from the staff survey. JO asked if UHCW 
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had a policy in place regarding staff bringing their carers to the 
hospital. TB mentioned that there was a working group which was 
currently reviewing the contracting phase of how the process would 
be implemented. Further information would be reported to the Board 
in due course. JMG asked what activities the Trust would be doing on 
23 November, National Carer’s Rights day. It was agreed that KB 
would provide feedback to the Board on this.  
 
MH mentioned that there used to be a Carer’s Trust dedicated staff 
on site, and assured the Board that the Carer’s Trust had an onsite 
presence. It was noted that it would be helpful to identify a staff 
member from one of the wards.  
 
The Board NOTED the patient story.  

 
 
 
 
 
KB 
 
 
 
 
 
 
 

HTB 23/92 APOLOGIES FOR ABSENCE
  

Apologies were given for Donna Griffiths (DG), Chief People Officer, 
Andy Hardy (AH), Chief Executive Officer, Kiran Patel (KP), Chief 
Medical Officer, Gavin Perkins (GP), Non-Executive Director, Susan 
Rollason (SR), Chief Finance Officer, and Janet Williamson, (JW), 
Non-Executive Director. 

 

HTB 23/93 CONFIRMATION OF QUORACY
  

The meeting was quorate. 
 

 

HTB 23/94 DECLARATIONS OF INTEREST
 DH declared his employed role at Coventry University and that he 

was a trustee and board member of the charity Grapevine. 
 

HTB 23/95 MINUTES OF THE LAST PUBLIC TRUST BOARD MEETING 
HELD ON 3 AUGUST 2023 AND MINUTES OF THE ANNUAL 
GENERAL MEETING HELD ON 31 AUGUST 2023 

 

  
The minutes of the last meeting were APPROVED.   
 
The minutes of the Annual General Meeting were APPROVED.  

 

HTB 23/96 ACTION MATRIX  
 
 
 
 
 

Actions that were reported as complete were confirmed by JG to be 
closed.  
 
HTB 23/38 – MH reported that this action would be picked up.  
 
HTB 23/80 – It was noted that the presentation format would go to 
Risk Committee, and it was agreed that this would be reported to 
Trust Board at the 1 February 2024 meeting.  

 

HTB 23/97 MATTERS ARISING
 
None 

 

HTB 23/98 CHAIR’S REPORT  
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 JG presented the report to the Board and highlighted key points. 
 
The Board noted Dame Stella Manzie’s section of the report which 
covered the period since the last Public Board meeting held on 3 
August 2023 until her departure from the Trust as Chair on 30 
September 2023.  
 
JG thanked Dame Stella Manzie for her enthusiastic commitment to 
the Trust during her time as Chair. In addition, JG thanked CM and 
JW for agreeing to share the role of Interim Vice-Chair whilst JG 
served as Chair, and in view of his upcoming annual leave.  
 
JG reported that since commencing in the role on 1 October 2023, he 
had continued to undertake the usual NED roles previously 
undertaken. These included chairing a number of consultant 
appointment panels, chairing the Finance and Performance 
Committee, and acting as the NED link to the Freedom To Speak Up 
Guardian. In addition, as Chair, the monthly one-to-one meetings with 
the Chief Officers had continued. JG informed the Board that he had 
withdrawn from membership of the Audit and Risk Assurance 
Committee for the time being, in view of the assurance protocols as 
regards NHS Chairs membership of committees.  
 
JG further reported that due to already scheduled commitments, he 
had been unable to attend some external partner meetings however, 
these were covered by NED colleagues to ensure UHCW 
representation. JG informed the Board that he had attended the 
Integrated Partnership Board and had held a Teams call with Rebecca 
Farmer of NHSE Midlands Region, and another call with Rebecca had 
been scheduled for 9 November 2023.  
 
JG mentioned that he had presented an Outstanding Colleague 
Award to a newly qualified member of the coding team and had visited 
the dialysis unit in Stratford accompanied by JW.  
 
The Board RECEIVED ASSURANCE from the report.  

 

HTB 23/99 CHIEF EXECUTIVE OFFICER REPORT  

 JR introduced the report and highlighted key points as below: 
 
The Board noted that at the start of August, the Trust had welcomed 
Will Quince MP, Minister of State for Health to see a number of the 
Trust’s enhanced facilities and to meet some of the staff members. 
The Minister had visited the Emergency Department at the University 
Hospital, Coventry, and had visited with Mark Pawsey, Member of 
Parliament for Rugby, the Minor Injuries Unit, Maple Unit and the 
newly installed Endoscopy Suite. In October, the Trust had welcomed 
the Secretary of State for Health, Steve Barclay MP, accompanied by 
Mark Pawsey and they had visited the new Endoscopy Unit which 
would treat up to 50 patients per day and provide quicker, more 
efficient access to vital diagnostic procedures. It was noted that the 
Secretary of State had also met staff in Theatres using a MAKO 
robotic arm to help perform knee and hip replacements for those with 
osteoarthritis as part of collaborative studies known as RACER KNEE 
and RACER HIP which was designed to compare the precision of 
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traditional surgery to that of a surgical robot. The Secretary of State 
had visited the Rugby Urgent Treatment Centre which cared for more 
than 25,000 patients over age five with minor illnesses and injuries a 
year. JR thanked everyone who had supported with this.  
 
JR reported that the annual Outstanding Service and Care Awards 
(OSCASs) had held on 22 September 2023 and a record number of 
nominations for individuals and teams had been received which was 
a testament to UHCW staff.  
 
JR stated that in September, the Trust had expanded academic 
partnerships for the benefit of patients. The formal launch of Institutes 
for Excellence was held on 15 September and this was a major 
milestone in turning UHCW’s vision to be a national and international 
leader in healthcare into a reality. The creation of the four Research 
Institutes for Excellence (Applied and Translation Technologies in 
Surgery, Precision Diagnostics & Translational Medicine and Health 
Equity & Social Care) would underpin a culture of research and drive 
research excellence at the Trust. These institutes, led by experts with 
members from UHCW academic partners focused on UHCW’s current 
research strengths and aligned with national healthcare and research 
priorities whilst also responding to the needs of the local population.  
 
It was also noted that AH had opened a Pathlake AI showcase event 
hosted by UHCW experts in digital pathology featuring AI workshops 
to demonstrate the power of AI tools in diagnosis.  
 
Quality Improvement remained an area of focus. AH, in addition to his 
active participation in meetings associated with the new National NHS 
Improvement Board had welcomed Dr. Gary Kaplan, CEO Emeritus 
Virginia Mason Franciscan Health, back to UHCW on 28 September 
2023 as part of an all-day event titled Delivering the NHS Impact 
Framework: Creating and Leveraging a Management System.  
 
The Board noted the content of the report in relation to decision of the 
Board to defer going live with the new Electronic Patient Record 
System in October 2023. The Board also noted the progress update 
regarding building digital capability as an organisation.  
 
The Board NOTED and RATIFIED the consultant appointments of: 
 
Mrs Priti Kulkarni Consultant Ophthalmologist 

Dr Amy Gudger Consultant Haematologist 

Dr Kay Anne Mak Consultant Anaesthetist 

Dr Ambreen Yasin  Consultant Anaesthetist  

 
The Board RECEIVED ASSURANCE from the report.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
HTB 23/100 

 
ASSURANCE REPORTS  

 

 Audit and Risk Assurance Committee (ARAC)
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The Board received the minutes of the meeting of 20 July 2023.   
 
The Board received the meeting report of 18 October 2023.  
 
AI pointed out that the Trust had implemented 100% of actions in the 
reporting period, and thanked colleagues for this. It was noted that not 
all had been completed by the originally agreed deadline. AI added 
that the internal and external auditors had confirmed that in relation to 
implementation rates, UHCW was in a good position. Regarding 
internal audit recommendations on cyber security, it was noted that 
the Trust was working hard to reduce the risks.  
 
Reporting on the Risk Management Report, AI informed the Board 
that further work would be undertaken to minimise the outstanding 
risks.  
 
The Committee had received a report on the reasons around the 
deferment of EPR and had noted the areas the Trust was standing up 
as resources would be moved away from the implementation.  
 
The Board RECEIVED ASSURANCE from the meeting report dated 
18 October 2023 and the minutes from the 20 July 2023 meeting.  

 

 People Committee
  

The Board received the minutes of the meeting of 29 June 2023.  
 
JMG presented the meeting report to Board highlighting some of the 
key points:  
 

- Workforce Performance Report – The committee had noted 
the increased vacancy rate and agency usage in July. An area 
of concern had been the 37% vacancy rate in Paediatrics. The 
impact of industrial action had also been noted as a 
contributing factor. The Committee had noted the short and 
long term plans to address the concern.    

 
- WRES/WDES Action Plan – The committee had received the 

WRES and WDES action plan. MH pointed out that this 
needed to be reported to Trust Board and it was agreed that 
the report be brought to the next Trust Board meeting in 
December.  

 
The Board RECEIVED ASSURANCE from the meeting report dated 
31 August 2023 and the minutes from the 29 June 2023 meeting.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DG 
 
 
 
 

 Quality and Safety Committee (QSC)  

  
The Board received the minutes of the meeting of 27 July 2023. 
 
CM presented the meeting report to the Board, highlighting some of 
the key points from discussions held in the meeting: 
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- Paediatric Staffing Pressures – The committee had noted that 
additional staff had joined the Trust, and a further cohort was 
due to commence within two months to restore the paediatric 
department to normal staffing levels. It had been agreed that 
this remained a corporate risk.  
 

- Outline for Perinatal Mortality – The Committee had concerns 
that the Trust was an outlier for preterm births below 31 weeks 
gestation compared to the national average. All cases had 
been reviewed and it had been noted that majority of the 
deaths had sadly occurred in relation to expectant mothers 
who had been new migrants and/or where babies had 
congenital issues. The Committee had noted the outreach 
work done to support hard to reach groups and discussed the 
follow up of the progress of premature babies after discharge. 
 

- Patient Experience and Engagement Report – The Committee 
had received assurance following previous difficulties, that the 
Complaints team and PALS team had achieved targets for 
initial responses and the consequent reduction in complaints 
escalated. It had been noted that there was ongoing analysis 
of emerging trends and that COVID barriers were still 
impacting the numbers and types of complaints received.  
 

- Patient Safety and Quality Governance in light of Lucy Letby 
case - The Committee had discussed the issues in seeking a 
rounded approach to assurance, noting that all incidents of 
harm were triaged, and senior managers considered all cases. 
There was a real benefit in NEDs talking to staff during ward 
walks. The Committee had also asked for confirmation that 
staff in maternity were being supported in the light of the 
national scrutiny on this area. 
 

- Emergency Department Performance Report – The 
Committee had received assurance that the Trust was not an 
outlier in terms of increased mortality, serious incidents, and 
suboptimal care.  The Committee had questioned the triage 
process and whether further checks were made on patients 
within the department. Ambulance handover times were also 
challenging but it had been noted that the Trust was amongst 
the fastest for handovers in the West Midlands. CM added that 
the Committee had discussed a NED visit to the ED. 

 
 
The Board RECEIVED ASSURANCE from the meeting report dated 
28 September 2023 and the minutes from the 27 July 2023 meeting. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Finance and Performance Committee (FPC)  

  
The Board received the minutes of meeting of 29 June 2023 and 31 
August 2023. 
 
JG reported that there had been no meeting in October due to quoracy 
constraints and that this had been rescheduled to 8 November 2023. 
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JG introduced the September meeting report to Board highlighting 
some of the key points discussed during the meeting: 
 

- Emergency Care Update – The committee had received the 
report and had noted the Trust performance against the 4 hour 
standard which had seen a 5.2% year on year improvement in 
August 2023 when compared to August 2022 despite the 
sustained pressure on the bed base at University Hospital with 
occupancy greater than 100%. Ambulance handover 
performance remained on an upward trajectory, performing 
better against the national KPI compared to the rest of the 
West Midlands. Improvements had been seen within 
specialties over recent months and the Committee had noted 
the hard work of all teams involved. It had been noted that 
winter would be challenging.  
 

- Integrated Quality, Performance and Finance Report – The 
Committee had asked for confirmation around the current 
average wait time in view of concerns that this could be 
increasing despite the excellent achievements to date in 
respect of 104 and 78 week waiters.  
 

- Integrated Finance Report – The Committee had noted the 
excellent elective recovery performance however there had 
been concerns over the lack of progress of the waste reduction 
programmes, particularly in relation to recurrent schemes 
where the savings identified had reduced since Month 4.  The 
Committee expressed concern at the Trust’s ability to achieve 
its break-even plan in view of the WRP position and other 
challenges particularly the need for all non-patient-facing 
teams now being 100% focused on the implementation of 
EPR.  The Board was informed of the downside risks to the 
plan which had been reviewed and had increased to nearly 
£40 million. JG added that the Committee had been concerned
over the confirmed lack of capital cover for EPR costs in 
2023/24 which had increased to at least £7.6 million, and the 
CDC capital for the next year. 
 

CM asked if the Trust was now able to focus on stopping some 
services, reprioritisation, and planned workflows. JR responded that 
the Trust needed to focus on productivity and other areas such as the 
Improving Lives Programme and added that the Trust was now in a 
good position regarding agency and would focus on reducing this. MH 
pointed out the importance of Quality Impact Assessments. He added 
that there had been ongoing discussions with the ICB in reviewing 
how services were funded. CM asked if the impact from a patient 
perspective was taken into consideration and JR stated that the 
patient impact and outcomes were usually evaluated. TB mentioned 
that the Trust had been working with Deloitte in the past few months 
to develop a framework for assurance and to focus on the actions.  
 
 
The Board RECEIVED ASSURANCE from the meeting report dated 
28 September 2023 and the Minutes dated 29 June 2023 and 31 
August 2023.   
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HTB 23/101 INTEGRATED QUALITY, PERFORMANCE & FINANCE REPORT – 
MONTH 6- 2023/24 

 

  
JY presented the report which covered the reported performance for 
the period ending 30 September 2023. The Trust had achieved 12 of 
36 indicators within the Trust’s performance scorecard.  
 
JY reported that the Trust had delivered performance of 70.88% in 
September for the four-hour standard, below the national standard of 
76%. Performance declined by 1.86% from last month. UHCW was 
below the benchmarked position for England but above the Midlands.
 
1 x 12 hour Trolley Wait in Emergency Care was reported. The RTT 
incomplete position remained below the 92% national target and 
stood at 50.84% for August. The average week wait was 21.2. 
 
The Trust had seen an increase in the number of RTT 52 Week wait 
patients which occurred due to service changes required in response 
to Covid-19. There had been 5,526 for August, an increase of 156 
from July. This compared to a national average of 2,286. 
 
RTT 78 week waits had risen to 15 in August, an increase of 10 from 
July.  
 
Diagnostic waiters performance was 5.66% in September which was 
a decline of 1.85% from the previous month.  
 
The Board noted the cancer performance as reported. The average 
number of long length of stay patients for September was 183. 
Reason to reside data collection compliance for eligible areas was 
84.55%. The latest reported HSMR figure was 96.01 for June 2023 
and was inside of Dr Foster’s calculated relative risk range. 
Complaints turnaround time was 97.06%.  
 
JY pointed out that there had been a medicine related serious incident 
reported for September.  
 
In consideration of the Waste Reduction Programme, AI noted that 
the average length of stay had a significant impact on the Trust’s 
finances. AI stated that this had been previously discussed and asked 
for an update as no further information had been received. JR 
responded that the Trust had been working through the Improving 
Lives Programme in terms of redesigning model of care, focusing on 
admission avoidance and moving to more appropriate pathways 
among other areas. This had been trialled in some wards and the 
intention was to roll out the plan across all beds in both University 
Hospital Coventry, and Hospital of St. Cross, Rugby by January 2024. 
The expectation was to begin to see the benefits by Quarter 4. There 
was a benefits realisation board which oversaw the programme. JR 
added that the programme was moving on to the engagement phase. 
This would be discussed in more detail at the next Board Strategic 
Workshop.  
 
In terms of Workforce, TB reported that 10 additional staff had joined 
the Paediatric department, and a further cohort of 14 was due to 
commence in January. There had been ongoing work in terms of 
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retention. Rotational posts had been created within the department.  
TB added that the Trust had been working with universities in terms 
of how the organisation supported adolescents within the units. This 
would be shared with the region.  
 
Regarding Nursing and Midwifery, AI commended the work around 
reduction of agency staffing and suggested that other units could learn 
from the team.  
 
CM pointed out that in terms of the KPIs categorised based upon SPC 
methodology, there were 2 domains consistently achieving target, 9 
consistently failing target, and 11 hit and miss target. CM noted that 
this needed to be closely monitored.  
 
JMG reported that the Workforce Information was reporting continued 
positive trends. 
   
The Board formally received and NOTED the contents of the report.  

 
 
 
 
 
 
 
 
 
 
 
 

 
HTB 23/102 

REFLECTIONS FOLLOWING THE LUCY LETBY TRIAL 
(PATIENT SAFETY AND QUALITY GOVERNANCE FOLLOWING 
LUCY LETBY TRIAL) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
MH introduced the report which was taken as read and highlighted 
that an earlier draft of this paper had been considered at the Quality 
and Safety Committee on 28th September. Following comments 
received from the committee, revisions and enhancements had been 
made including refinements to the description of the patient safety 
response process, the Datix management process, how concerns 
regarding bank and agency staff would be captured and how 
committee chairs/ NEDS could be briefed of any urgent issues outside 
of formal governance routes. 
 
In terms of arrangements made in view of the trial and findings of the 
Lucy Letby case, MH referred to the new PSIRF (Patient Safety 
Incident Response Framework) and the new role of Medical 
Examiners. MH added that the Trust needed to be able to have 
governance around processes in place to listen to staff, considering 
where there were gaps and how to address these. There were a 
number of robust processes in place which triangulated information 
and intelligence, and this was reported to Board and Committees. MH 
noted that there were still some areas which required further 
improvements such as -   

- Timeliness of information regarding specific cases (as these 
were sometimes aggregated as part of an overall report e.g. in 
relation to patient safety incidents, speaking up concerns) 
while recognising the need to ensure confidentiality was not 
breached inadvertently by reporting. 

- Briefing NEDS and QSC Committee Chair of emerging 
quality/reputational issues as soon as possible/ outside of 
formal governance channels 

- Lack of reporting of individual and collective police 
investigations to the collective Board members, further to the 
formal notification to nominated individuals. 

- Visibility of trends and themes relating to formal cases 
(disciplinary, grievance and employment tribunal cases), 
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through strengthening reporting to People Committee while 
ensuring confidentiality was not inadvertently breached. 

- Soft intelligence or concerns: it was not uncommon for 
individuals, all the way up to CEO level, to be approached with 
concerns, and it was important for an open door policy to be 
coupled to adherence to trust processes so that all concerns 
were heard and managed appropriately. 

  
MH added that Board flash reports to Board members had been 
recommended and would be discussed in more detail during the 
Private Board session.  
 
JO commended the report and asked that this should also focus on 
not only listening to staff, but also patients. JO referred to Martha’s 
rule which was a proposed policy that would give patients the right to 
a second opinion in hospital, and asked what processes the Trust had 
in place. MH responded that Martha’s rule was being reviewed across 
in the NHS across critical care. In terms of internal processes, MH 
reported that patients would usually be able to first approach the team, 
and then PALS, but that it was important to use internal governance 
for patients to raise issues.  
 
AI asked how to test that the system was working effectively, and to 
ensure that staff felt supported from a cultural perspective. AI 
acknowledged that there was a staff survey in place, but asked for a 
view of what processes were available. MH stated that the staff survey 
addressed this and added that there was a FTSU (Freedom To Speak 
Up) app which had seen a significant number of people reporting 
confidentially. This would be included in the next FTSU report. AI 
noted that it would be helpful to see how the intelligence through the 
app could provide information on the trends of concerns being raised. 
CM reiterated this and asked for a more transparent approach to 
provide assurance to the Board, whilst ensuring that the details were 
not identifiable.  
 
JMG asked if the Trust collected the data of patients who had 
requested for a second opinion and MH confirmed that this was done 
through PALS and would be reviewed. JR stated that it was important 
to do a piece of work in terms of the approach taken to report to Board 
to evidence cultural change. This would be reported to a Board 
Committee.  
 
The Board NOTED the contents of the report.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
LS 
 
 
 
 
 
 
KP 

HTB 23/103 ROLE OF MEDICAL EXAMINER 
 RT joined the meeting to present the report.  

 
RT introduced the report and reported that the proposal was that all 
deaths in England and Wales that did not require investigation by a 
coroner would be subject to scrutiny by independent medical 
examiners.  The Health & Care Act (2022) made the medical examiner 
system statutory, and the Government planned to introduce a 
statutory medical examiner system from 1st April 2024. Draft 
regulations would be published by autumn 2023 and would lay out the 
regulations for the statutory system. It would become a legal 
requirement that medical examiners scrutinised all non-coronial 

 
 
 
 
 
 
 
 
 
 



Public TB 07-12-2023 
Item 3.1: Minutes of Public TB meeting held on 02-11-2023  

 
 

UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST     Page 11 of 15 

deaths. This would help to deter criminal activity and poor practice, 
increase transparency, and offer the bereaved an opportunity to raise 
concerns. In practice most deaths which were referred to the coroner 
would be reviewed by a medical examiner before referral. 
 
RT informed the Board that medical examiners were senior medical 
doctors who were trained in the legal and clinical elements of death 
certification processes to provide independent scrutiny of the causes 
of death. The Board noted the aims of the Medical Examiner scrutiny, 
and that the National Medical Examiner’s aim was to ‘put the bereaved 
at the heart of the process’.  
 
RT reported that the Medical Examiner service at UHCW commenced 
on 1st April 2020. There were 10 Medical Examiners at UHCW and 1 
Lead Medical Examiner Officer. This was funded by NHSE and 
cremation fee income. Under the statutory system, UHCW would 
scrutinise 4500 deaths per year. This required the recruitment of 
additional Medical Examiners (0.5 WTE) and Medical Examiner 
Officers (3 WTE), and an office space. The business case for this had 
been approved. The plan was to start a 6-week pilot in late 2023 at 
Myton Hospice and 6-8 GP Practices and would be open to all GPs in 
Coventry and Rugby after completion of the pilot.  
 
RT in his presentation also pointed out an extract of feedback received 
from a bereaved relative.  
 
JR stated that the Chief Officers often signed off complaint letters and 
that this brought to limelight those families who were searching for 
some closure. JY mentioned that the role of Medical Examiners was 
very impactful, and it was vital to support and acknowledge this.  
 
JO asked what kind of challenges were envisaged for the team 
specifically with respect to specific groups of patients with religious 
beliefs. RT stated that there would be challenges and this would 
require a cultural change within the organisation in terms of 
bereavement matters.  
 
JG thanked RT for the report. 
 
The Board formally RECEIVED the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
HTB 23/104 

 
MATERNITY SAFETY REPORT AND PLAN 

 

 SK and SW joined the meeting to present the report.  
 
TB stated that the report had previously been to QSC.  
 
SK reported on the current activity including births, deliveries and 
bookings highlighting a slight decrease compared to the same period 
in 2022/23. 
 
In terms of Perinatal Mortality including reviews and Perinatal Quality 
Surveillance Model, the department was on track with all nationally 
agreed timescales for multi-disciplinary reviews including patient 
involvement in all investigation and review processes. The increasing 
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number on referrals was on the risk register and had an impact on 
perinatal mortality.  
 
The current Midwifery vacancy was 36.97WTE with a further 36WTE 
in the pipeline to commence in the next three months. The department 
had fully recruited into all funded Internationally educated midwifery 
posts. 
 
Vacancy rates were improving, and no third-year students were lost. 
35 new students would be starting, and some students had been 
accepted from Leicester.  
 
The action plan included all maternity safety improvement actions.  
 
The department continued to receive positive feedback which was 
shared with the team through ‘Feedback Friday’ and were the 
recipients of many Daisy nominations during this reporting period. 
There were also 32 OSCA nominations with the neonatal service 
celebrating being shortlisted as finalists. 
 
JG asked for an update on plans in place within the department in 
view of the Lucy Letby case. SW responded that the department was 
very heavily investigated, and a lot of scrutiny was in place. High 
priority reporting was challenging but the team was vigilant. GH asked 
regarding low level concerns and how this was being reported into 
high level. SK mentioned that the FTSU guardian was invited into 
meetings and that one of the midwives was a FTSU ambassador. MH 
stated that the measures in place for people to raise concerns and for 
these to be addressed was important. A PSIRF plan would be brought 
to Board and would include maternity.  
 
CM asked regarding the scope of concerns raised through the FTSU 
and SK responded that staff were not reluctant to come forward and 
to get in touch. CM emphasised the need to strike a balance whilst not 
targeting staff members. 
 
The Board received ASSURANCE from the report.   

 

HTB 23/105 PALLIATIVE AND END OF LIFE CARE ANNUAL REPORT 2022/23  

 JT and SH joined the meeting to present the report.  
 
SH reported that the Palliative Care team was a new team. The Board 
noted the new team for 2022-23 and the Improvement areas from the 
national audit of care at the end of life. SH reported on the ICB system 
End of Life Strategy. This would launch with a delivery plan in 
December 2023 and would include 7/7 access, advance care 
planning, education and training, access to information and 
addressing inequalities.   
 
The Board further noted the shared working with Palliative Care and 
MAU to support improvements, shared working with ITU on Complex 
Care MDT, recruitment, fast track and rapid discharge review with IDT 
and community Palliative Care Team to support Improving Lives, and 
compassionate city/county working towards accreditation.  
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AI asked if the challenges with 7-day services was of a financial 
nature. JT responded that team was not able to expedite discharges 
for patients and that the 7-day service had been a CQC 
recommendation from 2018. TB stated that there had been vacancies 
which had been difficult to recruit into and that there was no financial 
blockage. JT added that recruitment was in progress and the team 
was currently recruiting for nursing vacancies. This needed to be 
mapped out in the plan. AI asked when it was likely for the Trust to 
achieve a 7-day service and JR stated that the Trust was in a stronger 
position compared to the previous year. Wider integration across the 
system was ongoing.  
 
SH stated that some of the challenges were due to the difficult 
conversations that needed to be had and CM asked if some training 
could be done to enhance confidence building. SH confirmed that this 
was being considered in a meaningful way and was a priority.  
 
The Board RECEIVED ASSURANCE from the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HTB 23/106 HEALTH AND SAFETY RISK MANAGEMENT ANNUAL REPORT 
AND WORK PROGRAMME 

 

 JR introduced the report which was taken as read.  
 
JR highlighted the focus of the team for the next 12 months and the 
overall performance, noting that work would continue with the Trust 
Health and Safety Committee to ensure compliance.  
 
CM asked regarding the near misses and if this was being reported 
as required. JR confirmed that this had been picked up and there 
would be wider engagement to raise awareness over the next 12 
months as well as the lessons learnt to improve the culture in the 
organisation.  
 
The Board RECEIVED ASSURANCE from the report. 

 

HTB 23/107 COVENTRY AND WARWICKSHIRE INTEGRATED CARE BOARD 
UPDATE 

 

  
JR stated that the report was being brought for information and the 
next meeting of the Integrated Care Board would be on 15 November 
2023. 
 
The Integrated Care Partnership met on 19 October 2023, but the 
meeting report had not yet been finalised and would be presented at 
a subsequent Trust Board meeting.  
 
JR stated that there had been a question at the ICB meeting about 
UTC (Urgent Treatment Centre) in Rugby with respect to integrating 
services. Work was ongoing in this regard.  
 
The Board noted that from an operational perspective (elective 
recovery), and the challenges with routine secondary care, particularly 
gynaecology, the Trust had received support from the system to move 
patients. JR added that from a partnership perspective, the ICB was 
focused on partnership collaboration and the Trust’s wider work had 
been largely supported by the ICB.  
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The Board NOTED the report. 

 

HTB 23/108 BOARD ASSURANCE FRAMEWORK 
 
DW presented the BAF to the Board highlighting that the changes 
agreed at the Board meeting in August had been fully implemented 
for the subsequent rounds of committee meetings, resulting in dual 
reporting with committees assessing items for both the current status 
and the assurance against management of risk. This resulted in some 
changes to overall assurance levels. 
 
DW stated that the 7-day services for Palliative and End of Life Care 
had been included as an action for QSC. The HSMR details would be 
changed but the assurance would remain the same until reviewed by 
QSC. Regarding The Reflections from the Lucy Letby case, some of 
the issues raised had been captured in other areas.   
 
The Board RECEIVED ASSURANCE from the Board Assurance 
Framework. 
 

 

HTB 23/109 TIMETABLE OF BOARD AND COMMITTEE MEETINGS 
 

 

 DW presented the report detailing the planned dates for Board, Board 
Strategic Workshops, Board Development Days, and meetings of the 
various Board committees. The existing planned dates for the rest of 
2023/24 were also included. The Board noted the reintroduction of 
face-to-face meetings for all meetings, following discussion with the 
committee chairs over recent months. 

 

HTB 23/110 DRAFT BOARD AGENDAS
  

The Trust Board NOTED the content of the future Board agenda. It 
was agreed that the agenda should include the WRES/WDES Action 
Plan.  

 

HTB 23/111 ANY OTHER BUSINESS/MEETING REFLECTIONS 
  

It was observed that the meeting had largely focused on patient safety 
and quality of services. JY noted that there had been commendable 
presentations from the guests and that whilst there were existing 
challenges, the reports had been positive. TB stated that there was 
robust discussion and fair challenges as well as a balance of quality 
and safety which was impressive to see.  
 
CM mentioned that it was important to consider having deputies 
attend to cover Chief Officer absences.  
 
JG noted that it was MH’s last meeting as an Executive Board 
member. The Board thanked MH for his work over the years and 
appreciated his constructiveness during Board meetings. The Board 
wished him well in his new role.  

 

HTB 23/112 QUESTIONS FROM MEMBERS OF THE PUBLIC WHICH RELATE 
TO MATTERS ON THE AGENDA

 

  
There were no questions raised.
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 1 
 2 

HTB 23/113 DATE AND TIME OF NEXT MEETING
  

The next Public Board meeting would take place on 7th December 
2023.  

 

SIGNED 
 

 
…………………………………………................. 

  
CHAIR 
 

DATE  
…………………………………………................. 
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Item 3.2: Action Matrix

03/08/2023 Corporate Risk Register
HTB PUBLIC 

23/80

Review the current format of the Corporate Risk Register to make the report more

readable.  
KP/LC 01/02/2024

This will be reviewed by MH, DW and LC and a proposal will be made 

to COG and committee chairs (including risk committee) on 

presentation format. 

At the 2/11/2023 Board meeting, it was agreed that this would be 

reported to Trust Board at the 1/2/2024 meeting. 

02/11/2023 Patient Story 
HTB PUBLIC 

23/91
Provide feedback to the Board on the Trust activities for National Carer's Rights Day. KB 07/12/2023

Communications have been circulated regarding the Trust activities for 

National Carer's Rights Day on 21 November 2023 to all staff. 

02/11/2023 People Committee Assurance Report 
HTB PUBLIC 

23/100
Bring the WRES/WDES Action Plan for aproval to the next Trust Board meeting. DG 07/12/2023

The WRES/WDES Action Plan was approved by the Board at the 

5/10/2023 Private Trust Board Meeting. The WDES/WRES Action Plan 

will be included in the People Committee meeting report to the 

7/12/2023 Board meeting. 

02/11/2023

Reflections following the Lucy Letby trial 

(Patient Safety and Quality Governance 

following Lucy Letby trial) 

HTB PUBLIC 

23/102
Include information on trends of concerns raised in the next FTSU report. LS 01/02/2024 Item will be in the agenda for 1 February 2024 Board meeting.

02/11/2023

Reflections following the Lucy Letby trial 

(Patient Safety and Quality Governance 

following Lucy Letby trial)

HTB PUBLIC 

23/102

Provide a report to Board Committee on patients who have requested for a second

opinion.
KP 07/12/2023

Discussions on Martha's Law have been held and a short report will be 

prepared and shared with Chief Officer's Group and Quality and Safety 

Committee.

Completed
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PUBLIC TRUST BOARD MASTER ACTION MATRIX 2023

Meeting Date Action
Lead 

Officer
Deadline Update

Minute 

Reference

Not started

In Progress

Overdue

Item  

The Board is asked to NOTE progress and APPROVE the closure of the completed actions.
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REPORT TO PUBLIC TRUST BOARD 
HELD ON 7 DECEMBER 2023 

 

 

Subject Title Chair’s Report 

Executive Sponsor Jerry Gould, Interim Chair 

Author Jerry Gould, Interim Chair  

Attachments None 

Recommendation The Board is asked to RECEIVE ASSURANCE from the Chair’s 
Report 

 

EXECUTIVE SUMMARY 

This report covers the period since the last Board meeting, which took place on 02 November 2023. 
This is a shorter report than usual due to there only being one month of activity between the last 
Board and this, rather than the usual two.   

 
First, I would like to express my sincere thanks to my Non-Executive Director colleagues for 
representing the Chair at a number of internal and external meetings that I have unfortunately not 
been able to attend due to preexisting commitments. These meetings included the monthly 
Midlands Chairs update call with Regional Director, Dale Bywater and a Board to Board meeting 
with Project Co & UHCW Chief Officers.  
 
I have however had the pleasure of visiting Rugby St Cross to present a World Class Colleague 
award to a nurse within the Dermatology team, Caroline Morgan. I have also chaired the Finance 
and Performance Committee and a consultant interview panel for an Anaesthetist with T&O and 
Vascular Interest.  
 
A poignant Service of Remembrance was held in the Faith Centre at University Hospital on the 10th 
November. Unfortunately, I was unable to attend this due to a prior commitment, but it brought 
together staff and volunteers from across the Trust and was livestreamed for those unable to attend 
on the day.   
 
In terms of working with key partners, I’ve participated in a variety of meetings; I had a call with 
Rebecca Farmer (Director of Strategic Transformation for West Midlands), joined a meeting with 
NHS Confederation Chairs and joined the regular ICB Chair’s meeting with Danielle Oum, and 
colleagues from other health and social care organisations.  
 
I have had regular meetings with Andy Hardy and the Chief Officers who have kept me fully up to 
date on the operational pressures and overall running of the Trust, as well as individual contacts 
with my fellow Non-Executive Directors. During my absence, Interim Vice Chairs Janet Willamson 
and Carole Mills have also been kept well informed by Andy and the Chief Officers.  
 
On a final but important note, I would like to say thank you to all staff and volunteers for their 
continuous hard work. We are in the midst of winter pressures and the added operational 
challenges that they bring, but as always, our teams continue to strive to provide great care to our 
patients and it is sincerely appreciated. 
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PREVIOUS DISCUSSIONS HELD 

Not applicable 

KEY IMPLICATIONS 

Financial Not relevant to this report 

Patient Safety or Quality Participation in consultant recruitment processes by Non-Executives 
is a part of the quality and assurance processes in the Trust 

Workforce The report includes mention of various ways of recognising the 
longevity and quality of contributions by staff and volunteers to the 
life of the Trust. 

Operational A number of operational issues are discussed in meetings attended 
by the Chair either locally or system wide. 
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REPORT TO PUBLIC TRUST BOARD 
HELD ON 7 DECEMBER 2023 

 

EXECUTIVE SUMMARY: 

 
1. This paper provides an update to the Board in relation to the work undertaken by the Chief 

Executive Officer (CEO) 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. 

 
The Chief Executive Officer has provided brief details of his key areas of focus during November 
and December. 

 
  Professor Andrew Hardy – Chief Executive Officer 

As we approach the end of 2023 and I reflect on the year as a whole, much has been achieved and I 
would like to start by thanking our fantastic teams across UHCW for everything they have delivered for 
our patients and our community over the past year. Despite the challenge posed by industrial action, 
our clinical, operational and admin teams have continued to work together tirelessly to reduce our 
elective backlog and as I write we are on track to reduce to zero the number of patients waiting 78 
weeks by the end of November. This year, financial recovery and delivery of our waste reduction 
programme has been top of our agenda as an Executive Team. Our Financial Recovery Board (which 
I Chair) is now well embedded and I would like to pay tribute to all our teams and staff across our 
organisation for the part they have played in delivering a far-reaching and challenging set of savings 
including reducing our spend on agency staff. As we look forward to 2024 our steadfastness in respect 
of finance puts us in a strong position upon which to deliver sustainable services for our patients across 
Coventry and Warwickshire over the next twelve months and beyond. 

 
A highlight of recent weeks (indeed one of the highlights of the year) was when I attended the final stage 
of our £15 million pound expansion of our Emergency Department in University Hospital, Coventry.  The 
completion of this development saw the revamp of the Children’s Emergency Department which has 
resulted in the opening of two triage rooms, 14 cubicles including a Child and Adolescent Mental Health 
Services (CAMHS) assessment room, two resus bays, seven observation beds and extension of the 
patient area. It was particularly special that as part of the opening we were joined by two long-term 
paediatric patients Alex Copson and Masooma Shah, and to hear from them and their parents about 
how the improvements would make positive difference to them. Other distinguished guests who 

Subject Title  Chief Executive Officer Update 

 Executive Sponsor  Andrew Hardy, Chief Executive Officer 

 Author  Andrew Hardy, Chief Executive Officer 

 Attachment  None 

 Recommendations 1.   The Board is asked to RECEIVE ASSURANCE from the report. 
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attended the event were Coventry North East MP Colleen Fletcher, Mayor of Coventry, Councillor 
Jaswant Singh Bindi and a representative of NHS Estates. Our expansion project has received 
commendation externally as a result of it being on time and on budget which was quite a feat given the 
complexity. The success of this project can be attributed to the hard work and determination of our multi-
disciplinary ED Expansion team and in recognition of their achievement I presented them with individual 
World Class Colleague awards at the event.  

 
2023 has seen UHCW taken further strides forward as we make our Strategy More than a Hospital, a   
reality. On 6 November, the Trust was notified by the ICB of their intent to award the contract for the 
provision of Out of Hospital adult physical health services in Coventry to UHCW. These out of hospital 
services, now described as Community Integrator Services, will transfer to the Trust from Coventry and 
Warwickshire Partnership NHS Trust (CWPT) next year subject to the completion of a gateway 
assessment and due diligence process. As part of our commitment to new teams joining UHCW I hosted 
alongside Mel Coombes, CEO of CWPT three welcome sessions (on 9 November and 28 November).  
I spoke about the importance of community services and the contribution to our vision and strategy. I 
also answered any questions staff may have around the transfer and transition. 
 
Another programme of strategic importance that is gathering pace and momentum is our Improving 
Lives Programme (ILOP). This Programme aims to fundamentally change the way we support people 
in Coventry with urgent need. It is a Coventry Care Collaborative programme delivered in partnership 
between UHCW, Coventry City Council, Coventry & Warwickshire Partnership Trust (CWPT) and other 
health and social care partners in Coventry. The diagnostic we undertook at the start of this programme 
showed that by integrating services more effectively there is potential to reduce acute hospital 
attendances for older people by 37% and for 38% of admissions to be prevented and treated in the 
community.  This Programme, which has been developed in conjunction with Newton uses digital 
technology and innovative models of integrated care. I was proud that this groundbreaking programme 
was featured as one of the breakout sessions at the recent NHS Providers Conference (November 14-
15) , the leading conference for NHS Chief Executives and others. It was fabulous to see the integrated 
team of UHCW and our local partners in this programme receive external recognition.  Following months 
of hard work and preparation (including trials) ILOP is formally launched in January 2024 – to include 
mobilisation of the new One Coventry Integrated Team (OCIT) across local neighbourhoods.  
 
Partnership continues to be at the heart of everything we do at UHCW. Activities I’ve been involved in 
recently in this vein include a number of meetings with key external stakeholders including Stuart Croft, 
Vice Chair of Warwick University and hosting a visit to our Innovation Hub by West Midlands Mayor 
Andy Street. 
 
Professor Andrew Hardy 

 
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 Candidates 

Consultant Anaesthetist Dr Clementine Stubbs 

Consultant Anaesthetist Dr Paul Wyatt 

Consultant Paediatrician Dr Gomathi Margabanthu 
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KEY IMPLICATIONS: 

 

Financial None arising from this report 

Patients Safety or Quality None arising from this report 

Workforce None arising from this report 

Operational None arising from this report 
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MINUTES OF THE MEETING OF THE PEOPLE COMMITTEE 
 HELD AT 09:30 ON THURSDAY 31 AUGUST 2023 AT UHCW CSB 

 
 

        

MINUTE 
REFERENCE 

DISCUSSION ACTION 

   
PC/23/45 PRESENT  

 
Jenny Mawby-Groom (JMG), Non-Executive Director – CHAIR 
Carole Mills (CM), Non-Executive Director 
Jaiye Olaleye (JO), Associate Non-Executive Director 
Tracey Brigstock (TB), Chief Nursing Officer 
Justine Richards (JR), Chief Strategy and Transformation Officer 

 

   
PC/23/46 IN ATTENDANCE 

 
Wendy Bowes (WB), Director of Workforce 
David Walsh (DW), Director of Corporate Affairs 
Becky Kimberley (BK), Learning Development Manager 
Suki Rai (SR), People Support Manager ED&I 
Jessica Mabbott (JM), Committee Officer (Minute Taker) 

 

   
PC/23/47 APOLOGIES FOR ABSENCE 

 
Apologies were received for Donna Griffiths (DG), Chief People 
Officer and Afzal Ismail (AI), Non-Executive Director. 

 

   
PC/23/48 CONFIRMATION OF QUORACY 

 
The meeting was declared quorate. 

 

   
PC/23/49 DECLARATIONS OF INTEREST 

 
No declarations of interest were made. 

 

   
PC/23/50 MINUTES OF THE PREVIOUS MEETING 

 
The Committee agreed that the minutes of the 29th June meeting 
were an accurate record of the meeting and APPROVED the 
minutes. 

 

   

PC/23/51 ACTION MATRIX  
 
WB provided an update on Action PC/23/24, confirming that a report 
would be presented at the October PC meeting. It was agreed that all 
completed actions could be closed on the Action Matrix.  

 

   
PC/23/52 MATTERS ARISING 

 
No matters arising.  
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PC/23/53 CHIEF OFFICERS’ EXCEPTION/UPDATES 
 
WB provided an update to the Committee. WB confirmed that 
Consultants had announced the next round of Industrial Action on the 
4th October and the Junior Doctors re-ballot had closed. WB 
suggested that Junior Doctors would meet the threshold for strike 
action and local intelligence indicated that they were likely to strike 2-
3 days every month. CM queried what confidence there was in 
national negotiations. WB stated that no new information or 
discussions had taken place.  
 
JMG mentioned that with each round of Industrial Action new lessons 
had been learnt and questioned if there had been a level of 
frustration from covering staff around this. WB agreed, stating that 
there was frustration and in terms of industrial action, 25 – 30% of 
consultants participated and up to nearly 70% of Junior Doctors had 
participated.  
 
WB highlighted that the Anti-Racism toolkit had launched across the 
organisation and the toolkit would be monitored for impact through 
various forums.  WB added that the Inclusive Recruitment review was 
underway, and the final report would be available in December and 
would then come to PC. 
 
WB mentioned that the Trust had hit the 85% training target for EPR, 
however this was still challenging because of Industrial Action.  
 
WB highlighted that the National Staff Survey would launch on the 
11th September. 
 
WB added that arrangements continued to be in place to mitigate 
against staffing pressures in Paediatrics.  
 
WB lastly confirmed that following the Lucy Letby Trial a report would 
be presented at Quality and Safety Committee (QSC) in September 
and Trust Board in October. TB explained that having visible 
leadership was important as the Lucy Letby trial had emotionally 
impacted staff, however rounding and Board walkarounds provide 
support, insight and encouraged open conversations.  
 
DW asked for clarity regarding the 85% target for EPR training. WB 
clarified that the target was the number of staff who required to be 
trained or booked onto training, with the anticipation that they would 
complete the training in time for go-live.  
 
JO indicated that during a board walkaround, some Clinical Support 
service staff in the Therapy unit voiced concern that they were not 
having access to EPR training during the working day. WB 
emphasised that the EPR team was supporting in a range of areas 
and that there were daily huddles to address any issues but agreed 
that she would check with the department to ensure support was 
being provided.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
WB 

   
PC/23/54 WORKFORCE PERFORMANCE REPORT (IQPR) 

 
WB presented the report to the Committee, highlighting that the 
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vacancy rate had increased by 1.29% to 6.27% in July which was 
driven by increases within Radiology and Gastroenterology as part of 
the new Community Diagnostic Centre. WB confirmed that the 
forecast was good regarding Nursing, Midwifery and HCA positions, 
however retention of Health Care Support Workers still required 
additional work to progress. WB added that the vacancy rate for 
Paediatrics was around 37%, but assured the Committee that short 
term and long term plans were in place to support this.  
 
CM asked where the Trust compares to other Trusts and what the 
national picture looks like. WB stated that Paediatrics was a national 
problem and that the Trust’s overall vacancy rate compared to other 
Trusts was considerably better. CM asked if comparators and the 
national picture could be included in future reports. WB agreed to 
review this.   
 
TB highlighted that the Preceptorship programme focused on early 
careers and the Trust had seen higher attrition rate in that group.  
 
CM questioned what experiences or challenges international staff 
had experienced in light of international recruitment. WB said that 
there had been little adverse impact reported and there was a 
significant level of support in place for international staff.  
 
JMG queried the vacancy rate within Core Services, highlighting that 
it was a minus figure. WB stated that this was mostly EPR and ICT 
with some R&D, and this was EPR funded, and R&D was externally 
funded. WB indicated that since posts within EPR and R&D were 
funded she would endeavour to make this clearer within the report.  
 
WB added that the sickness absence rate had increased by 0.20% 
from 5.08% in June to 5.28% in July. WB confirmed that the top 
reason for sickness absence was mental health. JMG asked if this 
was a national picture. WB confirmed this.  
 
WB reported that turnover had reduced from 9.73% to 9.65% in July 
and highlighted that the Trust was in line with the West Midlands 
region and national trends for turnover.  
 
WB highlighted that the Trust had achieved the 95% target for 
mandatory training.  
 
WB went on to confirm that Non-Medical Appraisals had seen a 
decrease of 2.21% in July and groups were being supported to 
maintain and improve their position. Medical Appraisals had also 
seen a decrease in compliance of 1.91% in July, but the Trust 
continued to achieve the 90% target.  
 
WB lastly reported that Bank and Agency usage had increased in 
July, but expenditure had reduced. WB stated that several factors 
contributed to this including capacity and staffing issues in hotspot 
areas. WB proposed that in future she would seek to amend the 
format of the report to view Bank and Agency usage in a simpler way. 
JMG agreed and said it could be split into different categories.  
 
The Committee RECEIVED ASSURANCE from the report.   

 
 
 
 
 
 
 
 
 
 
 
 
WB 
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PC/23/55 ALERT, ASSURE, ADVISE REPORTS: 

 
PEOPLE SUPPORT GROUP 
 
BK took the report as read and welcomed questions from the 
Committee. 
 
PEOPLE SUPPLY AND TRANSFORMATION GROUP 
 
WB presented the report to the Committee, highlighting the key 
points. WB mentioned that the Trust was a national pilot site for the 
Digital Staff Passport and the Trust was on track to commence the 
pilot with September’s rotational doctors. WB added that the Clinical 
Excellence Awards was also due to commence. 
 
WB stated that virtual ID checks would go live in September, and this 
would be used for all staff groups. Non-Medical KPI’s in terms of time 
to hire had been reduced by 15 days to internally challenge the team 
due to targets previously being continuously met.  
 
PEOPLE DEVELOPMENT GROUP 
 
BK presented the report to the Committee. BK confirmed that the 
previous People Development Group was not quorate, but they had 
reviewed progress on key actions. BK added that mandatory training 
had increased, and the group was asked to ensure in terms of EPR 
training that teams were booked on to training. BK lastly said that the 
group had received a verbal update on the development of the ‘Living 
our Values Programme’ which was due to commence in Q3 of 
2023/24.  
 
The Committee RECEIVED ASSURANCE from the reports.  

 

   
PC/23/56 WRES AND WDES ACTION PLAN 

 
SR joined the meeting to present the action plans, highlighting that 
this year the Trust had linked the actions to the People Strategy and 
Inclusion Delivery Plan. SR added that the WRES and WDES action 
plans had been broken down into four key areas: Recruitment and 
Retention, Violence and Aggression, Belonging and Leadership.  
 
SR reported that in terms of the WDES action plan, there had been 
improvements in self reporting and the number of ‘unknown’ and 
recognised that a proportion of staff were still to disclose their 
disability. SR added that there had been improvement in the number 
of disabled staff entering the formal capability process.  
 
SR also stated that there was a slight increase in the number of staff 
with a long term condition (LTC) or illness who believed the 
organisation provided equal opportunities. However, there was a 
decrease in the number of staff with a LTC or disability feeling 
pressured to come into work despite feeling unwell. SR highlighted 
that the engagement score for staff with a LTC or illness was higher 
for the first time since 2018. SR added that the self reporting of 
disability by Board members had significantly improved in 2022.  
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SR explained that disabled staff were more likely to face abuse from 
patients or the public and were more likely to face harassment, 
bullying or abuse from colleagues.  
 
WB commented that it would be interesting to see the changes that 
take place once the inclusive recruitment review was completed but 
said it was disappointing that staff did not feel adjustments were in 
place around the organisation. SR explained that this could be due to 
awareness, and this was an area of focus. JMG advised that it would 
be useful to see what the Trust was not doing to enable a deeper 
understanding.  
 
CM asked if data was tracked on intersectionality, particularly people 
who were disabled that also might be from another protected 
characteristic. SR said the data was recorded. TB suggested that 
adding professional groups to the action plan would be ideal to 
determine if different roles were treated differently. JMG suggested 
that comparators should be added to the action plan. SR agreed and 
noted that the latest comparator date is not available yet.  
 
SR moved on to the WRES action plan, reporting that there was 
consistent year on year improvement in self reporting and ‘unknown’ 
numbers had decreased. SR added that the number of BAME staff 
entering the formal capability process remained below 1. SR also 
noted that BAME and White staff had the same access to non-
mandatory training and CPD.  
 
SR highlighted that self reporting of Board members had increased 
and the ‘unknown’ category was 0. SR added that the figure for 
BAME staff in terms of belonging had increased from 2020, however 
the figure for BAME staff who had experienced discrimination was 
double the figure for white staff which was recognised as concerning.  
 
JMG commented that it would be interesting to see the figures of staff 
who had reported discrimination and then the outcome. The 
Committee agreed.  
 
SR confirmed that the action plans would be presented to Trust 
Board and then uploaded on to the Trust website with monitoring of 
the actions taking place periodically.  
 
The Committee APPROVED the WDES and WRES action plans, 
subject to the above amendments.  

   
PC/23/57 LONG-TERM WORKFORCE PLAN 

 
WB presented the plan to the Committee. WB highlighted that the 
national workforce plan was published in June 2023 and sets out the 
NHS’s ambition to address existing and future workforce challenges 
through recruiting and retaining more staff over the next 15 years.  
 
WB explained that the plan had been RAG rated to help 
understanding of the current position. The position showed an overall 
green RAG rating which demonstrated that the Trust was on plan to 
achieve the actions set out.  
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WB stated that one of the aims was to substantially grow the number 
of doctors, nurses, allied health professionals and support staff. WB 
added that there was a renewed focus and drive regarding retention, 
with better opportunities for career development and improved 
flexible working options. WB said that the Trust aimed to work 
differently and deliver training in new ways.  
 
JMG suggested that since there was issues around recruitment and 
retention within admin and clerical, it should be included within the 
plan to bring attention to it. The Committee agreed.  
 
JR mentioned that the plan does not include how the workforce 
would change and adapt over time to a different workforce model. JR 
suggested that the plan could be discussed at Strategic Chief 
Officers’ Group and then be brought back to PC.  
 
JMG advised that international recruitment statistics could be added 
to the plan and the wording around the experience of medical training 
should be revised considering the recent papers PC had received 
regarding student satisfaction.  
 
JMG asked for the leaving rate/ turnover rate to be clearer, indicating 
it could include if people were leaving to go to another NHS 
organisation, retiring etc. JMG also queried that the plan mentions 
that e-rostering metrics should be reviewed at Board level and asked 
for this to be monitored. The committee were advised that rosters are 
regularly reviewed as part of safe staffing reviews.   
 
It was requested that the frequency of which the plan was to be 
presented at PC be discussed with DG.  
 
The Committee NOTED the Long Term Workforce Plan.  

 
 
 
 
 
 
 
 
 
WB 
 
 
 
WB 
 
 
 
 
WB 
 
 
 
 
 
 
 
 
 
 
JMG 

   
PC/23/58 BOARD ASSURANCE FRAMEWORK (BAF) 

 
DW presented the BAF to the Committee. DW brought the 
Committees attention to the first line of assurance, advising that he 
had added the vacancy gap in Paediatrics and asked if vacancies 
should be downgraded to amber until the gaps had been resolved. It 
was agreed that this could be downgraded.  
 
On the second line of assurance DW had added in the section from 
the WDES and WRES action plans that indicated some staff did not 
feel like they belonged in the organisation. 
 
TB asked that the corporate risks were updated to include Paediatric 
vacancy rate and the amendment of the Midwifery rate.   
 
The Committee RECEIVED ASSURANCE and APPROVED the 
BAF. 

 

   
PC/23/59 DRAFT AGENDA FOR NEXT MEETING 

 
JMG sent her apologies for the October PC meeting and CM agreed 
to chair the meeting in her absence.   
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JR requested that the ICB process – out of hospital services be 
added to the agenda as a verbal update.  
 
It was also requested that the Oliver McGowan paper was to be 
added to the October agenda.  
 
The Committee APPROVED the draft agenda for the next meeting.  

 
JR  
 
 
DP 

   
PC/23/60 ANY OTHER BUSINESS 

 
No other business discussed.  

 
 

   
PC/23/ CHAIRS REPORT TO TRUST BOARD 

 
JMG requested that the WRES and WDES action plan, Long Term 
Workforce Plan and the IQPFR (in relation to Paediatrics vacancy 
rate) be mentioned in the Chairs Report to Trust Board.  

 

   
PC/23/61 MEETING REFLECTIONS 

 
The Committee thought good discussions had taken place and the 
papers were of good quality to allow a focus on priorities.   

 

   
 MEETING END TIME 11:30  

 

 



Alert, Advise, Assure Report to the Trust Board 

 

 

Reporting Committee: 

 

People Committee 

Committee Chair: 

 

Carole Mills 

Date of meeting: 26th October 2023 

 

 
 

ALERT (Include here areas of concern, lack of assurance, risks of non-compliance or matters requiring urgent attention) 

 

 
Report Assurances received Gaps in assurance identified Actions agreed Deadline for actions 

None     

 
 

ADVISE (Include here areas of ongoing monitoring for information or for communication) 

 

 
Report Assurances received Gaps in assurance identified Actions agreed Deadline for actions 

NHS Long Term Workforce 
Plan 

A gap analysis was presented 
to the Committee previously in 
August 2023 and elements of 
the plan were still in 
development.  

   

Workforce Performance Report It was highlighted that the 
Trusts vacancy position 
remained positive with an 
improving trajectory in majority 

It was noted that the report did 
not include reasons for high 
turnover in certain areas. 

Future reports to include areas 
with high turnover and the 
reasons for this. 

People Committee meeting on 
21st December 2023. 

 



of areas. 

It was noted that benchmarking 
data had been included within 
the report, demonstrating the 
Trust’s strong position.  

Employee relations cases had 
also been added to the report. 

Mandatory Training and 
Appraisals was behind target, 
however plans were in place to 
address this. 

 

 

 

 

It was suggested that cases be 
broken down into ethnicity and 
gender compared to the 
workforce profile. 

 

 

 

 

Cases to be broken down into 
ethnicity and gender.  

 

 

 

 

 

 

 

People Committee Meeting on 
21st December 2023. 

 
 

ASSURE (Include here areas of generally positive assurance) 

 

 
Report Assurances received Gaps in assurance identified Actions agreed Deadline for actions 

Mentoring for Inclusion Pilot 
Summary 

It was noted that the 
programme had completed its 
evaluation in September 2023 
and was to be expanded.  

None. None. N/A 

Oliver McGowan Training 
Update 

The Committee received an 
update on the positive work 
done around Oliver McGowan 
Training, noting that all staff 
would be encouraged to 
complete the training with an 
aim to achieve 90% 
compliance by April 2024. It 
was explained that this was a 
long term programme, with 
teams working to prioritise 
those who needed the training 

None. None. N/A 



the most were receiving it.  

 



Workforce Disability 
Equality Standards

Action Plan
2022 / 2023



Welcome to UHCW
Trust Induction Programme

Overview  
Our People Strategy (2023 – 2030) sets out a number of ambitions to becoming an organisation where our 

people feel valued and enabled. Themes relating to Equality, Diversity and Inclusion are found throughout our 

stated ambitions. This includes where we say:

• Our people will be welcomed, included, valued and enabled

• Our values will be lived in our every day, explicitly and authentically

• We will have high levels of awareness of our individual impact and we will recognise each 

other’s strengths, perspectives and experience

This year’s actions against our people strategy have also included specific focuses on improving the 

experience of inclusion at the Trust. These actions include:

• Establish a golden thread of belonging, inclusion and compassion through all our people 

development activity, culture development programmes, policies and employment practice

• Launch an equality, diversity and inclusion delivery plan (2023 – 2025)

This year our WDES report highlights the specific actions from the People Strategy and the Inclusion Delivery 

Plan where they support improvement under each area. 

The figures included in this plan are based on the National NHS Staff Survey from 2022 and the workforce 

figures were taken from 31st March 2023. 



Welcome to UHCW
Trust Induction Programme



Welcome to UHCW
Trust Induction Programme

Metric 1 – Percentage of staff in AFC pay bands or medical and dental 

subgroups and very senior managers (including Executive Board members) 

compared with the percentage of staff in the overall workforce

Year Disabled staff Non Disabled Unknown Total

2021 383 3.33% 7134 61.96% 3996 37.71% 11,513

2022 346 3.61% 6406 66.81% 2836 29.58% 9,588

2023 431 4.37% 6988 71.18% 2400 24.46 9819

Recruitment and Retention

WDES Metric 1- There are marked 

improvements in the self reporting of 

disability and the number of ‘unknown’. 

However, we recognise that a proportion 

of staff are still to disclose their disability.

Metric 2 – Relative likelihood of non-

Disabled staff compared to Disabled staff 

being appointed from shortlisting across 

all posts

2021 1.43

2022 0.93

2023 1.11

A figure below 1 indicates that Disabled staff are 

more likely than non Disabled staff to be appointed 

from shortlisting

Metric 3 – Relative likelihood of non-Disabled 

staff compared to Disabled staff entering the 

formal capability process

2021 9.31

2022 3.37

2023 1.16

A figure above 1 indicates that Disabled staff are 

more likely than non Disabled staff to enter the 

formal capability process

WDES Metric 2 - Disabled 

people are slightly less likely to 

be appointed from shortlisting 

than their non disabled 

counterparts.

WDES Metric 3 - There is a 

marked improvement in the 

number of Disabled staff 

entering the formal capability 

process.
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Recruitment and Retention

The table below shows the specific actions we are taking as part of our Inclusion Delivery 

Plan (IDP) and top 10 high impact actions to specifically improve our results under 

recruitment and retention

Objective : Enable and provide a healthy, fulfilling and inclusive environment for staff with long term conditions / 

disabilities

High Impact Action 1 Undertake an EDI audit of all recruitment and selection processes to ensure fairness and 

equity is embedded, ensuring we are recruiting inclusively across all staff groups

Planned Actions Update Progress Measure

Communicate the WDES Action Plan

(IDP Action 3.1)

The WDES Action Plan will be made 

available on both the UHCW website 

and our intranet TrustNav

Article in Trust bulletin and Action 

Plan to be made available on 

Trust Nav

Raise awareness of the significance 

of self reporting and how to do this

(IDP Action 3.2)

Focussed administrative support 

remains ongoing to encourage more 

people to report their ethnicity 

Continued communication campaigns 

to raise awareness and support self-

reporting

4% decrease from 24.46% to 

20%, in the unknown category 

relating to disability WDES Metric 

1).

To be noted that 2022’s target of a 4% decrease from 29.58% to 24%, in the unknown 

category relating to disability, has been achieved.
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Recruitment and Retention
The table below shows the specific actions we are taking as part of our Inclusion Delivery Plan 

(IDP) and top 10 high impact actions to specifically improve our results under recruitment and 

retention

Objective: Enable and provide a healthy, fulfilling and inclusive environment for staff with long term conditions / 

disabilities

Planned Actions Update Progress Measure

Complete a review of recruitment and 

selection processes to identify any 

discriminatory processes

(IDP Action 6.1)

Review started in July 2023 and will be 

completed by December 2023. 

Metric 2 of WDES (Disabled staff 

being appointed from shortlisting) to 

decrease to a figure below 1 (2023 

shows a figure of 1.11)

Review of formal capability procedure 

including reviews. Audit of a sample of 

formal cases (disciplinary and grievance 

cases)  to ensure the process is free 

from bias

(IDP Action 3.9)

This audit is due to commence in 

September 2023

To reduce Metric 3 of WDES to a 

figure below 1 (2023 shows a figure 

of 1.16)

To be noted that the 2022 target to reduce Metric 3 of WDES to a figure below 1 from a figure of 3.37, has almost been 

achieved at the ration of 1.16.
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Metric 4i - Percentage of Disabled staff compared to non Disabled staff experiencing 

harassment, bullying or abuse from patients / service users, relatives or the public in last 

12 months

2018 2019 2020 2021 2022

Staff with a LTC or illness 37.3% 35.8% 35.5% 39.1% 39%

Staff without a LTC or 

illness

24.9% 25.8% 26.0% 28.4% 27.3%

Metric 4ii - Percentage of Disabled staff compared to non Disabled staff experiencing 

harassment, bullying or abuse from managers in last 12 months

2018 2019 2020 2021 2022

Staff with a LTC or illness 22.2% 21.7% 19.9% 20.7% 19.5%

Staff without a LTC or 

illness

11.4% 11.0% 13.0% 10.6% 9.6%

Violence and Aggression

Disabled staff are more likely to face abuse from patients / public.

.

Disabled staff are twice as likely than non disabled staff to face harassment, bullying or abuse from 

managers.
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Metric 4iii - Percentage of Metric 4i - Percentage of Disabled staff compared to non 

Disabled staff experiencing harassment, bullying or abuse colleagues in last 12 months

2018 2019 2020 2021 2022

Staff with a LTC or illness 30.0% 29.5% 28.1% 30.2% 29.4%

Staff without a LTC or 

illness

19.1% 18.4% 19.2% 18.8% 19.9%

Violence and Aggression

Disabled staff are significantly more likely than non disabled staff to face harassment, bullying 

or abuse from colleagues.

Metric 4b - Percentage of Disabled staff compared to non Disabled staff saying that the 

last time they experienced harassment, bullying or abuse at work, they or a colleague 

reported it.

2018 2019 2020 2021 2022

Staff with a LTC or illness 46.2% 52.8% 45.6% 42.1% 47.4%

Staff without a LTC or 

illness

41.2% 43.2% 39.4% 39.9% 42.7%

These figures show that staff are unlikely to report abuse. However, staff with a LTC or illness are 

more likely to report the abuse.
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Violence and Aggression

The table below shows the specific actions we are taking as part of our Inclusion Delivery Plan 

(IDP) and top 10 high impact actions to specifically improve our results under recruitment and 

retention

Objective : Enable and provide a safe, healthy, fulfilling and inclusive environment for all staff

High Impact Action 3 Launch our new reporting and staff support approach for violence, aggression and 
discrimination incidents, ensuring staff are encouraged and supported to report incidents 

Planned Actions Update Progress Measure

Review and develop a robust 

reporting mechanism for victims 

and witnesses of discrimination.

(IDP Action 6.6)

Internal multidisciplinary team  bringing 

together a number of workstreams including 

reporting via internal systems and a director 

level response to support those impacted by 

violence and aggression at work. 

The FTSU (Freedom to Speak Up) staff app 

now has an option for anonymous reporting. 

Further work around improving the reporting 

rate and raising awareness is ongoing. 

Increase in number of incidents 

reported.

Improvement in staff confidence 

on actions taken following reports 

as measured through National 

Staff Survey 

Ensure continuation with the no 

excuse for abuse campaign

This campaign is ongoing Communication via screens and 

social media
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Metric 6 - Percentage of Disabled staff compared to non Disabled staff saying that they 

have felt pressure from their manager to come to work, despite not feeling well enough 

to perform their duties

2018 2019 2020 2021 2022

Staff with a LTC or illness 40.6% 33.0% 39.3% 35.5% 33.7%

Staff without a LTC or 

illness

26.3% 24.5% 30.1% 24.7% 22.4%

Metric 5 - Percentage of Disabled staff compared to non Disabled staff who believe that 

their organisation provides equal opportunities for career progression or promotion

2018 2019 2020 2021 2022

Staff with a LTC or illness 49.7% 51.4% 53.1% 50.4% 50.7%

Staff without a LTC or 

illness

58.1% 59.4% 54.1% 56.9% 57.9%

Belonging

There is a slight increase in the 

number of staff with a LTC or 

illness believing the organisation 

provides equal opportunities.  

However, the number is still lower 

than those without a LTC or 

illness.

There is a decrease in the number of 

staff with a LTC or disability feeling 

pressure to come in to work, despite 

feeling unwell.  However, this 

number is still higher than those 

without a LTC or illness.
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Metric 9 – Staff Engagement score (0-10)

2018 2019 2020 2021 2022

Staff with a LTC or illness 6.7% 6.5% 6.5% 6.4% 6.9%

Staff without a LTC or 

illness

7.3% 7.3% 7.1% 7.0% 6.4%

Metric 8 - Percentage of staff with a long lasting health condition or illness saying their 

employer has made adequate adjustment(s) to enable them to carry out their work

2018 2019 2020 2021 2022

Staff with a LTC or illness 73.1% 72.5% 71.9% 67.5% 64.7%

Belonging

This figure has decreased again 

this year and it is concerning that 

reasonable adjustment requests 

are not being met.

The engagement score for staff 

with a LTC or illness is higher for 

the first time since 2018.

Metric 7 - Percentage of Disabled staff compared to non Disabled staff saying they are 

satisfied with the extent to which their organisation values their work

2018 2019 2020 2021 2022

Staff with a LTC or illness 38.4% 37.1% 34.7% 29.2% 32.3%

Staff without a LTC or 

illness

51.7% 51.7% 45.4% 42.4% 44.6%

There has been an increase in 

both sets of data. Staff with an 

LTC or illness are less likely to 

feel that the organisation values 

their work. 
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Belonging

The table below shows the specific actions we are taking as part of our Inclusion Delivery 

Plan (IDP) and top 10 high impact actions to specifically improve our results under 

recruitment and retention

Objective : Enable and provide a healthy, fulfilling and inclusive environment for staff with long term conditions / 

disabilities

Planned Actions Update Progress Measure

Improvements in the WDES metrics 5-8 

(belonging) for disabled staff

(IDP Action 3.4)

Continued engagement with our DAWN 

(Disability and Wellbeing Network)

Increased sense of belonging 

as measured through the staff 

survey

Apply for and achieve the Disability 

Confident Leader Accreditation

(IDP Action 3.5)

Application submitted in June 2023, 

queries answered in July 2023.  Awaiting 

outcome

Certificate from DWP

Review the uptake of Disability 

passports broken down by ethnicity, age 

and disability type if possible

(IDP Action 3.6)

In progress. Exploring methods to record 

this information on ESR.

An increase in Metric 8 by 3% 

(current figure is 64.7%) 

relating to reasonable 

adjustments at work. 



Welcome to UHCW
Trust Induction Programme

Metric 10 – Board representation

Disabled Non Disabled Unknown

2021 0 3 13

2022 0 9 5

2023 3 13 1

Our Board

The self reporting of disability by 

Board Members has significantly 

improved in 2022.  

The table below shows the specific actions we are taking as part of our Inclusion Delivery Plan 

(IDP) to improve our results under belonging

Objective : Enable and provide a healthy, fulfilling and inclusive environment for staff with long term conditions / 

disabilities

Planned Actions Update Progress Measure

Increase reporting to reduce the ‘Unknown’ 

Category

Focussed administrative support 

remains ongoing to encourage more 

people to report their disability

Continued communication campaigns 

to raise awareness and support self-

reporting

Reduction of 2% in the WDES Metric 

1 (the current figure is 24.46%)
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MINUTES OF THE MEETING OF THE QUALITY AND SAFETY COMMITTEE 
 HELD AT 09:30 ON THURSDAY 28 SEPTEMBER 2023  

IN ROOM 20001, CSB, UHCW, COVENTRY 
 

        

MINUTE 
REFERENCE 

DISCUSSION ACTION 

   
QSC/23/57 
 

PRESENT  

Carole Mills (CM) – Non-Executive Director (CHAIR) 
Gavin Perkins (GP) – Non-Executive Director 
Janet Williamson (JW) – Non-Executive Director 
Mo Hussain (MH) – Chief Quality Officer 
Douglas Howat (DH) – Associate Non-Executive Director 
Tracey Brigstock (TB) - Chief Nursing Officer

 

   
QSC/23/58 
 

IN ATTENDANCE 

Gaynor Armstrong (GA) – Director of Midwifery 
Ed Hartley (EH) – Clinical Director, Emergency Medicine 
Stephen Keay (SK) – CRM Consultant 
Sailesh Sankar (SS) – Consultant Endocrinology 
Duncan Watson (DWa) – Deputy Chief Medical Officer 
Fisayo Oke (FO) – Corporate Governance Manager 
Rob Davidson (RD) – Committee Officer (minute taker)

 

   
QSC/23/59 
 

APOLOGIES FOR ABSENCE 

Kiran Patel (KP) - Deputy CEO & Chief Medical Officer

 

   
QSC/23/60 
 

CONFIRMATION OF QUORACY 

The meeting was declared quorate.  It was noted that CM and GP 
were unavoidably delayed due to major traffic issues. In the initial 
absence of the Chair DH took the position for the first 15 minutes. 

 

   
QSC/23/61 
 

DECLARATIONS OF INTEREST 

DH declared his employed role at Coventry University and that he 
was also a trustee and board member of the charity Grapevine. 

 

   
QSC/23/62 
 

MINUTES OF THE PREVIOUS MEETING 

The minutes of the previous meeting held on 27 July 2023 were 
confirmed as an accurate record and APPROVED subject to the 
addition of “that it was and that” to QSC/23/38 paragraph four. 

 

   
QSC/23/63 
 

ACTION MATRIX  

MH noted that 22/102 was on track for the end of November 2023 
and that training was being undertaken. JW asked for NEDs to be 
updated. MH said that the paper would be circulated separately to 
NEDs and a virtual briefing undertaken. MH and DWa gave further 
explanation and update to action 23/45 in relation to never events 
and levels of harm. 
 
The Action Matrix was NOTED and completed actions were 
confirmed as closed.  

 
 
 
 
MH 
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QSC/23/64 
 

MATTERS ARISING 

None. 
 
It was agreed that some of the items would be taken out of the 
sequence of the written agenda to optimise colleagues’ time.  

 

   
QSC/23/65 
 

CHIEF OFFICERS EXCEPTIONS/UPDATE 

TB advised of the staffing improvements within Paediatrics following 
the recruitment of 10 new members of staff with a further 10 in 
January 2024. This had stabilised the position, and the risk would 
remain on the Corporate Risk Register. TB reported that Infection 
control was a mixed picture, but there was nothing of concern. 
 
MH noted Item 14 and said that fuller information would come to the 
committee. 

DW stated that there were no exceptions to report from KP. 

 
 
 
 
 
 
 
 
 
 

   
QSC/23/66 
 

QUALITY ACCOUNT PRIORITIES UPDATE 2022-2023 

MH presented the report and gave further detail and updates from 
the 2023/24 Quality Account Priorities.  
 
JW asked if letters to patients targets were measured and 
maintained.  MH replied that delayed responses to complaints had 
improved but urgent letters to patients were only 43% of the target 
and was being dealt with separately. 
 
The Committee NOTED the updates and RECEIVED ASSURANCE 
from the report. 

 

   
QSC/23/67 
 

PLACE REPORT – UPDATE AGAINST ACTION PLAN 

MH presented the update report noting that a Task and Finish group 
was in place to progress the action plan. Some inspections had been 
undertaken and results were to be presented. The four areas of focus 
identified from the national results were:  
 

1. General food assessment, service & presentation (ward food).  
2. Privacy, dignity and wellbeing  
3. Disability  
4. Dementia friendly environment  

 

A charity grant had been requested for adaptive cutlery. The 
mealtime food service had been audited together with the beverage 
trolleys in all areas. 95% of day rooms had been converted back to 
patient/relative rooms and carers charter posters had been approved 
for display. 
 
New standard signage for wayfinding had been approved. A charity 
grant request for 15 portable hearing loops had been made. Funding 
secured for reasonable adjustment/access and progress approved. 
PLACE specifications compliance for all new works, refurbishments 
and life cycle works were to be followed by Estates and Facilities 
teams.  New visual displays for hot and cold water taps were to be 
supplied. Charity bid for dementia friendly clocks had been made. 
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DH asked whether direct comparisons with other trusts was possible. 
MH confirmed that at least a year’s worth of data was now available 
to ensure this was being undertaken. JW asked for a further update 
at the beginning of 2024.  DH asked why charities were being 
approached for funding. MH said that some requests were made to 
obtain traction more quickly rather than rely on core budgets. 
Regarding the hearing loops, TB stated that this would be taken 
through the budget setting process for future years. 
 
The Committee RECEIVED ASSURANCE from the report.  

 
 
MH 

   
QSC/23/68 
 

PATIENT EXPERIENCE AND ENGAGEMENT REPORT 

CM joined the meeting and took the chair at this point, and thanked 
DH for starting the meeting in her temporary absence. 
 
MH presented the report and gave further detail, highlighting the 
following items: 
 

Compliments and thanks 
In Q1 there had been an increase in compliments. 
 

Complaints 
The Complaints team key performance indicator (KPI) was to provide 
a response to 90% of complaint investigations within 25 working days 
from registration. They continued to deliver month on month KPI 
compliance.  
 

Analysis of Doctors Strike on Complaints and PALS 
Following the Junior Doctor and Consultant strikes there had been an 
increase in the number formal complaints and PALS enquiries 
received regarding appointments, specifically in Q1.  
 

Complaints for further local resolution (FLR) 
During Q1 these had reduced from the previous quarter.,  
 

Parliamentary and Health Service Ombudsman (PHSO) 
Outcomes 
In Q1, the Trust received four referrals from the PHSO and no final 
outcome reports. 
 

The Patient Advice and Liaison Service 
The Trust received 774 PALS enquiries in Q1 v 857 in Q4, a 
reduction of 83. 
 

Complaints and PALS demographics 
For complaints and PALS in Q1, 75% of enquiries were received from 
those who were ‘White –British’ which was the same as the previous 
quarter. 
 

Patient Information Leaflets 
During Q1, 75 leaflets were updated, and 20 new ones were 
uploaded.  
 

National Survey Programme 
Urgent and Emergency Care Survey 2022 - the finalised results were 
published for the Urgent and Emergency Care 2022 National Survey 
on 25 July 2023.  
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Adult Inpatients 2022 
Field work was undertaken from January to April 2023. The results 
were published on 12 September 2023 and an action plan had been 
developed which was monitored through the Patient Experience 
and Engagement Committee. 
 

Maternity Survey 2023 
Fieldwork was undertaken from April to June 2023. The embargoed 
results were released on 8 September 2023. These had been shared 
with the service and an action plan developed monitored through 
PEEC.  
 

Adult Inpatients Survey 2023 
Fieldwork undertaken from January to April 2024. 
 
DH asked if the figures could be attributed to staff attitude and if 
training would resolve this issue. MH stated that there was also a 
need to overcome barriers raised due to COVID and the answer 
depended on both staff and patients. 
 
CM asked if data collection would cover specific staff groups.  TB 
confirmed that it would. CM asked what further staff training was 
being done. MH replied that he would respond with more detail. 
 
JW thanked the complaints and PALS teams and asked whether the 
improvements in the response rates was sustainable. MH stated that 
the Trust was seeing increased numbers of complaints and that they 
were becoming more complex so response times would be 
increasingly more pressured. TB said that complaints were also 
increasing as patients and their carers were not wishing to wait as 
long as previously. The Patient Safety Group was monitoring the 
situation. DWa stated that he worked with the teams to maintain links 
between clinicians and the process. TB said that she also received a 
weekly complaints report to enable monitoring and to see the 
emergence of trends. 
 
The Committee NOTED the report.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MH 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
QSC/23/69 
 

PATIENT SAFETY AND QUALITY GOVERNANCE IN LIGHT OF 
LUCY LETBY CASE 

MH introduced the paper, noting the extensive reappraisal the Trust 
had made of the culture and freedom staff had in respect of reporting 
concerns and whistleblowing. QSC noted the new role of the Medical 
Examiner.  MH invited GA and SK to comment on the report.  
 
It was noted that the Freedom to Speak Up app had been well used 
and exceeded expectations. The channels for reporting issues were 
discussed together with concerns raised over confidentiality. 
 
CM reflected on the likelihood of similar reports having been made 
available to the Countess of Chester hospital given what had 
happened there and what wider reassurance our Trust would need. 
 
GP asked how incidents of harm were escalated and what was the 
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initial triage process. MH and DWa noted that a senior medical 
colleague looked at all cases of moderate harm and above, and the 
case review further looked at senior managers and staff. PSIRF 
reported all harm reports. GA stated that they were fully sighted on 
reports and would upgrade a harm type if necessary. Primary 
mortality reviews had been in place since 2016.  SK said that a run of 
cases would trigger an investigation. MH added that it was very 
important to close loops by recording verbal conversations. 
 
JW noted the experience NEDs had with the Board walkarounds and 
talking to staff on wards. 
 
GP said that the paper needed expanding and JW pointed out that 
there needed to be more reference to informal visits which would 
underpin cultural issues.  DH stated that the Trust needed an extra 
level of assurance around groupthink.  This was agreed. 
 
CM noted that the Chairs of this and other committees were not 
routinely contacted after issues had occurred (unlike in other sectors) 
and asked if this could be done in future.  This was agreed. 
 
TB noted that actions raised within the paper determined the areas of 
enquiry and the staff survey needed pulling through to QSC as well 
as People Committee.  This was agreed. 
 
It was noted that the Trust recognised that early warning of issues 
and trends was vitally important and that COG would also be sighted.  
 
GH stated that page four of the report, in relation to the response 
processes, needed more balance.  MH responded that this would be 
added. It was agreed that the paper needed to include what needed 
to be done differently to strike the right balance. 
 
SK asked when the action plan would happen and what extra funding 
would be available. MH said that this would take time.  DWa asked if 
a mechanism was in place for patient/carer concerns.  MH said that 
this was normally collected through PALs and the complaints 
procedure 
 
JW stated that a register of all bank and agency staff should be 
maintained and that they were also a good source in flagging 
concerns. JW said that communications and media engagement 
should provide details of the ‘Whys’ as well as ‘Whats’. 
 
The Committee RECEIVED ASSURANCE from the report, 
CONSIDERED the content and areas for improvement and 
ENDORSED the report, with additions, for sharing with the Trust 
Board. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MH 

QSC/23/70 
 

CORPORATE RISKS REPORT 

The report took the report as read and DWa welcomed questions 
from committee members.  
 

It was noted that there were 10 high risks reported and 11 moderate 
risks. There had been no change since the July report. 
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The Committee RECEIVED ASSURANCE from the report.  
   
QSC/23/71 
 

MATERNITY SAFETY IMPROVEMENT PLAN 2023/24 UPDATE 

GA and SK presented the report noting that. 

 Current activity including births, deliveries and bookings 
highlighted a slight decrease compared to the same period in 
2022/23. 

 Perinatal Mortality included reviews and the Perinatal Quality 
Surveillance Model. The service was on track with all nationally 
agreed timescales for multi-disciplinary reviews including patient 
involvement in all investigation and review processes. 

 The stillbirth rate was at 6.61 per 1,000 births for the reporting 
period and 5.07 per 1,000 births for the rolling 12-months. There 
were nine stillbirths during the reporting period, for which two of 
the mothers had not received antenatal care at UHCW so there 
had been no opportunity to influence the outcome. There were 
five neonatal deaths, two of whom had received no care within 
the maternity department prior to admission. Maternal ethnicity 
and age had been included in the report. A local assurance 
review of perinatal mortality against the recent national 
MBRRACE report was presented to Quality Standards 
Committee in July 2023 and Quality and Safety Committee in 
September 2023. 

 There had been four cases referred to HSIB during the reporting 
period and one local Serious Incident. Any immediate learning 
had been actioned. 

 Midwifery Continuity of Carer (MCoC) was on hold for the Trust in 
line with recommendations from the final Ockenden report. All 
national target dates to deliver MCoC had now been removed. A 
high-level implementation plan was in place for when appropriate 
staffing levels could be achieved and MCoC could be 
reconsidered. 

 The current midwifery vacancy rate was 36.97wte with a further 
36wte in the pipeline to commence in the last three months of 
2023. The department had fully recruited into all funded 
internationally educated midwifery posts. 

 The midwife to birth ratio had been maintained at 1:28 – 1:29. 
One to one care in labour was achieved 100% of the time. There 
was one period reported that the coordinator was not 
supernumerary, however this did not include caring for a woman 
in labour or impact on patient safety. There was one reported red 
flag relating to delays in the induction of labour process, however 
there were no adverse outcomes or clinical harm identified. 

 The report updated on the Trust progress against the Single 
Delivery plan for maternity and neonatal services (2023) which 
had combined all previous maternity reports for monitoring 
purposes. 

 

Service user feedback was sought through the Maternity Voices 
Partnership and patient surveys. The department continued to 
receive positive feedback which was shared with the team through 
‘Feedback Friday’ and were the recipients of many Daisy nominations 
during this reporting period. There were also 32 OSCA nominations 
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with the neonatal service celebrating being shortlisted as finalists. 
 
GA and SK reported a constant stream of referrals through the 
mutual aid scheme. Training places had been offered to Universities 
of Leicester and Coventry. SK reported that there remained a 
vacancy for a consultant. 
 
GP asked if the Trust could refuse mutual aid requests and where 
they came from. GA stated that some requests should go to Leicester 
first but UHCW would always try to accept requests.   TB noted that 
there were some delays and escalations with a neighbouring trust. 
DWa stated that the Trust had maintained a safe process. 
 
CM added her congratulations on the positive feedback to the team. 
 
The Committee RECEIVED ASSURANCE from the report. 

   
QSC/23/72 
 

PERINATAL MORTALITY REVIEW OUTCOME OF 
INVESTIGATION 

GA and SK presented the report which had reviewed the key 
findings, revisited the local data and reviewed associated learning. 
The 2021 birth cohort within the report included babies who were 
born during the COVID-19 pandemic. Changes to maternity services 
access or a reluctance to attend hospital could potentially have led to 
an increase in mortality rates.  
 
There were two cases identified within the PMRT process where the 
COVID-19 pandemic impacted on their care, in addition to CO 
screening being paused based on Public Health guidance. A detailed 
examination of the impact would be presented within the full 
MBRRACE Perinatal Mortality report due to be published in October 
2023. 
 
At UHCW there were six late fetal losses , 35 stillbirths and nine 
neonatal deaths for the reported period. These were all reported to 
MBRRACE for inclusion within the surveillance report. 
 
There were six stillbirths and ten neonatal deaths where no antenatal 
care was provided by UHCW. 
 
The Trust was an outlier for preterm births below 31 weeks gestation 
compared to the national average. The report aligned to the 
agreement across the LMNS to support all preterm births below 32 
weeks gestation. 
 
It was further reported that the Trust was above the 5% rate for 
congenital issues in cases where ethnicity was other than white. 
Social deprivation was reported as not being an outlier.  
 
GP noted that the graphs presented were difficult to understand as 
detail was missed. SK noted that patients remained with the Trust 
after perinatal care which affected numbers presented. 
 
CM asked whether there was more the Trust could do in outreach to 
migrant groups. SK said that there was more GPs could do but there 
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were nationwide issues on female health related to high BMIs. 
 
CM asked if the progress of premature babies was tracked by the 
Trust after discharge. DWa confirmed that they are and if health 
issues present this continues throughout their time as Trust patients. 
 
The Committee  RECEIVED ASSURANCE from the report. 

  
 

 

QSC/23/73 
 

LMNS EQUITY AND EQUALITY PLAN 

The plan had been shared through the ICB to NHSE. It was based on 
four key principles for local maternity systems to support 
interventions and reduce health inequalities. 
 
GA noted that the Trust was working closely with the local 
immigration teams with a number of Afghan women looked after at 
Rugby. The Trust faced difficulties as this people group were moved 
on and contact had been lost.  City of Sanctuary accreditation was 
being sought. 
 
DH asked if adequate senior management time was allocated to 
ethnic groups. GA noted that the Trust was provided system wide 
time and was supported across our area. SK stated that there was a 
tension in providing services where patients were in transit. 
 
GP asked what support staff were given for this provision and CM 
asked whether an extract could be provided in future reports to show 
the overview.  This was agreed. 
 
The Committee RECEIVED ASSURANCE from the report.  

