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CORPORATE ASSURANCE FRAMEWORK Q4 20/21 

Elements 

Metric Trend/ 
Status 
(See 
Key)  

#/# End 
Q3 

20/21 

End Q2 
20/21 

End Q1 
20/21 

Description Comment on improving performance 

1. Policies are aligned 
and within review date 

74% 
 

66/89 74% 65% 61% Trust policies have been formally reviewed and aligned 
across UHB post-merger (April 2018) and are within 
their current review date. 

The review of policies is actively managed 
by the Controlled Documents Team and it 
is envisaged that by the end of 2022 all 
policies will be aligned. 

2. Policy Compliance 
demonstrates that the 
entire policy is 100% 
compliant 

37% 
 

32/89 37% 30% 27% The information supporting the requirements in the 
individual policy matrix has been supplied and meets 
the four stated criteria: It is current, it contains the 
information required, it has gone to the stated recipient, 
and at the stated frequency. 

Policy compliance evidence is actively 
requested and improved governance 
structures have assisted but the impact of 
COVID continues 

3. Average Policy 
Compliance across all 
policies 

64%  Average 
of 504 
scores 

76% 57% N/A This metric is an average of the 504 requirements across 
the Trust's policies which are required to meet 4 
separate criteria.  Its purpose is to give a picture across 
all policies. 

COVID has interrupted a number of 
meetings or this figure would be higher. 
Evidence is removed as it lapses. New (to 
the organisation) policies yet to provide 
evidence. 

4. Procedures, SOPS and 
protocols are within their 
review date 

62%   288/465 62% 60% 59% Upon review these documents are checked against the 
Legacy documents in item 5 to ensure that legacy 
documents which may apply have been considered. 

This figure shows deterioration, COVID 
has been a factor. 

5. Number of Legacy HGS 
documents awaiting 
review (Policies, 
Procedures, SOPS and 
Protocols) 

259 
 

259 259 281 326 Upon review these documents will be removed when an 
aligned document is produced. The aim is that these are 
all removed. 

Progress has been slow and once the 
policies are aligned this will become more 
of a priority 

6. Corporate Licences are 
in place and there are no 
outstanding known 
issues 

95% 
 

18/19 95% 90% 95% Licences are in place where they are required and within 
date.  Evidence of compliance with the regulatory 
requirements is requested annually. 

One licence currently has a query: UK 
Visas Tier 2 Licence: Outstanding action 
from a 2018 Audit Report.  This has been 
followed up quarterly and now escalated 
again to senior management within HR. 

7. Required Roles are in 
place and staffed 

100% 
 

31/31 100% 100% 100% These are statutory/regulatory roles required by 
law/regulation i.e. Director of Infection Prevention and 
Control 

Not applicable 

8. Terms of Reference are 
recorded and in date for 
key meetings recorded on 
the Trust's Governance 
Structure 

36% 29/80 20% 25% 34% The Governance Structure records the top two levels of 
meetings under each Director, and Board meetings.  It also 
contains records those meetings which receive evidence 
of policy compliance. 

An exercise is underway to refresh these 
and has led to the recent improvement.  
The downward trend was due to expiring 
documents. 

9. Compliance with NHSI 
Conflict of Interest 
requirements 

49% 659/1356 38% 42% 65% Conflict of Interest declarations for specific staff groups are 
mandated by NHSI guidance and by the 2020/21 CCG 
Contract.  The staff groups under the mandate are 
Consultants, Staff on Agenda for Change 8d+ or equivalent 
contracts and other such designated staff as defined by 
Directors. 

Declarations have a 12 month life span and 
the slow improvement is due to these 
lapsing.  Communications plan in progress. 



  

Corporate Assurance Framework 
The Corporate Licences (from item 8 on the previous slide) are summarised below.  Some 
licences are held for each site, or a particular area and some are activity dependent.  

