
1 Trust Board Agenda 

3rd May 2023
Delivering Exceptional Care with Exceptional People

AGENDA

Trust Board (Open)
Meeting held on Wednesday 3rd May 2023 at 9.30 am to 12.30 pm

Trust Boardroom, Third Floor, Springfield, RSUH

Time No. Agenda Item Purpose Lead Format
BAF 
Link

09:30 PROCEDURAL ITEMS
20 mins 1. Staff Story Information Mrs J Haire Verbal 

2.
Chair’s Welcome, Apologies and Confirmation of 
Quoracy  

Information Mr D Wakefield Verbal 

3. Declarations of Interest Information Mr D Wakefield Verbal 

4. Minutes of the Meeting held 4th April 2023 Approval Mr D Wakefield Enclosure

5 mins

5. Matters Arising via the Post Meeting Action Log Assurance Mr D Wakefield Enclosure
10 mins 6. Chief Executive’s Report – April 2023 Information Mrs T Bullock Enclosure

10:05 HIGH QUALITY

5 mins 7.
Quality Governance Committee Assurance 
Report (27-04-23) 

Assurance Prof K Maddock Enclosure 1

10 mins 8. Care Quality Commission Action Plan Assurance Mrs AM Riley Enclosure 1

10 mins 9. Nurse Staffing Establishment Review Assurance Mrs AM Riley Enclosure 1, 3

10 mins 10. PLACE Inspection Findings and Action Plan Assurance Mrs L Whitehead Enclosure 7

10:40 PEOPLE

5 mins 11.
Transformation and People Committee 
Assurance Report (26-04-23)

Assurance Prof G Crowe Enclosure
2, 3, 4, 6, 

9

10:45 RESOURCES

5 mins 12.
Performance & Finance Committee Assurance 
Report (25-04-23)

Assurance Dr L Griffin Enclosure 5, 7, 8

15 mins 13. Annual Plan 2023/24 Approval Ms H Ashley Enclosure All

11:05 – 11:20 COMFORT BREAK

11:20 RESPONSIVE 

40 mins 14. Integrated Performance Report – Month 12 Assurance

Mrs AM Riley
Mr P Bytheway
Mrs J Haire
Mr M Oldham

Enclosure
1, 2, 3, 5, 

8 

12:00 GOVERNANCE
5 mins 15. Audit Committee Assurance Report (27-04-23) Assurance Prof G Crowe Enclosure

10 mins 16. Board Assurance Framework – Q4 Assurance Mrs C Cotton Enclosure All

10 mins 17.
Committee Effectiveness and Revised Rules of 
Procedure

Approval Mrs C Cotton Enclosure

12:25 CLOSING MATTERS

18.
Review of Meeting Effectiveness and Review of 
Business Cycle

Information Mr D Wakefield Enclosure

5 mins

19.
Questions from the Public 
Please submit questions in relation to the agenda, 
by 9.00 am 2nd May to Nicola.hassall@uhnm.nhs.uk 

Discussion Mr D Wakefield Verbal

12:30 DATE AND TIME OF NEXT MEETING 

20. Wednesday 7th June 2023, 9.30 am, via MS Teams

 

mailto:Nicola.hassall@uhnm.nhs.uk
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Trust Board (Open)
Meeting held on Wednesday 5th April 2023 at 9.30 am to 12.00 pm 

via MS Teams

MINUTES OF MEETING 

Voting Members: A M J J J A O N D J F M
Mr D Wakefield DW Chairman (Chair)
Mr P Akid PA Non-Executive Director
Mrs T Bowen TBo Non-Executive Director
Mrs T Bullock TB Chief Executive 
Mr P Bytheway PB Chief Operating Officer
Prof G Crowe GC Non-Executive Director 
Dr L Griffin LG Non-Executive Director
Mr M Oldham MO Chief Finance Officer
Dr M Lewis ML Medical Director
Prof K Maddock KM Non-Executive Director
Professor S Toor ST Non-Executive Director
Mrs AM Riley AR Chief Nurse

Non-Voting Members: A M J J J A O N D J F M
Ms H Ashley HA Director of Strategy

Mrs C Cotton CC
Associate Director of Corporate 
Governance

NH

Mrs A Freeman AF Director of Digital Transformation
Mrs J Haire JH Chief People Officer
Prof A Hassell AH Associate Non-Executive Director
Mrs L Thomson LT Director of Communications 

Mrs L Whitehead LW
Director of Estates, Facilities & 
PFI

In Attendance:
Mr I Bodell Patient (item 1)
Mrs N Hassall Deputy Associate Director of Corporate Governance (minutes)
Mrs R Pilling Head of Patient Experience (item 1)

Members of Staff and Public: 2

No. Agenda Item Action

PROCEDURAL ITEMS

1. Patient Story

048/2023

Mr Bodell described his experience, whereby he started to have headaches and 
suffered migraines every couple of months in 1996 which he initially self-treated 
with over the counter medication.  Following his return to work in the Police force 
he received various therapies all of which did not address the headaches.  He 
described a number of medications which were prescribed by his General 
Practitioner over the years, none of which were successful and after some time he 
started to keep a headache diary and removed certain foods from his diet which 
again did not address the problem.  

Attended Apologies / Deputy Sent Apologies 
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Mr Bodell described his headaches significantly worsening after a number of 
years, reaching a point where they were negatively affecting his mental health 
resulting in him having suicidal thoughts, due to the debilitating nature and 
severity of the headaches.  He explained that after moving to Worcestershire he 
was referred to Dr Davies at Royal Stoke in 2016 and was initially treated with 
nasal sprays, which were successful at first.  However, he stated that the 
headaches became so frequent that they were occurring on a daily basis and 
therefore in 2022 he contacted the National Migraine Centre, which suggested 
that some of the headaches were due to medication overuse.  He explained that 
he had to stop all treatment for a period of a month before he was able to and 
commence injections in March 2022 which were successful and he was now 
experiencing 2 to 3 headaches a month which were mild or moderate in nature.  
Mr Bodell described how his life had been transformed as a result of this 
medication.

Mr Wakefield thanked Mr Bodell for sharing his story and he queried what 
treatment was provided to help him while coming off the medication.  Mr Bodell 
explained that he was provided with some medication for his upset stomach.  

Dr Griffin queried whether it was felt that the injections could have been provided 
more quickly or whether clinicians’ understanding of migraines had improved over 
the years.  Mr Bodell stated that he felt he may not have been forceful enough to 
try other medications and Mrs Bodell explained that she felt that the doctors were 
trying one thing before trying another and going through a process of elimination.  
Mrs Bullock also confirmed that Mr Bodell’s current treatment was not available in 
2016.  

Ms Bowen queried whether there was any learning about advising patients about 
such specialist centres in order to help future patients.  Mrs Bodell agreed that 
there was more awareness to be raised although highlighted that the National 
Migraine Centre was a charity and did require payment.  

Mr Oldham reflected on the Trust’s previous investments in new migraine 
treatments and stated that the story highlighted the value of the investment and 
impact on patients.  

Mr Wakefield thanked Mr and Mrs Bodell for sharing their experience and 
summarised the comments made in terms of timeliness of referrals, the need to 
raise awareness of the additional help and advice available as well as noting that 
the story positively demonstrated the value of the investments made in new 
treatments.  Mr Wakefield asked Mrs Riley to consider inviting Mr Bodell onto the 
Hospital User Group to share his experiences going forwards. 

The Trust Board noted the patient story. 

Mr and Mrs Bodell and Mrs Pilling left the meeting. 

AMR

2. Chair’s Welcome, Apologies and Confirmation of Quoracy  

049/2023
Mr Wakefield welcomed Board members to the meeting.  Apologies were received 
as recorded above, and the meeting was confirmed as quorate.  

3. Declarations of Interest 

050/2023 There were no declarations of interest raised.  
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4. Minutes of the Previous Meeting held 8th March 2023 

051/2023
The minutes of the meeting held 8th March 2023 were approved as a true and 
accurate record. 

5. Matters Arising from the Post Meeting Action Log 

052/2023

Mr Wakefield requested an update on the Trust’s bid for additional capacity and 
Mrs Bullock stated that this had been approved by the region and the Trust was 
awaiting a national decision.  Mr Bytheway stated that the Trust was working on 
the premise that agreement would be provided and as such had commenced 
looking at activity flows etc. 

PTB/546 – Mrs Riley confirmed that the information on sepsis screening had been 
provided to the Quality Governance Committee (QGC) and a further update was 
to be provided in August.  

PTB/572 – Mrs Riley explained that additional information had been provided 
within the serious incident report and this would continue to be refined as 
required. 

PTB/577 – Mrs Riley confirmed that she had met with Professor Maddock. 

Mr Wakefield referred to the target dates which had been extended and requested 
that these be completed within the revised timeframe. 

6. Chief Executive’s Report – March 2023

053/2023

Mrs Bullock highlighted a number of areas from her report. 

Mr Wakefield referred to the transformation in theatres and queried whether this 
was linked to productivity.  Mrs Bullock agreed and described the process 
undertaken and the initial actions taken. 

Mr Akid queried the length of time taken for the Procurement for blood sciences 
equipment and if an extension would be required and Mr Bytheway explained that 
an extension with the existing provider had previously been agreed by the Trust 
and added that the length reflected the nature and complexities of the tender. 

Mr Wakefield requested clarification that the Trust had acted on the concerns 
raised by the Care Quality Commission (CQC) following their inspection of 
maternity services to which Mrs Bullock confirmed that actions had been taken at 
the time of the inspection and that the CQC had confirmed that no additional 
action was required.

The Trust Board received and noted the report and approved eREAF 10501. 