 

   
QSC/23/74 
 

EMERGENCY DEPARTMENT (ED) PERFORMANCE REPORT 

EH presented the report noting that this was a follow on from that of 
March 2023.  QSC had asked for EH to examine the link between 
overcrowding in the ED and harm at the Trust. 
 
EH reported that causes of crowding in the ED were related to input, 
throughput, and output challenges. ED overcrowding was nationally 
associated with harm and increased mortality. 
 
EH examined local quality, safety, operational and workforce metrics 
for correlation with local ED crowding markers. 
 
Local data suggested national evidence was externally generalisable 
to UHCW.  There was positive correlation between UHCW ED 
overcrowding and: 

 Increased Trust mortality 
 Suboptimal care 
 Increased Trust serious incidents 
 Staff sickness 
 Overall operational performance of the ED 

 
GP asked about relative performance compared to other trusts.  EH 
reported that UHCW was consistently better for ambulance offloads 
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but was in the middle for overall waiters. GP further asked if the Trust 
had a duty of candour for those waits.  EH replied that we did not. 
The decision to treat was made at the arrival of the patient not at the 
point where the patient had waited and was in front of a clinician. 
 
DH asked for clarity around the tracking process of individuals. It was 
noted that a patient was triaged within 15 minutes of arrival and 
further checks were made dependant on the length of time the 
patient had been waiting. DH asked whether further research was 
needed to see if a further step to avoid harm was required. 
 
CM suggested that QSC NEDs visit the ED as part of their oversight 
of ED performance.  This was agreed.  MH will liaise with the QSC 
NEDs to enable this to happen before the next QSC meeting.  
 
The Committee RECEIVED ASSURANCE from the report.  

 
 
 
 
 
 
 
 
 
 
 
 
MH 
 
 

   
QSC/23/75 POSTGRADUATE DOCTORS FEEDBACK PRIORITISED ACTION 

PLAN 
 

 SS presented the report noting that a number of non-pay related 
issues had been identified that had impacted on the work 
environment and job satisfaction for both doctors in training and 
locally employed doctors. The report summarised the progress made 
to address these issues. 
 
The medical education directorate had been working with colleagues 
in medical workforce, Estates and other offices. Further work was 
needed to provide on call rest facilities for both safety and wellbeing 
together with some other works. 
 
JW asked how confident the Trust was in having actions completed 
by December 2023. SS replied that there was confidence in some 
areas but not all and gave examples. 
 
CM asked for a further update for the January 2024 meeting. 
 
The Committee APPROVED the report. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
KP/SS 

QSC/23/76 
 

RESEARCH AND DEVELOPMENT ANNUAL UPDATE REPORT 

DWa presented the report which was taken as read. 
 
GP asked that if a clinical trial target had not been met how it would it 
be recorded in the IQPFR. DWa said it would be reported separately. 
  
The Committee NOTED the report.

 

   
QSC/23/77 
 

PALLIATIVE AND END OF LIFE CARE ANNUAL REPORT 2022/23 

TB presented the report which outlined quality information associated 
with Palliative and End of Life Care (PEoLC) at UHCW, as well as the 
close links to both the Coventry Place PEoLC and End of Life Care 
priorities and the emerging Coventry and Warwickshire PEoLC 
Strategy 2023 – 2028. 
 

The paper demonstrated areas of exceptional practice and outlined 
challenges and areas for continuous improvement. TB noted that the 
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recorded deaths upon arrival at the Trust suggested more work was 
needed. There were challenges in recruitment and further investment 
was needed to provide 24-hour palliative care.  Staff training and 
education remained a focus. The pathway process needed more 
work. DWa was very positive about the team and noted that another 
member of staff was required. 
 
CM asked about links to care homes and the transfer of patients to 
their preferred place for palliative care. TB noted the work done in 
improving lives and the trends that had been shown. DWa confirmed 
that the Trust was linking available data to patients’ wishes. 
 
The Committee RECEIVED the report and NOTED the activities, the 
NACEL audit results and the imminent launch of ICB PEoLC strategy.  

   
QSC/23/78 
 

ORGAN DONATION COMMITTEE TERMS OF REFERENCE 

The Terms of Reference document was presented. It was noticed 
that the document was not the latest version.  It had been renamed 
the Organ & Tissue Donation Committee some time ago.  JW said 
that she would liaise with colleagues to obtain the correct version. 
 
Following discussion, the Committee did not approve the Terms of 
Reference and it was agreed this be delegated to the CM and JW 
when the correct version had been located.

 
 
 
 
 
 
 
 
CM/JW 

   
QSC/23/79 
 

INTEGRATED QUALITY PERFORMANCE & FINANCE REPORT 

DWa presented the report noting that a number of the points 
contained within it had already been covered in earlier agenda items.  
 
The reduction in urgent clinical letters sent to 47.98% within seven 
days was reported.  Committee was concerned by the fall and asked 
for the reason and whether there was a longer term trend developed. 
Committee further noted an error contained within page three of the 
report and asked for clarification, which was provided.  
 
The Committee RECEIVED ASSURANCE from the IQPFR.  

 
 
 
 
 
 
 
 
KP 

   
QSC/23/80 
 

BOARD ASSURANCE FRAMEWORK (BAF) 

FO presented the BAF, which had been updated throughout the 
meeting to reflect reporting and discussion.  FO proposed that, in 
relation to the first line of assurance, the rating of Patient Experience 
and Engagement be changed from Green to Amber.  
 

Maternity safety and plan status was changed from Amber to Green, 
PEoLC and PLACE assessments remained unchanged and ED harm 
data was changed to Amber for both status and assurance, whilst 
PLACE assessments remained Amber.  
 

Concerns around values and behaviours of staff was included as a 
gap, noting the mitigation to include re-education of staff, and PLACE 
actions monitoring through a task and finish group. 
 

Under the second line of assurance Postgraduate Doctor’s Feedback 
although accepted, remained as Amber at this stage.  
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With the above changes, the Committee RECEIVED ASSURANCE 
from the BAF.  

   
QSC/23/81 
 

DRAFT AGENDA FOR NEXT MEETING 

The draft agenda was noted as being very full. Given the importance 
of the work of QSC, the Chair proposed some flexibility in adding an 
extra meeting in the year if required to give sufficient coverage to all 
items. TB said that the delivery plan and timings would be reviewed.  
DH suggested a workshop style approach on certain items rather 
than an additional formal meeting.  It was agreed to explore this as 
part of reviewing the annual agenda plan. 
  
The Committee NOTED and APPROVED the draft agenda for the 
next meeting. 

 
 
 
 
 
 
 
MH/CM 

   
QSC/23/82 
 

ANY OTHER BUSINESS 

None. 

 
 

   
QSC/23/83 
 

CHAIR’S REPORT TO TRUST BOARD 

CM proposed that her report should include aspects of the Maternity 
Safety Report and Plan, Outline for Perinatal Mortality, Patient 
Experience and Engagement Report, Patient Safety and Quality 
Governance in the light of the Lucy Letby case, ED performance and 
aspects in relation to Palliative and End of Life Care. 
 
The proposed content of the Chair’s report was AGREED by the 
Committee. 

 

   
QSC/23/84 
 

MEETING REFLECTIONS 

Committee members complimented the quality of reports received. 
 
CM thanked the guests who had joined the meeting, commenting that 
they were very patient waiting for their particular items due to the 
travel difficulties experienced by a number of colleagues. The 
maternity reports were particularly good. The ED update had been 
useful but further work was required.

 

   
 
 

MEETING END TIME – 12:45 
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REPORT TO PUBLIC TRUST BOARD 

HELD ON 7 DECEMBER 2023 
 

Report of the Quality and Safety Committee 
following its meeting held on 30 November 2023 

 

Committee Chair: Carole Mills 

Quoracy: The meeting was quorate. 

Purpose: This report provides assurance that the Quality and Safety Committee (QSC) has 
formally constituted its duties in accordance with the terms of reference and to advise 
of the business transacted.  

Recommendations: The Board is asked to: 
1. Confirm assurance received from the business discussed at the meeting. 
2. Raise any questions in relation to that. 
3. Consider any matters highlighted for escalation. 

 
Key highlights of discussions held during the meeting 

 

ISSUE DETAILS 

Overall The Committee was disappointed that a number of subject specialist officers 
had sent apologies but not sent briefed substitutes to introduce their reports, 
respond to detailed questions and thereby provide full assurance. 

Item 9: Patient Experience 
and Engagement report  
 
 
 
 

We noted the overall increase in both compliments and complaints received. 
92% of complaints had been dealt with 25 working days.  We discussed the 
impact of industrial action, noting that the top three themes were 
communication, appointment cancellations and clinical treatment within the 
surgical group.  The importance of letters starting with an apology and written in 
an empathetic style was reiterated.   

Item 11: PSIRF Policy and 
Plan 

We received and endorsed the PSIRF Policy and Plan, noting the significant 
work undertaken within the Trust. A number of Committee members had 
attended recent training sessions.  We were concerned to ensure that future 
training is efficient, effective and engaging given its critical importance.   

Item 12: Corporate Risks We noted with concern that the risk relating to Dermatology had been closed, 
as there were a number of prevailing unresolved issues relating to this service. 
Although it was recognised that its closure was likely to be because it was 
being viewed as a standalone risk, this was felt inappropriate given the issues 
raised in the Medical Education report, which warranted further investigation 
and resolution. 

Item 13: Safe Staffing We were pleased to note that higher staffing levels had been achieved in key 
areas over the period of the report , including the key developments and 
activity in relation to Nursing, Midwifery and AHP staffing. 

Item 15: Medical Education 
Report 

 

The Committee was concerned to note that despite efforts to improve things, 
trainees have again expressed concerns about a range of issues in 
Dermatology, which resulted in a TPD and NHSE quality team visit in August.  
There is a need to urgently and sustainably address the matters raised in order 
to retain training places.  

We were pleased to receive the results of the National Student Survey and 
noted the significant improvements for Warwick Medical School compared to 
previous years, with the school now scoring the highest on all areas of 
satisfaction when compared to the other graduate entry medical schools. 
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Item 18: Hospital 
Transfusion Committee 
Annual report 

We received this thorough written report along with a verbal update.  Whilst we 
were pleased to hear about the commendable improvements made in reducing 
waste blood, we were very concerned to hear of the delays in replacing 
storage fridges, whilst noting a temporary mitigation was in place.   

We were also concerned to hear about the lack of reliable WiFi connectivity in 
some parts of the hospital, resulting in traceability records being completed 
manually, compromising efficiency.  We strongly endorsed the need for the 
new EPR system to have additional development to provide the critical facility 
to scan blood labels. 

 

Item or issue for 
escalation 

Purpose for escalation Escalated to 

Replacement blood fridges 
EPR facility for scanning 
blood labels 

Rapid procurement and installation 
Accurate traceability records and service efficiency 

CNO 
SRO for EPR 
 

Other items considered 

Item 7: Integrated Quality, Performance and Finance Report 
Item 8: Infection Prevention and Control Update 
Item 10: Patient Safety and Risk Learning Report 
Item 14: Mortality (SHMI and HSMR) Update 
Item 16: Quality Schedule 
Item 17: Quality Impact Assessments 
Item 21: Board Assurance Framework 

 

Terms of reference Agenda item 

Advise the Trust Board on the strategic aims and 
objectives of the Trust 

 

Review risks to the delivery of the Trust’s strategy as 
delegated by the Trust Board 

Item 12: Corporate Risks Report 

Item 21: Board Assurance Framework  

Approval of the quality strategy  

Review the Quality Account Item 16: Quality Schedule 

Receive assurance on the organisation structures, 
processes, and procedures to facilitate the discharge of 
business by the Trust and recommend modifications 

Item 9: Patient Experience and Engagement Report 

Item 10: Patient Safety and Risk Learning Report 

Item 11: PSIRF Policy and Plan 

Item 13: Safe Staffing 

Item 18: Hospital Transfusion Committee Annual 
Report 

Receive reports from the Chief Officers relating to 
organisational performance and quality within the remit 
of the Committee  

Item 7: Integrated Quality, Performance and Finance 
Report 

Item 16: Quality Schedule 

Receive assurance on the delivery of strategic 
objectives and annual goals within the remit of the 
Committee 

 

 

Review performance against quality indicators and 
seek assurance about the effectiveness of remedial 
actions and identify good practice. 

Item 7: Integrated Quality, Performance and Finance 
Report 
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Terms of reference Agenda item 

Receive assurance about the effectiveness of 
arrangements for; 

• infection prevention and control 

• patient safety 

• patient experience 

• clinical effectiveness  

• managing patients with mental health issues  

• health and safety 

Item 8: Infection Prevention and Control Update 

Item 9: Patient Experience and Engagement Report 

Item 10: Patient Safety and Risk Learning Report 

Item 13: Safe Staffing 

Item 14: Mortality (SHMI and HSMR) Update 

Item 15: Medical Education Report 

Item 17: Quality Impact Assessments 

 

Review the terms of reference for the Committee and 
recommend approval to the Trust Board 

 

Other  

 

Meeting cycle achieved for this month: Yes  
Reference any items that were not taken at this meeting, explaining why and when it has been rescheduled. 

Item 19: Impact and Lessons Learnt from Industrial Action. This item was deferred to the January 2024 meeting 
as not all data was available for the meeting date. 
Item 20: NHSE Audit on Paediatric Audiology. This item was deferred to the January 2024 meeting due to time 
constraints. 

 

Attendance May July Sep Nov Jan Mar 

Was the meeting quorate? Yes Yes Yes Yes Yes Yes 

N
E

D
s
 

Carole Mills Chair       

Douglas Howat Member       

Gavin Perkins Member       

Janet Williamson Member       

Chief Medical Officer Member       

Chief Nursing Officer Member       

Chief Quality Officer Member       

Where a Chief Officer is not available, an appropriate deputy is in attendance. 
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MINUTES OF THE MEETING OF THE FINANCE AND PERFORMANCE 
COMMITTEE HELD AT 13:30 ON THURSDAY 28 SEPTEMBER 2023 AT UHCW 

CSB 
 
 

        

MINUTE 
REFERENCE 

DISCUSSION ACTION 

   
FPC/23/84 PRESENT  

 
Jerry Gould (JG), Vice Chairman – CHAIR 
Jenny Mawby-Groom (JMG), Non-Executive Director 
Janet Williamson (JW), Non-Executive Director 
Jo Lydon (JL), Interim Chief Operating Officer 
Su Rollason (SR), Chief Finance Officer

 

   
FPC/23/85 IN ATTENDANCE 

 
Antony Hobbs (AH), Director of Operational Finance 
Amar Bhagwan (AB), Director of Procurement  
Fisayo Oke (FO), Corporate Governance Manager  
Jessica Mabbott (JM), Committee Officer (Minute Taker)

 

   
FPC/23/86 APOLOGIES FOR ABSENCE 

 
No apologies for absence.

 

   
FPC/23/87 CONFIRMATION OF QUORACY 

 
The Chair confirmed the quoracy of the meeting and declared the 
meeting open in accordance with Standing Orders.

 

   
FPC/23/88 DECLARATIONS OF INTEREST 

 
There were no declarations of interest made. 

 

   
FPC/23/89 MINUTES OF THE PREVIOUS MEETING 

 
The minutes of the Finance and Performance Committee (FPC) held 
on 31 August 2023 were APPROVED as a true and accurate record. 

 

   

FPC/23/90 ACTION MATRIX  
 
JG confirmed that actions FPC/22/260, FPC/23/76 and FPC/23/77 
were to be closed. All other actions were to remain on the Action 
Matrix pending an update at the next FPC meeting.  

 

   
FPC/23/91 MATTERS ARISING 

 
No matters arising. 
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FPC/23/92 PROCUREMENT UPDATE 
 
AB joined the meeting to present the report to the Committee. AB 
highlighted that there were 383 contracts on Atamis with 6 contracts 
due for archiving if the contract was not required or the contract had 
been renewed or replaced.  
 
AB added that the workplan was on Atamis and 6 complex 
procurements were in flight or to be started. AB noted that in terms of 
waste reduction it was £777k in year delivery.  
 
AB pointed out that GHX and EPR was a key focus for the next 3 
months to support Go Live. AB added that there were system 
challenges that were being worked through.  However, GHX 
Requisition manager had been delayed until after EPR Go Live.  
 
AB reported that NHSE had started to restrict which frameworks the 
Trust could use which had an impact on how the Trust goes out to 
market. AB lastly highlighted that recruitment and retention continued 
to be a challenge across materials management.  
 
JG asked if there were any negative implications of NHSE restricting 
the Trusts contracts. AB said that the Trust had a people centred 
approach with access to subject matter experts both internally and 
externally, under the new approach it was not possible to get the 
same type of access to subject matter experts. AB added that UHCW 
could in the future be a framework provider but only when there was 
a balanced approach for all frameworks that providers would be 
involved in.  
 
SR suggested a strategy session in the future to discuss this further. 
The Committee agreed. 
 
AB left the meeting.  
 
The Committee NOTED the Procurement Update. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AB/SR 

   
FPC/23/93 EMERGENCY CARE UPDATE 

 
JL presented the report to the Committee, highlighting key points. JL 
informed the Committee that the Trusts performance against the 4 
hour standard had seen a 5.2% year on year improvement when 
compared to August 2022. JL added that the Childrens Emergency 
Department had seen improvements in the 4 hour performance year 
on year with year to date performance at 73.18%.  
 
JL noted that the Trust was in a challenging position in terms of the 
number of patients who were medically fit to discharge, and this 
translated into the high bed occupancy.  
 
JL highlighted that the Direct Access Pathways model was live, and 
that ambulance handover performance remained on an upward 
trajectory and was above the West Midlands average on all metrics. 
JL reported that within the wider urgent care pathway work had been 
ongoing regarding the Improving Lives Programme, focusing on 
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inpatient flow, reducing length of stay and use of Urgent Community 
Response.  
 
JL assured the Committee that performance would continue to be 
monitored through the Urgency and Emergency Care Board but 
noted that winter would be challenging and NHSE had expressed 3 
main areas of showing success in the Trusts winter response which 
were: ensuring the achievement of the 4 hour wait target, Minimising 
the 12 hour wait within the Emergency Department and the category 
response times for West Midland Ambulance service.  
 
JL lastly explained that a focus was to be mindful of the wellbeing 
and support being given to teams. JG thanked the teams for their 
hard work, with Committee members agreeing with this. JMG 
mentioned that it was clear that significant improvements had been 
made from the figures presented in the report.  
 
JMG queried the Direct Access Pathways (DAP), explaining that on a 
recent Board walkaround within the frailty department it was 
expressed that this area in particular was not benefiting from DAP 
and requested to see an update in 6 months’ time on this area and 
how it ties in with elderly care. JL agreed and said that the frailty 
department was implementing a push model rather than a pull model 
and working collaboratively with other departments.   
 
JW mentioned that the occupancy level in August was high and 
questioned where this was predicted to be in the winter period. JL 
stated that winter would be challenging unless the Trust saw 
significant changes in patient discharges, however the Improving 
Lives programme would support with this. JL added that the 
complexity of situations makes patient discharges challenging.  
 
JW queried how quickly initiatives would be scaled up and if funding 
would be required to achieve that. SR stated that the Trust was trying 
to understand the consequences of funding going into those areas 
and how capacity was affected. JW asked if majority of the winter 
funding was going into the community. SR confirmed that some of the 
funding was coming into the acute setting but not everything was 
included in the funding allocation.  
 
JMG asked how confident the Trust was in terms of partner agencies 
being able to supply staffing. SR said she was not entirely confident 
of how capable partners were to provide staffing.  
 
The Committee NOTED and RECEIVED ASSURANCE from the 
report.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JL 

   
FPC/23/94 PROTECTING AND ENHANCING ELECTIVE CAPACITY – SELF 

CERTIFICATION 
 
JL presented the report to the Committee, highlighting that NHSE had 
requested national support for outpatient transformation with 3 key 
outpatient operational priorities identified within the report which 
require assurance via a self-certification process which then must be 
signed off by the Chair and CEO. 
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JL mentioned that there was 2 metrics reported as amber as UHCW 
would not be in a position to fully meet the goal by the end of 
October.  
 
JL stated that first outpatient appointments had been marked as 
amber, however the majority of specialities would meet the target. JL 
noted that specialities that were particularly challenged were 
Gynaecology, ENT, Dermatology and Neurology and it was 
suggested that these specialities would not meet the target by the 
end of October.  
 
JL also added that the Trust was unable to clearly split out the follow 
ups in terms of patients who were a follow up with procedure and 
patients who were a follow up without procedure, which required 
ongoing work to provide assurance. JMG asked if EPR would help 
with the above. JL said she was unsure as it was unclear on the 
reasons why follow ups could not be split. JMG queried if this could 
be helped with appropriate coding being done in the background. JL 
confirmed that it was a possibility. Work was being done to reduce 
follow up appointments, but the graphs contained within the report do 
not show this in a clear way.  
 
JW queried what was being done with the high number of no 
responses to text messages. JL confirmed that letters were also sent 
to patients, adding that different aspects were being explored.  
 
JMG questioned in regard to PIFU, if the Trust looked at the level of 
follow up rate and DNA rate was. SR stated that there was evidence 
that patients initiate more follow-ups when using PIFU and this was 
being monitored within the quality department.  
 
JMG pointed out that point 3d regarding follow up appointments had 
not been shared at Committee and Board level on that specific area 
to allow full understanding. JG queried whether scrutiny of this 
element was within the scope of FPC and suggested that it was really 
a service quality issue and therefore more appropriately addressed 
through a different Committees such as QGC. SR confirmed that 
GIRTH was reported through Quality and Safety Committee (QSC). 
JL agreed to add a section in the report to confirm where each aspect 
had been reported to provide clarity.  
 
The Committee NOTED and APPROVED the report subject to the 
above suggested amendments. 

   
FPC/23/95 NATIONAL CANCER WAITING TIMES STANDARDS 

 
JL presented the report to the Committee, confirming that the 
purpose of the briefing was to provide an update to the national 
cancer waiting times standard as set out by NHSE.  
 
JL added that the existing 10 waiting time standard would be 
consolidated down to 3: 

- 28 Day Faster Diagnosis Standard 
- A single 31 day decision to treatment standard 
- A single 62 day referral to treatment standard. 
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JL reported that the guidance described the removal of the 2 week 
wait standard which would be replaced by the 28 day faster diagnosis 
standard, however the trust would continue to monitor against the 2 
weeks wait standard internally.  
 
JL assured the Committee that there was no performance impact 
expected however, data fluctuates daily regardless of targets and 
some areas were significantly challenged.  
 
The Committee NOTED and RECEIVED ASSURANCE from the 
updated cancer standards. 

   
FPC/23/96 INTEGRATED QUALITY, PERFORMANCE AND FINANCE 

REPORT 
 
JL presented the report to the Committee, highlighting that the Trust 
delivered performance of 72.74% for August for the 4 hour standard 
which was below the national standard of 76%. JL added that 
although UHCW was below the benchmark position for England, 
UHCW was above the Midlands.  
 
JL mentioned that one 12 hour trolley wait was reported in August 
2023 and that the average weeks wait was 20.8. JL added that there 
had been a reduction in the number of RTT 52 week wait patients 
with 5,370 for July. However, RTT 78 week waits had increased to 5 
in July which was an increase from 3 in June.  
 
JL highlighted that Diagnostic waits under 6 weeks was 3.81% in 
August, a decline in performance on the previous month and that 
seven national cancer standards were achieved in July. 
 
JL explained that the Two Week Wait Suspected Cancer was not 
achieved, and the 62 day performance was reported as 48.42% for 
July. The Trust failed to achieve the 62 Day National Screening 
Programme standard in July at 50% due to diagnostic delay and 
treatments and there were 21 breaches where patients were treated 
after the 104+ day target. JL added that the average number of long 
length of stay patients for August was 197, an increase of 12 from 
July. 
 
JL mentioned that Radiology reporting for MRI and CT had been 
challenged due to Industrial Action causing an ongoing backlog, 
however support was being provided to the team. 
 
JMG queried if the average wait time was monitored. JL confirmed it 
was not currently monitored as the focus was on the cohort of 
patients wait times. JMG requested that the average wait be included 
in the report compared to the national average wait time.  
 
JW commented that 11 of the breaches were in dermatology, 
querying why this had occurred. JL said that recruitment was an 
issue alongside increasing referrals. JMG asked if the ICS could 
support with this. JL agreed and stated that the community model for 
dermatology would take away roughly 25% of UHCW’S work to a 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JL 
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more appropriate community division.  
 
JG questioned why performance regarding clinic letters decreased in 
August. JL was unsure of the exact reason but suggested secretarial 
vacancies had contributed to it.  
 
The Committee REVEIWED and NOTED the report. 

   
FPC/23/97 INTEGRATED FINANCE REPORT 

 
SR presented the report to the Committee, informing the Committee 
that the organisational focus was on the implementation of EPR.  
 
SR reported that the emergency pressures position assumes £2.5m 
of costs which assumes an additional cost of £2.5m for the winter, 
which was not supported by additional funding, however the upside 
would be additional funding being made available to cover both the 
current position and to offset the downside scenario.  
 
SR reported that the month 5 year to date position showed a £4.6m 
deficit compared to the revised NHSE/I deficit plan of £4.6m. SR 
added that the Trust was forecasting a break even position, therefore 
the forecast additional control had been met. However, the forecast 
assumes an additional £18.4m of future waste reduction savings to 
be made before the end of the year.  
 
SR highlighted that Capital expenditure was £13.7m year to date, 
compared to the £15.3m plan. SR added that the forecast capital 
expenditure was £45.4m which was an increase of £1.4m from the 
original plan.  
 
SR outlined that capital funding continued to be a significant risk and 
the system submitted a compliant plan with the assumption that 
additional digital allocation would be available in year to support the 
UHCW EPR capital programme. SR added that 2023/24 EPR capital 
cost was forecast to be at least £7.6m as opposed the £6 million 
originally envisaged.  
 
SR reported that a risk of £1.8m had been identified in the CDC 
Capital Scheme for 2024/25 and the Trust had submitted a bid to 
NHSE requesting additional capital allocation funding for this.  
 
SR went on to confirm that agency expenditure was £9.0m which was 
0.8m above the year to date agency ceiling of £8.2m.  
 
Month 5 provisional elective performance was 108.4% of pre-
pandemic baseline against a target of 109%. SR added that the 
Trusts ERF target had reduced by 2% to reflect the estimated impact 
of Industrial Action on output in April, meaning that across all 
commissioner contracts, there would be a transfer of £3.5m from the 
variable element of the API Contract to the fixed element. 
 
SR confirmed to the Committee that the Trust was hitting targets, 
however, there was significant challenge regarding the waste 
reduction programme. JG mentioned that the Trusts recurrent 
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amount identified was worse this month. SR agreed, adding this was 
due to re-assessment of what qualified as recurrent.  
JMG questioned what was happening regarding the creditor’s 
situation. SR said that this had been escalated within the system and 
directly with the ICB.  
 
The Committee CONFIRMED THEIR UNDERSTANDING of the 
month 5 financial position for 2023/24.

   
FPC/23/98 FINANCIAL RECOVERY BOARD PROGRESS REPORT 

 
SR presented the report to the Committee, highlighting that as of 
month 5 the Trust was forecast to deliver £40,025k which was 69% of 
the overall plan. SR added that the forecast savings of £31,465k 
were Non-Recurrent compared to £8,560k Recurrent.  
 
SR confirmed that the Trust had delivered actual savings of £16,259k 
against a YTD target of £20.178k of which £13,107k was Non 
Recurrent. The majority of this had been delivered through the Local 
WRP workstream, VfM & Non-Pay workstream and Workforce 
Vacancies. 
 
SR explained that the Workforce Vacancies programme had 
delivered YTD recurrent savings of £272k and Non-Recurrent 
savings of £2,487k, against a YTD target of £3,631k. SR added that 
the main workstreams under-delivering against the YTD target were 
VfM and Non-Pay and Workforce Vacancies.  
 
SR highlighted that due to the current forecast and YTD position, a 
number of suggestions to address performance were discussed at 
the meeting with actions agreed with updates due at the next FRB on 
17th October. SR added that the main action agreed was a review of 
vacancies to turn those into recurrent savings.  
 
SR mentioned that 2 deep dives had taken place within Theatre and 
Outpatient productivity to enable an understanding on what the 
trajectory for recovery would be. SR confirmed that there had been 
an improving trajectory regarding theatre utilisation and late starts 
were lower than peers.  
 
JG queried if the improving lives workstream included assumptions 
around community staff transferring from CWPT. SR said it does not 
include that assumption but includes the benefits realisation of the 
actual work and the release of capacity from the improving lives 
programme. 
 
JG mentioned that as community support was currently provided by 
someone else and was transferring to UHCW, the Trust would incur 
the additional costs of delivering and asked if we were fully confident 
in respect of the quantum of these costs. SR advised that until there 
was an understanding on what the end point of the model was versus 
what the due diligence process was, she was unable to make that 
assessment. 
 
The Committee RECEIVED ASSURANCE from the report.   
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FPC/23/99 2023-24 FINANCIAL PERFORMANCE, CONTROLS AND 

GOVERNANCE 
 
SR presented the report to the Committee, confirming that the ICB 
had received a letter from NHSE regional regarding 2023/24 financial 
performance, control and Governance outlining a set of expectations 
and controls which NHSE asked the ICB to confirm compliance with. 
 
SR highlighted that the Trust would be required to respond to the 72 
controls, providing evidence and RAG rating in advance of the 
request from the ICB. SR added that of the 72 controls, 8 were not 
applicable for providers, 51 had been delivered and 14 were in 
progress. 
 
SR reported that due to the approach taken by UHCW to implement a 
financial recovery regime the Trust was ahead in the application of 
the controls. 
 
JMG questioned what the criteria was for something to be RAG rated 
as red. AH confirmed that Deloitte had assessed the ratings.  
 
JMG queried what was being done around rostering control as the 
report mentioned that forward look would no longer be in use. AH 
confirmed that the nursing team use forward look, but the Trust works 
in a different way currently. JMG said that this was worded in a 
confusing way, the Committee agreed.  
 
JMG also queried the linking of medical workforce holiday planning to 
theatre and clinic planning, adding that work had been done but she 
was not clear on the linking. SR confirmed that it was linked as the 
team job plan was linked to sessions that needed to be provided to 
the operational delivery plans.  
 
JW queried how this would be followed up. SR said a join submission 
was made but very little had been heard in terms of feedback.  
 
The Committee NOTED the report. 

 

   
FPC/23/100 RESEARCH AND DEVELOPMENT INCOME AND EXPENDITURE 

AND COMPLIANCE 
 
SR presented the report to the Committee, highlighting that the team 
was seeking to prioritise commercial income and activities that were 
100% or more funded.  
 
SR outlined that the Trusts financial regime and decision to hold 
vacancies could impact patient recruitment and therefore, income. 
SR also noted that EPR benefits were unrealised longer term as the 
‘PowerTrials’ module required significant additional staffing resource 
in the future.  
 
JG queried point 5.5 in the report and asked what cost benefit 
analysis had been done around the impact of that. SR confirmed that 
all vacancies must be justified by an impact assessment. 
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The Committee NOTED the report. 

   
FPC/23/101 PERFORMANCE BENCHMARKING 

 
AH presented the report to the Committee. AH highlighted that in 
March 2022, Deloitte identified opportunities from Model Hospital 
data and their own insight which helped inform the 2022/23 trust wide 
schemes and focus areas. AH confirmed that the FI team would 
undertake a similar exercise in quarter three to inform the 2024/25 
and future years waste reduction programme planning which may 
lead to in year savings opportunities presenting themselves.  
 
JG confirmed his understanding that the reason this had not been 
used recently was because comparative figures through the Covid-
impacted years were not available, AH agreed and mentioned that 
the team had only recently had the comparators available to them.  
 
JMG queried if there would be a scale of possibility to allow for areas 
to be identified where time could be focused. AH stated that 
opportunities would be identified and then the team would work with 
the group to do a diagnostic. JMG said that it would be useful to see 
a high level summary for each area to determine possibilities.  
 
AH outlined that between now and December the team would start a 
piece of work pulling together packs and engaging with groups that 
would then form part of the 2024/25 waste programme.  
 
JG requested that between now and January a report be brought 
back to the Committee on how this was progressing.  
 
The Committee NOTED the contents of the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AH 
 
 
 
 
 
 
AH 

   
FPC/23/102 BOARD ASSURANCE FRAMEWORK (BAF) 

 
FO presented the BAF to the Committee, outlining key changes. FO 
brought the Committees attention to the first line of assurance of the 
Financial Stability BAF, FO suggested that the IQPFR be rated as 
amber/amber. FO advised that she had changed the Procurement 
update to amber/amber, however the Committee agreed this should 
remain as green.  
 
AH requested that Financial Performance, Controls and Governance 
be added on to the second line of assurance. AH also advised that 
the associated risks had been reviewed since last month and should 
now include the Recurrent Waste delivery.  
 
FO moved on to the Operational performance BAF, advising that 
challenges within Dermatology and Radiology had been added to the 
gaps under the first line of assurance.  
 
Under the second line of assurance. FO had changed the assurance 
rating for performance benchmarking to amber. The Committee 
agreed that Elective care status should be changed to amber and 
assurance level should be green. FO advised that Emergency care 
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had been changed to amber/amber 
 
The Committee RECEIVED ASSURANCE from the BAF.

   
FPC/22/103 DRAFT AGENDA FOR NEXT MEETING 

 
AH asked for Waste reduction update to be removed from the 
agenda. No other changes were made. 
 
The Committee APPROVED the draft agenda for next meeting. 

 

   
FPC/23/104 ANY OTHER BUSINESS 

 
JMG and JW sent their apologies for the October FPC.  
 
JG requested that the October FPC be moved to the 8th November 
due to quoracy issues for the October meeting. The Committee was 
in agreement of this. 

 
 

   
FPC/23/105 CHAIR’S REPORT TO TRUST BOARD 

 
The Chairs report to Trust Board included the below:  

- Procurement Update 
- Emergency Care Update 
- Protecting and Enhancing Elective Capacity- self certification 
- National Cancer Waiting times standards 
- IQPFR 
- IFR 
- Financial Recovery Board Progress Report 
- 2023-24 Financial Performance, Controls and Governance 
- Research and Development Income and Expenditure and 

Compliance 
- Performance Benchmarking 
- Board Assurance Framework

 

   
FPC/23/106 MEETING REFLECTIONS 

 
JMG said that good conversations had taken place both financially 
and operationally. JW agreed and mentioned that operationally the 
Trust was very challenged currently. AH added that there was a lot of 
uncertainty in finance at the moment and the Trust was concentrating 
on the implementation of EPR. 

 

   
 MEETING END TIME: 4:45pm  
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REPORT TO PUBLIC TRUST BOARD 

HELD ON 7 December 2023 

 
Report of the Finance and Performance Committee 

following its meeting held on 8 November 2023 
 

Committee Chair: Jerry Gould  
Quoracy: The meeting was quorate.
Purpose: This report is to provide assurance that Finance and Performance Committee has 

formally constituted its duties in accordance with the terms of reference and to advise 
of the business transacted.  

Recommendations: The Board is asked to: 
1. Confirm assurance received from the business discussed at the meeting; 
2. Raise any questions in relation to the same; 
3. Give consideration to any matters highlighted for escalation. 

 

Key highlights of discussions held during the meeting 
 

ISSUE   DETAILS 
Item 6 2022/23 National Cost 
Collection (NCC) Pre-
Submission Report 

The Committee received the report setting out the approach the Trust was 
taking to professional preparation and national cost collection data in 
accordance with the approved costing guidance.  

Item 7 Sustainable 
Development Update 

We received the Sustainable Development Update, setting out the Trust’s 
progress against various sustainable development objectives and its green 
plan to meet the net zero target.  

Item 8 Estates and Facilities 
Update 

The Committee received the Estates and Facilities report detailing work being 
done and performance of our PFI provider and subcontractors. 

The Board was aware of the main issues but should be reminded of the 
challenge that the current high level of RPI presents in the context of the 
indexation of the unitary charge and that the difference between the funding 
we get and the current RPI is non-recurrent and needs to be sorted for future 
years.  

Item 9 Integrated Finance 
Report 

The Integrated Finance Report for month 6 was received by the Committee 
and heard that we continued to report a year to date deficit in line with our 
plan and forecasted year end as break even.  

The Committee remained concerned about significant risks around the 
financial outturn figure due to the need to find another £12.2 million at month 
6, savings through the waste reduction programme and the need to absorb 
costs related to the deferred EPR particularly and in the context of winter 
pressures and continued industrial action.  

We also remained concern regarding the lack of sufficient capital to cover 
EPR costs and the increased capital requirement for the CDC in 2024-25, 
although we had received 50% funding for that.  

We also heard about funding opportunity that maybe coming as an additional 
consequence of additional money being made available centrally, but as of 
yet we did not know how much we would receive and it will be subject to us 
meeting a number of challenging conditions.  

Item 10 Financial Recovery 
Board Progress report 

The Committee heard that the FRB process had been restarted following the 
deferment due to EPR and that progress and some progress was being made 
and though some non-recurrent schemes had become recurrent we remain a 
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long way behind our recurrent target. We challenged in a number of areas 
regarding savings for example: Job Planning and questioned why this was not 
saving money in the short term and the potential impact on patient safety of 
some of the workforce savings.  

At month 6 the Trust needed to find 12.2 million, but we were pleased to hear 
that by month 7 this had reduced to 11 million. 

Item 11 Elective and Cancer 
Care Update 

The Committee received the bi-monthly Elective and Cancer Care Update 
and noted the ongoing challenges in meeting many of the national cancer 
targets, particularly in areas where we had significant vacancies, limited 
diagnostic capacity, and increased referrals. Though we were doing well in 
terms of faster diagnosis.  

The Board should be aware that we had applied for funds to support the 62 
week wait cancer backlog and we were awaiting a response.  

It was also highlighted that we were ahead of plan in terms of 65 week waits 
but there was risk on ENT, Gynaecology and Dermatology.   

Item 12 Integrated Quality, 
Performance and Finance 
Report (IQPFR) 

We received the IQPFR, noting its contents which comprised the same data 
which was reported to Trust Board on the 2nd November 2023.  

Item 14 Winter Plan 2023-24 The Committee received the Winter Plan, setting out preparations being 
undertaken as part of the winter planning process to deal with the pressures 
expected on services during the coming months. It was noted that additional 
funding opportunities were also being explored.  

The Committee raised challenges around how some of the problems from last 
year would be dealt with this year within the system.  

Item 15 Corporate Risk 
Register 

The Committee received and reviewed the Corporate Risk Register and 
discussed an addition of a risk associated with EPR deferral.  

Item 16 Board Assurance 
Framework 

We received the BAF reports and re-assed the contents risk scores to reflect 
the contents of the reports received by the Committee at the meeting.  

  
ITEMS FOR ESCALATION, WHY AND TO WHERE  

Item or issue   Purpose for escalation Escalated to  
None   

  
OTHER AGENDA ITEMS    

 

 
TERMS OF REFERENCE: Did the meeting agenda achieve the delegated duties? Yes 
Item from terms of reference   State which agenda item achieved this 
Advise the Trust Board on the strategic aims and 
Objectives of the Trust 

 

Review risks to the delivery of the Trust’s strategy as 
delegated by the Trust Board  

Item 16 Board Assurance Framework 
 
Item 15 Corporate Risk Register 

Review the financial strategy   Item 9 Integrated Finance Report 
 
Item 10 Financial Recovery Board Progress report 
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TERMS OF REFERENCE: Did the meeting agenda achieve the delegated duties? Yes 
Item from terms of reference   State which agenda item achieved this 
Review outline and final business cases for capital 
investment the value is above that delegated to the  
Chief Officers  

 

Receive assurance on the organisation structures, 
processes and procedures to facilitate the discharge of 
business by the Trust and recommend modifications  

 
Item 10 Financial Recovery Board Progress Report 
 
 

Receive reports from the Chief Officers relating to 
organisational performance within the remit of the  
Committee  

Item 12 Integrated Quality, Performance and 
Finance Report 
 
Item 14 Winter Plan 2023-24 
 
 
 

Receive assurance on the delivery of strategic 
objective and annual goals within the remit of the  
Committee  

Item 10 Financial Recovery Board Progress Report 
 
 

Review performance against financial and operational 
indicators and seek assurance about the effectiveness 
of remedial actions and identify good practice  

Item 9 Integrated Finance Report 

Item 10 Financial Recovery Board Progress Report 

 

Review the capital programme    

Receive assurance about the effectiveness of 
arrangements for;  

• Financial management  
• Operational performance   
• Recruitment, employment, training and 
workforce management 
• PFI arrangements  
• Organisational development  
• Emergency preparedness   
• Insurance and risk pooling schemes  

(LPST/CNST/RPST)  
• Cash management  
• Waste reduction and environmental 
sustainability  

Item 9 Integrated Finance Report 

Item 12 Integrated Quality, Performance and 
Finance Report  

Item 7 Sustainable Development Update 
 
Item 8 Estates and Facilities Update 
 
Item 11 Elective and Cancer Care Update 

 

Receive reports from the Chief Finance Officer on 
actual and forecast financial performance against 
budget and operational plan  

Item 9 Integrated Finance Report  
 
Item 10 Financial Recovery Board Progress Report 
 

Review proposals for the acquisition, disposal or 
change of use of land and/or buildings.  

  

Review the terms of reference for the Committee and 
recommend approval to the Trust Board  

 

Other   Item 6 2022/23 National Cost Collection (NCC) Pre- 

  
MEETING CYCLE: Achieved for this month: Yes  
Reference any items that were not taken at this meeting, explaining why and when it has been rescheduled. 
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REPORT TO PUBLIC TRUST BOARD 

HELD ON 7 DECEMBER 2023 

 

Subject Title Integrated Quality, Performance & Finance Report – Month 7 – 
2023/24 

Executive Sponsor Kiran Patel, Chief Medical Officer 

Author Daniel Hayes, Director of Performance & Informatics 

Attachment(s) Integrated Quality, Performance & Finance Report – Reporting period: 
October 2023 

Recommendation(s) The Board is asked to review and note the contents of the report 

  

EXECUTIVE SUMMARY 

 

The attached Integrated Quality, Performance & Finance Report covers the reported performance 
for the period ending 31st October 2023. 

The Trust has achieved 10 of the 35 rag-rated indicators reported within the Trust’s performance 
scorecard. 

Some national submissions have been suspended due to the pandemic. Where possible the KPI 
remains reported within scorecards. 
 
The Trust delivered performance of 69.46% in October for the four hour standard, below the national 
standard of 76% and a decline of 1.42% from last month. UHCW is below the benchmarked position 
for England and the Midlands. 
 
Twenty 12 hour Trolley Waits in Emergency Care were reported in October 2023. 
 
The RTT incomplete position remains below the 92% national target and stands at 50.3% for 
September. The average weeks wait was 21.4. 
 
The Trust has a number of RTT 52 Week wait patients as a result of service changes required in 
response to Covid-19. There were 5,593 for September, an increase of 67 from August. This 
compares to a national average of 2,264. 

 
RTT 78 Week Waits have risen to 22 in September, an increase of seven from August. 
 
Diagnostic waiters performance was 3.25% in October, an improvement in performance of 2.41% on 
the previous month. 
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Cancer performance for September 2023 was: 
 Cancer TWW: 57.80% (target 93%)  
 Cancer 31 day diagnosis to treatment: 90.17% (target 96%)  
 Cancer 62 day referral to treatment: 51.82% (target 85%)  
 Cancer 104+ days wait: 19.5 breaches, 25 patients (target 0)    
 Cancer 62 day screening: 57.78% (target 90%)  
 Cancer 28 days Faster Diagnosis Overall: 74.23% (target 75%) 

 
 

The average number of long length of stay patients for October was 194. 
 

Reason to reside data collection compliance for eligible areas is 87.34%. 
 
The latest reported HSMR figure is 100.92 for July 2023 and is inside of Dr Foster’s calculated 
relative risk range. 

 
Complaints Turnaround time <= 25 days was 93.10%. 

 
An additional slide has been added to the report to summarize the changes in the Cancer waiting 
times standards that will be introduced from October data (as requested by COG).  

PREVIOUS DISCUSSIONS HELD 

Standard monthly report to Trust Board 
 

KEY IMPLICATIONS 

Financial Deliver value for money and compliance with NHSI 

Patients Safety or Quality NHSI and other regulatory compliance 

Workforce To be an employer of choice 

Operational Operational performance and regulatory compliance 



Integrated Quality, 
Performance and Finance 

Reporting Framework
Reporting period: October 2023
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KPIs categorised based upon SPC 
methodology*

Executive Summary

3

The Trust has achieved 10 of the 35 rag rated indicators reported within the Trust’s performance scorecard.

* Not all KPIs are suitable for SPC analysis

The last two months have continued to bringing challenges for the Trust and for the NHS as a whole, with an increased focus on the number of patients waiting Nationally for 
treatment, whilst the demand for services increases across all areas.
Our teams have continued to work tirelessly to counter these changes, and I am proud that the Trust is showing improvements in key areas, especially around our longest 
waiting patients where we continue to successfully reduce the waiting list.

As a Trust we had hoped to now be live with our new Electronic Patient Record system, which was due to launch in October. However, as we move into the winter months and 
prepare for the pressures, we know this brings our staff, service and patients - the Trust collectively decided to pause the rollout until later in the year. Whilst this was a difficult 
decision to make, it is ultimately right for our patients and allows us to focus on improvements going forward.

Our Emergency department has seen a steady increase in new arrivals over the last three months, which although this has caused the waiting time for patients to increase 
slightly, it remains lower than in previous years, with month-on-month improvements thanks to the ongoing efforts and planning by our staff.

Nationally a new measure focusing on Cancer patients waiting for their initial diagnosis has been introduced and I am proud to say the Trust has achieved this new target, 
ensuring our patients are being seen and diagnosed earlier than ever, which has in turn brought reductions in the number of patients waiting the longest time for their surgery.

As we continue to move into winter all areas of our Trust will be preparing for the pressures, we know the cold weather always brings, and are continuing to plan and prepare 
for this in order to give our patients the best possible outcomes. I am as always incredibly proud of the hard work and dedication everyone has put into helping the Trust being 
accessible and supporting for our patients, and I know they will continue this as we move into what is always our most challenging period of the year.

Professor Andrew Hardy, Chief Executive Officer

10 KPIs achieved the target in October

Integrated Quality, Performance and Finance Reporting Framework
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Never
Events

No medication errors causing 
serious harm have been 

reported.

The latest HSMR score reported from Dr 
Foster is 100.92

HSMR

3 YTD performance  
against target of 0

INFECTION CONTROL
This month 0 MRSA and 8 CDiff cases 
were reported.

Infection Rates
Cumulative

CDiff
YTD target 37
Annual Target 64

MRSA
0 YTD target
Annual Target 0

MEDICINE RELATED 
SERIOUS INCIDENTS

• CDiff  35 RCAs carried out and 
reviewed. 1 deemed avoidable. No 
further RCAs held.

• MRSA High Risk Elective Inpatient 
Screening: 97.04%

• MRSA High Risk Emergency 
Screening: 92.60%

Complaints 
turnaround 
in <= 25
days

Last month 95.77%
Target 90%

93.10%

20 ‐ 12‐hour 
trolley waits �

������

���	
�����������
�����
�������

Incomplete 
RTT pathways

5,593
(September)

Previous month 
5,526

Target 0

RIDDOR – There were 3 reported incidents in
October all relating to members of staff.

The average number of patients with a length of
stay of 21 days is 194 (an increase of 11 from last
month), against the Trusts target of 109.

There were 20 12hr Trolley Waits reported in
October.

The latest HSMR score reported is 100.92 for July
and is within Dr Foster’s calculated relative risk
range.

There were 3 Mixed Sex Accommodation Breaches
reported for October.

Summary

LLOS

Average number of patients with a 
length of stay 21 days and over 

194

Reason to Reside
Data Collection

compliance for eligible 
areas: 87.34%

0

Urgent Clinic 
Letters sent in 7 
calendar days 

82.8%

Last month:
Target 100%

69.2%

Complaints
October
Upheld: 15%
Partially Upheld: 38% 
Not Upheld: 47%



Last minute Non‐
Clinical Operations –

Elective
1.18%

of elective admissions –
87 Patients

Last month – 87 Patients

Operational Performance | Headlines October 2023
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Latest benchmarked month:
England  – October 71.6%
Midlands – October 69.8%

3.25% : 484 breaches across all areas

Diagnostic Waiters  6 Weeks and 
Over

Incomplete RTT pathways
5,593 

(September)
Previous 
month 
5,526 
Target 
5135

2 
cancer standards 

achieved in 
September

Cancer standards ‐ September

Emergency 4 hour wait:
October 2023 ‐ 69.46%

Summary
Emergency 4 Hour Wait was 69.46% for October, a
decrease of 1.42% from last month. UHCW is below
the benchmarked position for both England (71.6%)
and the Midlands (69.8%).

Two Cancer standards were achieved in September,
including Cancer 31 Day Subsequent Drug (100%) and
Cancer Faster Diagnosis Breast Symptomatic Referral
(89.66%).

The 62 Day Screening Standard (57.78%), Cancer 62
Day (51.82%), Cancer TWW (57.8%) and Cancer 31
Day (90.17%) failed to meet their targets in September.

Diagnostic Waiters performance improved by 2.41% to
3.25% in October.

There were 20 12hr Trolley Waits in October.

20 ‐ 12 hour 
trolley waits

6

Summary

19.5 breaches (25 patients)
treated over 104 days

LLOS
Average number of 

patients with a length of 
stay 21 days and over 

194

Reason to Reside
Data Collection

compliance for eligible areas: 
87.34%

Ambulance Handover

Within 15 minutes : 42.62%
Within 30 minutes : 77.03%
Within 60 minutes : 88.67%

Urgent Clinic Letters sent in 7 
calendar days 

82.8%

Last month:
Target 100%

69.2%

Mth Qtr YTD
TWW: 57.8% 61.07% 68.65%
31 day: 90.17% 92.69% 92.07%
62 day: 51.82% 49.65% 51.28%
FD Overall: 74.23% 76.14% 75.76%

TWW Breast Symp 92.31% 91.21% 69.44%
31 Day Sub Surg 87.8% 91.11% 91.26%
31 Day Sub Radio 74.19% 85.36% 87.71%
62 day Screening 57.78% 48.28% 50.54%
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The month 07 year to date shows a deficit position of (£7.4m) compared to the (£7.4m) deficit plan. The forecast position at Month 07 shows a breakeven position in line 
with plan, however this assumes £11.4m of additional future savings will be delivered between now and year end. The value of future savings has reduced by £0.8m from 
£12.2m at month 6.

Agency Spend

YTD £10.5mCapital

Capital Expenditure of 
£18.5m at Month 07.  

Capital Forecast 
expenditure is £46.9m

CONTRACT & ACTIVITY 
INCOME

The Trust reported £2.7m surplus 
position compared to plan at Month 
07.

Agency expenditure at Month 07 
is £10.5m compared to a target of 
£11.4m
Forecast expenditure is £18.4m 
against a target of £19.6m

Integrated Finance Report |Finance Headlines
Reporting Month: October 2023

Movements on the waterfall shows a breakeven position in line with the Trust plan.    
Largely driven by delivering Elective pressures £5.6m, Inflationary Pressures (£2.0m), 
Industrial action (£5.4m), Industrial Action – ERF Benefit £0.9m, slippage of developments / 
other net £1.9m. Emergency Pressures (£1.0m).
WRP is assumed to be delivered. The target is £58.4m, of which £47.0m has been identified 
and £11.4m is shown as unidentified future savings. 

51%

Waste Reduction Programme 

£29.6m has been delivered against a 
YTD 31.1target

£47.0m has been identified against a 
full year target of £58.4m

£2.7m Surplus

101
%

The month 07 year to date shows a deficit position of (£7.4m) compared to the (£7.4m) 
deficit plan. The forecast position at Month 07 shows a breakeven position in line with 
plan.

44% 95
%
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Integrated Finance Report |Trust Financial Position
Reporting Month: October 2023

Year to date Financial Performance: 
Break‐even
• Emergency pressures (£1.0m)
• WRP (£1.5m)
• Elective Activity £3.3m
• Industrial Action(£5.4m)
• Industrial Action – ERF benefit £0.9m
• Excess inflation is (£1.2m)
• Other £4.9m

Forecast Financial Performance: 
Break‐even. 
• WRP is assumed to be delivered. The target 

is £58.4m, of which £47.0m has been 
identified and £11.4m is shown as 
unidentified future savings. 

• Emergency Pressures (£1.0m)
• Elective Activity £5.6m
• Industrial Action (£5.4m)
• Industrial Action – ERF benefit £0.9m
• Excess inflation (£2.0m)
• Other £1.9m

ERF Assumption: 
In line with NHSE policy across all providers, 
the Trust ERF target has been reduced by 2% 
to reflect the estimated impact of Industrial 
Action (IA) on output. 
This 2% is supposed to reflect the impact of IA 
for April alone, and given IA has continued 
throughout May to October, there was 
speculation regarding whether further 
reductions would be made.
NHSE announced on 08/11/23 that another 2% 
reduction to targets will be made. It is not 
entirely clear what period this covers, but the 
assumption is that no further IA takes place 
from November onwards, so the inference is 
that the total 4% reduction covers the period 
April – October.

07 Months Ended

31 October 2023

YTD

Budget 

£'000

YTD

Actual 

£'000

YTD

Variance to 

Budget

£'000

Annual 

Budget 

£'000

Forecast 

Actual

£'000

Forecast 

Variance to 

Budget

£'000

Total Income From Patient Care Activities 497,405 500,063 2,658 861,648 868,090 6,442

Total Other Operating Income 36,501 41,033 4,532 61,057 69,454 8,397

Total Operating Income 533,906 541,096 7,190 922,705 937,544 14,839

Total Medical and Dental ‐ Substantive (93,267) (88,407) 4,860 (160,162) (154,471) 5,692

Total Agenda for Change ‐ Substantive (178,223) (199,121) (20,899) (300,525) (344,587) (44,062)

Total Medical and Dental ‐ Bank (5,097) (12,621) (7,524) (8,746) (19,890) (11,145)

Total Agenda for Change ‐ Bank (19,944) (16,377) 3,567 (34,176) (28,826) 5,350

Total Medical and Dental ‐ Agency (1,833) (4,813) (2,980) (3,133) (6,716) (3,583)

Total Agenda for Change ‐ Agency (9,606) (5,685) 3,921 (16,467) (11,634) 4,833

Other gross staff costs (919) (995) (76) (1,622) (1,953) (330)

Total Employee Expenses (308,889) (328,020) (19,131) (524,832) (568,078) (43,246)

Total Operating Expenditure excluding Employee Expenditure (189,571) (177,769) 11,802 (323,767) (306,759) 17,008

Total Operating Expenditure (498,460) (505,789) (7,329) (848,599) (874,837)   (26,238)

Future WRP savings 0 0 0 0 11,360 11,360

Total Future Savings 0 0 0 0 11,360 11,360

Operating Surplus/Deficit 35,446 35,308 (138) 74,106 74,067 (39)

Total Finance Expense (41,156) (40,503) 654 (69,688) (67,728) 1,961

PDC dividend expense (4,306) (4,308) (2) (7,383) (7,383) 0

Movements in Investments & Liabilities 0 0 0 0 (1,000) (1,000)

Net Finance Costs (45,462) (44,811) 652 (77,071) (76,111) 961

Surplus/Deficit For The Period (10,016) (9,503) 513 (2,965) (2,043) 922

Control Total adjustments

Donated assets (income) 0 (557) (557) 0 (966) (966)

Donated assets (depn) 420 420 0 719 719 0

Impairments 2,246 2,290 44 2,246 2,290 44

Control Total (7,350) (7,350) 0 0 0 0

25Integrated Quality, Performance and Finance Reporting Framework



The Statement of Financial Position (“SoFP”) shows the assets,
liabilities and equity held by the Trust and helps to assess the
financial soundness of an entity.

No significant new accounting standards are forecast for 2023‐24.

Some of the key points to note in this report are:

Year to Date variances

• Property plant and equipment and intangible assets are lower than Plan
due to YTD slippage on the capital plan;

• Receivables are lower than Plan due to significantly lower values of
accrued income than anticipated in the Plan for this month;

• Payables balances are greater than Plan due to additional expenditure
accruals;

• Provision balances have reduced in month to be more in line with Plan
following an assessment of risks regarding anticipated income;

• Lease borrowings are less than Plan due to slippage on some blood
analyser leases and revised lease liability revaluations;

• The above movements, together with a revised phasing of the I & E
position, have given rise to closing cash balances in October being
considerably above Plan.

Full Year variances

• An increased capital programme, particularly regarding EPR, has
resulted in a higher forecast for property, plant and equipment and
intangible (software) assets;

• Receivables are higher than Plan due to forecast debts with NHS
organisations;

• Payables are are forecast to drop for year‐end but still higher than Plan
due to additional expenditure accruals;

• Lease borrowings are forecast to be lower than Plan largely due to
revised specification and term for the mobile MRI unit;

• Additional PDC funding is forecast to provide funding for the increased
capital programme;

• The improved surplus position results in a variance to planned retained
earnings (NHS Control Total adjustments result in a break‐even reported
position)

Integrated Finance Report |Statement of Financial Position
Reporting Month: October 2023

Statement of Financial Position

7 months ended 31 October 2023 Plan
(£'000)

Forecast 
Outturn 
(£'000)

Variance
(£'000)

Plan
(£'000)

Actual
(£'000)

Variance
(£'000)

Non‐current assets
Property, plant and equipment 482,680 483,888 1,208 466,186 461,787 (4,399)
Intangible assets 26,303 27,982 1,679 27,299 25,686 (1,613)
Investment Property 10,440 9,440 (1,000) 10,440 10,440 0
Trade and other receivables 54,929 49,399 (5,530) 56,649 50,922 (5,727)

Total non‐current assets 574,352 570,709 (3,643) 560,574 548,835 (11,739)

Current assets
Inventories 17,415 18,046 631 17,040 17,671 631
Trade and other receivables 47,366 56,239 8,873 67,591 60,354 (7,237)
Cash and cash equivalents 31,341 31,341 0 6,679 32,831 26,152

96,122 105,626 9,504 91,310 110,856 19,546
Non-current assets held for sale 0 0 0 0 0 0

Total current assets 96,122 105,626 9,504 91,310 110,856 19,546

Total assets 670,474 676,335 5,861 651,884 659,691 7,807

Current liabilities
Trade and other payables (98,735) (102,070) (3,335) (111,829) (126,960) (15,131)
Borrowings PFI obligations (8,585) (8,585) 0 (7,160) (5,744) 1,416
Borrowings  leases (3,622) (3,702) (80) (3,760) (3,933) (173)
DH Capital loan (895) (894) 1 (900) (899) 1
Provisions (6,361) (6,493) (132) (6,511) (6,879) (368)

Total current liabilities (118,198) (121,744) (3,546) (130,160) (144,415) (14,255)

Net current assets/(liabilities) (22,076) (16,118) 5,958 (38,850) (33,559) 5,291

Total assets less current liabilities 552,276 554,591 2,315 521,724 515,276 (6,448)

Non‐current liabilities:
Trade and other payables 0 0 0 0 0 0
Borrowings PFI obligations (213,941) (213,941) 0 (216,088) (217,503) (1,415)
Borrowings  leases (44,936) (44,233) 703 (45,099) (43,532) 1,567
DH Capital loan 0 0 0 (445) (445) 0
Provisions (3,399) (3,433) (34) (3,399) (3,380) 19

Total assets employed 290,000 292,984 2,984 256,693 250,416 (6,277)

Financed by taxpayers' equity:
Public dividend capital 277,961 280,023 2,062 262,805 256,016 (6,789)
Retained earnings (97,807) (96,885) 922 (104,858) (104,346) 512
Revaluation reserve 109,846 109,846 0 98,746 98,746 0

Total Taxpayers' Equity 290,000 292,984 2,984 256,693 250,416 (6,277)

Full Year Year To Date
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TargetMeasureLatest monthKPI

10.00%6.49%Oct‐23Total Trust Vacancy Rate ‐ % FTE

3,547,0003,315,643Oct‐23Pay Costs & Temporary Staffing ‐ Total Bank Spend

0.0085,471Oct‐23Pay Costs & Temporary Staffing ‐ Total Overtime Spend

1,633,000956,095Oct‐23Pay Costs & Temporary Staffing ‐ Total Agency Spend

£16.9m11,327.803Oct‐23Agency Ceiling Target YTD

10.00%9.78%Oct‐23Total Trust Turnover % FTE ‐ 12mth Rolling

4.00%5.42%Oct‐23Sickness Absence ‐ Total Trust % ‐ Rolling 12 months

4.00%5.99%Oct‐23Sickness Absence ‐ Total Trust % ‐ in month

95.00%94.69%Oct‐23Mandatory Training Compliance

90.00%82.73%Oct‐23Non‐Medical Appraisal Compliance %

90.00%90.08%Oct‐23Medical Appraisal Compliance %
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Staff in Post & Headcount

Data observations

Starters (excluding bank staff)
There were 145.95 WTE (161 headcount) new starters with: 
• 44.10% Additional Clinical staff (including healthcare support workers)
• 17.39%Medical and Dental Staff of which 9.94% were rotational 

doctors,
• 16.15% Nursing and Midwifery.

Leavers (excluding bank staff)
There were 86.83 WTE (98 headcount) leavers in October with:
• The highest proportion from Medical and Dental (rotational doctor) 

26.53%
• 22.45% from Administrative and Clerical
• 20.41% from Nursing and Midwifery

Leaving Reasons

54.08% (53 Headcount) of staff were voluntary resignations, 30.61% (30 
Headcount) were due to fixed term contracts ending and external 
rotations, 13.27% (13 Headcount) retired, and 2.04% (2 Headcount) of 
staff left for other reasons not disclosed.

Steps taken and planned impact

• We continue to explore opportunities to improve the candidate and 
manager recruitment experience. The new virtual ID checking system 
is live, and we are monitoring our time to hire KPI and seeking 
feedback from users and continue to have post appointment check in 
and chats. Communication and training has commenced for the new 
e‐termination form.

Leavers FTEStarters FTEOct‐23Staff Group

2.355.75288.31Add Professional

14.7163.041951.22Add Clinical Services

19.6317.111627.84Admin & Clerical

6.617.00579.27Allied Health Professional

1.003.00396.70Healthcare Scientists

25.7227.231280.65Medical & Dental

16.8122.832778.46Nursing & Midwifery

0.000.004.00Students

86.83145.958906.45Total

NB: Staff in Post data reflects new starters, monthly amendments , and 
increases/ decreases in hours and leavers.  (Whilst the number of staff 
recruited in-month may increase , the overall figure may go down due to 
these adjustments).

Add Professional
3%

Add Clinical 
Services
22%

Admin & Clerical
19%

Allied Health 
Professional

6%

Healthcare 
Scientists

4%

Medical & Dental
15%

Nursing & 
Midwifery

31%

Students
0%

Trust Staff in Post‐Staff Group‐ October 2023

Staff Headcount 

Breakdown
Metric Aug‐23 Sep‐23 Oct‐23 3 months trend

Headcount 9941 9967 9998

FTE 8897.87 8914.66 8906.90

Headcount 382 380 371

FTE 292.10 289.30 285.20

Headcount 10323 10347 10369

FTE 9189.97 9203.96 9192.10

Bank Only Headcount 1332 1354 1416

Substantive / Fixed Term 

ISS (ROE)

Trust Total
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Vacancy

Data observations

• The Trust’s vacancy rate of 6.49% has increased in October by 0.39%.
• The budgeted establishment increased by 64.72 WTE in October to 

9558.39 WTE.
• The budgeted increase is primarily driven by increases in Core services 

(20.11 WTE) and Clinical Support Services (19.98 WTE).

Steps taken and planned impact

Band 5 Nurses – 116.56 WTE/7.88% vacancy rate
• As part of Project 1k, work remains in progress to introduce a new 

streamlined C&W system approach to Newly Qualified Nurse in 
partnership with Coventry University and promote C&W Nursing 
Careers. 

• Our forecast vacancy position is 6.30% by end of December 2023.

Midwives – 24.20 WTE/10.68% vacancy rate
• International recruitment programme is now complete with 36 

recruited internationally educated midwives. The final 10 are due to 
undertake OSCEs and will be included in staffing figures by 
December 2023.

• Our forecast vacancy position is 5% by end of December 2023.

HCSW – 69.33 WTE/7.40% vacancy 
• Assessment day was held on the 11th of November and 115 people 

were invited to the event. 
• 45 HCSW’s were offered on the day
• 8 HCSW’s due to commence in December 2023. 
• Our forecast vacancy position by end of March 2024 is 1.74%.

Risks • Temporary staff reliance and increased cost.
• Noted National skills shortages for key roles. (Paediatric Nursing, Midwifery, Radiography)
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Vacancy

Data observations

• The Trust’s vacancy rate increased in October by 0.39% compared to 
September (6.10%). The budgeted increase is primarily driven by 
increase  in Core services (20.11 WTE) and Clinical Support Services 
(19.98 WTE).

Paediatric Nurses 30.10 WTE / 31.95% Vacancy Rate

• There is a recruitment and retention task group in place to support 
short, medium and long‐ term actions to bridge the staffing pressures 
currently being seen across Paediatric services.  This plan supports 
safe staffing whilst we continue to await the commencement of 11 
newly qualified and 3 experienced Nurses between September‐
November 2023.  

• A vacancy improvement trajectory has been established, with 
vacancy level reductions to 20% in January, 18% in February and to 
15% by April.

• The Trust’s vacancy rate increased in October by 0.39% compared to 
September (6.10%). The main reasons for the increase in our 
budgeted establishment position is due to adjustments made within 
clinical support services, and core areas where EPR programme 
realignment and ICT staffing profiles have been reviewed due to non‐
recurrent funding provision.

Steps taken and planned impact

• As part of the Trust’s Waste Reduction Programme, significant focus 
has been on identifying recurrent and non‐recurrent vacancies, 
alongside the annual budget setting process and a review on 
temporary staffing utilisation. 

Risks
• Temporary staff reliance and increased cost.
• Noted National skills shortages for key roles. (Paediatric Nursing, Midwifery, radiography

Trust Vacancy Rate ‐ % FTE Vacant ‐ Trust Group

Group Name
FTE 

Budget
FTE Actual

FTE 

Vacancy

% FTE 

Vacancy

218 Clinical Diagnostics 1158.37 1048.45 109.92 9.49%

218 Clinical Support Services 1856.72 1787.17 69.55 3.75%

218 Core Services 1233.65 1263.16 ‐29.51 ‐2.39%

218 Emergency Medicine 752.36 679.25 73.11 9.72%

218 Medicine 1903.31 1746.11 157.20 8.26%

218 Surgical Services 818.03 775.09 42.94 5.25%

218 Trauma and Neuro Services 906.43 825.24 81.19 8.96%

218 Women and Children 929.52 813.97 115.55 12.43%

Grand Total 9558.39 8938.43 619.96 6.49%

Trust Vacancy Rate ‐ % FTE Vacant ‐ Staff Group

% FTE 
Vacancy

FTE 
Vacancy

FTE Actual
FTE 

Budget
Staff Group

13.50%45.16289.28334.44Add Prof Scientific and Technic

4.29%86.951939.602026.55Additional Clinical Services

5.88%102.151633.741735.89Administrative and Clerical

4.18%25.44583.59609.03Allied Health Professionals

3.86%16.05399.62415.67Healthcare Scientists

5.04%68.281285.821354.10Medical and Dental

8.99%276.772801.983078.75Nursing and Midwifery Registered

‐100.00%‐2.004.002.00Students

6.49%619.968,938.439,558.39Grand Total
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Pay Costs & Temporary Staffing

Data observations

There has been an overall reduction of 11.57% in Nursing & 
Midwifery shifts for the month of October and an overall 
reduction of 47.52% from October to August. This has further 
demonstrated the positive impact of the new N&M 
authorisation controls. HCA requests remain at 0 for October 
and we continue to recruit to Bank via our HCA assessment 
days, 

In month, there has been an increase to medical and dental 
request, despite the overall downward trends since May.

Since, August there has been a total of 63 N&M new starters 
and 72 HCSW supporting a reduction in bank usage. .

s it is the first month of the 
new financial year 2023/24
The March agency figure was 
not only spend in month but, 
similar to February, included 
assessments of costs relating to 
prior months that were 
possibly still outstanding. This 
is an accounting adjustment to 
properly reflect

Steps taken and planned impact

Groups continue to monitor temporary staffing usage by reason as 

part of cost control monitoring in group. This is reviewed with Groups 

through Trust level cost control groups and Financial Recovery Board 

meetings.

Governance around temporary staffing approval for agency usage 

continues to be reviewed at Associate Director level/Director/DCMO 

staff groups to support appropriate levels of scrutiny /governance 

controls.

Utilisation data will continue to be presented in Integrated 

Performance Reporting that is reviewed by Corporate Directors and 

Chief Officers through the Accountability and Quarterly Reviews. 

An AHP agency sub group has been established to review agency 

usage/spend chaired by the Associate Director of AHPs with support 

from TSS, Deloitte/PMO. This sub group will work service leads to 

develop action plans to reduce/mitigate agency spend on a rolling 

month by month basis and be tracked against forecast position and 

recruitment pipeline.

Risks
• Patient safety risk associated with not maintaining safe staffing levels and ensuring appropriate skill mix.
• Not achieving agency cost reduction target through continued agency reliance and use of escalated rates.
• Staff wellbeing from regularly working additional hours.

£491,509, 
52%

£386,305, 
40%

£78,281, 
8%

Trust Agency Spend ‐October 2023

Agency spend ‐ Medical

Agency spend ‐ Nursing

Agency spend ‐ Other
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Staff Turnover

Data observations

• This month’s turnover rate has shown a slight increase from 9.75%  to 
9.78% in October but overall remains stable and below our target.

• Core Services, Clinical Diagnostics & Clinical Support Service are
above 10% target.

Steps taken and planned impact

• Working collaboratively with the ICB  – providers are looking at Trust 
to Trust Retention approaches including advancing Stay Conversations 
and trialling these across Trusts as part of Project 1000.

• Groups continue to work with People Business Partners to develop 
Group People Plan priorities and key areas of focus to support 
attracting and retaining staff. 

• Flexible Working research pilot ‐ trials continue across corporate and 
core service areas as a pilot to consider the wider benefits of a 
broader programme roll out.

• Promotion of the Trust’s Disability and Carer’s Passport continue to 
show positive levels of awareness and accessibility.

• Self‐rostering trials across Nursing continue to improve staff 
satisfaction rates as well as improved roster lead in times allowing 
staff to plan their work /home life more effectively.

• Feedback from the recent HCSW Listening Events, hosted by the 
Chief Nursing Office have been well supported. We continue to 
identify and enact actions as part of the retention programme.

Risks
• Patient safety risk associated with not maintaining safe staffing levels and ensuring appropriate skill mix.
• Not achieving agency cost reduction target through continued agency reliance and use of escalated rates.
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Staff Turnover

Data observations

• Red markers on trendline show the peak value over the 12‐month period.
• Turnover indicator shows the percentage of staff who have left on a rolling 12‐month basis as a proportion of employed staff (excluding junior doctors on rotation)
• and the need to have a long‐term plan to tie colleagues in for 3 years. There is no particular trend and people are moving on for reasonable reasons.
• Clinical Diagnostics group has re‐emphasised on the importance of exit interviews to identify areas for learning and improvements.  Additionally a review of all the 

staff who have retired and returned or who are approaching retirement age is being carried out to enable the group to succession plan for key roles.
• In Clinical Support Services, Pharmacy are developing a recruitment and retention plan and a review of Theatres turnover has is being undertaken. 
• In Core turnover has decreased from a high in December 2022 of 20.37% to 13.37% in October 2023, this has been due to a reduction in turnover from the PGME/ 

Madel and Legal departments. November is showing slight increase to turnover from the Procurement (31.66% November 2023) and Performance & Informatics 
(23.85% Nov 2023), both of which have remained around this level for the last 12 months.  Robust exit interview arrangements are being reemphasised to identify 
areas for learning and improvements. 

Group Nov‐22 Dec‐22 Jan‐23 Feb‐23 Mar‐23 Apr‐23 May‐23 Jun‐23 Jul‐23 Aug‐23 Sep‐23 Oct‐23

218 Clinical Diagnostics 14.64% 14.79% 13.87% 14.33% 13.98% 13.76% 12.81% 12.27% 11.96% 11.23% 11.68% 11.90%

218 Clinical Support Services 9.98% 9.83% 10.11% 9.98% 10.00% 9.51% 9.47% 10.08% 10.01% 10.28% 9.99% 10.24%

218 Core Services 14.06% 14.74% 14.50% 14.51% 14.06% 13.85% 13.76% 13.52% 13.54% 13.45% 13.50% 13.37%

218 Emergency Medicine 9.17% 9.96% 10.68% 9.82% 9.58% 9.59% 9.91% 10.55% 8.52% 9.28% 8.48% 7.66%

218 Medicine 9.13% 8.98% 8.80% 8.51% 7.92% 7.75% 7.15% 6.78% 7.05% 6.85% 7.17% 7.45%

218 Surgical Services 10.34% 9.69% 10.09% 10.08% 9.02% 9.09% 8.29% 8.02% 8.42% 8.65% 8.87% 7.62%

218 Trauma and Neuro Services 8.41% 8.26% 8.11% 8.09% 7.04% 6.70% 6.64% 7.27% 7.66% 7.44% 8.32% 9.13%

218 Women and Children 9.05% 9.01% 8.15% 8.17% 8.49% 8.37% 8.84% 8.94% 8.82% 9.58% 9.23% 9.21%

Staff Group Nov‐22 Dec‐22 Jan‐23 Feb‐23 Mar‐23 Apr‐23 May‐23 Jun‐23 Jul‐23 Aug‐23 Sep‐23 Oct‐23

Add Prof Scientific and Technic 12.47% 11.42% 11.52% 11.90% 10.12% 10.68% 10.18% 11.31% 11.38% 11.30% 11.41% 12.13%

Additional Clinical Services 12.28% 12.58% 12.16% 12.03% 11.88% 11.38% 10.68% 10.70% 10.74% 10.26% 10.44% 10.23%

Administrative and Clerical 15.77% 16.54% 16.19% 16.30% 15.60% 15.33% 14.92% 14.67% 14.41% 14.63% 14.90% 15.26%

Allied Health Professionals 12.93% 12.53% 12.50% 12.67% 13.36% 12.05% 11.77% 12.23% 12.11% 12.79% 10.35% 10.36%

Healthcare Scientists 14.68% 13.00% 11.47% 10.67% 10.44% 10.99% 9.95% 8.92% 8.65% 8.38% 9.07% 8.38%

Medical and Dental 5.28% 5.23% 5.79% 5.88% 4.26% 4.33% 4.38% 4.37% 4.56% 4.74% 5.05% 4.72%

Nursing and Midwifery Registered 6.86% 6.86% 6.93% 6.93% 6.50% 6.46% 6.61% 6.72% 6.69% 6.84% 7.11% 7.24%
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Staff Turnover – Stability & Benchmarking

Data observations

• 8,719 Employees were in post at the start of the period, with 7,683 
remaining at the end. meaning 88.12% of employees were retained.

• Stability has decreased slightly but overall trend is still positive.

• Turnover Benchmarking is derived from the ESR system, it indicates 
we are in line with West Midlands region and national Trends for 
Turnover.

Risks

• Patient safety risk associated with not maintaining safe staffing levels and ensuring appropriate skill mix.
• Not achieving agency cost reduction target through continued agency reliance and use of escalated rates.
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Workforce Information | October 2023

Sickness Absence Performance

Data observations

• The Trust’s sickness absence has slightly increased from 5.47% in 
September to 5.99% in October. This is showing a slow increase  in 
sickness as we move towards winter.

• The 12‐month rolling sickness absence has increased slightly to 5.42% 
from 5.41%, however this is still an improvement when compared to 
this time last year October 2022, which was 6.04% .

Steps taken and planned impact

• Work is ongoing on developing our approach to attendance 
management and our health and wellbeing offer, including the 
psychological support framework.

• Flu and Covid vaccination programmes are in place to support staff 
but uptake has been low. 

Risks

• Staff absence arising from ongoing high operational pressures
• Ongoing high sickness levels can impact patient care through safe staffing levels and operational delivery. This is mitigated through the use of 

temporary staffing.
• Additional cost of temporary staff cover
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Workforce Information | October 2023

Sickness Absence Performance

Data observations

• The Trust sickness absence rate has increased from 5.47% in 
September to 5.99% in October. This is showing a slow increase  in 
sickness as we move towards winter.

• The top absence reason in October 2023 is due to mental health 
issues.

Risks

• Staff absence arising from ongoing high operational pressures
• Ongoing high sickness levels can impact patient care through safe staffing levels and operational delivery. This is mitigated through the use of 

temporary staffing.
• Additional cost of temporary staff cover
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Sickness Absence Performance

Data observations

• There is some alignment with the absence peaks experienced by Clinical Groups when compared to the staff groups, however it is not a direct comparison, for example 
only Admin & Clerical staff reached its peak monthly absence rate during December 2022, however four clinical groups during the same period recorded their peak.

• Further absence modelling based on the staff group mix within each Clinical Group may give better indications of future trends 

Steps taken and planned impact

• Clinical and Core service areas continue to proactively manage sickness absence though production boards, including confirm and challenge meetings with People 
Business Partners and managers to ensure appropriate plans are in place to support case management. 

• The People Support Team and Task Group continuously review available health and wellbeing packages to ensure they continue to meet the needs of the workforce 
with regular engagement and listening events to support feedback from staff ensuring all provisions are inclusive and accessible to all.

Group Nov‐22 Dec‐22 Jan‐23 Feb‐23 Mar‐23 Apr‐23 May‐23 Jun‐23 Jul‐23 Aug‐23 Sep‐23 Oct‐23

218 Clinical Diagnostics 5.46% 6.64% 5.42% 5.79% 5.35% 4.28% 4.92% 5.94% 6.03% 7.11% 6.28% 6.61%

218 Clinical Support Services 6.55% 7.29% 5.87% 5.22% 5.21% 5.33% 5.32% 5.73% 5.58% 5.42% 6.39% 7.24%

218 Core Services 4.71% 5.86% 4.71% 4.30% 4.37% 3.89% 4.41% 3.86% 4.55% 4.40% 5.07% 5.82%

218 Emergency Medicine 5.69% 7.02% 5.93% 5.38% 5.65% 5.20% 5.33% 5.13% 5.45% 5.98% 6.18% 6.65%

218 Medicine 5.08% 5.58% 5.09% 5.14% 5.52% 5.11% 4.65% 5.07% 5.29% 5.27% 4.58% 5.56%

218 Surgical Services 5.90% 7.05% 5.86% 4.92% 5.10% 4.02% 4.69% 4.48% 5.15% 6.40% 5.34% 4.65%

218 Trauma and Neuro Services 5.02% 6.58% 4.95% 4.79% 5.43% 4.32% 4.41% 5.19% 4.75% 5.35% 5.36% 5.50%

218 Women and Children 6.33% 6.96% 6.05% 5.41% 5.12% 5.16% 4.64% 4.92% 5.31% 4.47% 4.65% 4.79%

Staff Group Nov‐22 Dec‐22 Jan‐23 Feb‐23 Mar‐23 Apr‐23 May‐23 Jun‐23 Jul‐23 Aug‐23 Sep‐23 Oct‐23

Add Prof Scientific and Technic 6.35% 6.75% 5.89% 5.74% 6.24% 6.80% 6.99% 6.74% 5.74% 6.01% 6.87% 8.24%

Additional Cl inical Services 8.73% 9.84% 8.78% 8.45% 8.20% 7.47% 7.26% 8.01% 8.79% 8.76% 8.37% 8.76%

Administrative and Clerical 5.96% 7.04% 5.23% 5.03% 4.71% 4.54% 4.93% 4.80% 5.36% 5.58% 6.23% 7.04%

Allied Health Professionals 3.84% 4.58% 3.46% 3.44% 2.47% 2.82% 2.39% 3.42% 3.38% 3.33% 3.84% 3.81%

Healthcare Scientists 3.33% 4.87% 3.69% 5.43% 5.42% 3.52% 3.78% 4.86% 4.01% 4.47% 4.12% 5.12%

Medical and Dental 1.25% 1.47% 0.89% 0.89% 1.05% 0.64% 0.72% 0.86% 0.63% 1.15% 0.65% 0.73%

Nursing and Midwifery Registered 5.65% 6.77% 5.82% 4.90% 5.63% 5.05% 5.26% 5.24% 5.34% 5.62% 5.60% 6.20%
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Workforce Information | October 2023

Mandatory Training

Data observations

• Mandatory Training compliance has increased this month from 
94.36% to 94.69%. There is an increase in compliance for all clinical 
areas. Medical and Dental, whose performance deteriorated last 
month has increased compliance by 0.25%. 

• The targeted campaign to improve compliance by contacting 
individuals directly to advice of non‐compliance continues. 

Steps taken and planned impact

• Key areas which report lower compliance from an individual subject 
perspective are being targeted with specific support. 

Risks

• Capacity plans and performance are affected by non‐attendance at training.

Oct‐23Sep‐23Aug‐23Group Mandatory Training %

95.03%96.26%96.73%Clinical Diagnostics

96.83%95.22%95.95%Clinical Support Services

95.71%95.43%95.91%Core Services 

92.68%92.52%94.86%Emergency Medicine

94.17%93.64%93.86%Medicine

94.93%94.52%93.82%Surgical Services 

92.92%92.66%93.58%Trauma and Neuro Services

92.75%92.67%93.47%Women & Children

94.69%94.36%94.95%Substantive Staff Only
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Workforce Information | October 2023

Non Medical Appraisals & Medical Appraisal

Data observations

Non‐Medical Appraisals
• 82.73% compliance in this metric represents an overall improvement 

in the Trust’s compliance position of 2.28%.
• There are noted fluctuations in compliance across groups being seen 

month on month some reporting due to operational/clinical pressures 
however all clinical groups have a forecasted improvement plan which 
is tracked in group and reviewed at the monthly Accountability, and 
Quarterly review meetings.

• ED and T&N initiated monthly workforce production board meetings 
too which are making positive traction on their overall compliance 
rates, this tracking model is an approach other clinical groups are also 
now adopting.

Medical Appraisals
• The overall level of medical appraisal completions has decreased this 

month by 0.31% but remains above target with 90.08% compliance.

Steps taken and planned impact

Non‐Medical Appraisals
• Groups continue to focus on trajectory improvement plans and track 

these locally through their speciality reviews and Group Management 
Board meetings. 

Medical Appraisals
• Work continues to support appraisal compliance which is monitored 

by the Chief Medical Officer. 

Risks
• Adverse impact on staff engagement
• Adverse impact on staff development
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Non Medical Appraisals & Medical Appraisal by Clinical Group

Risks
• Adverse impact on staff engagement
• Adverse impact on staff development

Non Medical Appraisal Nov‐22 Dec‐22 Jan‐23 Feb‐23 Mar‐23 Apr‐23 May‐23 Jun‐23 Jul‐23 Aug‐23 Sep‐23 Oct‐23

218 Clinical Diagnostics 85.92% 86.59% 89.41% 88.14% 89.74% 89.83% 88.11% 90.17% 88.15% 85.03% 83.66% 82.81%

218 Clinical Support Services 89.57% 88.56% 91.86% 90.92% 90.29% 86.67% 84.21% 86.96% 84.01% 85.56% 84.70% 87.22%

218 Core Services 66.75% 67.92% 72.10% 71.50% 73.47% 72.64% 73.77% 73.54% 72.68% 71.93% 70.16% 73.71%

218 Emergency Medicine 83.30% 86.12% 88.73% 90.14% 90.73% 88.01% 91.97% 93.85% 93.71% 93.16% 90.86% 90.19%

218 Medicine 73.42% 72.66% 79.43% 75.83% 76.11% 78.66% 80.69% 82.48% 79.61% 76.15% 73.54% 77.78%

218 Surgical Services 87.76% 85.40% 85.10% 88.54% 90.30% 87.93% 89.55% 92.66% 89.31% 87.16% 82.78% 89.26%

218 Trauma and Neuro Services 77.20% 77.06% 85.46% 85.05% 85.90% 86.35% 84.64% 86.80% 80.96% 87.72% 85.16% 84.54%

218 Women and Children 80.54% 79.87% 86.61% 86.53% 85.71% 81.24% 83.69% 87.15% 87.85% 88.51% 83.49% 84.16%

Medical Appraisal Nov‐22 Dec‐22 Jan‐23 Feb‐23 Mar‐23 Apr‐23 May‐23 Jun‐23 Jul‐23 Aug‐23 Sep‐23 Oct‐23

218 Clinical  Diagnostics 95.52% 91.18% 89.55% 96.97% 88.24% 89.71% 92.75% 100.00% 100.00% 98.53% 94.52% 90.41%

218 Clinical  Support Services 96.70% 94.79% 94.85% 92.93% 91.00% 94.17% 92.52% 95.28% 94.06% 93.14% 93.91% 91.07%

218 Core Services 100.00% 100.00% 100.00% 100.00% 85.71% 80.00% 100.00% 86.67% 91.67% 91.67% 93.75% 100.00%

218 Emergency Medicine 96.05% 85.71% 91.46% 92.77% 94.12% 95.45% 96.63% 96.70% 96.70% 94.44% 92.78% 95.65%

218 Medicine 94.38% 95.83% 91.12% 92.35% 90.06% 91.28% 87.50% 92.86% 92.53% 91.53% 91.40% 91.62%

218 Surgical Services 94.78% 96.64% 93.33% 94.12% 92.13% 88.37% 94.51% 93.85% 89.31% 83.46% 77.10% 81.60%

218 Trauma and Neuro Services 89.47% 88.24% 90.44% 91.18% 87.22% 91.43% 91.34% 96.58% 89.36% 90.44% 92.81% 92.03%

218 Women and Children 96.30% 91.23% 98.28% 93.10% 85.96% 82.46% 89.13% 93.44% 94.83% 94.74% 94.83% 94.83%
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REPORT TO PUBLIC TRUST BOARD 
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Subject Title Winter Plan 2023/24 

Executive Sponsor Gaby Harris, Chief Operating Officer 

Author Jo Lydon, Deputy Chief Operating Officer 

Attachment(s) Report 

Recommendation(s) The Board is asked to NOTE the contents of the paper and gain 
ASSURANCE on winter preparedness. 