 
• OFCOM licence to operate a business radio system (porters/housekeeping) 
• Environment Agency Licences/exemptions (treat waste wood and waste plant matter, use mulch, carry and 

broker waste, abstract water, denature and sort controlled drugs) 
• GMC Registration (employment of doctors)  and UK Visas - Tier 2 Sponsor Licence (mainly used to 

employ medical staff from overseas) 
• EU registration for carbon recording scheme (allows the Trust to access discounts) 
• FCA Salary Sacrifice scheme member (new cycle to work scheme where purchases exceed £1,000.00) 
• HGV and PSV Operators Licence (heavy goods vehicles and shuttle services) 
• ICO (data controller registration)  
• Media licences (TV licence, Motion Picture Licence, The Music Licence aka PPL/PRS) 
• OFSTED Registration as an employer provider (apprentices) 
• Third Party Insurance 

 



  

2. Clinical Compliance Framework Update 
 Scoring Methodology – The CQC aggregated scoring methodology was used, whereby a score of ‘Good’ in 3 out 

of 5 of the domains will result in an overall score of ‘Good.’ Note that Well-Led score doesn’t take into account Trust-
level leadership, as the compliance framework focuses on specialties’ performance only. 

  The Q3 specialty & division ratings were included the Clinical Governance and Patient Safety quarterly reports. In 
view of the Covid-19 operational pressures, Q3 outcome reports were not circulated to specialties. 

 In Q4, service ratings were included for the following specialties: Infectious Diseases (Division 6), Norman Power 
and Discharge Hubs (Division 7). The Selly Oak Health Centre compliance framework is currently under 
development and will be reported during Q1 2021/22. 

 Data Exceptions for the Quarter – the metrics below were partly or completely unavailable during Q4 for the 
Caring and Safe domains. Therefore  these domains have not been scored and as a result the overall aggregate 
score for the Trust has not been completed for Q4.  To do so would be misleading and not provide an accurate view 
on scoring level. Please see table below for further detail.  
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Clinical Compliance Framework Overview: Trust Level Score 
 The table below shows the scores for the Trust for Q4 20/21 in comparison with Q3 20/21 for the Effective, Responsive and 

Well-Led domains.  The arrows indicate the variance in performance (increases or decreases) in relation to Q3 20/21. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 As stated on slide 4 an overall score has not been provided for the Divisions or the Trust due to the areas we are unable to 
score during the current pandemic. 

 Compared to Q3, there has been no change in the overall Divisional Trust score for the Responsive, Effective and Well-Led 
domains. 

 The Well-Led domain has been scored taking into account the subject of Governance Structure. The other two subjects in 
the domain (Culture of Sustainable Care and Innovation) were not available, due to the Covid19 operational pressures.  

 Compliance for the Effective domain has increased in Q4 due to the increased participation of specialties on mandatory 
national audits and assurance of local audit programmes being in place. 

 The Responsive domain has scored ‘Requires Improvement’ due to continued challenges with service planning, access & 
flow; including 18 weeks RTT and elective surgery cancellations due to the Covid19 operational pressures 
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3. CQC Inspections and Queries 
CQC Unannounced Inspection: 

 
 On the 3 December 2020, a focused inspection of Medical Services which covered elements of the Safe, 

Responsive and Well led Key Lines of Enquiry (KLOE), took place at Queen Elizabeth Hospital, 
Heartlands Hospital and Good Hope Hospital. 

 
 The CQC inspection report identified two “Must do” actions as detailed below: 

 The provider must ensure that nurse staffing is adequate to keep patients safe. Regulation 18 Staffing - GHH. 
 The provider must ensure that Venous Thrombosis Embolism (VTE) risk assessments are completed and 

recorded for all patients in line with guidance. Regulation 12 Safe care and treatment – Trust wide. 
 

 ‘Should’ do actions included PPE use, learning from incidents, completion of RESPECT and DNACPR 
documentation, as well as staffing and nursing time to deliver one to one care.  

 
 An action plan has been developed in response to the “Must do” actions. An action plan is being 

developed in response to the “Should do” actions.  
 
 The table below provides a breakdown of the number of CQC inspection reports or queries by the CQC 

during quarter 4 and the overall level of assurance.  The overall assurance is amber due to the ‘requires 
improvement’ scores provided in the 3 inspection reports.  
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Inspection reports 

received during Q4 

CQC queries received 

during Q4 

Overall level of 

assurance during Q4 

  

3 

  

 25   



  

 
CQC Inspections and Queries Continued 
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2020/2021 Q1 2020/2021 Q2 2020/2021 Q3 2020/2021 Q4

Total Number of CQC
Queries

16 33 38 25

Multiple sites 4 5 12 6

SH 1 2 0 0

GHH 2 8 4 6

BHH 3 5 10 3

QEHB 6 13 12 10

6 13 12 10 3 
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Number of CQC Queries by Site Each Quarter 