HIGH QUALITY 

7. Quality Governance Committee Assurance Report (30-03-23)

054/2023

Professor Hassell highlighted the following:

• The Committee received the Organ Donation report which highlighted that 
UHNM was one of the top donating hospitals in the Midlands and second in 
the country 

• A national tissue pilot was underway in the UK looking to make it easier for 
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certain organ donations which UHNM was taking part in

• Some of the challenges with organ donation were highlighted, particularly ICU 
capacity and a Standard Operating Procedure was being developed in respect 
of this 

• An update was provided on the Neonatal Action Plan following an internal 
review in 2021.  It was noted that the number of neonatal deaths had reduced 
from 31 in 2021 to 19 in 2022.  

• The West Midlands was an outlier for neonatal mortality although there was a 
time lag in publishing the data and the latest report with benchmarked data 
was for 2020.  The actions being taken were described to the Board and a 
further update had been requested to be provided to the Committee 

• In terms of nurse recruitment, 110 international nurses had been recruited and 
80 graduates were planned to join the Trust, which aimed to keep the Trust at 
a steady state 

Mr Wakefield referred to neonatal data and West Midlands being an outlier and 
queried the reason for the lack of up to date data.  Professor Hassell referred to 
the difficulties in comparing the data due to the complexity of neonates, therefore 
2020 was the latest national data.  Dr Lewis agreed that the data was so complex 
it needed to be standardised with other factors such as deprivation, age of 
mothers and other comorbidities which therefore takes time to analyse.  He added 
that the team had reviewed the crude data which was not standardised, but 
provided an early indication of any concerns, which highlighted the reduction in 
neonatal deaths from 2021 to 2022.  

Professor Crowe referred to the importance of organ donation and suggested that 
this be promoted more widely within the Trust.  He reflected that promoting this 
further would also demonstrate the Trust's culture and Professor Hassell added 
that it also reflected the ethos of Being Kind.

Professor Crowe welcomed the approval of the clinical audit plan following receipt 
of the recommendations from the internal audit review. 

The Trust Board received and noted the assurance report. 

8. Infection Prevention Board Assurance Framework – Q3

055/2023

Mrs Riley highlighted the following: 

• Changes in mask wearing were highlighted and implemented in January 

• A new broader framework had been received and was being worked through 
and would be considered at QGC before being brought to the Board 

Mr Wakefield referred to the reference to the cleaning standards and requested 
confirmation that the action was complete given the due date was quarter 4, to 
which Mrs Riley confirmed. 

Ms Bowen queried the guidance for mask wearing for visitors and Mrs Riley 
explained that visitors were advised to wear a mask if visiting a patient as an extra 
precaution.  She stated that not all organisations had taken the same action but it 
was advisable due to the local prevalence. Mrs Riley added that this was 
monitored and the guidance was reiterated on the ward although the Trust was 
not able to enforce this. 

The Trust Board received and noted the report. 

PEOPLE
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9. Transformation and People Committee Assurance Report (29-03-23)

056/2023

Professor Crowe highlighted that the discussion at the meeting focussed on two 
key areas;

• The workforce plan provided a good understanding of the gaps in the 
workforce and provided emergent plans of how the gaps were to be filled, 
although the issue was developing a plan over the medium term which could 
fill the supply and demand gap.  He summarised that the Committee 
welcomed the progress made in terms of improving understanding of the 
position, but was not fully assured that a plan was in place which would fully 
address the issue 

• An update on the cultural improvement programme provided assurance of the 
actions taken to date and the key areas were considered alongside the main 
areas of focus within the staff survey 

Dr Griffin referred to the workforce plan and the current vacancy position of 12% 
to 15%.  He queried where the biggest gaps were and whether these affected 
particular disciplines or services.  Mrs Haire stated that one of the biggest gaps 
related to nursing and midwifery, and efforts to close the gap focussed on grow 
your own and overseas recruitment, in addition to doubling efforts on seeking 
candidates from the marketplace.  She added that there were some longstanding 
gaps in the medical and dental workforce as well as some hotspot areas such as 
pharmacy and pathology.  Professor Crowe stated that the Committee received 
additional granularity of the plans to close the gap in hard to fill areas, 
demonstrating a growing understanding of the requirements. 

The Trust Board received and noted the assurance report. 

10. Staff Survey 2022

057/2023

Mrs Haire highlighted the following:

• The response rate was 10% lower than anticipated and this reflected some 
initial technical issues.  It was noted that an assurance paper was to be 
provided to the Transformation and People (TAP) Committee to confirm that 
these issues had been addressed in readiness for the 2023 survey 

• A number of areas had improved; being a team, reporting of physical violence 
and individuals identifying the value of appraisals 

• The areas where the Trust needed to improve on are we are flexible, we are a 
team and we are compassionate and inclusive. , with a focus on culture 
around all of those areas 

• Actions were being focussed on these 3 areas which would be underpinned by 
creating a sustainable workforce in the future 

• A focus on the Being Kind programme continued in addition to exploring 
broader training offers 

• The need for a sustained engagement programme to ensure colleagues 
understand the progress made on cultural improvement had been recognised 
and this was being supported by communicating positive stories throughout 
the Trust to help create a sense of belonging 

Dr Griffin referred to the need to understand the resolution of the technical issues 
affecting the response rate and suggested that the action plan be defined into 
specific measurables rather than the broader commitments.

Mr Akid queried if the scale of the impact of the technical issues was known and 
Mrs Haire stated that she would have expected a further 10% response rate.  She 
stated that some of the issues related to paper distribution and email distribution 
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and staff calling into question whether the responses were anonymous which was 
to be tackled for 2023.  

Mr Wakefield queried the assurances from the monthly results which could be 
used, given the difference to the national responses.  Mrs Haire stated that the 
Trust was building momentum with the number of colleagues completing the local 
survey and highlighted that this was quicker and easier for colleagues to access 
than the national survey, however the Trust performance was ultimately tracked 
against the national responses. Mr Wakefield agreed with the focus to continue to 
encourage colleagues to complete the local survey so that the Trust could learn 
from the responses provided.  

Mr Wakefield referred to the actions which he felt did not always connect to the 
people promises and domains.  Mrs Haire stated that these were to be reset and 
the actions were to be considered alongside the specific domains of the people 
strategy to ensure that there was a good line of sight between the national people 
promises and the UHNM people strategy.

Professor Crowe stated that the points raised would be addressed and considered 
by TAP in due course. 

The Trust Board noted the National Staff Survey Report and the corporate 
priorities planned for 2023/24 aimed at Making UHNM a Great Place to work 
by improving organisational culture, improving behaviours and supporting 
and maximising the potential of our people to improve patient outcomes.

RESOURCES

11. Performance & Finance Committee Assurance Report (28-03-23)

058/2023

Dr Griffin highlighted the following:

• The Committee expressed their frustration of the timeliness of receiving 
business case reviews and received assurance of more directive action being 
taken to receive these as planned 

• The Committee awaited the review of the winter de-brief although an initial 
challenge had been highlighted in terms of the ability to enact planned levels 
of discharges over the Christmas period 

• Concerns regarding the number of long waiters and the current position were 
raised, including the need to consider the impact of the ability for the 
Independent Sector to undertake the work as well as the impact of patient 
choice 

• Concerns regarding the financial outlook for the system for 2023/24 were 
highlighted

• There had been a steady improvement in urgent care performance and 
positive improvements in cancer performance 

• The Committee was to increase its focus at future meetings on productivity 
including consideration of benchmarking 

The Trust Board received and noted the assurance report. 

RESPONSIVE

12. Integrated Performance Report – Month 11

059/2023
Mrs Riley highlighted the following in relation to quality and safety performance: 

• In terms of the inpatient friends and family test the Trust was above the target 
but the position had deteriorated, therefore a deep dive had commenced to 
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understand where changes in feedback were being provided and where there 
were opportunities for improvement.  The results of this were to be considered 
by QGC in Quarter 1

• Work remained ongoing with regards to patient safety incidents being reported 
in relation to tissue damage which was not hospital acquired, and the data 
was being reviewed across the system and actions being taken to prevent 
pressure damage before patients were transferred into hospital 

Mr Wakefield requested further information in terms of the pressure ulcer review 
and actions being taken in the system and Mrs Riley stated that it was not clear 
whether the contributing factor related to long waits or was due to issues in care 
homes and therefore this was being reviewed. 

Mr Wakefield referred to the reduction in nosocomial infections in February 2023 
compared to the reference to an increase in the number of deaths reported in 
January and queried whether these deaths were due to covid.  Mrs Riley stated 
that any death of a patient who had Covid-19, where this did not cause the death 
would still have Covid-19 listed as a factor.  

Mr Wakefield referred to timely observations performance and queried when it 
was expected this would improve. Mrs Riley stated that each Division had this as 
a driver metric and analysis was to be undertaken to understand the breadth of 
delays.  She added that this also formed part of monthly Tendable audits and was 
part of the Clinical Excellence Framework review process.  

Mr Bytheway highlighted the following in relation to urgent care performance:

• Performance in February and March saw improvements in some of the most 
challenged areas, including a reduction in 60 minute holds, a reduction in the 
average and total time spent in the department and the improvements were 
not attributed to decreased activity.  

• Weekly ambulance handover meetings continue to be held and there had 
been an improvement in ambulance handovers for the past 6 weeks 

• The number of simple discharges before noon had seen some improvement 
and the number of medically fit for discharge patients had standardised

• The Trust was in the upper quartile for time to triage and had also improved on 
time to be seen 

Dr Griffin welcomed the improvements highlighted and queried the progress made 
with the capital bid for the SDEC modular build.  Mr Bytheway reiterated that this 
had been agreed regionally but was going through national procurement and work 
to rearrange activity flows had commenced.  

Ms Bowen queried the impact on the non-elective plan due to the planned 
Industrial Action and Mr Bytheway stated that this continued to be ongoing. 