  

EXECUTIVE SUMMARY 

 This report details preparedness for winter 2023/24 and details plans and approaches 
at National, Regional, System and Trust level.   

 

 At UHCW plans for winter have been ongoing throughout the year. Programmes such 
as Improving Lives, ED expansion, virtual wards and other business as usual activities 
continuing to develop to provide resilience over the winter period. 

 

 A bid has been submitted to the ICB and Care Collaboratives for a share of this year’s 
winter allocations, which has now been allocated and schemes implemented.   

 

It is expected that this winter period will be challenging and will be further exacerbated should 
industrial action continue.  The paper details steps in place to mitigate this as much as 
possible, whilst promoting patient safety and staff wellbeing.  

PREVIOUS DISCUSSIONS HELD 

Discussions with key stakeholders 

Chief Officers Group, 26 September 2023 

 

KEY IMPLICATIONS 

Financial Additional winter schemes bid & potential for opening unfunded 
ward capacity / additional staff costs to mitigate patient safety 
risk. 
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Patients Safety or Quality Mitigation plans to reduce risk of patient safety incidents due to 
delayed care and overcrowding 

Workforce Impact of workforce wellbeing 

Operational Detailed operating plans for winter resilience and response. 
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UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 

REPORT TO PUBLIC TRUST BOARD 

Winter Plan 2023/24  

1. INTRODUCTION 

1.1 The purpose of this paper is to update the Committee on winter preparedness.  

 

1.2 The paper details winter plans and approach at National, Regional, System and Trust level 
to reflect the collaborative approach that is in place and essential.  

2. NHS ENGLAND  

2.1 NHS England (NHSE) has published guidance outlining the national approach to 2023/24 
winter planning, including a set of recommended winter roles and responsibilities for each 
part of the system.  This built on the delivery plan for recovering Urgent and Emergency 
Care which was published in January 2023.  

2.2 Nationally last winter was recognised as being incredibly challenging with high rates of 
infectious diseases, industrial action and capacity constraints. It is not expected that this 
winter will be easier.  

2.3 NHSE are clear that the challenges ae not just in ambulance services or emergency 
departments and that recovery requires collaboration to improve.  They therefore ask that 
Integrated Care Boards (ICBs) play a pivotal role in system leadership.  

2.4 The expectation set out is that 2 key ambitions are achieved, notably: - 

-76% of patients being admitted, transferred or discharged within 4 hours by March 2024 

-Ambulance response times for category 2 incidents to 30mins on average over 2023/24 

 

2.5 To achieve these ambitions, NHSE have invested to support effective planning and further 
roll-out.  This included: - 

-£1 billion of dedicated funding to support capacity in urgent and emergency services, 
building on the £500 million used last winter. 

-£250 million worth of capital investment to deliver additional capacity. 

-£200 million for ambulance services to increase the number of ambulance hours on the 
road. 

-together with DHSC, an additional £1.6 billion of discharge funding over 2023/24 and 
2024/25, building on the £500 million Adult Social Care Discharge Fund. 

 

2.6 In addition, they set out four areas for winter focus:-  

- 10 high impact interventions, focused in reducing waiting times and overcrowding in ED, 
improving flow and reducing length of stay. 

- Completing operational and surge planning 

- Effective system working 

- Supporting our workforce 
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2.7 On 18th September 23, Sarah-Jane Marsh, Director for Integrated Urgent and Emergency 
Care, led a Clinical and Operational leadership event.  This facilitated the coming together of 
health and social care to discuss how to best deliver resilience as a leadership community 
and work together as one team when times are tough.  

2.8 Further to the National position, NHSE Midlands has implemented a ‘Midlands Peer Review’ 
of In-Hospital processes to facilitate sharing of best practice and a reduction in unwarranted 
variations in the care that patients are currently receiving. Insincere  

 

3. COVENTRY AND WARWICKSHIRE INTEGRATED CARE BOARD 

3.1 From an Integrated Care Board (ICB) perspective, planning for winter 2023/24 commenced 
in July 2023 with a system wide review of last years inter allocation and performance.   

3.2 Following this session system partners were invited to bid for non-recurrent winter funding 
that supported Place delivery of national and local priorities.  

3.3 A total of £10.8m System allocation was available, split as follows:- 

-Coventry £3.9m 

-Warwickshire £5.9m 

-ICB contingency £1m 

 

3.4 Submitted schemes focused on the UEC recovery plans 56 key areas of focus:- 

-increasing capacity 
-growing the workforce 
-improving discharge 
-expanding care outside hospital 
-making it easier to access the right care 

 

3.5 There was also focus on schemes which aimed to: - 

-support ED avoidance 

-support acute admission avoidance 

-improve hospital flow by reducing length of stay  

 

3.6 These schemes were reviewed by Care Collaboratives and submitted to the ICB for final 
agreement.   

3.7 In addition to the creation of winter schemes the ICB is updating local system escalation and 
surge management plans to incorporate the newly updated OPEL guidelines. The updated 
system surge management plan will provide a joint Health and Social care agreement on 
cross organisational actions to be taken in periods of increased pressure with high demand 
for clinical services.  

3.8 In addition, the ICB have submitted a system response to NHSE Midlands on a set of winter 
focused key lines of enquiry (KloEs).  It is expected that confirm and challenge will take 
place ahead of providing final assurance going into the winter period. 

3.9 A system escalation call (Silver) is in place on a daily basis as required.  This is further 
supported by a system gold call in times of extremis.  
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4. WEST MIDLANDS AMBULANCE SERVICE 

4.1 The West Midlands Ambulance Service NHS Foundation Trust (WMAS) has issued a Winter 
Operational Plan ratified on 19th September 2023. 

4.2 The Trusts Resource Escalation Action Plan (REAP) level reflects the risk associated with 
ambulance handover delays and patients waiting in the community.  This is reviewed twice 
per week as part of on call conference calls and can move to daily review as required in line 
with increasing operational pressures.  

4.3  Mutual aid arrangements will be considered early in a response and can be utilised for both 
responses to large scale incidents and in exceptional circumstances for core business.  

4.4 A National Ambulance Coordination Centre is operating from 0600-0200 every day as part of 
resilience planning. 

4.5 A number of winter 2022/23 actions to increase available provision have remained in place .  
This includes a Duty Director every day, additional HALO provision and the implementation 
of Ambulance Decision Areas at numerous acute sites.  

4.6 This years winter plan focuses on maximising the number of available staff to better manage 
demand.  This includes recruitment of student and graduate paramedics.  

4.7 There are plans in place to ensure that there are enough experienced emergency call takers 
in the Trust, with additional staffing a resource available to be deployed into frontline 
operations. 

4.8 WMAS has undertaken lessons learned from last Easter, adverse weather and last winter 
and have actions in place to mitigate the same risks during this winter period.  

4.9 Further support will be provided to the control room with a ‘Operational Resource Efficiency 
Officer’ from September 2023 for 6 months, to focus on maximising available resource 
throughout the winter period.  

4.10 A Healthcare referral team comprising of 12 vehicles will be in place 16hrs per day, 7 days 
per week from August 2023 until March 2024.  These team will be utilised to focus on urgent 
cases and reduce pressure on crews to respond to 999 calls.  

4.11 Additional details support is also in place, maximising existing operational plans.  

5. UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE (UHCW) 

5.1 UHCW have received the following funding of the Underlying Recovery and Growth 
allocation from Source and Applications Funding.  

-£5.9m Underlying Capacity recovery 0.9% (£4.0m ICB, £1.9m other commissioners) 

-£9.7m Growth (£7.2m ICB, £2.5m other commissioners) 

-£15.6m TOTAL 

 

5.2 This has been allocated as follows:-  

-£11.2m underlying Capacity 

-£4.1m Growth  

-£0.3m Depreciation 

-£15.6m TOTAL 

5.3 In addition, UHCW bid for funding to support a number of schemes to support winter 
resilience.  These bids included seeking support for the collocated UTC at University 
Hospital, surge ward capacity and workforce schemes to respond to increased demand. 
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5.4 Confirmation of UHCW allocation has recently been received which will support a number of 
these schemes and partially fund some of the schemes which have remained operational 
since last year based on clinical need e.g. discharge lounge and collocated UTC.  

5.5 Plans with no financial impact are also in place to maximise the existing resource and 
respond to escalations as they arise. 

5.6 There remains focus on 4-hour performance.  Year to date compliance is 73% as a Local 
Health economy. There is a clear link to ED performance and hospital occupancy / 
discharge profile and so actions focus daily on the whole of the emergency pathway.  

5.7 In addition, in ED there is daily focus and review of ambulance handover times. A regular 
‘huddle’ in ED is in place, in conjunction with the HALO, to review daily performance and 
respond accordingly. This is proving beneficial and will continue over the winter period.  Year 
to date 15-minute handover compliance is currently 38%, which is equal to the West 
Midlands average. Generally, year to date UHCW compares favourably to the West 
Midlands with 81% of ambulances handed over within 30mins (WMids 75%) and 5% 
exceeding 60mins (WMids 10%).  Over winter teams will continue to embed and further 
develop existing plans to appropriately manage the expected increasing risk associated with 
the winter period.  

5.8 There has been focus on the relevant 10 high impact interventions outlined by NHSE. 

5.9 Same Day Emergency Care (SDEC) will continue to  be operational over winter, building on 
the benefits of emergency ambulatory patient care. Opening times will be 0800-2200 7 days 
per week. Medical SDEC currently treats, on average, 55 – 60 patients per day; the Medical 
SDEC model is Consultant lead and supported by a multi-disciplinary workforce mainly 
comprising of senior clinical fellows and ACP’s. Work is continuing to improve efficiencies 
and develop the offer, including bookable slots for patients who present out of hours or 
during surges of activity. This is aimed to be piloted in December 2023. This service routinely 
accepts more than 100 patients conveyed directly by WMAS each month. 

5.10 Frailty SDEC is in place and will continue over winter in order to ensure patients avoid 
admission where possible. The opening hours are 0800-2000 5 days per week.  The Frailty 
SDEC model is Consultant lead and supported by a multi-disciplinary workforce comprising 
of ACP’s, Pharmacists, REACT and a Social Worker. Work is continuing to develop and 
increase throughput through this service, this includes a bespoke telephone number for 
paramedics to call to discuss suitability of direct conveyance and a push model instead of 
pull model into the service. 

5.11 It should be noted that work has been ongoing throughout the year to improve the ED 
footprint.  The ED expansion programme of work will conclude at the end of September 23. 
The expansion provides the department with an additional 13 cubicles in a bespoke Minor 
Injury Unit, this is also where the co-located UTC is run from, 1 extra adult resuscitation and 
2 extra paediatric resuscitation trollies, 7 extra adult majors cubicles, 1 additional CED triage 
room, 4 additional CED cubicles and 1 additional paediatric assessment room (CED 
additional spaces not yet resourced with nursing / medical workforce). 

5.12 To be more resilient, the Emergency Medicine Group have been working through several 
transformation projects to provide efficiencies in the system thus building capacity and 
resilience. Examples of this include: 

-Direct Access Pathway ward moves to collocate Acute Medicine services in one location. 

-Improvements in ambulance offloads 0-15 minutes 

-Review of Directory of Services to ensure patients are appropriately directed. 

-Continuation of the co-located UTC to see, treat and discharge low acuity patients, this 
includes booking patients into appointment slots from ED overnight. 
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5.13 The Improving lives programme is integral to winter response, with key workstreams 
focussing on on inpatient flow, reducing length of stay and use of Urgent Community 
Response, amongst others.  These workstreams play a key role in achieving the aim of 
improving 4-hour performance, improving ambulance handover delays and reducing 
overcrowding in the ED.  

5.14 In line with this within ED a Community Liaison Nurse has been working with ED colleagues 
to support admission avoidance on a trial basis.  This has been successful in redirecting 
patients for community care.  Over the coming weeks and months this work will continue to 
achieve a more sustainable and embedded model.  

5.15 The pathway further builds on the good work already in place with 30 Hospital at Home beds 
and 20 virtual ward beds operational and continuing to provide care at home to patients over 
winter.  

5.16 The Improving Lives Programme has also focused on improved ways of working on hospital 
wards which are currently being trialled with a view to further expansion over coming months.  
This has focused on embedding effective board rounds and promoting weekend discharges 
through criteria led discharge.   Already ward 20 has seen a 1.4 day reduction in ward length 
of stay and a 27% increase ibn weekend discharges.  The expectation is that with further roll 
out increased benefit will be realised.  

5.17 Trial of a ‘discharge pull’ model of care, ‘pulling’ patients into community provision as soon as 
medically fit, is underway as part of the One Coventry Integrated Team model.  Whilst it is 
early in the trial there is a plan to amend and roll out further over the coming months, with an 
aim of reducing the number of medically fit for discharge patients in acute hospital beds.  

 
5.18 It is recognised that despite the ongoing improvement work that Improving Lives is delivering, 

there will be challenges with patient discharges to packages of care over the winter period.   

5.19 There are several supportive strategies in place to aid the discharge process with the aim to 
reduce length of stay which include: 

-Regular escalation meetings. 

-Confirm and challenge weekly with all clinical groups for patients with long length of stay 
(LLOS) >14 days. 

-Discharge before 12pm and before 5pm weekly meetings to focus on driving early 
discharges. 

-Quarterly Multi Agency Discharge Event (MADE) meetings. 

 
5.20 In addition, daily escalation to system partners and to the ICB is already in place, but will 

increase in frequency  should additional support be required to unblock discharge delays and 
create capacity.   

5.21 It is recognised that despite best efforts there are times when potential risk to patient safety 
may exist over the winter period i.e. prolonged ambulance handover times / significant 
overcrowding in ED. At times of greatest pressure patients may have to be placed in areas 
where they would not normally receive their care.  This may include the opening of additional 
(unfunded) capacity or the displacement of elective capacity.  

5.22 This may also include the placing of an additional patient on a ward in line with agreed 
processes.  

5.23 Despite this it is recognised that there is an essential need to maintain elective activity 
wherever possible.  In order to support this a number of actions are in place:- 

-Ward 10 ringfenced for inpatient electives  

-DSU occupancy rate capped at 16 in patients to allow next day daycases to proceed  
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-During periods of extreme pressure, flexible planning of elective procedures during ‘peak’ 
winter period to release bed capacity – this many involve scheduling more day case and 
reducing routine inpatient electives    

-Utilising available medical teams to increase OP activity when not in theatre  

-Utilising 642 methodology to plan for 6 weeks ahead of peaks in emergency activity to 
maintain and maximise elective activity  

-Increase day case workload at Rugby for Arthroplasty’s moving from inpatient electives to 
day case model (this will commence from December ’23) 

-In extremis, explore independent sector, specially Meriden to maintain cancer and urgent 
operating at pace (subject to financial assessment and mandate to proceed).  

-Work with the ICB to ensure all system mutual aid options are explored  

5.24 The Trust has a number of established mechanisms in place for IPC to support patient safety 
and operational delivery, however during the Winter period demand upon the service 
significantly alters.  The complexity of the changing patient profile requires the following to 
optimise operational delivery (currently unfunded) 

-7 day IPC team service 

-4plex screening at the front door - POCT 

 
5.25 Surveillance and monitoring of infection including trend analysis is in place, with an outbreak 

and incident response in situ including internal and external reporting as required. 

5.26 Finally, the impact on workforce should not overlooked.  A flu vaccination programme is in 
the plan (commences w/c 25th September), together with a COVID vaccination (scheduled to 
commence for staff in October 2023).  This is further supported by an agile wellbeing 
programme in order to support winter wellness.  

6. CONCLUSIONS 

6.1 It should be noted that a number of schemes are in place for winter preparedness with many 
schemes ongoing over the year. 

6.2 Winter funding has not yet been allocated, presenting risk of late implementation. 

6.3 It is expected that this winter will be challenging and will be further exacerbated should 
industrial action continue. There is a need to support the wellbeing of all teams over this 
difficult time. 

7. RECOMMENDATIONS 

7.1 Trust Board is asked to NOTE the contents of this paper and gain ASSURANCE on winter 
preparedness. 

 

Author Name: Jo Lydon 
Author Role: Deputy Chief Operating Officer 
Date report written: 12th October 2023 
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REPORT TO PUBLIC TRUST BOARD 
HELD ON 7 DECEMBER 2023 

 

EXECUTIVE SUMMARY 

The purpose of this report is to provide assurance that the Trust is compliant with its obligations under 
National Quality Board, National Institute for Health and Care Excellence guidance and Carter report 
recommendations in relation to safer staffing for Nursing and Midwifery. 

The report details safer staffing requirements including standard reporting information with metrics and 
analysis for the period of April 2023 to September 2023 as part of a bi-annual reporting schedule and 
demonstrates the utilisation of nationally recognised tools and metrics to demonstrate effective and 
robust processes.  

There is an overview of recruitment and retention activity including key workstreams and areas of 
focus across professional as well as specialist groups including Paediatrics, Allied health professionals 
and Maternity services. 

Key points of note in the report: 

 Paediatric staffing update summarising the organisational response and actions implemented 
to address shortfalls including deployment of adult nurses, international recruitment, and 
incentivised bank rates as well as a revised skill mix and work model trial. Improved forecasted 
vacancy position to 24% by February 2024 from 38% in September 2023.  

 Summary overview of vacancy position (September data) demonstrates an improved position 
in all vacancy levels as compared to the previous reporting period.  

 RN vacancy 8.3%, a 2% reduction and achieving the Trust ambition of under 10% 

 HCSW vacancy 8.3%, a 4% decrease with 50 HCSWs in recruitment process.  

 RM vacancy level of 17.79% with 20 WTE newly qualified midwives commencing in 
October 2023 and a predicted vacancy of 7% by December 

 AHP workforce seeing a 9.8% improvement in the vacancy position to 7.6% with the 
highest vacancy group (OT) seeing a 15% reduction (from 30%) 

 Actions to support recruitment and retention continue with participation in P1K, attendance at 
national recruitment events, Healthcare support worker listening events and professional 

Subject Title Safe Staffing Report  

Executive Sponsor Tracey Brigstock, Chief Nursing Officer  

Author Paula Seery, Associate Director of Nursing, Workforce 

Vicky Williams, Deputy Chief Nursing Officer 

Attachments Report 

Recommendation (s) The Board is asked to receive assurance from the  
contents and analysis therein that the organisation has fulfilled its 
obligations in relation to Nursing and Midwifery safer staffing. 
The committee is also asked to note key developments and activity in 
relation to AHP staffing. 
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development programme developments as well as the implementation of a team rostering pilot.  

 An improved vacancy position and focussed work has reduced agency utilisation particularly 
reliance on higher cost agencies 

 Patient experience. Update on patient feedback relating to noise at night with overview of the 
launch of a `restful night pledge. No complaints related to staffing levels within the reporting 
period.  

 Summary overview of standard reporting NQB expectations provided: Acuity levels continue to 
demonstrate a sustained level of complexity of patient care need seen in previous reports. 
Care hours per patient day maintained within 15% tolerance. No staffing correlations have 
been identified in Root Cause Analysis investigations for falls or pressure ulcers.  

PREVIOUS DISCUSSIONS HELD 

Report presented to committee 25th May 2023 as part of bi-annual reporting schedule 

KEY IMPLICATIONS 

Financial 
Robust safer staffing and recruitment processes ensure 
appropriate and efficient use of available resources 

Patients Safety or Quality 

Safer staffing and correlation to nurse sensitive indicators 
provides assurance regarding patient safety events which may 
relate to nurse staffing 

Workforce 
Providing a positive experience for new recruits and supporting 
staff well-being promotes UHCW as an employer of choice 

Operational 
Safe staffing processes supports operational delivery and patient 
flow as well as patient experience 
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UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 

REPORT TO PUBLIC TRUST BOARD 

Safe Staffing report April 2023 – September 2023 (Q1 & Q2)  

 

1. INTRODUCTION 

This report provides assurance that UHCW NHS Trust has met key obligations in relation to safer 

staffing requirements for Nursing and Midwifery based on National Quality Board requirements 

(appendix 1), National Institute for Health and Care Excellence guidance (2014) and Carter report 

recommendations (2016) and uses information and metrics such as Acuity, Care Hours Per Patient 

Day (CHPPD) and nurse sensitive indicators. Analysis of information and assurance of robust systems 

and processes to identify and mitigate any risks are described within the report. The report covers the 

period from April 2023 to September 2023 (Q1 & Q2).  

 

The report provides an update on the Paediatric workforce position and includes data and information 

on developments and outcomes of the actions which have been implemented.  The report also 

highlights key developments supporting the nursing, midwifery and Allied Health Professional 

workforce including professional development, education, and staff wellbeing.  

 

 
2.  CONTENT   

 
2.1 Paediatrics spotlight  

As noted previously, paediatric nursing is recognised as having a national occupational skills shortage 

which is reflected locally. The vacancy position in the group as well as absence related to maternity 

leave and sickness required an organisational response and a task and finish group, overseen by a 

Deputy Chief Nursing Officer was set up to explore and oversee a number of actions including the 

temporary deployment of adult nurses, using a learning zone supervision approach, targeted 

international recruitment and enhanced bank rates. In addition, a review of the worked model has led 

to a trial of a revised skill mix and the introduction of a supernumerary bleep holder for response to 

emergency and crisis needs across the footprint, including Childrens ED. This model will be evaluated 

in due course to determine impact and next steps. The actions as described already appear to be 

demonstrating a positive impact with a reduction in turnover, rescinded resignations, an improved 

pipeline supply and decreased sickness absence levels. Current forecasts predict a vacancy position 

of 24% by February 2024, from 38% in September.  
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Since the introduction of a paediatric specific test of competence by the NMC, international recruitment 

of registered nurses has become possible, and UHCW have successfully recruited ten internationally 

educated registered nurses during the reporting period who are in varying stages of the OSCE training 

programme. To date, seven have arrived and a further three are scheduled. The group recently 

celebrated their first internationally educated nurse successfully achieving NMC registration as a 

children’s nurse and a further four are set to take their OSCE exam in December.  There has been an 

increase in applications from experienced registered children’s nurses expressing an interest in the 

bleep holder role suggesting the trial is attracting applicants. In addition, twelve newly registered 

children’s nurses have been appointed and will commence in the coming months.  

Longer term plans including the recruitment and training of Nursing Associates and, now that this is 

approved and available, Registered Childrens Nurses via the apprenticeship route, which aims to 

support a continued stable pipeline as well as recruiting from the local community as part of the Project 

1000 ambition.  

 

2.2 Recruitment and retention: key developments, activities, and innovations 

 

Registered nurses 

The vacancy rate in September 2023 was 8.3% (123.80 WTE) a decrease of 2% from the previous 

reporting period. The biggest impact continues to be the success of the International Nurse Recruitment 

programme. The Trust successfully bid for further funding from NHSE/I to recruit an additional 130 

internationally educated nurses (IEN`s) by December 2023 and are on trajectory to deliver this 

ambition. 

43 WTE newly qualified nurses have been appointed during the reporting period, joining the 

organisation from September 2023, which is a reduction on previous years appointments and mirrors 

the national picture. There is an increase in attrition rate which is being explored with Coventry 

University and is an area of focus of one of the wider system Project 1000 workstreams.  

Other pipelines continue to be explored to support recruitment include reviewing workforce models to 

include roles such as registered Nursing Associates (NA). Utilising the apprenticeship route will also 

provide opportunities for our non-registered staff as well as the local population. The workforce 

transformation workstream of the NMAHP delivery group have worked with groups to identify 

opportunities to further expand and embed the numbers of NA`s in post across the organisation and a 

business case in under development.  

 

Registered Midwives 

The Midwifery vacancy rate in September 2023 was 17.79% (33.26 WTE), with 20 WTE newly qualified 

midwives due to commence in October. These figures include the 8.57 WTE uplift identified following 

the publication of the Ockenden (2022) report.  
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Staffing has remained challenging during the reporting period however, specialist midwives and ward 

managers have continued to work clinically across the areas to maintain safe staffing levels.  

 

Midwife to Birth ratio: 

Month  Ratio
April  1:29
May  1:28
June  1:28

  

Month  Ratio
July  1:30

August  1:32

September  1:28
 

The continuation of the Matron of the Day has also supported safe staffing and escalation within the 

department with senior oversight. A bi-weekly meeting with workforce is in place to discuss challenges 

and provide updates relating to pipeline starters and leavers and this works well to ensure that there is 

timely response to all aspects of recruitment. 

The reduction in Midwifery vacancies is mainly due to the success of the internationally educated 

Midwife (IEM) recruitment programme, supported through funding from NHSE/I. All 36 WTE externally 

funded positions have now been recruited with 13 of these midwives now appointed into band 6 posts. 

There are three return to practice midwives currently undergoing our successful programme. The Trust 

have been recognised for this success by NHSE and have been asked to share this approach 

regionally. There are also 4 candidates completing the fully funded shortened master’s level 

programme (18 months) at Birmingham University and 2 students undertaking the 4-year master’s 

programme at Leicester university. The activity as described has supported current recruitment 

trajectory predicting a vacancy forecast position of 7% by December 2023.  

To contribute towards the vision of Health Education England’s (2019) ‘Maternity Workforce Strategy’, 

HEE developed national Midwifery Support Worker (MSW) competencies to strengthen the role as a 

key part of enhancing the maternity workforce. An opportunity to obtain support from NHSE in the 

development, implementation, and evaluation of an in-house training programme was explored and 

funding successfully obtained to devise and deliver a condensed six-month programme of training for 

this role. The first cohort of 8 HCSWs completed this programme in June 2023 and following the 

success of the programme a second cohort of 9 HCSWs is due to complete in December 2023. The 

department are currently recruiting into a third cohort due to commence in January 2024 

To reassess the midwifery workforce requirements a further 3-yearly Birthrate Plus assessment has 

been commissioned to commence in January 2024. This will be in addition to undertaking a review 

across the LMNS to maximise validity and reliability incorporating all developments and responses to 

date for oversight. 
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Allied Health professionals (AHPs) 

There are currently 950 WTE registered AHPs and support staff employed at UHCW. All AHP 

professions remain hard to recruit nationally with intensive work being undertaken to develop the 

pipeline supply. Positively, the current vacancy rate in UHCW across this workforce group has reduced 

from 17.49% to 7.6% with the highest vacancy rate remaining within Occupational Therapy (though 

this has reduced from 30% to 15%).  There remains an increased demand for this profession nationally 

with an enhanced focus on workforce planning continuing for this role.   

Over the reporting period work has continued to scope the principle of safe staffing for AHP`s as there 

remains no national guidance. Work has commenced on implementing electronic job planning across 

the 10 AHP professions. To date it is established in one profession with a programme of work to expand 

across the other groups.  

The AHP preceptorship program is embedded for all new registrants at UHCW. There remains strong 

recruitment into band 5 positions across all professional groups, including occupational therapy, with 

a current vacancy at band 5 level of <1%. As vacancy rates remain the highest in band 6 positions, we 

have developed a band 5 to band 6 career framework to support with staff development and retention. 

To date there has been success using this framework within the occupational therapy teams and it is 

currently being rolled out across other professions. 

Following the success of recruiting diagnostic radiographers using an international recruitment model, 

the AHP faculty are developing an international preceptorship programme working collaboratively with 

the nursing teams (and system wide AHP teams) on pastoral support for these staff. We are awaiting 

the outcome of a bid for further funding that has been made available from NHSE to support 

international recruitment for therapeutic radiographers.  

The apprenticeship route to support the career development from support worker to registrant is 

expanding with apprenticeships now in place across Dietetics, Occupational therapy, and therapeutic 

and diagnostic radiography. A key focus for the next 12 months is to work with HEIs to support the 

enhanced care and advanced practice model across all AHP professions to support career progression 

opportunities post registration.   

 

Healthcare Support Workers (HCSW) 

The HCSW vacancy in September 2023 was 78.53 WTE (8.3%) an improved position of 4.3% from 

12.6% in the previous reporting period. 50 HCSW are in various stages of the recruitment process. A 

targeted recruitment plan continues to support the achievement of the national target set by NHSE to 

achieve and maintain a vacancy position of 0-1%. Focussed work has led to the continued reduction 

in the vacancy position. This has been achieved through centralised processes and several HCSW 

recruitment days run over weekends with engagement and support from ward staff.  

A regional HCSW recruitment and retention survey first conducted in July 2022 was repeated in July 

2023 and a local action plan has been aligned to key themes identified which includes improving HCSW 

retention by creating career pathways for them to progress within the organisation. Several forums 

have also been held which have provided HCSW`s with the opportunity to meet with the CNO and 
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DCNO so that their voices and opinions are heard. Key themes shared at listening events have been 

professional development and wellbeing, which aligns to national survey responses. A review of 

induction and development programmes for HCSW`s at UHCW is in progress with an ongoing schedule 

of these listening events planned.    

Another area of focus for the Workforce Transformation workstream has supported a review of the role 

of healthcare support workers and opportunities for skill development. In June an Assurance 

Framework to enable nominated HCSW`s to undertake the measurement and recording of adult 

physiological observations was approved. This aims to provide a clear governance structure for the 

delegation of this task and to provide the necessary assurance and oversight whilst also providing an 

opportunity for HCSW`s to gain additional skills and competencies supporting improved morale and an 

increased feeling of value and recognition. A review of the induction and education programme has 

also been completed in conjunction with learning and development and there are plans to bring the 

development and education of the HCSW workforce under the practice development function, which 

has for many years been focussed on the registered nurse workforce. Further updates on this 

development will be provided in subsequent reports. 

 

2.2.1 Key actions 

We continue to actively contribute to Project 1000, an ambitious system plan to recruit 1000 nurses 

from the local community over the next 4 years in Coventry and Warwickshire, with UHCW leading on 

the recruitment workstream across the system. This has included marketing for the ICS to promote 

nursing as a career and increasing presence across the system in schools and colleges, enabling and 

supporting young people to commence a career within the NHS.  

In order to enhance our recruitment reach, members of the Nursing and Midwifery and Allied health 

professionals’ teams, supported by the People team attended a recruitment event in June 2023 in 

London with over 500 people registering an interest in information about working in various roles within 

our organisation. We have a number of people who have been appointed following their attendance at 

the event, are monitoring the progression of candidates and will share any progress in subsequent 

reports.  

The retention of our existing staff is of equal importance to recruitment and there are several projects 

underway to enhance retention in all staff groups across the organisation. One project being trialled is 

Team rostering, which is recognised and evidenced to be a key retention tool. Team rostering allows 

staff to have a greater work-life balance by having flexible working arrangements, provides greater 

transparency and openness of working patterns and encourages fairness and collective responsibility. 

Team rostering is being trialled in 3 clinical areas for a six-month period. On completion, the results of 

the pilot will be analysed to consider next steps.  

 

2.2.2 Celebrations and recognition 

International day of the Nurse and Midwife in May was celebrated jointly at Coventry Cathedral with 

system partners and organisations. The day culminated in an event in the lecture theatre at which our 
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very first DAISY Leader Award was presented to Mary Jane Oca Glaucoma Specialist Nurse 

Practitioner. This award recognises nurse leaders for the extraordinary work they do to support their 

staff to maintain delivery of world-class standards of care.  

Beverly Beynon-Cobb, Senior Renal Dietician, achieved her first author publication in one of the top 

three international renal journal and was the feature of an editorial update. As a result, Beverley was 

shortlisted for ‘International Trainee of the year’ by the American Society of Nephrology. 

Our Midwifery and practice development team that collaborated on the development of the MSW 

training programme pilot for NHSE were asked to present at the NHS Midlands Healthcare Support 

worker conference: Building improvements in recruitment and retention. This programme was also a 

focus of a published blog in the Evidence Based Nursing journal. 

In June 2023, the first Nursing, quality and safety conference was held by the Nursing Quality and 

Patient Safety team, where key topics including pressure ulcer and falls prevention innovations and 

good practice were celebrated. This was very well attended by nursing staff across many different 

specialities.  

 
2.3 Standard reporting: NQB expectations (appendix 1) 
 
 
2.3.1 Daily operational safer staffing process – nursing 

Twice daily staffing meetings continue overseen by a Group Director of Nursing and AHPs (GDNA) or 

Associate Director of Nursing (ADN), led by the hospital bleep holder and attended by a Matron 

representative from all groups. During this meeting the Safer Nursing Care Tool (SNCT) is used to 

review the staffing status trust wide, from information contained in the live Health Roster. Details of the 

process and information reviewed can be found in appendix 2. 

In order to support decision making during the meetings, a ward safer staffing requirement template 

has been developed. This sets out agreed safe staffing levels for all wards and areas and indicates the 

staffing levels which are deemed may be a risk. It can be utilised to triangulate information around 

acuity/skill mix and aid senior nurses in making decisions regarding redeployment of staff between 

wards and areas to mitigate gaps and risks.  

 

2.3.2 Safer Nursing care Tool (SNCT) 

Acuity is a term used to understand the level of nursing intervention required to meet the care needs 

of a patient. The Safer Nursing Care Tool (SNCT) is used to determine the acuity level of a patient by 

applying a multiplier to each level of acuity to determine the number of care hours required to care for 

that patient group; this is calculated via a validated multiplier algorithm (appendix 3). Wards and 

departments are required to input acuity level data twice daily to ensure the sometimes-fluctuant care 

needs of patients can be captured.  
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Table 1: April 2023 – September 2023 

 

As demonstrated in the table above, between April 2023 and September 2023 patient acuity levels 

have remained stable with minor fluctuations, this is comparable to previous reports. An increase in 

patients’ acuity level was noted from August 2022 and remains unchanged. This indicates that the 

number of patients with greater complexity or dependency continues but remains stable. This 

information is used in real time alongside RN to patient ratios to inform daily safer staffing discussions 

and decisions.  

 

2.3.3 Care Hours per Patient Day (CHPPD)  

Care Hours per Patient Day (CHPPD) is a measure of the nursing hours provided to patients. It is 

rolling data updated monthly to show staffing levels in relation to patient numbers on an inpatient ward. 

Every month the hours worked during day shifts and night shifts by registered nurses, midwives and 

healthcare support workers are added together and each day the number of patients occupying beds 

at midnight is recorded. These figures are added up for the whole month and divided by the number of 

days in the month to calculate the average. Then the figure for total hours worked is divided by the 

average number of patients to produce the rate of care hours per patient day. This data is submitted 

nationally on a monthly basis via Unify. There is no agreed national standard to be met although there 

is an accepted tolerance of 15% between required and actual hours.  

 

2.3.4 Model hospital CHPPD – benchmarking against peers (point prevalence)  

One of NQB`s expectations is that our staffing is compared or benchmarked with peers, this is recorded 

and accessed via Model hospital and is demonstrated in table 2 where the Trust is represented by the 

black line.  
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Table 2: Point prevalence CHPPD August 2023 – national data 

 

 
Our position has remained unchanged from the previous reporting period. The data from August 2023 

point prevalence demonstrated the organisation was in mid quartile 2, remaining aligned to peers.  

 

2.3.5 Bank and Agency  

An improved vacancy position and focussed work by the NMAHP delivery group has seen a significant 

decrease in the requirement for agency utilisation from the previous reporting period. A rolling two-

week forward look roster analysis process, completed by the Associate director of nursing for workforce 

and Group directors of nursing, has been implemented and has supported a reduction in RN agency 

utilisation and particularly reduced reliance on higher-cost agency due to fewer short notice requests 

(appendix 4) being received at safer staffing meetings. Additionally, an improved vacancy position and 

a review of HCSW agency requests led to a revised approval process requiring authorisation from the 

CNO or DCNO. There has been a significant reduction in HCSW agency utilisation during the reporting 

period from 741 to 116 shifts. 

Demand for both RN and HCSW shifts has decreased in Q1 and Q2 compared to previous reports due 

to the continued decrease in RN and HCSW vacancies, which has also led to slight improvements in 

fill rate during this period (average 55% for RNs and 65% for HCSWs). Demand for temporary staffing 

is mainly driven by acute sickness and the requirement to staff additional capacity areas opening to 

support operational pressures.  

 
 
2.3.6 Nurse Sensitive Indicators 
 

Nurse sensitive indicators are used to support the analysis of the quality of care being delivered by 

triangulating incidences of harm against staffing provision. Two harm metrics that are utilised are falls 

and pressure ulcers. 
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Pressure Ulcers 

During the reporting period there were a total of 190 pressure ulcers reported, of which 13 were 

moderate harm. This is a significant decrease in comparison to the previous reporting period of 231 

pressure ulcers, 23 with moderate harm. There were no Category 4 pressure ulcers during this period. 

The Tissue Viability team developed a new approach in responding to incidents of moderate harm in 

alignment with the Patient Safety Incident Reporting Framework (PSIRF) due to be rolled out in 

November 2023. To deliver meaningful engagement with staff and support a culture of learning the 

Tissue Viability team now attend the area where the incident has been reported within 48 hours. An 

after-action-review is undertaken five days later to discuss key learning related to the pressure ulcer 

and ensure actions have been implemented. A follow up visit to support staff is undertaken two weeks 

later and it is envisaged these processes will support a continued decrease in the incidence of pressure 

ulcers. 

Table 4 demonstrates an increase in the total number of pressure ulcers reported in August and 

September compared to previous months. A theme identified was improved assessment 

documentation and reporting, suggesting improved recognition. A new validated pressure ulcer risk 

assessment is due to be launched in November. The tool assesses eight risk factors including nutrition, 

mobility and diabetes and supports nurse decision-making in identifying patients at risk of developing 

a pressure ulcer enabling the implementation of interventions earlier which could lead to a reduction in 

patient harm. 

 

Table 4: incidences of all pressure ulcers 

 

 

Falls 

During Q1 and Q2 there were a total of 916 falls of which 22 resulted in moderate harm. When 

compared to the previous reporting period, this shows a decrease in all falls (from 1094) but a 

comparable number of moderate harms. The decrease in all falls could be attributed in part to the 

continuous programme of education to support staff in managing those patients most at risk.  
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Table 5: all falls 

 

 

Any fall where moderate harm has occurred is included as part of the Patient Safety Response Team 

review process, where the appropriate investigation and follow up is determined and subsequent 

monitoring occurs via the Serious Incident Group. All falls are thematically reviewed via Falls Forum 

and reported to the Patient Safety and Effectiveness committee and Nursing and Midwifery Committee.  

The Falls, Moving and Handling lead has reintroduced falls link worker days where learning is shared 

through scenarios with a focus on and learning from key themes. Themes identified included managing 

patients who fall repeatedly and ensuring available resources are utilised to reduce the risk of patients 

falling. The Falls, Moving and Handling lead has worked collaboratively with the Learning and 

Development team to review the current handling and moving training which now includes the use of 

flat lifting equipment to safely transfer a patient following a fall minimising the risk of additional injury. 

The importance of reconditioning was also emphasised during Falls Awareness week in September 

and included working with Therapy teams across the Trust.  

 

On review no identifiable correlation between staffing levels and the incidences of pressure ulcers or 

falls during the reporting period has been identified as part of the investigation process.  

 
 
2.3.7 Staffing Red Flags 

Staffing red flags are reported/escalated when nursing care is considered compromised due to a 

staffing shortfall (such as delayed observations or medicine administration). All staffing red flags 

incident reports submitted are reviewed by the Associate director of Nursing for workforce to determine 

if a red flag event has occurred and to establish if this has led to any level of patient harm. This is 

discussed at the weekly senior nurse production board. Of the 33 staffing related datix`s submitted 

over the reporting period, 19 reported delays in intentional rounding, medication administration or 

recording of observations however, no patients came to any harm as a result. There was no identified 

correlation between staffing levels and patient harm during the reporting period. 
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2.3.8 Patient feedback  

Results from the NHS inpatient survey identified an increased incidence of patients at UHCW reporting 

that they were disturbed overnight by noise from staff and other patients. A campaign which includes 

a programme of events has been co-ordinated and a `restful night pledge` has been devised. The 

pledge includes the provision of sleep well packs (containing eye masks and ear plugs) as well as a 

pledge from both staff and patients to reduce noise at night during protected sleep time between 11pm 

and 6am, with an aim to improve patient experience. Updates on this development will be provided in 

subsequent reports. During the reporting period, there have been no complaints received that are 

related to staffing levels. 

 

2.4 Governance 

Monthly meetings are held with the Associate director of nursing for workforce, lead nurse for E-

Rostering and senior nurses from all groups which review the appropriate utilisation and completion of 

rosters including planned and unplanned leave, bank and agency utilisation and service-related 

changes which have workforce implications. In addition, the Nursing and Midwifery workforce group 

monthly meetings focus on and monitor nursing recruitment and retention workstreams, reporting into 

the Workforce Supply and Transformation Committee.  

 

3.       IMPLICATIONS 

The report has demonstrated assurance that through robust processes, and analysis of key metrics as 

detailed and through the analysis and correlation of harms; to evidence the provision of safer staffing 

with the resources available. The report identifies where challenges exist and provides assurance of 

robust processes and the collective leadership required to ensure safer staffing is maintained. The 

information provided also demonstrates positive progress on our recruitment position, celebrations and 

recognition of note as well as key developments supporting the wider workforce.  

 

4.       CONCLUSIONS AND RECOMMENDATIONS 

The committee is asked to note the significant progress in recruiting and retaining staff and is also 

asked to receive and accept this report for assurance that the organisation has robust processes, 

systems and prioritised activities to demonstrate that safer staffing has been maintained during the 

reporting period in line with national and professional obligations as detailed.  

 

 

Author Name: Paula Seery 
Author Role: Associate Director of Nursing for workforce 
 
Reviewer Name: Vicky Williams 
Reviewer Role: Deputy Chief Nursing Officer 

 

Date report written:  November 2023 
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Appendix 1: NQB expectations 

 

 

 
 
 
 
 
 
 
Appendix 2: Safer staffing process  
 
 

 Review of safer nursing care tool and live health roster data 

 Any areas of immediate concerns/shortfalls or need for support are discussed (on current 

shift) 

 Any additional requirements not met in establishment numbers i.e. patients requiring 1:1 arms 

length supervision - aligned to Enhanced Care Team available resources. Patients requiring 

review and assessment by ECT team to determine levels of supervision required are 

identified.  

 The safe care wheel is reviewed with areas of risk/concern identified for the next 24 hours or 

over the weekend 

 Fully staffed areas are reviewed and decisions made to reallocate staff appropriately to 

mitigate any areas of risk – initially within group/specialty and then if required across the 

organisation  

 Professional judgement is applied by specialty Matrons regarding their areas using a 

registered nurse to patient ratio as a benchmark 

 Any non-clinical shifts are discussed and if required stood down i.e. management/study days 
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 Any outstanding shifts (HCSW or RN) required are escalated to appropriate agencies (if not 

already in place) with the approval of the GDNA/ADN present 

 A safer staffing template is completed at every meeting and emailed to the ADN (Workforce) 

and Deputy CNO and saved onto a shared drive by the hospital bleep holder  

 Any mitigations are captured and logged on the safer staffing template  

 Any requirement for support outside of clinical groups can be discussed and agreed i.e. 

support from corporate nursing teams  

 The hospital bleep holder then provides an overview of nurse staffing across the organisation 

as part of the clinical site meetings 

 

 

Appendix 3: Multiplier criteria for acuity  

 

Table 1: SNCT summary of criteria and associated multiplier Acuity Level  

 Multiplier  Criteria 

Level 0  0.99  Patient requires hospitalisation  
Needs met by provision of normal ward care  

Level 1a  1.39  Acutely ill patients requiring intervention or those who are 
UNSTABLE with a GREATER POTENTIAL to deteriorate  

Level 1b  1.72  Patients who are in a STABLE condition but are dependent on 
nursing care to meet most or all of the activities of daily living

Level 2  1.97  May be managed within clearly identified/designated beds, 
requiring resources with the required expertise and staffing level 
OR may require transfer to a dedicated level 2 unit  

Level 3  5.96  Patients needing advanced respiratory support and/or therapeutic 
support of multiple organs
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Appendix 4: Roster analysis and agency escalation process 
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REPORT TO PUBLIC TRUST BOARD 
HELD ON 7 DECEMBER 2023 

 

Subject Title Maternity Incentive Scheme Submission Report 

Executive Sponsor Tracey Brigstock – Chief nursing Officer 

Author Gaynor Armstrong - Director of Midwifery 

Attachment(s) Appendix 1 – Year 5 Maternity Incentive Scheme Compliance Report 

Appendix 2 - Neonatal Workforce Action Plan (Standard 4) 

 

Recommendation (s) The Board is asked to receive the Maternity Incentive Scheme 
Submission Report and plan(s) for assurance and to note: 

 The Trust Board are asked to note the performance and 
compliance updates against the Year 5 standards. 

 The Trust Board are asked to support the team to report 
compliance with the Maternity Incentive Scheme by Thursday 1 
February 2024 at 12 noon using the Board declaration form. 
(This is now live on the NHS Resolution website). 

 To support the submission within the Trust declaration form 
which must be signed by the Trust’s CEO, on behalf of the Trust 
Board and by Accountable Officer (AO) of Clinical 
Commissioning Group/Integrated Care System prior to the 
submission deadline. 

 To note that the signed Board declaration form will be sent to 
NHS Resolution (nhsr.mis@nhs.net) by the Maternity team 
between Thursday 25 January 2024 and Thursday 1 February 
2024 at 12 noon.  

 

 

EXECUTIVE SUMMARY 

This paper aims to share the compliance and evidence against the Year 5 technical guidance of the 
Maternity Safety Incentive Scheme 2023/24: 

 Safety action 1 – met. 

 Safety action 2 – met. 

 Safety action 3 – met. 

 Safety action 4 – Neonatal workforce staffing not at the BAPM required level currently, an action 
plan has been updated with the current position (Appendix 2). The business case has been 
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updated following ODN funding to be progressed to bridge the gap between the establishment 
and BAPM recommended guidance. 

 Safety action 5 – met. 

 Safety action 6 – met.   

 Safety action 7 – met. 

 Safety action 8 - met.  

 Safety action 9 - met. 

 Safety action 10 - met 

 
 

PREVIOUS DISCUSSIONS HELD 

Trust Public Board November 2023, QIPS November 2023, PSEC November 2023 

 

KEY IMPLICATIONS 

Financial Risk of Litigation, cost of NHSR payment. Additional cost for 
recruitment of neonatal nurses, and medical staffing to meet 
workforce assessments. 

Patients Safety or Quality To maintain patient safety, improving outcomes in line with national 
ambition. 

Workforce  Recruitment and retention of midwives to meet Birthrate Plus 
assessment. Training requirements as outlined within CNST and 
Ockenden recommendations 

Operational Workforce requirements to meet the acuity of patients who are 
cared for within the department and increasing complexity.  



Year 5 Maternity Incentive 
Scheme Compliance 
Report



Welcome to UHCW
Trust Induction Programme

Safety Action 1 - Are you using the National Perinatal Mortality
Review Tool to review perinatal deaths to the required standard?

Evidence SourceAction RequiredMet/Not MetAction criteria

MBRRACE PMRT 
report

N/AMetSA1a

MBRRACE PMRT 
report

N/AMetSA1b

MBRRACE PMRT 
report

N/AMetSA1c

Mortality Committee 
Paper

N/AMetSA1d



Welcome to UHCW
Trust Induction Programme

Safety Action 2 - Are you submitting data to the Maternity Services
Data Set (MSDS) to the required standard?

Evidence SourceAction RequiredMet/Not MetAction criteria

MSDS scorecardN/AMetSA2a

MSDS scorecardN/AMetSA2b

MSDS scorecardN/AMetSA2c



Welcome to UHCW
Trust Induction Programme

Safety Action 3 - Can you demonstrate that you have transitional
care services in place to minimise separation of mothers and their babies?

Evidence SourceAction RequiredMet/Not MetAction criteria

MSC / Maternity 
Safety report/ ATAIN 
newsletters / LMNS 
board report for Sis 

N/AMetSA3a

MSC / Maternity 
Safety report/ ATAIN 
newsletters / LMNS 
board report for SIs

N/AMetSA3b

Guideline CG1136N/AMetSA3c



Welcome to UHCW
Trust Induction Programme

Safety Action 4 - Can you demonstrate an effective system of
clinical workforce planning to the required standard?

Evidence SourceAction RequiredMet/Not MetAction criteria

Locum information via TSSNAMetSA4a (i)

Compliance metNAMet(ii)

Diary reviewNAMet(iii)

Consultant present 82% of 
cases
EPR Update_CP 742 ‐
University Hospitals 
Coventry and Warwickshire 
(UHCW) Maternity 
escalation Procedure‐ FINAL

Mitigation in placeMet(iv)

Anaesthetic rotaN/AMetSA4b

Action planYesNot metSA4c

Action planYesNot metSA4d



Welcome to UHCW
Trust Induction Programme

Safety Action 5 - Can you demonstrate an effective system of
midwifery workforce planning to the required standard?

Evidence SourceAction RequiredMet/Not MetAction criteria

BirthRate plus 
document/Maternity 
safety plan, Trust Board 
report

N/AMetSA5a

Maternity safety plan, 
Trust Board report

N/AMetSA5b

Maternity safety plan, 
Trust Board report

N/AMetSA5c

Maternity safety plan, 
Trust Board report

N/AMetSA5d

Maternity safety plan, 
Trust Board report

N/AMetSA5e



Welcome to UHCW
Trust Induction Programme

Safety Action 6 - Can you demonstrate that you are on track to compliance
with all elements of the Saving Babies’ Lives Care Bundle Version Three?

Evidence SourceAction RequiredMet/Not MetAction criteria

LMNS SBL board 
report

N/AMetSA6a

LMNS SBL board 
report
Meetings held 
November 2023
NHS Future Platforms 
compliance met.

N/AMetSA6b



Welcome to UHCW
Trust Induction Programme

Safety Action 7 - Listen to women, parents and families using maternity and
neonatal services and coproduce services with users

Evidence SourceAction RequiredMet/Not MetAction criteria

LMNS MNVP  TOR / 
minutes

N/AMetSA7a

LMNS MNVP Forward 
Plan

N/AMetSA7b

Maternity action Plan 
Update and 
Healthwatch Survey 
Action Plan
Findings of MBRRACE 
report shared at 
stakeholder event 
August 2023

N/AMetSA7c



Welcome to UHCW
Trust Induction Programme

Safety Action 8 - Can you evidence the following 3 elements of local
training plans and ‘in-house’, one day multi professional training?

Evidence SourceAction RequiredMet/Not MetAction criteria

TNA  CG1140/ MSC 
Training tracker

N/AMetSA8a

TNA  CG1140/ MSC
Trust Board report

N/AMetSA8b

Training Needs 
Analysis guideline 
CG1140

N/AMetSA8c



Welcome to UHCW
Trust Induction Programme

Safety Action 9 - Can you demonstrate that there are robust processes in place 
to provide assurance to the Board on maternity and neonatal safety and quality issues? 

Evidence SourceAction RequiredMet/Not MetAction criteria

LMNS board papers / TB 
report / Maternity 
Safety Report

N/AMetSA9a

LMNS board papers / TB 
report / Maternity 
Safety Report

N/AMetSA9b

LMNS board papers / TB 
report / Maternity 
Safety Report
Emails confirming 
registration & 
attendance

N/AMetSA9c



Welcome to UHCW
Trust Induction Programme

Safety Action 10 - Have you reported 100% of qualifying cases to Healthcare Safety
Investigation Branch (HSIB/CQC/MNSI) and to NHS Resolution's Early Notification (EN) Scheme from
30 May 2023 to 7 December 2023?

Evidence SourceAction RequiredMet/Not MetAction criteria

HSIB/MSNI case 
details

N/AMetSA10a

HSIB/MSNI case 
details

N/AMetSA10b

QIPS report
Claims scorecard 
email

N/AMetSA10c



Safety action 4: Can you demonstrate an effective system of clinical workforce planning 

to the required standard?  

 

Following the publication of the NHS Resolution Maternity Incentive Scheme, an action plan was developed and has now been reviewed for 

CNST Safety Action 4   

November 2023 

 

Neonatal medical workforce: 

The neonatal unit meets the relevant British Association of Perinatal Medicine (BAPM) national standards of medical staffing. If the requirements have not 

been met in year 3 and or 4 or 5 of MIS, Trust Board should evidence progress against the action plan developed previously and include new relevant 

actions to address deficiencies. If the requirements had been met previously but are not met in year 5, Trust Board should develop an action plan in year 

5 of MIS to address deficiencies. Any action plans should be shared with the LMNS and Neonatal Operational Delivery Network (ODN). Neonatal nursing 

workforce: 

The neonatal unit meets the BAPM neonatal nursing standards. If the requirements have not been met in year 3 and or year 4 and 5 of MIS, Trust Board 

should evidence progress against the action plan previously developed 27 and include new relevant actions to address deficiencies. If the requirements 

had been met previously without the need of developing an action plan to address deficiencies, however they are not met in year 5 Trust Board should 

develop an action plan in year 5 of MIS to address deficiencies. Any action plans should be shared with the LMNS and Neonatal Operational Delivery 

Network (ODN) 

 

In February 2022, the Trust received notification from the West Midlands Neonatal Operational Delivery Network of a recurrent allocation of £402,754 specifically for 

neonatal nurses delivering direct patient care. The Neonatal Implementation Board allocated funding based on gaps identified in the workforce tool that was 

completed in October 2021. Points below reflect the additional funding, and the Standards following reflect the Standard compliance based on the additional funding. 

 

Staffing non-compliance against BAPM/DoH guidance is currently on the Department’s Risk Register – Risk 415. 

 

 



Standard 4c Neonatal Workforce Action 
Plan 
BAPM National Standard 

RAG 
Rating 

Evidence to Support Self-
Assessment 

Comment Further Action 
required 

Action 
Owner 

Funding received in February 2022 of 
£402,754. The following staff were 
recruited: 
Band 7 x 1.88 WTE 
Band 5 x 6.21 WTE 

Complete BadgerNet Neonatal Unit 
Report, Nurse staffing 
E-Roster clinical staff numbers 
Daily Allocation Sheets 
October 23 

All posts recruited to. No Finance BP / 
GDNA 

Each neonatal service works with 
strategic partners to develop 
recruitment and retention strategies for 
all professional groups across a network.  

Complete Weekly blank Network 
template and x1 completed as 
an example 

Network template completed and 
presented weekly to the West 
Midlands ODN.  

No Neonatal 
Matron(s) 

A designated lead nurse/midwife is 
responsible for the clinical and 
professional leadership and 
management of the service, working 
with the lead consultant.  

Complete Neonatal Operational Unit 
Policy 
Job Description (Matron) 

X2 WTE Neonatal matrons in post No GDNA / 
Neonatal 
Matron(s) 

Day to day management of nursing care 
provision on NNUs should be 
undertaken by a senior nurse (generally 
Band 7 level) who has no clinical 
commitment during the shift (often 
referred to as the shift coordinator). 

In 
progress 

BadgerNet Neonatal Unit 
Report, Nurse staffing 
E-Roster clinical staff numbers 
Daily Allocation Sheets 
October 23 

Business case in progress to provide a 
supernumerary co-ordinator per 
shift. 
 
BadgerNet currently shows that over 
the last 12 months the co-ordinator 
has had supernumerary status 4.89% 
of the time (3.28% in October 23). 

Progress Business 
Case 

GDNA/GDO  

A minimum of 70% (special care) and 
80% (high dependency and intensive 
care) of the workforce establishment 
hold a current Nursing and Midwifery 
Council (NMC) registration.  

Complete BadgerNet Neonatal Unit 
Report, Nurse staffing 
E-Roster clinical staff numbers 
Daily Allocation Sheets 
October 2023 

Currently 75.3% of total workforce 
have NMC registration. In HDU/ITU 
100% of clinical nursing staff have 
NMC registration. 

No Neonatal 
Matron(s) 

A minimum of 70% of the registered 
nursing and midwifery workforce 
establishment hold an accredited post-
registration qualification in specialised 
neonatal care (qualified in specialty (QIS) 
(see 5.2.1).  

Complete BadgerNet Neonatal Unit 
Report, Nurse staffing 
E-Roster clinical staff numbers 
Daily Allocation Sheets 
October 23 

Currently 72.1% of NMC registered 
nurses hold QIS qualification.  
 
12.28 WTE RNs are in training and 
when the course is completed in 
March 2024 it will give 90.2% of 
nurses with QIS qualification. 

No Neonatal 
Matron 



Babies requiring special and Transitional 
care are looked after with a minimum of 
1:4 staff-to-baby ratio at all times by 
either a registered nurse/ midwife or 
non-registered staff (e.g., an assistant 
practitioner or nursery nurse who has 
undertaken accredited training to a 
minimum of National Vocational 
Qualification (NVQ) 3/Foundation 
Degree), working under the supervision 
of a registered nurse/ midwife (QIS)   

Complete BadgerNet Neonatal Unit 
Report, Nurse staffing 
E-Roster clinical staff numbers 
Daily Allocation Sheets 
October 2023 

 No Neonatal 
Matron(s) 

Babies requiring high dependency care 
are cared for by staff who have 
completed accredited training in 
specialised neonatal care or who, while 
undertaking this training, are working 
under the supervision of a registered 
nurse/midwife (QIS). A minimum of a 1:2 
staff-to-baby ratio is provided at all 
times (some babies may require a higher 
staff-to-baby ratio for a period of time).  

Complete BadgerNet Neonatal Unit 
Report, Nurse staffing 
E-Roster clinical staff numbers 
Daily Allocation Sheets 
October 23 

 No Neonatal 
Matron(s) 

Babies requiring intensive care are cared 
for by staff who have completed 
accredited training in specialised 
neonatal care or who, while undertaking 
this training, are working under the 
supervision of a registered 
nurse/midwife (QIS). 
 
A minimum of a 1:1 staff-  
to-baby ratio is provided at all times 
(some babies may require a higher staff-
to-baby ratio for a period of time) 

Complete BadgerNet Neonatal Unit 
Report, Nurse staffing – 12 
months & October 23 
E-Roster clinical staff numbers 
Daily Allocation Sheets 
October 23 

 Refreshed Business 
Case following ODN 
funding 

GDNA/GDO 

In 
progress 

Currently staffing establishment 
supports a ratio of 1:2. Refreshed 
business case for provision of a 
supernumerary co-ordinator and 1:1 
ratio for Neonatal Intensive Care. 
 
BadgerNet currently shows 79.1 
additional nurse shifts needed over 
past 12 months to make all shifts 
BAPM compliant. 



Neonatal nursing establishments in each 
unit are calculated against 
commissioned activity with an uplift of 
25% to accommodate expected leave 
(annual, sick, maternity, paternity, 
mandatory training, and continuous 
professional development (CPD)), based 
on an 80% occupancy level.  

In 
progress 

Establishment for Neonatal 
Unit and Transitional Care 
BadgerNet Cots Occupancy 
October 23 

Establishment supports 21% uplift for 
100% occupancy. 
 
Current cot occupancy rate 82% 

Refreshed Business 
case to bridge gap 
between 
establishment and 
BAPM guidance 
and provide 23% 
uplift since ODN 
funding 

GDNA/GDO 

Neonatal Outreach: Additional nursing 
staff to support parents at home must be 
resourced to achieve the national 
benchmark of reducing separation of 
mother and baby. Formalised standards 
for neonatal outreach services have not 
been developed to date but we 
recommend that this should be available 
7 days per week. 

Complete E-Roster Outreach Nurse 
Staffing Numbers 
 
Outreach Operational Policy 

There is a service at the weekend, but 
due to increase in workload at this 
time, staffing being reallocated to 
ensure there is an additional nurse. 

No Neonatal 
Matron(s) 



Neonatal Intensive care units require 
there to be a minimum of 8 WTE Tier 1; 
8 WTE Tier 2 and 7 WTE Tier 3 
Consultants, with 24/7 availability of a 
neonatologist. 
The minimum staffing of any NICU 
should include a tier one clinician ‐ ANNP 
or junior doctor ST1‐3 and at tier 2 
generally an experienced junior doctor 
ST 4‐8 or appropriately trained specialty 
doctor or ANNP. 

In 
progress 

Medical Staff Rota 
 

Tier 1 Medical Rotas are separate 
neonatal cover (no general 
paediatrics) with 6 ST1-3 HEEWM 
Paediatric trainee slots and 4 
additional slots covered by ANNPs. 
Making it a 1 in 10 rota (rotating as 
1:6 and 1:4 respectively). Currently 
there are 5.8 WTE ST1-3 trainees and 
3.34 WTE ANNPs. There are 2 student 
ANNPs who would be completing 
their courses in the next 3-6 months 
and join Tier 1 rota. We have recently 
received funding from NHSE (via 
WMODN) for 1 new 8A training ANNP 
post to support Tier 1 rota.  

 
Tier 2 Medical rotas have 5 ST4-8 
HEEWM Neonatal/Paediatric 
trainees’ slots and 2 ST4-8 HEEWM 
Community trainee slots. There is a 
separate neonatal rota but not with 
minimum of 8 staff.  

 
The community trainees only provide 
out of hours cover as per the rostered 
shifts - all night shifts as per the rota 
and weekend/bank holiday long day 
shifts. 1.8 WTE ANNPs provide cover 
as and on Tier 2, covering one of the 
Community slots. We have recently 
received uplift only funding for one of 
the ANNPs to move from Tier 1 to 2. 
We would require further funding 
support to match BAPM 
recommendations of 1:8 medical 
cover on Tier 2. 

 

Business case in 
development to 
match BAPM 
recommendations. 
 
Additional 
recurrent funding 
for 2 additional 
ANNPs on Tier 1 
rota, keeping the 
total of 8 ANNPs on 
Tier 1. Which in 
addition to 4 on 
Tier 2 would give us 
a total of 12 ANNPs. 
Two Trainee ANNPs 
recruited to 
commence training 
in January 2024 
 
Additional 
recurrent funding 
for at least 1 
neonatal tier 2 
service cover slot. 
This could be either 
training /employing 
2 additional ANNPs 
on Tier 2 rota 
(preferred option) 
or a Speciality 
doctor. 

Clinical Lead 
for Neonates 



Tier 3, There are 8.6 WTE consultants 
on the on-call rota and there is 24/7 
availability of the neonatal 
consultant. 
 
Minimum staffing level requirement 
of at least one tier 1 (ST1-3/ANNP) 
and an experienced junior doctor 
(ST4-8) or ANNP at Tier 2 are met. 
 

Neonatal Consultant staff should be 
available on site in all NICUs for at least 
12 hours a day, 7 days a week. 

In 
progress 

Consultant On Call Rota Not met currently at weekends and 
bank holidays Only - there is only an 
on-site Consultant 09.00-14.00, with 
on call off site availability following 
this. 
 
Requirements are met for rest of the 
days in the year 

Neonatal medical 

workforce business 

case outlining 

requirements for 

Tier 1, 2 and 3. 

 

Additional 

recurrent funding 

for 8PAs per week 

annualised would 

be required to 

support the 

provision. Awaiting 

advice re: national 

funding support 

Clinical Lead 
for Neonates 

Consultant staff in NICUs should be on 
the General Medical Council specialist 
register for neonatal medicine or 
equivalent and have primary duties on 
the neonatal unit alone. 

Complete GMC Register 
Job Description 

 
 

No Clinical Lead 
for Neonates 

Neonatal units providing surgical 
services have a nurse/midwife with 
neonatal surgical experience who has 
clinical leadership responsibility for 
nursing care of babies needing surgery.  

N/A  Surgical services not provided. 
 
All neonates requiring surgery are 
currently transferred to either BCH or 
LRI. 

Paediatric surgical 
services are 
currently under 
review within the 
trust. 

GDNA / GDO 



Neonatal units providing surgical 
services have at least one nurse/ 
midwife with neonatal surgical 
experience who has responsibility for co-
ordinating transfer and discharge of 
babies pre- and  
post-surgery, liaising with primary and 
community services, and supporting 
parents and referring teams. 

N/A  All neonates requiring surgery are 
currently transferred to either BCH or 
LRI. 
 
QIS nurses undertaking neonatal 
surgical nursing course to support 
care of neonates prior to and post 
transfer with surgical centre.  
 
Currently 6 nurses have places on 
surgical course, x2 Sept 2023, x2 Feb 
2024, x2 Sept 2024.  

 Neonatal 
Matron(s) / 
Finance 
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REPORT TO PUBLIC TRUST BOARD 

7 December 2023 

EXECUTIVE SUMMARY 

The enclosed provides an overview of the Mortality portfolio, including key performance indicators such as 
number of Primary and Secondary/Structured Judgement Reviews (SJR) open for completion and trends 
presented at the Mortality Review Committee. 
 
Mortality Profile Performance – Data Extracted 25 October 2023 
 

• There are 258 primary mortality reviews over 30 days. 395 if we include ED primary reviews. 
• There are 3 primary mortality reviews over 12 months old. 
• There are 5 ongoing SIG investigations which have been registered as a result of the mortality 

review process. 
 
Hospital Standardised Mortality Ratio (HSMR) update and trends 
The Trust uses mortality indicators such as the Hospital Standardised Mortality Ratio (HSMR) and Summary 
Hospital Level Mortality Indicator (SHMI) to compare mortality data nationally. This helps the Trust to identify 
areas for potential improvement. 

 
• Hospital Standardised Mortality Ratio (HSMR) for June 2023: 

o June HSMR 96.0 (within expected range) 
o March 2022-February 2023 HSMR 106.5 (above expected range). 

 
• Summary Hospital Mortality Indicator (SHMI) update 

o SHMI: 1.0861 (within expected range) 
o Variable Life Adjusted Display Charts (VLAD) Charts 4 negative alerts. 

 
 
 
 
 
 
 

Subject Title Mortality Review Committee Report 

Executive Sponsor Kiran Patel (CMO) 

Author Pijush Ray – Deputy Chief Medical Officer 

Sam Caton – Associate Director of Quality 

Nicola Corbett – Head of Clinical Effectiveness and Assurance 

Attachments   No 

Recommendation (s) The Board is asked to RECEIVE ASSURANCE 
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Improvement/Next Steps 
• Actions that remain in progress from the Mortality Review Process audit are being monitored via 

Mortality Review Committee. 
• The Parliamentary Bill to implement Medical Examiner scrutiny of all deaths is due to progress later 

this year and the proposed date for statutory scrutiny is now 1st April 2024. The Lead Medical 
Examiner Officer is in post and the MEO recruitment has been completed. Cross ICB working is in 
progress to standardise the information pathway the scrutiny of community deaths. Review of 
information leaflets that provide information to bereaved families in primary care, social care and 
from funeral directors to ensure that families are aware of the role of the Medical Examiner. 

• Exploration of a process for thematic review and triangulating learning from deaths will take place, 
as per recommendations from Learning from deaths Guidance for NHS trusts on working with 
bereaved families and carers 2018 following the implementation of Datix. 

• The mortality module, with associated communications and instruction sheet, was deployed Trust 
wide in October 2023. All primary reviews and structured judgment reviews are now only 
completable on Datix rather than CRRS. This allows for increased access to the required review 
for the reviewer and Group with improved reporting and thematic analysis. 

PREVIOUS DISCUSSIONS HELD 

Mortality Review Committee 11 and 25 September 2023 and 9 October 2023  

Patient Safety and Effectiveness Committee 9 November 2023 

Quality and Safety Committee 30 November 2023 

KEY IMPLICATIONS 

Financial 
Inaccurate clinical coding relating to diagnosis groups reviewed by the 
committee may have financial implications. 

Patients Safety or Quality 

Learning from deaths is an opportunity to improve patient safety and 
experience by improving services or identifying serious incidents for 
investigation. Reviewing mortality allows compliance with regulated 
activity and CQC domains for well led domain. 

Workforce NA 

Operational NA 
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Mortality Review Report 

Data extracted and correct as of 25 October 2023 
 

Pijush Ray – Deputy Chief Medical Officer 
Sam Caton – Associate Director of Quality 

Nicola Corbett – Head of Clinical effectiveness and Assurance 
Jenny Hunt – Mortality and Harm Co-ordinator 

 
 
1.0 Introduction 

 
The enclosed provides an overview of the Mortality portfolio, including key performance indicators 

such as number of Primary and Secondary/Structured Judgement Reviews (SJR) open for 

completion and trends presented at the Mortality Review Committee (MRC). 
 
2.0 Mortality Profile Performance 
 
 

Key Performance Indicator (KPI) Total Number 

Primary Mortality Review Completion Rate % 
(excluding the Emergency Department) 

2022 – 99.4% (10 outstanding) 
2023 – 74.5 % (347 outstanding to date)  
 

Structured Judgement Mortality Review 
completion rate % 

2021 – 100% (0 outstanding)  
2022 – 97.2% (6 outstanding) 
2023 – 82% (20 outstanding) 

 
 

By Group  Total number primary 
reviews outstanding Over 30 days 

Clinical Support Services 23 19 
Emergency Medicine 

1. Acute Medicine 
 

 
2. Emergency 

Department  

118 
 
 

48 

72 
 
 

23 

Medicine 100 65 
Surgical Services 49 42 
Trauma & Neuro Services 58 37 
   
Grand Total 395 (including ED) 258 
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There are 395 primary mortality reviews in total (including ED) that require completion, of those 

258 are over 30 days from the date of death. There are 3 primary mortality reviews over 12 

months old which have been escalated as per the Trust process. Please see the below table.  

 

PID Date of Death Specialty 
P42273 5 March 2022 General Surgery 
F47373 11 September 2022 General Surgery 
K68366 24 August 2022 Acute Medicine 

 

Further monthly escalation of outstanding mortality reviews will be issued monthly to Group 
triumvirate with monthly monitoring of compliance via the Mortality Review Committee. 
 
2.1 LeDeR mortality update 
 
The NHS National Learning from Deaths Guidance (2017) identifies that a case review of 

deaths of people with a learning disability is undertaken, and oversight is provided via the 

Learning Disability Mortality Review (LeDeR) program. The purpose of the local reviews of 

death is to identify any potentially avoidable factors that may have contributed to the person’s 

death and to develop plans of action that individually or in combination, will guide necessary 

changes in health and social care services in order to reduce premature deaths of people with 

learning disabilities. 

 

There has been 1 death of a patient with a learning disability, under Care of the Elderly (C of 

E), since the last report into Trust Board. The mortality review awaits completion and has been 

flagged to the C of E Mortality Lead. 
 

3.0 Serious Incident (SI) investigations: 
 

There are 5 ongoing Serious Incident investigations initiated through the Mortality Review 

process. 

- 1 registered as a result of a structured judgement review being completed as per the 

Trusts mortality review process and graded 1 (very poor care) 

- 4 registered as a result of primary mortality reviews being completed and graded as 

NCEPOD E (less than satisfactory care) 

 

Learning and actions will be shared following the completion of the Serious Incident 

Investigations. 
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4.0 Mortality Committee Updates (11 and 25 September and 9 October meetings)  
 

The Mortality Review Committee Received specialty updates from: 

 

• Diabetes and Endocrinology 

• Infectious Diseases 

• Urology 

• Oncology  

• Haematology 

• Stroke 

• Acute Medicine 

• General Medicine 

 

Diagnosis groups with higher-than-expected deaths (Telstra Health data) that are monitored by 

the committee were reviewed. Monitored diagnosis groups are: 

 

• Septicaemia (except in labour) 

• Intracranial injury 

• Acute myocardial infarction (AMI) 

• Other fractures 

 

Telstra have been asked to specifically review the AMI data for STEMI and non – STEMI to 

determine if there is a specific difference in outcomes that could be attributed to the pathways 

for treatment. MRC is seeking to understand if there is any link with pathway issues from GEH 

or SWFT.  

 

Additional groups with higher-than-expected deaths from the most recent data released that 

were also reviewed by the committee include: 

• Intrauterine hypoxia and birth asphyxia 

• Crushing injury or internal injury 

• Cancer of the breast 

• Respiratory failure, insufficiency, arrest (adult) 

• Other diseases of kidney and ureters.  
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5.0 Datix Mortality Module Update  
 
The mortality module, with associated communications and instruction sheet, was deployed 

Trust wide in October 2023. All primary reviews and structured judgment reviews are now only 

completable on Datix rather than CRRS. This allows for increased access to the required review 

for the reviewer and Group with improved reporting and thematic analysis.  
 
6.0 Mortality Review Process Audit Action Plan Updates 
 
The mortality review process was the subject of a scheduled internal audit in February 2022 

and follow-up audit in May 2023 (results pending). Following the 2022 audit an action plan was 

put in place based on improvements required within the process. A modified action plan has 

been developed pending the published outcome of the follow-up 2023 audit and will be reported 

to the Mortality Review Committee.   
 
7.0 Hospital Standardised Mortality Ratio (HSMR) update and trends 
 
The Trust uses mortality indicators such as the Hospital Standardised Mortality Ratio (HSMR) and 

Summary Hospital Level Mortality Indicator (SHMI) to compare mortality data nationally. This helps 

the Trust to identify areas for potential improvement. Although these are not a measure of poor 

care in hospitals, they do provide a ‘warning’ of potential problems and help identify areas for 

investigation. 

 
The HSMR is above the national benchmark of 100, indicating a higher number of deaths than 

expected. This has been flagged as a high relative risk due to the lower confidence intervals also 

exceeding the national benchmark. 

 
7.1 HSMR Trend 
The most recent month of available data for the HSMR is June 2023. 
 
The most current rolling 12 months of data for HSMR is July 2022 – June 2023 (Table 1). 
 

 
 
 
 
 
 

 

 

Month HSMR Value Status 

June 2023 96.0  Within Expected Range 

July 2022-June 2023 106.5  Above Expected Range 
Table 1: HSMR for the most current data. Source: Telstra Health Dr Foster Intelligence 
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The rolling 12 month HSMR trend is shown overleaf in Figure 1.  The HSMR remains above the 

national benchmark of 100, indicating a higher number of deaths than expected. However, there is 

a decreasing trend in HSMR towards the 100 benchmark. 

 
 
Figure 1. HSMR Rolling 12 Months Trend 
 
The monthly trend indicates that the HSMR has decreased to be within the expected range for 

the last six months of data. 

 

 
Figure 2. HSMR Month Trend 
 
 

 

 
 
 
 



6 
 

8.0 Summary Hospital Mortality Indicator (SHMI) update 
 
The Trust uses mortality indicators such as the Hospital Standardised Mortality Ratio (HSMR) and 

Summary Hospital Level Mortality Indicator (SHMI) to compare mortality data nationally. SHMI 

combines in hospital mortality with mortality within 30 days of discharge.  

 

The SHMI is above the national benchmark of 1, indicating a higher number of deaths than 

expected. The value, however, is still within the expected range. 

 
8.1 SHMI trend 
The most recent SHMI report covers the period of April 2022 to March 2023. The SHMI position 

has decreased since the previous position to 1.0855 from 1.0861. The SHMI value for UHCW for 

this publication is within the expected confidence range. There were 2,655 deaths recorded 

compared to 2,445 ‘expected’ deaths with 73% of patient deaths in hospital and 27% of deaths 

within 30 days of discharge. 

 

Of the 10 diagnosis groups reported by NHS Digital, there were 4 Negative Alerts: 

• Septicaemia (except in labour), shock 
• Pneumonia 
• Secondary malignancies 
• Acute bronchitis. 

 

SHMI and the ten reported diagnosis groups are monitored alongside the HSMR in the Mortality 

Review Committee and will be considered in the progression of the action plan. One of the 

diagnosis groups identified in the SHMI data as higher than expected, is also being monitored 

through MRC as a negative alert in the HSMR data, Septicaemia (except in Labour). 
 

9.0 Conclusions 
 

• Revised actions from the pending publication of the 2023 Mortality Review Process 

audit have been prepared, and once implemented will be monitored by the Mortality 

Review Committee. 

• The mortality module, with associated communications and instruction sheet, was 

deployed Trust wide in October 2023. All primary reviews and structured judgment 

reviews are now only completable on Datix rather than CRRS. This allows for increased 

access to the required review for the reviewer and Group with improved reporting and 

thematic analysis.  

• The parliamentary process for the implementation of Medical Examiner scrutiny for all 

deaths is scheduled for later this year and the proposed date for the statuary 

implementation is now 1 April 2024.  The ME Office work is complete. The complement 
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of MEOs have been recruited and expressions of interest for the ME sessions have 

been in the CMO bulletin.  
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REPORT TO PUBLIC TRUST BOARD 
HELD ON 7 DECEMBER 2023 

Subject Title Medical Education Report 

Executive Sponsor Professor Kiran Patel  

Author Professor Sailesh Sankar 

Attachment(s) Report 

Recommendation(s) The Board is asked to accept this report for Assurance 

EXECUTIVE SUMMARY 

The Medical Education Directorate manages and delivers education and training to undergraduate 
medical students, Postgraduate doctors in training and health professionals using a range of training 
facilities and services.  In this report we cover the recent progress and challenges faced by each of the 
departments/services, our Training leads, and the groups we serve. 

Postgraduate Medical Education  

We would like to thank Dr Andreas Ruhnke for establishing the role of Guardian of Safe working at 
UHCW and supporting the Trust with this function for 6 years.  We are pleased to report that Dr 
Timothy Robbins has accepted this role and will be taking up the role from Dec 2023. 

Dermatology inspection visit 

Until recently Dermatology had an excellent reputation as a training centre (national leader) and which 
was very popular with trainees.  However, the Quality intervention undertaken by NHS-E in September 
noted that little progress had been made by the Trust on the issues identified in July 2023. The 
Dermatology department has continued to struggle to provide trainees with the training experience 
they need. The relocation of the Dermatology department has resulted in different ways of working 
raising concerns around supervision ability and facilities.  The Chief operating officers have now 
reviewed the action plan drawn up as a result of the visit and the other pressing issue is to identify 
some dedicated working/rest space for the trainees.   The fortnightly meetings facilitated by Medical 
Education and involving the trainees, trainers and management team that has been set up to review 
progress against the action plan are ongoing.  Unfortunately, the clinical lead post has been vacant for 
a while and without this key leadership role maintaining progress and embedding change is a 
challenge. 

Locally Employed doctors 

The Trust under the leadership of the Lead for LED Dr Deepak Samson has made some significant 
progress in highlighting and supporting training needs of this valuable part of the workforce.   

Listening to staff 

The TRICKLE feedback platform has continued to provide all our postgraduate doctors with a forum to 
speak up and receive support on the issues that they raise. One of these, in line with recent media 
coverage and the publication of data on sexually inappropriate behaviour particularly towards female 



Public Trust Board  07.12.2023 
Item 12:Medical Education Report   

UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST Page 2 of 3 

surgeons has triggered a debate about how the Trust can support our doctors to speak up and seek 
support for matters that concern them. Recognition that having the processes for reporting concerns is 
insufficient and that the Trust needs to embed confidence to speak up is the focus of a working group 
that has been established to look at this issue. Medical education team is focused on the specific 
challenges of engendering trust in those new to UHCW and those who are only in the Trust for a short 
period of time due to their rotation pattern.  This group is linked (by membership) to the other newly 
formed working group that is Trust wide and looking at speaking up about sexually inappropriate 
behaviour in the workplace. 

Undergraduate Medical Education 

The National Student Survey results have been published and the results for Warwick Medical School 
showed significant improvements on previous years.  The school is now scoring the highest on all 
areas of satisfaction when compared to the other graduate entry medical schools (the most relevant 
comparative).  

The WMS MBChB Education Quality Visit to UHCW took place on Friday 24th November. These 3 
yearly quality visits involve a team from the University and Medical school meeting with the Trust 
managers and undergraduate medical education team to discuss the support that the team provides to 
the Warwick medical students whilst on clinical placement in the Trust. Initial informal feedback was 
positive with few areas that need attention and recommendation. The formal report is awaited and will 
be reported at the next Trust board. 

The report highlights the progress made by each of the departments within the Directorate. 

PREVIOUS DISCUSSIONS HELD 

KEY IMPLICATIONS 

Financial The Directorate has met its Waste reduction target and has continued 
to attract course income.  It has kept within its overall budget despite 
the previously reported drop in undergraduate medical education tariff 
which is due to central government rebalancing of training budgets 
(the net impact to the Trust is offset by an increase in the Nursing and 
AHP budgets but is still less than previous and this is set to continue).  
Increasing student numbers (with associated increase in tariff) and 
seeking other partnerships will reduce the impact.  All departments are 
working on income generating activities. 

Patients Safety or Quality There continue to be significant concerns with the quality of training 
experience available to the trainees in Dermatology and there is a 
genuine risk of the loss of these training posts if immediate action to 
address the concerns is not taken.  This includes identifying 
workspace for the trainees. 

Workforce Several new lead appointments are noted and the change to the 
recruitment process being used for CTF posts has been implemented 
– the new recruits are due to commence in August 2023 and the
impact of the changes will be reviewed and reported on.  The medical 
education faculty model is being extended to Simulation and Clinical 
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Skills and the audit cycle of appraisal and review is being activated.  
Development and recognition of the medical faculty is also underway 
with a more robust system for linking activity to honorary titles and 
offering faculty training opportunities to faculty members. 

Operational The core teams of each department are performing well, and morale is 
good.  The Directorate has recently made a couple of new 
appointments to help bolster the project management and quality 
monitoring elements of the overall team. 
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UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 

REPORT TO PUBLIC TRUST BOARD 

Title of Report 

1. INTRODUCTION

1.1 The Medical Education Directorate manages and delivers education and training to 
undergraduate medical students, Postgraduate doctors in training and health professionals 
using a range of training facilities and services.  In this report we cover the recent progress 
and challenges faced by each of the departments/services, our Training leads, and the groups 
we serve. 

2. CONTENT

2.1 The Medical Education Directorate has a broad base and a challenging and exciting brief.  All 
the departments have a unified focus on ensuring that medical education at UHCW is 
accessible, adaptable, responsive, user friendly, integrated, and excellent.  This report covers 
the work of the teams supporting our postgraduate doctors both trainees and locally employed 
doctors, the medical students from WMS and elsewhere, those seeking work experience in 
medical education from 6th Formers to senior grade doctors seeking clinical attachments, and 
the work of our departments i.e. the medical education course organising team, our Website 
and digital learning team and our departments i.e. Clinical Skills, Resuscitation, Simulation 
centre, Surgical training centre (West Midlands STC), Knowledge and Library Services, the 
Grand Round plus and report from Guardian of Safe working. 

Postgraduate Medical Education  

2.2 We would like to thank Dr Andreas Ruhnke for establishing the role of Guardian of Safe 
working at UHCW and supporting the Trust with this function for 6 years.  We are pleased to 
report that Dr Timothy Robbins has accepted this role and will be taking up the role from Dec 
2023.  It is recognised that to provide an efficient service the role needs dedicated 
administration support and funding for this is currently being identified.  The national model is 
for Medical Workforce to cover the work-related exceptions and for Medical Education to 
respond to the education related concerns.  Medical Education is working with Medical 
Workforce to identify appropriate support for the role of GOSW, which is an independent role 
safeguarding working hours as per Junior doctor contract TCS 2016 (Nov 2022 Version 10). 

Dermatology inspection visit 

2.3 The Quality intervention undertaken by NHS-E in September noted that little progress had 
been made on the issues identified in July 2023.  The Dermatology department has continued 
to struggle to provide trainees with the training experience they need. The amendment to the 
clinic templates which will provide the type of training experience that the trainees need has 
now been resolved and the new clinics are about to start but this has resulted in a significant 
loss of training opportunities for this rotation of doctors. The relocation of the Dermatology 
department has resulted in different ways of working raising concerns around supervision 
ability and facilities.  The Chief operating officers have now reviewed the action plan drawn 
up as a result of the visit and the other pressing issue is to identify some dedicated 
working/rest space for the trainees.   
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2.4 The fortnightly meetings facilitated by Medical Education and involving the trainees, trainers 
and management team that has been set up to review progress against the action plan are 
ongoing.  Unfortunately, the clinical lead post has been vacant for a while and without this key 
leadership role maintaining progress and embedding change is a challenge. 

2.5 The other two areas of training which continue to be monitored are the Foundation Year 2 
programme and Neurology. 

2.6 For Locally employed doctors, the Trust under the leadership of the Lead for LED Dr Deepak 
Samson has made some significant progress in highlighting and supporting training needs of 
this valuable part of the workforce.  In September the Trust launched the first in a series of 
supportive events.  The first open day for the LEDs was introduced by the CMO and covered 
a range of topics including advice on the support available from the Trust (with input from the 
Trusts Wellbeing department) and careers advice. 