Overview of CQC queries in Q4 20/21: 
 
• There were 25 new queries raised by the CQC in Q4 2020/21 compared to 38 in Q3 2020/21.  
• Of the 25 queries, 13 (52%) have been closed by the CQC, having received satisfactory responses and actions 

taken by the Trust. The remaining responses are awaiting final sign-off or continue to be investigated.  
• Of the 25 queries raised, 2 (8%) relate to safeguarding concerns, 2 (8%) relate to concerns surrounding Covid and 

3 (12%) relate to staffing concerns. An increase in queries relating to Good Hope Hospital has however been 
observed. In particular, Ward 8 has been highlighted in regards to Safeguarding and IPC related requests.  

• The remaining queries include 8 (32%) requests for SI/RCA reports, Formal Complaint Responses and Never 
Events, and 6 (24%) instances of positive feedback.  

• There is on-going communication with the CQC, including monthly engagement meetings to discuss outstanding 
queries and on-going initiatives. 



  

CQC Inspections and Queries Continued 

Actions from CQC Inspections 

 
 From the last quality and well-led inspections in October/November 2018 there were 50 ‘must do’ actions 

of which 48 are now deemed complete. The 2 remaining actions are duplicate actions for different sites; 
the latest progress update is detailed below: 
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Site 
CQC Core 

Service 

Action Provider Must 

Take 

Action 

Lead(s) 
Actions to be taken 

Progress/Deadl

ine 

Monitoring 

Group 

GHH 

& 

BHH 

Urgent and 
Emergenc
y Services 

The trust must ensure it 
has enough medical staff 
to meet the requirements 
of the Royal College of 
Emergency Medicine, 
including the requirement 
for 16 hours of consultant 
presence per day. 

Div 3 
DMT 

The insufficient number and skill 
mix of senior decision makers in 
ED has been identified as a serious 
risk on the ED risk register. 
There is a rolling recruitment 
programme across all sites 
including military officers and a 
series of "fellowship posts" have 
been introduced to offer 60:40 
clinical to non-clinical working split.  

On-going 

  

Chief 
Operating 
Officer 
Group 



  

CQC Inspections and Queries Continued 

Transitional Monitoring Approach (TMA)  
 

• In March 2021 the CQC advised that they are undertaking a new structured programme of 
engagement as part of the transitional monitoring approach (TMA). This requires them to 
assess providers against specific questions about each core service based on the completion of 
a TMA document, and presentation of this document to the CQC. This will temporarily reduce 
the number of on-site inspections. A number of questions have been provided relating to the 
Key Lines of Enquiry (KLOEs), along with additional service specific prompts. These are 
targeted towards safety, people’s access to services and leadership.  

 
• A TMA has already been completed for the mass vaccination sites in February 2021. So far, the 

Trust has not received a written outcome.  
 

• The CQC have requested TMA engagement for Maternity, Trust wide Well Led, Surgery, 
Medicine, Critical Care, Diagnostic Imaging, Children and Young People, Urgent and 
Emergency Care and Outpatients.  

 
• A proposed schedule has been agreed with the Executive Team, with a plan to commence with 

Maternity Services and the Trust wide Well Led in May 2021.   
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CQC Inspections and Queries Continued 

CQC Registration Conditions 

 
 In January 2021, the CQC removed the conditions placed on the registration for 

diagnostics and screening procedures at Good Hope Hospital. They are now 
assured that a governance system is in place for reporting images, urgent 
examinations are identified and prioritised, risks are identified and actions are 
put in place to monitor and mitigate breaches.  
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4. Regulation 28 - Prevent Future Deaths 

May 21 11 

Date 
Report 

Received 
Site Issue identified Action Owners Action plan progress 

April 2017 BHH Calculation and escalation of early warning scores. Emergency 
Medicine 

NEWS2 has now superseded 
MEWS and is on PICS for QEHB, 
and paper copies for HGS sites.  
Awaiting PICS to be rolled out 
across BHH site- Once this is 
completed, the final action can 
be closed off.  
 

August 
2020 

 

QEHB 
 

Changes made to medications during an inpatient stay 
were not appropriately communicated to the patient. 
 

N/A All actions have now been 
completed. This included a 
review of the Pharmacy Standard 
Operating Procedure for Patient 
Counselling. 
 