Mr Wakefield summarised that improvements were being made despite the unit 
remaining busy and as such there was a need to continue with corridor care on 
occasion.  He referred to Consultants being present during the previous strike 
action and associated improvement in performance and queried whether this 
presented any learning in terms of decision making.  Mr Bytheway stated that it 
was known that having senior decision makers in the department helped with 
decision making due to their experience and training, therefore the previous 
Emergency Department business case had included putting additional senior 
decision makers on shift to ensure flow was maintained.  Dr Lewis stated any 
further changes would need to consider the best use of resources and added that 
using Consultants at night would have a negative impact due to the nature of the 
Consultant contract.  Dr Lewis added that it was also important to focus on 
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training of staff and Mrs Bullock stated that non Emergency Department 
Consultants were used during the strike period due to the reduction in activity 
which was not usual practice and to do this on a more consistent basis would 
significantly impact on general activity.  Mrs Riley added that clinical and 
operational teams worked 24/7 in a different way to support staff which also 
helped with performance and again if this was done more consistently it would 
impact on other activities as a lot of things had been cancelled to accommodate 
this. 

Professor Crowe thanked the workforce for coming together to manage the 
industrial action including the way in which they reorganised themselves to 
provide the support required.  Mr Bytheway reflected on the joint multidisciplinary 
teamwork that was in place and Mr Wakefield reiterated his thanks for the teams 
working during that period. 

Mr Bytheway highlighted the following in relation to cancer performance:

• The Trust achieved the 2 week standard for the second month despite 
increasing referrals 

• The faster diagnosis standard was likely to end at 72% compared to the target 
of 75% 

• The Trust was expected to come out of tier 2 for cancer and the total backlog 
had reduced from 17% to 18% to just above 8% 

• Under 100 people were waiting over 104 days 

Ms Bowen thanked the teams who had helped to progress the improvements in 
performance.  

Mr Bytheway highlighted the following in relation to planned care performance:

• The Trust did not achieve the targets for 104 and 78 weeks, with 48 patients 
waiting over 104 weeks and 552 patients waiting over 78 weeks 

• The Trust was expected to move into tier 1 due to this performance 

• Particular challenges had been identified in Trauma and Orthopaedics and a 
trajectory for improvement for quarter 1 was to be established 

• The theatre improvement plan was to be taken to Performance and Finance 
Committee (PAF) 

• An independent review was ongoing in relation to the long wait patients which 
was expected to report at the end of May 

• A new process was in place for regular oversight of performance 

Mr Wakefield stated that other Trusts were reporting that they aimed to clear their 
long waits by the end of April compared the Trust’s trajectory of end of June and 
queried the reasons for this.  Mr Bytheway stated that this was due to the 
specialist work required such as orthopaedics and spinal surgery, which created 
additional complexity.  He stated that the Trust continued to work with the 
Independent Sector but that was not the main challenge, and rather the 
requirement for specialist work which required associated HDU facilities.  He 
added that some mutual aid was being provided by other specialist centres. 

Mr Wakefield referred to being put in tier 1 and queried if regulators accepted the 
reasons for not improving performance until June.  Mr Bytheway referred to the 
weekly meetings which considered the position and stated that the national target 
remains zero and therefore the Trust needed to reach this as soon as possible. 

Dr Griffin queried if the Trust had a daily tally of performance and queried what 
level of mitigation had been factored into the position.  Mr Bytheway stated that 
performance was tracked twice a week due to the small numbers of patients, via 
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the planned care oversight group and the mitigation in place was the theatre 
improvement plan, working with insourcing teams and working with the 
Independent Sector, as well as ensuring patients had their diagnostics in a timely 
manner.  Mr Bytheway added that until a patient had been formally accepted by 
the Independent Sector or for mutual aid with an agreed date of admission, they 
were not taken off the waiting list.   

Professor Maddock queried if the impact of the strike action had been modelled 
into the trajectory and Mr Bytheway stated that this had not been included, 
although the last action did not significantly deteriorate the position.  However, it 
was expected to be different for this strike action and he confirmed that day cases 
had started to be cancelled. 

Mr Bytheway highlighted the change in diagnostics performance particularly 
ultrasound performance.  He added that endoscopy continued to be an area of 
focus which included identifying an associated improvement plan.  

Mrs Haire highlighted the following in relation to workforce performance:

• Turnover remained below target

• Vacancies, sickness and PDR rates had improved 

• A number of open days had been held including one for maternity whereby 30 
new starters were recruited on the day and other possible candidates were 
being interviewed for other positions.  A further open day had been held at 
Newcastle and Stafford College 

Mr Wakefield welcomed the success of the open day and Professor Crowe 
welcomed the innovative actions being taken at the recruitment days to appoint 
staff.  Mrs Haire confirmed that the success of the open days continued to be 
publicised and communicated. 

Mr Oldham highlighted the following in relation to financial performance:

• The Trust delivered a break even compared to the planned surplus of £1.2 m

• The run rate continued to be positive and the Trust was expected to achieve 
the forecast break even position at year end 

• In terms of capital, the Trust was slightly behind but mitigation was in place 
and a lot of activity was expected in month 12 due to the bringing forward of 
equipment spend 

Mr Wakefield welcomed the work undertaken to deliver the expected break-even.  
Mr Oldham added that the system financial plan for 2023/24 was expected to be 
£40 m deficit, but this included a number of significant assumptions which held 
some risk.  He stated that the deficit was expected to be allocated across 
providers with the UHNM share expected to be less than £10 m although this 
remained subject to discussion.  

The Trust Board received and noted the report. 

CLOSING MATTERS

13. Review of Meeting Effectiveness and Business Cycle Forward Look

060/2023

It was noted that the business cycle would be confirmed at the meeting in May as 
part of the Rules of Procedure, to enable this to be updated following the 
conclusion of the Committee Effectiveness reviews. 

14. Questions from the Public
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061/2023

Mr Syme referred to the recent CQC maternity visit and referred to the national 
shortage of midwives. He referred to the Board meeting in January 2023 where it 
was explained that 22 new midwives commenced work at UHNM in October 2022 
and the next ‘intake’ in February 2023 would mean UHNM would attain minimum 
safe staffing levels in maternity.  He queried if maternity minimum safe staffing 
levels had been attained at UHNM.

Mrs Riley referred to the business case which had been agreed to fund to 
Birthrate+ requirements.  She stated that at that time staffing was significantly 
short, therefore a trajectory was put in place to address the gap which was 
expected to take until Summer 2023.  She confirmed that the Trust was on track 
to meet the trajectory and any gaps were being filled by temporary staffing.  

Mr Syme referred to the Board Assurance Framework paper presented to the 
meeting in February 2023 whereby delayed induction of labour was identified as a 
significant risk with extreme risk ratings.  He referred to the Staffordshire and 
Stoke Integrated Care Board (ICB) meetings in November 2022, January and 
March 2023 whereby risks were highlighted regarding the delays in Induction of 
Labour at UHNM. He stated that the CQC in reports of maternity services 
elsewhere in England had also indicated that such delays are deeply concerning 
and queried the actions being implemented to reduce both delays.

Mrs Riley referred to the earlier backlogs in terms of induction of labour in 2022 
which was similar to all maternity units and added that this was compounded by 
pressures in neonatal services.  She stated that the Trust had commenced work 
with the Local Midwifery and Neonatal Systems (LMNS) and NHS England to 
understand what could be done to make Trust systems and processes more 
efficient in order to reduce delays.  She stated that as such the position had since 
improved which had been recognised by the LMNS and ICB Chief Nurse.  It was 
noted that further work was required, but the foundations were in place and in 
terms of reducing the risk, the Trust needed to be assured that sustained 
improvement had taken place. 

Mr Syme referred to UHNM being an outlier for neonatal mortality and queried 
when the business case was likely to be finalised, to assist with mitigating the risk. 
Dr Lewis stated that the business case was being prepared for medical staffing 
which would establish whether adequate staffing was in place as well as 
determining whether an expansion of the workforce would be required.  He stated 
that he expected the case to take a couple of months to go through the associated 
governance process.  

Mr Syme referred to the Quality Governance Committee Report and readmission 
rates being higher than expected.  He queried if there was indication as to why 
this was happening in the specific areas identified especially Paediatrics.  Dr 
Lewis stated that measure against comparator Trusts was undertaken routinely 
and this had identified that further detail was required for readmission rates in 
particular within paediatrics, as patients on certain pathways may require regular 
re-attendance and it has been queried whether this was being classed as a 
readmission, therefore this analysis remained ongoing. 

DATE AND TIME OF NEXT MEETING

15.
Wednesday 3rd May 2023, 9.30 am, in the Trust Boardroom, Third Floor, 
RSUH
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Status 

PTB/546 08/06/2022
Integrated Performance Report - 

Month 1

To take an update to a future QGC meeting regarding measuring the 

impact on patients who had not received appropriate sepsis 

screening within the Emergency Department

Ann-Marie Riley
02/03/2023

27/04/2023
05/04/2023 Provided to QGC and a further update is to be provided in August. B

PTB/569 09/11/2022 CQC Action Plan

To discuss the assurance map with Professor Crowe in order to 

highlight the work being undertaken to assess the adequacy of 

assurance. 

Claire Cotton
31/01/2023

31/05/2023

Target date moved - template drafted and discussed with AMR.  Whilst the template 

continues to be populated CC to discuss the proposed approach with Professor 

Crowe. 

GB

PTB/571 07/12/2022 Well-Led Self-Assessment

To update the document to include additional narrative for the 

actions within Section 6, including target dates and to discuss at a 

future NED meeting.

Claire Cotton 

Nicola Hassall

31/01/2023

31/05/2023

The document has been updated to include additional narrative for the actions within 

Section 6.  Target dates continue to be identified and initially scheduled for NED 

Away Day which was cancelled.  Awaiting revised day for Away Day. 