2.7 The TRICKLE feedback platform has continued to provide all our postgraduate doctors with a 
forum to speak up and receive support on the issues that they raise.  One of these, in line with 
recent media coverage and the publication of data on sexually inappropriate behaviour 
particularly towards female surgeons has triggered a debate about how the Trust can support 
our doctors to speak up and seek support for matters that concern them.  Recognition that 
having the processes for reporting concerns is insufficient and that the Trust needs to embed 
confidence to speak up is the focus of a working group that has been established to look at 
this issue.  Medical education team is focused on the specific challenges of engendering trust 
in those new to UHCW and those who are only in the Trust for a short period of time due to 
their rotation pattern.  This group is linked (by membership) to the other newly formed working 
group that is Trust wide and looking at speaking up about sexually inappropriate behaviour in 
the workplace. 

2.8 The Trust has successfully bid for several Fellowship places and is currently recruiting to these 
high-status roles. 

NHS-E have agreed to fund an additional Foundation Tutor in line with expansion of 
foundation doctors. Locally we aim to appoint leads focusing on wellbeing, Foundation 
speciality training (academic and Foundation Priority) and differential attainment.  Recruitment 
to this post is underway.  

2.9 The Enhance cohort of trainees (3 trainees) have commenced in August 2023 as part of the 
trailblazer site (the only one in west midlands). These are IMT postgraduate doctors in training 
who will have taught sessions (with other trailblazer sites) and immersive learning experience 
integrated with our local community/primary care. The identified training post are IMT rotation 
from St Cross placement. During this block they will undertake community placement but will 
continue to provide out of hours and on call. We also had a regional Enhance regional event 
that was delivered on 27th Sept with first Enhance trainee cohort from Derby trailblazer site 
showcased various projects. 

Undergraduate Medical Education 

2.10 The National Student Survey results have been published and the results for Warwick Medical 
School showed significant improvements on previous years.  The school is now scoring the 
highest on all areas of satisfaction when compared to the other graduate entry medical schools 
(the most relevant comparative).  

The NSS survey for the academic year 22/23 had a 68% response rate with students 
completing 28 core questions assessing satisfaction in relation to core areas relating to 
learning experience on their course and at the university. This was the first survey that revised 
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survey questions and responses were piloted. The NSS report covers all clinical placements 
within trusts. It also measures the performance of WMS against Warwick University. NSS 
survey is not trust specific and therefore it is difficult to extrapolate the data for specific clinical 
placements. 

There was an increase in satisfaction across all questions was noted for WMS. The largest 
increases are noted in relation to satisfaction with organisation and management, academic 
support, students’ union, and assessment and feedback. 

Increases in satisfaction are noted for all questions (or nearest comparator) in relation to 
teaching from 2022 to 2023. The largest increase was noted in relation to staff explaining 
things, with an increase from 75% to 89%. 

Overall satisfaction for learning opportunities was also noted to have increased in 2023. 
Satisfaction with the balance between directed and independent study appears to be low, at 
56%. 
Average satisfaction for assessment and feedback has increased from 60% in 2022 to 76% 
in 2023, with improvements noted across all individual questions with the largest increase in 
satisfaction was in relation to timeliness of feedback. 

A large increase in overall satisfaction was also noted for academic support, organisation, and 
management. There was an improvement in communication although there were issues 
reported around time tabling. 

An increase in overall satisfaction with resources at WMS and satisfaction with IT resources 
increased by 20%. Mental wellbeing for the WMS cohort (a question was introduced for the 
first time in 2023) scored 8% lower than the university average score. 

UHCW undergraduate medical educational team has its own internal feedback mechanism 
which is reviewed regularly throughout the year and WMS collates further feedback which is 
sent to each trust every block. Therefore, feedback is responded to at a local and trust level 
efficiently. Overall, our feedback in general mirrors the areas of good practice highlighted 
within the NSS regarding placement learning following free text comments noted:  

Ample wards to visit.  
Acute block, both teaching and clinically is exceptional.  
Good variety of placements.  
Clinical staff were all very good, good teaching on placements, in COVID when switched to 
online done very was seamless.  
Good variety of placements and staff were supportive.  
Hospitals for placement are close by.  
Largely positive time on placement.  
Overall, I had good clinical placements.  
Placements were largely hit and miss; some clinicians go the extra mile to get you involved 
and you to plan extra teaching sessions.  
Placements were very good at giving opportunities to learn and practise skills.  
Some incredible teaching and experiences from members of staff in the hospitals.  
The allocation of placements has been positive.  
The placements were organised well.  
Training on how to handle an on-call shift during my final year was greatly appreciated.  
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Areas that need attention  
 Teaching clinicians: Ensuring that allocated clinical supervisors on placements have clear

knowledge of what the learning requirements are for various stages in the journey of a
medical student.

 Organisation of placements: Extensive comments were received on how this could be
improved, and these trends have been noted in the past. It was noted that Covid 19 reduced
the amount of time for clinical placement and impacted the quality.

 Inconsistent and variable quality: This was noted across individuals and hospitals.
 Students unwelcome on wards/teams: This was a perception that was noted in the

comments, but it was recognised that the clinical environment was challenging and that this
was worsened by Covid and additional pressures.

 Organisation of placements/timetables: An issue that has been previously noted from
local feedback and the challenges regarding this in a busy clinical environment is well
recognised.

 Wards too busy to support student learning: Reflected the pressure NHS staff teams
were under in terms of sufficient time and resources for student learning needs.

 Covid Impacts: The impact of Covid on the structure of the curriculum and the delivery of
the content was highlighted as being an issue.

 Finance and Cost of Living: WMS and local trusts recognises that some students find the
increased cost of living a financial burden having a negative impact on their ability to
prioritise their learning commitments. Receiving timetables in 2 weeks advance makes
balancing paid work and placements stressful. This is an issue that has been noted within
local trusts.

 Clinical Personal Tutoring (CPT): In keeping with previous surveys, it is noted that the
CPT programme whilst highly valued in some of its aspects is variable in the quality of its
delivery. It is unable to manage the expectations of students and does not achieve the
programmes expected outcomes. UHCW is leading the discussion on how to deliver a
better pastoral support system.

When compared to other medical schools with graduate entry cohorts, WMS MBChB has 
outperformed comparators in the areas of assessment and feedback, academic support, and 
student voice. Although organisation and management is one of WMS MBChB lower scoring 
areas in the survey, when compared to other schools here, WMS MBChB results outperform 
all comparators’ satisfaction scores. Of these selected schools, overall scores for teaching on 
my course was second highest of these six schools at 86%. Satisfaction with learning 
resources and learning opportunity at WMS MBChB were mid-range amongst these schools. 

The Undergraduate strategic group and Undergraduate Medical Education Committee at the 
Trust will continue to monitor these and work with WMS and other partners to further improve 
experience of all our learners, trainers and learning environment. 

2.11 The WMS MBChB Education Quality Visit to UHCW took place on Friday 24th November. 
These 3 yearly quality visits involve a team from the University and Medical school meeting 
with the Trust managers and undergraduate medical education team to discuss the support 
that the team provides to the Warwick medical students whilst on clinical placement in the 
Trust. Initial informal feedback was positive with few areas that need attention and 
recommendation. The formal report is awaited and will be reported at the next Trust board. 

Knowledge and Library Service  

Health Information for Patients Service (HIPS) 

2.12 The service has continued to make progress against its plan and by Quarter 2 155 leaflets 
were updated and 7 new leaflets were uploaded.  The Trust achieved an 85% compliance 
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average for all patient information leaflets.  450 queries were received and responded to 
during Quarter 2.  It is hoped that the response to the HIPS budget will be approved to help 
support the project going forward. 

2.13 The Library is hoping to install two acoustic pods/work booths (one single person pod and a 4 
person pod) in the reading area to provide our learners with a wider range of study options. 
These will provide genuinely quiet study facilities in an increasingly busy and sometimes noisy 
environment.  The bids have been submitted for consideration as part of the Capital budget 
for next year. 

2.14 The setting up of the self-service system in the Octapus Centre Library at Rugby is in hand 
and the possibility of reinstating the 24 – hour access to the Library for staff and students is 
being explored. 

Clinical Skills 

2.15 The team have continued to provide clinical skills to the Warwick medical students and have 
as part of the return to face to face training have reintroduced the rest facility for the students 
which has been well received. 

2.16 The team have continued to network with Acute Medicine and Accident and Emergency (as 
well as GCC and CCORT) to build their faculty. 

Resuscitation  

2.17 A business plan to address the need to balance the numbers of resuscitation practitioners with 
the staff within the Trust has been submitted and the department is awaiting the outcome.  In 
the meantime, the team continues to work hard to build compliance rates. 

2.18 The 1 WTE to support the paediatric work has been identified and will help support the 
challenges presented by the expansion of the paediatric services into new physical areas and 
the associated increasing training demand. 

Simulation  

2.19 The team is making significant progress on their application for accreditation by the 
Association of Simulated practice for Healthcare (ASPiH).  ASPiH is the national body and 
quality standard bearer for simulation-based education in the UK.  This is a prestigious award 
is not currently held by many centres so achieving this would be a real boost for the Trust.   

2.20 The demand for training on debriefing skills is on the increase and the team are looking at 
providing faculty development now that they have started to appoint to their simulation faculty 
places. 

Surgical training (Warwickshire Surgical Training centre) 

2.21 The Block System has been installed and is creating a wave of real excitement as the potential 
to use it to enhance teaching is being planned. 

2.22 The team have worked hard to enhance the facilities and the governance of the centre 
including restructuring and improving the décor of the seminar room, establishing a clear and 
transparent procurement and pricing structure.   

2.23 The course calendar is currently fully booked until February 2024 including several weekend 
courses. 
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2.24 The centre has recently completed an HTA audit – with the help of the Tissue Bank manager 
as the auditor and have an action plan to further improve on the significant changes already 
implemented.  

3. IMPLICATIONS

3.1 Financial - The Directorate has met its Waste reduction target and has continued to attract
course income.  It has kept within its overall budget despite the previously reported drop in
undergraduate medical education tariff which is due to central government rebalancing of
training budgets (the net impact to the Trust is offset by an increase in the Nursing and AHP
budgets but is still less than previous and this is set to continue).  Increasing student numbers
(with associated increase in tariff) and seeking other partnerships will reduce the impact.  All
departments are working on income generating activities.

3.2 Patients Safety or Quality  There continue to be significant concerns with the quality of
training experience available to the trainees in Dermatology and there is a genuine risk of the
loss of these training posts if immediate action to address the concerns is not taken.  This
includes identifying workspace for the trainees.

3.3 Workforce - Several new lead appointments are noted and the change to the recruitment
process being used for CTF posts has been implemented – the new recruits are due to
commence in August 2023 and the impact of the changes will be reviewed and reported on.
The medical education faculty model is being extended to Simulation and Clinical Skills and
the audit cycle of appraisal and review is being activated.  Development and recognition of
the medical faculty is also underway with a more robust system for linking activity to honorary
titles and offering faculty training opportunities being implemented.

3.4 Operational -The core teams of each department are generally strong and morale is good.
The Directorate is has recently made a couple of new appointments to help bolster the project
management and quality monitoring elements of the overall team.

4. OPTIONS

N/A 

5. CONCLUSIONS

5.1 Overall the Directorate and it’s departments are functioning well and delivering on their remit.

6. RECOMMENDATIONS

6.1 The committee accepts this report for assurance that the medical directorate is fulfilling its
function and operating effectively whilst recognising and working on areas requiring further
improvement.

Author Name: Prof Sailesh Sankar 
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REPORT TO PUBLIC TRUST BOARD 

HELD ON 7 DECEMBER 2023 
 

Subject Title Research & Development (R&D) Strategy Update  

Executive Sponsor Kiran Patel, Chief Medical Officer  

Author Professor Harpal Randeva, Director of R&D 

Ceri Jones, Head of R&D 

Attachment(s) Purpose 4 – Research & Development Strategy Update 30/11/23 

Recommendation(s) The Committee is requested to note progress being made. 

  

EXECUTIVE SUMMARY 

Update as to performance against Trust Organisational Strategy Purpose 4: R&D: 
 
A review of progress against the targets set to achieve the Trust Organisational Strategy 
purpose 4 (Research and Development), was carried out in October 2023; the report of which 
was discussed by the R&D Strategy Committee and the Medical Education and Research 
Committee.  The Committees were assured that overall progress is on track and mitigation is 
in place for those areas not meeting target at this time. 
 
Summary: 
Of the 24 deliverables, 10 are complete, 6 on-track and 8 off-track. 
 

 All of those ‘off track’ will be achieved, although timelines will extend.  

 Areas off track are those where staff or resources are required to deliver and have not 
been made available, e.g. failure to appoint project manager to support ‘Research for 
All’ staff development programme.  

 Whilst digital solutions are employed where available, research is data and 
administration heavy. Holding administrative and clerical recruitment has affected the 
number of patients being able to access trials in some areas and delays in collecting 
and providing the data to commercial companies (thereby affecting income).  During 
May 2023, a workforce review was carried out and a plan developed to maximise 
existing capacity and develop opportunities at apprenticeship level to support the 
administrative burden of research.  

 Some targets e.g. a completely revised financial system have proved to be optimistic 
given it is another digital solution within an EPR rollout.  However, progress has been 
made and we are rolling out a new tool to ensure that we can be confident that all 
commercial income is captured during 2023/24. 

 
Other notable R&D activities 2023/24 to date:
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 Numerous activities and engagement with patients and the public, including our first 
Patient and Public Involvement and Engagement (PPIE) celebration event.  UHCW has 
the highest response rate in the West Midlands for the National Patient Research 
Experience Survey which enables our research patients to feedback in real time so that 
we can improve our service. 

 5 of the 21 finalists in the West Midlands Clinical Research Network awards are from 
UHCW (Patient and Public Involvement and Engagement Award; Embedding 
Research Award; Training & Development Award; Research Contribution of the Year 
Award and Innovation of the Year Award). 

 Grant submission rates higher than target (88 vs target of 76; with 19 funded to date; a 
21% success rate).   

 Two grants secured in excess of £1million (one in foot surgery £1.8m; one for a new 
programme of rehabilitation in stroke £1.77m; full details currently embargoed). 

 A National Institute of Health and care Research (NIHR) capital award to develop a 
Spatial Transcriptomics Facility, this facility would be one of a select few state-of-the-
art research facilities in the UK able to generate protein expression data at high 
resolution to enable development of detailed maps of molecules in tissue biopsies 
coupled with blood biomarkers offering a complete characterisation of disease 
processes and selection of appropriate treatments for research. 

EPR: 
 The ‘PowerTrials’ research module has been procured as part of the EPR programme. 

 There will be a requirement for a dedicated PowerTrials workstream to set-up and 
maintain the ongoing workload to enable the Trust to realise full benefits of this EPR 
workflow.  A full value assessment will be produced once EPR is implemented. 

Assurance: 
 Performance is monitored daily via R&D Performance Informatics Management System 

(PIMS) and reported to quarterly R&D QIPS and R&D Strategy Committee.  

 Biannual performance reviews with Executive team commenced 5th December 2023. 

PREVIOUS DISCUSSIONS HELD 

The R&D Annual Update Report was received by the Trust Board on 1st June 2023. 

 

KEY IMPLICATIONS 

Financial Financial information is reported to Finance and Performance 
Committee and reviewed in biannual Executive reviews.   

Patients Safety or Quality Progress continues in developing systems to enable us to safely 
deliver our diversifying portfolio. 

Human Resources The R&D team have implemented the compressed hours pilot scheme 
for administrative and clerical staff and are supporting its evaluation. 

Operational Success is impacting on infrastructure and space. 
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Purpose 4 – Research & Development Update 30/11/23  
 

Delivery 
Programme/Proj
ect  

Theme Final State/Outcomes Objectives for 23/24 – 24/25   
  

Progress Update 

4.1 
Research & 
Development 
Delivery 
programme 
 
Chief Officer 
Owner – 
Kiran Patel 

4.1.1 
Establish 
four 
institutes of 
excellence 

Establish R&D 
Institutes of Excellence 
comprising 4 Institutes 
to provide clinical, 
laboratory and 
population-based 
research and 
education to our staff 
and students 

a. Institute Leads / Manager in post. 
(Q1 2023/24) 

b. Institute strategies & governance 
structures developed and agreed. 
(Q1 2023/24) 

 

c. Mapping and alignment of research 
active staff / departments to 
Institutes (Q1 2023/24)  

d. Strategy implementation plan 
produced, and implementation 
commenced. (Q2 2023/24) 

e. Identify funding quick wins and 
longer-term strategic funding. (Q2 
2023/24) 

f. Minimum 1 large (>£1million) grant 
submitted per Institute (above 22/23 
baseline) (Q4 2023/24) 

g. 1st Institute Event (Q4 2023/24) 

 

h. Implementation of R&D Strategy 
income & impact targets, e.g.  
Increase total value / number of 
successful grant applications by 10% 
per annum; 1 cross-system project 
per Institute (from Q1 2024/25). 

a. Completed Q4 2022/23  

 
b. Completed Q2 2023/24 

 
 
 
 

c. On track 
 
 

d. On track  
Strategy Plan templates developed. 
 
 

e. On track 
 
 
f. On track 

 
 

g. Complete 15.09.23 Institute Launch 
09.06.23: Grand Round ICMM & IPD 
30.06.23: Grand Round IHESC & IATTS 
 

h. On track 
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Delivery 
Programme/Proj
ect  

Theme Final State/Outcomes Objectives for 23/24 – 24/25   
  

Progress Update 

4.1 
Research & 
Development 
Delivery 
programme 
 
Chief Officer 
Owner – 
Kiran Patel 

4.1.2 
Research 
for All 
Training 
Programme  

Develop a structured 
workforce 
development and 
competency 
programme to support 
all staff to develop 
deliver and lead 
research and 
implement findings 
from it.  
 
Double the number of 
NIHR and other 
relevant doctoral 
postdoctoral and 
senior fellowships 
across the professions 
March 2026 
  

a. Design and develop programme. 
(Q1 2023/24) 

b. Recruit Project Manager (Q1 
2023/24)  

 

 

c. Baseline assessment of fellowships 
to be ascertained  

 

d. Identification and support for 
fellowships to be agreed and 
implemented (Q3 2023/24)  

a. Completed Q4 2022/23  

 
b. Off Track: Recruitment unsuccessful 2022/23; 

job description being revised and reviewed (Q1 
2023/24); Trust recruitment ban on non-clinical 
posts.  

 

c. Complete Q4 2022/23 
 

 

d. Off Track: Ad hoc support in place, no Project 
Manager to support (see 4.1b) 
  

4.1 
Research & 
Development 
Delivery 
programme 
 
Chief Officer 
Owner – 
Kiran Patel 

4.1.3 
Income and 
Impact  

Increase research 
income by 30% by 
September 2026  
 
 
Expand our digital 
research portfolio 
through improved 
infrastructure and 
increased 
collaboration

a. Implement commercial cost recovery 
and allocation system (Q2 2023/24) 

 

b. Include within Institute Strategies as 
a deliverable. 

c. Digital & Data Driven Research Unit 
strategy & governance structures 
developed and agreed. (Q3 2022/23)

a. Off Track: Financial tracking system developed 
Q1 & Q2 2023; implemented for commercial 
studies Q2 & Q3 2023; awaiting benefits 
realisation. 

b. Completed Q1 2023/24  

 
c. Completed Q3 2022/23 
  

4.1 
Research & 
Development 
Delivery 
programme 
 

4.1.4 
Research 
Inclusion 
and Access  

Develop public and 
patient and public 
involvement and 
engagement strategies 
that ensure inclusivity 

a. Publish refreshed Patient and Public 
Involvement and Engagement 
strategies (Q3 2023/24) 

 

a. Completed Q2 2023/24. 

b. Off Track: Diversity information not collected 
2021/22; implemented 2022/23. Ethnicity of 
research participants was representative of 
Trust patient population in 2022/23.  Full report 
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Delivery 
Programme/Proj
ect  

Theme Final State/Outcomes Objectives for 23/24 – 24/25   
  

Progress Update 

Chief Officer 
Owner – 
Kiran Patel 

and promote maximum 
access. 
 
 
 
Be within the top 20 
NHS Trust for 
recruitment of 
research participants 
to NIHR our portfolio 
studies March 2029  

b. Achieve an annual increase in the 
percentage and diversity of UHCW 
patients participating in research 
studies. 

 

 

c. Reinstate recruitment levels to 
higher than pre-pandemic levels in 
2022/23. 

d. Year on year recruitment increase 

  

to R&D Strategy Committee due Q3 2023/24. 
Collection of postcode data (to assess 
socioeconomic status) implemented 2023/24; no 
PMO support to analyse this due to EPR.  

 
c. Complete. Achieved Q4 2022/23 

 

d. Off track – recruitment freeze in Trust restricting 
capacity.  Focussing on ‘quick win’ trials to 
reverse trend.  
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4.2 
Centre for Care 
Excellence  
 
Chief Officer 
Owner – 
Tracey Brigstock 
Centre for Care 
Excellence  
 
Chief Officer 
Owner – 
Tracey Brigstock 

4.2.1 
Further 
develop the 
Centre for 
Care 
Excellence 
- for 
Nursing, 
Midwifery, 
Allied 
Health 
Professions 
and 
Healthcare 
Scientists 
(NMAHPs). 

a. The centre will 
seek to increase 
the number of 
research active 
health staff in both 
UHCW and 
Coventry 
University and will 
provide support for 
future NMAHP and 
Healthcare 
Scientist Clinical 
Academics. 

a. Strategy Launch (31/03/2023) 
 

b. Launch Centre for Care Excellence 
affiliation process. (Q2 2023/24) 
 
 

c. Increase number of Fellowships and 
Studentships from baseline (Q4 
2023/24) 
 

d. Implementation of Impact Tool 
trialling Q1; implementation (Q2 
2023/24) 

 
 

 
 

e. Development of Agenda for Change 
academic progression job 
descriptions (Q1 2023/24) 
 
To note: Timeline amended to Q1 
2024/5 

a. Complete 31/03/2023 

 
b. Off track: Process developed but not 

implemented.  To launch Q4 2023. 

 

c. On track 

 

d. Off track – digital tool created; testing ongoing; 
implementation from Q4 2023. 

To note: tool being developed as strategic work 
between UHCW and NUH; no Coventry 
University involvement so not a CfCE output. 

 
e. Off track 

Not achievable within current funding envelope.  
c.£50K secured from WM Clinical Research 
Network to provide needed resource and project 
expanded to include the whole of the WM.  1 year 
timeline. 

 

OTHER: 
 As part of strategy refresh a decision was made 

to exclude Health Scientists from CfCE at this 
stage; no additional posts agreed at this time, 
ongoing scoping.at this time, ongoing scoping. 

 
 
 
 
 
 
 



REPORT TO TRUST BOARD 

7 DECEMBER 2023 

EXECUTIVE SUMMARY 

1.0 Key Performance Indicators 
The Overdue Serious Incidents key performance indicator did not meet 100% as of September 2023 
with 33 breached cases out of the 49 open Serious Incidents. Work continues to support lead 
investigators to complete overdue reports. 

The number of overdue SI actions increased to 41 in the month of September 2023. Action owners 
continue to be contacted regularly to offer support in completing the action and escalations are 
completed monthly via Quality Improvement and Patient Safety (QIPS) meetings and via the Quality 
Partners for each Clinical Group.  

2.0 Serious Incidents (SIs) 
There were three (n=3) SI’s reported during the month of September 2023 which were registered 
under the categories of ‘Slips/Trips/Falls’ (n=1). ‘Treatment delay meeting the SI criteria’ (n=1) and 
‘Medication Incident’ (n=1). All three incidents were submitted ot the Serious Incident Group and 
agreed as SI Investigations.  

3.0 Never Events 
There have been three Never Events registered during the 2023/2024 financial year. All Never Events 
are subject to review via the SI process with final investigation reports presented to the Serious Incident 
Group (SIG) as per standard process. Learning from these Events is shared via the Chief Officers and 
at the Grand Round. One of the reports has recently been closed (SIG 1888) and presented to Grand 
Round on Friday 27 October 2023.  

4.0 Safety Alerts 
There are four National Patient Safety Alerts included within the report with an Action update. Three 
have been closed and one is open, “Medical beds, trolleys, bed rails, bed grab handles and lateral 
turning devices: risk of death from entrapment or fall”, a lead has been assigned with a plan to identify 
individual action owners. The deadline of the Alert is 1 March 2023.  

Subject Title Patient Safety Learning Report 

Executive Sponsor Kiran Patel, Chief Medical Officer 

Author Rachel Dunne- Patient Safety Manager 
Sam Caton - Associate Director of Quality for Patient Safety & Risk 
Lisa Cummins – Director of Quality 

Attachments: Patient Safety Learning Report 

Recommendations: Review and discuss the contents of the Patient Safety Learning Report 
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5.0 PSRIF Update 
The Patient Safety Incident Response Framework (PSIRF) – a core element of the NHS Patient Safety 
Strategy – establishes the NHS’s approach to the development and maintenance of mechanisms for 
responding to patient safety incidents (PSIs) to maximise learning and improvement. The PSIRF has 
four key aims with regards to patient safety incidents: (1) compassionate engagement and involvement 
of those affected; (2) a system-based approach to learning; (3) considered and proportionate 
responses; (4) supportive oversight focused on strengthening response systems and improvement. 

The PSIRF is a contractual requirement, is mandatory for providers of NHS-funded care and it 
replaces the Serious Incident Framework (SIF).  

A transition plan outlining how UHCW will move to PSIRF was accepted by the Integrated Care Board 
(came into effect 18th July); a PSIRF Policy and Plan (draft) has been approved by COG and will be 
received for approval at Quality & Safety Committee (30/11/2023) and Trust Board (7/12/2023).  

KEY IMPLICATIONS: 

Financial N/A 

Patients Safety 
or Quality 

To continue to embed learning from near misses and incidents in order to prevent 
avoidable harm and risk to patients.  

Human 
Resources 

N/A 

Operational N/A 



Patient Safety Learning Report 
Sam Caton - Associate Director Quality for Patient Safety and Risk 
Rachel Dunne – Patient Safety Manager

(as at October 2023) 



1.0 Key Performance Indicators

Serious Incident Investigations to be completed within 60 working 
days: The number of overdue Serious Incidents that did not meet the 
required KPI in September 2023 was 33 / 49 open Serious Incidents. 
Review of breached cases highlighted delays in identifying lead 
investigators. Potential investigation leads are approached however 
there remains challenges in staff approached agreeing to complete an 
investigation within their current portfolio of work. The delay in 
establishing an investigation lead often occurs in excess of twenty days 
from identification and notification of a serious incident resulting in the 
completed investigation and report falling outside of 60 days. This issue 
has been discussed at SIG Governance and further work is underway 
to review and expand the staffing group that can be approached as an 
investigation lead. Overdue SI’s are monitored and reported to the 
Serious Incident Group (SIG) weekly. 

Duty of candour: Compliance with duty of candour is 83%. A data 
validation piece of work is being undertaken by Patient Safety to 
understand the rationale for reduced compliance.  

Overdue SI actions: The number of overdue SI actions has increased
since the last report from 37 to 41. Actions continue to be monitored by
the Patient Safety Team with escalation to the action owner and clinical
groups. A number of actions were submitted to the previous Serious
Incident Governance Group for extensions recognising pressures to
complete the previously agreed timeframes due to industrial action.

Overdue SI actions are reported within Specialty QIP’s reports and
reviewed in Group Board meetings and Quarterly accountability
meetings.

Key Performance Indicator (KPI) Target

Jul 2023 Aug 2023 Sept 2023

Duty of Candour conversations to be held with 
patients and /or their families, within ten days 

of an incident occurring which resulted in 
moderate harm or above to the patient 

100% 100% 100% 83%

Serious Incident Investigations to be 
completed within 60 working days. 100% 65% 51% 67%

All SIG meetings should be quorate, with 
regular attendance from members 100% 100% 100% 100%

33
29

25

41

53

35

24

39

26
30

47

37
41

0

10

20

30

40

50

60

Overdue SIG Actions



Trust reported patient safety incidents:

The number of SIs reported to the national Strategic Executive
Information System (StEIS) has remained consistent (Mean = 9).
The month of September 2023 saw three incidents reported on
StEIS as serious incidents. The SPC Chart and Table display the
incidents by the date they were reported on StEIS to the ICB.

Identified Themes: (September 2023)
There were three (n=3) SI’s reported during the month of
September 2023 which was registered under the categories of
‘Slips/Trips/Falls’ (n=1). ‘Treatment delay meeting the SI criteria’
(n=1) and ‘Medication Incident’ (n=1). All three incidents were
submitted ot the Serious Incident Group and agreed as SI
Investigations.

Identified Themes: Overall
During the three-month period from July 2023 – September 2023
there were 11 Incidents registered with the ICB. This is a noted
reduction compared to the previous quarter (May, June, and July
n=38). Cases in this reporting period were presented to the Serious
Incident Group and did not meet the reportable criteria.

2.0 Serious Incidents – By Date the ICB were informed.

Jul 
2023

Aug 
2023

Sep 
2023 Total

Maternity Services - Intrauterine death 1 0 0 1

Maternity Services - Maternal Death 1 0 0 1
Materrnity incident - Baby only (incl foetus, neonate & 
infant) 1 0 0 1

Medication incident 0 0 1 1

NE - Retained Foreign Object post-procedure 1 0 0 1

Pressure Ulcer meeting SI criteria 1 0 0 1

Slips / Trips / Falls 2 1 1 4

Treatment delay meeting SI criteria 0 0 1 1

Total 7 1 3 11



3.0 Never Events

22/23 Q1 22/23 Q2 22/23 Q3 22/23 Q4 Total 22/23 23/24 Q1 23/24 Q2 Total 23/24

NE - 
Misplaced 
Naso or 
Oro-gastric 
tubes 0 0 0 1 0 0 1

NE - 
Retained 
Foreign 
Object post-
procedure 1 0 0 0 0 1 2

NE- Wrong 
Site Surgery 1 0 1 1 2 0 5
Total 2 0 1 2 5 2 1 3

For the financial year 2022/2023 total reported never events n=5.

For the current financial year 2023/2024 total reported never events n=3



3.0 Never Events

Data correct as of 11th September 2023

Quarter Ref NE category Update/Outcome
22/23 Q1 1769 Retained Foreign Object post-

procedure
Why did it happen? (Root Cause Statement)
An error occurred where an unintended item, a surgical tampon, was unintentionally retained within 
the patient’s vagina following a procedure, the repair of an episiotomy.
The documentation and recollections of the staff involved does not identify how the error occurred. 

Lessons learned (What do staff need to know?)
Swab counting processes are designed to reduce the incidence of errors. 

This will be removed from the next PSEC Report

22/23 Q1 1761 Wrong Site Surgery Why did it happen? (Root Cause Statement)
•Dr A examined the patient with the hand supinated (palm up) and in using the dorsal approach for 
the local anaesthetic field infiltration Dr A injected the finger with the hand pronated (Palm down). 
This change of position at the last moment caused Dr A to lose  positional sense of which finger 
was to be blocked.
(See fig 1 and fig 2)

•The patient was anxious about the injection (he told Dr A he was afraid of needles) and to distract 
him and help to reassure him Dr A was talking to the patient about other matters. In doing so Dr A 
considers that she inadvertently distracted herself also.

What are we doing differently since the incident? 
The adverse event has been discussed at the hand trauma / orthopaedic QIPS meeting. The 
trainees orientation package has been updated and now includes reference to the use of a mental 
“stop” moment before injecting patients with local anaesthetic (regardless of setting) to make 
absolutely sure it is the right patient, right side, and right digit.  When appropriate the intended site 
should be marked with a permanent marking marker pen as occurs in theatre 
Openness and Good Practice
Dr A should be commended for reporting this event. While there were no safety consequences for 
the patient and the intended outcome (anaesthesia of the ring finger) was obtained by unintended 
means (injection of adjacent middle finger with localized tissue diffusion of anaesthetic to the 
intended injured ring finger resulting in a sufficient degree of anaesthesia for the patient to tolerate 
splint application) which had no impact on the patient but represented a clear learning opportunity. 

This will be removed from the next PSEC Report



3.0 Never Events

Quarter Ref NE category Update/Outcome
22/23 Q3 1827 Wrong Site Surgery Lessons learned (What do staff need to know?)

•Importance of continual individual and team vigilance.
•The IR safety checklist should be given full attention and all team members should be quiet when this 
occurs.
•The IR consultant should advise the whole team of the planned procedure and the planned approach and 
confirm understanding.
•The consent should be rechecked at the Time Out section of the checklist as a final check prior to skin 
incision.

Recommendations
•Review of format of safety checklist
•Effective handover of plan of procedure if clinical discussion has not occurred between the referring team 
and the operator.
•Adequate time and attention should be given to review the plan of intervention and during confirmation of 
consent.
•Adequate time and attention should be given to the Sign in and Time out – audit of practice to be 
completed.
•The operating consultant should advise of the planned treatment side and side of
access/incision if different.

Sharing lessons
To be shared within radiology and theatre teams for trust wide learning in relation to “Pause and Check” 
actions for all.

This will be removed from the next PSEC Report



3.0 Never Events

Quarter Ref NE category Update/Outcome
22/23 Q4 1858 Misplaced Naso or Oro-

gastric tubes
Why did it happen? (Root Cause Statement)

•When the seventh NG tube was placed the staff were able to obtain aspirate which was found to have a 
pH of 5 (observed by 2 members of staff). In line with the Trust COP the pH of 5 was taken as 
confirmation that the NG tube was in the correct place and feed was commenced. Given the limited 
accuracy of the test strips it is possible that this was an apparently misleading test result. 

•The NG tube may have been misplaced when the patient vomited – this is possible, however the tube 
would then have to have been advanced back into the patient by staff who attended as the final chest X-
ray shows that the end of the NG tube is placed distally in the right lower lobe.

Lessons learned (What do staff need to know?)
•All staff that insert NG tubes have received training every two years and this is accessible via an e-
learning module that focuses on insertion and ongoing management of the tube. In line with HSIB 
recommendations this training should be recorded electronically needs to be held centrally in ESR.

•The decision to “feed at risk” involves multidisciplinary input and must conform to the consent policy. It is 
important that the decision involves the Speech and Language Team assessment, Dietetics and the 
medical team as well as considering the impact of repeated attempts to establish enteral nutrition 
balanced against the risk of aspiration. It is essential that the decisions made are documented in the 
medical record using the appropriate forms.

•If the patient is judged to lack capacity the family should be invited to a best interests meeting to ensure 
that the options including NG feeding and feeding at risk are appropriately explored and determine if 
nasogastric feeding is the right decision for this patient. 

•Nursing and medical teams understand the importance of accurate documentation using the insertion 
sticker and ensuring acknowledgement of radiology report including recommendations for adjustment to 
the NG tube position and confirmation of NG tube placement. 

This will be removed from the next PSEC Report



3.0 Never Events

Quarter Ref NE category Update/Outcome
22/23 Q4 1879 Wrong Site Surgery Why did it happen? (Root Cause Statement)

Following a chest x-ray, the finding of a pneumothorax identified the need for a chest drain insertion to 
drain the pneumothorax.  The initial needle for urgent decompression and the necessary chest drain was 
inserted into the unintended side of the baby’s chest.  Retrospectively it was identified that the chest x-ray 
had been ‘flipped’ and did in fact demonstrate a pneumothorax on the RIGHT side of the chest.

Lessons learned (What do staff need to know?)
•There is a risk that images can be interpreted incorrectly due to images being viewed that are not 
anatomically aligned. 

This will be removed from the next PSEC Report



3.0 Never Events

Quarter Ref NE category Update/Outcome
23/24 Q1 1888 Wrong Site Surgery Root Cause:

The patient was undergoing a total hip replacement on the LEFT side and was due to have a PENG block 
to support post operative pain relief. During the STOP BEFORE YOU BLOCK the side was correctly 
identified but the type of block was not. This therefore meant that an incorrect block was administered and 
no challenge was initiated at this time.

Lessons Learned:
Whilst ‘’Stop before you block’’ was undertaken appropriately, this does not describe the site of block, 
except for laterality, nor the reason the block is being undertaken, i.e. the perceive benefit.
Currently the local anaesthetic drugs and placed in a yellow tray.

The service should consider the benefits of moving to a Prep – Stop – Block tray model, perhaps with 
modification of the stop process to include the laterality, specific site of block and the reason for the block.

This will be removed from the next PSEC Report



3.0 Never Events

Quarter Ref NE category Update/Outcome
23/24 Q1 1899 Wrong Site Surgery Under Investigation

23/24 Q2 1912 Retained Foreign Object 
post-procedure

Under Investigation



4.0 Safety Alerts

Alert Due date Action Plan Updates on progress

Removal of Philips 
Health Systems 
V60 and V60 Plus 
ventilators from 
service – potential 
unexpected
shutdown leading to 
complete loss of 
ventilation

30/09/2023

1. Identify all affected ventilators that 
remain
in the hospital.
2. Evaluate and estimate the hospital’s
ventilation needs and initiate a
procurement plan, using local
procedures. Note that a limited number of
replacement devices are available for
NHS organisations from the national
stockpile. Details of how to access these
ventilators can be found in the ‘Additional
information’ section of this alert.
3. Implement a training program for all
relevant staff on the use of the
replacement ventilators.
4. If continued use of affected Philips V60
and V60 Plus ventilators is unavoidable
while suitable alternatives are sourced,
additional monitoring must be put in place
and a risk assessment documented (see
additional information section for more
information). These measures should be
temporary and should not remain in place
beyond 30 September 2023.
5. All V60 range ventilators must be
removed from service with replacement
devices in use by 30 September 2023.
6. Retain quarantined ventilators and 
await
instructions for the disposal of the
devices.

MEBS have checked their 
records/database and have confirmed 
that there are none of these ventilators in 
the Trust.

Background:
National patient safety alerts
(NPSAs) are issued from NHS
England and NHS Improvement
to raise patient safety issues that
require national action

There have been three National 
Patient Safety Alerts received in 
May 2023



4.0 Safety Alerts

Alert Due date Action Plan Updates on progress

Recall of Emerade 500 
micrograms and Emerade 
300 micrograms auto-
injectors, due to the 
potential for device failure

12/05/2023

The action to recall should be coordinated by the Chief 
Pharmacist/Superintendent Pharmacist/Responsible 
Pharmacist, Dispensing GPs and GP practices in the first 
instance. The below actions should be initiated by General 
Practitioners (GPs) and Pharmacy Teams immediately.
1. Stop supplying the impacted products immediately. 
Quarantine all remaining stock and return it to your 
supplier/MAH using your supplier’s approved process.
2. Identify patients who have been supplied with Emerade 
500 micrograms and Emerade 300 micrograms autoinjectors 
and ensure that they are reviewed by their 
prescriber to determine whether their adrenaline autoinjector 
prescription is still appropriate and in line with 
existing guidance.
3. Immediately inform patients and carers to request a 
new prescription to replace each Emerade 500 
micrograms and Emerade 300 micrograms autoinjector with 
an equivalent strength adrenaline pen in 
an alternative brand. Healthcare professionals should 
be aware that the licensed dosing recommendations 
for each brand of pen are not identical. Dosing 
recommendations are available in the Summary of 
Product Characteristics (SmPC) and should be 
followed.
4. Inform patients to return Emerade 500 micrograms and 
Emerade 300 micrograms auto-injectors to any
pharmacy after they have obtained a total of two 
equivalent strength adrenaline pens in an alternative 
brand.
General Practitioners (GPs) and Pharmacy Teams 
should send the linked letter “Advice for patients who 
have been prescribed Emerade auto-injectors”, to all 
patients and carers who have been prescribed
Emerade auto-injectors. See reference information on
page 2 for link

Action plan completed and Chief Officer approval 
sought outside of the Patient Safety and Effectiveness 
Committee (PSEC) due to timeframe. 



4.0 Safety Alerts

Alert Due date Action Plan Updates on progress

Shortage of pyridostigmine 
60mg tablets 26/05/2023

Prescribers, pharmacists and staff working in GP practices 
and specialist clinical teams to identify all patients currently 
prescribed pyridostigmine 60mg tablets.
2. Prescribers and pharmacists to determine if patients have 
sufficient stock to last until expected resupply date, week 
commencing 12 June 2023. 
3. Patients with insufficient supplies should be referred to 
their prescriber for a prescription for pyridostigmine 12mg/ml 
oral solution. 
4. Prescribers should only prescribe sufficient pyridostigmine 
12mg/1ml oral solution to cover until week commencing 12 
June 2023. NOTE A
5. Pharmacists and prescribers should ensure patients are 
not intolerant to any excipients, are appropriately counselled 
on the switch to oral solution and equivalent volume of liquid 
to be administered. 
6. Prescribers may consider prescribing unlicensed imports 
of pyridostigmine 60mg tablets if the licensed oral solution 
formulation is not considered suitable and work with local 
pharmacy teams to ensure supplies are ordered in a timely 
manner. NOTE B 
7. Pharmacy procurement teams should utilise mutual aid in 
secondary care if there is an urgent need and it is 
appropriate. 
8. Prescribers should immediately refer patients to a 
specialist for advice on alternative treatments if above 
options are not suitable

Action plan completed and Chief Officer approval 
sought outside of the Patient Safety and Effectiveness 
Committee (PSEC) due to timeframe



4.0 Safety Alerts

Alert Due date Action Plan Updates on progress

Medical beds, trolleys, bed 
rails, bed grab handles and 
lateral turning 
devices: risk of death from 
entrapment or fall

01/03/2024

1. Update your organisation's policies and procedures on 
procurement, provision, prescribing, servicing and 
maintenance of these devices in line with the MHRA's 
updated guidance on the management and safe use of 
bed rails.
2. Develop a plan for all applicable staff to have training 
relevant to their role within the next 12 months with regular 
updates. All training should be recorded.
3. Review the medical device management system 
(inventory/database) for your organisation or third-party 
provider for devices within your organisation, including 
those which have been provided to a community setting 
(for example, the patient’s own home). Keep this system
up to date. 
4. Implement maintenance and servicing schedules for the 
devices in the inventory/database, in line with the 
manufacturer’s instructions for use and/or service manual. 
Prioritise devices which have not had regular maintenance 
and servicing. If this is outsourced, compliance with the 
schedule should be monitored.
5. Review patients who are children or adults with atypical 
anatomy as a priority. Ensure the equipment they have 
been provided with is compliant with BS EN 50637:2017 
unless there is a reason for using a non-compliant bed. 
Record this on the risk assessment and put in place 
measures to reduce entrapment risks as far as possible.
6. Review all patients who are currently provided with bed 
rails or bed grab handles to ensure there is a documented 
up-to-date risk assessment. Complete risk assessments 
for patients where this has not already been done and for 
each patient who is provided with bed rails or bed grab 
handles.
7. Implement systems to update risk assessments where 
the equipment or the patient’s clinical condition has 
changed (for example, reduction/improvement in weight or 
mobility), and also at regular intervals.

Lead agreed, pending confirmation of action owners.



5.0 PSIRF

The Patient Safety Incident Response Framework (PSIRF) 
– a core element of the NHS Patient Safety Strategy – 
establishes the NHS’s approach to the development and 
maintenance of mechanisms for responding to patient 
safety incidents (PSIs) to maximise learning and 
improvement. 

The PSIRF has four key aims with regards to patient 
safety incidents: (1) compassionate engagement and 
involvement of those affected; (2) a system-based 
approach to learning; (3) considered and proportionate 
responses; (4) supportive oversight focused on 
strengthening response systems and improvement

The PSIRF is a contractual requirement, is mandatory for 
providers of NHS-funded care and it replaces the Serious 
Incident Framework (SIF). 

A transition plan outlining how UHCW will move to PSIRF 
was accepted by the Integrated Care Board (came into 
effect 18th July) and a PSIRF Policy and Plan (draft) has 
been approved by COG, and will be received for approval 
at Quality & Safety Committee (30/11/2023) and Trust 
Board (7/12/2023). 
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REPORT TO PUBLIC TRUST BOARD 

HELD ON 7 DECEMBER 2023 

 

 
EXECUTIVE SUMMARY 
Improving the experience of each individual patient is at the centre of the NHS Constitution. Obtaining 
feedback from patients and taking account of their views and priorities are vital for the delivery of high-
quality services and for driving real service improvements. 
 
This report will provide an overview of progress on Patient Experience and Engagement work 
programmes for University Hospitals Coventry and Warwickshire NHS Trust in Quarter 2 2023-24. 
 
Compliments and Thanks 
In Quarter 2, the Trust received 343 compliments that were reported to Datix, the Trust’s incident 
management system.  
 
Complaints 
The Complaints Team key performance indicator (KPI) is to provide a response to 90% of complaint 
investigations within 25 working days from registration; the team continues to deliver month on month 
KPI compliance. During Quarter 2, 191 complaints were received of which 92% were provided a 
response within 25 working days.  An increase in formal complaints received is observed from January 
2023. 
 
Themes: Communication was the top theme for formal complaints this Quarter. Appointments, mainly 
appointment cancellations, is the second top theme. Clinical Treatment within the Surgical Group is a 
new addition to the top themes, with delay or failure in treatment/procedure being the top sub-theme.  
 
Analysis of Doctors Strike on Complaints and PALS 
Following the Junior Doctor and Consultant strikes there has been an increase in the number formal 
complaints and PALS enquiries received regarding appointments. This peaked in August 2023, but a 
reduction is observed in September 2023. There has also been an impact on the ability for groups and 
staff to provide responses to complaints and PALS enquiries which is impacting on the performance 
against the Trust’s key performance indicators for these services. Additional escalation measures have 
been implemented in the complaints process to reduce the impact.  
 
Complaints for further local resolution (FLR) 
During Quarter 2, the Trust received 23 complaints for ‘further local resolution’. There has been a focus 
over Quarter 2 to reduce the number of ‘further complaint’ responses which are outstanding 
 

Subject Title Patient Experience and Engagement Report Quarter 2 2023-24 

Executive Sponsor Tracey Brigstock, Chief Nursing Officer 

Author Hayley Best, Associate Director of Quality - Patient Experience 
Adele Tidman, Patient Experience Administration Lead  
Emma Denis, Head of Patient Relations

Attachments Patient Experience and Engagement Report Quarter 2 2023-24 

Recommendation (s) The Committee is asked to NOTE this report 
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Parliamentary and Health Service Ombudsman (PHSO) Outcomes 
In Quarter 2, the Trust received four referrals from the PHSO and one final outcome report. An overview 
of the final outcome case is included within the report. 
 
The Patient Advice and Liaison Service  
The Trust received 1103 PALS enquiries in Quarter 2 2023-24 compared with 774 in Quarter 1, an 
increase of 329. During Quarter 2 2023-24, 83% of enquiries were processed within five working days.
 
Themes: The top theme for PALS enquiries during Quarter 2 continues to be Communication, which 
also aligns with the complaints top theme. Appointments is the second highest theme, specifically 
appointment cancellations. Waiting times has made an addition to the top themes following last quarter.
 
Complaints and PALS demographics 
For complaints and PALS in Quarter 1, 77% of enquiries were received from those who are ‘White – 
British’ which is an increase from the previous Quarter.  
 
The Patient Experience Team are currently working with the Kings Fund, Picker and the Heads of 
Patient Experience (HOPE) network on a project to analyse who accesses our Complaints and PALS 
and how we can close any gaps by working with our communities. 
 
Patient Information Leaflets 
During Quarter 2 2023-24, 155 leaflets were updated, and 7 new leaflets were uploaded. The Trust 
achieved an 85% compliance average for all patient information leaflets. 450 queries were received 
and responded to during Quarter 2 2023-24. 
 
National Survey Programme 
Urgent and Emergency Care 2022 
The finalised results were published for the Urgent and Emergency Care 2022 National Survey on 25 
July 2023. The results have been shared with the Emergency Medicine group and were presented at 
the Patient Experience and Engagement Committee (PEEC) in August 2023. The completed action 
plan is being shared in PEEC in November 2023. 
 
Adult Inpatients 2022 
The finalised results were published for the Adult Inpatients 2022 National Survey on 12 September 
2023. The results have been shared at PEEC and an action plan has been developed for the areas of 
improvement.  
 
Maternity Survey 2023 
The embargoed results for the Maternity Survey 2023 were released on 8 September 2023. These 
have been shared with the service and an action plan will be developed which will be monitored through 
PEEC. We expect the finalised results to be released in November 2023. 
 
Adult Inpatients 2023 
Field work is being undertaken during January to April 2024. We expect to receive the finalised results 
in August 2024. 
 
Children and Young People Survey 2024 
Field work is being undertaken during July to October 2024. We expect to receive the finalised results 
in March 2025. 
 
Maternity and Neonatal Care Survey 2024 
The Neonatal Care pilot survey is a new element that will run in parallel to the main 2024 Maternity 
survey. It will explore how to capture the experiences of mothers, babies and their families who 
received neonatal care services. 
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PREVIOUS DISCUSSIONS HELD 
16 November 2023 - Patient Experience and Engagement Committee  
30 November 2023 – Quality and Safety Committee

 
KEY IMPLICATIONS 
Financial Delivery of value for money 

Patients Safety or Quality To create a high-quality patient experience 

Human Resources None 

Operational Operational performance 

 



 

 

UNIVERSITY HOSPITALS COVENTRY & WARWICKSHIRE NHS TRUST 

REPORT TO PUBLIC TRUST BOARD 

Patient Experience and Engagement Report (Complaints, Patient Advice and 
Liaison Service (PALS) and Patient Insight and Involvement)  

Quarter 2 2023-24 (July, August, September 2023) 

1. INTRODUCTION 

1.1 Improving the experience of each individual patient is at the centre of the NHS Constitution. 
Obtaining feedback from patients and taking account of their views and priorities are vital for 
the delivery of high-quality services and for driving real service improvements. 

This report will provide an overview of progress on Patient Experience and Engagement work 
programmes for University Hospitals Coventry and Warwickshire NHS Trust in Quarter 2 2023-
24. 

2. CONTENT 

Compliments and Thanks  

In Quarter 2, the Trust received 343 compliments that were reported to Datix, the Trust’s 
incident management system.  

A breakdown of the top 10 specialties is listed below: 

Speciality  Total compliments received 

Bowel Cancer Screening - Hub (Rugby) 97

Audiology 21

Radiology 20

Respiratory medicine 16

Emergency Department 15

Neurosurgery 14

Obstetrics 11

General Surgery 11

Breast Screening 11

Rheumatology 11

A breakdown of the top 10 themes for compliments is listed below: 

Speciality  Total compliments received 
Demonstrating Trust Values – 
Compassion 

179 

Demonstrating Trust Values – Pride 146 

Patient Care – Nursing 97 

Demonstrating Trust Values – Respect 93 

Patient Care – Medical 70 
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Demonstrating Trust Values – 
Partnership 

62 

Positive Staff Attitudes 52 

Demonstrating Trust Values – Openness 30 

Patient Care – Admin/Clerical Staff 30 

Patient Care - Other 24 

It is important that positive feedback is shared with teams as this provides patients with a 
mechanism for expressing gratitude for the care they have received or their experience of care 
delivery. Currently, compliments are demonstrated throughout several reports provided by the 
Quality Department, and it is being explored how these can be as part of current UHCW staff 
recognition schemes in place.  

There has been an observed decrease in the number of compliments received this quarter 
(see Chart 1); The Patient Experience Team continue to work closely with clinical groups 
across the Trust to ensure that all compliments and thanks are reported on Datix. The 
importance of logging compliments was also shared in the Trust Communications message 
in September 2023. 

Chart 1 details the total number of compliments that have been logged:   

 

Clinical Diagnostic Services continue to be the highest reporting Specialty Group for 
compliments. Women and Childrens Services compliments have decreased this quarter which 
is felt due to the Patient Experience Midwife who reports these on Datix, being away from the 
Trust. We are currently exploring how the compliments can be logged in periods of absence. 
A breakdown by Specialty Group has been provided below: 
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2.1 Complaints 

The Complaints Team key performance indicator (KPI) is to provide a response to 90% of 
complaint investigations within 25 working days from registration (local KPI). During Quarter 
2 2023-24, 191 complaints were received of which 92% were responded to within 25 
working days. Of these complaints, 45% were not upheld, 37% were partially upheld and 
18% were upheld. This is comparable to the previous Quarter, (Quarter 1 2022-23), where 
50% were not upheld, 30% were partially upheld and 15% were upheld.  

The complaints performance in Q2 is continuing to improve (see Chart 2) and since June 
2023 the Complaints Team have achieved the KPI. This follows a period of 
underperformance, where staffing challenges in the team were recognised as the 
contributing factor. The team will have some staffing changes over the coming weeks and 
months and plans are being made to reduce the impact of this on the staff who are in post 
and the complaints responsiveness.   

Since January 2023 a sustained, above average increase, in the number of formal 
complaints received is observed (see Chart 3).   

Chart 2 performance against the KPI (response within 25 working days):  
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Chart 3 details the total number of complaints received per month:  

 

 

2.2 Top complaint specialties  

The table below shows the top 10 specialties of complaints received during Quarter 2 2023-
24: 
 

Speciality Total complaints received 
Emergency Department 20 

General Surgery 10 

Obstetrics 10 

Neurosurgery 9 

Ophthalmology 9 

Orthopaedics 8 

Neurology 7 

Acute Medicine  7 

Endocrinology 7 

Children's Emergency Medicine 7 

 
The Emergency Department continues to receive the highest number of formal complaints 
for this reporting period.  

 
2.3 Top complaint themes and categories 

The table below shows the themes of the complaints received during Quarter 2 2023-24 (top 
themes and categories): 

Top 3 Complaint 
Themes 

Top Sub-Categories of Complaint 
Themes 

Percentage of the 
top themed 
complaints upheld 

Communications 
Communication with patient 
 
Incorrect/no information given

33% 
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Patient not listened to 

Appointments 

Appointment Cancellations 
 
Appointment error 
 
Appointment delay (inc length of wait) 

10% 

Clinical Treatment - 
Surgical Group 

Delay or failure in treatment or 
Procedure 
 
Other - Clinical Treatment 
 
Delay or failure to diagnose (inc e.g., 
missed fracture) 

14% 

 
 
2.4 Analysis of Doctors Strike on Complaints and PALS 

Following the Junior Doctor and Consultant strikes there had been an observed increase in 
formal complaints and PALS regarding ‘appointments’, although a reduction is observed in 
September.  The highest sub-theme continues to be appointment cancellations and delays. 

 
 

2.5 Complaints for further local resolution (FLR) 

During Quarter 2, the Trust received 23 complaints for ‘further local resolution’.  

There has been a focus over Quarter 2 to reduce the number of ‘further complaint’ responses 
which are awaiting a response. As of 31 October 2023, there are 28 FLR’s open and a 
management plan is in place for these. The Complaints Team are reviewing the process for 
FLR’s to ensure that they are managed effectively moving forwards. 
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2.6 Complaints backlog 

Due to previous staffing challenges within the Complaints Team, there is a backlog of 
complaint cases which remain open and require a response.  At the beginning of Quarter 2 
there were 45 breach complaint open cases, plus 50 Further Local resolution letters that 
required a response. As of 1 November 2023, the complaint breaches comprises 38 breach 
cases (did not meet 25 working day target) and 26 Further Local resolution letters that 
require a response.  

 

2.7 40 Working Day Complaints 

During Quarter 2 2023-24, there have been four formal complaints which required a 40 
working day response time. This is a decrease of one, compared to the previous quarter.  

The criteria for the cases that were allocated to a 40 working day response were due to 
multi-specialty complaints and an ongoing patient safety investigation. The reasoning for this 
is also explained to the complainant when the complaint is acknowledged.  

All complaints that require a 40 working day time frame are approved by the Associate 
Director of Quality for Patient Experience before commencement and reported through the 
Patient Experience and Engagement Committee monthly.  

 
 
2.8 Complaint Data Sharing  

To continue to improve our services and patients’ experience, feedback is shared through the 
following routes:  

 Data and themes continue to be shared in Trust monthly Quality Improvement and 
Patient Safety (QIPS) reports 

 Data and themes are shared in Quarterly Patient Experience Reporting 

 Analysis continues to be shared and discussed at the monthly Patient Experience 
and Engagement Committee (PEEC) 

 Patient care specific themes and cases are presented quarterly at the Nursing and 
Midwifery Committee alongside any Parliamentary Health Service Ombudsman 
(PHSO) final outcome reports.  

 A weekly patient care specific report for complaints, PALS and compliments is 
provided to the Chief Nursing Officer 

 The Complaints and PALS Officers meet with group representatives to highlight any 
key cases or support required to provide a response to the complainant within the 
required timeframe 

 Training for staff and managers is being developed and offered to clinical groups 
utilising the free training programme offered by the Parliament Health Service 
Ombudsman. 

 

2.9 Parliamentary and Health Service Ombudsman (PHSO) Outcomes 

In Quarter 2 2023-24, the Trust received four referrals from the PHSO and one final outcome 
report which was upheld. An overview of the final outcome case has been included in Appendix 
A. Of the cases that were upheld, actions plans have been developed with the relevant service 
and apology letters provided to the complainant.  
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Provisional and final outcome PHSO reports are shared through to the Complaints Review 
Group and all outcome reports relating to nursing care are also shared through the Nursing 
and Midwifery Committee. 

 
2.10 The Patient Advice and Liaison Service  

The Trust received 1103 PALS enquiries in Quarter 2 2023-24 compared with 774 in Quarter 
1, an increase of 329. PALS have been working to review the enquiries that are received 
through the service and are re-directing all enquiries relating to appointments to the Booking 
Centre team. 

Chart 4 details the total PALS enquiries received per month: 

 

The PALS KPI is to process 90% of enquiries within five working days. During Quarter 2 
2023-24, 83% of enquiries were processed within five working days. The PALS performance 
continues to remain below the KPI over the last quarter due to staff absences and vacancies 
in the team against an increased demand for service. Performance is being monitored on a 
weekly basis and this has continued to improve through this quarter. The team continues to 
be affected by periods of staff absence.  

Chart 5 details the PALS KPI performance (response within five working days): 
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2.11 Top PALS themes and categories 

The table below details the top themes and categories received into the PALS team during 
Quarter 2 2023-24: 

Top 3 PALS Themes Top Sub-Categories of PALS Themes 

Communications 

Other – Communications 
 
Communication with patient 
 
Delay in giving information/results 

Appointments 

Appointment Cancellations 
 
Appointment - availability (inc urgent) 
 
Other - Appointments incl delays / cancellations 

Waiting Times 

Wait for operation/procedure 
 
Waiting for Appointment / Length of Waiting List 
 
Appointment Cancellations 

 

2.12 Top PALS specialties  

The table below shows the top 10 specialties of PALS received during Quarter 2 2023-24: 
 

Speciality Total complaints received 
Neurosurgery 81 

Orthopaedics 62 

Ophthalmology 56 

Neurology 52 

Endocrinology 47 

Administrative Staff 46 

Radiology 45 

Other Outside Agency / Trust / Hospital 44 

ENT  39 

Cardiology 36 

 

2.13 Conversion Rate from a PALS to Formal Complaint 

In Quarter 2 2023-24, there were 54 PALS enquiries that were converted to a formal 
complaint (originally managed as a PALS enquiry but converted to a formal complaint). This 
is an observed conversion rate of 30% in Quarter 2 2023-24. This has remained stable from 
the last quarter which was also at 30%. On review this is due an increase in the complexity of 
cases being received through PALS as the first point of contact.  
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2.14 Complaints and PALS Demographics 

The below report has been established with support from the Performance and Informatics 
Team to provide demographic data for complaints and PALS which includes gender, age, 
ethnic group and IMD (Index of Multiple Deprivation) group by geographic areas.  

Please note, there may be some gaps in the data due to the information not being available 
on Datix. This depends on whether the complainant/patient has disclosed their demographic 
details when submitting their complaint.  

The data below displays the demographics data in comparison to the IMD for formal 
complaints and PALS data combined received in Quarter 2 2023-24. IMD is a national 
measure created by the Office for National Statistics and is an indicator of deprivation. Level 
1 is considered the "most deprived" and Level 10 is considered the "least deprived". 

 For complaints and PALS in Quarter 2 2023-24, 77% of enquiries were received from 
those who are ‘White – British’ which is a 2% increase from the previous quarter.  

 73% of complaint and PALS enquiries received during Quarter 2 2023-24 were from 
those aged 40+. 

The Patient Experience Team are currently working with the Kings Fund, Picker and the 
Heads of Patient Experience (HOPE) network on a project to analyse who accesses our 
Complaints and PALS and how we can close any gaps by working with our communities.  

 

 



 

 



 

 

2.15 Patient Information Leaflets 

During Quarter 2 2023-24, 155 leaflets were updated, and 7 new leaflets were uploaded. The 
Trust achieved an 85% compliance average for all patient information leaflets. 450 queries 
were received and responded to during Quarter 2 2023-24. 
 

2.16 Patient Partners 

The Patient Partner Forum meetings have continued every six weeks during Quarter 2 2023-
24 with meetings taking place at a local parish church. The Patient Partners support several 
groups within the Trust which include Cancer Support Groups, Community Diagnosis 
Centres (CDC), the ReSPECT Forum, Healing Arts, and several Research Committees. 
 
During Quarter 2 2023-24 there were two new Patient Partners recruited and recruitment 
updates are provided as bi-monthly updates to the Patient Experience and Engagement 
Committee.  
 
Two of the previous new Patient Partners will be supporting co-creating the new Childrens 
and Young Persons (CYP) Forum with support from the Paediatrics Team at UHCW. There 
are ongoing conversations with the Paediatrics Matrons, the Volunteers Service and the 
Learning and Development Team to explore ways to support involving 14- to 16-year-olds in 
this new Forum. 
 
Work has continued to support the launch of the Patient Safety Incident Response 
Framework (PSIRF) with recruitment of Patient Safety Partners (PSP’s). There were two 
engagement events for World Patient Safety Day in September that included a focus on 
recruiting PSP’s. 

 
2.17 Community Engagement and Involvement 

In Quarter 2 2023-24, the Patient Insight and Involvement Team and Patient Partners have 
attended networking events across Coventry and Warwickshire to promote involvement 
opportunities at UHCW. The Patient Insight and Involvement Team also co-ordinate 
engagement events with the Trust’s Strategy and Research Involvement Teams.  
 
A Trust wide activity tracker and a central register of events is being developed to capture 
activity and measure the benefits for this method of engagement.  The events the Patient 
Insight and Involvement Team have been involved in and attended include: 
• Healthwatch Annual General Meeting (AGM) 
• Heads of Patient Experience (HOPE) Network Meetings each month   
• Mystery Shopper Exercise – Observations at Night  
• One Coventry Community Engagement Framework – Hothouse Session  
• Research and Development Institutes of Excellence Launch  
• Coventry Social Prescribing Steering Group (CYP) 
• World Patient Safety Day Events – Patient Engagement 
• Integrated Care Board Annual General Meeting 

 
 
2.18 National Survey Programme 

The NHS National Patient Survey Programme is part of the Government's commitment to 
ensure Hospital patient feedback informs continued development and improvement. 

CQC publishes patient experience surveys in secondary care under their National Patient 
Survey Programme; this includes surveys for Outpatients, Inpatients, Urgent and Emergency 
Care, Maternity and Children & Young People. In addition, NHS England publishes the Cancer 
Patient Experience Survey.  
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At the point that the National Survey programme results are received into the Trust, action 
plans are developed. The action plans detail the response to each theme outlining how the 
Trust plans to improve, a lead for delivery and a target date for when the action will be 
completed.  

Urgent and Emergency Care 2022 

The finalised results were published for the Urgent and Emergency Care 2022 National Survey 
on 25 July 2023. The results have been shared with the Emergency Medicine group and were 
presented at the Patient Experience and Engagement Committee (PEEC) in August 2023. The 
completed action plan is being shared in PEEC in November 2023. 
 
Top themes for Type 1  
(services include A&E departments and may also be known as casualty or emergency 
departments) 
 

 
 
Top themes for Type 3 
(services include urgent treatment centres and may also be known as minor injury units) 
 

 
 
Adult Inpatients 2022 

The finalised results were published for the Adult Inpatients 2022 National Survey on 12 
September 2023. The results have been shared at PEEC and an action plan has been 
developed for the areas of improvement.  
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Top themes: 
 

 
Maternity Survey 2023 

The embargoed results for the Maternity Survey 2023 were released on 8 September 2023. 
These have been shared with the service and an action plan will be developed which will be 
monitored through PEEC. We expect the finalised results to be released in February 2024. 
 

Adult Inpatients 2023 

Field work is being undertaken during January to April 2024. We expect to receive the 
finalised results in August 2024. 
 

Children and Young People Survey 2024 

Field work is being undertaken during July to October 2024. We expect to receive the 
finalised results in March 2025. 

 
Maternity and Neonatal Care Survey 2024 

The Neonatal Care pilot survey is a new element that will run in parallel to the main 2024 
Maternity survey. It will explore how to capture the experiences of mothers, babies and their 
families who received neonatal care services. 
 

 
2.19 Friends and Family Tests (FFT) 

In Quarter 2 2023-24 the Trust’s Friends and Family Test overall results for each FFT setting 
and maternity touchpoints were as follows: 
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The graphs above report the positive scores and response rates for the seven FFT touchpoints 
for Quarter 2 2023/24. The touchpoints for Outpatients and Antenatal have met the internal 
targets set for the response rates. For the positive score, four out of the seven touchpoints 
improved in score apart from the Outpatient, Antenatal and Postnatal Ward touchpoints which 
saw a slight drop in score. Unfortunately, none of the FFT touchpoints met the internal targets 
set for the positive score in Quarter 2.  
 
The Patient Insight and Involvement Team have continued building upon previous work, and 
have implemented the following initiatives during Quarter 2 2023-24: 

 Young People from Rugby School will start to carry out the FFT survey to help 
improve response rates. 

 The Patient Insight and Involvement Team are working with the Performance and 
Informatics Team to work through data issues to help improve and widen the net of 
who the Trust surveys. 

 Additional updates made to text message templates. 
 #FFTFriday Tweets continue to promote FFT for both staff and patients. 
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2.20 Conclusion 

The Patient Experience Team continue to monitor the Trust’s patient experience metrics for 
measurement of the services that are provided which is reported through PEEC for 
assurance.  

Work continues to improve the Trust’s FFT response and recommender rates with our 
system provider to ensure that this is a valuable source of patient feedback.  

The PALS and Complaints Teams continue to work to provide a quality service to our 
patients and their families and the team continue to explore improvements and developments 
to improve the service we provide.  
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APPENDIX A – Parliamentary Health Service Ombudsman final report summary – Mrs B 
(patient) 

Summary of 
the case  

Mrs B was admitted to critical care following an out of hospital 
cardiorespiratory arrest. The clinical record indicated a long stay on the 
Intensive Treatment Unit (ITU), during which time the care team 
determined the cause of the arrest. The initial diagnosis for the cause of 
arrest was airway obstruction. A CT scan indicated that the patient had a 
chest infection, thought possibly to be due to aspiration, and a large 
multinodular thyroid goitre with tracheal displacement, but without 
convincing evidence of airway obstruction.  
 
A decision for tracheostomy was made, which was complicated by a large 
goitre. The tracheostomy was undertaken, which subsequently was 
complicated by infection and dislodgement.  
 
Six weeks following discharge, the patient presented to the emergency 
department with difficulties changing the tracheostomy tube. The patient 
was admitted for assessment and decannulation was undertaken. 24-
hours following discharge, the patient suffered another out of hospital 
arrest and subsequently passed away due to hypoxic brain injury.  
 
A Serious Incident Investigation was completed in January 2019. 
 
A review was commissioned and completed by The Royal College of 
Surgeons of England in October 2019.  

PHSO 
review of the 
case 

Mrs B was having difficulties with her tracheostomy tube on 20 and 21 July 
2018; the PHSO determined that the ear, nose and throat (ENT) team at 
University Hospitals Coventry and Warwickshire NHS Trust (the Trust) did 
not appropriately assess her to determine the reason for this. 
 
Mrs B had a large multinodular goitre (this is an enlarged thyroid with 
nodules on it). The PHSO’s opinion is that the goitre was the likely cause 
for her problems with the tube and the ENT team should have 
reconsidered the plan for her treatment at this time. 
 
The PHSO summarised that due to Mrs B’s difficulties (as she was being 
weaned from the tracheostomy), this should not have been taken out on 
25 July. Mrs B sadly died due to airway compression, likely due to the 
sudden enlargement of the goitre. It was the opinion of the PHSO that if 
the tube had still been in place on 27 July, it would have protected her 
airway, and she would have survived this event. They concluded that in 
their opinion, with appropriate care, her death would have been avoided.

PHSO 
findings 

Clinical Care: 
The PHSO found that the care provided to Mrs B by the Trust between 28 
March and 19 July was in line with the relevant standards. 
However, the PHSO found the ENT team missed warning signs that an 
underlying issue was likely causing Mrs B’s problems with the 
tracheostomy tube on 20 and 21 July. This meant Mrs B did not have any 
further assessment or investigations to identify the appropriate treatment. 
This resulted in a missed opportunity for different care that could have 
made a difference to the sad outcome. 
 
Complaint handling:



 

17 
 

The PHSO found that the way the Trust handled her complaint caused 
Mrs A (patient’s daughter) further frustration and has prolonged her 
distress.  

PHSO 
investigation 
outcome 

Trust to write to the patient’s daughter to acknowledge the failings in the 
care provided to Mrs B as well as the complaint handling. Completed  

Action plan to be developed to address the failings. In development by 
18.12.2023.  

Pay compensation to patient’s daughter of £15,000. Completed 

Learning 
arising from 
PHSO 
review 

 Case to be presented at Grand Round 

 Report to be shared through the Patient Safety and Effectiveness 
Committee. 

 Report to be shared through the Quality Improvement and Patient 
Safety Meetings (QIPS) 

 To be included on the Chief Medical Officer Bulletin 

 Report to be shared through Quality and Safety Committee via the 
Patient Experience Quarterly Report 

 Complaints to be progressed whilst a Patient Safety Investigation is in 
progress for the concerns that are not within this scope 

PHSO Recommendations – actions to be developed by clinicians: 
 The ENT team did not appropriately re-assess Mrs B and the 

management of her care on 20 or 21 July 

 No consideration was given to pausing or stopping the decannulation 
process despite the difficulties Mrs B was having with capping 

 It was inappropriate to start the decannulation process or to 
decannulate Mrs B without MDT agreement 
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REPORT TO PUBLIC TRUST BOARD  

 
HELD ON 7th December 2023 

 

EXECUTIVE SUMMARY 

 
The Patient Safety Incident Response Framework (PSIRF) – a core element of the NHS Patient Safety 
Strategy – establishes the NHS’s approach to the development and maintenance of mechanisms for 
responding to patient safety incidents (PSIs) to maximise learning and improvement.   
 
The PSIRF is a contractual requirement and is mandatory for providers of NHS-funded care; it replaces 
the Serious Incident Framework (SIF). The Trust must develop a PSIRF Policy and Plan, (using NHSE 
templates), for approval by the Trust Board and Coventry & Warwickshire ICB before implementation. 
The approved documents must be published on the Trust Intranet and external web page. 
 
The Trust previously agreed a transition plan with the ICB, which detailed the step changes required to 
be PSIRF ready; this came into effect from 18th July 2023 to prepare the Trust for transition.  It is 
proposed (by the ICB) that all Providers in the System move to the PSIRF approach, (therefore cease 
to use the SI framework), from 1st December 2023. 
 
The approval of the policy and plan is outlined below.  
 
 Event Date Who 
Receipt and approval of the proposed PSIRF policy and 
response plan 

31st October 2023 COG 
(approved) 

Receipt and approval of the proposed PSIRF policy and 
response plan 

30th November 2023 QSC 

Approval and ratification of the PSIRF policy and 
response plan  

7th December 2023*  Trust Board 

*agreed at System (ICB) 
 
 

PREVIOUS DISCUSSIONS HELD 

Development overseen by the PSIRF task and finish group.  
COG September 2023 (Assurance report) 
PSEC October 2023 (endorsed) 
 

Subject Title PSIRF policy and Plan (draft) 

Executive Sponsor Kiran Patel, Chief Medical Officer  

Author Lisa Cummins, Director of Quality  

Attachment (s) (1) PSIRF Policy (draft) and (2) PSIRF Plan (draft) 

Recommendation (s) Receive and endorse   
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KEY IMPLICATIONS 

Financial 

The standards dictate that PSIRF training is delivered/conducted by 
those who have attended courses in learning from safety incidents 
amounting to more than 30 days, are up to date in learning response 
best practice and have both conducted and reviewed learning 
responses.  Accreditation with a recognised organisation is preferred, 
however, only a small number of Training Providers are currently 
accredited to deliver PSIRF training which has significant costs.  

Patient Safety or Quality The method of assessing PSIRF implementation by the Regulator 
(CQC) is in the early stages of development. 

Workforce  

Vacancies in the Patient Safety team and the wider Quality Team have 
impacted policy and plan development and will impact PSIRF capability 
post implementation.  Some recruitment plans are progressing, but 
vacancies will present challenges in the team during the first six months 
of implementation.    
The training expertise does not exist in-house and presents limitations 
when building capacity and capability.  A longer-term training strategy to 
develop in house expertise will be required to fulfil this requirement 
internally in the most cost-effective way. 
Recruitment of Patient Safety Partners may present challenges e.g. 
generating interest, securing support, however the Involvement team 
are supporting the process through their established channels and we 
are looking to evolve the role of Patient Partners as a possible model. 

Operational 

It is recognised that the cultural shift that will arise from moving away 
from a framework seen as prescriptive may present challenges 
externally e.g. Coroners Inquests.  The System (ICB) are working with 
local Coroners who are also being advised by the Chief Coroner re: 
implications of PSIRF and the coronial process. 
Timelines for the completion of investigations are now broader to 
accommodate complexity, cross organisational working and family 
preferences (1-3 months anticipated but may be up to 6 months; 
processes will be in place for exceptional circumstances).  Timeliness of 
completion will be overseen by the Incident Review Group who will 
receive assurances that expected timelines reflect the requirements.   
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Patient safety incident response plan 

Effective date: 1st December 2023 – 30th June 2025 

Estimated refresh date: April 2025 

 NAME TITLE SIGNATURE DATE 

Author L. Cummins Director of 
Quality  
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Reviewer Mo Hussain Chief Quality 
Officer 

  

Authoriser UHCW Trust 
Board 
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Introduction 

This patient safety incident response plan sets out how University Hospitals Coventry & 

Warwickshire NHS Trust, (thereafter UHCW), intends to respond to patient safety incidents 

over a period of 18 months.  

The plan is not a permanent rule that cannot be changed. We will remain flexible and 

consider the specific circumstances in which patient safety issues and incidents occurred 

and the needs of those affected. 

The Patient Safety Incident Response Framework (PSIRF) fundamentally shifts how the 

NHS responds to patient safety incidents for learning and improvement. PSIRF is not an 

investigation framework that prescribes what to investigate, instead, PSIRF:  

• advocates a co-ordinated and data-driven approach to patient safety incident 

response that prioritises compassionate engagement with those affected.  

• embeds patient safety incident response within a wider system of improvement.  

• prompts a significant cultural shift towards systematic patient safety management.  

• allows for a proportionate and considered learning response to patient safety 

incident. 

The Trust will review patient safety information regularly through governance and safety 

meetings, providing updates to the plan as required.  

The whole plan will be reviewed every 18 months to ensure that it remains 

contemporaneous and reflects the patient safety issues with the greatest potential for 

learning and improvement. This review of the plan will involve re-engagement with 

stakeholders to discuss and agree any changes and will be published as a new version of 

the plan  
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Our services 

University Hospitals Coventry and Warwickshire NHS Trust is one of the UK's largest 

teaching Trusts responsible for managing two major hospitals in Coventry and Rugby, 

which between them serve a population of over a million people; every year we provide 

more than 800,000 episodes of care to patients from across Coventry, Warwickshire and 

beyond.   

The Trust provides a range of services which are aligned to 7 Clinical Groups further 

supported by a range of corporate services.  The Groups are responsible for the day-to-day 

management and delivery of services within their areas in line with Trust strategies, 

policies, and procedures. The Groups are made up of a number of specialties and are led 

by a Group triumvirate comprising Clinical Directors, Associate Group Directors of Nursing 

and Group Directors of Operations. 
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Defining our patient safety incident profile 

A key part of the development of our Patient Safety Incident Response Profile was to 

understand the key issues that arise that lead to risks for patient safety at UHCW.  

Stakeholder engagement  

An outline of the requirements and approaches to be taken in the preparation of the policy 

and plan was presented the Chief Officers Forum (Trust Senior Leaders) in November 

2022.  This led to the development of a dedicated PSIRF task and finish group which was 

established to lead the PSIRF development and a number of key stakeholders in the 

organisation have contributed to the policy and plan. 

• Chief Quality Officer  

• Deputy Chief Medical Officer (DCMO) Patient Safety  

• Associate Director of Nursing (Safety & Quality) 

• Associate Director of Quality (Safety & Risk) 

• Head of Patient Safety  

• Patient Safety Manager(s) 

• Associate Director of Quality (Patient Experience & Involvement) 

• Associate Director of Quality (Effectiveness & Assurance) 

Additionally, a series of multi-agency forums at System (ICB) involving ICB leads, and 

partner organisations were held over a 12-month period to facilitate shared learning which 

have helped to shape our Patient Safety Profile and cross-system organisational 

responses. 

Data sources  

To define our patient safety profile, data was taken from a variety of sources including data 

held within our Datix system (Incident, complaints, risks) and relevant assurance reports.  

The Trust collated and observed data over a three-year period (1/4/2020 – 31/3/2023) 

recognising the variations in data observed arising from the COVID-19 pandemic. 

To understand the patient safety incident profile a number of sources of information about 

risks to patient safety were reviewed and evaluated and the process for developing our 

patient safety incident profile is described below. 

In the previous 3 years (01/04/20 to 31/03/23) 56,991 patient safety incidents have been 

reported, (all types, all grades), of which 381 (0.6%) were investigated under the Serious 

Investigation Framework (NHSE, 2015)  

A large proportion of the patient safety investigation resource is currently aligned to the 

investigation of serious incidents, which can be considerably time consuming and this 

approach to investigation can limit the potential learning opportunities that may arise from 
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other patient safety incidents that, whilst not meeting the current serious incident (SI) 

reporting threshold, present opportunities for thematic review, learning and improvement.    

A key part of developing the new national approach is to understand the amount of patient 

safety activity the trust has undertaken over the last three years. This enables us to plan 

appropriately and ensure that we have the people, system and processes to support the 

new approach. The patient safety PSIRF related activity undertaken prior to PSIRF can be 

broken down as follows: 

Patient 
Safety 
Activity 

Activity Definition 2020-
2021 

2021-
2022 

2022-
2023 

 
 
 
 
 
 
National 
Priorities 

Never Events Incident meeting 
criteria for never  
events framework 
and reported to 
Strategic Executive 
Information System 
(StEIS) as a Serious 
Incident (SI)  

2 7 5 

Incidents meeting 
Each Baby Counts 
criteria 

Referred to 
Healthcare Safety 
Investigation Branch 
for independent 
patient safety 
incident 
investigation.  

6 8 13 

 
 
 
 
 
Local 
Patient 
Safety 
Activities 

Serious incidents   Serious Incident 
requiring 
investigation and 
reported to Strategic 
Executive 
Information System 
(StEIS) as a Serious 
Incident (SI)  

97 133 151 

Patient Safety 
Incidents reviews 
(triaged by PSR) 

Including moderate 
harm incidents  
meeting the 
requirement for Duty 
of Candour, not  
meeting SI criteria for 
reporting on StEIS 

346 854 962 

To identify our patient safety priorities, we took a thematic approach to identify which 

aspects of patient safety activity we would identify as our patient safety priorities. 
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This thematic approach included: 

• Analysis of incidents reported onto Datix in the period 1/4/2020 – 31/3/2023 

inclusive.  

• Analysis of the incidents reported onto StEIS in the period 1/2/2020 – 31/3/2023 –  

• Thematic review of the incident types not reported onto StEIS (including low 

harm/no harm and near miss) incidents. 

• Complaints and concerns received relating to clinical care and treatment.  

• Trust level risks pertaining to patient safety.  
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Defining our patient safety improvement profile 

There are many Trust-wide and locally initiated quality improvement projects ongoing 

throughout the Trust; these are shared routinely via Rapid Improvement Report Out 

activities and the Trust UHCWi “stand up” events.  Some of the ongoing work includes: 

• Emergency Department Majors (Value Stream Project)  

• Community Diagnostic Centres (Value Stream Project) 

• Robotic assisted Radical Prostatectomy (Value Stream Project) 

• Violence and Aggression – Staff Support Response 

• Orthopaedics Pathway Improvement 

• Pathway and flow improvement (Site management)  

The PSIRF approach supports an improvement approach to patient safety investigation 

and, whilst we will remain flexible and consider improvement planning as required where 

a risk or patient safety issue emerges from our internal or external surveillance, where an 

incident type is well understood, resources may be better directed at improvement rather 

than an investigation.   

As part of our PSIRF response our insights to support improvement activity will be further 

strengthened through the creation of the Safety Learning and Improvement (SLI) Group 

(Appendix A). The Safety and Learning Group (SLI) will receive and synthesise data and 

intelligence from a number of sources, (National and local), to drive improvement 

projects aligned to our learning from patient safety.   

The Trust has also launched a new style patient safety and quality dashboard reporting 

framework which will bring together a number of sources of information that we will use 

to support systems analysis, (quality, safety, risk, effectiveness and experience).  

The Safety Learning and Improvement Group (SLI) will maximise learning opportunities 

and will seek to further develop and mature this approach through evaluation and 

feedback.   

We plan to develop safety improvement plans across our most significant incident types 

whilst also remaining flexible and being responsive to emerging themes that may arise 

e.g., cluster of patient safety incidents of a similar type or theme. 

The further areas that we have identified for improvement are:  

• Falls (led by Falls Forum) 

• Pressure Ulcer (led by Pressure Ulcer forum)  

These local priorities will seek to mature the specialised review piloted during the PSIRF 

transition period to enable systematic data collection to inform wider improvement work. 
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Our patient safety incident response plan: national 
requirements 

The Trust has finite resources for patient safety incident response; therefore, we intend to 

use those resources to maximise improvement. PSIRF allows us to do this; rather than 

repeatedly responding to patient safety incidents based on subjective thresholds and 

definitions of harm, from which new learning will be limited.  

Some patient safety incidents, such as Never Events and deaths thought more likely than 

not due to problems in care, will always require a Patient Safety Incident investigation (PSII) 

to learn and improve and to act as a record of the event.  

For other types of incidents which may affect certain groups of our patients, a PSII will also 

be required. These have been mandated nationally, but the Trust fully endorses this 

approach as it fits with our aim to learn and improve within a just and restorative culture. 

As well as PSII, some incident types require specific reporting and/or review processes to 

be followed.  For clarity, all types of incidents that have been nationally defined as requiring 

a specific response will be reviewed according to the suggested methods and are detailed in 

the Table 1. below.  
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Table 1. 

 
Event  
 

 
Response required 

 
Anticipated improvement route 

Deaths thought, more likely than 
not, due to problems in care 
(incidents meeting the learning from 
deaths criteria for PSII)1   
 

PSII Create local organisational actions to be 
received by the Incident review group 
and shared with the Safety Learning and 
Improvement Group (SLI) 

Deaths of patients detained under 
the Mental Health Act (1983) or 
where the Mental Capacity Act 
(2005) applies, where there is reason 
to think that the death may be linked 
to problems in care (incidents 
meeting the learning from deaths 
criteria) 

PSII Create local organisational actions to be 
received by the Incident review group 
and shared with the Safety Learning and 
Improvement Group (SLI) 

Incident meeting the Never Events 
Criteria (or its replacement)   

PSII Create local organisational actions and 
share learning through weekly Incident 
review group and the Safety Learning 
and Improvement Group (SLI) 

Maternity and neonatal incidents 
meeting Healthcare Safety 
Investigation Branch (HSSIB/MNSI) 
criteria 

Refer to HSSIB/MSNI for independent PSII – see 
also Appendix B 

Respond to recommendations as 
required and share learning through 
weekly Incident review group and the 
Safety Learning and Improvement 
Group (SLI)  
 
 

 
1 Unless the death falls under another more specific category (Appendix A), in which case that response must be followed. 
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Event  
 

 
Response required 

 
Anticipated improvement route 

Child deaths 
 

Refer for Child Death Overview Panel review. 
Locally-led PSII (or other response) may be 
required alongside the panel review – 
organisations should liaise with the panel 

Respond to recommendations as 
required and share learning through 
weekly Incident review group and the 
Safety Learning and Improvement 
Group (SLI) 

Deaths of persons with learning 
disabilities 

Refer for Learning Disability Mortality Review 
(LeDeR) 
Locally-led PSII (or other response) may be 
required alongside the LeDeR.  
 

Respond to recommendations as 
required and share learning through 
weekly Incident review group and the 
Safety Learning and Improvement 
Group (SLI) 
 

Safeguarding incidents in which:  

• babies, children, or young 
people are on a child 
protection plan; looked after 
plan or a victim of wilful 
neglect or domestic 
abuse/violence.  

• adults (over 18 years old) are 
in receipt of care and support 
needs from their local 
authority.  

• the incident relates to FGM, 
Prevent (radicalisation to 
terrorism), modern slavery and 
human trafficking or domestic 
abuse/violence 

Refer to local authority safeguarding lead. 
  