 There are 2 Regulation 28 Action Plans currently being monitored. One was raised in 2017 (this is a 
historical HEFT action plan) and a recent concern raised in 2020. No further Regulation 28 reports have 
been raised in 2020-2021;  



  

5. Compliance with NICE guidance 
• The Trust is currently 66% compliant with NICE guidance.  The compliant status has not changed since Q3 

due to deployment of staff in the Clinical Governance and Patient Safety Team. This is compared to 47% in 
Q2 2020/21 and 24% in Q1 2020/21. 

• Compliance status’ responses are overdue for 18% of guidance ( in Q3 the compliant status was also 18% 
overdue response. This is compared to 41% in Q2 2020/21). 

• 13% of NICE guidance are still noted to be ‘working towards compliance’. 
• In accordance with the Trust’s Clinical Standards and Audit policy, for any guidance that has been under 

review for longer than 3 months or working towards compliance for longer than 6 months the compliance 
status has been marked as ‘overdue response’. 

• The compliance status has not changed since Q3. This is because work towards compliance was 
suspended due to deployment of staff. This is now being reviewed with the Clinical Governance and 
Patient Safety Team and an update will be given in Q1 2021/22. 
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66% 

13% 

3% 

18% 

NICE Guidance Compliance - 
Q4 20/21 

(data pulled 04/01/2021) 

Compliant
Working towards compliance
Under review
Overdue response



  

6. External Visits 
• The Clinical Governance and Patient Safety Team monitors all notified External Visits to the Trust. This 

includes monitoring the preparation, report, and subsequent action plans for all sites across the 
organisation.  

• Any overdue action plans are escalated to the Division and the Head of Clinical Governance and Patient 
Safety.  An update on assurance on the action plans is also discussed at the Chief Legal Officers Meeting 
each quarter and included in the Compliance and Assurance report to Audit Committee.  

• Across UHB, there were 9 external visits during Q4 20/21. There were also updates received from 9 visits 
from previous quarters where the outcome report had previously not been received. In summary, 
compliance was as follows: 
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Assurance Level Number 

Positive assurance - Maintained/recommended for accreditation (where applicable) with 
only minor areas for improvement required or all identified issues addressed and 
accreditation (where applicable) achieved  

4 

Neutral assurance - Maintained/recommended for accreditation (where applicable) with 
areas for improvement identified – action plan is being developed along with assurance 
that deadlines are being met  

11 

Negative assurance (Amber)– Maintained/recommended for accreditation (where 
applicable) with significant areas for improvement identified and/or no assurance 
received from service  

0 

Risk to Service continuity/loss of accreditation (Red) – Accreditation has been removed 
or is at significant risk of removal (suspension recommended by National Team)  

0 

Awaiting the outcome of the visit - Further updates on will be provided in future reports  3 



  

External Visits - Continued 
• Accreditation at significant risk of removal (suspension recommended by National Team):  

 

 

 

 

 

 

• The Vascular Science service at QE has been UKAS accredited for 2 years. During the latest UKAS 
inspection (as recommended by UKAS) the Trust agreed to suspend its accreditation for a period of 3 
months, with a view to re-approach in March 2021.    

• Mandatory findings predominantly surrounded the departure of the Vascular scientist who has 
responsibility for quality, clinical governance, clinical risk and staff training. The assessment team felt there 
was a significant risk to the service as no assurance that the responsibilities of these roles or the clinical 
workload (high-level specialist vascular skills) for this member of staff will be covered on departure. Other 
concerns were raised around mandatory training, staff competencies and outdated procedures. 

• The Vascular Science service has now appointed a new Lead Vascular Scientist, who is reviewing the 
visit’s recommendations. An induction document is in development, and competency assessments for the 
team are due to take place, including for those expected to work across site to ensure standards are 
maintained across the Trust. Any outdated protocols identified are also to be reviewed. A weekly 
assurance meeting has now been put in place for progress against UKAS standards. 