GA

PTB/572 07/12/2022 Q2 Maternity Serious Incident Report

To expand on the ethnicity chart within the report, to clarify reasons 

for increases and whether any themes reflected national themes.  In 

addition to identify the associated denominators and the total 

number of deliveries per ethnic group.

Ann Marie Riley 

Donna Brayford

08/03/2023

24/05/2023
05/04/2023

This was discussed at the Maternity QGC meeting in February.  Additional 

information has been provided within the serious incident report and this would 

continue to be refined as required. 

B

PTB/574 04/01/2023 Patient Story
To provide an update on the actions being taken to prevent 

deconditioning to a future meeting.

Matthew Lewis 

Amit Arora
05/04/2023 06/04/2023

Actions remain ongoing with regards to deconditioning, which includes considering 

equipment and promotional material which may be funded via charitable funds.  In 

addition, the team is discussing the possibility of a pilot for an activity coordinator for 

the West Building and the Trust continues to utilise UHNM volunteers promoting 

patient activity.  The Trust continues to raise the profile of deconditioning via taking 

part in such things as #ReconditionTheNation with 300 medals awarded nationally.

B

PTB/575 04/01/2023 Corridor Care 
To identify key metrics associated with corridor care and report on 

these to future QGC meetings. 
Ann Marie Riley 30/03/2023 27/04/2023

This has been included in the quarterly staffing paper to TAP/QGC which will be 

presented at the end of Q1. 
B

PTB/577 08/02/2023
Integrated Performance Report – 
Month 9

To discuss pressure ulcer reporting with Professor Maddock Ann Marie Riley 05/04/2023 06/04/2023 Complete. B

PTB/578 05/04/2023 Patient Story
To confirm whether Mr Bodell had been invited to participate in the 

Hospital User Group
Ann Marie Riley 07/06/2023 27/04/2023 Complete. B

Off track / trajectory – milestone / timescales breached. Recovery plan required.

CURRENT PROGRESS RATINGTrust Board (Open)

Completed: Improvement / action delivered with sustainability assured.

Improvement on trajectory either:

A. On track – not yet completed or  B. On track – not yet started
Delivery remains feasible, issues / risks require additional intervention to deliver the required 

improvement .

Post meeting action log as at
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Chief Executive’s Report to the Trust Board
April 2023

Part 1: Trust Executive Committee (TEC)

The Trust Executive Committee is next due to meet on 2nd May 2023. 

Part 2: Contract Awards and Approvals 

2.1 Contract Awards and Approvals

Department of Health Procurement Transparency Guidance states that contract awards over £25,000 should be 
published in order that they are accessible to the public.  Since 14th March to 13th April, 7 contract awards, which met 
these criteria, were made, as follows: 

• Enhanced Primary Care: GP Federation Service extension up to 30/04/2023 supplied by North Staffordshire 
GP Federation, for the period 01.11.22 – 30.04.23, at a total cost of £564,767, approved on 20/02/2023

• Franking Machine Postage Charges supplied by Pitney Bowes, for the duration 01.04.23 – 31.03.24, at a total 
cost of £770,000, providing cost avoidance savings of £50,000, approved on 13/03/2023

• National Blood Service supplied by NHS Blood and Transplant, for the period 01.04.23 – 31.03.24, at a total 
cost of £4,100,000, approved on 16/02/2023

• Supply of IV Fluids supplied by Baxter Shared Services, Movianto, AAH, Fresenius Kabi, B Braun, TPS 
Healthcare, for the period 01.06.23 – 31.05.24, at a total cost of £764,951, approved on 20/02/2023

• Additional Funds for Salary Sacrifice Home Electronics supplied by Akira/Vivup, for the period 03.06.22 – 
31.01.23, at a total cost of £971,000, approved on 06/03/2023

• DaVinci XI Dual Console System Maintenance supplied by Intuitive Surgical, for the period 01.04.23 – 
31.03.28, at a total cost of £990,000, providing negated inflation from 01/04/24 onwards, approved on 
13/03/2023

• Respiratory Consumables – Breas supplied by Breas, for the period 01.04.23 – 31.03.24, at a total cost of 
£556,012, providing negated inflation £924.98, approved on 09/03/2023

In addition, the following eREAF was approved at the Performance and Finance Committee on 25th April, and also 
requires Trust Board approval due to the value: 

Histopathology Outsourcing of Laboratory Specimens and Reporting (eREAF 10554)

Contract Value £3,202,500 incl. VAT
Duration 01/09/23 – 31/08/25
Supplier Source Bioscience

The Trust Board is asked to approve the above eREAF. 

2.2 Consultant Appointments – April 2023

The following provides a summary of medical staff interviews which have taken place during April 2023:

Post Title
Reason for 
advertising

Appointed 
(Yes/No)

Start Date

Locum Consultant, Colorectal New TBC TBC

Consultant Gastroenterologist Vacancy TBC TBC

Locum Plastic Surgeon New TBC TBC

Consultant Thoracic Radiologist Vacancy TBC TBC

Specialist Doctor in Cellular Pathology New TBC TBC
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Post Title
Reason for 
advertising

Appointed 
(Yes/No)

Start Date

Locum Consultant Benign Upper GI Surgery New Yes TBC

Consultant MSK Radiologist Vacancy Yes TBC

Imaging Consultant - Neuro Radiologist New Yes TBC

The following provides a summary of medical staff who have joined the Trust during April 2023:

Post Title Reason for advertising Start Date

Specialist Doctor in Vascular Surgery New 19/04/2023

Consultant in Gynaecology Oncology Extension 27/04/2023

Consultant Orthopaedic Surgeon Extension 27/04/2023

Consultant Gastroenterologist Extension 01/04/2023

Medical Examiner Vacancy 01/04/2023

Consultant Urologist Vacancy 01/04/2023

Consultant Urologist Vacancy 01/04/2023

Locum Consultant T&O / General Anaesthetist New 03/04/2023

Locum Consultant Obstetrician and Gynaecologist Extension 01/04/2023

Consultant Intensivist Vacancy 03/04/2023

Consultant Geriatrician with an interest in Ortho Geriatrics Extension 06/04/2023

Consultant Fetal Medicine Obstetrician Extension 11/04/2023

Locum Consultant Cardiothoracic Anaesthetist New 13/04/2023

The following provides a summary of medical vacancies which closed without applications/candidates during April 
2023:

Post Title Closing date Note

Respiratory Consultants with Specialist Interests 14/04/2023 No Applications

2.3 Internal Medical Management Appointments – April 2023

The following table provides a summary of medical management interviews which have taken place during April 
2023:

Post Title
Reason for 
advertising

Appointed 
(Yes/No)

Start Date

Foundation Training Programme Director New TBC TBC

The following provides a summary of medical management who have joined the Trust during April 2023:

Post Title Reason for advertising Start Date

Deputy Medical Director Vacancy 01/04/2023

There were no medical vacancies which closed without applications / candidates during April 2023.
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Part 3: Highlight Report  

National / Regional  

3.1 Centre of Excellence for Myeloma Care

I was delighted to be informed we have received a Centre of Excellence Award for the service provided by 
our Myeloma team.  The reviewing team commented on the excellent service provided to our patients and 
stated that the award was well deserved.  A plaque presentation is being organised with our 
Communications Team and the good news will also be shared via the Myeloma Spotlight newsletter and 
on social media.  
 

3.2 NHS Pastoral Care Quality Award

We have also been award the NHS Pastoral Care Quality Award for International Nurses and Midwives.  
The award was given in recognition of our work in international recruitment and our commitment to 
providing high quality pastoral care to internationally recruited nurses and midwives during the recruitment 
process and their employment.

3.3 NHS Chief Executive’s Meeting

During the month I attended the national NHS meeting of all Chief Executives from providers and 
Integrated Care Boards.  While everyone was clear about the challenges facing the whole of the NHS, 
improvements nationally are being made in terms of reducing elective waiting times, cancer care being 
delivered faster and the number of ambulances having to wait at hospitals to offload patients.  There is 
recognition that there is a great deal of work still to do but there are signs that patient delays are reducing 
and the NHS is heading in the right direction.  The national team took time to thank everyone working in 
the NHS for their efforts. 

Amanda Pritchard also took the opportunity to launch the NHS Impact – Improving Patient Care Together. 
NHS England has launched a new framework for quality improvement and delivery, including a national 
improvement board that will pick a small number of shared national priorities on which NHSE, with 
providers and systems will focus our improvement-led delivery work.

The review says NHSE will, among other actions: 

• Create a national improvement board to agree a small number of shared national priorities and 
oversee the development and quality assure the impact of the NHS improvement approach; 

• Set an expectation that all NHS providers, working in partnership with integrated care boards, will 
embed a quality improvement method aligned with the NHS improvement approach;

• Incentivise a universal focus on embedding and sustaining improvement practice, including with 
regulatory incentives alongside clearer and more timely offers of support; and

• Work with the [Care Quality Commission] to align the revised CQC well-led [inspection method] with 
the improvement approach.

The review also looked at how NHSE works with poorly performing organisations. 

It will review its oversight framework – under which systems and trusts are rated from 1 (best) to 4 (worst) 
according to a range of measures – including how national and regional teams more consistently support 
organisations in segment 3 and offer longer-term support to organisations exiting segment 4.
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System Focus 

3.4 Chief Executive – Staffordshire County Council

Patrick (Pat) Flaherty has been appointed as Chief Executive of Staffordshire County Council. Pat is 
currently Chief Executive at the London Borough of Harrow, and previously served as Chief Executive of 
Somerset County Council for almost a decade.   Pat was born and raised in Staffordshire with an excellent 
track record of local government experience and leadership.  Pat replaces John Henderson, whose 
leadership has helped steer the council through a hugely challenging period.

I look forward to welcoming Pat when he takes up the post in the summer. 