Healthcare organisations must contribute towards 
domestic independent inquiries, joint targeted 
area inspections, child safeguarding practice 
reviews, domestic homicide reviews and any 
other safeguarding reviews (and inquiries) as 
required to do so by the local safeguarding 
partnership (for children) and local safeguarding 
adults boards 

Respond to recommendations as 
required and share learning through 
weekly Incident review group and the 
Safety Learning and Improvement 
Group (SLI) (via the Trust Safeguarding 
Committee) 
 
 



 

UHCW Patient Safety Incident Response Plan 

 Page 12 of 20 

 
Event  
 

 
Response required 

 
Anticipated improvement route 

Incidents in NHS screening 
programmes2 

Refer to local screening quality assurance service 
for consideration of locally-led learning response 
(refer also to relevant guidance)  

Respond to recommendations as 
required and share learning through 
weekly Incident review group and the 
Safety Learning and Improvement 
Group (SLI) 
 

Domestic homicide A domestic homicide is identified by the police 
usually in partnership with the community safety 
partnership (CSP) with whom the overall 
responsibility lies for establishing a review of the 
case. 
 
Where the CSP considers that the criteria for a 
domestic homicide review (DHR) are met, it uses 
local contacts and requests the establishment of 
a DHR panel.  The Domestic Violence, Crime and 
Victims Act 2004 sets out the statutory obligations 
and requirements of organisations and 
commissioners of health services in relation to 
DHRs 

Respond to recommendations as 
required and share learning through 
weekly Incident review group and the 
Safety Learning and Improvement 
Group (SLI) (via the Trust Safeguarding 
Committee) 

Mental health-related homicides Referred to the NHS England Regional 
Independent Investigation Team (RIIT) for 
consideration for an independent PSII. Locally-led 
PSII may be required 

Respond to recommendations as 
required and share learning through 
weekly Incident review group and the 
Safety Learning and Improvement 
Group (SLI)  

 
2 Guidance for managing incidents in NHS screening programmes  https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-

programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1 
 

https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1
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Event  
 

 
Response required 

 
Anticipated improvement route 

Deaths in custody (e.g. police 
custody, in prison, etc) where health 
provision is delivered by the NHS 
 

Any death in prison or police custody will be 
referred (by the relevant organisation) to the 
Prison and Probation Ombudsman (PPO) or the 
Independent Office for Police Conduct (IOPC) to 
carry out the relevant investigations.  
 
Healthcare organisations must fully support these 
investigations where required to do so 

Respond to recommendations as 
required and share learning through 
weekly Incident review group and the 
Safety Learning and Improvement 
Group (SLI) 
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Our patient safety incident response plan: local focus 

Our learning responses will adopt a system-based approach and our responses will be 

considered and proportionate with supportive oversight.   

The learning responses we will adopt are outlined below:  

• SWARM - Swarm-based huddles are used to identify learning from patient safety 

incidents. Immediately after an incident, staff 'swarm' to the site to quickly analyse 

what happened and how it happened and decide what needs to be done to reduce 

risk.  At UHCW this will be the methodology utilised within the established Patient 

Safety Review (PSR).  

• After Action Review (AAR) - After Action Review (AAR) is a method of 

evaluation that is used when outcomes of an activity or event, have been 

particularly successful or unsuccessful. It aims to capture learning from these 

tasks to avoid failure and promote success for the future. 

• Multi-disciplinary review (MDT) - An MDT review supports health teams to learn 

from patient safety incidents that occurred in the significant past and/or where it is 

more difficult to obtain staff recollections of events either because of the passage 

of time or staff availability. 

• Themed reviews - A themed review may be useful in understanding common 

links, themes or issues within a cluster of investigations or incidents. It will seek to 

understand key barriers or facilitators to safety using reference cases (e.g., 

individual Datix incidents or previous investigations). 

• PSII - A patient safety incident investigation (PSII) is undertaken when an incident 

or near-miss indicates significant patient safety risks and potential for new 

learning. Investigations explore decisions or actions as they relate to the situation. 

Where incident types have been seen to reoccur, there will be a preference for learning 

response approaches that seek to elicit the discovery and learning at pace to facilitate 

improvements and/or themed review approaches that seek to maximise the learning from 

cluster events.   

Our local priorities (Table 2.) are broad, but the scope for our terms of reference will be 

developed and approved through the Incident Review Group (IRG) to provide clarity 

through the development of key lines of enquiry and objectives.  
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Table2.  

Patient safety incident 
type or issue  

Planned response  Anticipated improvement 
route 

1. Medicines safety 

(prescribing and 

administration) 

Thematic review  Review of reoccurring areas 

for improvement to inform 

ongoing improvement efforts 

2. Patient safety incidents 

involving patients with a 

mental health presentation    

Thematic review  Review of reoccurring areas 

to inform ongoing 

improvement efforts 

3. Adverse events and 

outcomes associated with 

childbirth and pregnancy 

(not including those 

Nationally mandated) – see 

Table 1. and Appendix B) 

Incidents with the 

potential for learning 

and improvement will be 

identified through 

routine SWARM (PSR) 

and where required will 

be subject to further 

learning response.  

Review of reoccurring areas 

to inform ongoing 

improvement efforts 

 

Infection prevention and control incidents will be reviewed routinely using the Midlands: 

Infection Prevention and Control (IPC) – Patient Safety Incident Response Framework 

(PSIRF) Matrix; (currently under development). 

Local priority incidents (as outlined in Table 2.) identified through triage, as potentially 

requiring further individual incident investigation, will be referred to the Incident Review 

Group who will determine the level of investigation required based on a number of factors 

including:  

• Incident complexity 

• Level of risk to future care 

• View of those affected by the patient safety incident.  

 

Where individual incidents are found to meet the National responses criteria (as outlined in 

Table 1) then the learning response adopted will reflect the National recommendations.  
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Appendix A 
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Appendix B   

Requirements for maternity services  

Patient safety incidents meeting the ‘Each Baby Counts’ and maternal deaths criteria listed below are national requirements for 

PSII. As such they must be referred to the MNSI through the web portal provided to all trusts, for an independent PSII.  

HSIB investigates the following maternity patient safety incidents:  

• Intrapartum stillbirth: the baby was thought to be alive at the start of labour but was born showing no signs of life.  

• Early neonatal death: the baby died, from any cause, within the first week of life (0 to 6 days).  

• Potentially severe brain injury diagnosed in the first seven days of life and the baby was diagnosed with grade III hypoxic–

ischaemic encephalopathy; or was therapeutically cooled (active cooling only); or – had decreased central tone, was 

comatose and had seizures of any kind.  

• Maternal deaths: death while pregnant or within 42 days of the end of the pregnancy from any cause related to or 

aggravated by the pregnancy or its management, but not from accidental or incidental causes (excludes suicides). 

Where such an investigation is undertaken, a separate local patient safety learning response is not required. However, 

organisations should complete Duty of Candour requirements (ahead of handover to MNSI for further involvement of 

patients/families in the investigation) and report on the relevant incident reporting system(s). 

Organisations must also take any immediate actions identified as necessary to avoid and/or mitigate further serious and imminent 

danger to patients, staff and the public.  

In relevant cases, the organisation should also use the Perinatal Mortality Review Tool (in parallel with and with the assistance of 

MNSI) as it works through its independent investigation). 
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Glossary  

AAR After Action Reviews (AAR) is a method of evaluation that is used when 
outcomes of an activity or event, have been particularly successful or 
unsuccessful. It aims to capture learning from these tasks to avoid failure 
and promote success for the future. 

CDOP A Child Death Review meeting is held to review all the information to 
understand why the child died. They review and identify any learning 
points from services involved with the child leading up to their death 

CSP Community Safety Partnership are statutory partnerships that bring 
together local organisations with the shared goals of reducing crime and 
the fear of crime, anti-social behaviour, alcohol and drug misuse and 
reducing re-offending. 

DHR Domestic Homicide Reviews are carried out so that agencies such as 
the police, social services and the health service can examine how they 
handled a murder case and if there are any ways they might work better 
together in the future. 

Each Baby 
Counts 

Each Baby Counts was the RCOG's national quality improvement 
programme to reduce the number of babies who die or are left severely 
disabled as a result of incidents occurring during term labour. 

HSSIB The Health Service Safety Investigations Body is an independent body 
that conducts major safety investigations into the most serious risks to 
NHS patients in England. 

HTA The Human Tissue Authority is an independent regulator of 
organisations that remove, store and use human tissue for research, 
medical treatment, post-mortem examination, education and training, and 
display in public 

ICB An Integrated Care Board (or ICB) is a statutory NHS organisation which 
is responsible for developing a plan for meeting the health needs of the 
population, managing the NHS budget and arranging for the provision of 
health services in a geographical area 

IOPC The Independent Office for Police Conduct (IOPC) investigate the 
most serious complaints and conduct matters involving the police 

IPC Infection Prevention and Control 

IRMER Ionising Radiation (Medical Exposure) Regulations 

LeDeR The Learning Disability Mortality Review (LeDeR) programme was 
commissioned to improve the standard and quality of care for people with 
a learning disability 

MSNI The Maternity and Newborn Safety Investigations (MNSI) programme 
hosted by the Care Quality Commission (CQC) 

PALS Patient Advice and Liaison Service 

PMRT Perinatal Mortality Review Tool 

PPO Prison and Probation Ombudsman (PPO) 

PSII A PSII is a patient safety incident investigation undertaken when an 
incident or near-miss indicates significant patient safety risks and 
potential for new learning. 

PSIRF The Patient Safety Incident Response Framework (PSIRF) sets out the 
NHS’s approach to developing and maintaining effective systems and 
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processes for responding to patient safety incidents for the purpose of 
learning and improving patient safety 

PSIRP The Patient Safety Incident Response Plan sets out how organisations 
respond to patient safety incidents 

RIIT NHS England Regional Independent Investigation Team  

SEIPS Systems Engineering Initiative for Patient Safety 

SHOT Serious Hazards of Transfusion 

SJR Structured Judgement Review is a method that allows trained reviewers 
to identify and describe the quality of care received  

SME Subject Matter Expert  

SWARM SWARM- Swarm-based huddles are used to identify learning from patient 
safety incidents. Immediately after an incident, staff 'swarm' to the site to 
quickly analyse what happened and how it happened and decide what 
needs to be done to reduce risk. 
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Purpose 

This policy, which has been developed using the national NHSE template, supports the 

requirements of the Patient Safety Incident Response Framework (PSIRF) and sets out 

University Hospitals Coventry & Warwickshire NHS Trusts approach to developing and 

maintaining effective systems and processes for responding to patient safety incidents and 

issues for the purpose of learning and improving patient safety. 

The PSIRF advocates a co-ordinated and data-driven response to patient safety incidents. 

It embeds patient safety incident response within a wider system of improvement and 

prompts a significant cultural shift towards systematic patient safety management.  

This policy supports and promotes the four key aims of the PSIRF: 

• compassionate engagement and involvement of those affected by patient 

safety incidents.  

• application of a range of system-based approaches to learning from patient 

safety incidents  

• considered and proportionate responses to patient safety incidents and safety 

issues  

• supportive oversight focused on strengthening response system functioning 

and improvement. 

 

This policy should be read in conjunction with our current Patient Safety Incident 

Response Plan (PSIRP), which is a separate document setting out how this policy will be 

implemented.     
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Scope 

This policy is specific to patient safety incidents conducted solely for the purpose of 

learning and improvement across the services provided by the Trust.  

Patient Safety Responses will follow a “systems-based approach”. A system-based 

approach recognises that healthcare takes place in a work system composed of people, 

tasks, equipment and the different environments in which care is provided.   

There is no remit to apportion blame or determine liability, preventability or cause of death 

in a response conducted for the purpose of learning and improvement. Responses do not 

take a ‘person-focused’ approach where the actions or inactions of people, or ‘human 

error’, are stated as the cause of an incident.   

Other processes that exist for that purpose include:    

• claims handling 

• complaints management  

• human resources investigations into employment concerns 

• professional standards investigations 

• coronial inquests  

• criminal investigations 

• safeguarding concerns  

The principal aims of each of these responses differ from those of a patient safety learning 

response and are outside the scope of this policy, (except where a significant patient 

safety concern is identified). 
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Our patient safety culture 

University Hospitals Coventry & Warwickshire NHS Trust supports and promotes a culture 

of fairness, openness and learning and actively encourages its staff to report incidents and 

to speak up when things go wrong without fearing unjust blame (Just Culture).   

Through the application and maturity of the Trust Patient Safety Incident Response 

(PSIRF) Policy, University Hospitals Coventry & Warwickshire seeks to create a patient 

safety culture that:  

• Provides a commitment to be open and honest with patients, relatives, carers and 

our staff when things go wrong. 

• Create an investigation approach that engages our people (staff) from the outset 

and encourages a transparent, open and safe space to discuss patient safety 

concerns. 

• Creates a positive incident reporting culture across all areas of the organisation, 

ensuring that the principles of Just Culture apply in the way in which we treat our 

people (staff) involved in incidents in a fair and consistent way. 

• Builds upon the existing programmes of work that support and foster a positive 

safety culture.  

The Trust’s safety culture has been further enhanced through the introduction and maturity 

of a number of programmes of work that seek to support patient safety excellence and 

learning.   

UHCWi Improvement System   

The Trust uses UHCWi as its improvement system; it uses tools and techniques based on 

lean principles and continuous improvement to drive continuous improvements and to 

create a culture that enables clinicians to work at their best and to have in place 

arrangements for systematic learning, measuring and monitoring of quality at all levels 

(within and outside of the hospital setting), whilst having capacity for innovation and 

improvement. 

Using the UHCWi system for improvement the Trust has placed emphasis on patient 

safety as a key programme of work which led to: 

• the introduction of the Patient Safety Review (PSR) approach to incident 

response, leading to an observed improvement in incident reporting (36% 

increase), with staff feeling secure and able to raise concerns.   
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• Within speciality Groups and Teams regular safety huddles are now embedded 

which focus on the key safety priorities.  This allows for services to respond to 

immediate safety concerns/emerging themes through a daily huddle 

environment, that seeks to improve practice and reduce risk (events).    

As part of the UHCWi improvement system we routinely measure our safety culture by 

utilising the “Culture Transformation Continuum” which measures our culture 

transformation across 10 domains, including quality and safety.  In 2023 our culture survey 

reported our quality and safety culture as “progressing”; through the application of the 

PSIRF approach we will seek to continually improve our culture transformation scores to 

demonstrate “improvement and sustainability”.     

Pathway to excellence  

In 2022 UHCW NHS Trust became first university hospital in the UK to be awarded the 

internationally acclaimed Pathway to Excellence® designation.  The designation 

demonstrates that UHCW NHS Trust is leading the way in enhancing safety and quality; to 

qualify for designation the Trust was required to demonstrate how they embodied six 

standards designed to empower nurses and midwives.  

• Shared Decision-Making: Creating opportunities for direct care staff to network, 

collaborate, share ideas, and be involved in decision-making. 

• Leadership: Supporting a shared decision-making environment by ensuring that 

leaders are accessible and that they facilitate collaborative decision-making. 

• Safety: Prioritising both patient and staff safety, and fostering a respectful 

workplace culture free of incivility, bullying, and violence. 

• Quality: Central to our mission, vision, goals, and values, and is based on 

person- and family-centred care, evidence-based care, continuous improvement, 

and improving population health. 

• Wellbeing: Promoting a workplace culture which provides staff with support and 

resources to promote their physical and mental health. 

• Professional Development: Ensuring that nurses and midwives are competent 

to provide care and providing them with mentoring, support, and opportunities for 

lifelong learning. 

Infrastructure  

The following infrastructure which seeks to enhance patient safety across the Trust is 

already in place:  
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• Patient Safety Response (PSR).  This is chaired by a senior Trust clinician or 

manager and identifies any support required for staff involved in the event, and 

immediate safety concerns (mirrors the SWARM Model outlined within PSIRF).  

• Patient Safety and Effectiveness Committee (PSEC) receives reports describing 

safety and quality issues and risks across a range of programmes and activities. 

• Quality and Safety Committee (QSC) receives assurance reports detailing 

compliance and delivery against agreed programmes of work and activities 

(quality and safety) and reports to Trust Board.  

• Triangulation of patient safety information through quarterly safety and quality 

reports (dashboards) created for clinical Groups and Specialties. 

• The Complaints Review Group (CRG) which triangulates complaints data with 

patient safety, workforce, legal and safeguarding workstreams. 

• Safety Bulletins (Chief Medical Officer Safety messages) and routine sharing of 

information arising from safety incidents. 

Our PSIRF policy and working arrangements will build upon existing infrastructure to 

further promote a safety culture; some of these forums will remain, (PSR, PSEC, QSC, 

CRG), as these embrace the culture of PSIRF, but a number of infrastructure changes 

are proposed, (see Appendix D), to reflect our PSIRF Policy arrangements and to 

provide oversight, and these are outlined below:  

• An Incident Review Group (IRG), (to replace the current Serious Incident 

Group), will be established which will have weekly oversight of all patient safety 

incidents reported that may require review and consideration of a learning 

response; where required they will agree the learning response approach and 

terms of reference and will receive all associated learning responses and safety 

actions for approval (ensuring a systems-based approach).  

• A PSIRF Governance Group, (to replace the existing Significant Incident 

Governance Group), will be established which will have governance oversight of 

PSIRF policy and plan delivery and compliance with PSIRF standards; this 

group will meet quarterly. 

• A Safety Learning Improvement Group (SLI) will be established, and this group 

will place greater emphasis on safety learning and improvement and systems 

analysis.  The group will utilise data and intelligence to triangulate, quantify and 

identify emerging trends and themes form a variety of sources, and they will 

champion the development of Quality Improvement (QI) approaches that 

respond to safety learning actions (system-based approach).  This group will 

meet monthly.   
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Patient Safety Partners 

The Patient Safety Partner (PSP) role is a new and evolving role developed by NHSE to 

help improve patient safety across the NHS.  Patient Safety Partners will offer support 

alongside our people, patients, families and carers to influence and improve safety across 

our range of services by sharing their experiences and skills and providing a level of 

scrutiny.  Our Patient Safety Partners will provide objective feedback through a variety of 

approaches which may include attendance at safety meetings and governance 

committees, supporting the production of associated policies and procedures and patient 

safety training.  

This new role will evolve over time with the main purpose of the role to be the voice of our 

patients and community who utilise our services, ensuring patients safety is at the forefront 

of all that we do. 

The Patient Experience and Engagement Committee (PEEC) reports to our Quality & 

Safety Committee (QSC) and Trust Board and provides assurances that services are 

continuously striving to improve patient and carer experience of services by collecting, 

collating, analysing reporting and learning from patient, carer and relative feedback, using 

information to continually improve the quality and safety of the services we provide.   

PEEC brings together clinical, non-clinical operational services, and core services e.g., 

Estates and Facilities, as well as our “Patient Partners” and our external partners such as 

“Healthwatch” to share intelligence and experience data with a shared aim to continually 

improve the experiences of our patients, relatives and carers who use them.  

Our established Patient Partner programme ensures Patient Partners work with us and 

alongside us in a range of activities, which include:   

• Inpatient ward audits 

• Patient environment audits 

• Mystery shopper activities 

• Staff interview panels 

• Strategic meetings 

• Quality Improvement (including Rapid Process Improvement workshops (RPIW)  

As part of our PSIRF approach the Patient Partner roles will seek to expand further to 

encompass PSIRF and the associated work programmes to create “Patient Safety 

Partners”; we will seek to have Patient Safety Partners supporting the PSIRF agenda and 
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associated programmes of work to be a voice for the patients and communities who use 

our services and ensure that patient safety is at the forefront of all that we do.  

Patient Safety Partners will be supported in their honorary role by the Patient Experience 

and Involvement Team who will provide expectations and guidance for the role. The role 

will be reviewed annually to ensure it aligns with the patient safety agenda as it continues 

to develop and expand to ensure we are represented by the diverse communities we 

serve, including population groups who may sometimes experience challenges in 

accessing our services.   
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Addressing health inequalities 

The NHS has a duty to reduce inequalities in health by improving access to services and 

tailoring those around the needs of the local population in an inclusive way.  

The Trust is committed to delivering on its statutory obligations under the Equality Act, 

(2010) and will use data intelligently to assess any disproportionate patient safety risk to 

patients from across the range of protected characteristics. We will capture this data in a 

variety of ways alongside our implementation of Electronic Patient Records (EPR).  

Through our learning responses we will seek to support health equality and the reduction 

of inequalities and will apply a more flexible approach to how we use data to help us better 

identify any disproportionate risks to patients with specific characteristics. 

Through our patient safety response approaches we will   

• Strengthen capabilities for stratified analysis of patient safety event reports 

according to important patient characteristics and the translation of these data 

into tangible actions within our patient safety responses.  

• Through the development of time series dashboards, we will seek to learn from 

“all incidents” as part of the move away from the Serious Incident Framework 

• Consider inequalities as part of the Systems Engineering Initiative for Patient 

Safety (SEIPS) approach to patient safety response, ensuring that we uphold a 

system-based approach (not a ‘person focused’ approach). 

• Ensure staff have the relevant training and skills development to support a 

systems-based approach as we seek to continually improve upon our patient 

safety culture.  

• Ensure that the engagement and involvement of patient, families and carers in 

our patient safety responses recognises, reflects and appreciates the diversity of 

the populations that we serve through routine involvement of advocates from a 

wide range of patient communities. 
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Engaging and involving patients, families and staff following 
a patient safety incident 

The PSIRF recognises that learning and improvement following a patient safety incident 

can only be achieved if supportive systems and processes are in place. It supports the 

development of an effective patient safety incident response system that prioritises 

compassionate engagement and involvement of those affected by patient safety incidents 

(including patients, families and staff). This involves working with those affected by patient 

safety incidents to understand and answer any questions they have in relation to the 

incident and signpost them to support as required. 

We will further develop the foundations of a system that supports compassionate 

engagement and involvement of those affected as reflected in the engagement and 

involvement guidance (NHSE, 2022a) and best practice standards (NHSE, 2022b) 

As part of our engagement approach, we will:  

• Ensure that appropriate engagement is made explicit within our learning 

responses, defining “who, when and how” to reflect the individual needs of 

patients, carers and families. 

• Provide staff involved in learning responses, through dedicated learning, the 

training and competencies required for engaging and involving those affected 

by patient safety incidents in our learning responses.   

• Involve our Patient Safety Partners wherever possible in co-producing our 

learning responses.  

• Create a repository of support systems available for families and staff who may 

require support as a result of a patient safety event and/or as part of their 

involvement in a learning response that recognises the diversity of the 

communities that we serve. 

• Alongside our professional and statutory requirements for Duty of Candour, we 

commit to being open and transparent regardless of the level of harm caused 

by an incident.  

• Evaluate our engagement activities and seek to continually improve. 

In addition, we have a Patient Advice and Liaison Service (PALS) for those with a 

concern or are unhappy about their experience. This allows us to review concerns 

and make improvements where necessary and feasible. 
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For our staff, we recognise it can be beneficial to seek support following a patient 

safety incident they have been involved in and UHCW advocates the equal 

importance of both mental and physical health. Our staff will be signposted to a 

range of services available and will be encouraged to access them. 
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Patient safety incident response planning 

PSIRF supports organisations to respond to incidents and safety issues in a way that 

maximises learning and improvement, rather than basing responses on arbitrary and 

subjective definitions of harm. Beyond nationally set requirements, organisations can 

explore patient safety incidents relevant to their context and the populations they 

serve, rather than only those that meet a certain defined threshold. 

UHCW will take a proportionate approach to its response to patient safety incident 

ensuring the focus in on maximising improvement; our Patient Safety Incident 

Response Plan (PSIRP) will detail how this will be achieved alongside how we intend 

to respond to meet both National requirements and our local priorities.  

Resources and training to support patient safety incident response 

PSIRF training is being provided to those staff who require the skills and competencies to 

undertake learning response.  This approved training programme, additional to the 

National Patient Safety Syllabus, will equip a designated cohort of staff appointed as 

investigators with the skills and expertise to support high quality learning responses.  

Resources 

Those that lead learning responses and investigations will be trained to the expected level 

required to undertake and support the leadership of a learning response wherever possible 

and support engagement and involvement of those affected.   

Patient Safety Managers and Clinical staff will be involved in leading, completing or 

assisting in the completion of a learning response; to support this Continuing Professional 

Development (CPD), participation in Audit and Clinical Governance activities forms part of 

medical staff job plans.  

Each lead Investigator will be supported by the Patient Safety Team and subject matter 

experts as deemed appropriate.  Governance processes will ensure that learning 

responses will not be led by staff who were involved in the patient safety incident itself or 

by those who directly manage the staff involved.  
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Training  

Accredited PSIRF training1 additional to the National Patient Safety Syllabus and 

comprising of systems-based approaches and patient engagement training, is being made 

available to those staff that require the skills to undertake robust learning responses. PSII 

will be led by those with formal training and skills development in learning from patient 

safety incidents.  

This training will provide the investigator with the knowledge and tools to support high 

quality investigations across the Trust, ensuring that we engage appropriately with patient, 

families and carers.   

Dedicated and accredited oversight training is also being provided for those staff with 

responsibility and accountability for the governance arrangements for PSIRF. 

Our patient safety incident response plan 

Our Patient Safety Incident Response Plan (PSIRP) sets out how UHCW NHS Trust 

intends to respond to patient safety incidents over a period of 18 months. The plan is not a 

permanent set of rules that cannot be changed. We will remain flexible and consider the 

specific circumstances in which each patient safety incident occurred, and the needs of 

those affected.  

A copy of our Patient Safety Incident Response Plan (PSIRP) can be viewed on Trust 

Intranet and our website via INSERT LINK  

Our plan development was overseen by the UHCW NHS Trust PSIRF working group, 

(Task and Finish) established to lead PSIRF development and implementation, (multi-

disciplinary), and at System (ICB led) working alongside our acute, mental health and 

community partners.    

Patient Safety data to support our PSIRP was obtained by reviewing 3 years’ worth of 

reported incident data, incidents derived from complaints, claims and risks.  These 

activities will also direct our safety priorities with consideration given to quality 

improvement (QI) priorities.  

 
1 Training delivered by Consequence UK 
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Reviewing our patient safety incident response policy and plan 

Our patient safety incident response plan is a ‘living document’ that will be appropriately 

amended and updated as we use it to respond to patient safety incidents.  

We will review the plan regularly, and at least every 18 months, to ensure our focus 

remains up to date; with ongoing improvement work our patient safety incident profile is 

likely to change. This will also provide an opportunity to re-engage with stakeholders to 

discuss and agree any changes. Updated plans will be published on our intranet and 

website, replacing the previous version.   

Our PSIRF Policy will be reviewed every 3 years. It is supported by our Incident reporting 

Policy (under review) which will describe the process for reporting, investigating and 

learning from incidents. All associated policies will be reviewed and refreshed to reflect the 

PSIRF Policy and Plan. 

A rigorous planning exercise will be undertaken every four years and more frequently if 

appropriate, (as agreed with our integrated care board (ICB)), to ensure efforts continue to 

be balanced between learning and improvement. This more in-depth review will include 

reviewing our response capacity, mapping our services, a wide review of organisational 

data (for example, patient safety incident investigation (PSII) reports, improvement plans, 

complaints, claims, staff survey results, inequalities data, and reporting data) and wider 

stakeholder engagement.  
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Responding to patient safety incidents 

Patient safety incident reporting arrangements 

Internal process  

All UHCW NHS Trust employees have access to the Trust local risk management system 

(Datix) which facilitates incident reporting and generates alerts to incident response leads 

so that a response may be provided.  These reports are routinely uploaded to NHSE 

system to support National learning. 

Patient safety incidents will be reviewed and triaged daily by the Patient Safety Response 

Team and where appropriate will be subject to a Patient Safety Review (PSR).  As part of 

the Trusts PSIRF Policy the PSR approach will remain but will be matured to capture a 

learning response format and where required will identify the requirements for any further 

learning response (see Appendix C).   

All of the internal processes and associated policies will be updated in line with our PSIRF 

Plan and Policy 

External Process  

Patient safety incidents identified that appear to meet requirements for external reporting 

and/or escalation, (mandated and/or recommended), will be identified by the Patient 

Safety Team as outlined in Appendix C and processed according to policy arrangements.   

This includes, but is not limited to, Care Quality Commission (CQC), Health Service Safety 

Investigation body (HSSIB), Maternity and Newborn Safety and Investigation programme 

(MNSI), Human Tissue authority (HTA), Local Maternity and Neonatal System (LMNS). 

(see also Appendix A)   

Where the requirement for cross-system working with relevant partners is identified in the 

review of a patient safety incident or through an emerging theme this will be escalated to 

the ICB to support a collaborative approach, and as part of the System oversight 

arrangements. 

Patient safety incident response decision-making 

Through its PSIRF Policy and Plan UHCW will have arrangements to meet the 

requirement to review patient safety incidents under PSIRF, ensuring those that require a 

mandated/recommended response, (Appendix A), are reported and investigated as 

required.   

PSIRF itself sets no further national thresholds to determine what method of response 

should be utilised for learning and improvement. UHCW will continually develop a range of 
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response mechanisms to balance the efforts between learning and exploring emerging 

issues alongside ongoing improvement work. 

The Incident Review Group will provide a weekly decision-making group to review 

incidents, and to identify those incidents that appear to meet the need for further 

exploration due to the possibility of meeting the criteria for a full review. The Group will 

provide the oversight and scrutiny of incident response decision making and the 

application of learning response approaches, ensuring these are proportionate and reflect 

any required external reporting thresholds (see Appendix A and B).  

The Safety Learning and Improvement Group (SLI) (see Appendix D) will review a range 

of data to identify emergent quality and safety issues that may require consideration for a 

learning response; this will be achieved through a refreshed quality dashboard that utilises 

time series data and learning from other safety intelligence, including, but not limited to, 

complaints, mortality reviews, clinical audit.  Where a learning response is required the 

Safety Learning and Improvement Group (SLI) will make a recommendation to the Incident 

Review Group (IRG).  

Responding to cross-system incidents/issues 

Where data and/or intelligence identifies an incident and/or an emerging theme that 

requires a cross-system learning response this will be communicated to the ICB who will 

support and facilitate the management of any incident that impacts upon more than one 

provider.   

This will ensure that the learning response considers the view of all applicable 

organisations, and that clarity is sought for the management of patient/family engagement 

as appropriate (including Duty of Candour); the Trust will co-operate with any learning 

response that crosses organisational boundaries.    

Commonly this will include local/neighbouring NHS Trusts, other NHS Trusts outside of the 

ICB, Primary Care, Ambulance services, and Private providers and the learning response 

will be led by the organisation best placed to investigate the concerns, which will reflect 

capability, capacity or remit.   

Timeframes for learning responses 

We will seek to ensure that patient safety learning responses start as soon as possible 

after the incident is identified. Learning response timeframes will be agreed in discussion 

with those affected, particularly the patient(s) and/or their carer(s) where they wish to be 

involved in such discussions.   

Timeframe for completion will be agreed with those affected, as part of setting the terms of 

reference; a balance will be drawn between conducting a thorough review, the impact 
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extended timescales can have on those involved and the potential for a delay in reporting 

to adversely affect safety. 

We will seek to complete learning responses within one to three months and/or no longer 

than six months.  Timeframes will be agreed by in conjunction with those affected and the 

Incident Review Group as part of the agreement of the terms of reference and the learning 

response approach/method to be adopted.  

In exceptional circumstances, (i.e., when a partner organisation requests a pause, or 

processes of external bodies delay access to information), UHCW can consider whether to 

progress and determine whether new information would indicate the need for further 

review once this is received. The decision for this would be made by the Incident Review 

Group. 

There may be occasions where a longer timeframe is required for completion, in this case, 

all extended timeframes will be agreed between UHCW and those affected. 

Safety action development and monitoring improvement 

UHCW acknowledges any form of patient safety learning response will allow the 

circumstances of an event or set of events to be understood, but this may only be the 

beginning. To reliably reduce risk, robust safety actions are required. 

Safety actions will be developed to address areas of improvement arising from learning 

responses where it is meaningful to do so; these will be developed with relevant 

stakeholders, including those responsible for implementation.   

To avoid duplication and to ensure an integrated approach to risk reduction a central 

repository of safety actions will held by the Patient Safety team which will be developed 

with, and routinely received by, the Safety Learning and Improvement Group (SLI) for 

consideration (see Figure 2 Appendix D).   

Safety improvement plans 

There are no thresholds for when a safety improvement plan should be developed; the 

Trust will seek to create an organisation-wide safety improvement plan derived from 

knowledge gained through the learning response process and other relevant data, this will 

include:  

• quantitative data analysis of trends and themes (dashboards) 

• a review of outputs from learning responses to single incidents, when it is felt that 

there is sufficient understanding of the underlying, interlinked system issues.  

The Safety Learning and Improvement Group (SLI) will mature the alignment between 

Quality Improvement (QI programmes and activities) as part of its remit.   
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Assurances will be provided through routine reporting lines (see Figure 2 Appendix D) and 

the Trust Board will champion and resource safety improvements, ensuring that 

improvements are monitored. 
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Oversight roles and responsibilities 

Internal reporting / assurance  

The oversight of PSIRF implementation and compliance will reside with the PSIRF 

Governance Group who will provide routine delivery reports to the Patient Safety & 

Effectiveness Committee (PSEC) and routine assurance reports to the Quality and Safety 

Committee (see Figure 2 Appendix D). 

The Quality and Safety Committee have delegated authority from the Trust Board for 

Quality and Safety assurance, they will: 

• Provide assurances in relation to the PSIRF Policy and Plan and its 

implementation, ensuring that appropriate resources are allocated to PSIRF 

activities and safety improvement.   

• Balance the resources going into patient safety incident response versus 

improvement. 

• Ensure that there is an overall review of the PSIRF policy and plan every four 

years alongside a review of all safety actions. 

The Chief Medical Officer is assigned as the Trust PSIRF Executive Lead, and they will: 

• Ensure PSIRF is central to overarching safety governance arrangements.  

• Ensure the organisation meets national patient safety incident response 

standards.   

• Quality assures learning response outputs. 

• Ensure that appropriate resources are allocated to PSIRF activities and safety 

improvement. 

The PSIRF Executive Lead will be responsible for reviewing PSII reports in line with the 

patient safety incident response standards and signing the report off as finalised, 

supported by relevant colleagues as appropriate.  

Care Quality Commission 

Th Trust will inform the CQC, (via the relationship lead), of any high profile and complex 

incidents, as well as those being provided as statutory notifications required by the Health 

and Social Care Act (2008), and as set out in CQC’s guidance on statutory notifications. 

The CQC will apply the PSIRF, and associated patient safety incident response standards, 

as part of its assessment of the strength of the organisation’s systems and processes for 

preparing for and responding to patient safety incidents. 
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Integrated Care Board (ICB)  

PSIRF delivery reports, outputs, and standards compliance will be routinely shared with 

the ICB through patient safety reporting mechanisms and forums (see Figure 2 Appendix 

D).   

Local support networks 

A dedicated PSIRF development group at System (ICB) has been established to 

encourage collaborative development of PSIRF policies and plans and this will remain for 

12-18 months after PSIRF implementation to provide a forum for all providers to work 

collaboratively to mature the PSIRF approach and any shared working arrangements 

(cross-system). 

The Trust will support continuous development of PSIRF and idea generation through 

other local networks (e.g., patient safety improvement networks, Local Maternity, and 

Neonatal Systems).   

HM Coroner 

The Trust will ensure that the remit of any learning response method under PSIRF focuses 

on learning and improvement rather than external requirements, such as the coroner’s role 

to make judgements about cause of death.  

PSRIF requires all deaths to be investigated where the death is thought more likely than 

not to have been due to problems in care, and the Trust will provide coroners with any 

requested documents, such as PSII reports, learning from other response methods and 

any other relevant supporting materials as required.  

Where the Trust has not generated a specific report, they will gather information to 

respond to coroners’ questions (this may not require an investigation).  

If a coroner suggests there may have been patient safety issues the Trust will consider 

whether an investigation or other learning response method would be appropriate.  

Any duty to carry out an Article 2 compliant investigation covers the span of investigations 

following an incident and is not restricted to an investigation under the PSIRF in isolation.  

An investigation under PSIRF may contribute towards the coroner’s inquest as part of the 

State’s overall response to its Article 2 obligations; legal advice may be needed to 

determine the scope of and proper procedures for any investigation under PSIRF that 

involves significant Article 2 issues. 

Medical Examiner (ME) / Learning from Deaths (LfD)  

The Medical examiner will report any patient safety concerns identified to the Trust 

Mortality Lead.  The Trust Mortality Lead will then ensure the death is considered for a 

response in line with the Trust’s mortality policies (UHCW, 2018; 2022a) and PSIRF Policy 

arrangements (see Figure 2 Appendix D).   
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All patient safety incidents/concerns raised by the Medical Examiner will be incident 

reported on Datix and formally received/notified to Incident Review Group (IRG) through 

the daily triage process (see Figure 1, Appendix C) 

Any patient safety incidents/concerns identified through the mortality review process e.g., 

where a Structured Judgment Review (SJR) suggests that care provided is poor/very poor 

and/or if felt that the existence of a patient safety incident could have, or did, lead to 

harm/death then the SJR will be referred to the Mortality Review Group for discussion at 

the earliest opportunity.  

Following review, the Mortality Review Group will escalate to the Incident Review Group 

(IRG) any cases where it is felt that there is the existence of a patient safety incident that 

could have, or did, lead to harm/death and therefore a further learning response may be 

required.     

Where evidence arising from concerns raised by the Medical Examiner suggests problems 

in care were more likely than not to have led to the death occurring at the time that it did, a 

PSII will be undertaken (see Appendix A). 
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Complaints and appeals 

UHCW recognises that there will be occasions when patients, service users, families and 

carers are dissatisfied with the aspect of care and services provided by the trust.  

It is important to recognise the distinction between complaints and concerns, as the use of 

the word complaint should not automatically mean that someone expressing a concern 

enters the complaints process.  

Should a patients, relative(s) or carers have any concerns or matters of concern, or they 

would like to raise a formal complaint in relation to a patient safety learning response / 

investigation they can contact the following teams and departments who will be able to 

offer further support and guidance:  

PALS service  

Our Patient Advice and Liaison Service (PALS) team listen to compliments, concerns or 

suggestions and can be contacted via  

• Telephone: 0800 028 4203  

• Email: feedback@uhcw.nhs.uk 

Complaints Team  

Patients wishing to make a formal complaint can submit their complaint in writing either by 

email or by post. 

• Email:  complaints@uhcw.nhs.uk 

Post: Complaints Team, University Hospital UHCW NHS Trust  

  

mailto:feedback@uhcw.nhs.uk
mailto:complaints@uhcw.nhs.uk
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Glossary  

AAR After Action Reviews (AAR) are a method of evaluation that is used 
when outcomes of an activity or event, have been particularly successful 
or unsuccessful. It aims to capture learning from these tasks to avoid 
failure and promote success for the future. 

Article 2 Article 2 imposes a general positive duty on the State to have a system 
to protect life. An investigation should be considered where it may be 
necessary to examine the causation of a serious incident or multiple 
serious incidents that could indicate systemic failures to protect life. 

CDOP A Child Death Review meeting is held to review all the information to 
understand why the child died. They review and identify any learning 
points from services involved with the child leading up to their death 

CSP Community Safety Partnership are statutory partnerships that bring 
together local organisations with the shared goals of reducing crime and 
the fear of crime, anti-social behaviour, alcohol and drug misuse and 
reducing re-offending. 

DHR Domestic Homicide Reviews are carried out so that agencies such as 
the police, social services and the health service can examine how they 
handled a murder case and if there are any ways they might work better 
together in the future. 

Each Baby 
Counts 

Each Baby Counts is the RCOG's national quality improvement 
programme to reduce the number of babies who die or are left severely 
disabled as a result of incidents occurring during term labour. 

HSSIB The Health Service Safety Investigations Body is an independent body 
that conducts major safety investigations into the most serious risks to 
NHS patients in England. 

HTA The Human Tissue Authority is an independent regulator of 
organisations that remove, store and use human tissue for research, 
medical treatment, post-mortem examination, education and training, and 
display in public 

ICB An Integrated Care Board (or ICB) is a statutory NHS organisation which 
is responsible for developing a plan for meeting the health needs of the 
population, managing the NHS budget and arranging for the provision of 
health services in a geographical area 

IOPC The Independent Office for Police Conduct (IOPC) investigate the 
most serious complaints and conduct matters involving the police 

IPC Infection Prevention and Control 

IRMER Ionising Radiation (Medical Exposure) Regulations 

LeDeR The Learning Disability Mortality Review (LeDeR) programme was 
commissioned to improve the standard and quality of care for people with 
a learning disability 

MSNI The Maternity and Newborn Safety Investigations (MNSI) programme 
hosted by the Care Quality Commission (CQC) 

PALS Patient Advice and Liaison Service 

PMRT Perinatal Mortality Review Tool 

PPO Prison and Probation Ombudsman (PPO) 
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PSII A PSII is a patient safety incident investigation undertaken when an 
incident or near-miss indicates significant patient safety risks and 
potential for new learning. 

PSIRF The Patient Safety Incident Response Framework (PSIRF) sets out the 
NHS’s approach to developing and maintaining effective systems and 
processes for responding to patient safety incidents for the purpose of 
learning and improving patient safety 

PSIRP The Patient Safety Incident Response Plan sets out how organisations 
respond to patient safety incidents 

RIIT NHS England Regional Independent Investigation Team  

SEIPS Systems Engineering Initiative for Patient Safety 

SHOT Serious Hazards of Transfusion 

SJR Structured Judgement Review is a method that allows trained reviewers 
to identify and describe the quality of care received  

SME Subject Matter Expert  

SWARM SWARM- Swarm-based huddles are used to identify learning from patient 
safety incidents. Immediately after an incident, staff 'swarm' to the site to 
quickly analyse what happened and how it happened and decide what 
needs to be done to reduce risk. 
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Appendix A  

National Event Response requirements  

Events requiring a specific type of response as set out in policies or regulations.  

Event  Action required Lead  

Deaths thought, more likely than not, due to 
problems in care (incidents meeting the learning 
from deaths criteria for PSII)2   
 

Locally-led PSII The organisation in which the 
event occurred 

Deaths of patients detained under the Mental 
Health Act (1983) or where the Mental Capacity 
Act (2005) applies, where there is reason to think 
that the death may be linked to problems in care 
(incidents meeting the learning from deaths 
criteria) 
 

Locally led-PSII The organisation in which the 
event occurred 

Incident meeting the Never Events Criteria (or 
its replacement)   

Locally-led PSII The organisation in which the 
Never Event occurred. 
 

Mental health-related homicides Referred to the NHS England Regional 
Independent Investigation Team (RIIT) for 
consideration for an independent PSII. 
 
Locally-led PSII may be required 

As decided by RIIT 

Maternity and neonatal incidents meeting MNSI 
criteria  
 

Refer to MSNI for independent PSII – see also 
Appendix B 

MNSI 

 
2 Unless the death falls under another more specific category (Appendix A), in which case that response must be followed. 



 

UHCW NHS Trust Patient Safety Incident Response Policy 

 Page 28 of 32 

Event  Action required Lead  

Child deaths 
 

Refer for Child Death Overview Panel review. 
 
Locally-led PSII (or other response) may be 
required alongside the panel review – 
organisations should liaise with the panel. 
 

Child Death Overview Panel 
(CDOP) 

Deaths of persons with learning disabilities Refer for Learning Disability Mortality Review 
(LeDeR) 
 
Locally-led PSII (or other response) may be 
required alongside the  
LeDeR  
 

LeDeR Programme 

Safeguarding incidents in which:  

• babies, children, or young people are on a 
child protection plan; looked after plan or a 
victim of wilful neglect or domestic 
abuse/violence.  

• adults (over 18 years old) are in receipt of 
care and support needs from their local 
authority.  

• the incident relates to FGM, Prevent 
(radicalisation to terrorism), modern slavery 
and human trafficking or domestic 
abuse/violence 

Refer to local authority safeguarding lead. 
  
Healthcare organisations must contribute 
towards domestic independent inquiries, joint 
targeted area inspections, child safeguarding 
practice reviews, domestic homicide reviews 
and any other safeguarding reviews (and 
inquiries) as required to do so by the local 
safeguarding partnership (for children) and 
local safeguarding adults boards 

Refer to your local designated  
professionals for child and adult  
safeguarding 

Incidents in NHS screening programmes3 Refer to local screening quality assurance 
service for consideration of locally-led learning 
response (refer also to relevant guidance)  

The organisation in which the 
event occurred 

 
3 Guidance for managing incidents in NHS screening programmes  https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-

programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1 
 

https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1
https://www.gov.uk/government/publications/managing-safety-incidents-in-nhs-screening-programmes?msclkid=3ed7eeecbbe011eca69e287393777fd1
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Event  Action required Lead  

Deaths in custody (e.g., police custody, in prison, 
etc) where health provision is delivered by the 
NHS. 
 

Any death in prison or police custody will be 
referred (by the relevant organisation) to the 
Prison and Probation Ombudsman (PPO) or 
the Independent Office for Police Conduct 
(IOPC) to carry out the relevant investigations.  
 
Healthcare organisations must fully support 
these investigations where required to do so 

PPO or IOPC 

Domestic homicide A domestic homicide is identified by the police 
usually in partnership with the community 
safety partnership (CSP) with whom the overall 
responsibility lies for establishing a review of 
the case. 
 
Where the CSP considers that the criteria for a 
domestic homicide review (DHR) are met, it 
uses local contacts and requests the  
establishment of a DHR panel 
The Domestic Violence, Crime and Victims Act 
2004 sets out the statutory obligations and 
requirements of organisations and  
commissioners of health services in relation to 
DHRs 

CSP 
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Appendix B 

Requirements for maternity services  

Patient safety incidents meeting the ‘Each Baby Counts’ and maternal deaths criteria listed below are national requirements for 

PSII. As such they must be referred to the MNSI through the web portal provided to all trusts, for an independent PSII.  

HSIB investigates the following maternity patient safety incidents:  

• Intrapartum stillbirth: the baby was thought to be alive at the start of labour but was born showing no signs of life.  

• Early neonatal death: the baby died, from any cause, within the first week of life (0 to 6 days).  

• Potentially severe brain injury diagnosed in the first seven days of life and the baby was diagnosed with grade III hypoxic–

ischaemic encephalopathy; or was therapeutically cooled (active cooling only); or – had decreased central tone, was 

comatose and had seizures of any kind.  

• Maternal deaths: death while pregnant or within 42 days of the end of the pregnancy from any cause related to or 

aggravated by the pregnancy or its management, but not from accidental or incidental causes (excludes suicides). 

Where such an investigation is undertaken, a separate local patient safety learning response is not required. However, 

organisations should complete Duty of Candour requirements (ahead of handover to MNSI for further involvement of 

patients/families in the investigation) and report on the relevant incident reporting system(s). 

Organisations must also take any immediate actions identified as necessary to avoid and/or mitigate further serious and imminent 

danger to patients, staff and the public.  

In relevant cases, the organisation should also use the Perinatal Mortality Review Tool (in parallel with and with the assistance of 

MNSI) as it works through its independent investigation). 
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Appendix C – Figure 1. 

Responding to patient safety incidents   
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Appendix D – Figure 2.  

Oversight framework -  
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REPORT TO PUBLIC TRUST BOARD 

HELD ON 7 DECEMBER 2023 

EXECUTIVE SUMMARY 

*The abridged risk report is based on the content of the Quality Safety Committee Corporate risk
register as of 6th November 2023. Historical content has been archived for the purpose of report 
production.  

Total corporate risks (open) by grade (details included in enclosed risk report):  

Very 
low/No 
risk (1-3) 

Low risk 
(4-6) 

Moderate 
risk (8-12) 

High 
risk 
(15-25) 

Total 

Health and Safety / 
Environment 0 0 0 4 4 

Workforce (HR) 0 0 1 1 2 

Operational 0 0 0 2 2 

Quality 0 0 2 0 2 

Safety - Clinical 0 0 5 2 7 

Safeguarding 0 0 1 0 1 

Strategy 0 0 2 0 2 

Totals: 0 0 11 9 20 

Movement report (full details included in enclosed risk report): 

New risks: 

• There have been 0 new Corporate Risks added in this reporting period.

Closed risks: 

• There hase been 1 Corporate Risks closed in this reporting period.

- Risk ID 3975 - Inability to deliver a sustainable Dermatology Service

Risk Improvement work: As part of the Trusts upgraded Datix System (to support LPFSE) a review 
of the risk register architecture is being undertaken and a review of all risk register content (ongoing).  
This will improve the completeness of information in future risk reports.  The Datix system upgrade is a 

Subject Title Corporate Risk Report* 

Executive Sponsor Kiran Patel, Chief Medical Officer 

Author Sam Caton, Associate Director Quality (Safety & Risk) 

Lisa Cummins, Director of Quality  

Attachment (s) Corporate risk report 

Recommendation (s) The Board is asked to receive and ratify the PSIRF Policy and Plan 
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requirement of this work, and the Trust has a provisional upgrade date of December (subject to 
confirmation). 

 

PREVIOUS DISCUSSIONS HELD 

Risk Group (November 2023) 
Quality and Safety Committee (November 2023) 
 

KEY IMPLICATIONS 

Financial This may be dependent on the individual risks included in the paper. 

Patient Safety or Quality This may be dependent on the individual risks included in the paper. 

Workforce  
Risks articulate workforce suitable/establishment concerns where 
applicable   

Operational This may be dependent on the individual risks included in the paper 
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keep CAMHS 
patients safe
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IF we are unable to provide enhanced support to 
complex CAMHS patients, THEN there is a high risk 
of self harming on the unit, suicide by misadventure 
due to patients with escalating behaviours and 
aggressive and violent behaviours towards staff, 
RESULTING in a reduction in the quality and safety of 
care provided for both CAMHS patients and other 
patients on the ward. 
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Continuing to admit varying numbers of CAHMs patients utilising escalation where required. CAHMs patients are admitted to both ward 14 and ward 16 when 
the volume dictates this being the safest management. 

Joint protocol and escalation policy is established and in place. Ability to initiate an escalation meeting when either numbers or complexity increase in order to 
expedite actions.

ALT team recruited to full establishment and seven day service established, resulting in a more timely review and development of a management plan for CYP 
admitted to Ward 14.                
System risk logged and overarching  local trust risk linked to Risks ID: 3530,3528, 3527 and 3526

05/09/23 - No further update on risk. All environmental risks are reviewed monthly

16 6

10
7

1-
Ap

r-
20

14

Storage on 
Hospital 
Corridors

Co
re

 S
er

vi
ce

s 

Fire Implications - Beds, mattresses, cages of linen, 
waste trolleys etc,   Legal implications for the Trust 
from the Fire Authority regarding storage of beds 
and other items in hospital corridors. 

Security Implications - When valuable equipment 
and supplies are left on hospital corridors then there 
is the potential for theft. Any theft can have financial 
implications for the Trust and could disrupt the 
medical service.

Clinical Risk Implications - When medical equipment 
and supplies are left on hospital corridors there is 
the risk that this equipment and/or the supplies 
could be tampered with. This could have serious 
consequences for the Trust.
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A working group had been established to address the issue and some initial improvement was made to the amount and type of equipment being stored on the 
corridors throughout the hospital. This group has not met for some time and as such the situation on the hospitals corridors is not improving significantly.
The lack of suitable storage facilities, particularly within the wards and departments is the main contributing factor to the excessive amount of storage on the 
hospitals corridors and this needs to be addressed urgently at senior Trust Management level.
This continuing serious issue is been brought to the attention of the Trust Management over a number of years via the annual report and at various risk 
committees.
06/01/2022 ward 41 and 42 back corridor trial still ongoing . All storage on front corridor must be raised with the help desk
21/03/2022 Working group involving Vinci, Soft Services, Project Co, and health and safety now looking at this
22/09/2022 Back corridors are in the process of being marked up with identified storage points for beds, linen and damaged equipment.
22/09/2022 Teams from estates supported by clinical team are undertaking weekly inspections of back corridors to drive down the number of incorrectly stored 
items and drive up a positive housekeeping culture for these areas.
03/01/2023 Fire Officer has reviewed set up on floor 5,4 and 3 with only minor comments for improvement. Once all hospital areas have been reviewed by West 
Mids Fire Officer this risk will be reviewed
19/06/2023 West Midlands Fire and Rescue Officers are still engaged with monthly fire walks within the hospital. Back office storage solution has been agreed 
but still a work in progress
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Maintaining up 
to date clinical 
guidelines on e-
library
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IF the Trust cannot ensure up to date evidence based 
clinical guidelines are made available to staff via 
eLibrary in a timely and robust process, THEN staff 
cannot have access to current guidelines and 
procedures RESULTING in possible negative impacts 
to the delivery of safe and effective patient care. 



The Trust Quality Strategy target for up to date 
guidance on elibrary is 96%. 
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Generic mailbox to receive all clinical guideline support requests, managed daily by the clinical effectiveness team. 
Prioritising the uploading of high risk guidelines or high risk areas e.g. Intrathecal register
Restructure of the clinical effectiveness team after filling of vacancies to build resilience into the process and allow cross working
Use of a production board and huddle process to monitor progress and identify challenges

New process developed. Template approved. QIPS approval criteria complete and in use (2022)
New templates available on elibrary
Comms plan to share information new process
Presentation at CSLF and Grand round to share new process
attendance at QIPS meeting and meetings with quality officers in group.
Scopes and PGDs no longer included in the clinical guideline category
COPs removed from Clinical guidelines section to improve visibility.
Dashboard with Power BI in place to report status weekly
Mailbox manager of the week created to manage the guidelines mailbox.
twice a week pharmacy report to escalate pharmacist gaps to Director of Pharmacy.
18/4/2023 Assessment form removed from process to reduce waste. Docusign being trialled for QIPS sign off to speed up approval. Trajectory outlined with 
predicted target date of September 2023 to meet KPI taking into account for expiry each month.
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IF the Trust is unable to successfully meet the 
requirements of the PSIRF framework THEN this will 
reduce the Trusts capacity and capability to 
investigate safety incidents RESULTING IN a lack of 
assurance (delivery of safety investigations) and non 
compliance (NHS standard contract)
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s PSIRF Task and Finish Group (oversight)

System PSIRF meeting (bi monthly)

12 4

22
79

1-
Ap

r-
20

16

Registered 
Nurse 
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IF there are high levels of Registered Nurse 
vacancies, THEN this could lead to insufficient 
numbers of skilled and experienced nurses to care 
for our patients which may RESULT IN a risk to high 
quality, safe and effective patient care.
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4.9 23 current RN band 5 vacancy is 9.5% 141.26 WTE  July data controls as below remain in place
5.6.23 Current Band 5 registered nurse vacancy is 129.37 wte (8.9%) 
increase in budgeted establishments following DAP and service changes across organisation
International recruitment for  nurses (commenced in July 2020) 
Successful IR  as at July 2023  500 registered nurses recruited and in band 5 posts Further funding has been made available from NHSE/I successful bid - 
programme 3 commenced April 2023 for 130 wte   recruited by 31st December 2023 to include paediatric nurses liaising with another 2 agencies and scoping 
recruitment from Philippines
Monthly Update provided to NMHAP workforce group 
Monthly IR stakeholder group meeting 
weekly reports and monitoring of current position ESR data analysis
Carter - monthly meetings with groups
Safe Staffing twice daily meetings and governance remains in place

Controls include;
Retention Work streams 
A comprehensive programme of recruitment events and review of on boarding processes
Excellent and well-invested relationship with HEE to maximize nurse graduate recruits.
Conditional job offers ahead of NMC registration. 
Strong preceptorship and career development opportunities. 
Focus on staff well-being and support. 
Acquisition of further funding for additional student placements to current numbers (national workforce planning initiative) future-proofing. 
Bank bonus schemes to further encourage bank shift fill rate  approval for periods of escalation 
return to practice placement offers 
established and successful HCA to RN adaptation programme for IEN internal and external 
SNA placements and adoption of role across organisation business case being proposed  - programmes supported with Cov uni 
Participation in system wide project 1000 programme ambition to recruit nurses until 2026 - leading on recruitment workstream

12 6
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Potential Risk 
of Major Fire 
Incident
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IF the Trust does not deliver the fire 
compartmentation remediation plan and maintain 
our current high levels of control and risk mitigation 
THEN the risk of a fire incident developing might 
increase. 
RESULTING IN potential patient harm and/or  
consequent risks to the Trust’s ability to deliver 
effective and safe services

IF the trust can not assure automatic fire dampers 
will function in the event of a fire within one of the 
hospital areas
THEN Fire and smoke may be able to spread in an 
uncontrolled manner to other locations within the 
hospital, through the internal ducting
RESULTING IN potential patient harm and/or  
consequent risks to the Trust’s ability to deliver 
effective and safe services
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2131 dampers accross site which need to undergo annual statutory inspection 1444 have passed 2021 inspection , 42 were in operational areas and will be 
inspected by 31/03/2022, 338 were inspected and require some remedial work which will be completed by 31/03/2022, leaving 307 that could not be inspected 
due to legacy access issues frome the date the hospital was built and commissioned.

Action plan for work on the 307 will be available from 31/01/2022 when this risk will be updated

West midlands Fire Officer has been briefed on this and is happy with this control strategy and agrees risk rate currently as correct

39 dampers across site are still inaccessible due to other services and infrastructure that were installed during the construction phase of the hospital.
Access to these dampers is still under review and needs to be factored against disruption to hospital operations
03/01/2023 Vinci to present to WMFRS Fire Officer damper status in February 2023
Fire damper work is now complete however an engineering issue associated with the use of tech screws on dampers has been identified by the PFI Hard FM 
service provider. PFI Hard FM Service provider are now working through a programme of find and fix(Replace Tech Screws for mild steel rivets) during the 
statutory inspection cycle for 2023 /2024
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Clinical 
evaluation may 
not be 
recorded in 
Patient 
Records for 
Plain film 
imaging 
Examinations 
not reported 
by Radiology
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IF a clinical evaluation of an imaging examination is 
not recorded within the patients records THEN a 
diagnosis is will not be seen or recorded 
appropriately WHICH could result in delay to 
treatment and will be a breach of IRMER 17 
legislation. 15
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Radiology COP 186 Reporting A guideline for use in Radiology indicates circumstances where images are not formally reported by Radiology. COP 868 Unreported 
Examinations: A Summary of Practice describes Trust process for ensuring all radiographs not evaluated by trained radiology staff are clinically evaluated by other 
UHCW health care professionals. 



26/07/23 Update: IR(ME)R Audit Ref 2681. Data collation on-going delay due to change over of medics and data corruption during collection. Audit dept estimate 
collation will be completed by end of August and expect analysis and report to be completed by end of September.  12 6
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patients with 
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IF mental health assessment or admission is delayed 
for patients who need it, THEN their length of stay in 
the Emergency Medicine footprint will be increased. 
Emergency Medicine cannot provide an equivalent 
therapeutic environment to a mental health unit, 
RESULTING in patients experiencing delays in 
diagnosis or care for serious mental health 
problems. 



CQC inspection report August 2018 highlighted 
should do action requiring UHCW  to work with local 
mental health trust to reduce delays in admission to 
a mental health unit for patients with serious mental 
health problems. (ADULT)
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ED now have a working group in partnership with CWPT, RCA process is complete and ready to share with CWPT and the trust. AMHAT now have an office base 
within the emergency department post COVID. Mental health steering group meeting continues.  

Monthly  audit of MH activity. Review of impact of Covid completed Aug 2020 and reported to EMG and to Chief Officers
Matron post approved and in place for MH 
RMNs used as required and Enhanced care team will support level 4 pt requiring 121. We request additional staff and undertake a full risk assessment of the 
patients needs. 
Security accompany all patients detained under an MCA or MHA.
Organisational decision no to admit patients with a pur mental health problem.   
Commenced Mental Health training review and Ligature training for Clinical Staff across group. 
MH activity shared with STP Aug 19 onwards
Daily escalation calls with CWPT via ED team reinstated July 2020.  
Compassionatre Community MH Volunters recruited and trained Aug 19 and now reinstated post covid Aug 2020 

04/05/2023- current controls remain as below.  
20/07/2023- the group triumvirate has scheduled the first meeting with equivalents at other acute services to reflect, share and compare approaches to 
managing the risk. MF
24/08/2023 - group continues to experience long waits for inpatient MH beds - approx 25 patients ?24 hours each month with several >5 days.  Newton 
supporting with diagnostics, group to meet DCOO at CWPT. Group attending ICS MH planning meetings

12 6
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Violence and 
Aggression 
against staff
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IF staff are not well equipped to deal with violence 
and aggression by patients and visitors THEN an 
occurrence of such violence and aggression could 
RESULT in harm to either party or other patients. 
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A working group to review this risk and formulate an action plan has been established and led by an ADN.
This has now progressed to a meeting chaired through HR
A de-escalation policy is being written to support staff managing these situations. Staff can access conflict resolution training and further training is being 
sourced in relation to de-escalation.

Kaizen event facilitated by the KPO Team being planned to improve the support in place for staff post incidents. SH 07/03/22 
Kaizen Event held on 27/0/22 with representation from Trauma & Neuro services and other stakeholders from the Trust(ISS, ECT, ED, Paediatrics, Clinical Site 
Management Team. This resulted in a pilot launch of a staff safety Response Team to respond to an incident of violence, aggression or abuse occurs and staff feel 
at immediate risk of harm and unable to safely de-escalate the situation. The Staff Safety Response Teamcomprises of Clinical Sita Manager , Enhanced Care 
Team Bleep Holder, Security, Staff support (Leaders in the Organisation.Pilot commenced on Wards 42, 43, 52, 53 and MTECU on 23/05/22. Furter to the Staff 
Safety Response a staff care plan to be instigated post incident and a patient management plan. Work from Kaizen Event presented at Stand Up on 24/05 and 
following the pilot/PDSA process will be represented with review of roll out across other areas of organisation 10/06/22 -SH 

The Managing Violence and Aggression Policy needs to be ratified to reflect changes and issues identified as part of PDSA Testing.
The Violence and Aggression Task and Finish Group to extend to a  Violence and Aggression Guiding Team to oversee work. SH 28/02/23 
Violence and Aggression Task & Finish Group has been extended to wider stakeholders to enable progression of work. The meeting format has been changed to a 
Value Stream with Executive Sponsor (DG) leadership and support of Sponsors from GDNA (SH) and a Group Clinical Director (EH).  V&A Screening tool feasibility 
study currently being tested in 2 Ward areas (W42 and W53). CPI Training underway. SH 01/06/23
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Lack of 
permanent 
Mortuary 
Fridge/Freezer 
Space, HTA 
inspection 
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IF the Trust does not address the shortfalls identified 
in the Human Tissue Authority report THEN this may 
lead to the HTA determining that the major shortfalls 
identified cumulatively in the report give rise to a 
critical shortfall leading to regulatory action
If the Trust are unable to provide adequate freezer 
capacity, then patients who should go into the 
freezer at 29 days ( preserve their condition) will 
remain refrigerated.  This could cause reputational 
(family upset) damage as the patients condition 
deteriorates.  
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16.10.23 New space was due to be made available on the 15th Dec, this has been delayed by 7days which is a concern as service required to be operational by 
prior to Dec bank holidays.

05.10.23 Expansion plans remain on track.  Expected additional capacity of 95spaces to be made available early Dec 2023.
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Inability to 
meet the 
demand for 
Breast 
Imaging/screen
ing services 
within the 
capacity 
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IF the Trust is unable to meet the demand within its 
capacity for Breast Imaging services, THEN patients 
treatment pathways may be delayed which could 
RESULT IN harm to patients and impact on 
operational performance.    

Risk factors impacting the services capability to meet 
demand relate to resourcing and recruitment to 
establishment and provision of equipment and are 
managed within the following specific risks:

 

1.ID 4061: Shortage of qualified mammographers to 
support the Breast Screening Service

2.ID 3159: Shortage of Symptomatic Breast Imaging 
Staff - Delays to Diagnosis and Treatment

3.ID 4393 - Risk that the symptomatic SLA at GEH 
cannot be covered due to lack of clinically trained 
staff. (New Breast Screening Risk approved 
23/08/2023)
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October 23 Update: 

All risks Reviewed before or during October Risk oversight Imaging Meeting 24/10/2023.

Risk Oversight meeting notes for October 2023 (24/10/2023) attached.

15 12

41
51

20
-Ju

l-2
02

2

4151Registered 
Midwife 
Vacancies

W
om

en
 &

 C
hi

ld
re

n'
s S

er
vi

ce
s

If there are high levels of Registered Midwife 
vacancies THEN this could lead to insufficient 
numbers of skilled and experienced midwives to care 
for our patients which may RESULT in a risk to safe 
and effective patient care.
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19.04.2023 Significant delay in advertising posts may result in missed opportunities for recruitment due to change in VAF process. Discussed with CNO and 
Finance business partner as large cohort of local students may secure offers elsewhere in region.
9.5.2023 Vacancy 31 WTE ongoing recruitment 21 WTE waiting to start.
07/08/2023 Vacancy currently 36wte with 38wte in the pipeline. All 22 IR midwives recruited into, 7 still to be deployed. Pipeline trajectory shows vacancy 
planned to be 16wte (7%) by October 2023.
Recruitment ongoing. Plans for next years recruitment for 3rd year students to be held between the 3 trusts in the LMNS to stop students applying and accepting 
posts at all 3 sites allowing for better planning of recruitment/ vacancy position.
05/09/2023 - Vacancy currently 38wte with 35wte confirmed in the pipeline. Vacancy predicted to be 7% by October 2023. All 28 funded IR midwives in post 
with a further 8 commencing by October - these were internally funded but have now been given external funding to recruit into these 8 posts. There is ongoing 
recruitment to fill the 7% vacant posts.
03/11/2023 24 new midwives commenced in October bringing the vacancy to below 10%. Awaiting updated ESR data. 8 new midwives still to start later this year. 
Recruitment ongoing. All 36 funded IR midwives recruited. Final 4 to undertake OSCE Nov/ Dec. 

15 6

18
58

1-
Ap

r-
20

16

Capacity, 
statutory and 
reputational 
impact of 
cold/hot water 
pipe failure 
(Harm to 
people and loss 
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1. There is a concern that the Girpi water system at 
UHCW may release water (hot /cold) in an 
uncontrolled manner.

2. This will cause potential harm and damage to 
people and infrastructure

3. Resulting in a, Loss of Services, b, Harm to 
patients, contractors, and others.  In addition a 
catastrophic failure may result in statutory breaches.
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14/02/2020 - The Marshall Report was issued last year.  Long term "under pressure" testing has been taking place and once the results of this are available the 
Final Report Marshall Report will be issued.  Estates will chase the Project Company for this.
System is still on test in Germany report still ongoig 08/03/2021
System report still not recieved 30/08/2021
System report still not recieved 10/01/2022 formal letter sent by L Dawkin to Project Co requesting immediate update
Still experiencing major problems whenever GIRPI is worked on or cooled 05/04/2022
GIRPI issues still in evidence accross the trust when system is worked on 05/07/2022
Process for changing to copper / SS is being worked on with Project Co
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Hybrid 
Operating 
Theatre and 
impact on 
Vascular 
Surgery 
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IF the Trust does not have a hybrid operating theatre 
capability and functionality THEN it may negatively 
impact upon the Trusts ability to provide a network 
wide vascular surgery services RESULTING in 
complex and high risk cases being relocated to 
another vascular surgery specialist centre outside of 
Coventry & Warwickshire; the potential loss of 
vascular surgery specialist centre status; and the 
potential to recruit and retain specialist staff. The 
loss of vascular surgery specialists centre status may 
have a negative impact on the delivery of other 
services such as major trauma.

12

Ki
ra

n 
Pa

te
l

M
r N

ic
ho

la
s M

at
ha

ru

An Outline Business Case (OBC) is being prepared for a capital development to build a Hybrid Theatre at the UH site. The OBC will require both Trust Board and 
Integrated Care Services (ICS) Board approval.



There exists access to the interventional radiology suite on the UH site to manage some patients with endo vascular procedure.



The plan has the following key milestones:

•	Completion of Stage 2 Design – end August 2023

•	Selection of preferred option – mid Sept 2023

•	Completion of Stage 3 Design – mid March 2024

•	Completion of Stage 4 Design – mid Oct 2024

•	DoV finalised and approved – end Jan 2025

•	FBC completed – mid Feb 2025

•	FBC approved – end March 2025

•	ICB confirmation of funding – April 2025

•	Start of Construction – May 2025
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Lack of 
effective 
system for 
management 
of medical 
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If the Trust does not train its staff to use medical 
equipment correctly, then patients may come to 
harm which may also lead to financial and reputation 
loss for the Trust.



Staff in the   Trust  utilise a  highly  diverse  range of 
items  medical equipment  (many hundreds  of  
commonly used  equipment models) and  which  are  
utilised   within   diverse designated   clinical areas.   
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Training  in use  of  Resus  equipment  is currently  managed  within  ESR.
A  limited  set of training data of specific items of other  medical equipment items is retained  within  ESR.
Local training records may be  retained in locally maintained spreadsheets   or in paper  records.
Training undertaken by   equipment  manufacturers can be retained  within their specific  company formats and  can be  made  available to specific  clinical areas 
on request. See attached document for initial text.
The role of Lead Medical Devices Safety Officer has been revised to include responsibility for Medical Device Training and now incorporates the following 
elements:
1.Chair and oversee the work of the Medical Devices Training Group.
2.Provide the MEBS lead on Medical Equipment Training. 
3.Identify and manage the Trust’s training needs for the use of medical equipment.
4.Identify and develop lesson plans and competency checklists as appropriate in conjunction with the appropriate clinical trainers.
5.Co-ordinate training undertaken by external trainers in conjunction with departmental clinical trainers and ensure such training is effectively delivered and 
captured.
6.Ensure that the status of Trust trainers is maintained.
7.Ensure production of appropriate training reports.

14/03/23 - TNA's sent to St X to trauma, medicine and OPD by LBr
13/04/23 - list of core devices and competencies created and shared with clinical educators, WM and MM - generally well received. Aim to meet with lead MDSO 
in early May in order to address policy, prospectus and reporting. 
26/7/23 Working with clinical educators who are starting to record core device training on ESR. This is NUrsing and HCA staff only
12/10/23 - progress slowed due to EPR

9 6
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Lack of access 
to ECGs taken 
throughout the 
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If an ECG is performed outside of Cardiology then 
there is no mechanism for these clinical results to be 
viewed on CRRS. This can lead to progressive 
changes in ECGs not being identified and 
Cardiologists relying on non-specialist interpretation 
of ECGs taken in other areas in the Trust. This could 
lead to an incorrect clinical diagnosis.
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No contols currently in place. Paper copies of ECGs should be added to patient notes.
Prior to COVID starting, DCI used to assist with ECG recordings in A&E using our own department machine which downloaded and stored the ECG’s into the 
Cardiology reporting system (McKesson). These ECG’s could then be viewed via CRRS.

Following the re-organisation of the A&E pathways at the beginning of Covid and A&E becoming a Red and Amber route this service was stopped by A&E and re-
directed to the Cardiology Admission Unit, and A&E continued to perform their own ECG’s on the machines that they have up there.
This service has not resumed as previously, as we currently have a vacancy but also because the ECG workload in clinic 7 has significantly increased. We have also 
established that the service that we provided in A&E previously was not ‘purchased’ by them as they said. 

13/01/2023 - ECGs will be included in EPR. Waiting for this to go live in October. 

10/02/2023 - Discussed in Cardiology QIPS - All the ECG machines are up for upgrading this year, together with the EPR system coming in. The MEWS system has 
been proposed which takes every ECG reported in the Trust and puts it on CRRS.

08/09/2023 - ECG machines have been upgraded. The EPR system goes live in October 23, which will capture the ECG's and transfer the patient information 
appropriately

25/10/2023 - The EPR system was suppose to go live in October 2023 however this has been postponed to 2024. The risk still graded at moderate as no 
resolution until EPR comes in. 

9 4

40
97

23
-M

ay
-2

02
2

Emergency 
medicine 
overcrowding 
and patient 
flow 

Em
er

ge
nc

y 
M

ed
ic

in
e

IF hospital occupancy remains over 90% and patients 
are unable to move out of the ED and MDU to base 
wards THEN there will be delays in assessment of 
new patients, ambulance holding and overcrowding 
in ED RESULTING in morbidity, mortality, infection 
control concerns, failure to comply with standards 
and reputational impacts. 
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04/01/2023- there has been a significant increase in overcapacity throughout the emergency department, hotspot of ED.  ED have had incidents of high NEWS in 
the waiting area without having the cubicle space to treat these patients.  at times there has been patients on o2 in the waiting area.  on one occasion 3 patients 
were sat on the corridor to have treatment.
09/02/23 - Following system response, the hospital reduced MFFD patients to 122.  Consequently, ED occupancy improved and crowding reduced briefly.  
Currently, MFFD patients reach 206.  This has resulted in multiple ambualnces holding patients outside of over 1 hour, and long waits for inpatient beds for 
patients in ED and MDU.   Surge capacity sill used daily. Local mitigation - ambulance conveyances approved to RSX, increased use of collocated UTC and opening 
UTC slots up to 111 referrals. Implementation of DAP planned for April 23
18/04/23 - Continued improvement seen in long ambulance off load times.  3.8% >60 minutes in month to date.  Ongoing work in RAT to further improve 
ambulance performance. Continued challenges around crowding in adult ED.  Fit2Sit reintroduced and working well - full analysis to ED board due 06/23  Full 
implementation of DAP ward moves due 24/4/23.
Continued positive trajectory with ambulance off load times.  F2S now embedded permanently following report to EM board.  DAP pathways embedded.  
Increased work through MAU and SDEC has resulted in reduction in ED LOS.  Current 12 hour position is 4.35% LHE, with 15.03% in majors.  Recommend 
maintain high rating - report to PSEC estimates 55 excess deaths in Q4 22/23
24/4/23 - Current LHE 4 hour 73.9%, with improvements in all areas of the group, however ED majors still demonstrating only 31.6% 4 hour performance, and 
LHE 12 hour performance deteriorating at 6.4%. LOS on MAU not at target, culminating in long LOS in ED - continued work on earlier discharges and earlier flow 
into inpatient beds is required.  Ambulance offload position improving, with performance better than peers.  RPIW has been held for ambulatory majors patients - 
initiative commences w/c 28 August
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Hybrid 
Operating 
Theatre and 
Impact on 
Major Trauma
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IF the Trust does not have a Hybrid Operating 
Theatre capability and functionality THEN it may 
negatively impact upon the Trust's ability to provide 
an adult Major Trauma Service RESULTING in 
patients presenting with problems such as 
polytrauma and associated significant hemorrhage 
from Coventry & Warwickshire (and surrounding 
areas like Northamptonshire) having to be 
transferred to another major trauma provider 
impacting upon patient safety and outcomes. 
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An Outline Business Case (OBC) is being prepared for a capital development to build a Hybrid Theatre at the UH site. The OBC will require both Trust Board and 
Integrated Care System (ICS) Board approval. 



There exists access to the interventional radiology suite on the UH site to manage some patients with presenting conditions such as significant haemorrhage. 



The plan has the following key milestones:

•	Completion of Stage 2 Design – end August 2023

•	Selection of preferred option – mid Sept 2023

•	Completion of Stage 3 Design – mid March 2024

•	Completion of Stage 4 Design – mid Oct 2024

•	DoV finalised and approved – end Jan 2025

•	FBC completed – mid Feb 2025

•	FBC approved – end March 2025

•	ICB confirmation of funding – April 2025

•	Start of Construction – May 2025
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If the Trust continues to have a number of different 
processes to book follow up appointments, there 
may be outcomes being changed which could result 
in RTT clocks being reopened this could impact on 
the Trust's RTT position, resulting in failure to follow 
up patients.
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Currently the Trust has a number of different processes to book follow up appointments. The differences occur Group to Group and also within Groups (i.e. 
PBFU/Non PBFU).

Through validation of the outcome of future appointment required, outcomes being changed which could result in RTT clocks being reopened this could impact 
on the Trust's RTT position.
In addition, patients who have suspended as their clinic appointment outcome, or require a follow up which has not been booked may have been lost to follow 
up and clinical harm caused.
It should be noted that whilst the overarching risk score is currently 8; there have been incidents of moderate harm and above in the previous 12 months.
UPDATE by MdJ 22.02.23 - The Patient Access team and Clinical Groups continue validate and action the patients on the Follow Up report to ensure admin staff 
are following the follow up process to mitigate risk.  We will be migrating to a new PAS in October.  
UPDATE by MdJ 20.04.23 - EPR is launching Oct 2023.  Current state - teams to ensure their admin staff are trained on current process until we migrate to new 
system.  We are doing a mass non-RTT validation piece in May 2023 before migrating follow up patients to EPR.
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If a patient intends to harm themselves (self harm) 
whilst receiving care at UHCW and preventative 
measures are not in place or are not effective, then 
the patient may actually self harm, leading to serious 
injury or death, which would also impact trust 
reputation, coronial sanctions and concern with the 
CQC. 
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12th June 2023 - MH act sections policy is currently drafted and awaiting approval. Scoping a MH strategy which will include review of training and tools to 
support staff.
31st July 2023 - MH strategy being scoped. Increase in patients in ED due to lack of capacity for tier beds. To review process for managing patients in ED and 
MHA policy has been approved at SG committee 31st July 
5th September 2023 - MH sections policy has been approved at SACC, EIA is complete and then for final approval at PSEC in September prior to upload.  Tracey 
Brigstock has agreed to be exec sponsor for the MH strategy - goals and objectives for the strategy have been developed. Next steps  will be developing the 
stakeholder group.
ED have now aligned to the CPI training, and this is being rolled out Trust wide. A new restraint policy has been developed. ECT lead, SG team and ADN quality 
and patient safety  are reviewing the ligature guidelines to ensure we add in about the care of patients that ligate, verbalise thoughts of self harm and how to 
manage this. 2 new designated MH cubicles now in the ED dept.
ED have discussed the long waits for MH beds for ED patients. Developing a winter plan for these patients. AMHAT are back on site in ED too. Looking at the role 
of ECT in ED and whether there could be dedicated ECT resource for ED and also looking at other options for support for patients that present in ED and stay for 
prolonged periods following MH assessment.
15/09/23
MH policy presented at PSEC, some minor modifications needed and will be virtually signed off prior to next months PSEC.  EIA signed off.
Meeting with CWPT AMHAT service manager being arranged to discuss further support. 
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REPORT TO PUBLIC TRUST BOARD 

HELD ON 7 DECEMBER 2023 

 

EXECUTIVE SUMMARY 

An internal process has been undertaken with key stakeholders across the Trust to review the current 
Trust Governance Manual consisting of SOs, SFIs and SRD. 

Key proposed updates are as follows: 

 Separate the current combined 150 page document into three documents – SO, SFIs and SRD, 
collectively to be known as the Governance Manual. Main purpose of this change is to make the 
documents more user friendly. This is in line with NHS England’s approach. 

 Electronically index and refresh the format of the documents, again to make the documents 
easier to navigate and understandable for readers. 

 Update the current waiver limit for the requirement of three quotations from £10,000 to £15,000 
(inclusive of VAT) 

 Update the proposed limit of COG to approve Capital business cases to £1,000,000 from 
£500,000 – this is in line with revenue business case limits 

A list of all the proposed changes from Version 12 to Version 13 within the Governance Manual are 
shown in Appendix1. 

 

PREVIOUS DISCUSSIONS HELD 

 Prior Annual updates of Standing Orders (SO), Standing Financial Instructions (SFI) and Scheme 
of Reservation and Delegation (SRD) 

Subject Title Annual Update of Standing Orders / Standing Financial Instructions and 
Scheme of Delegation 

Executive Sponsor Mrs S Rollason, Chief Finance Officer 

Author Mrs S Naylor, Associate Director of Finance, Corporate Services 

Attachment  GM1 Standing Orders (Version 13.0) Oct 2023 

 GM2 Reservation of Power & Scheme of Delegation (Version 
13.0) Oct 2023 

 GM3 Standing Financial Instructions (Version 13.0) Oct 2023 

Recommendation (s) 
The Board is asked to  
 

 Review and approve the proposed changes to the Standing 
Orders (SO), Standing Financial Instructions (SFI) and Scheme 
of Reservation and Delegation (SRD)  
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KEY IMPLICATIONS 

Financial 

Updates and corrects/clarifies parts of the SRD and SFIs.  The 
proposed changes will strengthen financial governance and 
improve clarity of the documents. 

Patients Safety or 
Quality 

N/A 

Workforce  N/A 

Operational N/A 
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APPENDIX1 LIST OF UPDATES TO GOVERNANCE MANUAL FROM OCTOBER REVIEW  
 

Area Updated Action Description Action Outcome 

Documents 
separated into 3 
standalone 
documents 

The former combined document (SO’s,SFI’s & SoD) has been 
separated into 3 individual documents. The three documents together 
make up the Governance Manual of the Trust: 

 GM1 Standing Orders 
 GM2 Reservation of Power & Segregation of Duties 
 GM3 Standing Financial Instructions

 

SFI’s 
Numbering 

Reset

With the separation of the Governance manual into 3 separate 
documents, it was necessary to reset the numbering convention of 
the SFI’s. See Appendix 1 Renumbering 

 

SFI  
Numbering 

Update

All 3 Governance manual documents had to be updated with the new 
SFI numbering references. 

 

General The presentation of all three documents has been refreshed.
SOs 

Interpretations 
and Definitions

Originally Section A of the old document, Interpretations and 
Definitions have been moved to an Appendix of the SOs and 
referenced in section 1.4 of the SO’s.

 

Original 
SFI/SOs 
Appendices 

Removed, as unnecessary to include the documents 
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Area Updated Action Description Action Outcome 

SFIs 
SFI 4 Annual 

Budgets 
 

Amended wording to clarify the CFO takes the responsibility for 
compiling and submitting budgets. 
 
4.1.1 Before: 

The Chief Executive Officer will compile and submit to the Trust 
Board a Business Plan which takes into account financial targets 
and forecast limits of available resources.  The Business Plan will 
contain: 

4.1.2 Before 
Prior to the start of the financial year the Chief Finance Officer will, 
on behalf of the Chief Executive Officer, prepare and submit 
budgets for approval by the Trust Board.  Such budgets will: 

 
 

For Noting, relevant Standing Order 2.7 (3) Chief 
Finance Officer : He/she shall be responsible along 
with the Chief Executive Officer for ensuring the 
discharge of obligations under relevant Financial 
Directions. 
4.1.1 After 

The Chief Finance Officer will, on behalf of the 
Chief Executive Officer, compile and submit to 
the Trust Board a Business Plan which takes 
into account financial targets and forecast limits 
of available resources.  The Business Plan will 
contain: 

4.1.2 After 
Prior to the start of the financial year the Chief 
Finance Officer will prepare and submit budgets 
for approval by the Trust Board.  Such budgets 
will: 

SFIs 
SFI 18 

Information 
Technology 

18.5 

18.5 (a) Update corporate policy description 
Before: 
“an Information Technology Strategy” 

After: 
“the Digital Strategy and IT Security Policy” 

SFIs 
SFI 18 

Information 
Technology 

18.6 
Responsibilities 
of the Director 

of ICT and 
Digital 

RESPONSIBILITIES OF THE DIRECTOR OF ICT AND 
DIGITAL 

 
The Director of ICT and Digital will: 
 
(a) provide advice on the acquisition, development and 

maintenance of all computer systems (including all hardware 
and software); 

 
(b) ensure that adequate arrangements are in place to archive and 

store data for the prescribed time limits laid down by statute or 
Department of Health and Social Care guidelines; 

 

RESPONSIBILITIES OF THE DIRECTOR 
OF ICT AND DIGITAL 

 
The Director of ICT and Digital will: 
 

(a) ensure that adequate controls exist for the 
procurement, implementation, management  
development and maintenance of all computer 
systems (including all hardware and software 
including cloud and software as a service 
solutions); 
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Area Updated Action Description Action Outcome 
(c) be responsible for ensuring that sound practices exist to prevent 

contamination of software and data from computer viruses; 
 
(d) ensure that all software used by the Trust is properly licensed 

for the intended purpose; 
 

(e) be responsible for ensuring that appropriate 'business 
continuity' arrangements are in existence for the Trust's key 
computer systems. 
 

(b) ensure that adequate arrangements are in place 
to archive and store data for the prescribed time 
limits laid down by statute or Department of Health 
and Social Care guidelines; 

 
(c) be responsible for ensuring that cyber security 

meets all required standards including DTAC as 
part of all procurement.; 

 
(d) ensure that all software used by the Trust is 

properly licensed for the intended purpose; 
 

(e) be responsible for ensuring that appropriate 
'business continuity' arrangements are in 
existence for the Trust's key computer systems 
 

SFIs 
SFI 9 NHS 
Contracts 

Renamed: NHS Service Agreements 
Renamed: Service Level Agreements (SLAs) 
Renamed: Clinical Commissioning groups 
 
Also renamed in SO’s and SRD

To: NHS Contracts 
To: Contracts for Health Services 
To: Integrated Care Boards 

SFIs 
SFI 9.3 

Section deleted as no longer relevant: 9.3 A ‘Patient Led NHS and 
‘Practice Based Commissioning’ 
 

 

SFIs 
Tendering and 

Contracting 
 

SFI 8.2 
Regulations 
Governing 

Public 
Procurement 

 
Before: EU Directives 
 

8.2 EU DIRECTIVES GOVERNING PUBLIC PROCUREMENT 

 
 Directives by the Council of the European Union promulgated by the 

Department of Health and Social Care (DHSC) prescribing 
procedures for awarding all forms of contracts shall have effect as 
if incorporated in these Standing Orders and Standing Financial 
Instructions.