• In March 2021 the UHB Healthcare Science Workforce and Education Lead, who oversees IQIPS and QSI 
Accreditation progress, requested for UKAS to provide a further 3 months extension due to the impact of 
the pandemic. UKAS have agreed to provide the further 3 months, with a plan to reinstate the accreditation 
in June 2021 during the next expected visit.  If further time is required once this period has passed, 
another 3 month extension can be discussed with UKAS.   
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Div Inspecting 

Organisation 
Area being 

inspected 
Date of  Visit Assurance Level 

4 UKAS (United 
Kingdom 

Accreditation 
Services) 

Vascular (QE) November 2020 

IQIPS accreditation 
surveillance visit 

Risk to Maintaining 
Accreditation 



  

External visits - Continued 

• The table below includes visits registered for Q4, and their outcomes where known: 
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Div. 
Inspecting 

Organisation 

Area being 

inspected 
Date of  Visit Outcome of Visit 

Assurance 

Level 

1b UKAS (United 
Kingdom 
Accreditation 
Services) for 
ISO15189:2012 

Microbiology (QE) 20th-29th 
January 
2021 

A reassessment visit took place. 27 findings were raised, surrounding cohesive 
monitoring and management documentation, record keeping for various areas, as well as 
Whittall Street Clinics meeting minutes.  
The deadline for submitting evidence was the 1st March 2021. We are awaiting the 
outcome of the decision made. 

Neutral 

1b UKAS (United 
Kingdom 
Accreditation 
Services) for 
ISO15189:2012 

Cellular Pathology 
(QE) 

19th January 
2021 

A remote surveillance visits took place. 6 findings were raised including the internal audit 
schedule, Meeting minutes, managerial scope, CAPAs in place, formaldehyde monitoring, 
and documents provided for procurement, equipment and materials. 

The findings have now been cleared and accreditation has been maintained. The next 
visit is expected in January 2022. 

Positive 

1b UKAS (United 
Kingdom 
Accreditation 
Services) for 
ISO15189:2012 

Biochemistry 
(QE)  

15th-16th 
March 2021 

A remote visit took  place for accreditation surveillance and an extension to scope on 
Biochemistry tests, relating to Verification & Validation (V&V) and Radiation. 
6 findings were raised around the complaints process, user feedback and contributor 
records for management review, audit schedules as well as EQA scheme and test 
participation.  
2 findings related to the extension to scope tests added, around radiation protection 
supervisor job descriptions and the test method verification document.  
There is a recommendation to maintain accreditation on closure of findings. The deadline 
for the submission of evidence is 13th April 2021. 

Neutral 

1b UKAS (United 
Kingdom 
Accreditation 
Services) for 
ISO15189:2012 

Haematology 
Labs (QE) 

8th- 10th 
March 2021 

A remote visit took place. 

29 findings were raised, including 11 relating to extension to scope. The areas for 
improvement identified were around the improved coherence and consistency to quality 
monitoring records, ensuring that the procedure reflects the process, defining subjective 
statements and increasing the value of evaluation/verification mechanisms to ensure it 
meets service and user’s defined needs. 

Recommended for accreditation upon the closure of findings. Evidence is due to be 
submitted 4th June 2021. 

Neutral 
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Div. 
Inspecting 

Organisation 

Area being 

inspected 

Date of  

Visit 
Outcome of Visit 

Assurance 

Level 

1b Public Health 
England– Cervical 
Screening QA 

Laboratories / 
Cervical 
Screening 
(Colposcopy 
department) 
(BHH, GHH, SoL) 

3rd March 
2021 & 11th 
March 2021 

Outcome to be received TBC 

1b Office for Nuclear 
Regulation 
Transport (ONR) 

RRPPS 12th March 
2021 

A compliance inspection was undertaken to inspect the arrangements associated with the 
road transport of radioactive material. The visit received a ‘green’ overall rating, with only 
minor shortfalls identified. 

The Team has already taken action to address the non-compliances regarding packaging 
life and DGSA reporting, and all recommendations are now being reviewed in full by the 
Team. The deadline to confirm any actions to be taken with ONR is the 23rd April 2021. 

Positive 

5 JACIE Haematology (QE) 16th March 
2021 

This was an Interim JACIE audit that forms part of the accreditation cycle for Haematology. The 
audit included an online submission of data, including Staff training, CVs, SOPs, quality meeting 
minutes, quality audits and a quality management programme document. The last visit was in 2018, 
and all previous actions where addressed and completed. 

  

  

  

  

  

  

  

TBC 

5 Celgene Clinical 
Haematology 
(QEHB) 

11th March 
2021 

Initial remote visit took place on to assess the haematology service for the provision of a new 
treatment (CAR-T cell therapy). 

  

  

TBC 

1 BSI (British 
Standards Institute) 
for ISO9001:2015 

Oncology (QE) 31st March 
2021 

The provision of a clinical and medical oncology service including radiotherapy, 
radiotherapy medical physics including CCISS, brachytherapy, chemotherapy, and 
oncology nursing at Queen Elizabeth Hospital Birmingham. 