3.5 Nursing Research 

We have been contacted by the Regional Chief Nurse at NHS England Midlands about what steps we 
might take regionally to begin a nursing development journey for Chief Nurses and Directors of Nursing.  
As a highly respected nurse researcher and innovators, our Chief Nurse has been asked to support this 
work which is linked to the excellent work we have undertaken through the establishment of CeNREE.

3.6 Executive Meeting with Combined Healthcare 

As part of our ambition to work with partners across the system, we held an executive to executive 
meeting with North Staffordshire Combined Healthcare.  On first impression there may not appear to be 
many opportunities for collaborative working as they are a mental health trust, however, we are already 
looking at how we can work together on research and development programmes and we are keen to 
support their work on integration with primary care.  In addition, we want to work together on how we can 
all better support patients with mental health issues, especially those requiring urgent care needs who also 
need acute hospital care.  We are also considering further opportunities around our enabling services and 
how we can support our Integrated Care Board to reduce their workforce costs.  I will provide further 
updates as we continue to forge exciting new partnerships.

Organisational Focus 

3.7 Staffordshire Children’s Hospital

During the month we have celebrated a relaunch of our Staffordshire Children’s Hospital.  I met the team 
and introduced Rachel Reeves MP, Shadow Chancellor the Exchequer.  It was lovely to be able to 
showcase the great work they do every day.  Rachel joined us for an impromptu visit and took the 
opportunity to talk to many colleagues during her visit, which included the children’s wards, imaging and 
the emergency department at Royal Stoke.  Thank you to those who took part as I am aware that these 
visits often take time out but can be important in raising awareness of our successes.

3.8 Students Awarded First Class Honours

We recently received correspondence from the course lead at Staffordshire University highlighting that 13 
students from UHNM have received first class honours nursing degrees and 7 with good degrees at 2:1.  
This was described as a huge achievement for the individuals involved but also for UHNM who have been 
instrumental in supporting their journey.  We are looking at ways that we can celebrate their success.
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3.9 RACE Equality Code Kite Mark

Again I was delighted to receive news that we have been awarded our RACE Equality Code quality mark, 
following completion of a detailed assessment process which we have previously advised board of.  This 
was a rigorous assessment process which looked at where we were against best practice, national 
benchmarks and standards and what we had dome to date.  We were then supported to develop a plan of 
action to support us moving forward.  The quality mark demonstrates our commitment to driving forward 
clear action to address racial inequalities.

3.10 Junior Doctors Strike Action

Following the junior doctors strike action we saw an increase in the number of patients using our 
emergency departments.  What is really pleasing to be able to report is that we have continued to ensure 
that ambulance crews are able to offload patients quickly and the numbers of people facing delays in the 
emergency department is also reducing.  We are by no means there yet but all of the focussed effort by 
ward teams, divisions, the emergency team, site team, portering colleagues and more is having an impact.  
My thanks go to all staff for their continued effort in playing their part in delivering outstanding care to our 
patients.
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Quality Governance Committee Chair’s Highlight Report to Board
27th April 2023

1. Highlight Report 

! Matters of Concern of Key Risks to Escalate Major Actions Commissioned / Work Underway 

• Capacity within the Resuscitation Department to meet training demand, further compounded 
by recruitment challenges; a business case is being developed and a broader paper on 
Essential to Role training is being taken to TAP 

• C Difficile rates were above trajectory during quarter 4, emergency portals missed the 90% 
target for Sepsis screening and treatment within one hour and there was one ward closure for 
confirmed Norovirus in February

• Vacancy rate for nurses and midwives is around 14% with £6.1m being spent on agency 
nursing during 2022/23 and the financial impact of increasing budgeted establishment in line 
with RCN recommendations would be circa £3.7m (at mid band 5)

• Duty of Candour compliance for evidence of written notification remains below target although 
some improvement has been seen in uploading the letter to Datix 

• During quarter 4 there were 18 Care Excellence Visits and of those, 5 areas saw a decline in 
their rating (3 subject to validation) although this was anticipated as a result of the 
strengthened process 

• Section 29a received from the Care Quality Commission in relation to Maternity and Midwifery 
Services (following a national programme of visits) around timeliness of triage and induction of 
labour, with a requirement to provide evidence of significant improvement by 30th June 2023 – 
final report is awaited and will be used to inform the action plan 

• 7 Must Do and 9 Should Do actions within the Care Quality Commission action plan were 
highlighted as being either problematic or delayed against their target date for completion – 
Statutory and Mandatory Training was highlighted as a particular concern 

• An ongoing action plan is in place and monitored by a PLACE Working Group which 
addresses any improvements identified which includes patient food testing

• A business case will be developed to increase capacity within the Resuscitation Department 
and a training room has been identified to support ongoing training delivery – the Committee 
supported the development of a this case

• Consideration will be given through the Clinical Group around future monitoring of Covid

• An action plan is in place to improve Sepsis compliance and an ED consultant has been 
invited to join the working group 

• The latest staffing establishment review provided opportunity for Divisions to identify an uplifts 
needed and these will need to be developed into business cases, which the Committee 
supported but recognised they would need to be prioritised

• Further focus on the way in which Duty of Candour is evidenced in addition to uploading of the 
letter to Datix

• Consistency of reporting will be included within the Quality and Safety Report as an additional 
indicator in line with the NHS Oversight Framework; further work will also be undertaken 
around a refresh of the KPI’s and how they are measured  

• Further improvements have been made to the Care Quality Commission Action plan and this 
continues to be implemented 

• The CQC Action Plan has been subject to Internal Audit Review with a number of areas 
having been strengthened 

• Discussions remain ongoing regarding a Never Event within Trauma & Orthopaedics which 
may result in a de-escalation 

• A stakeholder engagement event was held to focus on the Quality Account which was positive 

 Positive Assurances to Provide Decisions Made
• Excellent scores above the national average across all but one (by a less than 1% margin) of 

the eight domains assessed as part of the PLACE Inspection 

• There were no MRSA bacteraemia reported during quarter 4

• A dedicated C Difficile Nurse has now been recruited which will support multidisciplinary 
review, education and support for each case and a new Sepsis Nurse Specialist is now in post 
and is supporting the Emergency Department

• Improved response rate to the Friends and Family Test for Emergency Department and 
Maternity Services with positive feedback being received 

• Ward 8 has maintained their 5 year of Platinum Award via the Care Excellence Framework 
and are being held up as a model of good practice 

• Approval of the Quarter 4 Board Assurance Framework

• Approval of the Committee Terms of Reference and Membership (including Maternity)
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Comments on the Effectiveness of the Meeting

• Well chaired, to time.  Positive feedback in relation to the papers submitted and time for discussion where needed.  Very welcoming approach to subject experts attending the 
Committee.

2. Summary Agenda 

BAF Mapping BAF Mapping
No. Agenda Item

BAF No. Risk Assurance
Purpose No. Agenda Item

BAF No. Risk Assurance
Purpose

1. UHNM PLACE Results 2022 BAF 7 High 12  Assurance 7. CQC Action Plan BAF 1 Ext 20 ! Assurance

2. Resuscitation Update BAF 1 ID26815 ! Assurance 8.
Quality & Safety Oversight 
Group Assurance Report

BAF 1 Ext 20 - Assurance

3.
Infection Prevention HAI 
Report Q4 22/23

BAF 1 Ext 20 !  Assurance 9.
Q4 Board Assurance 
Framework

- - - Approval

Ext 20

4.
Nurse Staffing Establishment 
Review

BAF 
1/3

Ext 16

! Assurance 10.

Committee Effectiveness 
2022/23

• Quality Governance 
Committee

• Maternity Quality 
Governance Committee

- - - Approval

5.
Quality & Safety Report – 
Month 12 22/23

BAF 1 Ext 20 !  Assurance 11. Draft Quality Account BAF 1 Ext 20 - Approval

6.
Care Excellence Framework 
Summary Report Q4

BAF 1 Ext 20 !  Assurance

3. 2022 / 23 Attendance Matrix
 
No. Name Job Title A M M J J A S O N D J F M

1. Prof A Hassell Associate Non-Executive Director (Chair) KM

2. Mr P Bytheway Chief Operating Officer

3. Dr K Maddock Non-Executive Director

4. Mr J Maxwell Head of Quality, Safety & Compliance 

5. Dr M Lewis Medical Director

6. Mrs AM Riley Chief Nurse JH

7. Mrs C Cotton Associate Director of Corporate Governance

8. Ms S Toor Associate Non-Executive Director

9. Mrs J Haire Chief People Officer

Attended Apologies & Deputy Sent Apologies 
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Executive Summary

Meeting: Trust Board (Open) Date: 3rd May 2023

Report Title: CQC Action Plan Agenda Item: 8. 

Author: Debra Meehan, Lead Nurse Quality & Safety

Executive Lead: Ann-Marie Riley, Chief Nurse

Purpose of Report
Is the assurance positive / negative / 
both?Information Approval  Assurance

Assurance Papers 
only: Positive Negative

Alignment with our Strategic Priorities 
High Quality  People  Systems & Partners

Responsive  Improving & Innovating  Resources

Risk Register Mapping
BAF 1 Delivering Positive Patient Outcomes Extreme 20

Executive Summary

The University Hospitals of North Midlands CQC report was published on 22 December 2021.  The 
inspection took place 24 and 25 August 2021 and involved:

•  Royal Stoke -urgent and emergency care; medicine

• County – medicine; surgery

A Well Led inspection took place 5 and 6 October 2021.  Following the initial inspection, the Trust was 
served a warning notice under Section 29a of the Health and Social Care Act 2008. The warning notice 
served to notify the Trust that the CQC had formed the view that the quality of health care provided in 
relation to medical staffing in urgent and emergency care at the Royal Stoke University Hospital and the 
risk management of patients with mental health need in medicine at County Hospital required significant 
improvement. The remedial actions were required to be completed by the end November 2021 and 
evidence to support the actions completed have been submitted to the CQC. 