After: UK Regulations 
 

8.2 UK REGULATIONS GOVERNING PUBLIC 
PROCUREMENT 

 
  UK Public sector procurement regulations 

promulgated by the Department of Health and 
Social Care (DHSC) prescribing procedures for 
awarding all forms of contracts shall have effect 
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Area Updated Action Description Action Outcome 
 
 
 

as if incorporated in these Standing Orders and 
Standing Financial Instructions. 

 
Also changed to UK Regulations in 8.12.b 
 
 
 

SFIs 
Tendering and 

Contracting 
 

SFI 8.8.1 
General 

Position on 
Quotations 
(change in 
expected 

Waiver Limit) 

Update waiver limit where three quotations are not required from 
£10,000 (exclusive of VAT) to £15,000 (inclusive of VAT) 
 
8.8.1 Before: 

 

8.8.1	General	Position	on	quotations	
 

 QUOTATIONS ARE REQUIRED WHERE FORMAL TENDERING 
PROCEDURES ARE NOT ADOPTED AND WHERE THE 
INTENDED EXPENDITURE OR INCOME EXCEEDS, OR IS 
REASONABLY EXPECTED TO EXCEED £10,000 BUT NOT 
EXCEED £30,000. 

 
 

 

 

8.8.1 After: 
 

8.8.1	General	Position	on	quotations	
 

 QUOTATIONS ARE REQUIRED WHERE 
FORMAL TENDERING PROCEDURES ARE 
NOT ADOPTED AND WHERE THE INTENDED 
EXPENDITURE OR INCOME EXCEEDS, OR 
IS REASONABLY EXPECTED TO EXCEED £ 
15,000 (INCLUSIVE VAT).BUT NOT EXCEED 
£30,000 (INCLUSIVE  VAT). 

 
Updates also made to other areas in SFI’s, SO’s 
and SoD referencing 8.8.1 Waiver Limit 

SFIs 
Tendering and 
Contracting SFI 

8.1 

Rename ‘NHS Logistics’ To ‘NHS Supply Chain’ 

SRD 
2.2 Scheme of 
Financial Limits 

 
Before :  
Values in Section 8 Contracting and Tendering, did not specify 
whether ‘inclusive’ or ‘exclusive’ of VAT. 

After: 
 All Values in Financial Limits relating to Section 8 
Contracting and Tendering, now specify ‘inclusive of 
VAT’
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Area Updated Action Description Action Outcome 
 

SRD 
2.2 Scheme of 
Financial Limits 

8.6.2 Type of tender needing to be addressed to CEO, stated as non-
electronic: 
Before: 
Amount above which tenders must be addressed to the Chief 
Executive Officer 

After 
Amount above which non-electronic tenders must be 
addressed to the Chief Executive Officer 

 
SRD 

4.4.2 Business 
Cases Revenue 

Before 
 Group management team     Under 100,000 
 Corporate Directors’ Group   250,000 
 Chief Officer’s Group/Strategic Delivery Board 1,000,000 

        Trust Board Over 1,000,000 

After 
 Group management team and funded within 

delegated budget or funding envelope   Under 
100,000 

 Chief Officer’s Group                1,000,000 
 Trust Board    Over 1,000,000

SRD 
4.4.2 Business 
Cases Capital 

Before: 

 

After:  
 Update COG Limit in line with COG revenue 

limit to 1,000,000 
 Update Digital / Non Digital Trust Board Limit 

to 25,000,000 
 Update NHS Improvement to NHS England 

and update value to include whole-life costs 

 

2.5.1 

2.5.1 In line with their responsibilities, the Trust Chief Executive 
Officer and Chief Finance Officer shall monitor and ensure 
compliance with Directions and standards issued by NHS Protect on 
fraud and corruption. 

2.5.1 In line with their responsibilities, the Trust 
Chief Executive Officer and Chief Finance Officer 
shall monitor and ensure compliance with Directions 
and standards issued by NHS Counter Fraud 
Authority on fraud and corruption.

 



 

University Hospitals Coventry 
and Warwickshire NHS Trust 
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1 INTRODUCTION TO STANDING ORDERS 
 
1.1 Statutory Framework 
 
The University Hospitals Coventry and Warwickshire NHS Trust (the Trust) is a 
statutory body which came into existence on 1st April 1993 under The Walsgrave 
Hospitals National Health Service Trust (Establishment) Order 1993 No 811, (the 
Establishment Order) {Appendix 2}. 
 
The Establishment Order was subsequently amended by the following Statutory 
Instruments: 

 The Walsgrave Hospitals National Health Service Trust (Establishment) 
Amendment Order 1998 (SI 1998 No 812) {Appendix 3}; 

 The Walsgrave Hospitals National Health Service Trust (Establishment) 
Amendment Order 1998 (SI 1998 No 3082) {Appendix 4} 

 The Walsgrave Hospitals National Health Service Trust (Establishment) 
Amendment Order 1999 (SI 1998 No 1392) {Appendix 5}; and 

 The Walsgrave Hospitals National Health Service Trust Change of Name 
and (Establishment) Amendment Order 2000 (SI 2000 No 2886) {Appendix 
6}. 

 
The principal places of business of the Trust are: 

 The University Hospital 
    Clifford Bridge Road 
    Coventry 
    CV2 2DX 
 

 The Hospital of St Cross 
Barby Road 
Rugby 
Warwickshire 
CV22 5PX 

 
(1) NHS Trusts are governed by Act of Parliament, mainly the National Health 

Service Act 2006 (NHS Act 2006),. 
 

(2) The functions of the Trust are conferred by this legislation. 
 

(3) As a statutory body, the Trust has specified powers to contract in its own 
name and to act as a corporate trustee.  In the latter role it is accountable 
to the Charity Commission for those funds deemed to be charitable as well 
as to the Secretary of State for Health. 

 
(4) The Trust also has statutory powers under Section 28A of the NHS Act 

2006, to fund projects jointly planned with local authorities, voluntary 
organisations and other bodies.  

 
(5) The Code of Accountability requires the Trust to adopt Standing Orders for 

the regulation of its proceedings and business. The Trust must also adopt 
Standing Financial Instructions (SFIs) as an integral part of Standing 
Orders setting out the responsibilities of individuals. 
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(6) The Trust will also be bound by such other statutes and legal provisions 

which govern the conduct of its affairs. 
 

(7) The accounting date of the Trust shall be the 31st March. 
 
1.2 NHS Framework 
 

(1) In addition to the statutory requirements the Secretary of State through the 
Department of Health and Social Care issues further directions and 
guidance.  These are normally issued under cover of a circular or letter. 

 
(2) The Code of Accountability requires that, inter alia, Boards draw up a 

schedule of decisions reserved to the Board, and ensure that management 
arrangements are in place to enable responsibility to be clearly delegated 
to senior executives (a scheme of delegation).  The code also requires the 
establishment of audit and remuneration committees with formally agreed 
terms of reference.  The Codes of Conduct makes various requirements 
concerning possible conflicts of interest of Board members. 

 
(3) The Code of Practice on Openness in the NHS sets out the requirements 

for public access to information on the NHS. 
 
1.3 Delegation of Powers 
 
The Trust has powers to delegate and make arrangements for delegation. The 
Standing Orders set out the detail of these arrangements. Under the Standing Order 
relating to the Arrangements for the Exercise of Functions (SO 5) the Trust is given 
powers to "make arrangements for the exercise, on behalf of the Trust of any of their 
functions by a committee, sub-committee or joint committee appointed by virtue of 
Standing Order 4 or by an officer of the Trust, in each case subject to such 
restrictions and conditions as the Trust thinks fit or as the Secretary of State may 
direct".   
 
Delegated Powers are covered in the document, ‘Reservation of Powers & Scheme 
of Delegation’, (see also Section 1.8 and Appendix 2 of the Corporate Governance 
Framework Manual). This document has effect as if incorporated into the Standing 
Orders.  
 
1.4 Integrated Governance 
 
The Trust Board operates a system of integrated governance in line with best 
practice which ensures that decision-making is informed by intelligent information 
covering the full range of corporate, financial, clinical, information governance and 
research governance. An appendix of interpretations and definitions used in the 
Trust’s Standing Orders and Standing Financial Instructions is included in Appendix1 
at the end of this document.   
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2 THE TRUST BOARD: COMPOSITION OF MEMBERSHIP, TENURE 
AND ROLE OF MEMBERS 

 
2.1 Composition of the Membership of the Trust Board 
 
In accordance with the Membership, Procedure and Administration Arrangements 
regulation the composition of the Trust Board shall be: 
 

(1) The Chair of the Trust (Appointed by NHS Improvement); 
 

(2) Up to six non-officer members (appointed by NHS Improvement), 
one of whom shall be appointed from the University of Warwick (in 
recognition of the Trust’s significant teaching commitment) ;  

 
(3) Up to six officer members (but not exceeding the number of non-

officer members).   The Trust has determined that the officer 
members of the Trust Board shall be: 

 
 the Chief Executive Officer; 
 the Chief Finance Officer; 
 the Chief Medical Officer; 
 the Chief Nursing Officer;  
 the Chief Strategy Officer; and 
 the Chief People Officer . 

 
The Trust shall have not more than 12 and not less than 8 members (unless 
otherwise determined by the Secretary of State for Health and set out in the Trust’s 
Establishment Order or such other communication from the Secretary of State; 
please refer to Appendices 1 to 6). 
 
There is to be a provision for individuals to serve as acting Chief Officers when 
circumstances such as the long term absence of a Chief Officer deem it necessary.  
The appointment of a person to an acting to a Chief Officer role will require approval 
from the Trust Board. 
 
2.2 Appointment of Chair and Members of the Trust 
 
Appointment of the Chair and Members of the provides that the Chair is appointed by 
the Secretary of State, but otherwise the appointment and tenure of office of the 
Chair and members are set out in the Membership, Procedure and Administration 
Arrangements Regulations. 
 
2.3 Terms of Office of the Chair and Members 
 

(1) The regulations setting out the period of tenure of office of the Chair and 
members and for the termination or suspension of office of the Chair and 
members are contained in Sections 2 to 4 of the Membership, Procedure 
and Administration Arrangements and Administration Regulations. 

 
2.4 Appointment and Powers of Vice-Chair   
 

(1) Subject to Standing Order 2.4 (2) below, the Chair and members of the 
Trust may appoint one of their number, who is not also an officer member, 
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to be Vice-Chair, for such period, not exceeding the remainder of his/her 
term as a member of the Trust, as they may specify on appointing him. 

 
(2) Any member so appointed may at any time resign from the office of Vice-

Chair by giving notice in writing to the Chair. The Chair and members may 
thereupon appoint another member as Vice-Chair in accordance with the 
provisions of Standing Order 2.4 (1). 

 
(3) Where the Chair of the Trust has died or has ceased to hold office, or where 

they have been unable to perform their duties as Chair owing to illness or 
any other cause, the Vice-Chair shall act as Chair until a new Chair is 
appointed or the existing Chair resumes their duties, as the case may be; 
and references to the Chair in these Standing Orders shall, so long as there 
is no Chair able to perform those duties, be taken to include references to 
the Vice-Chair. 

 
2.5 Joint Members 
 

(1) Where more than one person is appointed jointly to a post mentioned in 
regulation 2(4)(a) of the Membership, Procedure and Administration 
Arrangements Regulations those persons shall count for the purpose of 
Standing Order  2.1 as one person.  

 
(2) Where the office of a member of the Trust Board is shared jointly by more 

than one person: 
 

(a) either or both of those persons may attend or take part in meetings of 
the Trust Board; 

 
(b) if both are present at a meeting they should cast one vote if they 

agree; 
 
(c) in the case of disagreements no vote should be cast; 
 
(d) the presence of either or both of those persons should count as 

the presence of one person for the purposes of Standing Order 
3.11 Quorum. 

 
2.6 Patient and Public Involvement Forum 
 
 Section 11 of the Health and Social Care Act 2001 requires a Trust to 

establish a Patient and Public Involvement Forum.  
. 
2.7 Role of Members 
 
 The Trust Board will function as a corporate decision-making body. In line with 

the principles of a Unitary Board1. Officer and Non-Officer Members will be 
full and equal members.  Their role as members of the Board of Directors will 
be to consider the key strategic and managerial issues facing the Trust in 
carrying out its statutory and other functions. 

 

 
1 The concept of a unitary board is one where the executive and non-executive directors share the same 
liability and have the same responsibility for constructively challenging decisions and for developing 
proposals on priorities, risk mitigation, values, standards and strategy. 
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(1) Executive Members 
 
 Executive Members (known as Chief Officers) shall exercise their authority 

within the terms of these Standing Orders and Standing Financial Instructions 
and the Scheme of Delegation. 

 
(2) Chief Executive Officer 

 
 The Chief Executive Officer shall be responsible for the overall performance 

of the executive functions of the Trust.  He/she is the Accountable Officer for 
the Trust and shall be responsible for ensuring the discharge of obligations 
under Financial Directions and in line with the requirements of the 
Accountable Officer Memorandum for Trust Chief Executives.  

 
(3) Chief Finance Officer 

 
 The Chief Finance Officer shall be responsible for the provision of financial 

advice to the Trust and to its members and for the supervision of financial 
control and accounting systems.  He/she shall be responsible along with the 
Chief Executive Officer for ensuring the discharge of obligations under 
relevant Financial Directions. 

 
(4) Non-Executive Members 

 
 The non-executive members shall not be granted nor shall they seek to 

exercise any individual executive powers on behalf of the Trust.  They may 
however, exercise collective authority when acting as members of or when 
chairing a committee of the Trust which has delegated powers. 

 
(5) Chair 

 
 The Chair shall be responsible for the operation of the Trust Board and chair 

all Trust Board meetings when present.  The Chair has certain delegated 
executive powers.  The Chair must comply with the terms of appointment and 
with these Standing Orders. 

 
 The Chair shall liaise with NHS Improvement over the appointment of Non-

Executive Directors and once appointed shall take responsibility either 
directly or indirectly for their induction, their portfolios of interests and 
assignments, and their performance.  

 
 The Chair shall work in close harmony with the Chief Executive Officer and 

shall ensure that key and appropriate issues are discussed by the Trust Board 
in a timely manner with all the necessary information and advice being made 
available to the Trust Board to inform the debate and ultimate resolutions. 

 
2.8 Corporate role of the Trust Board 
 

(1) All business shall be conducted in the name of the Trust. 
 
(2) All funds received in trust shall be held in the name of the Trust as corporate 

trustee. 
 



  

 

Standing Orders (Version 13.0) Oct 2023  9 

(3) The powers of the Trust established under statute shall be exercised by the 
Trust Board meeting in public session except as otherwise provided for in 
Standing Order No. 3. 

 
(4) The Trust Board shall define and regularly review the functions it exercises 

on behalf of the Secretary of State. 
 
2.9 Schedule of Matters reserved to Trust Board and Scheme of 

Delegation 
 

(1) The Trust Board has resolved that certain powers and decisions may only 
be exercised by the Trust Board in formal session. These powers and 
decisions are set out in the ‘Schedule of Matters Reserved to the Trust 
Board’ and shall have effect as if incorporated into the Standing Orders. 
Those powers which it has delegated to officers and other bodies are 
contained in the Scheme of Delegation.  

 
2.10 Lead Roles for Trust Board Members 
 
 The Chair will ensure that the designation of Lead roles or appointments of 

Trust Board members as required by the Department of Health and Social 
Care or as set out in any statutory or other guidance will be made in 
accordance with that guidance or statutory requirement (e.g. appointing a 
Lead Trust Board Member with responsibilities for Infection Control or Child 
Protection Services etc.). 

  
2.11 Associate Non-Executive Members 

 
The Trust Board may at its discretion, appoint additional non-executive 
members to the Trust Board.  However, such members will not be afforded 
voting rights at Trust Board meetings and will not count towards the quorum 
of any Trust Board meeting. 
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3 MEETINGS OF THE TRUST   
 
3.1 Calling meetings 
 

(1) Ordinary meetings of the Trust Board shall be held at regular intervals at 
such times and places as the Trust Board may determine. 

 
(2) The Chair of the Trust may call a meeting of the Trust Board at any time. 

 
(3) One third or more members of the Board may requisition a meeting in 

writing.  If the Chair refuses, or fails, to call a meeting within seven days of 
a requisition being presented, the members signing the requisition may 
forthwith call a meeting. 

 
3.2 Notice of Meetings and the Business to be transacted 
 

(1) Before each meeting of the Trust Board a written notice specifying the 
business proposed to be transacted shall be delivered electronically to 
every memberso as to be available to members at least three clear days 
before the meeting.  The notice shall be approved by the Chair or by an 
officer authorised by the Chair to sign on their behalf.  Want of service of 
such a notice on any member shall not affect the validity of a meeting. 

 
(2) In the case of a meeting called by members in default of the Chair calling 

the meeting, the notice shall be signed by those members. 
 

(3) No business shall be transacted at the meeting other than that specified on 
the agenda, or emergency motions allowed under Standing Order 3.6. 

 
(4) A member desiring a matter to be included on an agenda shall make his/her 

request in writing to the Chair or Director of Corporate Affairs at least 7 clear 
days before the meeting.  The request should state whether the item of 
business is proposed to be transacted in the presence of the public and 
should include appropriate supporting information.  Requests made less 
than 7 days before a meeting may be included on the agenda at the 
discretion of the Chair. 

 
(5) Before each meeting of the Trust Board a public notice of the time and place 

of the meeting, and the public part of the agenda, shall be displayed on the 
Trust’s website at least three clear days before the meeting, (required by 
the Public Bodies (Admission to Meetings) Act 1960 Section 1 (4) (a)). 

 
3.3 Agenda and Supporting Papers 
 
 The Agenda will be sent to members six clear days before the meeting and 

supporting papers, whenever possible, shall accompany the agenda, but will 
certainly be dispatched no later than three clear days before the meeting, 
save in emergency.  

 
3.4 Petitions 
 
 Where a petition has been received by the Trust the Chair shall include the 

petition as an item for the agenda of the next meeting. 
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3.5 Notice of Motion 
 

(1) Subject to the provision of Standing Orders 3.7 ‘Motions: Procedure at and 
during a meeting’ and 3.8 ‘Motions to rescind a resolution’, a member of the 
Trust Board wishing to move a motion shall send a written notice to the 
Chief Executive Officer who will ensure that it is brought to the immediate 
attention of the Chair. 

 
(2) The notice shall be delivered at least 7 clear days before the meeting.  The 

Chief Executive Officer shall include in the agenda for the meeting all 
notices so received that are in order and permissible under governing 
regulations.  This Standing Order shall not prevent any motion being 
withdrawn or moved without notice on any business mentioned on the 
agenda for the meeting. 

 
3.6 Emergency Motions 
 
 Subject to the agreement of the Chair, and subject also to the provision of 

Standing Order 3.7 ‘Motions: Procedure at and during a meeting’, a member 
of the Trust Board may give written notice of an emergency motion after the 
issue of the notice of meeting and agenda, up to one hour before the time 
fixed for the meeting. The notice shall state the grounds of urgency.  If in 
order, it shall be declared to the Trust Board at the commencement of the 
business of the meeting as an additional item included in the agenda.  The 
Chair's decision to include the item shall be final. 

 
3.7 Motions: Procedure at and during a meeting 
 

i.) Who may propose 
 
 A motion may be proposed by the Chair of the meeting or any member 

present.  It must also be seconded by another member. 
 

ii.) Contents of motions 
 
 The Chair may exclude from the debate at their discretion any such motion of 

which notice was not given on the notice summoning the meeting other than 
a motion relating to: 

 
- the reception of a report; 
- consideration of any item of business before the Trust Board; 
- the accuracy of minutes; 
- that the Trust Board proceed to next business; 
- that the Trust Board adjourn; 
- that the question be now put. 

  
iii.) Amendments to motions 

 
 A motion for amendment shall not be discussed unless it has been proposed 

and seconded. 
 
 Amendments to motions shall be moved relevant to the motion, and shall not 

have the effect of negating the motion before the Trust Board. 
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 If there are a number of amendments, they shall be considered one at a time.  
When a motion has been amended, the amended motion shall become the 
substantive motion before the meeting, upon which any further amendment 
may be moved. 

 
iv.) Rights of reply to motions 

 
 a) Amendments 
 
 The mover of an amendment may reply to the debate on their amendment 

immediately prior to the mover of the original motion, which shall have the 
right of reply at the close of debate on the amendment, but may not otherwise 
speak on it. 

 
  b) Substantive/original motion 
 
 The member who proposed the substantive motion shall have a right of reply 

at the close of any debate on the motion. 
  

v.) Withdrawing a motion 
 
 A motion, or an amendment to a motion, may be withdrawn. 
 

vi.) Motions once under debate 
 
 When a motion is under debate, no motion may be moved other than: 
 

- an amendment to the motion; 
- the adjournment of the discussion, or the meeting; 
- that the meeting proceed to the next business; 
- that the question should be now put; 
- the appointment of an 'ad hoc' committee to deal with a specific item 

of business; 
- that a member/director be not further heard; 
- a motion under Section 1 (2) or Section 1 (8) of the Public Bodies 

(Admissions to Meetings) Act l960 resolving to exclude the public, 
including the press (see Standing Order 3.17).  

 
 In those cases where the motion is either that the meeting proceeds to the 

‘next business’ or ‘that the question be now put’ in the interests of objectivity 
these should only be put forward by a member of the Trust Board who has 
not taken part in the debate and who is eligible to vote.  

  
 If a motion to proceed to the next business or that the question be now put, is 

carried, the Chair should give the mover of the substantive motion under 
debate a right of reply, if not already exercised.  The matter should then be 
put to the vote. 

 
3.8 Motion to Rescind a Resolution 
 

(1) Notice of motion to rescind any resolution (or the general substance of any 
resolution) which has been passed within the preceding six calendar 
months shall bear the signature of the member who gives it and also the 
signature of three other members, and before considering any such motion 
of which notice shall have been given, the Trust Board may refer the matter 
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to any appropriate Committee or the Chief Executive Officer for 
recommendation. 

 
(2) When any such motion has been dealt with by the Trust Board it shall not 

be competent for any director/member other than the Chair to propose a 
motion to the same effect within six months.  This Standing Order shall not 
apply to motions moved in pursuance of a report or recommendations of a 
Committee or the Chief Executive Officer. 

 
3.9 Chair of meeting 
 

(1) At any meeting of the Trust Board the Chair, if present, shall preside.  If the 
Chair is absent from the meeting, the Vice-Chair (if the Trust Board has 
appointed one), if present, shall preside. 

 
(2) If the Chair and Vice-Chair are absent, such member (who is not also an 

chief officerof the Trust) as the members present shall choose shall preside. 
 
3.10 Chair's ruling 
 
 The decision of the Chair of the meeting on questions of order, relevancy and 

regularity (including procedure on handling motions) and their interpretation 
of the Standing Orders and Standing Financial Instructions, at the meeting, 
shall be final. 

 
3.11 Quorum 
 

i.) No business shall be transacted at a meeting unless at least one-third of 
the whole number of the Chair and members (including at least one 
member who is also an chief officer of the Trust and one member who is 
not) is present. 

 
ii.) An officer in attendance for a chief officer but without formal acting up 

status may not count towards the quorum. 

 
iii.) If the Chair or member has been disqualified from participating in the 

discussion on any matter and/or from voting on any resolution by 
reason of a declaration of a conflict of interest (see SO No.7) that 
person shall no longer count towards the quorum.  If a quorum is then 
not available for the discussion and/or the passing of a resolution on 
any matter, that matter may not be discussed further or voted upon at 
that meeting.  Such a position shall be recorded in the minutes of the 
meeting.  The meeting must then proceed to the next business. 

 
iv.) In the event that a quorum is not present at the time specified on the 

notice for a meeting, the notice of the meeting shall remain valid for a 
maximum period of two hours, to permit the assembly of a quorum of 
members, after which time, another duly notified and constituted meeting 
shall be necessary. 
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3.12 Voting 
 

i.)  Save as provided in Standing Orders 3.13 - Suspension of Standing 
Orders and 3.14 - Variation and Amendment of Standing Orders, every 
question put to a vote at a meeting shall be determined by a majority of the 
votes of members present and voting on the question.  In the case of an 
equal vote, the person presiding (i.e. the Chair of the meeting shall have a 
second, and casting vote). 

 
ii.) At the discretion of the Chair all questions put to the vote shall be 

determined by oral expression or by a show of hands, unless the Chair 
directs otherwise, or it is proposed, seconded and carried that a vote be 
taken by paper ballot. 

 
iii.) If at least one third of the members present so request, the voting on any 

question may be recorded so as to show how each member present voted 
or did not vote (except when conducted by paper ballot). 

 
iv.) If a member so requests, their vote shall be recorded by name. 

 
v.) In no circumstances may an absent member vote by proxy. Absence is 

defined as being absent at the time of the vote.  
 

vi.) A manager who has been formally appointed to act up for an chief officer 
during a period of incapacity or temporarily to fill a chief officer vacancy 
shall be entitled to exercise the voting rights of the chief officer. 

 
vii.) A manager attending the Trust Board meeting to represent an chief officer 

during a period of incapacity or temporary absence without formal acting up 
status may not exercise the voting rights of the chief officer. Their status 
when attending a meeting shall be recorded in the minutes. 

 
viii.) For the voting rules relating to joint members see Standing Order 2.5. 

 
 
3.13 Suspension of Standing Orders 
 

i.)  Except where this would contravene any statutory provision or any 
direction made by the Secretary of State or the rules relating to the Quorum 
(SO 3.11), any one or more of the Standing Orders may be suspended at 
any meeting, provided that at least two-thirds of the whole number of the 
members of the Trust Board are present (including at least one member 
who is an chief officer of the Trust and one member who is not) and that at 
least two-thirds of those members present signify their agreement to such 
suspension. The reason for the suspension shall be recorded in the Trust 
Board's minutes. 

 
ii.) A separate record of matters discussed during the suspension of Standing 

Orders shall be made and shall be available to the Chair and members of 
the Trust. 

 
iii.) No formal business may be transacted while Standing Orders are 

suspended. 
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iv.) The Audit and Risk Assurance Committee shall review every decision to 
suspend Standing Orders. 

 
3.14 Variation and amendment of Standing Orders 
 
 These Standing Orders shall not be varied except in the following 

circumstances: 
 
 - upon a notice of motion under Standing Order 3.5; 
 - upon a recommendation of the Chair or Chief Executive Officer included 

on the agenda for the meeting; 
 - that two thirds of the Trust Board members are present at the meeting 

where the variation or amendment is being discussed, and that at least 
half of the Trust’s non-executive members vote in favour of the 
amendment; 

 - providing that any variation or amendment does not contravene a 
statutory provision or direction made by the Secretary of State. 

 
3.15 Record of Attendance 
 
 The names of the Chair and Directors/members present at the meeting shall 

be recorded in the minutes. 
 
3.16 Minutes 
 
 The minutes of the proceedings of a meeting shall be drawn up and submitted 

for agreement at the next ensuing meeting where they shall be signed by the 
person presiding at it. 

 
 No discussion shall take place upon the minutes except upon their accuracy 

or where the Chair considers discussion appropriate. 
 
 
3.17 Admission of public and the press 
    

i.) Admission and exclusion on grounds of confidentiality of business to be 
transacted 

 
  The public and representatives of the press may attend all meetings of the 

Trust, but shall be required to withdraw upon the Trust Board as follows: 
 

- 'that representatives of the press, and other members of the public, be excluded 
from the remainder of this  meeting having regard to the confidential nature of 
the business to be transacted, publicity on which would be prejudicial to the 
public interest', Section 1 (2), Public Bodies (Admission to Meetings) Act l960 

 
- the press and public will be excluded from meetings of the Trust Board when 

discussing matters relating to: 
i.) Individual patients and members of staff; 
ii.) Consultations or negotiations with regard to labour relations matters; 
iii.) Proposals for placing of commercial contracts;  
iv.) Litigation being pursued by, or on behalf of, or against the Trust; and 
v.) Other matters determined to be of a confidential nature  
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Guidance should be sought from the Director of Corporate Affairs to ensure that 
the correct procedure is followed on matters included in the exclusion to ensure 
compliance with the Freedom of Information Act. 

 
ii.) General disturbances 

 
  The Chair (or Vice-Chair if one has been appointed) or the person presiding 

over the meeting shall give such directions as he thinks fit with regard to the 
arrangements for meetings and accommodation of the public and 
representatives of the press such as to ensure that the Trust’s business shall 
be conducted without interruption and disruption and, without prejudice to the 
power to exclude on grounds of the confidential nature of the business to be 
transacted, the public will be required to withdraw upon the Trust Board 
resolving as follows: 

 
- ‘That in the interests of public order the meeting adjourn for (the period to be 

specified) to enable the Trust Board to complete its business without the 
presence of the public'. Section 1(8) Public Bodies (Admissions to Meetings) 
Act l960. 

 
iii.) Business proposed to be transacted when the press and public have been 

excluded from a meeting 
 

  Matters to be dealt with by the Trust Board following the exclusion of 
representatives of the press, and other members of the public, as provided in 
(i) and (ii) above, shall be confidential to the members of the Trust Board. 

 
  Members and Officers or any employee of the Trust in attendance shall not 

reveal or disclose the contents of papers marked 'In Confidence' or minutes 
headed 'Items Taken in Private' outside of the Trust, without the express 
permission of the Trust.  This prohibition shall apply equally to the content of 
any discussion during the Trust Board meeting which may take place on such 
reports or papers. 

 
iv.) Use of Mechanical or Electrical Equipment for Recording or Transmission 

of Meetings 
 

  Nothing in these Standing Orders shall be construed as permitting the 
introduction by the public, or press representatives, of recording, transmitting, 
video or similar apparatus into meetings of the Trust or Committee thereof.  
Such permission shall be granted only upon resolution of the Trust. 

 
3.18 Observers at Trust meetings 
 
 The Trust will decide what arrangements and terms and conditions it feels 

are appropriate to offer in extending an invitation to observers to attend and 
address any of the Trust Board's meetings and may change, alter or vary 
these terms and conditions as it deems fit. 
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4 APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES 
 
4.1 Appointment of Committees 
 

 Subject to such directions as may be given by the Secretary of State for 
Health, the Trust Board may appoint committees of the Trust.  

 
 The Trust shall determine the membership and terms of reference of 

committees and sub-committees and shall if it requires to, receive and 
consider reports of such committees.  

 
4.2 Joint Committees 

 
i.) Joint committees may be appointed by the Trust by joining together with 

one or more other bodies including NHS Improvement, or other Trusts 
consisting of, wholly or partly of the Chair and members of the Trust or other 
health service bodies, or wholly of persons who are not members of the 
Trust or other health bodies in question. 

 
ii.) Any committee or joint committee appointed under this Standing Order 

may, subject to such directions as may be given by the Secretary of State 
or the Trust or other health bodies in question, appoint sub-committees 
consisting wholly or partly of members of the committees or joint committee 
(whether or not they are members of the Trust or health bodies in question) 
or wholly of persons who are not members of the Trust or health bodies in 
question or the committee of the Trust or health bodies in question. 

 
4.3 Applicability of Standing Orders and Standing Financial 

Instructions to Committees 
 
 The Standing Orders and Standing Financial Instructions of the Trust, as far 

as they are applicable, shall as appropriate apply to meetings and any 
committees established by the Trust.  In which case the term “Chair” is to be 
read as a reference to the Chair of other committee as the context permits, 
and the term “member” is to be read as a reference to a member of other 
committee also as the context permits. (There is no requirement to hold 
meetings of committees established by the Trust in public.) 

 
 In order to ensure the efficient and effective working of joint committees, it 

may be appropriate to vary Standing Orders (including Standing Financial 
Instructions and the Scheme of Delegation).  Any such variation must be 
agreed as directed in Standing Order 3.14. 

 
4.4 Terms of Reference 
 
 Each such Committee shall have such terms of reference and powers and be 

subject to such conditions (as to reporting back to the Trust Board), as the 
Trust Board shall decide and shall be in accordance with any legislation and 
regulation or direction issued by the Secretary of State. Such terms of 
reference shall have effect as if incorporated into the Standing Orders. 

 
4.5 Delegation of powers by Committees to Sub-Committees 
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 Where committees are authorised to establish sub-committees they may not 
delegate executive powers to the sub-committee unless expressly authorised 
to do so by the Trust Board. 

 
4.6 Approval of Appointments to Committees 
 
 The Trust Board shall approve the appointments to each of the committees 

which it has formally constituted. Where the Trust Board determines, and 
regulations permit, that persons, who are neither members nor officers, shall 
be appointed to a committee the terms of such appointment shall be within 
the powers of the Trust Board as defined by the Secretary of State. The Trust 
Board shall define the powers of such appointees and shall agree allowances, 
including reimbursement for loss of earnings, and/or expenses in accordance 
where appropriate with national guidance.  

 
4.7 Appointments for Statutory functions 
 
 Where the Trust Board is required to appoint persons to a Committee and/or 

to undertake statutory functions as required by the Secretary of State, and 
where such appointments are to operate independently of the Trust Board 
such appointment shall be made in accordance with the regulations and 
directions made by the Secretary of State. 

 
4.8 Statutory Committees established by the Trust Board 
 
 The committees established by the Trust Board as required by statute are:  

 
4.8.1 Audit and Risk Assurance Committee 
 
 In line with the requirements of the NHS Audit Committee Handbook, NHS 

Codes of Conduct and Accountability, and generally accepted good practice 
in corporate governance, an audit and risk assurance committee (sometimes 
referred to as an audit committee) will be established and constituted to 
provide the Trust Board with an independent and objective review on its 
financial systems, financial information and compliance with laws, guidance, 
and regulations governing the NHS.  The Terms of Reference will be 
approved by the Trust Board and reviewed on a periodic basis. 

  
 The Higgs report and Audit Committee Handbook (fourth edition) recommend 

a minimum of three non-executive directors be appointed, unless the Trust 
Board decides otherwise, of which one must have significant, recent and 
relevant financial experience. 

 
4.8.2 Remuneration Committee 
 
  In line with the requirements of the NHS Codes of Conduct and Accountability, 

and the Higgs report, a Remuneration Committee will be established and 
constituted.  

 
  The Higgs report recommends the committee be comprised exclusively of 

Non-Executive Directors, a minimum of three, who are independent of 
management. 
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 The purpose of the Committee will be to advise the Trust Board about 
appropriate remuneration and terms of service for the Chief Executive Officer 
and other Executive Directors including: 

 
i.) all aspects of salary (including any performance-related 

elements/bonuses); 
 

ii.) provisions for other benefits, including pensions and cars; 
 

iii.) arrangements for termination of employment and other contractual terms. 
 
4.9 Other Committees  

 
The Trust Board may also establish such other committees as required to 
discharge its responsibilities.  The terms of reference and membership of 
these committees shall be approved by the Trust Board and shall be subject 
to periodic review. 
 
The additional committees established by the Trust Board are: 
 

4.9.1  Quality and Safety Committee 
  
 The Quality and Safety Committee acts as the principal source of advice and 

expertise to the Trust Board on patient safety and quality. The Committee 
ensures that adequate and appropriate clinical governance structures, 
processes and controls are in place across the Trust and in each of our 
Divisions, to: 

 Promote safety, quality and excellence in patient care 

 Identify, prioritise and manage risk arising from clinical care on a 
continuing basis 

 Ensure the effective and efficient use of resources through evidence-
based clinical practice, and 

 Protect the safety of our employees and all others to whom we owe a 
duty of care. 

It oversees and monitors the corporate delivery of patient safety, patient 
experience, clinical risk management and Registration standards, and 
ensures that the Trust has the appropriate strategies, processes, systems, 
policies, and procedures in place to deliver the necessary standards of care. 

The Committee is responsible for receiving reports from its sub-committees 
on a scheduled and regular basis as set out in its terms of reference. 

 
4.9.2 Finance, Resources and Performance Committee 

 

The Finance, Resources and Performance Committee is responsible for 
reviewing Trust performance against key financial and operational targets, 
key financial strategies and policies, and financial management 
arrangements. It receives reports from the Chief Finance Officer (and other 
officers as appropriate) on the following key areas: 

 Income and expenditure 
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 Cash management 

 Working capital management 

 Capital programme 

 Cost improvement programme 

 Key financial risks. 

The Committee also receives reports from appropriate officers or any advisors 
engaged by the Trust regarding the efficiency of services and functions across 
the Trust including: 

 Reference cost data 

 Service Line Reporting/Patient Level Costing and contribution reporting 

 Capacity and productivity data 

 Benchmarking data. 

The Committee makes recommendations and provides advice to Trust 
officers and the Trust Board.  Additionally, the Finance, Resources and 
Performance Committee reviews the Trust’s performance against other 
operational and contractual targets including activity and waiting time targets, 
and the performance management arrangements for each division or 
business unit within the Trust (including any shared service, agency or 
consortium arrangement) within the Trust.  The Committee will also review 
the performance of all the Service Providers within the PFI Contract, and be 
responsible for providing effective oversight of all major capital and 
development projects within the UHCW NHS Trust including risks associated 
with the projects. 

The Committee is responsible for receiving reports from its sub-committees 
on a scheduled and regular basis as set out in its terms of reference. 

 
4.9.3 Other Committees 
 
 The Trust Board may also establish such other committees as required to 

discharge the Trust's responsibilities. 
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5 ARRANGEMENTS FOR THE EXERCISE OF TRUST FUNCTIONS BY 
DELEGATION 

 
5.1 Delegation of Functions to Committees, Officers or other bodies 
 
5.1.1 Subject to such directions as may be given by the Secretary of State, the 

Trust Board may make arrangements for the exercise, on behalf of the Board, 
of any of its functions by a committee, sub-committee appointed by virtue of 
Standing Order 4, or by an officer of the Trust, or by another body as defined 
in Standing Order 5.1.2 below, in each case subject to such restrictions and 
conditions as the Trust thinks fit. 

 
5.1.2 Section 16B of the NHS Act 1977 allows for regulations to provide for the 

functions of Trust’s to be carried out by third parties. In accordance with The 
Trusts (Membership, Procedure and Administration Arrangements) 
Regulations 2000 the functions of the Trust may also be carried out in the 
following ways: 

 
i.) by another Trust; 

 
ii.) jointly with any one or more of the following:  NHS trusts, NHS 

Improvement, NHS England or Clinical Commissioning Groups; 
 

iii.) by arrangement with the appropriate organisation, by a joint 
committee or joint sub-committee of the Trust and one or more other 
health service bodies; 

 
iv.) in relation to arrangements made under S63(1) of the Health 

Services and Public Health Act 1968, jointly with one or more other 
bodies including NHS Improvement, NHS Trusts, NHS England or 
Clinical Commissioning Groups. 

 
5.1.3 Where a function is delegated by these Regulations to another Trust, then 

that Trust or health service body exercises the function in its own right; the 
receiving Trust has responsibility to ensure that the proper delegation of the 
function is in place.  In other situations, i.e. delegation to committees, sub-
committees or officers, the Trust delegating the function retains full 
responsibility (see also SO 5.7 below). 

 
5.2 Emergency Powers and urgent decisions 
 
 The powers which the Trust Board has reserved to itself within these Standing 

Orders (see Standing Order 2.9) may in emergency or for an urgent decision 
be exercised by the Chief Executive Officer and the Chair after having 
consulted at least two non-executive members. The exercise of such powers 
by the Chief Executive Officer and Chair shall be reported to the next formal 
meeting of the Trust Board in public session for formal ratification. 

 
5.3 Delegation to Committees 
 
5.3.1 The Trust Board shall agree from time to time to the delegation of executive 

powers to be exercised by other committees, or sub-committees, or joint-
committees, which it has formally constituted in accordance with directions 
issued by the Secretary of State. The constitution and terms of reference of 
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these committees, or sub-committees, or joint committees, and their specific 
executive powers shall be approved by the Trust Board. 

 
5.4 Delegation to Officers 
 
5.4.1 Those functions of the Trust which have not been retained as reserved by the 

Trust Board or delegated to other committee or sub-committee or joint-
committee shall be exercised on behalf of the Trust by the Chief Executive 
Officer. The Chief Executive Officer shall determine which functions he/she 
will perform personally and shall nominate officers to undertake the remaining 
functions for which he/she will still retain accountability to the Trust.  

 
5.4.2 The Chief Executive Officer shall prepare a Scheme of Delegation identifying 

his/her proposals which shall be considered and approved by the Trust 
Board. The Chief Executive Officer may periodically propose amendment to 
the Scheme of Delegation which shall be considered by the Audit and Risk 
Assurance Committee and then subject to approval by the Trust Board.  

 
5.4.3 Nothing in the Scheme of Delegation shall impair the discharge of the direct 

accountability to the Trust Board of the Chief Finance Officer to provide 
information and advise the Trust Board in accordance with statutory or 
Department of Health and Social Care requirements. Outside these statutory 
requirements the roles of the Chief Finance Officer shall be accountable to 
the Chief Executive Officer for operational matters. 

 
5.5 Schedule of Matters Reserved to the Trust and Scheme of 

Delegation of powers 
 
5.5.1 The arrangements made by the Trust Board as set out in the "Schedule of 

Matters Reserved to the Trust Board” and “Scheme of Delegation” of powers 
shall have effect as if incorporated in these Standing Orders. 

 
5.6 Duty to report non-compliance with Standing Orders and Standing 

Financial Instructions 
 
 If for any reason these Standing Orders are not complied with, full details of 

the non-compliance and any justification for non-compliance and the 
circumstances around the non-compliance, shall be reported to the next 
formal meeting of the Audit and Risk Assurance Committee and Trust Board 
for action or ratification. All members of the Trust Board and staff have a duty 
to disclose any non-compliance with these Standing Orders to the Chief 
Executive Officer as soon as possible.  

 
5.7 Hosted Shared Services 

 
5.7.1 Where the Trust hosts shared services on behalf of other NHS bodies, 

powers may be delegated to officers or committees (including joint 
committees) in line with the provisions set out in Standing Orders 5.1 to 5.6 
above. 

 
5.7.2 In order to ensure the efficient and effective operation of the shared service, it 

may be appropriate to vary Standing Orders (including Standing Financial 
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Instructions and the Scheme of Delegation).  Any such variation must be 
agreed as directed in Standing Order 3.14. 

 
5.7.3 The governance arrangements (including operational management, financial 

management) for any such services will be clearly set out in an appropriate 
governing document which will be approved by the Trust Board. 
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6 OVERLAP WITH OTHER TRUST POLICY STATEMENTS / 
PROCEDURES, REGULATIONS AND THE STANDING FINANCIAL 
INSTRUCTIONS 

 
6.1 Policy statements: general principles 
 
 The Corporate Business Records Committee (CBRC) will from time to time 

agree and approve policy statements/ procedures which will apply to all or 
specific groups of staff employed by the Trust.  The decisions to approve such 
policies and procedures will be recorded in an appropriate CBRC minute and 
will be deemed where appropriate to be an integral part of the Trust's 
Standing Orders and Standing Financial Instructions. 

 
 The Audit and Risk Assurance Committee is also responsible for approving 

policies that are within its terms of reference.  Where this is the case CBRC 
will be required to approve the policy or procedure prior to submission to the 
Committee to ensure that it is in keeping with expected Trust Standards. 

 
6.2 Specific Policy statements 
 
 Notwithstanding the application of SO 6.1 above, these Standing Orders and 

Standing Financial Instructions must be read in conjunction with the following 
policy statements: 

 
- the Code of Business Conduct  

 
- the staff Disciplinary and Appeals Procedures adopted by the Trust 

both of which shall have effect as if incorporated in these Standing 
Orders. 

 
6.3 Standing Financial Instructions 
 
 Standing Financial Instructions adopted by the Trust Board in accordance 

with the Financial Regulations shall have effect as if incorporated in these 
Standing Orders. 

 
6.4 Specific guidance 
 
 Notwithstanding the application of SO 6.1 above, these Standing Orders and 

Standing Financial Instructions must be read in conjunction with the following 
guidance and any other issued by the Secretary of State for Health: 

 
- Caldicott Guardian 1997; 

 
- Human Rights Act 1998; 

 
- Freedom of Information Act 2000 

 
- Equality Act 2010. 
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7 DUTIES AND OBLIGATIONS OF BOARD MEMBERS/DIRECTORS AND 
SENIOR MANAGERS UNDER THESE STANDING ORDERS 

 
7.1 Declaration of Interests 
 
7.1.1 Requirements for Declaring Interests and applicability to Board Members 
 
The NHS England guidance “Managing Conflicts of Interest in the NHS” requires 
Trust Board Members to declare interests which are relevant and material to the NHS 
Board of which they are a member. All existing Trust Board members should declare 
such interests. Any Trust Board members appointed subsequently should do so on 
appointment. 
 
7.1.2 Interests which are relevant and material 
Interests which should be regarded as "relevant and material" are: 
 

a) Directorships, including Non-Executive Directorships held in private 
companies or PLCs (with the exception of those of dormant 
companies); 

b) Ownership or part-ownership of private companies, businesses or 
consultancies likely or possibly seeking to do business with the NHS; 

c) Majority or controlling shareholdings in organisations likely or 
possibly seeking to do business with the NHS; 

d) A position of Authority in a charity or voluntary organisation in the 
field of health and social care; 

e) Any connection with a voluntary or other organisation contracting for 
NHS services; 

f) Research funding/grants that may be received by an individual or 
their department; 

g) Interests in pooled funds that are under separate management. 

h) Any member of the Trust Board who comes to know that the Trust 
has entered into or proposes to enter into a contract in which 
he/she or any person connected with him/her (as defined in 
Standing Order 7.3 below and elsewhere) has any pecuniary 
interest, direct or indirect, the Trust Board member shall declare 
his/her interest by giving notice in writing of such fact to the Trust 
as soon as practicable. 

 
7.1.3 Advice on Interests  
 
 If Trust Board members have any doubt about the relevance of an interest, 

this should be discussed with the Chair of the Trust or with the Director of 
Corporate Affairs.  

 
 Financial Reporting Standard No 8 (issued by the Accounting Standards 

Board) specifies that influence rather than the immediacy of the relationship 
is more important in assessing the relevance of an interest. The interests of 
partners in professional partnerships including general practitioners should 
also be considered. 
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7.1.4 Recording of Interests in Trust Board minutes 
 
 At the time Trust Board members' interests are declared, they should be 

recorded in the Trust Board minutes.  
 
 Any changes in interests should be declared at the next Trust Board meeting 

following the change occurring and recorded in the minutes of that meeting. 
  
7.1.5 Publication of declared interests in Annual Report 
 
 Trust Board members' directorships of companies likely or possibly seeking 

to do business with the NHS should be published in the Trust's annual report. 
The information should be kept up to date for inclusion in succeeding annual 
reports. 

 
7.1.6 Conflicts of interest which arise during the course of a meeting 
 
 During the course of a Trust Board meeting, if a conflict of interest is 

established, the Trust Board member concerned should withdraw from the 
meeting and play no part in the relevant discussion or decision. (See overlap 
with SO 7.3)  

  
7.2 Register of Interests 
 
7.2.1 The Chief Executive Officer will ensure that a Register of Interests is 

established to record formally declarations of interests of Trust Board or 
Committee members. In particular the Register will include details of all 
directorships and other relevant and material interests (as defined in SO 
7.1.2) which have been declared by both executive and non-executive Trust 
Board members.  

 
7.2.2 These details will be kept up to date by means of an annual review of the 

Register in which any changes to interests declared during the preceding 
twelve months will be incorporated. 

 
7.2.3 The Register will be available to the public and the Chief Executive Officer will 

take reasonable steps to bring the existence of the Register to the attention of 
local residents and to publicise arrangements for viewing it. 

 
7.3 Exclusion of Chair and Members in proceedings on account of pecuniary 

interest 
 
7.3.1 Definition of terms used in interpreting ‘Pecuniary’ interest 
 
 For the sake of clarity, the following definition of terms is to be used in 

interpreting this Standing Order: 
 

(i) "spouse" shall include any person who lives with another person in the 
same household (and any pecuniary interest of one spouse shall, 
if known to the other spouse, be deemed to be an interest of that 
other spouse); 

 
(ii) "Contract" shall include any proposed contract or other course of 

 dealing. 
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(iii) “Pecuniary interest”  
 
  Subject to the exceptions set out in this Standing Order, a person shall 

be treated as having an indirect pecuniary interest in a contract if: 
 

a) he/she, or a nominee of him/her, is a member of a company or 
other body (not being a public body), with which the contract is 
made, or to be made or which has a direct pecuniary interest in 
the same, or 

 
b) he/she is a partner, associate or employee of any person with 

whom the contract is made or to be made or who has a direct 
pecuniary interest in the same. 

 
(iv) Exception to Pecuniary interests 

 
 A person shall not be regarded as having a pecuniary interest in any 

contract if: 
 

a) neither he/she or any person connected with him/her has any 
beneficial interest in the securities of a company of which he/she 
or such person appears as a member, or 

 
b) any interest that he/she or any person connected with him/her 

may have in the contract is so remote or insignificant that it 
cannot reasonably be regarded as likely to influence him/her in 
relation to considering or voting on that contract, or 

 
c) those securities of any company in which he/she (or any person 

connected with him/her) has a beneficial interest do not exceed 
£5,000 in nominal value or one per cent of the total issued share 
capital of the company or of the relevant class of such capital, 
whichever is the less. 

 
 Provided however, that where paragraph (c) above applies the person 

shall nevertheless be obliged to disclose/declare their interest in 
accordance with Standing Order 7.1.2 (ii). 

 
7.3.2 Exclusion in proceedings of the Trust Board  
 

(i) Subject to the following provisions of this Standing Order, if the 
Chair or a member of the Trust Board has any pecuniary interest, 
direct or indirect, in any contract, proposed contract or other 
matter and is present at a meeting of the Trust Board at which 
the contract or other matter is the subject of consideration, they 
shall at the meeting and as soon as practicable after its 
commencement disclose the fact and shall not take part in the 
consideration or discussion of the contract or other matter or 
vote on any question with respect to it. 

 
(ii) The Secretary of State may, subject to such conditions as he/she 

may think fit to impose, remove any disability imposed by this 
Standing Order in any case in which it appears to him/her in the 
interests of the National Health Service that the disability should 
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be removed. (See SO 7.3.3 on the ‘Waiver’ which has been 
approved by the Secretary of State for Health).  

 
(iii) The Trust Board may exclude the Chair or a member of the Trust 

Board from a meeting of the Trust Board while any contract, 
proposed contract or other matter in which he/she has a 
pecuniary interest is under consideration.   

 
(iv) Any remuneration, compensation or allowance payable to the 

Chair or a Member by virtue of paragraph 11 of Schedule 5A to 
the National Health Service Act 1977 (pay and allowances) shall 
not be treated as a pecuniary interest for the purpose of this 
Standing Order. 

 
(v) This Standing Order applies to a committee or sub-committee 

and to a joint committee or sub-committee as it applies to the 
Trust and applies to a member of any such committee or sub-
committee (whether or not he/she is also a member of the Trust) 
as it applies to a member of the Trust. 

 
7.3.3 Waiver of Standing Orders made by the Secretary of State for Health 
 

(1) Power of the Secretary of State to make waivers 
 
 Under regulation 11(2) of the NHS Membership and Procedure Regulations 

SI 1999/2024 (“the Regulations”), there is a power for the Secretary of State 
to issue waivers if it appears to the Secretary of State in the interests of the 
health service that the disability in regulation 11 (which prevents a Chair or a 
member from taking part in the consideration or discussion of, or voting on 
any question with respect to, a matter in which he has a pecuniary interest) is 
removed.  A waiver has been agreed in line with sub-sections (2) to (4) below.  

 
(2) Definition of ‘Chair’ for the purpose of interpreting this waiver 

 
 For the purposes of paragraph 7.3.3.(3) (below), the “relevant Chair” is – 

 
(a) at a meeting of the Trust, the Chair of that Trust; 

 
(b) at a meeting of a Committee: 

 
i.) in a case where the member in question is the Chair of that 

Committee, the Chair of the Trust; 
 

ii.) in the case of any other member, the Chair of that Committee. 
 

(3) Application of waiver 
 
 A waiver will apply in relation to the disability to participate in the proceedings 

of the Trust on account of a pecuniary interest.  
 
 It will apply to: 
  

(i) A member of the University Hospital Coventry and Warwickshire NHS 
Trust (“the Trust”), who is a healthcare professional, within the 
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meaning of regulation 5(5) of the Regulations, and who is providing or 
performing, or assisting in the provision or performance, of – 

 
  (a) services under the National Health Service Act 1977; or 
 
  (b) services in connection with a pilot scheme under the National 

Health Service Act 1997; 
 
   for the benefit of persons for whom the Trust is responsible. 
 

(ii) Where the ‘pecuniary interest’ of the member in the matter which is the 
subject of consideration at a meeting at which he is present:- 

 
(a) arises by reason only of the member’s role as such a professional 

providing or performing, or assisting in the provision or 
performance of, those services to those persons;  

 
(b) has been declared by the relevant Chair as an interest which 

cannot reasonably be regarded as an interest more substantial 
than that of the majority of other persons who:– 

 
(i) are members of the same profession as the member in question,  

 
(ii) are providing or performing, or assisting in the provision or 

performance of, such of those services as he provides or 
performs, or assists in the provision or performance of, for the 
benefit of persons for whom the Trust is responsible. 

 
(4) Conditions which apply to the waiver and the removal of having a 

pecuniary interest 
   
  The removal is subject to the following conditions: 
 

(a) the member must disclose his/her interest as soon as practicable after the 
commencement of the meeting and this must be recorded in the minutes; 

 
(b) the relevant Chair must consult the Chief Executive Officer before making 

a declaration in relation to the member in question pursuant to paragraph  
7.3.3 (2) (b) above, except where that member is the Chief Executive 
Officer; 

 
 (c)  in the case of a meeting of the Trust: 
 

(i) the member may take part in the consideration or discussion of 
the matter which must be subjected to a vote and the outcome 
recorded;  

   
(ii) may not vote on any question with respect to it. 

 
 (d)  in the case of a meeting of the Committee: 

 
(i) the member may take part in the consideration or discussion of 

the matter which must be subjected to a vote and the outcome 
recorded;  
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(ii) may vote on any question with respect to it; but 
 
(iii) the resolution which is subject to the vote must comprise a 

recommendation to, and be referred for approval by, the Trust 
Board. 

 
7.4 Standards of Business Conduct 
 
7.4.1 Trust Policy and National Guidance 
 
 All Trust staff and members of must comply with the Trust’s Code of Business 

Conduct Policy and the national guidance contained in HSG(93)5 on 
‘Standards of Business Conduct for NHS staff’ (see SO 6.2).  All Trust staff 
must also comply with the provisions of the Bribery Act 2010. 

 
7.4.2 Interest of Officers in Contracts 
 

i.) Any officer or employee of the Trust who comes to know that the 
Trust has entered into or proposes to enter into a contract in which 
he/she or any person connected with him/her (as defined in SO 7.3) 
has any pecuniary interest, direct or indirect, the Officer shall 
declare their interest by giving notice in writing of such fact to the 
Chief Executive Officer or Director of Corporate Affairs as soon as 
practicable. 

 
ii.) An Officer should also declare to the Chief Executive Officer any 

other employment or business or other relationship of his/her, or of 
a cohabiting spouse, that conflicts, or might reasonably be predicted 
could conflict with the interests of the Trust. 

 
iii.) The Trust will require interests, employment or relationships so 

declared to be entered in a register of interests of staff. 
 
7.4.3 Canvassing of and Recommendations by Members in Relation to 

Appointments 
 

i.) Canvassing of members of the Trust or of any Committee of the 
Trust directly or indirectly for any appointment under the Trust shall 
disqualify the candidate for such appointment.  The contents of this 
paragraph of the Standing Order shall be included in application 
forms or otherwise brought to the attention of candidates. 

 
ii.) Members of the Trust shall not solicit for any person any 

appointment under the Trust or recommend any person for such 
appointment; but this paragraph of this Standing Order shall not 
preclude a member from giving written testimonial of a candidate’s 
ability, experience or character for submission to the Trust. 

 
7.4.4 Relatives of Members or Officers 
 

i.) Candidates for any staff appointment under the Trust shall, when 
making an application, disclose in writing to the Trust whether they 
are related to any member or the holder of any office under the 
Trust.  Failure to disclose such a relationship shall disqualify a 
candidate and, if appointed, render him liable to instant dismissal. 
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ii.) The Chair and every member and officer of the Trust shall disclose 

to the Trust Board any relationship between himself and a candidate 
of whose candidature that member or officer is aware.  It shall be 
the duty of the Chief Executive Officer to report to the Trust Board 
any such disclosure made. 

 
iii.) On appointment, members (and prior to acceptance of an 

appointment in the case of Executive Directors) should disclose to 
the Trust whether they are related to any other member or holder of 
any office under the Trust. 

 
iv.) Where the relationship to a member of the Trust is disclosed, the 

Standing Order headed ‘Disability of Chair and members in 
proceedings on account of pecuniary interest’ (SO 7) shall apply. 
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8 CUSTODY OF SEAL, SEALING OF DOCUMENTS AND SIGNATURE 
OF DOCUMENTS 

 
8.1 Custody of Seal 
 
 The common seal of the Trust shall be kept by the Chief Executive Officer or 

a nominated Manager by him/her in a secure place. 
 
8.2 Sealing of Documents 
 

Where it is necessary that a document shall be sealed i.e. when a contract is 
executed by deed, it shall only be done so under the authority of the Trust 
Board. The seal shall be affixed by the Chief Executive Officer or another 
executive director in the presence of the Chair or another authorised non-
executive member and shall be attested by them. 

 
8.3 Register of Sealing 
 
 The Chief Executive Officer shall keep a register in which he/she, or another 

manager of the Authority authorised by him/her, shall enter a record of the 
sealing of every document.  The register shall be presented to the Trust Board 
on an annual basis. 

 
8.4 Signature of documents 
 
 Where any document will be a necessary step in legal proceedings on behalf 

of the Trust, it shall, unless any enactment otherwise requires or authorises, 
be signed by the Chief Executive Officer, any Executive Director or any other 
officer of the Trust duly authorised for this purpose. 

 
 In land transactions, the signing of certain supporting documents will be 

delegated to Managers and set out clearly in the Scheme of Delegation but 
will not include the main or principal documents effecting the transfer (e.g. 
sale/purchase agreement, lease, contracts for construction works and main 
warranty agreements or any document which is required to be executed as a 
deed). 
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9 MISCELLANEOUS  
 
9.1 Joint Finance Arrangements 
 
 The Trust Board may confirm contracts to purchase from a voluntary 

organisation or a local authority using its powers under Section 28A of the 
NHS Act 1977. The Trust Board may confirm contracts to transfer money from 
the NHS to the voluntary sector or the health related functions of local 
authorities where such a transfer is to fund services to improve the health of 
the local population more effectively than equivalent expenditure on NHS 
services, using its powers under Section 28A of the NHS Act 1977, as 
amended by section 29 of the Health Act 1999. 

 
  See overlap with Standing Financial Instruction 12.3. 
 
9.2 Equality duty considerations 
 

In confirming a contract to purchase from a voluntary organisation or a local 
authority the Trust Board will remain responsible for meeting the equality 
duty and may therefore need to include obligations relating to equality in the 
service contract.  As a minimum this should include conditions which: 
 
 Prohibit the contractor from unlawfully discriminating under the Equality 

Act 
 Require them to take all reasonable steps to ensure that staff, suppliers 

and subcontractors meet their obligations under the Equality Act.  
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1      APPENDIX 1: INTERPRETATIONS and 
DEFINITIONS FOR STANDING ORDERS AND STANDING FINANCIAL 
INSTRUCTIONS 

 
 

Save as otherwise permitted by law, at any meeting of the Trust Board of 
University Hospitals Coventry & Warwickshire NHS Trust (UHCW) the Chair of 
the Trust shall be the final authority on the interpretation of Standing Orders (on 
which they should be advised by the Chief Executive Officer or Director of 
Corporate Affairs).  

 
Any expression to which a meaning is given in  the National Health Service Act 
1977, National Health Service and Community Care Act 1990 and other Acts 
relating to the National Health Service or in the Financial Regulations made 
under the Acts shall have the same meaning in these Standing Orders and 
Standing Financial Instructions and in addition: 

 
 "Accountable Officer" means the NHS Officer responsible and accountable 

for funds entrusted to the Trust.  The officer shall be responsible for ensuring 
the proper stewardship of public funds and assets.  For this Trust it shall be the 
Chief Executive Officer. 

 
 "Trust" means the University Hospitals Coventry and Warwickshire NHS Trust. 
 
 "Trust Board" means the Chair, officer and non-officer members of the Trust 

collectively as a body. 
 
 "Budget" means a resource, expressed in financial terms, proposed by the 

Trust Board for the purpose of carrying out, for a specific period, any or all of 
the functions of the Trust. 

 
 “Budget holder” means the director of employee with delegated authority to 

manage finances (Income and Expenditure) for a specific area of the 
organisation. 

 
 "Chair of the Board (or Trust)" is the person appointed by the Secretary of 

State for Health to lead the Trust Board and to ensure that it successfully 
discharges its overall responsibility for the Trust as a whole. The expression 
“the Chair of the Trust” shall be deemed to include the Vice-Chair of the Trust 
if the Chair is absent from the meeting or is otherwise unavailable.  

 
 "Chief Executive Officer" is the Accountable Officer for the Trust 

 
 "Commissioning" means the process for determining the need for and for 

obtaining the supply of healthcare and related services by the Trust within 
available resources. 

 
 "Committee" means a committee or sub-committee created and appointed by 

the Trust Board. 
 
 "Committee members" means persons formally appointed by the Trust Board 

to sit on or to chair specific committees. 
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 "Contracting and procuring" means the systems for obtaining the supply of 
goods, materials, manufactured items, services, building and engineering 
services, works of construction and maintenance and for disposal of surplus 
and obsolete assets. 

 
 "Chief Finance Officer" fulfils the statutory function of director of finance for 

the Trust 
 

  
 “Funds held on trust” means those funds which the Trust holds on date of 

incorporation, receives on distribution by statutory instrument or chooses 
subsequently to accept under powers derived under S.90 of the NHS Act 1977, 
as amended. Such funds may or may not be charitable.  

 
 "Member" means officer or non-officer member of the Trust Board as the 

context permits.  Member in relation to the Trust Board does not include its 
Chair.  

 
 “Associate Member” means a person appointed to perform specific statutory 

and non-statutory duties which have been delegated by the Trust Board for 
them to perform and these duties have been recorded in an appropriate Trust 
Board minute or other suitable record.  

 
 "Membership, Procedure and Administration Arrangements Regulations" 

means NHS Membership and Procedure Regulations (SI 1990/2024) and 
subsequent amendments. {Appendix 1} 

 
 NHS Improvement (NHSI) The operating title of statutory regulators, including 

Monitor and the Trust Development Authority.  
  
 "Nominated officer" means an officer charged with the responsibility for 

discharging specific tasks within Standing Orders and Standing Financial 
Instructions. 

 
 "Non-officer member" means a member of the Trust who is not an officer of 

the Trust and is not to be treated as an officer by virtue of regulation 1(3) of the 
Membership, Procedure and Administration Arrangements Regulations. 

 
 "Officer" means employee of the Trust or any other person holding a paid 

appointment or office with the Trust. Officer members are also referred to as 
executive directors or Chief Officers. 

 
 "Officer member" means a member of the Trust who is either an officer of the 

Trust or is to be treated as an officer by virtue of regulation 1(3) (i.e. the Chair 
of the Trust or any person nominated by such a Committee for appointment as 
a Trust member).    

 "Secretary" means a person appointed to act independently of the Trust Board 
to provide advice on corporate governance issues to the Trust Board and the 
Chair and monitor the Trust’s compliance with the law, Standing Orders, and 
Department of Health and Social Care guidance. For this Trust the Director of 
Corporate Affairs carries out the Secretary function. 

 
 "SFIs" means Standing Financial Instructions. 
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 "SOs" means Standing Orders.  
 
 "Vice-Chair" means the non-officer member appointed by the Trust Board to 

take on the Chair’s duties if the Chair is absent for any reason. 
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1 SCHEME OF RESERVATION AND DELEGATION 
 
1.1 DECISIONS RESERVED TO THE TRUST BOARD 
 

 REF THE TRUST BOARD DECISIONS RESERVED TO THE TRUST BOARD 

NA THE TRUST BOARD General Enabling Provision 
 
The Board may determine any matter, for which it has delegated or statutory authority, it wishes in full 
session within its statutory powers.

NA THE TRUST BOARD Regulations and Control 
 
1. Approve Standing Orders (SOs), a schedule of matters reserved to the Trust Board and Standing 

Financial Instructions (SFIs) for the regulation of its proceedings and business. 
2. Suspend Standing Orders. 
3. Vary or amend the Standing Orders. 
4. Ratify any urgent decisions taken by the Chair and Chief Executive Officer in public session in 

accordance with SO 5.2 
5. Approve a scheme of delegation of powers from the Trust Board to committees. 
6. Require and receive the declaration of Trust Board members’ interests that may conflict with those of 

the Trust and determining the extent to which that member may remain involved with the matter 
under consideration. 

7. Require and receive the declaration of officers’ interests that may conflict with those of the Trust. 
8. Approve arrangements for dealing with complaints. 
9. Adopt the organisation structures, processes and procedures to facilitate the discharge of business 

by the Trust and to agree modifications thereto. 
10. Receive reports from committees including those that the Trust is required by the Secretary of State 

or other regulation to establish and to take appropriate action on. 
11. Confirm the recommendations of the Trust’s committees where the committees do not have 

executive powers. 
12. Approve arrangements relating to the discharge of the Trust’s responsibilities as a corporate trustee 

for funds held on trust. 
13. Establish terms of reference and reporting arrangements of all committees and sub-committees that 

are established by the Trust Board. 
14. Approve arrangements relating to the discharge of the Trust’s responsibilities as a bailer for patients’ 

property. 
15. Authorise use of the seal.  
16. Ratify or otherwise instances of failure to comply with Standing Orders brought to the Chief 

Executive Officer’s attention in accordance with SO 5.6. 
17. Discipline members of the Trust Board or employees who are in breach of statutory requirements or 

SOs.
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 REF THE TRUST BOARD DECISIONS RESERVED TO THE TRUST BOARD 

NA THE TRUSTBOARD Appointments/ Dismissal 
 
1. Appoint the Vice Chair of the Trust Board. 
2. Appoint and dismiss committees (and individual members) that are directly accountable to the Trust 

Board. 
3. Appoint, appraise, discipline and dismiss Executive Directors (subject to SO 2.2). 
4. Confirm appointment of members of any committee of the Trust as representatives on outside bodies. 
5. Appoint, appraise, discipline and dismiss the Secretary (if the appointment of a Secretary is required 

under Standing Orders). 
6. Approve proposals of the Remuneration Committee regarding directors and senior employees and 

those of the Chief Executive Officer for staff not covered by the Remuneration Committee.

NA THE TRUST BOARD Strategy, Plans and Budgets 
 
1. Define the strategic aims and objectives of the Trust. 
2. Approve proposals for ensuring quality and developing clinical governance in services provided by the 

Trust, having regard to any guidance issued by the Secretary of State. 
3. Approve the Trust’s policies and procedures for the management of risk. 
4. Approve Outline and Final Business Cases for Capital Investment where the value is above that 

delegated to the Chief Officers.  
5. Approve budgets.  
6. Approve and monitor the Trust’s proposed organisational development proposals. 
7. Ratify proposals for acquisition, disposal or change of use of land and/or buildings. 
8. Approve PFI proposals. 
9. Approve the opening of bank accounts. 
10. Approve proposals on individual contracts (other than NHS contracts) amounting to, or likely to amount 

to over the following sums: 
 Capital: £500,000 
 Revenue: £1,000,000 

11. Approve proposals in individual cases for the write off of losses or making of special payments above 
the limits of delegation to the Chief Executive Officer and Chief Finance Officer (for losses and special 
payments) previously approved by the Trust Board. 

12. Approve individual compensation payments. 
13. Approve proposals for action on litigation against or on behalf of the Trust. 
14. Review use of NHSLA risk pooling schemes (LPST/CNST/RPST). 
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 REF THE TRUST BOARD DECISIONS RESERVED TO THE TRUST BOARD 

 THE TRUST BOARD Audit 
 
1. Approve the appointment (and where necessary dismissal) of External Auditors as far as the rules 

governing the appointment permit Approval of external auditors’ arrangements for the separate audit 
of funds held on trust, and the submission of reports to the Audit and Risk Assurance Committee 
meetings which will take appropriate action.   

2. Receive the annual audit letter from the external auditor and agreement of proposed action, taking 
account of the advice, where appropriate, of the Audit and Risk Assurance Committee. 

3. Receive the Head of Internal Audit opinion and agree action on recommendations where appropriate 
of the Audit and Risk Assurance Committee. 

NA THE TRUST BOARD Annual Reports and Accounts 
 
1. Receipt and approval of the Trust's Annual Report and Annual Accounts. 
2. Receipt and approval of the Annual Report and Accounts for funds held on trust. 

NA THE TRUST BOARD Monitoring 
 
1. Receive such reports as the Trust Board sees fit from committees in respect of their exercise of powers 

delegated. 
2. Continuous appraisal of the affairs of the Trust by means of the provision to the Trust Board as the 

Trust Board may require from directors, committees, and officers of the Trust as set out in management 
policy statements.   

3. All monitoring returns required by the Department of Health and Social Care and the Charity 
Commission shall be reported, at least in summary, to the Trust Board. 

4. Receive reports from the Chief Finance Officer on actual and forecast financial performance against 
budget and Business Plan. 

5. Receive reports from the Chief Executive Officer or Chief Finance Officer (as appropriate) on actual 
and forecast income from Contracts for Health Services. 

6. Receive reports from the responsible Chief Officers relating to general organizational performance and 
quality
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1.2 SCHEME OF DELEGATION DERIVED FROM THE ACCOUNTABLE OFFICER MEMORANDUM 
 

 REF DELEGATED TO DUTIES DELEGATED 

7 CHIEF EXECUTIVE 
OFFICER 

Accountable through NHS Accounting Officer to Parliament for stewardship of Trust resources 

9 CHIEF EXECUTIVE 
OFFICER and 

CHIEF FINANCE 
OFFICER 

Ensure the accounts of the Trust are prepared under principles and in a format directed by the Secretary of 
State. Accounts must disclose a true and fair view of the Trust’s income and expenditure and its state of 
affairs. 

Sign the accounts on behalf of the Trust Board. 

10 CHIEF EXECUTIVE 
OFFICER 

Sign a statement in the accounts outlining responsibilities as the Accountable Officer. 

Sign a statement in the accounts outlining responsibilities in respect of Internal Control (Annual Governance 
Statement) 

12 & 13 CHIEF EXECUTIVE 
OFFICER 

Ensure effective management systems that safeguard public funds and assist the Trust Chair to implement 
requirements of corporate governance including ensuring managers:  

 “have a clear view of their objectives and the means to assess achievements in relation to those 
objectives 

 be assigned well defined responsibilities for making best use of resources 

 have the information, training and access to the expert advice they need to exercise their 
responsibilities effectively.” 

12 CHAIR Implement requirements of corporate governance supported by the Director of Corporate Affairs. 

13 CHIEF EXECUTIVE 
OFFICER 

Achieve value for money from the resources available to the Trust and avoid waste and extravagance in 
the organisation's activities. 

Follow through the implementation of any recommendations affecting good practice as set out on reports 
from such bodies as the Audit Commission and the National Audit Office (NAO). 

15 CHIEF FINANCE 
OFFICER 

Operational responsibility for effective and sound financial management and information.  

15 CHIEF EXECUTIVE 
OFFICER 

Primary duty to see that Chief Finance Officer discharges this function. 

16 CHIEF EXECUTIVE 
OFFICER 

Ensuring that expenditure by the Trust complies with Parliamentary requirements. 
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 REF DELEGATED TO DUTIES DELEGATED 

18 CHIEF EXECUTIVE 
OFFICER and 

CHIEF FINANCE 
OFFICER 

Chief Executive Officer, supported by Chief Finance Officer, to ensure appropriate advice is given to the 
Trust Board on all matters of probity, regularity, prudent and economical administration, efficiency and 
effectiveness. 

19 CHIEF EXECUTIVE 
OFFICER 

If the Chief Executive Officer considers the Trust Board or Chair is doing something that might infringe probity 
or regularity, he should set this out in writing to the Chair and the Trust Board. If the matter is unresolved, 
he/she should ask the Audit and Risk Assurance Committee to inquire and if necessary NHS Improvement 
and Department of Health and Social Care. 

21 CHIEF EXECUTIVE 
OFFICER 

If the Trust Board is contemplating a course of action that raises an issue not of formal propriety or regularity 
but affects the Chief Executive Officer’s responsibility for value for money, the Chief Executive Officer 
should draw the relevant factors to the attention of the Trust Board.  If the outcome is that you are overruled 
it is normally sufficient to ensure that your advice and the overruling of it are clearly apparent from the 
papers.  Exceptionally, the Chief Executive Officer should inform NHS Improvement and the Department 
of Health and Social Care.  In such cases, and in those described in paragraph 24, the Chief Executive 
Officer should as a member of the Trust Board vote against the course of action rather than merely abstain 
from voting. 

 



  

 

GM2 Reservation of Power & Scheme of Delegation (Version 13.0) Oct-2023  8 

1.3 SCHEME OF DELEGATION DERIVED FROM THE CODES OF CONDUCT AND ACCOUNTABILITY 
 
 

REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

1.3.1.7 TRUST BOARD Approve procedure for declaration of hospitality and sponsorship. 

1.3.1.8 TRUST BOARD Ensure proper and widely publicised procedures for voicing complaints, concerns about misadministration, 
breaches of Code of Conduct, and other ethical concerns. 

1.31.9 & 
1.3.2.2 

ALL TRUST BOARD 
MEMBERS  

Subscribe to Code of Conduct. 

1.3.2.4 TRUST BOARD Trust Board members share corporate responsibility for all decisions of the Trust Board. 

1.3.2.4 CHAIR AND NON-
EXECUTIVE 

OFFICER 
MEMBERS 

Chair and non-officer members are responsible for monitoring the executive management of the 
organisation and are responsible to the Secretary of State for the discharge of those responsibilities. 

1.3.2.4 TRUST BOARD The Trust Board has six key functions for which it is held accountable by the Department of Health and 
Social Care on behalf of the Secretary of State: 
 
1. to ensure effective financial stewardship through value for money, financial control and financial   

planning and   strategy; 
2. to ensure that high standards of corporate governance and personal behaviour are maintained in the 

conduct of the business of the whole organisation;  
3. to appoint, appraise and remunerate senior executives;   
4. to ratify the strategic direction of the organisation within the overall policies and priorities of the 

Government and the NHS, define its annual and longer term objectives and agree plans to achieve 
them;  

5. to oversee the delivery of planned results by monitoring performance against objectives and ensuring 
corrective action is taken when necessary;  

6. to ensure effective dialogue between the organisation and the local community on its plans and 
performance and that these are responsive to the community's needs.  

1.3.24 TRUST BOARD It is the Trust Board’s duty to: 
 
1. act within statutory financial and other constraints;  
2. be clear what decisions and information are appropriate to the Trust Board and draw up Standing 

Orders, a schedule of decisions reserved to the Trust Board and Standing Financial Instructions to 
reflect these, 
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REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

3. ensure that management arrangements are in place to enable responsibility to be clearly delegated to 
senior executives for the main programmes of action and for performance against programmes to be 
monitored and senior executives held to account; 

4. establish performance and quality measures that maintain the effective use of resources and provide 
value for money; 

5. specify its requirements in organising and presenting financial and other information succinctly and 
efficiently to ensure the Trust Board can fully undertake its responsibilities;  

6. establish Audit and Remuneration Committees on the basis of formally agreed terms of reference that 
set out the membership of the sub-committee, the limit to their powers, and the arrangements for 
reporting back to the main Trust Board. 

1.3.2.5 CHAIR It is the Chair's role to: 
 
1. provide leadership to the Trust Board;  
2. enable all Trust Board members to make a full contribution to the Trust Board's affairs and ensure that 

the Trust Board acts as a team; 
3. ensure that key and appropriate issues are discussed by the Board in a timely manner, 
4. ensure the Trust Board has adequate support and is provided efficiently with all the necessary data 

on which to base informed decisions; 
5. lead Non-Executive Trust Board members through a formally-appointed Remuneration Committee of 

the main Trust Board on the appointment, appraisal and remuneration of the Chief Executive Officer 
and (with the latter) other Executive Trust Board members; 

6. Recommend the appointment of Non-Executive Trust Board members to an Audit and Risk Assurance 
Committee of the main Board; 

7. advise the Secretary of State (through NHS Improvement) on the performance of Non-Executive Trust 
Board members.

1.3.2.5 CHIEF EXECUTIVE 
OFFICER 

The Chief Executive Officer is accountable to the Chair and Non-Executive members of the Trust Board 
for ensuring that its decisions are implemented, that the organisation works effectively, in accordance with 
Government policy and public service values and for the maintenance of proper financial stewardship. 
The Chief Executive Officer should be allowed full scope, within clearly defined delegated powers, for 
action in fulfilling the decisions of the Trust Board. 
The other duties of the Chief Executive Officer as Accountable Officer are laid out in the Accountable 
Officer Memorandum.

1.3.2.6 NON EXECUTIVE  
DIRECTORS 

Non-Executive Directors are appointed by NHS Improvement to bring independent judgement to bear on 
issues of strategy, performance, key appointments and accountability through the Department of Health 
and Social Care to Ministers and to the local community.

1.3.2.8 CHAIR AND 
DIRECTORS 

Declaration of conflict of interests. 
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REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

1.3.2.9 TRUST BOARD NHS Boards must comply with legislation and guidance issued by the Department of Health and Social 
Care on behalf of the Secretary of State, respect agreements entered into by themselves or in on their 
behalf and establish terms and conditions of service that are fair to the staff and represent good value for 
taxpayers' money.
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1.4 SCHEME OF DELEGATION FROM STANDING ORDERS 
 
 

SO REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

1.1 CHAIR Final authority in interpretation of Standing Orders (SOs). 

2.4 TRUST BOARD Appointment of Vice Chair 

3.1 CHAIR Call meetings. 

3.9 CHAIR Chair all Trust Board meetings and associated responsibilities. 

3.10 CHAIR Give final ruling in questions of order, relevancy and regularity of meetings. 

3.12 CHAIR Having a second or casting vote 

3.13 TRUST BOARD Suspension of Standing Orders 

3.13 AUDIT AND RISK 
ASSURANCE 
COMMITTEE 

Audit and Risk Assurance Committee to review every decision to suspend Standing Orders (power to suspend 
Standing Orders is reserved to the Trust Board)  

3.14 TRUST BOARD Variation or amendment of Standing Orders 

4.1 TRUST BOARD Formal delegation of powers to sub committees or joint committees and approval of their constitution and 
terms of reference. (Constitution and terms of reference of sub committees may be approved by the Chief 
Executive Officer.) 

5.2 CHAIR & CHIEF 
EXECUTIVE 

OFFICER 

The powers which the Trust Board has retained to itself within these Standing Orders may in emergency be 
exercised by the Chair and Chief Executive Officer after having consulted at least two Non-Executive 
members. 

5.4 CHIEF EXECUTIVE 
OFFICER 

The Chief Executive Officer shall prepare a Scheme of Delegation identifying his/her proposals that shall be 
considered and approved by the Trust Board, subject to any amendment agreed during the discussion. 

5.6 ALL  Disclosure of non-compliance with Standing Orders to the Chief Executive Officer as soon as possible. 

7.1 TRUST BOARD  Declare relevant and material interests. 

7.2 DIRECTOR OF 
CORPORATE 

AFFAIRS 

Maintain Register(s) of Interests. 

7.4 ALL STAFF Comply with national guidance contained in HSG 1993/5 “Standards of Business Conduct for NHS Staff”. 
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SO REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

7.4 ALL Disclose relationship between self and candidate for staff appointment. (Chief Executive Officer to report the 
disclosure to the Trust Board.) 

8.1/8.3 DIRECTOR OF 
CORPORATE 

AFFAIRS 

Keep seal in safe place and maintain a register of sealing. 

8.4 CHIEF EXECUTIVE 
OFFICER / 

EXECUTIVE 
DIRECTOR 

Approve and sign all documents which will be necessary in legal proceedings other than where authority has 
been specifically delegated to another individual.  

  
* Nominated officers and the areas for which they are responsible should be incorporated into the Trust’s Scheme of Delegation document. 
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2 SCHEME OF DELEGATION FROM SFI’s 
 
2.1 AUTHORITIES / DUTIES DELEGATED 
 

SFI REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

1.1.3 CHIEF FINANCE 
OFFICER 

Approval of all financial procedures. 

1.1.4 CHIEF FINANCE 
OFFICER 

Advice on interpretation or application of Standing Financial Instructions. 

1.1.6 ALL MEMBERS OF THE 
TRUST BOARD  and 

EMPLOYEES 

Have a duty to disclose any non-compliance with these Standing Financial Instructions to the Director of 
Performance and Finance as soon as possible. 

1.2.4 CHIEF EXECUTIVE 
OFFICER 

 

Responsible as the Accountable Officer to ensure financial targets and obligations are met and have 
overall responsibility for the System of Internal Control. 

1.2.4  CHIEF EXECUTIVE 
OFFICER and CHIEF 
FINANCE OFFICER 

Accountable for financial control but will, as far as possible, delegate their detailed responsibilities. 

1.2.5 CHIEF EXECUTIVE 
OFFICER 

To ensure all Trust Board members, officers and employees, present and future, are notified of and 
understand Standing Financial Instructions. 

1.2.6 CHIEF FINANCE 
OFFICER 

Responsible for: 
a) Implementing the Trust's financial policies and coordinating corrective action; 

b) Maintaining an effective system of financial control including ensuring detailed financial procedures 
and systems are prepared and documented; 

c) Ensuring that sufficient records are maintained to explain Trust’s transactions and financial position; 

d) Providing financial advice to members of Trust Board and staff; 

e) Maintaining such accounts, certificates etc as are required for the Trust to carry out its statutory 
duties. 

1.2.7 ALL MEMBERS OF THE 
TRUST BOARD and 

EMPLOYEES 

Responsible for security of the Trust's property, avoiding loss, exercising economy and efficiency in using 
resources and conforming to Standing Orders, Financial Instructions and financial procedures. 
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SFI REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

1.2.8 CHIEF EXECUTIVE 
OFFICER 

Ensure that any contractor or employee of a contractor who is empowered by the Trust to commit the 
Trust to expenditure or who is authorised to obtain income are made aware of these instructions and their 
requirement to comply. 

2.1.1 AUDIT AND RISK 
ASSURANCE 
COMMITTEE 

Provide independent and objective view on internal control and probity. 

2.1.2 AUDIT AND RISK 
ASSURANCE 

COMMITTEE CHAIR 

Raise the matter at the Trust Board meeting where Audit and Risk Assurance Committee considers there 
is evidence of ultra vires transactions or improper acts. 
 

2.1.3 & 
2.2.1 

CHIEF FINANCE 
OFFICER  

Ensure an adequate internal audit service, for which he/she is accountable, is provided (and involve the 
Audit and Risk Assurance Committee in the selection process when/if an internal audit service provider is 
changed.)

2.2.1 CHIEF FINANCE 
OFFICER 

Decide at what stage to involve police in cases of misappropriation and other irregularities not involving 
fraud or corruption. 

2.3 HEAD OF INTERNAL 
AUDIT 

Review, appraise and report in accordance with NHS Internal Audit Manual and best practice.  

2.4 AUDIT AND RISK 
ASSURANCE 
COMMITTEE 

Ensure cost-effective External Audit. 

2.5 CHIEF EXECUTIVE 
OFFICER and CHIEF 
FINANCE OFFICER 

Monitor and ensure compliance with Secretary of State Directions on fraud and corruption including the 
appointment of the Local Counter Fraud Specialist. 

2.6 CHIEF EXECUTIVE 
OFFICER 

Monitor and ensure compliance with Directions issued by the Secretary of State for Health on NHS 
security management including appointment of the Local Security Management Specialist. 

4.1.1 CHIEF EXECUTIVE 
OFFICER 

Compile and submit to the Trust Board a Business Plan which takes into account financial targets and 
forecast limits of available resources.  The Business Plan will contain: 
 a statement of the significant assumptions on which the plan is based; 
 details of major changes in workload, delivery of services or resources required to achieve the plan.

4.1.2 & 
4.1.3 

CHIEF FINANCE 
OFFICER  

Submit budgets to the Trust Board for approval. 

Monitor performance against budget; submit to the Trust Board financial estimates and forecasts.  

4.1.6 CHIEF FINANCE 
OFFICER 

Ensure adequate training is delivered on an on going basis to budget holders. 
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SFI REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

4.3.1 CHIEF EXECUTIVE 
OFFICER 

Delegate budget to budget holders.  