2 minor non-conformances identified, relating to dosimetry outputs (requirement 
identification and control) and physics computing (production and service provision). A 
follow up visit is due in September 2021. 

TBC 

• The table below includes visits registered for Q4, and their outcomes where known: 



  

• The table below includes updates to External Visits outcomes from previous quarters: 
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Div 
Inspecting 

Organisation 

Area being 

inspected 

Date of  

Visit 
Outcome of Visit 

Assurance 

Level 
5 Health Education 

England (EV321) 

  

Neurosurgery 
(QEHB) 

  

4th 
December 
2020 

  

A virtual quality intervention with trainees and Trainers in Neurosurgery. Outcome report has 
now been received; overall findings are positive. 6 overall requirements, including 2 mandatory 
actions were raised, including: approach to allocating elective opportunities; review trainees’ 
opportunities for face-to-face clinic experiences; review delivery of new curriculum changes for 
trainees; review of pause in service in region; consultant direct feedback to trainees, and 
monitor of staffing and experience of Tier 1 doctors to ensure progress in the overall training 
experience is not undermined by staffing levels at junior tiers. A deadline for development of the 
action plan has been set for 16th April 2021; further updates will be provided in Q1 21/22. 

Neutral 

1b UKAS QSI Imaging 11th-12th 
November 
2020 

The Team have been recommended for accreditation, following the clearance of findings; 
imaging turnaround for cancer tracking patients, risk assessment documents, audit processes 
and documentation, peer review status, and providing updates to SOPs and action plans.  

The Team have submitted evidence to the web-based tool, and UKAS have confirmed that 
further information is required on 2 findings relating to controlled document monitoring and 
documents and support available for Assistant Practitioners. This evidence is required by the 
8th April. 

Neutral 

2 IQIPS (Improving 
Quality in 
Physiological 
Services) 

Cardiac 
Physiology 

2nd 

November 
2020 

The Team have been recommended for accreditation, following the clearance of findings; policy 
updates required, audit process and documentation, Datix and risk assessment use and 
training documentation.  

The Team have submitted evidence to the web-based tool, UKAS have confirmed that further 
evidence is required for 10 findings. These relate to training and development service 
overviews, clinical audits, Exercise, Echo and Ambulatory monitoring, business continuity 
plans, the use of one management system, complaints local policy, Datix use and access to 
systems for Accreditation Leads.  The evidence is required by the 9th April. 

Neutral 

2 IQIPS (Improving 
Quality in 
Physiological 
Services) (EV212) 

Lung Function and 
Sleep 

10th 
November 
2020 

The Team have been recommended for accreditation, following the clearance of findings; 
There were two recommendations made around documenting 1:1 meetings and reviewing the 
effectiveness of self-declaration process. No evidence was uploaded onto the web-based tool 
by this team. UKAS have confirmed that due to current pressures and redeployments of 
colleagues within teams, evidence will instead be reviewed at the next assessment or earlier if 
possible dependant on how circumstances alter for Teams. Provisionally a plan of June 2021 
has been agreed for this, and all findings have been cleared by UKAS. 

Neutral 

4 IQIPS (Improving 
Quality in 
Physiological 
Services) 

Audiology  6th 
November 
2020 

The Team have been recommended for accreditation, following the clearance of findings; these 
surround weekly management meetings including wait times, risk assessments, equipment 
checks, roles and responsibilities for accreditation lead defined, mandatory training 
levels/professional registration and number of vacancies.  
 
The Team submitted evidence to the web-based tool, and further evidence is required for 2 
findings, surrounding training and development documents and non-conformities in clinical 
audits. The evidence is required by the 9th April. 

Neutral 



  

• The table below includes updates to External Visits outcomes from previous quarters 
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Div 
Inspecting 

Organisation 

Area being 

inspected 

Date of  

Visit 
Outcome of Visit 

Assurance 

Level 
4 IQIPS (Improving 

Quality in 
Physiological 
Services) 

GI Physiology  3rd 
November 
2020 

The Team have been recommended for accreditation, following the clearance of findings; 
these are around SOPs and local processes, directorate meeting evidence and audit 
programmes.  
No evidence was uploaded onto the web-based tool by this team. UKAS have confirmed that 
due to current pressures and redeployments of colleagues within teams, evidence will 
instead be reviewed at the next assessment or earlier if possible dependant on how 
circumstances alter for Teams. Provisionally a plan of June 2021 has been agreed for this, 
and all findings have been cleared by UKAS. 