The CQC rated the following services:

• Medicine (County) - Requires Improvement

• Surgery (County) – Good

• Urgent and Emergency Care (RSUH)  - Requires Improvement

• Medicine (RSUH) - Good

On Tuesday 4th October 2022, the CQC conducted an unannounced visit to UHNM to review immediate 
actions taken. Although the CQC were satisfied that the Trust had made significant improvements in 
relation to medical staffing in urgent and emergency care at the Royal Stoke University Hospital they still 
had serious concerns about the assessment, recording and mitigation of risks associated with acute mental 
health concerns in medicine at County Hospital and subsequently issued a Section 29A Warning Notice 
under the Health and Social Care Act 2008. The Trust was required to provide evidence of significant 
improvement in relation to the Section 29A warning notice by 26th January 2023. 

Although the CQC rated the safe and effective domains for medical care at County Hospital Inadequate, 
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the overall ratings for both County Hospital and the Trust overall remains as ‘Requires Improvement’. 
Overall, the Trust also saw improvement in two domains:

• Caring improved to a rating of ‘Outstanding’

• Well Led improved to a rating of ‘Good’

The report noted the over-arching actions the Trust must take and should take to improve.

Following valuable feedback from the previous Quality Governance Committee meeting, work has been 
undertaken to review all the actions and ensure that they address the concerns raised by the CQC. Some 
duplicate actions have also been removed. The number of completed actions has increased in both the 
Must Do and Should Do sections.

Must Do Actions

Must Do Actions As at 27th January 2023 As at 21st April 2023

Total number of actions 34 38

Total number complete 25 (73%) 26 (68%)

Total number on track 2 (6%) 5 (13%)

Total number problematic 4 (12%) 2 (6%)

Total number delayed 3 (9%) 5 (13%)

5 Actions (13%) are considered to be “delayed”, which is an increase from the previous quarter.  This is 
due to applying increased rigour to the target dates for completion and assigning progress Rating against 
Target Date for Completion rather than the revised target date. Mitigating actions are summarised in the 
action plan. 

Improvements are currently being focussed in the areas of:

• SLT service provision (A deep dive paper is being presented at QSOG/QGC in May 2023).

• Assessment of patients with Mental Health Needs and Vulnerabilities- Monthly audits are showing 
improvement and further data analysis will be available end April 2023.

 

Should Do Actions

Should Do Actions As at 27th January 2023 As at 21st April 2023

Total number of actions 28 33

Total number complete 17 (61%) 17 (52%)

Total number on track 4 (14%) 7 (21%)

Total number problematic 3 (11%) 3 (9%)

Total number delayed 4 (14%) 6 (18%)

6 Actions (18%) are considered to be “delayed”, which is an increase from the previous quarter.  This is 
due to applying increased rigour to the target dates for completion and assigning progress Rating against 
Target Date for Completion rather than the revised target date. Mitigating actions are summarised in the 
action plan.

Improvements are currently being focussed in the areas of:

• Compliance with Statutory & Mandatory Training

• Investigation and Management of Serious Incidents within agreed timescales

• Review of formal complaints process

The CQC also conducted a focussed visit to Maternity Services on 7th March 2023. The full report is 
awaited, which will contain the Must Do and Should Do actions. Concerns were raised in two areas:
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1. Due to timeliness of maternity triage.
2. Management of induction labour.

This resulted in the issue of a Section 29A Warning Notice under the Health and Social Care Act 2008, on 
28th March 2023 (Attached).

Immediate mitigating actions were put in place as follows:

Timeliness of maternity triage

Immediate Actions

• Immediate relocation of Maternity Assessment Unit (MAU) waiting area in order to increase visibility. 

• UHNM MAU Triage guidance changed from 30 minutes initial assessment to 15 minutes. 

• Immediate further bank shifts allocated to allow allocation of second triage midwife. 

• A doctor is now rostered to MAU for each weekday shift. Additional medical shifts at the weekend 
are also now being offered. 

• During the weekend we will offer out additional shifts for MAU cover.

• Full team safety huddle at 09:00hrs now extended to 7 days a week rather than 5 days, with effect 
from 11th March 2023

• New MAU Safety Huddle introduced at 15:00hrs daily 7 days a week, to be attended by MAU 
midwife in charge, flow-coordinator and inpatient matron. The huddle now includes the correct use of 
Birmingham Symptom Specific Obstetric Triage System (BSOTS) Board, the breach of triage 
assessment tool and the breach of medical review by priority rating tool. Identify and action as 
required, to include escalation to the senior leadership team or to on-call manager (out of hours)  

• With effect from 11th March 2023, an update from the daily MAU Safety Huddle is given to the 
Maternity Escalation Group. This group includes the Chief Nurse, Divisional Associate Director, 
Director of Midwifery, Deputy Director of Midwifery, Directorate Clinical Director, Obstetric Clinical 
Lead, and Divisional Medical Director.  

• 2 hourly oversight walkabouts/ assurance audit on MAU by a member of the senior leadership team 
daily, 7 days a week.

• BSOTS training package sent to all midwifery and medical staff on 10th March 2023.

• Clinical Education team allocated to support re enforcement of BSOTS training, with effect from 14th 
March 2023.

• Sarah Kenyon, National BSOTS lead, from Birmingham Women’s Hospital asked to attend to 
perform a formal review of use of BSOTS at Royal Stoke University Hospital.

Actions already in progress: 

• MAU breaches already part of escalation process, included in revised escalation guideline (currently 
in draft). 

• MAU triage breach reporting  already part of 09:00hrs Safety Huddle. 

• Request to proceed for business case in draft (Increase in Obstetric Medical Cover) 

• Quarterly MAU Triage Audit performed and shared with directorate, division and Executive team.

• Task and Finish steering group in progress to move activity of patients experiencing reduced foetal 
movements from MAU to Ante-natal Clinic. Estates commissioned to facilitate transfer. Urgency now 
escalated to Executive team. 

• MAU Triage Assessment currently a divisional ‘Watch Metric’, utilising our Improving Together 
Quality Improvement methodology.

Management of induction labour

Immediate Actions

• With effect from 14th March 2023, prioritisation of inductions of labour will now take place at 08:30hrs 
daily prior to 09:00hrs Safety Huddle, so the risks can be discussed by the MDT at the Safety 
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Huddle. SOP to be amended to include revised timing of prioritisation. This process previously took 
place after the safety huddle and is why this was not observed during the inspection. Previously, this 
information was discussed between the Delivery Suite Co-ordinator, Inpatient Matron and the Lead 
Midwife for Inductions of Labour.

• With effect from 11th March 2023, an update from the daily MAU Safety Huddle, including 
management of induction labour, is given to the Maternity Escalation Group. This group includes the 
Chief Nurse, Divisional Associate Director, Director of Midwifery, Deputy Director of Midwifery, 
Directorate Clinical Director, Obstetric Clinical Lead, and Divisional Medical Director.  

Actions already in progress

• NHSE/I and LMNS support offer accepted. Task and Finish group in progress with NHSE/I, LMNS, 
Maternity Neonatal Voice Partnership (MNVP), representative from all clinical areas. 

• Deferred induction of labour is a divisional driver metric, utilising our Improving Together Quality 
Improvement methodology.

Place Work stream:  

• Conversion of Midwife Birth Centre side rooms to Induction suite from 4 bedded bay to improve 
women/ birthing people’s experience of induction. Equalities Impact Assessment performed to 
consider the impact of change of use. 

Guidelines/Policy Work stream: 

• Induction of labour (IOL) guideline revised in line with regional framework for gestational age and 
induction of labour including management of post-mature women/birthing people in line with NICE 
guidance. 

• Escalation policy and IOL guidelines amended to include trigger point for divisional escalation/ 
regional escalation/ mutual aid request. 

• Induction of Labour Prioritisation SOP continues to be developed.  Daily prioritisation of all women 
awaiting induction of labour is completed by Consultant and Delivery Suite Co-ordinator in 
accordance with UHNM guidance. All women/birthing people contacted and safety netted and given 
the option to attend MAU for CTG. 

People Work stream 

• Business Case approved to secure budgeted establishment to birth rate plus assessment. 

• Business Case in progress to align theatre staffing model with Association for Perioperative Practice 
(AFPP) guidance. 

• Recruitment of Induction of Labour specialist midwife 

• Maternity Neonatal Voice Partnership (MNVP) developing patient information leaflet for women who 
are having induction of labour. 

Referral Process work stream: 

• Electronic booking system implemented (previously paper) to include referral system, triage process 
and booking process. 

• Twice weekly consultant MDT set up to review weekly inductions overview. 

• Transition to 7 day booking system. 

Delivery Suite Activity Work stream:

• Review of management of theatre activity list, Non–clinical hours agreed for Theatre Lead Midwife to 
manage caesarean section list. 

• Agreed to participate in trial of mechanical method of induction, i.e Dilapan.

The Trust is required to provide evidence of significant improvement in relation to the Section 29A warning 
notice by 30th June 2023.

Key Recommendations
The Trust Board is asked to note the contents of the CQC action plan and the Section 29A Warning Notice 
relating to maternity Services.



CURRENT PROGRESS RATING

27 April 2023 Complete / Business as Usual

On Track

Problematic

Delayed

Date of Visit Action Number Domain Site Division Core Service Observation / Issue Improvement Required Operational Lead
Target Date for 

Completion
Revised Target Date

Number of times target 

date has changed

Current Progress Rating (As against 

Target Date for Completion not 

revised target date)

Date Completed Assurance Mechanism Assurance Based Progress Report Audit results/compliance data (where appropriate) Evidence Submitted Responsible  Committee / Group

The Directorate will develop a Standard Operating 

procedure to mitigate gaps in the ED Medical Staffing Rota. 