4.3.2 CHIEF EXECUTIVE 
OFFICER and BUDGET 

HOLDERS 
Must not exceed the budgetary total or virement limits set by the Trust Board. 

4.4.1 CHIEF FINANCE 
OFFICER 

Devise and maintain systems of budgetary control. 

4.4.2 BUDGET HOLDERS Ensure that  

a)  no overspend or reduction of income that cannot be met from virement is incurred without prior 
consent of Trust Board; 
b) approved budget is not used for any other than specified purpose subject to rules of virement; 
c) no permanent employees are appointed without the approval of the Chief Executive Officer other 
than those provided for within available resources and manpower establishment 
d) a business case is prepared as appropriate for investment, divestment and service change in 
accordance with the Trust’s business planning process which is subject to appropriate authorisation.

4.4.3 CHIEF EXECUTIVE 
OFFICER 

Identify and implement cost improvements and income generation activities in line with the Business Plan. 

4.6.1 CHIEF EXECUTIVE 
OFFICER 

Submit monitoring returns 

5.1 CHIEF FINANCE 
OFFICER 

Preparation of annual accounts and reports. 

6.1 CHIEF FINANCE 
OFFICER 

Managing banking arrangements, including provision of banking services, operation of accounts, 
preparation of instructions and list of cheque signatories. 

(Trust Board approves arrangements.) 

7. CHIEF FINANCE 
OFFICER 

Income systems, including system design, prompt banking, review and approval of fees and charges, 
debt recovery arrangements, design and control of receipts, provision of adequate facilities and systems 
for employees whose duties include collecting or holding cash. 

7.2.3 ALL EMPLOYEES Duty to inform Chief Finance Officer of money due from transactions which they initiate/deal with. 

8. CHIEF EXECUTIVE 
OFFICER 

Tendering and contract procedure. 
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SFI REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

8.1 CHIEF FINANCE 
OFFICER AND 

DIRECTOR OF ESTATES 
Contracting procedures governing variations to the PFI contract. 

8.5.3 CHIEF EXECUTIVE 
OFFICER 

Waive formal tendering procedures.  

8.5.3 CHIEF EXECUTIVE 
OFFICER 

Report waivers of tendering procedures to the Trust Board. 

8.5.5 CHIEF FINANCE 
OFFICER 

Where a supplier is chosen that is not on the approved list the reason shall be recorded in writing to the 
Chief Executive Officer. 

8.6.2 CHIEF EXECUTIVE 
OFFICER 

Responsible for the receipt, endorsement and safe custody of tenders received. 

8.6.3 CHIEF EXECUTIVE 
OFFICER 

Shall maintain a register to show each set of competitive tender invitations dispatched. 

8.6.4 CHIEF EXECUTIVE 
OFFICER and CHIEF 
FINANCE OFFICER 

Where one tender is received will assess for value for money and fair price. 

8.6.6 CHIEF EXECUTIVE 
OFFICER 

No tender shall be accepted which will commit expenditure in excess of that which has been allocated by 
the Trust and which is not in accordance with these Instructions except with the authorisation of the Chief 
Executive Officer. 

8.6.8 CHIEF EXECUTIVE 
OFFICER 

Will appoint a manager to maintain a list of approved firms. 

8.6.9 CHIEF EXECUTIVE 
OFFICER 

Shall ensure that appropriate checks are carried out as to the technical and financial capability of those 
firms that are invited to tender or quote. 

8.7.2 CHIEF EXECUTIVE 
OFFICER 

The Chief Executive Officer or his nominated officer should evaluate the quotation and select the quote 
which gives the best value for money. 

8.7.4 CHIEF EXECUTIVE 
OFFICER or CHIEF 
FINANCE OFFICER  

No quotation shall be accepted which will commit expenditure in excess of that which has been allocated 
by the Trust and which is not in accordance with these Instructions except with the authorisation of the 
Chief Executive Officer. 

8.10 CHIEF EXECUTIVE 
OFFICER 

The Chief Executive Officer shall demonstrate that the use of private finance represents value for money 
and genuinely transfers risk to the private sector. 
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SFI REF DELEGATED TO AUTHORITIES/DUTIES DELEGATED 

8.10 TRUST BOARD All PFI proposals must be agreed by the Trust Board. 

8.11 CHIEF EXECUTIVE 
OFFICER 

The Chief Executive Officer shall nominate an officer who shall oversee and manage each contract on 
behalf of the Trust. 

8.12 CHIEF EXECUTIVE 
OFFICER 

The Chief Executive Officer shall nominate officers with delegated authority to enter into contracts of 
employment, regarding staff, agency staff or temporary staff service contracts. 

8.15 CHIEF EXECUTIVE 
OFFICER 

The Chief Executive Officer shall be responsible for ensuring that best value for money can be 
demonstrated for all services provided on an in-house basis. 

8.15.5 CHIEF EXECUTIVE 
OFFICER 

The Chief Executive Officer shall nominate an officer to oversee and manage the contract on behalf of the 
Trust. 

9.1.1 CHIEF EXECUTIVE 
OFFICER 

Must ensure the Trust enters into suitable Contracts for Health Services with service commissioners for 
the provision of NHS services

9.3 CHIEF EXECUTIVE 
OFFICER 

As the Accountable Officer, ensure that regular reports are provided to the Trust Board detailing actual 
and forecast income from the Contracts for Health Services

11.1.1 TRUST BOARD Establish a Remuneration & Terms of Service Committee 

11.1.2 REMUNERATION 
COMMITTEE 

Advise the Trust Board on and make recommendations on the remuneration and terms of service of the 
Chief Executive Officer, other officer members and senior employees that are subject to local pay 
arrangements to ensure they are fairly rewarded having proper regard to the Trust’s circumstances and 
any national agreements; 
Monitor and evaluate the performance of individual senior employees; 
Advise on and oversee appropriate contractual arrangements for such staff, including proper calculation 
and scrutiny of termination payments.

11.1.3 REMUNERATION 
COMMITTEE 

Report in writing to the Trust Board its advice and its bases about remuneration and terms of service of 
directors and senior employees.  

11.1.4 TRUST BOARD Approve proposals presented by the Chief Executive Officer for setting of remuneration and conditions of 
service for those employees and officers not covered by the Remuneration Committee. 

11.2.2 CHIEF EXECUTIVE 
OFFICER Approval of variation to funded establishment of any department. 

11.3 CHIEF EXECUTIVE 
OFFICER 

Staff, including agency staff, appointments and re-grading. 

11.4.1 AND 
11.4.2 

CHIEF PEOPLE  
OFFICER 

Payroll: 

a) specifying timetables for submission of properly authorised time records and other notifications; 
b) final determination of pay and allowances; 
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c) making payments on agreed dates; 
d) agreeing method of payment; 
e) issuing instructions (as listed in SFI 11.4.2). 

  

11.4.3 NOMINATED 
MANAGERS* 

Submit time records in line with timetable. 
Complete time records and other notifications in required form. 
Submitting termination forms in prescribed form and on time. 

11.4.4 CHIEF PEOPLE 
OFFICER  

Ensure that the chosen method for payroll processing is supported by appropriate (contracted) terms 
and conditions, adequate internal controls and audit review procedures and that suitable arrangements 
are made for the collection of payroll deductions and payment of these to appropriate bodies. 

11.5 CHIEF PEOPLE 
OFFICER  

Ensure that all employees are issued with a Contract of Employment in a form approved by the Trust 
Board and which complies with employment legislation; and 
Deal with variations to, or termination of, contracts of employment.

12.1 CHIEF EXECUTIVE 
OFFICER 

Determine, and set out, level of delegation of non-pay expenditure to budget managers, including a list of 
managers authorised to place requisitions, the maximum level of each requisition and the system for 
authorisation above that level.  

[It is good practice to append such lists to the Scheme of Delegation document.] 

12.1.3 CHIEF EXECUTIVE 
OFFICER 

Set out procedures on the seeking of professional advice regarding the supply of goods and services. 

12.2.1 REQUISITIONER* In choosing the item to be supplied (or the service to be performed) shall always obtain the best value for 
money for the Trust.  In so doing, the advice of the Trust's adviser on supply shall be sought. 

12.2.2 CHIEF FINANCE 
OFFICER 

Shall be responsible for the prompt payment of accounts and claims. 

12.2.3 CHIEF FINANCE 
OFFICER 

a) Advise the Trust Board regarding the setting of thresholds above which quotations (competitive or 
otherwise) or formal tenders must be obtained; and, once approved, the thresholds should be 
incorporated in standing orders and regularly reviewed; 

b) Prepare procedural instructions [where not already provided in the Scheme of Delegation or 
procedure notes for budget holders] on the obtaining of goods, works and services incorporating the 
thresholds; 

c) Be responsible for the prompt payment of all properly authorised accounts and claims; 
d) Be responsible for designing and maintaining a system of verification, recording and payment of all 

amounts payable;  
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e) A timetable and system for submission to the Chief Finance Officer of accounts for payment; 
provision shall be made for the early submission of accounts subject to cash discounts or otherwise 
requiring early payment; 

f) Instructions to employees regarding the handling and payment of accounts within the Finance 
Department; 

g) Be responsible for ensuring that payment for goods and services is only made once the goods and 
services are received

12.2.4 APPROPRIATE 
EXECUTIVE DIRECTOR 

Make a written case to support the need for a prepayment. 

12.2.4 CHIEF FINANCE 
OFFICER 

Approve proposed prepayment arrangements. 

12.2.4 BUDGET HOLDER Ensure that all items due under a prepayment contract are received (and immediately inform Chief 
Finance Officer if problems are encountered). 

12.2.5 CHIEF EXECUTIVE 
OFFICER 

Authorise who may use and be issued with official orders. 

12.2.6 MANAGERS AND 
OFFICERS 

Ensure that they comply fully with the guidance and limits specified by the Chief Finance Officer. 

12.2.7 CHIEF EXECUTIVE 
OFFICER & CHIEF 
FINANCE OFFICER 

Ensure that the arrangements for financial control and financial audit of building and engineering contracts 
and property transactions comply with the guidance contained within CONCODE and ESTATECODE.  
The technical audit of these contracts shall be the responsibility of the relevant Director. 

12..3 CHIEF FINANCE 
OFFICER 

Lay down procedures for payments to local authorities and voluntary organisations made under the 
powers of section 28A of the NHS Act.  

13.1.1 CHIEF FINANCE 
OFFICER 

The Chief Finance Officer will advise the Trust Board on the Trust’s ability to pay dividend on PBC and 
report, periodically, concerning the PDC debt and all loans and overdrafts. 

13.1.2 TRUST BOARD Approve a list of employees authorised to make short term borrowings on behalf of the Trust. (This must 
include the Chief Executive Officer and Chief Finance Officer.)

13.1.3 CHIEF FINANCE 
OFFICER 

Prepare detailed procedural instructions concerning applications for loans and overdrafts. 

13.1.4 CHIEF EXECUTIVE 
OFFICER or CHIEF 
FINANCE OFFICER 

Be on an authorising panel comprising one other member for short term borrowing approval. 
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13.2.2 CHIEF FINANCE 
OFFICER Will advise the Trust Board on investments and report, periodically, on performance of same. 

13.2.3 CHIEF FINANCE 
OFFICER Prepare detailed procedural instructions on the operation of investments held. 

14 CHIEF FINANCE 
OFFICER Ensure that Trust Board members are aware of the Financial Framework and ensure compliance 

15.1.1 & 2 CHIEF EXECUTIVE 
OFFICER 

Capital investment programme: 

a) ensure that there is adequate appraisal and approval process for determining capital expenditure 
priorities and the effect that each has on plans 

b) responsible for the management of capital schemes and for ensuring that they are delivered on time 
and within cost; 

c) ensure that capital investment is not undertaken without availability of resources to finance all 
revenue consequences; 

d) ensure that a business case is produced for each proposal.

15.1.2 CHIEF FINANCE 
OFFICER 

Certify professionally the costs and revenue consequences detailed in the business case for capital 
investment. 

15.1.3 CHIEF EXECUTIVE 
OFFICER 

Issue procedures for management of contracts involving stage payments. 

15.1.4 CHIEF FINANCE 
OFFICER Assess the requirement for the operation of the construction industry taxation deduction scheme. 

15.1.5 CHIEF FINANCE 
OFFICER 

Issue procedures for the regular reporting of expenditure and commitment against authorised capital 
expenditure.

15.1.6 CHIEF EXECUTIVE 
OFFICER 

Issue manager responsible for any capital scheme with authority to commit expenditure, authority to 
proceed to tender and approval to accept a successful tender. 
Issue a scheme of delegation for capital investment management. 

15.1.7 CHIEF FINANCE 
OFFICER 

Issue procedures governing financial management, including variation to contract, of capital investment 
projects and valuation for accounting purposes. 

15.2.1 CHIEF FINANCE 
OFFICER 

Demonstrate that the use of private finance represents value for money and genuinely transfers 
significant risk to the private sector.

15.2.1 TRUST BOARD Proposal to use PFI must be specifically agreed by the Trust Board. 

15.3.1 CHIEF EXECUTIVE 
OFFICER 

Maintenance of asset registers (on advice from Chief Finance Officer). 

15.3.5 CHIEF FINANCE 
OFFICER 

Approve procedures for reconciling balances on fixed assets accounts in ledgers against balances on 
fixed asset registers. 
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15.3.8 CHIEF FINANCE 
OFFICER 

Calculate and pay capital charges in accordance with Department of Health and Social Care 
requirements. 

15.4.1 CHIEF EXECUTIVE 
OFFICER 

Overall responsibility for fixed assets. 

15.4.2 CHIEF FINANCE 
OFFICER 

Approval of fixed asset control procedures. 

15.4.4 TRUST BOARD, CHIEF 
OFFICERS and ALL 

SENIOR STAFF 

Responsibility for security of Trust assets including notifying discrepancies to Chief Finance Officer, and 
reporting losses in accordance with Trust procedure.  

16.2 CHIEF EXECUTIVE 
OFFICER 

Delegate overall responsibility for control of stores (subject to Chief Finance Officer responsibility for 
systems of control). Further delegation for day-to-day responsibility subject to such delegation being 
recorded. (Good practice to append to the scheme of delegation document.)  

16.2 CHIEF FINANCE 
OFFICER 

Responsible for systems of control over stores and receipt of goods.  

16.2 DESIGNATED 
PHARMACEUTICAL 

OFFICER 
Responsible for controls of pharmaceutical stocks 

16.2 DESIGNATED ESTATES 
OFFICER 

Responsible for control of stocks of fuel oil and coal. 

16.2 NOMINATED OFFICERS* Security arrangements and custody of keys 

16.2 CHIEF FINANCE 
OFFICER Set out procedures and systems to regulate the stores. 

16.2 CHIEF FINANCE 
OFFICER Agree stocktaking arrangements. 

16.2 CHIEF FINANCE 
OFFICER Approve alternative arrangements where a complete system of stores control is not justified. 

16.2 CHIEF FINANCE 
OFFICER 

Approve system for review of slow moving and obsolete items and for condemnation, disposal and 
replacement of all unserviceable items. 

16.2 NOMINATED OFFICERS* Operate system for slow moving and obsolete stock, and report to Chief Finance Officer evidence of 
significant overstocking. 
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16.3.1 CHIEF EXECUTIVE 
OFFICER 

Identify persons authorised to requisition and accept goods from NHS Supplies stores. 

17.1.1 CHIEF FINANCE 
OFFICER 

Prepare detailed procedures for disposal of assets including condemnations and ensure that these are 
notified to managers. 

17.2.1 CHIEF FINANCE 
OFFICER 

Prepare procedures for recording and accounting for losses, special payments and informing police in 
cases of suspected arson or theft. 

17.2.2 ALL STAFF Discovery or suspicion of loss of any kind must be reported immediately to either head of department or 
nominated officer. The head of department / nominated officer should then inform the Chief Executive 
Officer and Chief Finance Officer. 

17.2.2 CHIEF FINANCE 
OFFICER 

Where a criminal offence is suspected, Chief Finance Officer must inform the police if theft or arson is 
involved. In cases of fraud and corruption Chief Finance Officer must inform the relevant Local Counter 
Fraud Specialist and Counter Fraud and Security Management Service Regional Team in line with 
Secretary of State directions. 

17.2.2 CHIEF FINANCE 
OFFICER Notify Counter Fraud and Security Management Service and External Audit of all frauds. 

17.2.3 CHIEF FINANCE 
OFFICER 

Notify Trust Board and External Auditor of losses caused theft, arson, neglect of duty or gross 
carelessness (unless trivial). 

17.2.4 TRUST BOARD Approve write off of losses (within limits delegated by DHSC). 

17.2.6 CHIEF FINANCE 
OFFICER Consider whether any insurance claim can be made. 

17.2.7 CHIEF FINANCE 
OFFICER Maintain losses and special payments register. 

18.1 CHIEF FINANCE 
OFFICER Responsible for accuracy and security of computerised financial data. 

18.1 CHIEF FINANCE 
OFFICER 

Satisfy himself that new financial systems and amendments to current financial systems are developed in 
a controlled manner and thoroughly tested prior to implementation. Where this is undertaken by another 
organisation assurances of adequacy must be obtained from them prior to implementation. 

18.1.3 CHIEF EXECUTIVE 
OFFICER 

Shall publish and maintain a Freedom of Information Scheme. 

18.2.1 RELEVANT OFFICERS Send proposals for general computer systems to Chief Finance Officer and Director of ICT and Digital 
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18.3 CHIEF FINANCE 
OFFICER & DIRECTOR 
OF ICT AND DIGITAL 

Ensure that contracts with other bodies for the provision of computer services for financial applications 
clearly define responsibility of all parties for security, privacy, accuracy, completeness and timeliness of 
data during processing, transmission and storage, and allow for audit review. 
 
Seek periodic assurances from the provider that adequate controls are in operation. 

18.4 CHIEF FINANCE 
OFFICER & DIRECTOR 
OF ICT AND DIGITAL 

Ensure that risks to the Trust from use of IT are identified and considered and that disaster recovery 
plans are in place. 

18.5 CHIEF FINANCE 
OFFICER 

Where computer systems have an impact on corporate financial systems satisfy himself that: 
a) systems acquisition, development and maintenance are in line with corporate policies; 
b) data assembled for processing by financial systems is adequate, accurate, complete and timely, and 

that a management rail exists; 
c) Chief Finance Officer and staff have access to such data; 
Such computer audit reviews are being carried out as are considered necessary.

19.2 CHIEF EXECUTIVE 
OFFICER 

Responsible for ensuring patients and guardians are informed about patients' money and property 
procedures on admission. 

19.3 CHIEF FINANCE 
OFFICER 

Provide detailed written instructions on the collection, custody, investment, recording, safekeeping, and 
disposal of patients' property (including instructions on the disposal of the property of deceased patients 
and of patients transferred to other premises) for all staff whose duty is to administer, in any way, the 
property of. 

19.6 DEPARTMENTAL 
MANAGERS 

Inform staff of their responsibilities and duties for the administration of the property of patients. 

20.1 CHIEF FINANCE 
OFFICER 

Shall ensure that each trust fund which the Trust is responsible for managing is managed appropriately. 

20.1 (3) CORPORATE TRUSTEE 
TRUST BOARD 

Approve a policy (to be drafted by the Chief Finance Officer) for the management of charitable and other 
funds held on Trust. 

20.4 CHIEF FINANCE 
OFFICER 

Maintain a schedule of designated fund managers and provide guidance to them on the management and 
operation of funds. 

21 CHIEF FINANCE 
OFFICER 

Ensure all staff are made aware of the Trust policy on the acceptance of gifts and other benefits in kind by 
staff 

23 CHIEF EXECUTIVE 
OFFICER 

Retention of document procedures in accordance with HSC 1999/053. 
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24.1 CHIEF EXECUTIVE 
OFFICER 

Risk management programme. 

24.1 TRUST BOARD Approve and monitor risk management programme. 

24.2 TRUST BOARD Decide whether the Trust will use the risk pooling schemes administered by the NHS Litigation Authority 
or self-insure for some or all of the risks (where discretion is allowed). Decisions to self-insure should be 
reviewed annually. 

24.4 CHIEF FINANCE 
OFFICER 

Where the Trust Board decides to use the risk pooling schemes administered by the NHS Litigation 
Authority the Chief Finance Officer shall ensure that the arrangements entered into are appropriate and 
complementary to the risk management programme. The Chief Finance Officer shall ensure that 
documented procedures cover these arrangements. 
 

Where the Trust Board decides not to use the risk pooling schemes administered by the NHS Litigation 
Authority for any one or other of the risks covered by the schemes, the Chief Finance Officer shall ensure 
that the Trust Board is informed of the nature and extent of the risks that are self-insured as a result of this 
decision. The Chief Finance Officer will draw up formal documented procedures for the management of 
any claims arising from third parties and payments in respect of losses that will not be reimbursed.  

24.4 CHIEF FINANCE 
OFFICER 

Ensure documented procedures cover management of claims and payments below the deductible. 

* Nominated officers and the areas for which they are responsible should be incorporated into the Trust’s Scheme of Delegation document. 
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SFI REF  AUTHORISED OFFICER(S) FINANCIAL LIMITS (£) 

6 BANK AND GBS ACCOUNTS   

6.3.1 (b) 
NON GOVERNMENT BANKING SERVICE 
ACCOUNTS 
Authorised limits for cheque/bank signatories: 

 Any one signatory 
 Any two signatories 
 Two signatories of which one must be first line 

Up to 4,999 
5,000 – 99,999 
100,000 & over 

 

First line signatories: 

 Chief Executive Officer 
 Chief Finance Officer (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 
 Nominated senior finance managers at Band 8 and 

above

 
 
 
 

 
Second line signatories: 
 

 
 Chief Financial Accountant 
 Financial Accountant 

 

6.3.1 (b) GOVERNMENT BANKING SERVICE 
ACCOUNTS 
Authorised limits for bank signatories 
 
BACS Payments 
 
Other Payments 
 
GBS Mandates 
 
 
 
Signatories: 
 
 

 
 

 
 Any one signatory 

 
 Any two signatories 

 
 Any two signatories one of whom must be an Associate 

Director of Finance, Director of Operational Finance or 
Chief Finance Officer (CFO) 

 
 Any nominated senior finance manager at Band 8 or 

above of whom at least two of such nominated officers 
must be an Associate Director of Finance, Director of 
Operational Finance and Chief Finance Officer (CFO).

 
 
 

Unlimited 
 

Unlimited 
 

Unlimited 
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 GOVERNMENT PROCUREMENT CARDS 
Approval of procedures and expenditure limits 
(but not exceeding limits in SFI 12 and 15): 
 
Issue of cards approved by: 
 

 
 Chief Finance Officer (CFO) 

 
 

 Chief Finance Officer (CFO) jointly with the Chief 
Executive Officer 

 

7 INCOME AND INCOME CONTRACTS   

7.1.3 Authorised limits for the agreement of NHS acute 
income contracts and subsequent variations 
 
 
Authorised limits for the agreement of financial 
concessions to NHS acute income contracts and 
subsequent variations 
 
Authorised limits for the agreement of NHS and 
non-NHS provider to provider contracts and 
subsequent variations 
 
Authorised limits for the agreement of financial 
concessions to provider to provider contracts and 
subsequent variations 
 
 
 
Agreement of Commercial / Non-Commercial 
Contracts (Research) 
 

 Chief Finance Officer (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 
 

 Chief Finance Officer (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 
 

 Chief Finance Officer (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 
 

 Chief Finance Officer (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 
 Commercial Finance Manager 
 Head of Contracting and Income 

 
 Chief Finance Officer (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 
 Head of R&D 
 R&D Business Manager 

Unlimited 
 

500,000 
 

Unlimited 
 

500,000 
 

Unlimited 
 

500,000 
 

Unlimited 
 

500,000 
30,000 
30,000 

 
Unlimited 

 
500,000 
99,999 
10,000 
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7.1.3 Raising of credit note limits (NHS/non-NHS): 
[Writing-off bad debts is not covered by these 
limits] 
 

First line signatories: 
 
 
Second line signatories: 
 
 
Third line signatories: 

 
 
Raising of credit notes to correct administrative 
errors: 

 Two first line signatories 
 One second line signatory 
 One third line signatory 

 
 Chief Executive Officer 
 Chief Finance Officer (CFO) 

 
 Director of Operational Finance/Associate Director of 

Finance  
 

 Chief Financial Accountant 
 Head of Contracting and Income 

 
 One second line signatory 
 One third line signatory 

Over 500,000 
500,000 
50,000 

 
 
 
 
 
 
 
 
 
 

over £50,000 
up to £50,000 

8 CONTRACTING AND TENDERING* 

 
*The limits for tenders and quotations should be read in 
conjunction with the tables setting out the minimum number 
of tenders/ quotations required and the delegated authority 
for opening, adjudicating and acceptance. 

 

8.6.3 (a) 
 
 
8.8.1 

Limits above which competitive tenders must be 
sought*: 
 
Limits above which competitive quotations are 
encouraged*: 

 All initiating officers 
 
 

 All initiating officers 

30,000 (Inclusive of VAT) 
 
 

15,000 (Inclusive of VAT) 

8.6.2 Amount above which non-electronic tenders must 
be addressed to the Chief Executive Officer

 100,000 (Inclusive of VAT) 

8.6.6 Value above which contracts must have Trust 
Board approval before being signed: 
[A paper must be prepared for the Trust Board 
according to the standard procurement 
department template by a nominated 
representative of the tender evaluation panel.]

 500,000 (Inclusive of VAT) 
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8.4 

Value above which contracts must be executed, 
as a deed, under the common seal of the Trust: 

 Building and Engineering works 
 Fees 

 

 
 

100,000 (Inclusive of VAT) 

50,000 (Inclusive of VAT) 

8.6.3 
Waiving of tender/quotation requirements - limit of 
authorisation: 

 
 Chief Finance Officer (CFO) 

 
 Director of Operational Finance/Associate Director of 

Finance 

500,000 (Inclusive of VAT) 

 
100,000 (Inclusive of VAT) 

12 & 15 

NON-PAY EXPENDITURE (SFI 12)  
INCLUDING CAPITAL EXPENDITURE which 
has been subject to capital planning 
requirements (SFI 15) ** 
 

** These limits represent the maximum limits to be applied to 
Groups of Officers.  Actual limits applied to individual officers may 
be set at a lower level to reflect the level of delegated budgetary 
authority.  The Chief Finance Officer will maintain an Authorised 
Signatory List specifying individual officer limits – this list shall 
have effect as if incorporated in this Scheme of Delegation.  

 

12.1.2 Limit for the placement of order requisitions: 
 
* This needs to be read in conjunction with the Trust’s 
procedures and financial limits for contracting and 
tendering (SFI 8) and allocations, planning, budgets, 
budgetary control and monitoring (SFI 4) 

 Level 4 officers 
 Level 3 officers 
 Level 2 officers 
 Level 1 officers 
 Executive directors 
 Chief Executive Officer with Chief Finance Officer

Up to 10,000 
10,000-49,999 
50,000-99,999 

100,000-499,999 
500,000-999,999 

Unlimited 

12.2.3 (c) Limit for the authorisation of invoices: 

 
As per 12.1.2 above plus: 

 Chief Financial Accountant 
 Financial Accountant 

 
5,000 
1,000 

 Countersignature of invoices related to contracts 
or NHS service level agreements (including 
goods/services) properly established under the 
Trust SOs and SFIs: 

 Associate Directors of Finance 
 Executive Directors 

Unlimited 
Unlimited 
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4.3 & 
4.3.4 & 
4.4 (e) 

PAY EXPENDITURE 
 
Limit for the authorisation of pay expenditure 
 
In conjunction with the business case delegated 
limits, the budget virement guidance and the 
associated payroll procedures. 
 

 
 

 Group management team 
 
 

 
 

Up to £100,000 
(provided it remains 

within funded 
establishment) 

4.4.2 (d) BUSINESS CASES (including income 
generation schemes) 
 
Limit for the authorisation of business cases 
(Revenue) 
 
 
 
Limit for the authorisation of business cases: 
(Capital) 
  
[Capital Expenditure subject to the Trust 
remaining within its approved capital programme 
budget, Capital Resource Limit (CRL) and 
External Financing Limit (EFL)] 
 
 

 
 

 Group management team and funded within delegated 
budget or funding envelope 

 Chief Officer’s Group 
 Trust Board 

 
 
 

 Capital Planning & Review Group 
 Chief Officer’s Group 
 Trust Board (Non Digital Business Cases)*1  
 Trust Board Digital business cases (self-funded)*1 

*1These limits may be reduced at the discretion of NHS 
Improvement 
 
 
 

 NHS England*2 
 
 

 
 Department of Health and Social Care/HM Treasury*2 

*2These limits may be varied from time to time by NHS England 
and/or Department of Health and Social Care or HM Treasury

 
 

Under 100,000 
 

1,000,000 
Over 1,000,000 

 
 
 

100,000 
1,000,000 

 

25,000,000 
25,000,000 or 

30,000,000 total whole-
life costs 

 
 

50,000,000 or 
50,000,000 whole-life 

cost 
 

Unlimited 
 

4.4.1 (e) BUDGET VIREMENT 
All in year budget virements: 
 

 
In accordance with the budget virement guidance 
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12.2.6 (k) PETTY CASH  
 
Petty cash limits (maximum payable by Cashier 
(subject to authorisation limits) without additional 
authorisation for: patients’ monies; staff salary 
advances; and other 
 
Maximum amount payable in exceptional 
circumstances subject to cash availability: 

 
 

 Cashier 
 Cashier 
 Cashier 

 
 

 Chief Finance Officer (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 
 Chief Financial Accountant 
 Financial Accountant 
 Finance On-Call Manager

 
 

250 
250 
50 
 
 

2,000 
 

2,000 
1,000 
1,000 
500

12.2.4 (e) PREPAYMENTS 
 
Limit for the authorisation of prepayments : 

 By two signatories 
 
 
 
 
 

 By a single signatory 
 
 
 

 
 

 Chief Finance Officer (CFO) and Director of Operational 
Finance/Associate Director of Finance  

 Chief Finance Officer (CFO) or Director of Operational 
Finance/Associate Director of Finance plus either Chief 
Financial Accountant or Commercial Finance Manager 

 
 Chief Finance Officer  (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 
 Chief Financial Accountant 
 Commercial Finance Manager 

 

 
 
 
 

Unlimited 
 
 
 
 

500,000 
 

5,000 
 

5,000 
1,000 
1,000

 ORDERS 
 

 

12.2.5 (e) Limits for signing official orders  (this needs to be 
read in conjunction with the limits for order 
requisitioning) 

 Director of Procurement (or Nominated Deputy) 
 Director of Pharmacy: pharmaceuticals 

non-pharmaceuticals 
 Director of Estates 

30,000 
60,000 
10,000 
30,000 
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* This needs to be read in conjunction with the 
Trust’s procedures and financial limits for 
contracting and tendering (SFI 17) 

 Director of Operational Finance/Associate Director of 
Finance 

 Chief Finance Officer (CFO) 
 Chief Executive Officer 

 
Unlimited * 
Unlimited * 
Unlimited * 

13 EXTERNAL BORROWING AND INVESTMENTS   

13.2.3 INVESTMENTS   

 Limits for authorisation of investments with 
approved institutions: 

 Any one first or second line signatory 
 One first & one second line signatory 

Up to 5,000,000 
Over 5,000,000 

 

First line signatories: 

 Chief Executive Officer 
 Chief Finance Officer (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 

 

 
Second line signatories: 

 Chief Financial Accountant 
 Financial Accountant 

 

 
Staff authorised to enact investments with 
approved institutions after approval by authorised 
signatories 

 Staff delegated by the Chief Finance Officer in 
operational procedures 

 

13.1.6 LONG-TERM BORROWING (OVER 1 YEAR) 
  

 All long term borrowing to be approved in principle 
(within the Prudential Borrowing Limit) by: 

 Trust Board Unlimited within PBL 

 Limits for authorisation to draw down loan from 
approved institutions: 

 Two signatories from the approved list 
Unlimited within Trust 
Board Approval 

13.1.5 SHORT-TERM BORROWING (REPAYABLE 
WITHIN ONE YEAR) 
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 Limits for authorisation to draw down loan from 
approved institutions: 

 Without Trust Board approval 
 With Trust Board approval 

 
 

 Two signatories from the approved list 
 Two signatories from the approved list 

 
 

20,000,000 (within PBL) 
Unlimited within PBL 

13.1.5 APPROVED LOAN SIGNATORIES 
 Officers authorised to draw down loans  Chief Executive Officer 

 Chief Finance Officer (CFO) 
 Director of Operational Finance/Associate Director of 

Finance 
 Chief Financial Accountant

 

17 
DISPOSALS AND CONDEMNATIONS, LOSSES 
AND SPECIAL PAYMENTS 

  

17.1.3 Condemnations – limit for approval of disposal  
 
Condemnations - value above which disposal is to 
be by an authorised officer and register entries 
made

 Director of Operations 
 Chief Operating Officer 
 Director of Clinical Physics and Biomedical Engineering 
 Director of ICT and Digital 
 Director of Estates 

Under 5,000 
Over 5,000  
Over 5,000  
Over 5,000  
Over 5,000 

19 PATIENTS’ PROPERTY**** **** Procedures held by the General Office must be consulted.  

19.5 Deceased patients' property limit above which 
production of probate or letters of administration 
are required before property is cleared. 

  
5,000 

29 FUNDS HELD ON TRUST***** 
 
 
 

*****The Chief Finance Officer will maintain a schedule of 
designated fund managers which be will approved by the 
Corporate Trustee Board.  This schedule shall have effect as 
if incorporated in this Scheme of Delegation. 

 

29.4 (1) Limits for approval of expenditure from individual 
funds  (subject to funds being available) 
(This needs to be read in conjunction with the 
Trust’s procedures and financial limits for 
contracting and tendering (SFI 8))

 Designated Fund Manager 
 Designated Fund Manager  plus one Executive Director 
 Designated Fund Manager  plus one Executive Director 

and the Chair) 

5,000 
30,000 

Unlimited 

 
Note 
The Chief Finance Officer will maintain an Authorised Signatory List specifying individual officer limits – this list shall have effect as if incorporated 
in this Scheme of Delegation.  



  

 

GM2 Reservation of Power & Scheme of Delegation (Version 13.0) Oct-2023  33 

2.3 DELEGATED LEVELS FOR NON-PAY EXPENDITURE 
 
Delegated 
levels 

List of Officers  Delegated 
levels 

List of Officers 

Level 4 officers Trust officers (budget holders)  Level 2 officers Clinical directors 
Director of Pharmacy (pharmaceuticals) 
Head of Corporate Departments 
Direct reports to an executive director 
Director of Operations (Pathology) 
Associate/Assistant directors

Level 3 officers Modern matrons 
General managers 
Service managers 

 Level 1 officers Executive directors for their own 
departments/ areas 

 
2.4 APPLICATION / INTERPRETATION OF THE SCHEME OF RESERVATION AND DELEGATION 
 
1. The Chief Finance Officer will maintain an Authorised Signatory List specifying individual officer limits – this list shall have effect as if 

incorporated in this Scheme of Reservation and Delegation. 
 

2. Where the Trust makes changes to job titles, creates new posts; removes posts or changes roles/responsibility of posts, the Chief 
Executive Officer, Chief Finance Officer, Director of Operational Finance or Associate Director of Finance will interpret this Scheme of 
Reservation and Delegation to apply authorisation limits to officers not specifically identified in the Scheme of Reservation and Delegation.  
Such interpretation will be formally recorded in the Authorised Signatory List (see 1 above). 

 

3. In exceptional circumstances, authorised officers may wish to delegate responsibility (but not accountability) to authorise transactions on 
their behalf.   Such delegated authority must be formally recorded (in a form approved by the Chief Finance Officer) and be approved by the 
Chief Executive Officer, Chief Finance Officer, Director of Operational Finance or Associate Director of Finance.  Such delegation of 
responsibility will only be permissible where appropriate controls and assurances are in place to ensure that the authorised officer effectively 
maintains accountability.  Examples of circumstances under which delegation of responsibility may be appropriate include: 
 

 Transactions which have to be approved outside normal working hours and are undertaken by officers acting on behalf of or 
deputising for the authorised officer; 

 Urgent transactions which need to be approved in the absence of authorised officers; or 
 Transactions which are so voluminous that it is impractical for the authorised officer to personally authorise them. 

 

4. From time to time additional restrictions on levels of delegated authority may be imposed by the Chief Executive Officer and the Chief 
Officers’ Group.  Where such restrictions are imposed, they will be formally approved and communicated by the Chief Executive Officer and 
the Chief Finance Officer and shall have effect as if incorporated in this Scheme of Delegation. 
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3 SCHEME OF DELEGATION FROM SFI’S– TENDER AND CONTRACT LIMITS OF AUTHORITY 
 
3.1 CONSTRUCTION AND MAINTENANCE OF BUILDING, ENGINEERING AND LANDSCAPE WORKS: 
 

Value of Quote 
or Tender (£)

Minimum no of 
Quote/Tenders

 
Opened by*4:

 
Adjudicated by:

 
Accepted by: 

Up to 15,000 At discretion of Director of 
Estates 

Director of Estates or his Deputy Director of Estates or his Deputy Director of Estates or his Deputy 

15,001 to 30,000 3 quotations Two representatives of the Chief 
Finance Officer

Director of Estates/ Professional 
and Technical Officers

Director of Estates 

30,001 to 50,000 3 tenders Two representatives of the Chief 
Finance Officer

Director of Estates/ Professional 
and Technical Officers

Chief Executive Officer/ Chief 
Finance Officer

50,001 to 100,000 4 tenders Two representatives of the Chief 
Finance Officer

Director of Estates/ Professional 
and Technical Officers

Chief Executive Officer/ Chief 
Finance Officer

100,000 to 
500,000 

6 tenders Two representatives of the Chief 
Finance Officer

Director of Estates/ Professional 
and Technical Officers

Chief Executive Officer/ Chief 
Finance Officer

500,000 to 
PCR215 Limit 

6 tenders Two representatives of the Chief 
Finance Officer

Director of Estates/ Professional 
and Technical Officers

Trust Board 

Over PCR215 
Limit  *1 

Invite to tender via PCR215 
advert 

Two representatives of the Chief 
Finance Officer

Director of Estates/ Professional 
and Technical Officers

Trust Board 

 
Notes 

*1 The UK Procurement Regulations limits (PCR215) limits may change from time to time under UK legislation.  As these limits are a legal requirement, 
officers of the Trust must comply with any revised limits applied by the UK government. 

2 Business cases are required for all capital expenditure in excess of £100,000 
3 Order requisitions for capital expenditure shall be placed by the nominated project manager after acceptance of the tender/quote in line 

with the rules set out above. 
*4 Tender opening: only apply to manual tenders (not e-tenders)
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SCHEME OF DELEGATION FROM SFI’s – TENDER AND CONTRACT LIMITS OF AUTHORITY CONTINUED 
 
3.2 GOODS, SERVICES AND DISPOSALS: 
 

Value of Quote 
or Tender (£)

Minimum no of 
Quote/Tenders

 
Opened by*5:

 
Adjudicated by:

 
Accepted by: 

Up to 15,000 At discretion of Director of 
Procurement 

Director of Procurement Director of Procurement or 
Technical Officer

Director of Estates or his Deputy 

15,001 to 30,000 3 quotations Representatives of the Chief 
Finance Officer & Director of 
Procurement

Director of Procurement or 
Technical Officer 

Director of Estates 
 

30,001 to 50,000 3 tenders Two representatives of the Chief 
Finance Officer

Director of Procurement and/or 
Technical Officer

Chief Executive Officer/ Chief 
Finance Officer

50,001 to 
PCR215 Limit  

6 tenders *2 Two representatives of the Chief 
Finance Officer 

Representatives of the Chief 
Finance Officer & Director of 
Procurement

Chief Executive Officer/ Chief 
Finance Officer 

Over PCR215 
Limit  to 500,000 
*1 

Invite to tender via PCR215 
advert *2 

Two representatives of the Chief 
Finance Officer 

Representatives of the Chief 
Finance Officer & Director of 
Procurement & two Executive 
Directors

Chief Executive Officer/ Chief 
Finance Officer 

Over 500,000 *1 Invite to tender via PCR215 
advert *2 

Two representatives of the Chief 
Finance Officer 

Representatives of the Chief 
Finance Officer & Director of 
Procurement & two Executive 
Directors

Trust Board 

 

Notes 
*1 The UK Procurement Regulations limits (PCR215) may change from time to time under UK legislation.  As these limits are a legal requirement, 

officers of the Trust must comply with any revised limits applied by the UK government. 
*2 If the PCR215 limit increases beyond £100,000, the Trust should seek 6 tenders where the estimated cost/income exceeds £100,000 and is below 

the new PCR215 limit. 
3 Business cases are required for all capital expenditure in excess of £100,000 
4 Order requisitions for capital expenditure shall be placed by the nominated project manager after acceptance of the tender/quote in line 

with the rules set out above. 
*5 Tender opening: only apply to manual tenders (not e-tenders)



  

 

GM2 Reservation of Power & Scheme of Delegation (Version 13.0) Oct-2023
  36 

 



GM3 Standing Financial Instructions (Version 13.0) Oct 2023      Page | 1 
 

 

University Hospitals Coventry 
and Warwickshire NHS Trust 

 
Standing Financial Instructions 
(Version 13.0) October 2023 

 
 
 

Approved by Trust Board XX XXX 2023 



GM3 Standing Financial Instructions (Version 13.0) Oct 2023      Page | 2 
 

Standing Financial Instructions – Table of Contents 
1.  INTRODUCTION TO STANDING FINANCIAL INSTRUCTIONS ...................................................... 3 

2.  AUDIT ..................................................................................................................................... 6 

3.  RESOURCE LIMIT CONTROL.................................................................................................... 10 

4.  ANNUAL PLANNING, BUDGETS, CONTROL, AND MONITORING .............................................. 11 

5.  ANNUAL ACCOUNTS AND REPORTS ....................................................................................... 14 

6.  BANK AND GBS ACCOUNTS ................................................................................................... 15 

7.  INCOME, FEES, SECURITY OF CASH AND OTHER NEGOTIABLE INSTRUMENTS ......................... 16 

8.  TENDERING AND CONTRACTING PROCEDURE ........................................................................ 18 

9.  NHS SERVICE AGREEMENTS FOR PROVISION OF SERVICES ..................................................... 30 

10.  COMMISSIONING ............................................................ ERROR! BOOKMARK NOT DEFINED. 

11.  TERMS OF SERVICE, STAFF APPOINTMENTS AND PAYMENTS  TO TRUST BOARD MEMBERS, 
EXECUTIVE COMMITTEE AND STAFF .............................................................................................. 32 

12.  NON‐PAY EXPENDITURE .................................................................................................... 35 

13.  EXTERNAL BORROWING AND INVESTMENTS ..................................................................... 39 

14.  FINANCIAL FRAMEWORK ................................................................................................... 40 

15.  CAPITAL INVESTMENT, PRIVATE FINANCING AND ASSETS .................................................. 41 

16.  STORES AND RECEIPT OF GOODS ....................................................................................... 44 

17.  DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL PAYMENTS ............................... 45 

18.  INFORMATION TECHNOLOGY ............................................................................................ 47 

19.  PATIENTS' PROPERTY ......................................................................................................... 50 

20.  FUNDS HELD ON TRUST ..................................................................................................... 52 

21.  ACCEPTANCE OF GIFTS BY STAFF ........................................................................................ 53 

22.  PAYMENTS TO INDEPENDENT CONTRACTORS .................................................................... 54 

23.  RETENTION OF RECORDS ................................................................................................... 55 

24.  RISK MANAGEMENT AND INSURANCE ............................................................................... 56 

 
 
 
 
 
 
 
 

  



GM3 Standing Financial Instructions (Version 13.0) Oct 2023      Page | 3 
 

1. INTRODUCTION TO STANDING FINANCIAL INSTRUCTIONS 
 

1.1 General 

1.1.1 These Standing Financial Instructions (SFIs) are issued in accordance with the 
Trust (Functions) Directions 2000 issued by the Secretary of State which require 
that each Trust shall agree Standing Financial Instructions for the regulation of the 
conduct of its members and officers in relation to all financial matters with which 
they are concerned.  They shall have effect as if incorporated in the Standing 
Orders (SOs).  

1.1.2 These Standing Financial Instructions detail the financial responsibilities, policies 
and procedures adopted by the Trust.  They are designed to ensure that the Trust's 
financial transactions are carried out in accordance with the law and with 
Government policy in order to achieve probity, accuracy, economy, efficiency and 
effectiveness.  They should be used in conjunction with the Schedule of Decisions 
Reserved to the Trust Board and the Scheme of Delegation adopted by the Trust. 

1.1.3 These Standing Financial Instructions identify the financial responsibilities which 
apply to everyone working for the Trust and its constituent organisations including 
Trading Units.  They do not provide detailed procedural advice and should be read 
in conjunction with the detailed departmental and financial procedure notes.  All 
financial procedures must be approved by the Chief Finance Officer. 

1.1.4 Should any difficulties arise regarding the interpretation or application of any of the 
Standing Financial Instructions then the advice of the Chief Finance Officer must be 
sought before acting.  The user of these Standing Financial Instructions should also 
be familiar with and comply with the provisions of the Trust’s Standing Orders. 

1.1.5 The failure to comply with Standing Financial Instructions and Standing 
Orders can in certain circumstances be regarded as a disciplinary matter that 
could result in dismissal. 

1.1.6 Overriding Standing Financial Instructions – If for any reason these Standing 
Financial Instructions are not complied with, full details of the non-compliance and 
any justification for non-compliance and the circumstances around the non-
compliance shall be reported to the next formal meeting of the Audit and Risk 
Assurance Committee for referring action or ratification.  All members of the Trust 
Board and staff have a duty to disclose any non-compliance with these Standing 
Financial Instructions to the Chief Finance Officer as soon as possible. 



GM3 Standing Financial Instructions (Version 13.0) Oct 2023      Page | 4 
 

1.2 Responsibilities and delegation 

1.2.1 The Trust Board 

The Trust Board exercises financial supervision and control by: 

(a) formulating the financial strategy; 

(b) requiring the submission and approval of budgets within overall income; 

(c) defining and approving essential features in respect of important procedures and 
financial systems (including the need to obtain value for money); and 

(d) defining specific responsibilities placed on members of the Trust Board and 
employees as indicated in the Scheme of Delegation document. 

1.2.2 The Trust Board has resolved that certain powers and decisions may only be 
exercised by the Trust Board in formal session. These are set out in the Scheme of 
Reservation and Delegation document. All other powers have been delegated to 
such other committees as the Trust has established. 

1.2.3 The Chief Executive Officer and Chief Finance Officer 

The Chief Executive Officer and Chief Finance Officer will, as far as possible, 
delegate their detailed responsibilities, but they remain accountable for financial 
control. 

Within the Standing Financial Instructions, it is acknowledged that the Chief 
Executive Officer is ultimately accountable to the Trust Board, and as Accountable 
Officer, to the Secretary of State, for ensuring that the Trust Board meets its 
obligation to perform its functions within the available financial resources.  The 
Chief Executive Officer has overall executive responsibility for the Trust’s activities; 
is responsible to the Chair and the Trust Board for ensuring that its financial 
obligations and targets are met and has overall responsibility for the Trust’s system 
of internal control. 
 

1.2.4 It is a duty of the Chief Executive Officer to ensure that Members of the Trust Board 
and, employees and all new appointees are notified of, and put in a position to 
understand their responsibilities within these Instructions. 

1.2.5 The Chief Finance Officer 

The Chief Finance Officer is responsible for: 

(a) implementing the Trust’s financial policies and for coordinating any corrective 
action necessary to further these policies; 

(b) maintaining an effective system of internal financial control including ensuring 
that detailed financial procedures and systems incorporating the principles of 
separation of duties and internal checks are prepared, documented and 
maintained to supplement these instructions; 

(c) ensuring that sufficient records are maintained to show and explain the Trust’s 
transactions, in order to disclose, with reasonable accuracy, the financial 
position of the Trust at any time; 
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and, without prejudice to any other functions of the Trust, and employees of the 
Trust, the duties of the Chief Finance Officer include: 
 
(d) the provision of financial advice to other members of the Trust Board and 

employees; 

(e) the design, implementation and supervision of systems of internal financial 
control;  

(f) the preparation and maintenance of such accounts, certificates, estimates, 
records and reports as the Trust may require for the purpose of carrying out its 
statutory duties. 

1.2.6 Trust Board Members and Employees 

All members of the Trust Board and employees, severally and collectively, are 
responsible for: 

(a) the security of the property of the Trust; 

(b) avoiding loss; 

(c) exercising economy and efficiency in the use of resources;  

(d) conforming with the requirements of Standing Orders, Standing Financial 
Instructions, Financial Procedures and the Scheme of Delegation. 

1.2.7 Contractors and their employees 

Any contractor or employee of a contractor who is empowered by the Trust to 
commit the Trust to expenditure or who is authorised to obtain income shall be 
covered by these instructions.  It is the responsibility of the Chief Executive Officer 
to ensure that such persons are made aware of this. 

1.2.8 For all members of the Trust Board and any employees who carry out a financial 
function, the form in which financial records are kept and the manner in which 
members of the Trust Board and employees discharge their duties must be to the 
satisfaction of the Chief Finance Officer. 

1.2.9 Scheme of Delegation – Schedule of Financial Limits 

The schedule of financial limits included in the Scheme of Delegation should be 
read in conjunction with these Standing Financial Instructions.   
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2. AUDIT 
 

2.1 Audit and Risk Assurance Committee 

2.1.1 In accordance with Standing Orders, the Trust Board shall formally establish an 
Audit and Risk Assurance Committee, with clearly defined terms of reference,which 
will provide an independent and objective view of internal control by: 

(a) overseeing Internal and External Audit services; 

(b) reviewing financial and information systems and monitoring the integrity of the 
financial statements and reviewing significant financial reporting judgements;  
review  the  establishment  and  maintenance  of  an  effective  system of 
integrated   governance,   risk   management   and  internal   control,  across   
the whole   of   the organisation’s  activities  (both  clinical  and non-clinical),  
that supports  the  achievement  of  the organisation’s objectives; 

(c) monitoring compliance with Standing Orders and Standing Financial 
Instructions; 

(d) reviewing schedules of losses and compensations and making 
recommendations to the Trust Board; 

(e) Reviewing the arrangements in place to support the Assurance Framework 
process prepared on behalf of the Trust Board and advising the Trust Board 
accordingly. 

2.1.2 Where the Audit and Risk Assurance Committee considers there is evidence of ultra 
vires transactions, evidence of improper acts, or if there are other important matters 
that the Committee wishes to raise, the Chair of the Audit and Risk Assurance 
Committee should raise the matter at a full meeting of the Trust Board.  
Exceptionally, the matter may need to be referred to the Department of Health and 
Social Care. (To the Chief Finance Officer in the first instance.) 

2.1.3 It is the responsibility of the Chief Finance Officer to ensure an adequate Internal 
Audit service is provided and the Audit and Risk Assurance Committee shall be 
involved in the selection process when/if an Internal Audit service provider is 
changed. 

2.2 Chief Finance Officer 

2.2.1 The Chief Finance Officer is responsible for: 

(a) ensuring there are arrangements to review, evaluate and report on the 
effectiveness of internal financial control including the establishment of an 
effective Internal Audit function; 

(b) ensuring that the Internal Audit is adequate and meets the NHS mandatory 
audit standards; 

(c) deciding at what stage to involve the police in cases of misappropriation and 
other irregularities not involving fraud or corruption;  



GM3 Standing Financial Instructions (Version 13.0) Oct 2023      Page | 7 
 

(d) ensuring that an annual internal audit report is prepared for the consideration of 
the Audit and Risk Assurance Committee [and the Trust Board].  The report 
must cover: 

i.) a clear opinion on the effectiveness of internal control in accordance with 
current assurance framework guidance issued by the Department of 
Health and Social Care including for example compliance with control 
criteria and standards; 

ii.) major internal financial control weaknesses discovered; 

iii.) progress on the implementation of internal audit recommendations; 

iv.) progress against plan over the previous year; 

v.) strategic audit plan covering the coming three years; 

vi.) a detailed plan for the coming year. 

2.2.2 The Chief Finance Officer or designated auditors are entitled without necessarily 
giving prior notice to require and receive: 

(a) access to all records, documents and correspondence relating to any financial 
or other relevant transactions, including documents of a confidential nature; 

(b) access at all reasonable times to any land, premises or members of the Trust 
Board or employee of the Trust; 

(c) the production of any cash, stores or other property of the Trust under a 
member of the Trust Board and an employee's control; and 

(d) explanations concerning any matter under investigation. 

2.3 Role of Internal Audit 

2.3.1 Internal Audit will review, appraise and report upon: 

(a) the extent of compliance with, and the financial effect of, relevant established 
policies, plans and procedures; 

(b) the adequacy and application of financial and other related management 
controls; 

(c) the suitability of financial and other related management data; 

(d) the extent to which the Trust’s assets and interests are accounted for and 
safeguarded from loss of any kind, arising from: 

i.) fraud and other offences; 

ii.) waste, extravagance, inefficient administration; 

iii.) poor value for money or other causes. 

(e) Internal Audit shall also independently verify the Assurance Statements in 
accordance with guidance from the Department of Health and Social Care. 

2.3.2 Whenever any matter arises which involves, or is thought to involve, irregularities 
concerning cash, stores, or other property or any suspected irregularity in the 
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exercise of any function of a pecuniary nature, the Chief Finance Officer must be 
notified immediately. 

2.3.3 The Chief Internal Auditor will normally attend Audit and Risk Assurance Committee 
meetings and has a right of access to all Audit and Risk Assurance Committee 
members, the Chair and Chief Executive Officer of the Trust. 

2.3.4 Internal Audit shall be accountable to the Chief Finance Officer.  The reporting 
system for internal audit shall be agreed between the Chief Finance Officer, the 
Audit and Risk Assurance Committee and the Chief Internal Auditor.  The 
agreement shall be in writing and shall comply with the guidance on reporting 
contained in the Public Sector Internal Audit Standards.  The reporting system shall 
be reviewed at least every three years. 

2.4 External Audit  

2.4.1 Under the Local Audit and Accountability Act 2014, the Trust is responsible for the 
appointment of its external auditor, and the Trust Board must ensure that the 
requirements of this Act are complied with. 

2.4.2 The Trust must establish an auditor panel to advise the Trust Board on the 
selection, appointment and removal of auditors and on maintaining an independent 
relationship with them. 

2.4.3 The Trust’s contracting and tendering procedures must be followed for the 
procurement of its external audit service. 

2.5 Fraud and Corruption 

2.5.1 In line with their responsibilities, the Trust Chief Executive Officer and Chief Finance 
Officer shall monitor and ensure compliance with Directions and standards issued 
by NHS Counter Fraud Authority (NHSCFA) on fraud and corruption.  

2.5.2 The Trust shall nominate a suitable person to carry out the duties of the Local 
Counter Fraud Specialist as specified by the Department of Health and Social Care 
Fraud and Corruption Manual and guidance. 

2.5.3 The Local Counter Fraud Specialist shall report to the Trust Chief Finance Officer 
and shall work with staff in the Counter Fraud and Security Management Services 
(CFSMS) and the Regional Counter Fraud and Security Management Services 
(CFSMS) in accordance with the Department of Health and Social Care Fraud and 
Corruption Manual. 

2.5.4 The Local Counter Fraud Specialist will provide a written report, at least annually, 
on counter fraud work within the Trust. 
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2.6 Security Management 

2.6.1 In line with their responsibilities, the Trust Chief Executive Officer will monitor and 
ensure compliance with Directions issued by the Secretary of State for Health on 
NHS security management.  

2.6.2 The Trust shall nominate a suitable person to carry out the duties of the Local 
Security Management Specialist (LSMS) as specified by the Secretary of State for 
Health guidance on NHS security management. 

2.6.3 The Trust shall nominate a Non-Executive Director to be responsible to the Trust 
Board for NHS security management.  

2.6.4 The Chief Executive Officer has overall responsibility for controlling and 
coordinating security. However, key tasks are delegated to the Security 
Management Director (SMD) and the appointed Local Security Management 
Specialist (LSMS). 



GM3 Standing Financial Instructions (Version 13.0) Oct 2023      Page | 10 
 

3. RESOURCE LIMIT CONTROL  
 
[This is not applicable to NHS Trusts] 
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4. ANNUAL PLANNING, BUDGETS, CONTROL, AND MONITORING 
 

4.1  Preparation and Approval of Plans and Budgets 

4.1.1 The Chief Finance Officer will, on behalf of the Chief Executive Officer, compile and 
submit to the Trust Board a Business Plan which takes into account financial targets 
and forecast limits of available resources.  The Business Plan will contain: 

(a) a statement of the significant assumptions on which the plan is based; 

(b) details of major changes in workload, delivery of services or resources required 
to achieve the plan. 

4.1.2 Prior to the start of the financial year the Chief Finance Officer will prepare and 
submit budgets for approval by the Trust Board.  Such budgets will: 

(a) be in accordance with the aims and objectives set out in the Business Plan; 

(b) accord with workload and manpower plans; 

(c) be produced following discussion with appropriate budget holders; 

(d) be prepared within the limits of available funds;  

(e) identify potential risks. 

4.1.3 The Chief Finance Officer shall monitor financial performance against budget and 
plan, periodically review them, and report to the Trust Board. 

4.1.4 All budget holders must provide information as required by the Chief Finance Officer 
to enable budgets to be compiled.  

4.1.5 All budget holders will sign up to their allocated budgets at the commencement of 
each financial year. 

4.1.6 The Chief Finance Officer has a responsibility to ensure that adequate training is 
delivered on an on-going basis to budget holders to help them manage 
successfully. 

4.2  

[There is no 4.2 in the model DHSC template so it is not applicable here] 
 

4.3 Budgetary Delegation 

 
4.3.1 The Chief Executive Officer may delegate the management of a budget to permit 

the performance of a defined range of activities.  This delegation must be in writing 
and be accompanied by a clear definition of: 

(a) the amount of the budget; 

(b) the purpose(s) of each budget heading; 

(c) individual and group responsibilities; 

(d) authority to exercise virement; 
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(e) achievement of planned levels of service;  

(f) the provision of regular reports. 

4.3.2 The Chief Executive Officer and delegated budget holders must not exceed the 
budgetary total or virement limits set by the Trust Board. 

4.3.3 Any budgeted funds not required for their designated purpose(s) revert to the 
immediate control of the Chief Executive Officer, subject to any authorised use of 
virement. 

4.3.4 Non-recurring budgets should not be used to finance recurring expenditure without 
the authority in writing of the Chief Executive Officer, as advised by the Chief 
Finance Officer. 

4.4 Budgetary Control and Reporting 

4.4.1 The Chief Finance Officer will devise and maintain systems of budgetary control.  
These will include: 

(a) monthly financial reports to the Trust Board in a form approved by the Trust 
Board containing: 

i.) income and expenditure to date showing trends and forecast year-end 
position; 

ii.) movements in working capital; 

iii.) movements in cash and capital;  

iv.) capital project spend and projected outturn against plan; 

v.) explanations of any material variances from plan; 

vi.) details of any corrective action where necessary and the Chief Executive 
Officer's and/or Chief Finance Officer's view of whether such actions are 
sufficient to correct the situation; 

(b) the issue of timely, accurate and comprehensible advice and financial reports to 
each budget holder, covering the areas for which they are responsible; 

(c) investigation and reporting of variances from financial, workload and manpower 
budgets; 

(d) monitoring of management action to correct variances; and 

(e) arrangements for the authorisation of budget transfers in accordance with the 
budget virement guidance. 

4.4.2 Each Budget Holder is responsible for ensuring that: 

(a) any likely overspending or reduction of income which cannot be met by 
virement is not incurred without the prior consent of the Trust Board; 

(b) the amount provided in the approved budget is not used in whole or in part for 
any purpose other than that specifically authorised subject to the rules of 
virement;  
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(c) no permanent employees are appointed without the approval of the Chief 
Executive Officer other than those provided for within the available resources 
and manpower establishment as approved by the Trust Board; 

(d) a business case is prepared as appropriate for investment, divestment and 
service change in accordance with the Trust’s business planning process which 
is subject to appropriate authorisation. 

4.4.3 The Chief Executive Officer is responsible for identifying and implementing cost 
improvements and income generation initiatives in accordance with the 
requirements of the Business Plan and a balanced budget. 

4.5 Capital Expenditure 

4.5.1 The general rules applying to delegation and reporting shall also apply to capital 
expenditure.  (The particular applications relating to capital are contained in SFI 15). 

4.6 Monitoring Returns 

4.6.1 The Chief Executive Officer is responsible for ensuring that the appropriate 
monitoring forms are submitted to the requisite monitoring organisation. 
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5.  ANNUAL ACCOUNTS AND REPORTS 
 

5.1 Preparation and Submission of Annual Financial Reports 

The Chief Finance Officer, on behalf of the Trust, will: 
 
(a) prepare financial returns in accordance with the accounting policies and  

guidance given by the Department of Health and Social Care and the Treasury, 
the Trust’s accounting policies, and generally accepted accounting practice; 

(b) prepare and submit annual financial reports to the Department of Health and 
Social Care certified in accordance with current guidelines;  

(c) submit financial returns to the Department of Health and Social Care for each 
financial year in accordance with the timetable prescribed by the Department of 
Health and Social Care. 

5.2 Audit of Annual Accounts 

The Trust’s annual accounts must be audited by an auditor appointed by the Audit 
Commission. The Trust’s audited annual accounts must be presented to a public 
meeting and made available to the public.   
 

5.3 Publishing of an Annual Report 

The Trust will publish an annual report, in accordance with guidelines on local 
accountability, and present it at a public meeting. The document will comply with the 
Department of Health and Social Care's Manual for Accounts. 
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6. BANK AND GBS ACCOUNTS 
 

6.1 General 

6.1.1 The Chief Finance Officer is responsible for managing the Trust’s banking 
arrangements and for advising the Trust on the provision of banking services and 
operation of accounts.  This advice will take into account guidance/ Directions 
issued from time to time by the Department of Health and Social Care. In line with 
‘Cash Management in the NHS’ Trusts should minimize the use of commercial bank 
accounts and consider using Government Banking Service (GBS) accounts for all 
banking services. 

6.1.2 The Trust Board shall approve the banking arrangements. 

6.2 Bank and GBS Accounts 

6.2.1 The Chief Finance Officer is responsible for: 

(a) bank accounts and Government Banking Service (GBS) accounts; 

(b) establishing separate bank accounts for the Trust’s non-exchequer funds; 

(c) ensuring payments made from bank or GBS accounts do not exceed the 
amount credited to the account except where arrangements have been made;  

(d) reporting to the Trust Board all arrangements made with the Trust’s bankers for 
accounts to be overdrawn.  

(e) monitoring compliance with DHSC guidance on the level of cleared funds. 

6.3 Banking Procedures 

6.3.1 The Chief Finance Officer will prepare detailed instructions on the operation of bank 
and GBS accounts which must include: 

(a) the conditions under which each bank and GBS account is to be operated; 

(b) those authorised to sign cheques or other orders drawn on the Trust’s accounts. 

6.3.2 The Chief Finance Officer must advise the Trust’s bankers in writing of the 
conditions under which each account will be operated. 

6.4 Tendering and Review 

6.4.1 The Chief Finance Officer will review the commercial banking arrangements of the 
Trust at regular intervals to ensure they reflect best practice and represent best 
value for money by periodically seeking competitive tenders for the Trust’s 
commercial banking business. 

6.4.2 Competitive tenders should be sought at least every five years.  The results of the 
tendering exercise should be reported to the Trust Board. This review is not 
necessary for GBS accounts. 
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7. INCOME, FEES, SECURITY OF CASH AND OTHER 
NEGOTIABLE INSTRUMENTS 

 
7.1 Income Systems 

7.1.1 The Chief Finance Officer is responsible for designing, maintaining and ensuring 
compliance with systems for the proper recording, invoicing, collection and coding 
of all monies due. 

7.1.2 The Chief Finance Officer is also responsible for the prompt banking of all monies 
received. 

7.1.3 The Chief Finance Officer is responsible for ensuring proper controls over the 
cancellation of invoices (including the raising of credit notes).  Authorisation limits 
for the cancellation of invoices/raising of credit notes will be specified in the 
Schedule of Financial Limits in the Scheme of Delegation (this is not to be confused 
with writing off bad debts which is dealt with under SFI 17). 

7.2 Fees and Charges 

7.2.1 The Trust shall follow the Department of Health and Social Care's advice in the 
"Costing" Manual in setting prices for NHS service agreements. 

7.2.2 The Chief Finance Officer is responsible for approving and regularly reviewing the 
level of all fees and charges other than those determined by the Department of 
Health and Social Care or by Statute.  All such fees and charges must reflect the 
following: 

(a) The price must ensure full cost recovery at a rate the market will bear 

(b) Schemes must be approved in accordance with the schedule of financial limits  

(c) Where a scheme requires investment, the potential risks of disinvestment must 
be covered by the surplus made such that any exit from the scheme is at no cost 
to the organisation 

(d) Where the scheme relates to a new service, the business case approval process 
must be followed.  

Independent professional advice on matters of valuation shall be taken as 
necessary. Where sponsorship income (including items in kind such as subsidised 
goods or loans of equipment) is considered the guidance in the Department of 
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Health and Social Care’s Commercial Sponsorship – Ethical standards in the NHS 
shall be followed. 
 
All income generation schemes must be costed in line with the guidance provided 
by the Chief Finance Officer and all schemes must be approved in line with the 
Schedule of Financial Limits in the Scheme of Delegation. 
 

7.2.3 All employees must inform the Chief Finance Officer promptly of money due arising 
from transactions which they initiate/deal with, including all contracts, leases, 
tenancy agreements, private patient undertakings and other transactions. 

7.3 Debt Recovery 

7.3.1 The Chief Finance Officer is responsible for the appropriate recovery action on all 
outstanding debts. 

7.3.2 Income not received should be dealt with in accordance with losses procedures. 

7.3.3 Overpayments should be detected (or preferably prevented) and recovery initiated. 

7.4 Security of Cash, Cheques and other Negotiable Instruments 

7.4.1 The Chief Finance Officer is responsible for: 

(a) approving the form of all receipt books, agreement forms, or other means of 
officially acknowledging or recording monies received or receivable; 

(b) ordering and securely controlling any such stationery; 

(c) the provision of adequate facilities and systems for employees whose duties 
include collecting and holding cash, including the provision of safes or lockable 
cash boxes, the procedures for keys, and for coin operated machines;  

(d) prescribing systems and procedures for handling cash and negotiable securities 
on behalf of the Trust. 

7.4.2 Official money shall not under any circumstances be used for the encashment of 
private cheques or IOUs. 

7.4.3 All cheques, postal orders, cash etc., shall be banked intact.  Disbursements shall 
not be made from cash received, except under arrangements approved by the Chief 
Finance Officer. 

7.4.4 The holders of safe keys shall not accept unofficial funds for depositing in their 
safes unless such deposits are in special sealed envelopes or locked containers.  It 
shall be made clear to the depositors that the Trust is not to be held liable for any 
loss, and written indemnities must be obtained from the organisation or individuals 
absolving the Trust from responsibility for any loss. 
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8. TENDERING AND CONTRACTING PROCEDURE  
 

8.1 Duty to comply with Standing Orders and Standing Financial Instructions 

The procedure for making all contracts by or on behalf of the Trust shall comply with 
these Standing Orders and Standing Financial Instructions (except where Standing 
Order No. 3.13 Suspension of Standing Orders is applied).  
 
Where the Trust seeks a variation to goods, services and facilities under an existing 
Private Finance Initiative (PFI) contract (see also SFI 8.10), these rules regarding 
tendering and contracting procedures shall be applied as far as is practicable under 
the terms of the contract.  The Trust’s Chief Finance Officer in conjunction with the 
Director of Estates will prepare formal procedures governing all PFI variations.   

 
8.2 UK Regulations Governing Public Procurement 

UK Public sector procurement regulations promulgated by the Department of Health 
and Social Care (DHSC) prescribing procedures for awarding all forms of contracts 
shall have effect as if incorporated in these Standing Orders and Standing Financial 
Instructions. 
 

8.3 Equality Act 2010 

When undertaking procurement, the Trust must have due regard to equality 
considerations in order to meet its obligations under the general equality duty.  This 
applies to all procurement regardless of value and includes services which are 
contracted to an external organisation. 
 

8.4 Reverse eAuctions 

The Trust should have policies and procedures in place for the control of all 
tendering activity carried out through Reverse eAuctions. For further guidance on 
Reverse eAuctions refer to www.ogc.gov.uk 
 

8.5 Capital Investment Manual and other Department of Health and Social Care 
Guidance 

The Trust shall comply as far as is practicable with the requirements of the 
Department of Health and Social Care "Capital Investment Manual" and “Estate 
code” in respect of capital investment and estate and property transactions.  In the 
case of management consultancy contracts the Trust shall comply as far as is 
practicable with Department of Health and Social Care guidance "The Procurement 
and Management of Consultants within the NHS". 
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8.6  Formal Competitive Tendering 

8.6.1 General Applicability 

The Trust shall ensure that competitive tenders are invited for:  
(a) the supply of goods, materials and manufactured articles; 

(b) the rendering of services including all forms of management consultancy 
services (other than specialised services sought from or provided by the 
DHSC); 

(c) For the design, construction and maintenance of building and engineering 
works (including construction and maintenance of grounds and gardens); 
for disposals. 

8.6.2 Health Care Services 

Where the Trust elects to invite tenders for the supply of healthcare services these 
Standing Orders and Standing Financial Instructions shall apply as far as they are 
applicable to the tendering procedure and need to be read in conjunction with 
Standing Financial Instruction No.9 and No.10. 
 

8.6.3  Exceptions and instances where formal tendering need not be applied 

Formal tendering procedures need not be applied where: 
(a) the estimated expenditure or income does not, or is not reasonably expected to, 

exceed £30,000;  

(b) where the supply is proposed under special arrangements negotiated by the 
DHSC in which event the said special arrangements must be complied with; 

(c) regarding disposals as set out in Standing Financial Instructions No. 16; 

Formal tendering procedures may be waived in the following circumstances: 
 
(d) in very exceptional circumstances where the Chief Executive Officer decides 

that formal tendering procedures would not be practicable or the estimated 
expenditure or income would not warrant formal tendering procedures, and the 
circumstances are detailed in an appropriate Trust record; 

(e) where the requirement is covered by an existing contract; 

(f) where appropriate framework agreements are in place and have been approved 
by the Trust Board; 

(g) where a consortium arrangement is in place and a lead organisation has been 
appointed to carry out tendering activity on behalf of the consortium members; 

(h) where the timescale genuinely precludes competitive tendering but failure to 
plan the work properly would not be regarded as a justification for a single 
tender; 

(i) where specialist expertise is required and is available from only one source; 

(j) when the task is essential to complete the project, and arises as a consequence 
of a recently completed assignment and engaging different consultants for the 
new task would be inappropriate; 
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(k) there is a clear benefit to be gained from maintaining continuity with an earlier 
project. However in such cases the benefits of such continuity must outweigh 
any potential financial advantage to be gained by competitive tendering; 

(l) for the provision of legal advice and services providing that any legal firm or 
partnership commissioned by the Trust is regulated by the Law Society for 
England and Wales for the conduct of their business (or by the Bar Council for 
England and Wales in relation to the obtaining of Counsel’s opinion) and are 
generally recognised as having sufficient expertise in the area of work for which 
they are commissioned.   

The Chief Finance Officer will ensure that any fees paid are reasonable and within 
commonly accepted rates for the costing of such work. 
  
(m)  where allowed and provided for in the Capital Investment Manual. 

The waiving of competitive tendering procedures should not be used to avoid 
competition or for administrative convenience or to award further work to a 
consultant originally appointed through a competitive procedure.  
 
Where it is decided that competitive tendering is not applicable and should be 
waived, the fact of the waiver and the reasons should be documented and recorded 
in an appropriate Trust record.  All instances of the waiving of competitive tendering 
procedures must be approved by the Chief Executive Officer or Chief Finance 
Officer and reported to the Audit and Risk Assurance Committee twice per annum 
in accordance with the committee’s work plan.   
 

8.6.4 Fair and Adequate Competition  

Where the exceptions set out in SFI 8.1 and 8.5.3 apply, the Trust shall ensure that 
invitations to tender are sent to a sufficient number of firms/individuals to provide 
fair and adequate competition as appropriate, and in no case less than two 
firms/individuals, having regard to their capacity to supply the goods or materials or 
to undertake the services or works required. 
 
The minimum number of firms/individuals invited to tender are set out in the Tender 
and Contract Procedures – Limits of Authority in the Scheme of Delegation. 
 

8.6.5 List of Approved Firms 

The Trust shall ensure that the firms/individuals invited to tender (and where 
appropriate, quote) are among those on approved lists. Where in the opinion of the 
Chief Finance Officer it is desirable to seek tenders from firms not on the approved 
lists, the reason shall be recorded in writing to the Chief Executive Officer (see SFI 
8.6.8 List of Approved Firms). 
 

8.6.6 Building and Engineering Construction Works 

Competitive Tendering cannot be waived for building and engineering construction 
works and maintenance (other than in accordance with Concode) without 
Departmental of Health approval. 
 

8.6.7  Items which subsequently breach thresholds after original approval 

Items estimated to be below the limits set in this Standing Financial Instruction for 
which formal tendering procedures are not used which subsequently prove to have 
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a value above such limits shall be reported to the Chief Executive Officer, and be 
recorded in an appropriate Trust record. 
 

8.7 Contracting/Tendering Procedure 

8.7.1 Invitation to tender 

(a) All invitations to tender shall state the date and time as being the latest time for the 
receipt of tenders. 

(b) All invitations to tender shall state that no tender will be accepted unless:  

(c) the tender has been submitted using the Trust’s e-tendering system; or 

(d) where a manual process is being followed:  

i. it is submitted in a plain sealed package or envelope bearing a pre-printed 
label supplied by the Trust (or the word "tender" followed by  the subject to 
which it relates) and the latest date and time for the receipt of such tender 
addressed to the Chief Executive Officer or nominated Manager; 

ii. the tender envelopes/ packages shall not bear any names or marks indicating 
the sender. The use of courier/postal services must not identify the sender on 
the envelope or on any receipt so required by the deliverer. 

(e) Every tender for goods, materials, services or disposals shall embody such of the 
NHS Standard Contract Conditions as are applicable. 

(f) Every tender for building or engineering works (except for maintenance work, when 
Estmancode guidance shall be followed) shall embody or be in the terms of the 
current edition of one of the Joint Contracts Tribunal Standard Forms of Building 
Contract or Department of the Environment (GC/Wks) Standard forms of contract 
amended to comply with Concode; or, when the content of the work is primarily 
engineering, the General Conditions of Contract recommended by the Institution of 
Mechanical and Electrical Engineers and the Association of Consulting Engineers 
(Form A), or (in the case of civil engineering work) the General Conditions of 
Contract recommended by the Institute of Civil Engineers, the Association of 
Consulting Engineers and the Federation of Civil Engineering Contractors.  These 
documents shall be modified and/or amplified to accord with Department of Health 
and Social Care guidance and, in minor respects, to cover special features of 
individual projects. 

8.7.2 Receipt and safe custody of tenders 

(a) Where the Trust’s e-tendering system is being used: 

i.) Access to the tenders will be “locked” until the prescribed closing date 
for the receipt of tenders. 

The system will automatically record the date and time of receipt of tenders. 

(b) Where a manual tendering process is being used: 

i.) The Chief Executive Officer or his nominated representative will 
be responsible for the receipt, endorsement and safe custody of 
tenders received until the time appointed for their opening. 
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ii.) The date and time of receipt of each tender shall be endorsed on 
the tender envelope/package. 

8.7.3 Opening tenders and Register of tenders 

(a) As soon as practicable after the date and time stated as being the latest 
time for the receipt of tenders, they shall be opened as follows: 

i.) E-tenders: the Head of Procurement or nominated representative will 
ensure access to tenders is “unlocked” 

ii.) Manual tenders: two senior officers/managers designated by the Chief 
Executive Officer and not from the originating department.  Officers 
authorised to open tenders are set out in the Tender and Contract 
Procedures – Limits of Authority in the Scheme of Delegation. 

 The ‘originating’ Department will be taken to mean the Department 
sponsoring  or commissioning the tender.    

 The involvement of Finance Directorate staff in the preparation of a 
tender proposal will not preclude the Chief Finance Officer or any 
approved Senior Manager from the Finance Directorate from 
serving as one of the two senior managers to open tenders. 

 Every tender received shall be marked with the date of opening and 
initialled by those present at the opening. 

(b) A register (electronic for e-tenders or manual) shall be maintained by the 
Chief Executive Officer, or a person authorised by him, to show for each 
set of competitive tender invitations dispatched: 

- the name of all firms individuals invited; 

- the names of firms individuals from which tenders have been received; 

- the date the tenders were opened; 

- the persons present at the opening; 

- the price shown on each tender; 

- a note where price alterations have been made on the tender (not 
applicable for e-tenders). 

Each entry to this register (manual register only) shall be signed by those present. 
 
A note shall be made in the register if any one tender price has had so many 
alterations that it cannot be readily read or understood. 
 

(c) Incomplete tenders, i.e. those from which information necessary for the 
adjudication of the tender is missing, and amended tenders i.e., those 
amended by the tenderer upon his own initiative either orally or in writing 
after the due time for receipt, but prior to the opening of other tenders, 
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should be dealt with in the same way as late tenders. (Standing Order No. 
8.6.5 below). 

8.7.4 Admissibility 

(a) If for any reason the designated officers are of the opinion that the tenders 
received are not strictly competitive (for example, because their numbers 
are insufficient or any are amended, incomplete or qualified) no contract 
shall be awarded without the approval of the Chief Executive Officer. 

(b) Where only one tender is sought and/or received, the Chief Executive 
Officer and Chief Finance Officer shall, as far practicable, ensure that the 
price to be paid is fair and reasonable and will ensure value for money for 
the Trust. 

8.7.5 Late tenders 

(a) Tenders received after the due time and date, but prior to the opening of 
the other tenders, may be considered only if the Chief Executive Officer or 
his nominated officer decides that there are exceptional circumstances i.e. 
dispatched in good time but delayed through no fault of the tenderer. 

(b) Only in the most exceptional circumstances will a tender be considered 
which is received after the opening of the other tenders and only then if 
the tenders that have been duly opened have not left the custody of the 
Chief Executive Officer or his nominated officer or if the process of 
evaluation and adjudication has not started. 

(c) While decisions as to the admissibility of late, incomplete or amended 
tenders are under consideration, the tender documents shall be kept 
strictly confidential, recorded, and held in safe custody by the Chief 
Executive Officer or his nominated officer. 

 
8.7.6 Acceptance of formal tenders (See overlap with SFI 8.7) 

(a) Any discussions with a tenderer which are deemed necessary to clarify 
technical aspects of his tender before the award of a contract will not 
disqualify the tender. 

(b) The lowest tender, if payment is to be made by the Trust, or the highest, if 
payment is to be received by the Trust, shall be accepted unless there are 
good and sufficient reasons to the contrary. Such reasons shall be set out 
in either the contract file, or other appropriate record. 

It is accepted that for professional services such as management consultancy, the 
lowest price does not always represent the best value for money.  Other factors 
affecting the success of a project include: 
 

i.) experience and qualifications of team members; 

ii.) understanding of client’s needs; 

iii.) feasibility and credibility of proposed approach; 

iv.) ability to complete the project on time. 
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Where other factors are taken into account in selecting a tenderer, these must be 
clearly recorded and documented in the contract file, and the reason(s) for not 
accepting the lowest tender clearly stated. 
 

(a) No tender shall be accepted which will commit expenditure in excess of 
that which has been allocated by the Trust and which is not in accordance 
with these Instructions except with the authorisation of the Chief 
Executive Officer. 

(b) The use of these procedures must demonstrate that the award of the 
contract was: 

i.) not in excess of the going market rate / price current at the time the 
contract was awarded; 

ii.) that best value for money was achieved. 

(c) All tenders should be treated as confidential and should be retained for 
inspection. 

(d) All tenders will be adjudicated by officers of the Trust as set out in the 
Tender and Contract Procedures – Limits of Authority in the Scheme of 
Delegation. 

8.7.7 Tender reports to the Trust Board 

Except as set out in the Tender and Contract Procedures – Limits of Authority in the 
Scheme of Delegation, reports to the Trust Board will be made on an exceptional 
circumstance basis only. 
 

8.7.8 List of approved firms (see SFI 8.5.5) 

(a) Responsibility for maintaining list 

A manager nominated by the Chief Executive Officer shall on behalf of the Trust 
maintain lists of approved firms from who tenders and quotations may be invited. 
These shall be kept under frequent review.  The lists shall include all firms who 
have applied for permission to tender and as to whose technical and financial 
competence the Trust is satisfied. All suppliers must be made aware of the Trust’s 
terms and conditions of contract. 
 
(b)  Building and Engineering Construction Works 

i.) Invitations to tender shall be made only to firms included on the approved 
list of tenderers compiled in accordance with this Instruction or on the 
separate maintenance lists compiled in accordance with Estmancode 
guidance (Health Notice HN(78)147). 

ii.) Firms included on the approved list of tenderers shall ensure that when 
engaging, training, promoting or dismissing employees or in any 
conditions of employment, shall not discriminate against any person 
because of age, disability, gender reassignment, pregnancy and 
maternity, race, religion or belief, sex and sexual orientation and will 
comply with the provisions of the Equality Act 2010. 

iii.) Firms shall conform at least with the requirements of the Health and 
Safety at Work Act and any amending and/or other related legislation 
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concerned with the health, safety and welfare of workers and other 
persons, and to any relevant British Standard Code of Practice issued by 
the British Standard Institution.  Firms must provide to the appropriate 
manager a copy of its safety policy and evidence of the safety of plant and 
equipment, when requested. 

(c)  Financial Standing and Technical Competence of Contractors 

The Chief Finance Officer may make or institute any enquiries she/he deems 
appropriate concerning the financial standing and financial suitability of approved 
contractors.  The Director with lead responsibility for clinical governance will 
similarly make such enquiries as is felt appropriate to be satisfied as to their 
technical / medical competence. 
 

8.7.9 Exceptions to using approved contractors 

If in the opinion of the Chief Executive Officer and the Chief Finance Officer or the 
Director with lead responsibility for clinical governance it is impractical to use a 
potential contractor from the list of approved firms/individuals (for example where 
specialist services or skills are required and there are insufficient suitable potential 
contractors on the list), or where a list for whatever reason has not been prepared, 
the Chief Executive Officer should ensure that appropriate checks are carried out as 
to the technical and financial capability of those firms that are invited to tender or 
quote. 
 

8.8 Quotations: Competitive and non-competitive 

8.8.1 General Position on quotations 

Quotations are required where formal tendering procedures are not adopted and 
where the intended expenditure or income exceeds, or is reasonably expected to 
exceed £10,000 but not exceed £30,000. 
 

8.8.2 Competitive Quotations 

(a) The minimum number of firms/individuals invited to quote are set out in 
the Tender and Contract Procedures – Limits of Authority in the Scheme 
of Delegation. 

(b) Quotations should be in writing unless the Chief Executive Officer or his 
nominated officer determines that it is impractical to do so in which case 
quotations may be obtained by telephone. Confirmation of telephone 
quotations should be obtained as soon as possible and the reasons why 
the telephone quotation was obtained should be set out in a permanent 
record. 

(c) All quotations should be treated as confidential and should be retained for 
inspection. 

(d) The Chief Executive Officer or his nominated officer should evaluate the 
quotation and select the quote which gives the best value for money. If 
this is not the lowest quotation if payment is to be made by the Trust, or 
the highest if payment is to be received by the Trust, then the choice 
made and the reasons why should be recorded in a permanent record. 
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8.8.3 Non-Competitive Quotations 

Non-competitive quotations in writing may be obtained in the following 
circumstances:  
 

(a) the supply of proprietary or other goods of a special character and the 
rendering of services of a special character, for which it is not, in the 
opinion of the responsible officer, possible or desirable to obtain 
competitive quotations; 

(b) the supply of goods or manufactured articles of any kind which are 
required quickly and are not obtainable under existing contracts; 

(c) miscellaneous services, supplies and disposals; 

(d) where the goods or services are for building and engineering 
maintenance the responsible works manager must certify that the first two 
conditions of this SFI (i.e.: (i) and (ii) of this SFI) apply. 

8.8.4 Quotations to be within Financial Limits 

No quotation shall be accepted which will commit expenditure in excess of that 
which has been allocated by the Trust and which is not in accordance with Standing 
Financial Instructions except with the authorisation of either the Chief Executive 
Officer or Chief Finance Officer. 
 

8.9 Authorisation of Tenders and Competitive Quotations 

Providing all the conditions and circumstances set out in these Standing Financial 
Instructions have been fully complied with, formal authorisation and awarding of a 
contract may be decided by officers of the Trust or the Trust Board as set out in the 
Tender and Contract Procedures – Limits of Authority in the Scheme of Delegation. 
 
Formal authorisation must be put in writing.  In the case of authorisation by the 
Trust Board this shall be recorded in their minutes. 
 