Neutral 

4 IQIPS (Improving 
Quality in 
Physiological 
Services) 

Uro-dynamics 4th 
November 
2020 

IQIPS accreditation surveillance visit. The Team have been recommended for accreditation, 
following the clearance of findings; these surround the roles and responsibilities of the Uro-
dynamics service lead, H&S audits, budget management processes and completion of local 
inductions in Imaging. 

No evidence was uploaded onto the web-based tool by this team. UKAS have confirmed that 
due to current pressures and redeployments of colleagues within teams, evidence will 
instead be reviewed at the next assessment or earlier if possible dependant on how 
circumstances alter for Teams.  

Neutral 

5 IQIPS (Improving 
Quality in 
Physiological 
Services) 

Neuro Physiology 5th 
November 
2020 

IQIPS accreditation surveillance visit. The Team have been recommended for accreditation, 
following the clearance of findings; these surround SOP updates, audits, risk register 
updates, incident management and reporting processes.  

The Team submitted evidence to the web-based tool, and UKAS have confirmed that the 
findings have now been cleared. 

Positive 

1b UKAS (United 
Kingdom 
Accreditation 
Services)  
ISO15189:2012 

Musculoskeletal 
(QE)  

8th 
December 
2020 

A remote accreditation visit took place. 6 findings were raised including considering a long 
term management review, a review of procedures, and clarity on definitions for complaints 
and performing indicators. 
All findings have now been cleared and accreditation has been maintained. The next visit is 
expected in December 2021. 

Positive 



  

 

7. Central Alerting System (CAS) alerts, including Patient 

Safety Alerts   
 Central Alerting System (CAS) alerts 

• The Central Alerting System (CAS) is a web-based cascading system for issuing patient safety alerts, 
important public health messages and other safety critical information and guidance to the NHS and 
others, including independent providers of health and social care. The response to these alerts is 
coordinated by the nominated CAS Liaison Officers, on behalf of the Head of Clinical Governance and 
Patient Safety, who are specific team members within the Clinical Governance and Patient Safety 
department, with day-to-day responsibility for managing the CAS alerts. 

• The Trust uses the DatixWeb system to monitor and track the receipt, dissemination and 
implementation of alerts within the organisation. 

• 18 alerts were received in Q4 2020/21, and 16 were closed in the same period. There are presently 
nine open, none of which are overdue as per the following table: 

 
 
 
 
 
 
 
 
 

 

 

Type of alert CAS alerts 

received Q4 

20/21 

Related to 

COVID 
Alerts closed 

in Q4 20/21 
Currently 

open/ 

ongoing 

Overdue 

Chief Medical Officers Alert 9 8 9 4 0 

Estates Alert 1 0 0 
National Patient Safety Alert 1 1 3 0 

Supply Disruption Alert 8 2 5 2 0 
Total 18 10 16 9 0 



  

 

Central Alerting System (CAS) alerts, including Patient 

Safety Alerts Continued  
 

National Patient Safety Alerts  

 
• National Patient Safety Alerts are issued via the CAS system by NHSE/I in response to safety concerns identified 

via the National Reporting and Learning System (NRLS). Declared compliance with alerts is an NHSI safety 
indicator and compliance with National Patient Safety Alerts is a focus of CQC inspection 

 
• One National Patient Safety Alerts was issued in Q4 2020/21, At present there are three Patient Safety Alert open, 

and they are within the deadline for completion: 
 

– NatPSA/2020/008/NHSPS Deterioration due to rapid offload of pleural effusion fluid from chest drains 
– NatPSA/2020/006/NHSPS Foreign body aspiration during intubation, advanced airway management or 

ventilation 
– NatPSA/2020/005/NHSPS Steroid Emergency Card to support early recognition and treatment of adrenal crisis  
 

• Seven alerts are closed with ongoing actions to ensure the changes made in response to the alert have been 
embedded. 

 
• An Assurance schedule for previously issued patient safety alerts has been established and is routinely reported to 

CQMG 
 
• The Procedure for Dissemination and Implementation of Central Alert System Alerts has been updated and 

published in line with the expectations of the National Patient Safety Alerting Committee (NaPSAC). 
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