Richard Hall

Clinical Director

Nik Kennelly 

Directorate Manager

Complete Feb-22

Staffing figures

Number of incidents relating to 

staffing levels

•SOP in use
•New Rota System commencing in June 2022 which will 
demonstrate skill mix and gaps

•Agreed rates of pay for rota cover

Quality Safety Oversight Group

Quality Governance Committee

The Directorate will continually monitor gaps in the rota and 

associated mitigation by the ED Senior Leadership Team. 

Richard Hall

Clinical Director

Nik Kennelly 

Directorate Manager

Complete Oct-22

Staffing figures

Number of incidents relating to 

staffing levels

•SOP in use
•New Rota System commencing in June 2022 which will 
demonstrate skill mix and gaps

•ANP's to be included on new rota as per Royal College 
Guidance

Quality Safety Oversight Group

Quality Governance Committee

The Directorate will introduce Emergency Department 

Operational and Safety Huddles (8 times each day)        

Richard Hall

Clinical Director

Nik Kennelly 

Directorate Manager

Complete Feb-22
Minutes / actions from Safety 

Huddles

•Actions from huddles documented by progress chaser (in 
hours)

Quality Safety Oversight Group

Quality Governance Committee

The agreed actions to mitigate the risk to patient safety 

from Medical Staff Shortages in ED will be included as points 

of consideration for the ED Safety Huddles

Richard Hall

Clinical Director

Nik Kennelly 

Directorate Manager

Complete Feb-22

Staffing figures

Number of incidents relating to 

staffing levels

•Medical staffing gaps also discussed three times daily at the 
Junior Doctor Handovers in a structured WHO checklist style 

approach

Quality Safety Oversight Group

Quality Governance Committee

To recruit to the approved establishment in the ED business 

case 

Richard Hall

Clinical Director

Debbie Lowe

Associate Directorate Manager

Complete Mar-22

Recruitment against plan monitored 

through CQC action plan oversight 

group

•Junior and Middle Grade Medical Staff recruitment 
completed

•A successful focus upon Consultant and Paediatric ED 
Consultants

•Training Programme in place for Tier 3 to Tier 4 development
.

Quality Safety Oversight Group

Quality Governance Committee

Compliance with the 15 minute assessment times will be 

monitored following implementation of the new model that 

was developed following successful Emergency Department 

Test of Change. 

Rebecca Viggars

Deputy Associate Director
Dec-22 Dec-23 2  triage time data

•Ongoing  Development of Enhanced Primary care service to 
afford UHNM autonomy of triage and recruitment. Plans for 

integration of EhPC and Out of Hours service 

•Relocation of Ambulatory patients close to triage to facilitate 
senior decision make support to triage

•Development of Fit to Sit area
• SOP recirculate to reception to outline their responsibilities
• Ongoing discussions with the team regarding the actions 
required to further improve up on current triage performance

•Application to remove/vary section 31 made to CQC on 
14/04/2023

• As of 14/04/2023 current performance for all ED patients 
is circa 67.5%, which is above regional average.

Quality Safety Oversight Group

Quality Governance Committee

Compliance with the 15 minute assessment time will be 

reported to the CQC on a monthly basis in line with the 

Section 31 conditions placed upon our registration.

Rebecca Viggars

Deputy Associate Director
Complete Feb-22 Monthly Section 31 Reports

•Monthly Section 31 Reports available

•Application to remove/vary section 31 made to CQC on 
14/04/2023

•As of 14/04/2023 current performance for all ED patients 
is circa 67.5%, which is above regional average.

Quality Safety Oversight Group

Quality Governance Committee

The Trust will implement the new Triage Model that was 

developed following successful Emergency Department Test 

of Change

Joanne Allen 

Matron
Complete Jun-22

Clinical audit of Documentation

CEF 

•New triage model in place
•Successful recruitment to triage nurse posts

Quality Safety Oversight Group

Quality Governance Committee

The Directorate will conduct harm reviews for patients 

experiencing long  ambulance and trolley waits in order to 

identify any potential harm and areas for improvement in 

the standard of care delivered

Joanne Allen 

Matron/ Debra Meehan lead Nurse - 

Quality & Safety

Complete Nov-22
Review of incidents relating to harm 

in the ED Department

•Harm Review Process in place supported by the Corporate 
Nursing Team

•Summary Reports presented to patient Safety Group
•Plan to redesign process in relation to new National 
Standards

Quality Safety Oversight Group

Quality Governance Committee

To review the MH proforma and actions to include the risk 

assessment of MH patients behind the cubicle doors 

Joanne Allen 

Matron
Complete Jan-23

Review of incidents relating to harm 

in the ED Department

•SOP developed for assessment of MH patients and included 
within the MH proforma

• Business case has been rewritten and is going through the 
governance process

Quality Safety Oversight Group

Quality Governance Committee

Directorate Governance Meetings will ensure that all 

incidents  are discussed in a timely manner and mitigating 

actions are put in place

Joanne Allen 

Matron
Complete Jun-22

Meeting agenda

Meeting minutes

Review of incidents

•Meeting notes available
•Incident reviews undertaken

Quality Safety Oversight Group

Quality Governance Committee

The Directorate will continue the daily Matron CEF reviews 

supported by the corporate nursing team assurance process

Joanne Allen 

Matron
Complete Jun-22 Clinical Audit of Documentation

•Daily CEF reports available
•Toolkit incorporated into Tendable process

Quality Safety Oversight Group

Quality Governance Committee

Infection Prevention poster which describes correct PPE for 

red and green areas to be displayed through ED

Joanne Allen 

Matron
Complete Jun-22

Review of incidents relating to harm 

in the ED Department
•PPE Posters in place

Quality Safety Oversight Group

Quality Governance Committee

The Directorate will ensure that all staff receive updates in 

PPE training/mask fit training, according to latest National 

Guidance

Joanne Allen 

Matron
Complete Oct-22 Training figures •Training programme in place

Quality Safety Oversight Group

Quality Governance Committee

Weekly CEF reviews to include equipment cleaning checks
Joanne Allen 

Matron
Complete Jun-22 Environment Audit Results •Audit results available

Quality Safety Oversight Group

Quality Governance Committee

The risk register will be updated to include all current risk 

relating to the ED Department

Richard Hall

Clinical Director 

Joanne Allen

Matron

Complete Jun-22
Escalation paper to Divisional 

Governance Group
•Risk Register Review Process in place

Quality Safety Oversight Group

Quality Governance Committee

CQC Action Plan 2022/23
As at Completed: Improvement / action delivered with sustainability assured.

Improvement on trajectory either:

On track – not yet completed or  On track – not yet started
Delivery remains feasible, issues / risks require additional intervention to deliver the required improvement - 

target date moved once

Off track / trajectory – milestone / timescales breached. Recovery plan required - target date moved twice 

or more

Aug-21 A1 SAFE Royal Stoke Medicine Urgent and Emergency 

The Trust MUST ensure that there are enough suitably 

qualified, competent, skilled and experienced medical staff 

on each shift to deliver safe and effective care and 

treatment. Regulation 18 (1)

 - ED Medical Vacancy Rates

 - Actual vs Planned Staffing

 - Medical staff tier rota

- Staff turnover rates

- Consultant cover for ED

- Updated business case

- Active training programme for Tier 3

- Monthly rota meetings

- Seasor programme information

- % Locum Cover

Aug-21 A2 SAFE Royal Stoke Medicine Urgent and Emergency 

The Trust MUST ensure they provide patients with a first 

assessment within 15 minutes of arrival to the ED in line 

with the conditions placed upon their registration. 

Regulation 12 (1) (2) (a)

Urgent and Emergency 

The Trust MUST ensure patients are kept safe from infection 

and avoidable harm and staff receive appropriate guidance 

and support to enable them to do this. Regulation 12 (1) (2) 

(h)

Aug-21 A3 SAFE Royal Stoke Medicine Urgent and Emergency 

Aug-21 A4 SAFE  Royal Stoke Medicine

The Trust MUST ensure that patients are risk assessed 

appropriately, in a timely way and provide mitigation for 

risks when identified. Regulation 12 (1) (2) (b)

 - Emergency Medicine CEF Report - April 2021

 - Emergency Medicine CEF Report - April 2022

 - Emergency Medicine CEF Action Plan  - April 2022 

 - Emergency Medicine weekly catch up report

 - Trust Winter Plan

- Crisis Care Centre - SOP

- Monthly Section 31 report

 - Emergency Medicine CEF Report - April 2021

 - Emergency Medicine CEF Report - April 2022

 - Emergency Medicine CEF Action Plan  - April 2022 

 - Emergency Medicine weekly catch up report

-  Nurse in Charge Checklist  - 06.02.2023 

 - Nurse in Charge Checklist  - 07.02.2023

 - Nurse in Charge Checklist  - 08.02.2023

 - Nurse in Charge Checklist  - 09.02.2023

 - Environmental Audit 09.02.2023

 - Environmental Audit 14.02.2023



Date of Visit Action Number Domain Site Division Core Service Observation / Issue Improvement Required Operational Lead
Target Date for 

Completion
Revised Target Date

Number of times target 

date has changed

Current Progress Rating (As against 

Target Date for Completion not 

revised target date)

Date Completed Assurance Mechanism Assurance Based Progress Report Audit results/compliance data (where appropriate) Evidence Submitted Responsible  Committee / Group

The Directorate will develop a harm review process 

Richard Hall

Clinical Director 

Joanne Allen

Matron

Mar-23 Sep-23 1 Outcome of harm reviews

• Process in place to review harm for patients who have been 
subject to a long wait (i.e. 12 hour breaches, ambulance 

handover delay, Your Next Patient and Corridor Care)

•Due to high numbers of 12 hour breaches, process currently 
being revised

• CQC and ICB Chief Nurse invited to the Trust on 18th January 
2023 to review safety measures in place for Corridor Care and 

Your Next Patient - positive feedback received.