8.10 Instances where formal competitive tendering or competitive quotation is 
not required 

Where competitive tendering or a competitive quotation is not required the Trust 
should adopt one of the following alternatives: 
 
(a) the Trust shall use the NHS Supply Chain for procurement of all goods and 

services unless the Chief Executive Officer or nominated officers deem it 
inappropriate. The decision to use alternative sources must be documented.   

(b) If the Trust does not use the NHS Supply Chain - where tenders or quotations 
are not required, because expenditure is below £15,000 (exclusive of VAT), the 
Trust shall procure goods and services in accordance with procurement 
procedures approved by the Chief Finance Officer. 
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8.11   Private Finance for capital procurement (see overlap with SFI 15) 

The Trust should normally market-test for PFI (Private Finance Initiative funding) 
when considering a capital procurement. When the Trust Board proposes, or is 
required, to use finance provided by the private sector the following should apply: 
 
(a) The Chief Executive Officer shall demonstrate that the use of private finance 

represents value for money and genuinely transfers risk to the private sector. 

(b) Where the sum exceeds delegated limits, a business case must be referred to 
the appropriate Department of Health and Social Care for approval or treated as 
per current guidelines. 

(c) The proposal must be specifically agreed by the Board of the Trust. 

(d) The selection of a contractor/finance company must be on the basis of 
competitive tendering or quotations. 

8.12   Compliance requirements for all contracts 

The Trust Board may only enter into contracts on behalf of the Trust within the 
statutory powers delegated to it by the Secretary of State and shall comply with: 
 
(a) The Trust’s Standing Orders and Standing Financial Instructions; 

(b) UK Procurement Regulations and other statutory provisions; 

(c) quality Act 2010; 

(d) any relevant directions including the Capital Investment Manual, Estatecode 
and guidance on the Procurement and Management of Consultants; 

(e) such of the NHS Standard Contract Conditions as are applicable. 
contracts with Foundation Trusts must be in a form compliant with appropriate 
NHS guidance.  

(f) Where appropriate contracts shall be in or embody the same terms and 
conditions of contract as was the basis on which tenders or quotations were 
invited. 

(g) In all contracts made by the Trust, the Trust Board shall endeavour to obtain 
best value for money by use of all systems in place.  The Chief Executive 
Officer shall nominate an officer who shall oversee and manage each contract 
on behalf of the Trust. 

8.13   Personnel and Agency or Temporary Staff Contracts 

The Chief Executive Officer shall nominate officers with delegated authority to enter 
into contracts of employment, regarding staff, agency staff or temporary staff 
service contracts. 
 

8.14   Healthcare Services Agreements (see overlap with SFI 9) 

Service agreements with NHS providers for the supply of healthcare services shall 
be drawn up in accordance with the NHS and Community Care Act 1990 and 
administered by the Trust.  Service agreements are not contracts in law and 
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therefore not enforceable by the courts. However, a contract with a Foundation 
Trust, being a PBC, is a legal document and is enforceable in law.  
The Chief Executive Officer shall nominate officers to commission service 
agreements with providers of healthcare in line with a commissioning plan approved 
by the Trust Board.   
 

8.15   Disposals (See overlap with SFI 17) 

Competitive Tendering or Quotation procedures shall not apply to the disposal of: 
 
(a) any matter in respect of which a fair price can be obtained only by negotiation or 

sale by auction as determined (or pre-determined in a reserve) by the Chief 
Executive Officer or his nominated officer; 

(b) obsolete or condemned articles and stores, which may be disposed of in 
accordance with the supplies policy of the Trust; 

(c) items to be disposed of with an estimated sale value of less than £5,000, this 
figure to be reviewed on a periodic basis; 

(d) items arising from works of construction, demolition or site clearance, which 
should be dealt with in accordance with the relevant contract; 

(e) land or buildings concerning which DHSC guidance has been issued but subject 
to compliance with such guidance. 

8.16   In-house Services 

8.16.1 The Chief Executive Officer shall be responsible for ensuring that best value for 
money can be demonstrated for all services provided on an in-house basis. The 
Trust may also determine from time to time that in-house services should be market 
tested by competitive tendering. 

8.16.2 In all cases where the Trust Board determines that in-house services should be 
subject to competitive tendering the following groups shall be set up: 

(a) Specification group, comprising the Chief Executive Officer or nominated 
officer/s and specialist. 

(b) In-house tender group, comprising a nominee of the Chief Executive Officer and 
technical support. 

(c) Evaluation team, comprising normally a specialist officer, a supplies officer and 
a Chief Finance Officer representative. For services having a likely annual 
expenditure exceeding £1,000,000, a non-executive member should be a 
member of the evaluation team. 

8.16.3 All groups should work independently of each other and individual officers may be a 
member of more than one group but no member of the in-house tender group may 
participate in the evaluation of tenders. 

8.16.4 The evaluation team shall make recommendations to the Trust Board. 

8.16.5 The Chief Executive Officer shall nominate an officer to oversee and manage the 
contract on behalf of the Trust. 
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8.17   Applicability of SFIs on Tendering and Contracting to funds held in trust 
(see overlap with SFI 20) 

These Instructions shall not only apply to expenditure from Exchequer funds but 
also to works, services and goods purchased from the Trust’s trust funds and 
private resources. 
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9. NHS CONTRACTS FOR PROVISION OF SERVICES  
 
9.1 Contracts for Health Services 

9.1.1 The Chief Executive Officer, as the Accountable Officer, is responsible for ensuring 
the Trust enters into suitable contracts with service commissioners for the provision 
of NHS services.   

All contracts should aim to implement the agreed priorities contained within the 
NHS England or Integrated Care Board’s plans and the Trust’s Business Plan and 
wherever possible, be based upon integrated care pathways to reflect expected 
patient experience.  In discharging this responsibility, the Chief Executive Officer 
should take into account: 
 

 the standards of service quality expected; 
 
 the relevant national service framework (if any); 
 
 the provision of reliable information on cost and volume of services; 
 
 the NHS National Performance Assessment Framework; 
 
 that contracts build where appropriate on existing Joint Investment Plans; 
 
 that contracts are based on integrated care pathways. 

 
9.2 Involving Partners and jointly managing risk  

 Contracts should be drafted in collaboration with relevant stakeholders including 
clinicians, users, carers, public health professionals and managers.  It will reflect 
knowledge of local needs and inequalities.  This will require the Chief Executive 
Officer to ensure that the Trust works with all partner agencies involved in both the 
delivery and the commissioning of the service required.  The contract will apportion 
responsibility for handling a particular risk to the party or parties in the best position 
to influence the event and financial arrangements should reflect this.  In this way 
the Trust can jointly manage risk with all interested parties.  
 
 all parts of the NHS contribute to health promotion, protection and improvement. 

 
9.3 Reports to Trust Board on Contracts for Health Services 

 The Chief Executive Officer, as the Accountable Officer, will need to ensure that regular 
reports are provided to the Trust Board detailing actual and forecast income from the NHS 
Contracts.  This will include information on costing arrangements, which increasingly should 
be based upon Healthcare Resource Groups (HRGs).  Where HRGs are unavailable for 
specific services, all parties should agree a common currency for application across the range 
of contracts. 
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10. COMMISSIONING 
 
 [This section is not normally applicable to NHS Trusts since they are providers rather than 

commissioners of health services. However, in limited cases Trusts may be responsible for 
operational commissioning of services. In these circumstances Trusts should refer to the 
model SFIs on Commissioning and adopt/amend the relevant paragraphs as appropriate]. 
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11. TERMS OF SERVICE, STAFF APPOINTMENTS AND PAYMENTS  
TO TRUST BOARD MEMBERS, EXECUTIVE COMMITTEE AND 
STAFF 

 
11.1 Remuneration and Terms of Service (see overlap with SO No. 4) 

11.1.1 In accordance with Standing Orders the Trust Board shall establish a Remuneration 
and Terms of Service Committee, with clearly defined terms of reference, specifying 
which posts fall within its area of responsibility, its composition, and the 
arrangements for reporting.  (See NHS guidance contained in the Higgs report.) 

11.1.2 The Committee will: 

(a) advise the Trust Board about appropriate remuneration and terms of service for 
the Chief Executive Officer, other officer members employed by the Trust and 
other senior employees including:  

i.) all aspects of salary (including any performance-related 
elements/bonuses); 

ii.) provisions for other benefits, including pensions and cars; 

iii.) arrangements for termination of employment and other contractual terms; 

(b) make such recommendations to the Trust Board on the remuneration and terms 
of service of officer members of the Board (and other senior employees) to 
ensure they are fairly rewarded for their individual contribution to the Trust - 
having proper regard to the Trust’s circumstances and performance and to the 
provisions of any national arrangements for such members and staff where 
appropriate; 

(c) monitor and evaluate the performance of individual officer members (and other 
senior employees);  

(d) advise on and oversee appropriate contractual arrangements for such staff 
including the proper calculation and scrutiny of termination payments taking 
account of such national guidance as is appropriate. 

11.1.3 The Committee shall report in writing to the Trust Board the basis for its 
recommendations.  The Trust Board shall use the report as the basis for their 
decisions, but remain accountable for taking decisions on the remuneration and 
terms of service of officer members.  Minutes of the Trust Board's meetings should 
record such decisions. 

11.1.4 The Trust Board will consider and need to approve proposals presented by the 
Chief Executive Officer for the setting of remuneration and conditions of service for 
those employees and officers not covered by the Committee. 

11.1.5 The Trust will pay allowances to the Chair and non-officer members of the Trust 
Board in accordance with instructions issued by the Secretary of State for Health. 



GM3 Standing Financial Instructions (Version 13.0) Oct 2023      Page | 33 
 

11.2 Funded Establishment 

11.2.1 The manpower plans incorporated within the annual budget will form the funded 
establishment. 

11.2.2 The funded establishment of any department may not be varied without the 
approval of the Chief Executive Officer. 

11.3 Staff Appointments 

11.3.1 No officer or Member of the Trust Board or employee may engage, re-engage, or 
re-grade employees, either on a permanent or temporary nature, or hire agency 
staff, or agree to changes in any aspect of remuneration: 

(a) unless authorised to do so by the Chief Executive Officer; 

(b) within the limit of their approved budget and funded establishment. 

11.3.2 The Trust Board will approve procedures presented by the Chief Executive Officer 
for the determination of commencing pay rates, condition of service, etc, for 
employees. 

11.4 Processing Payroll 

11.4.1 The Chief People Officer is responsible for: 

(a) specifying timetables for submission of properly authorised time records and 
other notifications; 

(b) the final determination of pay and allowances; 

(c) making payment on agreed dates;  

(d) agreeing method of payment. 

11.4.2 The Chief People Officer will issue instructions regarding: 

(a) verification and documentation of data; 

(b) the timetable for receipt and preparation of payroll data and the payment of 
employees and allowances; 

(c) maintenance of subsidiary records for superannuation, income tax, social 
security and other authorised deductions from pay; 

(d) security and confidentiality of payroll information; 

(e) checks to be applied to completed payroll before and after payment; 

(f) authority to release payroll data under the provisions of the Data Protection Act; 

(g) methods of payment available to various categories of employee and officers; 

(h) procedures for payment by cheque, bank credit, or cash to employees and 
officers; 

(i) procedures for the recall of cheques and bank credits; 
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(j) pay advances and their recovery; 

(k) maintenance of regular and independent reconciliation of pay control accounts; 

(l) separation of duties of preparing records and handling cash;  

(m) a system to ensure the recovery from those leaving the employment of the Trust 
of sums of money and property due by them to the Trust. 

11.4.3 Appropriately nominated managers have delegated responsibility for: 

(a) submitting time records, and other notifications in accordance with agreed 
timetables; 

(b) completing time records and other notifications in accordance with the Chief 
Operating Officer's instructions and in the form prescribed by the Chief 
Operating Officer;  

(c) submitting termination forms in the prescribed form immediately upon knowing 
the effective date of an employee's or officer’s resignation, termination or 
retirement.  Where an employee fails to report for duty or to fulfill obligations in 
circumstances that suggest they have left without notice, the Chief Operating 
Officer must be informed immediately. 

11.4.4 Regardless of the arrangements for providing the payroll service, the Chief People 
Officer shall ensure that the chosen method is supported by appropriate 
(contracted) terms and conditions, adequate internal controls and audit review 
procedures and that suitable arrangements are made for the collection of payroll 
deductions and payment of these to appropriate bodies. 

11.5 Contracts of Employment 

11.5.1 The Trust Board shall delegate responsibility to an officer for: 

(a) ensuring that all employees are issued with a Contract of Employment in a form 
approved by the Trust Board and which complies with employment legislation;  

(b)  dealing with variations to, or termination of, contracts of employment. 
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12. NON-PAY EXPENDITURE 
 

12.1 Delegation of Authority 

12.1.1 The Trust Board will approve the level of non-pay expenditure on an annual basis 
and the Chief Executive Officer will determine the level of delegation to budget 
managers. 

12.1.2 The Chief Executive Officer will set out: 

(a) the list of managers who are authorised to place requisitions for the supply of 
goods and services;  

(b) the maximum level of each requisition and the system for authorisation above 
that level. 

12.1.3 The Chief Executive Officer shall set out procedures on the seeking of professional 
advice regarding the supply of goods and services. 
 

12.2 Choice, Requisitioning, Ordering, Receipt and Payment for Goods and 
Services (see overlap with Standing Financial Instruction No. 17) 

12.2.1 Requisitioning 

The requisitioner, in choosing the item to be supplied (or the service to be 
performed) shall always obtain the best value for money for the Trust.  In so doing, 
the advice of the Trust’s adviser on supply shall be sought.  Where this advice is not 
acceptable to the requisitioner, the Chief Finance Officer (and/or the Chief 
Executive Officer) shall be consulted. 

12.2.2 System of Payment and Payment Verification 

The Chief Finance Officer shall be responsible for the prompt payment of accounts 
and claims.  Payment of contract invoices shall be in accordance with contract 
terms, or otherwise, in accordance with national guidance. 
 

12.2.3 The Chief Finance Officer will: 

(a) advise the Trust Board regarding the setting of thresholds above which 
quotations (competitive or otherwise) or formal tenders must be obtained; and, 
once approved, the thresholds should be incorporated in Standing Orders and 
Standing Financial Instructions and regularly reviewed; 

(b) prepare procedural instructions or guidance within the Scheme of Delegation on 
the obtaining of goods, works and services incorporating the thresholds; 

(c) be responsible for the prompt payment of all properly authorised accounts and 
claims.  Authorisation limits are set out in the Schedule of Financial Limits in the 
Scheme of Delegation; 
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(d) be responsible for designing and maintaining a system of verification, recording 
and payment of all amounts payable.  The system shall provide for: 

i.) A list of Trust Board employees (including specimens of their signatures) 
authorised to certify invoices. 

ii.) Certification that: 

i.) goods have been duly received, examined and are in accordance with 
specification and the prices are correct; 

work done or services rendered have been satisfactorily carried out in accordance with the order, 
and, where applicable, the materials used are of the requisite standard and the charges are correct; 

in the case of contracts based on the measurement of time, materials or expenses, the time 
charged is in accordance with the time sheets, the rates of labour are in accordance with the 
appropriate rates, the materials have been checked as regards quantity, quality, and price and the 
charges for the use of vehicles, plant and machinery have been examined; 

where appropriate, the expenditure is in accordance with regulations and all necessary 
authorisations have been obtained; 

the account is arithmetically correct; 

the account is in order for payment.  

iii.) A timetable and system for submission to the Chief Finance Officer of 
accounts for payment; provision shall be made for the early submission of 
accounts subject to cash discounts or otherwise requiring early payment. 

iv.) Instructions to employees regarding the handling and payment of 
accounts within the Finance Department. 

(e) be responsible for ensuring that payment for goods and services is only made 
once the goods and services are received. The only exceptions are set out in 
SFI 12.2.4 below. 

12.2.4 Prepayments 

 Prepayments are only permitted where exceptional circumstances apply.  In such 
instances: 
(a) Prepayments are only permitted where the financial advantages outweigh the 

disadvantages (i.e. cash flows must be discounted to NPV using the National 
Loans Fund (NLF) rate plus 2%).  

(b) The appropriate officer must provide, in the form of a written report, a case 
setting out all relevant circumstances of the purchase.  The report must set out 
the effects on the Trust if the supplier is at some time during the course of the 
prepayment agreement unable to meet his commitments; 

(c) The Chief Finance Officer will need to be satisfied with the proposed 
arrangements before contractual arrangements proceed (taking into account the 
EU public procurement rules where the contract is above a stipulated financial 
threshold);  
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(d) The budget holder is responsible for ensuring that all items due under a 
prepayment contract are received and they must immediately inform the 
appropriate Director or Chief Executive Officer if problems are encountered. 

(e) Prepayments must be authorised in line with the Schedule of Financial Limits in 
the Scheme of Delegation. 

12.2.5 Official orders 

 Official Orders must: 
(a) be consecutively numbered; 

(b) be in a form approved by the Chief Finance Officer; 

(c) state the Trust’s terms and conditions of trade;  

(d) only be issued to, and used by, those duly authorised by the Chief Executive 
Officer. 

(e) be signed by an officer duly authorised in the Schedule of Financial Limits in the 
Scheme of Delegation 

 
12.2.6 Duties of Managers and Officers 

Managers and officers must ensure that they comply fully with the guidance and 
limits specified by the Chief Finance Officer and that: 
(a) all contracts (except as otherwise provided for in the Scheme of Delegation), 

leases, tenancy agreements and other commitments which may result in a 
liability are notified to the Chief Finance Officer in advance of any commitment 
being made; 

(b) contracts above specified thresholds are advertised and awarded in accordance 
with EU rules on public procurement; 

(c) where consultancy advice is being obtained, the procurement of such advice 
must be in accordance with guidance issued by the Department of Health and 
Social Care; 

(d) no order shall be issued for any item or items to any firm which has made an 
offer of gifts, reward or benefit to directors or employees, other than: 

i.) isolated gifts of a trivial character or inexpensive seasonal gifts, such as 
calendars; 

ii.) conventional hospitality, such as lunches in the course of working visits; 

(This provision needs to be read in conjunction with Standing Order No. 6 and the 
principles outlined in the national guidance contained in HSG 93(5) “Standards of 
Business Conduct for NHS Staff”); 
 
(e) no requisition/order is placed for any item or items for which there is no budget 

provision unless authorised by the Chief Finance Officer on behalf of the Chief 
Executive Officer; 



GM3 Standing Financial Instructions (Version 13.0) Oct 2023      Page | 38 
 

(f) all goods, services, or works are ordered on an official order except works and 
services executed in accordance with a contract and purchases from petty cash; 

(g) verbal orders must only be issued very exceptionally - by an employee 
designated by the Chief Executive Officer and only in cases of emergency or 
urgent necessity.  These must be confirmed by an official order and clearly 
marked "Confirmation Order"; 

(h) orders are not split or otherwise placed in a manner devised so as to avoid the 
financial thresholds; 

(i) goods are not taken on trial or loan in circumstances that could commit the 
Trust to a future uncompetitive purchase; 

(j) changes to the list of employees and officers authorised to certify invoices are 
notified to the Chief Finance Officer; 

(k) purchases from petty cash are restricted in value and by type of purchase in 
accordance with instructions issued by the Chief Finance Officer and the 
Schedule of Financial Limits in the Scheme of Delegation;  

(l) petty cash records are maintained in a form as determined by the Chief Finance 
Officer. 

12.2.7 The Chief Executive Officer and Chief Finance Officer shall ensure that the 
arrangements for financial control and financial audit of building and engineering 
contracts and property transactions comply with the guidance contained within 
CONCODE and ESTATECODE.  The technical audit of these contracts shall be the 
responsibility of the relevant Director. 

 
12.3 Joint Finance Arrangements with Local Authorities and Voluntary Bodies 

(see overlap with Standing Order No. 9.1)  

 
12.3.1 Payments to local authorities and voluntary organisations made under the powers of 

section 28A of the NHS Act shall comply with procedures laid down by the Chief 
Finance Officer which shall be in accordance with these Acts. (See overlap with 
Standing Order No. 9.1) 
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13. EXTERNAL BORROWING AND INVESTMENTS 
13.1 External Borrowing 

13.1.1 The Chief Finance Officer will advise the Trust Board concerning the Trust’s ability 
to pay dividend on, and repay Public Dividend Capital and any proposed new 
borrowing, within the limits set by the Department of Health and Social Care. The 
Chief Finance Officer is also responsible for reporting periodically to the Trust Board 
concerning the PDC debt and all loans and overdrafts. 

13.1.2 The Trust Board will agree the list of employees (including specimens of their 
signatures) who are authorised to make short term borrowings on behalf of the 
Trust. This must contain the Chief Executive Officer and the Chief Finance Officer. 

13.1.3 The Chief Finance Officer must prepare detailed procedural instructions concerning 
applications for loans and overdrafts. 

13.1.4 All short-term borrowings should be kept to the minimum period of time possible, 
consistent with the overall cashflow position, represent good value for money, and 
comply with the latest guidance from the Department of Health and Social Care. 

13.1.5 Any short-term borrowing must be with the authority of two members of an 
authorised panel, one of which must be the Chief Executive Officer, Chief Finance 
Officer (CFO) or Director of Operational Finance/Associate Director of Finance. The 
Trust Board must be made aware of all short term borrowings at the next Trust 
Board meeting (see Schedule of Financial Limits in the Scheme of Delegation). 

13.1.6 All long-term borrowing must be consistent with the plans outlined in the current 
Business Plan and be approved by the Trust Board (see Schedule of Financial 
Limits in the Scheme of Delegation). 

13.2 Investments 

13.2.1 Temporary cash surpluses must be held only in such public or private sector 
investments as notified by the Secretary of State and authorised by the Trust Board. 

13.2.2 The Chief Finance Officer is responsible for advising the Trust Board on 
investments and shall report periodically to the Trust Board concerning the 
performance of investments held. 

13.2.3 The Chief Finance Officer will prepare detailed procedural instructions on the 
operation of investment accounts and on the records to be maintained.  
Authorisation limits for the investment of surplus cash are set out in the Schedule of 
Financial Limits in the Scheme of Delegation. 
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14. FINANCIAL FRAMEWORK 
14.1 [There is no paragraph contained within the DHSC template with this 

reference] 

14.2 [There is no paragraph contained within the DHSC template with this 
reference] 

14.3 Financial Framework 

14.3.1 The Chief Finance Officer should ensure that members of the Trust Board are 
aware of the Financial Framework. This document contains directions which the 
Trust must follow. It also contains directions to NHS Improvement regarding 
resource and capital allocation and funding to Trust’s. The Chief Finance Officer 
should also ensure that the direction and guidance in the framework is followed by 
the Trust.  
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15. CAPITAL INVESTMENT, PRIVATE FINANCING AND ASSETS 
 

15.1 Capital Investment 

15.1.1 The Chief Executive Officer: 

(a) shall ensure that there is an adequate appraisal and approval process in place 
for determining capital expenditure priorities and the effect of each proposal 
upon business plans; 

(b) is responsible for the management of all stages of capital schemes and for 
ensuring that schemes are delivered on time and to cost;  

(c) shall ensure that the capital investment is not undertaken without confirmation 
of purchaser(s) support and the availability of resources to finance all revenue 
consequences, including capital charges. 

15.1.2 For every capital expenditure proposal the Chief Executive Officer shall ensure: 

(a) that a business case (in line with the guidance contained within the Capital 
 Investment Manual) is produced setting out: 

i.) an option appraisal of potential benefits compared with known costs to 
determine the option with the highest ratio of benefits to costs;  

ii.) the involvement of appropriate Trust personnel and external agencies; 

iii.) (appropriate project management and control arrangements;  

(b) that the Chief Finance Officer has certified professionally to the costs and 
revenue consequences detailed in the business case. 

15.1.3 For capital schemes where the contracts stipulate stage payments, the Chief 
Executive Officer will issue procedures for their management, incorporating the 
recommendations of “Estatecode”. 

15.1.4 The Chief Finance Officer shall assess on an annual basis the requirement for the 
operation of the construction industry tax deduction scheme in accordance with 
Inland Revenue guidance. 

15.1.5 The Chief Finance Officer shall issue procedures for the regular reporting of 
expenditure and commitment against authorised expenditure. 

15.1.6 The approval of a capital programme shall not constitute approval for expenditure 
on any scheme. 

The Chief Executive Officer shall issue to the manager responsible for any scheme: 
(a) specific authority to commit expenditure; 

(b) authority to proceed to tender ( see overlap with SFI 8.6); 

(c) approval to accept a successful tender (see overlap with SFI 8.6). 

The Chief Executive Officer will issue a scheme of delegation for capital investment 
management in accordance with "Estatecode" guidance and the Trust’s Standing 
Orders. 
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15.1.7 The Chief Finance Officer shall issue procedures governing the financial 
management, including variations to contract, of capital investment projects and 
valuation for accounting purposes. These procedures shall fully take into account 
the delegated limits for capital schemes included in Annex C of HSC (1999) 246. 

15.2 Private Finance (see overlap with SFI 8.10)    

15.2.1 The Trust should normally test for PFI when considering capital procurement. When 
the Trust proposes to use finance which is to be provided other than through its 
Allocations, the following procedures shall apply: 

(a) The Chief Finance Officer shall demonstrate that the use of private finance 
represents value for money and genuinely transfers significant risk to the private 
sector. 

(b) Where the sum involved exceeds delegated limits, the business case must be 
referred to the Department of Health and Social Care or in line with any current 
guidelines. 

(c) The proposal must be specifically agreed by the Trust Board. 

15.3 Asset Registers 

15.3.1 The Chief Executive Officer is responsible for the maintenance of registers of 
assets, taking account of the advice of the Chief Finance Officer concerning the 
form of any register and the method of updating, and arranging for a physical check 
of assets against the asset register to be conducted once a year. 

Each Trust shall maintain an asset register recording fixed assets.  The minimum 
data set to be held within these registers shall be as specified in accounting 
instructions issued by HM Treasury and/or the Department of Health and Social 
Care. 

15.3.2 Additions to the fixed asset register must be clearly identified to an appropriate 
budget holder and be validated by reference to: 

(a) properly authorised and approved agreements, architect's certificates, supplier's 
invoices and other documentary evidence in respect of purchases from third 
parties; 

(b) stores, requisitions and wages records for own materials and labour including 
appropriate overheads;  

(c) lease agreements in respect of assets held under a finance lease and 
capitalised. 

15.3.3 Where capital assets are sold, scrapped, lost or otherwise disposed of, their value 
must be removed from the accounting records and each disposal must be validated 
by reference to authorisation documents and invoices (where appropriate). 

15.3.4 The Chief Finance Officer shall approve procedures for reconciling balances on 
fixed assets accounts in ledgers against balances on fixed asset registers. 

15.3.5 The value of each asset shall be indexed to current values in accordance with 
methods specified in accounting instructions issued by HM Treasury and/or the 
Department of Health and Social Care. 
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15.3.6 The value of each asset shall be depreciated using methods and rates as specified 
in accounting instructions issued by HM Treasury and/or the Department of Health 
and Social Care.. 

15.3.7 The Chief Finance Officer of the Trust shall calculate and pay capital charges as 
specified in accounting instructions issued by HM Treasury and/or the Department 
of Health and Social Care. 

15.4 Security of Assets 

15.4.1 The overall control of fixed assets is the responsibility of the Chief Executive Officer. 

15.4.2 Asset control procedures (including fixed assets, cash, cheques and negotiable 
instruments, and also including donated assets) must be approved by the Chief 
Finance Officer.  This procedure shall make provision for: 

(a) recording managerial responsibility for each asset; 

(b) identification of additions and disposals; 

(c) identification of all repairs and maintenance expenses; 

(d) physical security of assets; 

(e) periodic verification of the existence of, condition of, and title to, assets 
recorded; 

(f) identification and reporting of all costs associated with the retention of an asset;  

(g) reporting, recording and safekeeping of cash, cheques, and negotiable 
instruments. 

15.4.3 All discrepancies revealed by verification of physical assets to fixed asset register 
shall be notified to the Chief Finance Officer. 

15.4.4 Whilst each employee and officer has a responsibility for the security of property of 
the Trust, it is the responsibility of Trust Board members and senior employees in all 
disciplines to apply such appropriate routine security practices in relation to NHS 
property as may be determined by the Trust Board.  Any breach of agreed security 
practices must be reported in accordance with agreed procedures. 

15.4.5 Any damage to the Trust’s premises, vehicles and equipment, or any loss of 
equipment, stores or supplies must be reported by Trust Board members and 
employees in accordance with the procedure for reporting losses. 

15.4.6 Where practical, assets should be marked as Trust property. 
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16. STORES AND RECEIPT OF GOODS 
16.1 General position 

16.1.1 Stores, defined in terms of controlled stores and departmental stores (for immediate 
use) should be: 

(a) kept to a minimum; 

(b) subjected to annual stock take; 

(c) valued at the lower of cost and net realisable value. 

16.2 Control of Stores, Stocktaking, condemnations and disposal 

16.2.1 Subject to the responsibility of the Chief Finance Officer for the systems of control, 
overall responsibility for the control of stores shall be delegated to an employee by 
the Chief Executive Officer.  The day-to-day responsibility may be delegated by him 
to departmental employees and stores managers/keepers, subject to such 
delegation being entered in a record available to the Chief Finance Officer.  The 
control of any Pharmaceutical stocks shall be the responsibility of a designated 
Pharmaceutical Officer; the control of any fuel oil and coal of a designated estates 
manager. 

16.2.2 The responsibility for security arrangements and the custody of keys for any stores 
and locations shall be clearly defined in writing by the designated 
manager/Pharmaceutical Officer.  Wherever practicable, stocks should be marked 
as health service property. 

16.2.3 The Chief Finance Officer shall set out procedures and systems to regulate the 
stores including records for receipt of goods, issues, and returns to stores, and 
losses. 

16.2.4 Stocktaking arrangements shall be agreed with the Chief Finance Officer and there 
shall be a physical check covering all items in store at least once a year. 

16.2.5 Where a complete system of stores control is not justified, alternative arrangements 
shall require the approval of the Chief Finance Officer. 

16.2.6 The designated Manager/Pharmaceutical Officer shall be responsible for a system 
approved by the Chief Finance Officer for a review of slow moving and obsolete 
items and for condemnation, disposal, and replacement of all unserviceable articles.  
The designated Officer shall report to the Chief Finance Officer any evidence of 
significant overstocking and of any negligence or malpractice (see also overlap with 
SFI 17 Disposals and Condemnations, Losses and Special Payments).  Procedures 
for the disposal of obsolete stock shall follow the procedures set out for disposal of 
all surplus and obsolete goods. 

 
16.3 Goods supplied by NHS Logistics 

16.3.1 For goods supplied via the NHS Logistics central warehouses, the Chief Executive 
Officer shall identify those authorised to requisition and accept goods from the 
store.  The authorised person shall check receipt against the delivery note before 
forwarding this to the Chief Finance Officer who shall satisfy herself/himself that the 
goods have been received before accepting the recharge. 
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17. DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL 
PAYMENTS 

 
17.1 Disposals and Condemnations 

17.1.1 Procedures 

The Chief Finance Officer must prepare detailed procedures for the disposal of 
assets including condemnations, and ensure that these are notified to managers. 
 

17.1.2 When it is decided to dispose of a Trust asset, the Head of Department or 
authorised deputy will determine and advise the Chief Finance Officer of the 
estimated market value of the item, taking account of professional advice where 
appropriate. 

17.1.3 All unserviceable articles (with a value in excess of the amount included in the 
Schedule of Financial Limits in the Scheme of Delegation) shall be: 

(a) condemned or otherwise disposed of by an employee authorised for that 
purpose by the Chief Finance Officer; 

(b) recorded by the Condemning Officer in a form approved by the Chief Finance 
Officer which will indicate whether the articles are to be converted, destroyed or 
otherwise disposed of.  All entries shall be confirmed by the countersignature of 
a second employee authorised for the purpose by the Chief Finance Officer. 

The following shall act as condemning officers to the Trust: 
  

Furniture, fittings and hotel services Chief Operating Officer 

Medical equipment 
Director of Clinical Physics and Biomedical 
Engineering

Information technology Director of ICT and Digital 

Electrical, mechanical and 
engineering equipment 

Director of Estates 

 

17.1.4 The Condemning Officer shall satisfy himself as to whether or not there is evidence 
of negligence in use and shall report any such evidence to the Chief Finance Officer 
who will take the appropriate action.  

17.2 Losses and Special Payments  

17.2.1 Procedures 

The Chief Finance Officer must prepare procedural instructions on the recording of 
and accounting for condemnations, losses, and special payments.   
 

17.2.2 Any employee or officer discovering or suspecting a loss of any kind must either 
immediately inform their head of department, who must immediately inform the 
Chief Executive Officer and the Chief Finance Officer or inform an officer charged 
with responsibility for responding to concerns involving loss.  This officer will then 
appropriately inform the Chief Finance Officer and/or Chief Executive Officer.  
Where a criminal offence is suspected, the Chief Finance Officer must immediately 
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inform the police if theft or arson is involved.  In cases of fraud and corruption or of 
anomalies which may indicate fraud or corruption, the Chief Finance Officer must 
inform the relevant LCFS and CFSMS regional team in accordance with Secretary 
of State for Health’s Directions. 

The Chief Finance Officer must notify the Counter Fraud and Security Management 
Services (CFSMS) and the External Auditor of all frauds. 
 

17.2.3 For losses apparently caused by theft, arson, neglect of duty or gross carelessness, 
except if trivial, the Chief Finance Officer must immediately notify:  

(a) the Trust Board, 

(b) the External Auditor. 

17.2.4 Within limits delegated to it by the Department of Health and Social Care, the Trust 
Board shall approve the writing-off of losses. 

17.2.5 The Chief Finance Officer shall be authorised to take any necessary steps to 
safeguard the Trust’s interests in bankruptcies and company liquidations. 

17.2.6 For any loss, the Chief Finance Officer should consider whether any insurance 
claim can be made. 

17.2.7 The Chief Finance Officer shall maintain a Losses and Special Payments Register 
in which write-off action is recorded. 

17.2.8 No special payments exceeding delegated limits shall be made without the prior 
approval of the Department of Health and Social Care. 

17.2.9 All losses and special payments must be reported to the Audit and Risk Assurance 
Committee at every meeting. 
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18. INFORMATION TECHNOLOGY 
 

18.1 Responsibilities and duties of the Chief Finance Officer 

18.1.1 The Chief Finance Officer, who is responsible for the accuracy and security of the 
computerised financial data of the Trust, shall: 

(a) devise and implement any necessary procedures to ensure  adequate 
(reasonable) protection of the Trust’s data, programs  and computer hardware 
for which the Director is responsible from accidental or intentional disclosure to 
unauthorised persons, deletion or modification, theft or damage, having due 
regard for the Data Protection Act 1998; 

(b) ensure that adequate (reasonable) controls exist over data entry, processing, 
storage, transmission and output to ensure security, privacy, accuracy, 
completeness, and timeliness of the data, as well as the efficient and effective 
operation of the system; 

(c) ensure that adequate controls exist such that the computer operation is 
separated from development, maintenance and amendment; 

(d) ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews as the Director may 
consider necessary are being carried out. 

18.1.2 The Chief Finance Officer shall need to ensure that new financial systems and 
amendments to current financial systems are developed in a controlled manner and 
thoroughly tested prior to implementation.  Where this is undertaken by another 
organisation, assurances of adequacy must be obtained from them prior to 
implementation. 

18.1.3 The Chief Executive Officer shall publish and maintain a Freedom of Information 
(FOI) Publication Scheme, or adopt a model   Publication   Scheme   approved   by 
the   information Commissioner.  A Publication Scheme is a complete guide to the 
information routinely published by a public authority.  It describes the classes or 
types of information about our Trust that we make publicly available. 

18.2 Responsibilities and duties of other Directors and Officers in relation to 
computer systems of a general application 

18.2.1 In the case of computer systems which are proposed General Applications (i.e. 
normally those applications which the majority of Trust’s in the Region wish to 
sponsor jointly) all responsible directors and employees will send to the Chief 
Finance Officer and the Director of ICT and Digital: 

(a) details of the outline design of the system; 

(b) in the case of packages acquired either from a commercial organisation, from 
the NHS, or from another public sector organisation, the operational 
requirement. 
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18.3 Contracts for Computer Services with other health bodies or outside 
agencies 

The Chief Finance Officer and the Director of ICT and Digital shall ensure that 
contracts for computer services for financial applications with another health 
organisation or any other agency shall clearly define the responsibility of all parties 
for the security, privacy, accuracy, completeness, and timeliness of data during 
processing, transmission and storage.  The contract should also ensure rights of 
access for audit purposes. 
 
Where another health organisation or any other agency provides a computer 
service for financial applications, the Chief Finance Officer and the Director of ICT 
and Digital shall periodically seek assurances that adequate controls are in 
operation. 
 

18.4 Risk Assessment 

The Chief Finance Officer and the Director of ICT and Digital shall ensure that risks 
to the Trust arising from the use of IT are effectively identified and considered and 
appropriate action taken to mitigate or control risk. This shall include the preparation 
and testing of appropriate disaster recovery plans. 
 

18.5 Requirements for Computer Systems which have an impact on corporate 
financial systems  

 Where computer systems have an impact on corporate financial systems the Chief 
Finance Officer shall need to be satisfied that: 
 
(a) systems acquisition, development and maintenance are in line with corporate 

policies such as the Digital Strategy and IT Security Policy;; 
 
(b) data produced for use with financial systems is adequate, accurate, complete and 

timely, and that a management (audit) trail exists;  
 
(c) Chief Finance Officer staff have access to such data;  
 
(d) such computer audit reviews as are considered necessary are being carried out.  

  

18.6 Responsibilities of the Director of ICT and Digital 

The Director of ICT and Digital will: 
 
(a) ensure that adequate controls exist for the procurement, implementation, 

management  development and maintenance of all computer systems (including 
all hardware and software including cloud and software as a service solutions); 

 
(b) ensure that adequate arrangements are in place to archive and store data for the 

prescribed time limits laid down by statute or Department of Health and Social 
Care guidelines; 

 
(c) be responsible for ensuring that cyber security meets all required standards 

including DTAC as part of all procurement.; 
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(d) ensure that all software used by the Trust is properly licensed for the intended 

purpose; 
 
(e) be responsible for ensuring that appropriate 'business continuity' arrangements 

are in existence for the Trust's key computer systems. 
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19. PATIENTS' PROPERTY  
 

19.1 Safe Custody of Money and Personal Property 

The Trust has a responsibility to provide safe custody for money and other personal 
property (hereafter referred to as "property") handed in by patients, in the 
possession of unconscious or confused patients, or found in the possession of 
patients dying in hospital or dead on arrival. 
 

19.2 Information on Admission 

The Chief Executive Officer is responsible for ensuring that patients or their 
guardians, as appropriate, are informed before or at admission by: 
 
notices and information booklets; (notices are subject to sensitivity guidance) 
hospital admission documentation and property records; 
the oral advice of administrative and nursing staff responsible for admissions, 
 
that the Trust will not accept responsibility or liability for patients' property brought 
into Health Service premises, unless it is handed in for safe custody and a copy of 
an official patients' property record is obtained as a receipt. 
 

19.3 Written Instructions to Staff 

The Chief Finance Officer must provide detailed written instructions on the 
collection, custody, investment, recording, safekeeping, and disposal of patients' 
property (including instructions on the disposal of the property of deceased patients 
and of patients transferred to other premises) for all staff whose duty is to 
administer, in any way, the property of patients.  Due care should be exercised in 
the management of a patient's money in order to maximise the benefits to the 
patient. 
 

19.4 Opening of Separate Accounts for Patients’ Monies 

Where Department of Health and Social Care instructions require the opening of 
separate accounts for patients' moneys, these shall be opened and operated under 
arrangements agreed by the Chief Finance Officer. 
 

19.5 Property of a Deceased Patient 

In all cases where property of a deceased patient is of a total value in excess of 
£5,000 (or such other amount as may be prescribed by any amendment to the 
Administration of Estates, Small Payments, Act 1965), the production of Probate or 
Letters of Administration shall be required before any of the property is released.  
Where the total value of property is £5,000 or less, forms of indemnity shall be 
obtained. 
 

19.6 Staff Responsibilities 

Staff should be informed, on appointment, by the appropriate departmental or 
senior manager of their responsibilities and duties for the administration of the 
property of patients. 
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19.7 Specific Purposes Held 

Where patients' property or income is received for specific purposes and held for 
safekeeping the property or income shall be used only for that purpose, unless any 
variation is approved by the donor or patient in writing. 
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20. FUNDS HELD ON TRUST 
 

20.1 Corporate Trustee 

(1) Standing Order No. 2.8 outlines the Trust’s responsibilities as a corporate 
trustee for the management of funds it holds on trust, along with SFI 4.8.3 that 
defines the need for compliance with Charities Commission latest guidance and 
best practice.  

(2) The discharge of the Trust’s corporate trustee responsibilities are distinct from 
its responsibilities for exchequer funds and may not necessarily be discharged 
in the same manner, but there must still be adherence to the overriding general 
principles of financial regularity, prudence and propriety.  Trustee 
responsibilities cover both charitable and non-charitable purposes.   

The Chief Finance Officer shall ensure that each trust fund which the Trust is 
responsible for managing is managed appropriately with regard to its purpose and 
to its requirements. 
 
(3) A policy for the management of charitable and other funds held on trust will be 

prepared by the Chief Finance Officer and approved by the Corporate Trustee 
Trust Board (as specified in the Scheme of Reservation and Delegation). 

20.2 Accountability to Charity Commission and Secretary of State for Health 

(1) The trustee responsibilities must be discharged separately and full recognition 
given to the Trust’s dual accountabilities to the Charity Commission for 
charitable funds held on trust and to the Secretary of State for all funds held on 
trust. 

(2) The Schedule of Matters Reserved to the Trust Board and the Scheme of 
Delegation make clear where decisions regarding the exercise of discretion 
regarding the disposal and use of the funds are to be taken and by whom.  All 
members of the Corporate Trustee Board and Trust officers must take account 
of that guidance before taking action.  

 
20.3 Applicability of Standing Financial Instructions to funds held on Trust 

(1) In so far as it is possible to do so, most of the sections of these Standing 
Financial Instructions will apply to the management of funds held on trust. (See 
overlap with SFI 8.16).  

(2) The over-riding principle is that the integrity of each Trust must be maintained 
and statutory and Trust obligations met.  Materiality must be assessed 
separately from Exchequer activities and funds. 

20.4 Delegation to Fund Managers 

(1) The Chief Finance Officer will maintain a schedule of designated fund 
managers and their limits of authority will be as set out in the Schedule of 
Financial Limits in the Scheme of Delegation. 

(2) The Chief Finance Officer will provide guidance to all appropriate officers of the 
Trust on the management and operation of charitable and other funds held on 
trust.  
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21. ACCEPTANCE OF GIFTS BY STAFF  
 The Chief Finance Officer shall ensure that all staff are made aware of the Trust 
policy on acceptance of gifts and other benefits in kind by staff. This policy follows 
the guidance contained in the Department of Health and Social Care circular HSG 
(93) 5 ‘Standards of Business Conduct for NHS Staff’ and is also deemed to be an 
integral part of these Standing Orders and Standing Financial Instructions (see 
overlap with SO No. 6) 
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22. PAYMENTS TO INDEPENDENT CONTRACTORS  
 
 Not applicable to NHS Trusts.   
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23. RETENTION OF RECORDS 
 

23.1 Archiving of Records 

The Chief Executive Officer shall be responsible for maintaining archives for all 
records required to be retained in accordance with Department of Health and Social 
Care guidelines. 
 

23.2 Retrieval of Records 

The records held in archives shall be capable of retrieval by authorised persons. 
 

23.3 Destruction of Records 

Records held in accordance with latest Department of Health and Social Care 
guidance shall only be destroyed at the express instigation of the Chief Executive 
Officer. Detail shall be maintained of records so destroyed. 
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24. RISK MANAGEMENT AND INSURANCE  
 

24.1 Programme of Risk Management 

 The Chief Executive Officer shall ensure that the Trust has a programme of risk 
management, in accordance with current Department of Health and Social Care 
assurance framework requirements, which must be approved and monitored by the 
Trust Board. 
 
 The programme of risk management shall include: 
 
(a) a process for identifying and quantifying risks and potential liabilities; 

(b) engendering among all levels of staff a positive attitude towards the control of 
risk; 

(c) management processes to ensure all significant risks and potential liabilities are 
addressed including effective systems of internal control, cost effective 
insurance cover, and decisions on the acceptable level of retained risk; 

(d) contingency plans to offset the impact of adverse events; 

(e) audit arrangements including; Internal Audit, clinical audit, health and safety 
review; 

(f) a clear indication of which risks shall be insured; 

(g) arrangements to review the Risk Management programme. 

 The existence, integration and evaluation of the above elements will assist in providing 
a basis to make a Statement on the effectiveness of Internal Control (SIC) within the 
Annual Report and Accounts as required by current Department of Health and Social 
Care guidance. 

 
24.2 Insurance: Risk Pooling Schemes administered by NHSLA 

The Trust Board shall decide if the Trust will insure through the risk pooling 
schemes administered by the NHS Litigation Authority or self insure for some or all 
of the risks covered by the risk pooling schemes. If the Trust Board decides not to 
use the risk pooling schemes for any of the risk areas (clinical, property and 
employers/third party liability) covered by the scheme this decision shall be 
reviewed annually.  
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24.3 Insurance arrangements with commercial insurers 

24.3.1 There is a general prohibition on entering into insurance arrangements with 
commercial insurers. There are, however, three exceptions when Trust’s may enter 
into insurance arrangements with commercial insurers. The exceptions are: 

(1) Trust’s may enter commercial arrangements for insuring motor vehicles 
owned by the Trust including insuring third party liability arising from their use; 

(2) where the Trust is involved with a consortium in a Private Finance Initiative 
contract and the other consortium members require that commercial 
insurance arrangements are entered into; and  

(3) where income generation activities take place. Income generation activities 
should normally be insured against all risks using commercial insurance. If 
the income generation activity is also an activity normally carried out by the 
Trust for a NHS purpose the activity may be covered in the risk pool. 
Confirmation of coverage in the risk pool must be obtained from the Litigation 
Authority. In any case of doubt concerning a Trust’s powers to enter into 
commercial insurance arrangements the Finance Director should consult the 
Department of Health and Social Care. 

 
24.4 Arrangements to be followed by the Trust Board in agreeing Insurance 

cover 

(1) Where the Trust Board decides to use the risk pooling schemes administered 
by the NHS Litigation Authority the Chief Finance Officer shall ensure that the 
arrangements entered into are appropriate and complementary to the risk 
management programme. The Chief Finance Officer shall ensure that 
documented procedures cover these arrangements. 

(2) Where the Trust Board decides not to use the risk pooling schemes 
administered by the NHS Litigation Authority for one or other of the risks 
covered by the schemes, the Chief Finance Officer shall ensure that the Trust 
Board is informed of the nature and extent of the risks that are self insured as a 
result of this decision. The Chief Finance Officer will draw up formal 
documented procedures for the management of any claims arising from third 
parties and payments in respect of losses which will not be reimbursed.   

(3) All the risk pooling schemes require Scheme members to make some 
contribution to the settlement of claims (the ‘deductible’).  The Chief Finance 
Officer should ensure documented procedures also cover the management of 
claims and payments below the deductible in each case. 
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Certificate of Registration
 

This is to certify the following service provider has 
been registered by the Care Quality Commission 
under the Health and Social Care Act 2008

Certificate number:
Certificate date:
Provider ID:

CRT1-18002775515
04/11/2023
RKB

Section 1 Service Provider details

Name of service provider: University Hospitals Coventry and Warwickshire NHS Trust

Address of service provider: Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Date of Registration: 01/04/2010

Signed

Ian Trenholm
Chief Executive
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Section 2 

University Hospitals Coventry and Warwickshire NHS Trust is registered in respect of 
Regulated Activity: Assessment or medical treatment for persons detained under the 
Mental Health Act 1983

For Regulated Activity Assessment or medical treatment for persons detained under the 
Mental Health Act 1983 the Nominated Individual (where applicable) is:
Kiran Patel

Conditions of registration that apply to:
University Hospitals Coventry and Warwickshire NHS Trust for Assessment or medical 
treatment for persons detained under the Mental Health Act 1983

1. This Regulated Activity may only be carried on at or from the following locations:

Location Name and 
address

Hospital of St Cross
St Cross Hospital
Barby Road
Rugby
Warwickshire
CV22 5PX

Location ID RKB03
Additional conditions that 
apply at this location

Location Name and 
address

University Hospital
Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Location ID RKB01
Additional conditions that 
apply at this location
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University Hospitals Coventry and Warwickshire NHS Trust is registered in respect of 
Regulated Activity: Diagnostic and screening procedures

For Regulated Activity Diagnostic and screening procedures the Nominated Individual 
(where applicable) is:
Kiran Patel

Conditions of registration that apply to:
University Hospitals Coventry and Warwickshire NHS Trust for Diagnostic and screening
procedures

1. This Regulated Activity may only be carried on at or from the following locations:

Location Name and 
address

Hospital of St Cross
St Cross Hospital
Barby Road
Rugby
Warwickshire
CV22 5PX

Location ID RKB03
Additional conditions that 
apply at this location

Location Name and 
address

University Hospital
Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Location ID RKB01
Additional conditions that 
apply at this location
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University Hospitals Coventry and Warwickshire NHS Trust is registered in respect of 
Regulated Activity: Family planning

For Regulated Activity Family planning the Nominated Individual (where applicable) is:
Kiran Patel

Conditions of registration that apply to:
University Hospitals Coventry and Warwickshire NHS Trust for Family planning

1. This Regulated Activity may only be carried on at or from the following locations:

Location Name and 
address

Hospital of St Cross
St Cross Hospital
Barby Road
Rugby
Warwickshire
CV22 5PX

Location ID RKB03
Additional conditions that 
apply at this location

Location Name and 
address

University Hospital
Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Location ID RKB01
Additional conditions that 
apply at this location
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University Hospitals Coventry and Warwickshire NHS Trust is registered in respect of 
Regulated Activity: Management of supply of blood and blood derived products

For Regulated Activity Management of supply of blood and blood derived products the 
Nominated Individual (where applicable) is:
Kiran Patel

Conditions of registration that apply to:
University Hospitals Coventry and Warwickshire NHS Trust for Management of supply of
blood and blood derived products

1. This Regulated Activity may only be carried on at or from the following locations:

Location Name and 
address

Hospital of St Cross
St Cross Hospital
Barby Road
Rugby
Warwickshire
CV22 5PX

Location ID RKB03
Additional conditions that 
apply at this location

Location Name and 
address

University Hospital
Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Location ID RKB01
Additional conditions that 
apply at this location
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University Hospitals Coventry and Warwickshire NHS Trust is registered in respect of 
Regulated Activity: Maternity and midwifery services

For Regulated Activity Maternity and midwifery services the Nominated Individual (where 
applicable) is:
Kiran Patel

Conditions of registration that apply to:
University Hospitals Coventry and Warwickshire NHS Trust for Maternity and midwifery 
services

1. This Regulated Activity may only be carried on at or from the following locations:

Location Name and 
address

Hospital of St Cross
St Cross Hospital
Barby Road
Rugby
Warwickshire
CV22 5PX

Location ID RKB03
Additional conditions that 
apply at this location

Location Name and 
address

University Hospital
Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Location ID RKB01
Additional conditions that 
apply at this location
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University Hospitals Coventry and Warwickshire NHS Trust is registered in respect of 
Regulated Activity: Services in slimming clinics

For Regulated Activity Services in slimming clinics the Nominated Individual (where 
applicable) is:
Kiran Patel

Conditions of registration that apply to:
University Hospitals Coventry and Warwickshire NHS Trust for Services in slimming 
clinics

1. This Regulated Activity may only be carried on at or from the following locations:

Location Name and 
address

University Hospital
Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Location ID RKB01
Additional conditions that 
apply at this location
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University Hospitals Coventry and Warwickshire NHS Trust is registered in respect of 
Regulated Activity: Surgical procedures

For Regulated Activity Surgical procedures the Nominated Individual (where applicable) is:
Kiran Patel

Conditions of registration that apply to:
University Hospitals Coventry and Warwickshire NHS Trust for Surgical procedures

1. This Regulated Activity may only be carried on at or from the following locations:

Location Name and 
address

Hospital of St Cross
St Cross Hospital
Barby Road
Rugby
Warwickshire
CV22 5PX

Location ID RKB03
Additional conditions that 
apply at this location

Location Name and 
address

University Hospital
Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Location ID RKB01
Additional conditions that 
apply at this location
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University Hospitals Coventry and Warwickshire NHS Trust is registered in respect of 
Regulated Activity: Termination of pregnancies

For Regulated Activity Termination of pregnancies the Nominated Individual (where 
applicable) is:
Kiran Patel

Conditions of registration that apply to:
University Hospitals Coventry and Warwickshire NHS Trust for Termination of 
pregnancies

1. This Regulated Activity may only be carried on at or from the following locations:

Location Name and 
address

University Hospital
Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Location ID RKB01
Additional conditions that 
apply at this location
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University Hospitals Coventry and Warwickshire NHS Trust is registered in respect of 
Regulated Activity: Treatment of disease, disorder or injury

For Regulated Activity Treatment of disease, disorder or injury the Nominated Individual 
(where applicable) is:
Kiran Patel

Conditions of registration that apply to:
University Hospitals Coventry and Warwickshire NHS Trust for Treatment of disease, 
disorder or injury

1. This Regulated Activity may only be carried on at or from the following locations:

Location Name and 
address

Hospital of St Cross
St Cross Hospital
Barby Road
Rugby
Warwickshire
CV22 5PX

Location ID RKB03
Additional conditions that 
apply at this location

Location Name and 
address

University Hospital
Clifford Bridge Road
Walsgrave
Coventry
West Midlands
CV2 2DX

Location ID RKB01
Additional conditions that 
apply at this location

Location Name and 
address

Urgent Treatment Centre
2 Stoney Stanton Road
Coventry
West Midlands
CV1 4FS

Location ID RKB36
Additional conditions that 
apply at this location

End of certificate
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REPORT TO PUBLIC TRUST BOARD 

HELD ON 7 DECEMBER 2023 

 

 

Subject Title Coventry and Warwickshire Integrated Care Board Report 

Executive Sponsor Andy Hardy, Chief Executive Officer 

Author David Walsh, Director of Corporate Affairs 

Attachment(s) C&W ICP Meeting Report – 19 October 2023 

Recommendation(s) The Board is asked to NOTE the meeting report provided by the 
Coventry and Warwickshire Integrated Care Partnership 

  

EXECUTIVE SUMMARY 

The Coventry and Warwickshire Integrated Care Partnership sat on 19 October 2023 and a 
report from the meeting is now presented to the Trust Board for noting. 

The Integrated Care Board met on 15 November 2023 but the meeting report has not yet 
been finalised and will be presented at a subsequent Trust Board meeting. 

PREVIOUS DISCUSSIONS HELD 

None. 

 

KEY IMPLICATIONS 

Financial None directly arising 

Patients Safety or Quality 

Workforce 

Operational 
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Integrated Care Partnership Report for the meeting held on 19 October 2023 

Key Information 

Committee Chair: 

Ms Danielle Oum 

Committee Executive Lead: 

Mr Phil Johns 
Cllr M Bell 

Cllr K Caan 

Date of Next Meeting: 

29 February 2024 

 

Quoracy met? Yes  

Purpose of the report To provide a summary of key discussions decisions and issues 
raised at the 19 October 2023 ICP meeting. 

 

Recommendation Cascaded for information 

 

Key highlights of discussions and decisions held during the meeting: 

• Citizen Story – Tom’s story about the Trauma Vanguard project which provides additional 
support to the most vulnerable young people with complex needs.   

• West Midlands Combined Authority (WMCA) Mental Health Commission which explored the 
post-pandemic COVID-19 pandemic impact on mental health across the region. 

• Prevention Concordat for Better Mental Health which focuses on cross-sector action to 
strengthen mental health and wellbeing and reduce health inequalities. 

• Development of an Involvement Co-ordination Network and Assurance Framework for 
Engagement 

• A presentation giving an update about the healthcare services for asylum seekers and 
refugees in Coventry and Warwickshire 

 

Agenda item description and key discussion 
points 

Assurance achieved and sources / Gaps in 
assurance and action agreed 

 

Citizen Voice 

Members were informed about Tom’s story and the 
work of the Trauma Vanguard project which helped 
Tom and his family use a relationship approach to 
connect young people back into education, including 
the use of enhanced social prescribing (Equine 
Therapy).  Tom’s story demonstrated the value of a 
youth worker approach and through the relationship 
with the Positive Directions Practitioner, Tom and felt 
listened to and as a result, Tom enrolled into 
College, and has a much-improved relationship with 
his family and a settled family life. 

  

The benefits of the Trauma Vanguard project 
were noted for INFORMATION including the 
holistic opportunities that the project can 
deliver for children and young people.   
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West Midlands Combined Authority Mental 
Health Commission 
 
Members were informed about the outcomes 
following the Mental Health commission which 
looked at the post-COVID 19 pandemic impact on 
mental health across the region.  The commission 
explored six topic areas with a number of key 
considerations that informed the work.  The 
commission found that:  

• Demand for Children’s mental health services had 
increased significantly and the most effective ways to 
reduce this was through improving the school 
experience and access to social activities and 
support.   

• The Cost-of-living crisis was causing and deepening 
poverty.  Evidence shows that regional and local 
measures to reduce costs and increase incomes can 
have a significant benefit.  

• Structural racism exposes racialised communities to 
higher levels of stress, poverty and reduced 
opportunities. Proactive measures are needed to 
ensure services are delivered and shaped by people 
affected by communities.  Resourcing VCSE 
organisations is vital. 

• Physical activity is a significant protective factor for 
mental health for children and young people. 
Seeking to remove structural barriers to participation 
and being able to get out and be active is very 
important. 

• Social interactions between people are vital for 
mental health.  Need to tackle loneliness.  
 

The WMCA response: 

1) Focus on Young People – Thrive at College 
initiatives will be backed up by £1m funding 
from the WMCA and will focus on the mental 
health needs of staff and students.  This will 
include training for mental health champions.   

2) Cost of Living Crisis - Working towards 
becoming Real Living Wage Region. We will 
also work with our health partners to launch a 
joint programme to provide bespoke welfare 
and health advice to vulnerable populations 
in the region. 

3) Physical Activity and Mental Wellbeing – The 
WMCA are committed to investing £365,000 
of funds from the Sport England Lottery 
investment to support joint work in integrating 

DISCUSSED the WMCA Mental Health 
Commission and agreed to convene a Mental 
Health Working Group.   
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physical activity in mental health care 
pathways for children and young people. 

4) Community Empowerment – The WMCA will 
invest up to £5.5m of funds for physical 
activity and mental wellbeing initiatives 
delivered locally through a Community Grant 
scheme.  

Prevention Concordat for Better Mental Health 
Members were informed that the Prevention 
Concordat provides a focus for cross-sector action to 
strengthen mental health and wellbeing and reduce 
mental health inequalities.   
 
There are five key domains in the framework: 

- Effective use of data and intelligence 
- Partnership and alignment 
- Translate need into deliverable commitments 
- Tackle inequalities 
 -Defining success outcomes 
- Leadership and accountability 

It will strengthen the approach and enable a wider 
reach. 

The ICP endorsed the Concordat to help drive action 
to tackle issues as it is a key area of focus for the 
ICS.   

ENDORSED the Prevention Concordat for 
Better Mental Health and agreed that one 
working group would incorporate 
implementation of both the Prevention 
Concordat and the Mental Health Commission, 
and that this should be managed by the Mental 
Health Collaborative. 

 

Development of an Involvement Co-ordination 
Network and Assurance Framework for 
Engagement 

Members were informed about the work that is 
taking place to develop the mechanism to co-
ordinate involvement across the system and improve 
engagement with the local population, communities 
and stakeholders.   

There will be an Involvement Coordination Network 
launched with responsibility for:  
- Shared Calendar for Transformation  
- Shared Data Repository  
- Assurance Framework for engagement  
- Mechanisms for two way sharing of insight across 
the ICS  
- Links with the VCSE for involvement. 

A working group has been put together with 
representatives from the partner organisations of the 
ICS, Healthwatch and ICP VCSE representatives to 
drive the development of the Network. 

DISCUSSED and AGREED the approach for 
an Involvement Co-ordination Network 
including the development and implementation 
of an Assurance Framework. 
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A key part of the work of the Network will be to co-
produce an Assurance Framework for what good 
looks like for the local population. 

Healthcare Services for Asylum Seekers and 
Refugees in Coventry and Warwickshire Update 

Members were shown a presentation detailing the 
healthcare services for asylum seekers and refugees 
in Coventry and Warwickshire 

In April 2023, a system Newly Arrived Community 
Strategic Health and Care Group was formed.  It is 
ICB led, in partnership with senior leads from local 
authority migration services, health protection, 
mental health, primary care, Local Maternity 
Neonatal Service (LMNS) lead, health inequalities, 
comms/engagement, safeguarding, urgent care, 
finance and commissioning.         
 
Discussions have focussed on:  

o population and demographics 
o access to primary care, roll out of Safe 

Surgery across GPs and translation services 
o Sustaining mental health support  
o finance and contracting   

 
The Meridian practice is commissioned to provide 
Primary Care services to asylum seekers and 
refugees in Coventry.   
 
The HARP Programme (Health Access Refugee 
Programme) is an ICB funded two-year pilot project 
focusing on tackling health inequalities.  Healthcare 
professionals are supported to understand the 
complex needs and experiences of asylum seekers 
and refugees and implement a solution through 
personalised care approach.  

NOTED the great work that Coventry and 
Warwickshire are undertaking with asylum 
seekers and refugees within healthcare 
services.  

 

 

 

 

 

Items for escalation:  

Item or issue Purpose for escalation Escalated to 

None   
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REPORT TO PUBLIC TRUST BOARD 

HELD ON 7 DECEMBER 2023 

 

EXECUTIVE SUMMARY 

Changes agreed at the Board meeting in August were fully implemented for the subsequent rounds of 
committees meetings, resulting in dual reporting with committees assessing items for both the current 
status and the assurance against management of risk. This resulted in some changes to overall 
assurance levels, as described below. 

There is no Cyber Security BAF in this month’s update as it will not be next considered by Audit and 
Risk Assurance Committee until January. It is described in the snapshot of this report for completeness.

Highlights since previous Board consideration 

Red RAG assurance ratings of individual sources 

There continue to be three RED rated individual items within the Finance and Performance Committee’s 
portfolio – Waste Reduction Programme and Integrated Finance within the Financial Stability BAF, and 
Cancer Care within the Operational Performance BAF. 

However, the previously RED rated Elective Care – 65 Week Waiters has been uprated to AMBER 
following assurance received at the November meeting. 

Changes to RAG ratings of individual lines of assurance 

Changes to various individual assurance within the Quality of Care and Patient Experience and Service 
Stability BAF have resulted in the first line of assurance moving from GREEN to AMBER. 

Changes to overall BAF RAG ratings 

Following on from the change above, the overall rating of the Quality of Care and Patient Experience 
and Service Stability BAF has also returned to AMBER, having been uprated to GREEN earlier this year.

 

 

Subject Title Board Assurance Framework 

Executive Sponsor David Walsh, Director of Corporate Affairs 

Author David Walsh, Director of Corporate Affairs  

Attachments BAF for Operational Performance; Financial Stability; Staff Wellbeing 
and Morale and Workforce Supply; Quality of Care and Patient 
Experience and Service Stability 

Recommendation Board is asked to: 
 
RECEIVE the BAF, consider and triangulate assurances received 
during the meeting and how these reflect on the existing document, 
and AGREE the assurance ratings. 
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Other changes 

One assurance description has been changed outside of the People Committee meeting in the Staff 
Wellbeing and Morale and Workforce Supply due to a change in circumstance. The third line of 
assurance previously featured the Disability Confident (Employer Status) but the Trust has successfully 
achieved the higher accreditation of Disability Confident (Leader Status). This will be formally received 
at People Committee later this month. 

Snapshot 

Committee Risk area First line of 
assurance 

Second line 
of 
assurance 

Third line of 
assurance 

 Overall 
level of 
assurance 

FPC Financial 
Sustainability 

     

FPC Operational 
Performance 

     

QSC Quality of Care and 
Patient Experience 
and Service Stability 

     

PC Staff wellbeing and 
morale and 
Workforce Supply 

     

ARAC Cyber Threats 

 

     

 

 

PREVIOUS DISCUSSIONS HELD 

The BAF is discussed and reflected upon at Board and Board Committee meetings. 

KEY IMPLICATIONS 

Financial None directly arising  

Patients Safety or Quality None directly arising 

Workforce None directly arising 

Operational None directly arising 

 



 

Committee: Finance and Performance Committee 
Critical risk areas: Financial stability 

  

 First line of assurance Second line of assurance Third line of assurance 

A
ss

u
ra

n
ce

s 
re

ce
iv

e
d

 

Issue/report Last review Status Assur. 
IQPFR 8/11/23   
Waste Reduction programme 8/11/23   
Integrated Finance Report (23/24) 8/11/23   
Procurement Update 28/9/23   
Research and Development Income, 
Expenditure and Compliance 

28/9/23   

National Cost Collection 2022/23 subm’ 8/11/23   
Financial Sustainability (mandated review) 

self-assessment 

27/10/22   

Charging of Overseas Patients 24/11/22   
Virtual wards – approach/funding 24/11/22   
Cost control (23/24) 23/2/23   
23/24 Financial Performance, Controls and 

Governance 

28/9/23   

 

Issue/report Last review Status Assur. 

Financial Governance (planning 

guidance) internal audit report 

14/10/21   

Accounts Payable internal audit 

report 

13/1/22   

Accounts Receivable internal audit 

report 

13/1/22   

Financial ledger internal audit 

report 

13/1/22   

Financial Sustainability (mandated 
review) – internal audit 

19/1/23 
(ARAC) 

  

Financial Systems internal audit 19/1/23 
(ARAC) 

  

2023/24 Annual Plan 4/5/23 
(Board) 

Monitored 
via IFR 

 

 

Issue/report Last review Status Assur. 

VFM External Audit Assessment 22/6/23 

(Board) 

  

National Cost Collection 21/22 

outputs 

25/5/23   

External Audit Section 30 letter 22/6/23 

(Board)  

  

 

G
ap

s 

• IQPFR – see Operational Performance BAF entry  

• M6 agency £10m vs £9.8m ceiling (Nov 23) 
• Capital funding risk including EPR capital costs forecast to be £8.8m and digital 

funding route is unclear (Nov 23) 

• WRP workstreams to deliver £58.4m waste target, YTD achieved £24.3m vs 
£25.6m plan, forecasting £46.2m delivery vs £58.4m target. 79% of forecasted 
savings are non-recurrent (Nov 23) 

 

• Improvements identified in financial systems reports around duplicate 
payments, fraud/misappropriation, delayed income receipt and financial loss, 
budgetary impact, misreporting, impact on delivery of financial and strategic 
objectives (Significant assurance overall) 

 

• Due to the current levels of underlying deficit at both the Trust and system 
level, KPMG identified there was a risk that the Trust did not have adequate 
arrangements to achieve financial stability over the medium term  

 

M
it

ig
at

io
n

s 

• Capital Plan to address EPR funding gap (Jan 23) 

• FRB launched, governance/workstream structure in place (Mar 23 review) and 
terms of reference received (Apr 23). FRB increased to twice monthly meetings, 
reported to FPC (May 23). Operational delivery plans due 31/5 (May 23) work to 
progress recurrent vacancies (May 23) 

• ‘No PO No Pay’ policy now live (Sep 23) 

• Approval to implement non-pay panels and controls through FRB (Apr 23) 
• Plan being developed to live within existing virtual ward funding envelope (May 

23 review) 

• Deep dive reports on WRP (June 23) 
• Downside/Upside shared and discussed with ICB on a monthly basis (Aug 23) 

• FRB: workforce actions described in FPC report including focus on job planning 
reviews (Nov 23). Activity stood-up to minimise lost productivity following 
decision to defer EPR implementation (Nov 23) 

• Actions arising from all gaps identified above completed by 31/3/22 

 
 

A
cti

o
n

s 

Action Issue Target 
Downside to be reassessed for future review of IFR 8/23 10/23 

 

 Action Issue Target 
KPMG to revisit later in the year and outcome reported 
back 

2/23 TBC 

Progress following national CFO calls to be included in 
Board discussion on 7 December 

11/23 12/23 

 

 

Associated Corporate Risks 

Managed risk 

In
iti

al
 

Cu
rr

en
t 

Ta
rg

et
 

23/24 Waste Reduction 
Delivery 

20 20 4 

23/24 Contract Income – 
ERF 

16 16 4 

23/24 Capital 
Programme – Funding 

15 15 3 

23/24 Contract Income – 
High cost drugs and 
devices block 

12 12 6 

23/24 Emergency 
pressures 

12 12 6 

22/23 EPR Training and 
Backfill Costs 

12 12 4 

23/24 Inflation Pressure 12 12 4 
Reduction in research 
capacity (affecting 
income) 

12 12 4 

22/23 Capital Charges 
Funding outside ICB 
envelope 

8 8 4 

 

 

 

    

 

Overall level of assurance: Amber 
 

 
 

Key: 
Strong assurance of 
actions to manage 

risks and issues 

Risks being managed 
but gaps requiring 
further assurance 

No or limited 
assurance on 

management of risks 
 

 



 

Committee: Finance and Performance Committee 
Critical risk areas: Operational Performance 

  

 First line of assurance Second line of assurance Third line of assurance 

A
ss

u
ra

n
ce

s 
re

ce
iv

e
d

 

Issue/report Last review Status Assur. 

IQPFR 8/11/23   

Emergency Care 28/9/23   

Cancer Care 8/11/23   

Elective Care – 104-week waiters 8/11/23   

Elective Care – 78-week waiters 8/11/23   

Elective Care – 65-week waiters 8/11/23   

Elective Capacity Self-Certification 5/10/23 (B’d)   

Sustainable Development 8/11/23   

Winter Plan 2023 8/11/23   

Estates and Facilities 8/11/23   

Theatre Utilisation 31/8/23   

Power Failure – learning from 

incident 

30/3/23   

ED Expansion 29/6/23   
 

Issue/report Last review Status Assur. 

Data Quality Review – 28 Day 

Faster Diagnosis Standard 

26/4/23 

(ARAC) 

  

Emergency Planning Annual Report 23/2/23   

Discharge Planning Internal Audit 29/6/23   

Performance Benchmarking Due Dec 23   
 

Issue/report Last review Status Assur. 

ICB Oncology Review TBC   
 

G
ap

s 

• Cancer – standards not met for two-week wait, 31-day or 62-day (Nov 23) 

• Elective 78-week – 15x breaches in Aug and Sept (Nov 23) 

• RTT incomplete at 52.84% vs 92% national target (Nov 23) 
• Long length of stay: 183 patients at 21 days or over (Nov 23) 

• Ambulance handover below national metrics but above WM average (Sep 23) 

• Four-hour standard at 70.88% vs 76% target (Nov 23) 

• Theatre utilisation 79% actual vs 96% booked (Nov 23) 
• Elec & cancer challenges in derm and radiology rep’ting for MRI and CT (Sep 23) 

• Outpatient utilisation 80% actual vs 89% booked (Aug 23) 

• Risks around elective delivery in gynae, ENT and dermatology (Nov 23) 

• Estates/Facilities issues including soft/hard FM performance (Nov 23) 

• The data quality internal audit returned moderate assurance, with 
improvements identified around the newly introduced standard 

• Awaiting validation of compliance from NHSE/I 

• Discharge Planning internal audit ‘limited assurance’ conclusion 

 

M
it

ig
at

io
n

s 

• Additional sessions cost implications considered by COG (Apr 23) 

• Recovery plans of national waiting times standards shared in Cancer report for 
Breast, Colorectal, Head & Neck, Urology, Lung, Gynae, Radiotherapy 

• Theatre utilisation – additional DCMO supporting groups, focus on top reasons 
for underuse (Aug 23) 

• Impr Plan underway to address challenges in derm and radiology (Sep 23) 

• Maximising mutual aid opportunities (gynae referrals to GEH, skin pathology to 
SWFT, ENT to SWFT), maximising ISP contracts for orthopaedics, spine and 

plastics, intensive validation of pathways (Nov 23) 

• Winter Plan: UHCW participation in national programme, ICB KLOE submissions 
and establishment of system escalation call on daily basis as required (Nov 23) 

• Winter Plan: UHCW actions around SDEC, ED huddles, DAP ward moves and 
escalation/support strategies described in paper to FPC (Nov 23) 

• Hard FM PPM plan now submitted and soft FM improvement programme 
progressing (Nov 23) 

• An action plan responding to the internal audit was developed and presented to 
ARAC on 21/4/22 

 

A
cti

o
n

s 

Action Issue Target 

Elective report to include focus on capacity 8/23 10/23 
 

Action Issue Target 
Report to be presented to future FPC confirming 
compliance with actions required re Emergency 
Planning 

2/23 8/23 

Discharge Planning actions to be brought back to FPC 
(ARAC 19/1/23) and re-audit to be undertaken and 
presented to ARAC in January 24. 

1/23 1/24 

 

 

 

Associated Corporate Risks 

Managed risk 

In
iti

al
 

C
u

rr
e

n
t 

Ta
rg

et
 

Emergency medicine 

overcrowding and patient 

flow* 

12 15 9 

Inability to meet demand 

for breast 
imaging/screening* 

15 15 12 

Hybrid Operating Theatre 
and impact on vascular 

surgery 

12 12 3 

Non-standardisation of 
follow-up processes 

affecting RTT 

10 8 6 

 
*Also on Quality and Safety BAF 

 

 

 

    

 

Overall level of assurance: Amber 
 

 

Key: 
Strong assurance of 
actions to manage 

risks and issues 

Risks being managed 
but gaps requiring 
further assurance 

No or limited 
assurance on 

management of risks 
 

 



 

Committee: Quality and Safety Committee 
Critical risk areas: Quality of Care and Patient Experience and Service Stability  

  

 First line of assurance Second line of assurance Third line of assurance 

A
ss

u
ra

n
ce

s 
re

ce
iv

e
d

 

Issue/report Last review Status Assur. 
IQPFR 30/11/23   
Patient Safety, Risk, Learning, Nev. Ev.  30/11/23   
Patient Exp. & Engagement incl 
complaints 

30/11/23   

Maternity Safety and Plan 2/11/23 (B’d)   
N&M Safe Staffing (including paediatrics) 30/11/23   
Safeguarding Adults & Children 27/7/23   
Health and Safety Update incl. gas usage 27/7/23   
IPC Update 30/11/23   
Quality Account 30/11/23   
Medical Education / Clinical Placements  30/11/23   
Quality Strategy 27/7/23   
Hospital Transfusion Annual Report 30/11/23   
Research and Development Annual Rep.  28/9/23   
Nursing, Midwives, AHPs Education 24/11/22   
Palliative and End of Life Care 2/11/23 (B’d)   
Perinatal Mortality 28/9/23   
Stroke Services 30/3/23   
Provision of CT scanning 30/3/23   
Emergency Department performance 28/9/23   
PLACE Assessments 28/9/23   

 

Issue/report Last review Status Assur. 
National patient survey action plans 31/3/22   
Mortality Update 30/11/23   
Dermatology review – UHCW actions 25/5/23   
Learning from Deaths – internal audit 
report 

30/3/23   

Response to NHS Spec Comm on Sickle 
Cell report actions 

28/7/22   

Learning Disability internal audit 27/7/23   
Postgraduate Doctors’ Feedback 28/9/23   

 

Issue/report Last review Status Assur. 
HTA inspection – postmortem licence 27/7/23   
HTA inspection – transplants 27/7/23   
CQC full inspection 11/2/20   
JAG inspection of endoscopy 7/23   
Pathway to Excellence accreditation 29/9/22   
CQC surgery visit 5/9/22 – awaiting 
feedback 

29/9/22   

ISO45001 – H&S accreditation 6/10/22 (B’d)   
Maternity CQC inspection – Nov 2022 30/3/23   
Internationally Educated Nurse Pastoral 
Care Award received 

26/1/23   

LMNS Insight Visit 27/7/23   
National Quality Award for Preceptorship 6/23   
NHSE Audit on Paediatric Audiology Jan 2024   

 

G
ap

s 

• Neonatal mortality performance (May 23) 

• Scanning capacity creating risks – workforce deficit and capital requirement for 
diagnostics equipment (Mar 22) 

• Day case performance – unlikely to be resolved in 23/24 (May 23) 

• PLACE assessments outcomes concerning (May 23) 

• Theme in complaints in relation to values and behaviours (Sep 23) 

• IPC turned amber due to recent issues with CDiff and Measles (Nov 23) 
• Medical Education issues relating to dermatology (Nov 23) 

• Hosp Transfusion – concerns around EPR, fridges and WiFi connectivity (Nov 23) 

• Completion of actions arising from Royal College Review of Dermatology (Nov 
22) 

• Limited outcome of Learning from Deaths audit (May 22 – ARAC) and moderate 
outcome of Learning Disability internal audit (Jan 23 – ARAC) 

• HSMR improved (Board, Nov 23) but awaiting final endorsement of QSC 
following review of performance before changing rating 

• Gaps in experience of postgraduate doctors (May 23) 

• HTA identified major shortfalls relating to four standards and minor shortfalls 
relating to one standard 

• Areas for focus highlighted in Ockenden visit (Aug 22), including risk relating to 
EPR replacing maternity system, and delays on delivery of bereavement suite 

• Action plan detailing gaps provided by JAG in endoscopy 

M
it

ig
at

io
n

s 

• Changes to flow following review and improvement focus (Jan 23) 
• Day case monitoring by QSC – now included in IPQFR (May 23) 

• Measures underway to fill staffing gaps in complaints (Mar 23) 

• PLACE actions being monitored by task and finish group (Sep 23) 

• Palliative and EoL Care – Delivery Group set up to progress actions (Nov 23) 

 

• HSMR action plan complete and being monitored through MRC (July 23) 

• Learning Disability action plan presented to ARAC (Jan 23) 

 

• HTA identified actions being overseen by KP/MH (July 23) 
• CQC provider engagement meetings every eight weeks, and service-focused 

dynamic monitoring approach (DMA) meetings periodically 

• UHCW liaising with Cerner relating to risks around maternity system 

 

A
cti

o
n

s 

Action Issue Target 
Capital req. in diagnostics – plan for updating 3/23 TBC 

Neonatal mortality report to be brought to QSC 5/23 TBC 

PLACE update on actions received 5/23 1/24 

Near misses added to H&S report 7/23 1/24 

To provide QSC with update on 7-day service proposals 
for Palliative and End of Life Care 

11/23 
(B’d) 

1/24 
(QSC) 

 

Action Issue Target 
Exec and Non-Exec channels to be utilised to maximise 
engagement relating to Dermatology Action Plan 

1/23 Ongoing 

Medical Workforce Group tasked with reviewing 
Doctors’ Feedback and considering action plan 

5/23 TBC 

 

Action Issue Target 
Detailed JAG outcome to be reported to QSC 3/23 9/23 
Completion of HTA actions to be reported back 7/23 11/23 

 

 

Associated Corporate Risks 

Managed risk 

In
iti

al
 

Cu
rr

en
t 

Ta
rg

et
 

Hospital corridor storage 16 16 4 
CAMHS patient safety 20 16 6 
Dermatology Service 
sustainability 

16 16 6 

Cold/hot water pipe 
failure (GIRPI system) 

12 16 6 

Registered Midwife 
vacancies 

15 15 6 

Potential major fire risk 15 15 8 
Violence and aggression 
against staff 

15 15 9 

Emergency medicine 
overcrowding and 
patient flow* 

12 15 9 

Demand for breast 
imaging/screening* 

15 15 12 

Recording of clinical 
evaluations in patient 
records 

15 12 6 

Registered Nurse 
vacancies 

15 12 6 

Delays to 
assessment/transfer for 
mental health patients 

15 12 6 

Administrative staffing 
shortages in paediatrics  

12 12 2 

 
*Also on Operational Performance BAF 

 
 

 

    

 

Overall level of assurance: Amber 
 

 

Key: 
Strong assurance of 
actions to manage 

risks and issues 

Risks being managed 
but gaps requiring 
further assurance 

No or limited 
assurance on 

management of risks 
 



 

 



 

Committee: People Committee 
Critical risk areas: Staff Wellbeing and Morale and Workforce Supply 

  

 First line of assurance Second line of assurance Third line of assurance 

A
ss

u
ra

n
ce

s 
re

ce
iv

e
d

 

Issue/report Last review Status Assur. 
IPQFR - sickness absence 26/10/23   
IPQFR - vacancies 26/10/23    
IPQFR - mandatory training 26/10/23   
IPQFR - Turnover 26/10/23   
IPQFR - Medical appraisals 26/10/23   
IPQFR - Non-medical appraisals 26/10/23   
IPQFR – Agency spend 26/10/23    
People Strategy Delivery Plan 29/6/23   
Equality, Diversity, Inclusion  23/2/23   
Inclusion Delivery Plan Update 26/10/23   
Anti-Racism Toolkit 29/6/23   
Freedom to Speak Up 6/4/23 (Board)   
Widening Participation/Apprent’ships 29/6/23   
Gender Pay Gap 23/2/23   
Industrial Action – People Impact 29/10/23 (v’bal)   
Waste Reduction – Workforce 29/6/23   
NM&AHP Prof. Education Annual Rep’t 26/10/23   
Oliver McGowan Training Programme 26/10/23   

 

Issue/report Last review Status Assur. 

Staff Survey 2022 27/4/23   

Workforce Race Equality Standard 31/8/23   

Workforce Disability Equality 

Standard 

31/8/23   

Internal Audit – Payroll and 

Overpayments 

Jan 2023 

(ARAC) 

  

Staff Survey Due Dec 

2023 

  

 

Issue/report Last review Status Assur. 

Disability Confident (Leader Status)  Nov 23   

Defence Employers Recognition 
Scheme – Silver 

June 22   

Employer With Heart Charter Jan 22   

Miscarriage Association: Pregnancy 

Loss Pledges 

Jan 22   

Pathways to Excellence 

(reaccreditation due Aug 24) 

Aug 22   

Veterans Aware Standard 

(reaccreditation due Aug 24) 

Aug 23   

 

G
ap

s 

• Vacancy gap in paediatrics (Aug 2023) 

• Sickness absence at 5.47% against target of 4% (Oct 23) 

• Non-med appraisals at 80.45% (90% target) (Oct 23) 

• Overspending on agency (£1.59m) (Oct 23) 
• Expired app. levy of £1m in 22/23, spend down from £1.1m to £889k (June 23) 

• TempRE (bank agency system) glitch has identified mechanism to procure 
bank/agency shifts outside of agreed governance (June 23) 

• WRES identified gap around people feeling they belonged to the organisation 
(Aug 2023) 

• Actions required following Payroll and Overpayments Internal Audit (ARAC Jan 
2023) 

• Some areas of deterioration in initial staff survey results 

 

M
it

ig
at

io
n

s 

• Activity to address training detailed in deep dive (June 22) 
• New e-form for staff termination to live in June 23 (Apr 23) 

• Apprenticeship Levy - Health and Social Care Academy, ‘Changing Futures 
Together’ and ‘Step in the NHS’ programmes, Prince’s Trust, Supporting 
Refugees and Migrants, HSW R&R project (June 22) 

• Agency: Cost Control Group and agency control processes in place. Tightened 
controls on HCAs resulting in no agency HCAs in May 2023 (June 23) Significant 

resultant improvement in agency shown in September data (Oct 2024) 
• Emergency planning readiness in place around ind. action (Feb 23) 
• TempRE glitch being monitored to prevent usage while issue remedied (June 23) 

• Paediatric nurses vacancy position projected to improve to 17.26% from 35.35% 
by January 2024 (Oct 24) 

• Caution on indicator re appointment of shortlisted staff as does not account for 
international recruitment of nurses and midwives 

• Staff survey data only recently received (20/2/23) so analysis ongoing (Feb 23) 

 

 

A
cti

o
n

s 

Action Issue Target 
Mandatory training – focus described in AAA report 
from PDG – latest position to be updated  

6/23 8/23 

Lessons learned from industrial action mitigating 
actions to be shared at future meeting  

6/23 10/23 

Clarity requested on People Strategy DP outputs 6/23 10/23 
Comparator data to be included in future reports re 

paediatric vacancies to contextualise UHCW position 
8/23 10/23 

Oliver McGowan programme tracked through AAA 10/23 12/23 
 

Action Issue Target 
Further review of recruitment and selection process to 
identify potentially discriminatory practices 

12/22 TBC 

Payroll/overpayments action plan due 1/23 
(ARAC) 

8/23 

WRES/WDES to be updated prior to submission to 
Trust Board in October 2023 

8/23 Complete 

Update to be provided on Staff Survey 2023 10/23 12/23 
 

 

 

Associated Corporate Risks 

Managed risk 
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Registered midwife 
vacancies including 
Community 

15 15 6 

Violence and 
aggression against 
staff 

15 15 9 

Registered Nurse 
Vacancies 

15 12 6 

Raising Concerns 9 9 6 

Industrial action which 
affects workforce 

9 9 3 

 

 

 

 

    

 

Overall level of assurance: Amber 
 

 

Key: 
Strong assurance of 
actions to manage 

risks and issues 

Risks being managed 
but gaps requiring 
further assurance 

No or limited 
assurance on 

management of risks 
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