Quality Safety Oversight Group

Quality Governance Committee

The Trust will further develop the ED Mental Health 

Assessment Tool to accompany the patient on admission 

and facilitate ongoing mental health assessment in 

assessment and ward areas.

Kirsty Smith 

Matron Vulnerable Patients
Complete Jun-22

Clinical Audit of the Mental Health 

Assessment Tool

Review of incidents relating to the 

provision of mental health 

assessments

• ED mental health assessment tool has been reviewed and 
updated

• Review of the ward risk assessment booklet undertaken and 
all of the checklists relating to Mental 

Health/Dementia/Learning Disability and Autism have now 

been simplified and amalgamated and sit under the Vulnerable 

patient banner, at the front of the booklet. This includes 

Vulnerable Patient trigger questions and a nursing risk 

assessment related to mental health. This assessment 

supports the Registrant to make a judgement regarding 

whether the patient will require close supervision due to harm 

to themselves or potential harm to others.

• Audit results are showing improvement and final analysis 
will be available end April 2023.  As of 26th April 2023, 

compliance with ED Mental Health Proforma has improved 

to 60% and completion of ward checklists to 80%. 

Mental Health Working Group

Trust Mental Health & Learning 

Disability Group

Quality Safety Oversight Group

Quality Governance Committee

The Trust will report and monitor the number of mental 

health referrals via the Mental Health & Learning Disability 

Trust Group,  which has representation from all clinical 

divisions, the mental health liaison team and psychiatric 

liaison team. Areas of escalation and assurance will be  

reported into the Trust Quality and Safety Oversight group. 

Kirsty Smith 

Matron Vulnerable Patients
Complete Jun-22

Mental Health & Learning Disability 

trust Group agenda and minutes 

Quarterly performance reports that 

are submitted by the Liaison teams.

Escalation report to the Trust 

Quality & safety Oversight group.

•Reporting process in place via Trust mental health & Learning 
Disability Trust group

Trust mental Health & Learning 

Disability Group

Quality Safety Oversight Group

Quality Governance Committee

The Trust will further develop the current audit tool of the 

ED  Mental Health Assessment Tool (Report published June 

2020) to reflect its use through to AMU and all Ward areas. 

The Revised audit will be prioritised on the Trust Clinical 

Audit Programme 2022 / 2023

Kirsty Smith 

Matron Vulnerable Patients
Nov-22 Jun-23

Clinical Audit of the Mental Health 

Assessment Tool

Review of incidents relating to the 

provision of mental health 

assessments

Tendable audit data relating to the 

Mental Health Assessment Tool 

being acknowledged on the wards.

VPT monthly audits at County.

• Corporate Audit Process in place
•Planned rollout to other emergency portals and ward areas 
through Tendable CEF audit

• Following the Section 29 notice, we have recruited a senior 
nursing post: Head of Nursing - County Hospital  in order to 

continue to embed significant improvements in the 

assessment, recording and mitigation of risks associated with 

acute mental health concerns. The post holder will be 

responsible for conducting spot checks and initiating relevant 

actions to improve practice with regard caring for patients with 

acute mental health concerns, vulnerabilities and 

requirements for an interpreter

• Audit results are showing improvement and final analysis 
will be available end April 2023.  As of 26th April 2023, 

compliance with ED Mental Health Proforma has improved 

to 60% and completion of ward checklists to 80%. 

Mental Health Working Group

Trust Mental Health & Learning 

Disability Group

Quality Safety Oversight Group

Quality Governance Committee

Development of a Trust-Wide Harm Free Care Alert
Kirsty Smith 

Matron Vulnerable Patients
Complete Feb-22

Review of incidents relating to the 

provision of mental health 

assessments

Complete

The Trust will relaunch a training programme emphasising 

key learning around assessing, managing and monitoring 

patients nutrition

Ann Griffiths 

Chief Dietician
Complete Jan-23

Training compliance

CEF visits

•Nutrition and Hydration awareness training delivered within 
new NA programme. 

•Update training delivered at County by dietetics team.
•Ward based training targeted to AMU and FEAU at Royal 
Stoke. 

•Ward staff have requested a video training to be available, 
this is currently being investigated.

•Training programme delivered in Key admission areas, 
presentation added to Dietetics section of intranet 

Quality Safety Oversight Group

Quality Governance Committee

A Focus Group will be convened to review the current 

Nutrition bundle ( evidence of care planning).  

Representatives from  Ward teams  and Dietetics will 

explore the barriers to its use, how we can revitalise and 

consider its digitalisation journey.

Ann Griffiths 

Chief Dietician
Complete Oct-22

CEF Visits

Clinical Audit of Nutritional 

Management

•Audit of completion compliance undertaken. 
•Focus group identified. 
• Initial feedback, wards are happy with the document.
•Nutrition Bundle updated, with Harlow for first proof

Quality Safety Oversight Group

Quality Governance Committee

The Trust will develop a process of sharing  Vital Pac reports 

detailing MUST compliance with Ward teams 

Ann Griffiths 

Chief Dietician
Complete Oct-22

CEF Visits

Clinical Audit of Nutritional 

Management

•Dashboard developed by BI team, initial validation 
completed, 

•Changes made include actual MUST scores, and risk category 
in addition to MUST completion within 24hrs and rescreening 

compliance. 

• Approval agreed by deteriorating patient group
•Nutrition Dashboard from Vital now approved and live in 
UHNM Report centre

•Data for 12 months 18/4/2022-18/3/2023 and shows:

77.5% of patients had an initial MUST assessment within 24 

hours of admission

2.3% of patients had an initial MUST assessment completed 

with 24-31 hours of admission

20.2% of patients had an initial MUST assessment 

completed more than 31 hours after admission

65.4% of patients had their MUST re-assessed within 7 days 

of admission.

Quality Safety Oversight Group

Quality Governance Committee

In order to promote on-going monitoring around the 

assessment and management of nutrition, a spot check 

audit will be developed using the Tendable Audit 

Programme

Ann Griffiths 

Chief Dietician
Jul-22 Apr-23 2 Tendable Audit Spot Check results

• Tendable has been rolled out to County.  First audit 
submitted by 31st December 2022 and being further 

embedded. 

• Tendable being rolled out to Royal Stoke January / February 
2023

• Further data and assurance to be obtained in terms of 
completion of nutritional risk assessments/care plans

Quality Safety Oversight Group

Quality Governance Committee

A position paper will be presented at the Acute Patient Flow 

group which will highlights the shortfalls in the service 

provision to inpatient medical wards, across both sites

Lois Dale 

Head of Speech and Language 

Therapy

Complete Jun-22 Acute Patient Flow Group Minutes
•The position paper was presented to the Acute Patient Flow 
group in  April 2022

Quality Safety Oversight Group

Quality Governance Committee

The Trust will develop an education programme to support 

ward teams regarding ‘what makes a good referral’ and 
how to escalate referrals

Lois Dale 

Head of Speech and Language 

Therapy

Complete Oct-22

Review of incidents relating to 

insufficient referrals

Review of the number of rejected 

referrals

•Guidance has been developed to advise wards how to 
escalate referrals

•Circulated via Comms

MNP/ANP nurse swallow screening training will be 

implemented at RSUH to support service provision.  

Consider rollout at County Hospital

Lois Dale 

Head of Speech and Language 

Therapy

Sep-22 Sep-23 2
Review of incidents relating  to SLT 

provision at Ward level

• MNP training at RSUH took place in Jan 2021 and was 
completed successfully.  

•ANP training was undertaken in September 2021
•Training has not been offered to County ANP’s to date due to 
ongoing limited SLT resources over at County.  There has been 

recent recruitment within  SLT which will support this 

development.  Target date amended to reflect the delay in 

providing the training at County.

•Due to ongoing concerns about delay in achieving this action, 

a Deep Dive into SLT services to be presented at QSOG in May 

2023

Quality Safety Oversight Group

Quality Governance Committee

To explore the options available to obtain data from 

OrderComms, so that assurance can be provided that timely 

swallowing assessments are being undertaken.

Lois Dale 

Head of Speech and Language 

Therapy

Mar-23 Sep-23 1 Review of OrderComms Data

•Due to ongoing concerns about delay in achieving this action, 

a Deep Dive into SLT services to be presented at QSOG in May 

2023

Quality Safety Oversight Group

Quality Governance Committee

Medical Care

The Trust must ensure associated with acute mental health 

needs are assessed, recorded and mitigated. Regulation 12 

(1) (2) (a) (b)

Aug-21 A5 SAFE Royal Stoke Medicine Urgent and Emergency 

Aug-21 A6 SAFE County Medicine

Medical Care
The Trust MUST ensure patients receive timely swallow 

assessments. Regulation 12 (1) (2) (a) (b)

Medical Care

Aug-21 A8 SAFE County Medicine

Aug-21 A7 SAFE County Medicine

 - Speech and Language Therapy Team Structure

 - Workforce Review document

the Trust MUST ensure all risks are appropriately identified, 

assessed and mitigation put in place where possible. 

Regulation 17 (1)

 - 7 day patient risk assessment booklet

 - MH training compliance data split by unit and staff group.

 - Evidence of information sharing/ learning undertaken 

with staff on medical wards other than AMU to ensure staff 

are familiar with the MH proforma

-  3 sets of minutes for the MH and LD group

 - learning from internal and external reviews relating to 

mental health, MCA/ DOLS

- outstanding practice relating to the care of patients with a 

diagnosis/ symptoms of  MH.

 - Incident reports relating to MH patients on medical wards 

in the last 3 months and action plans

-  Re-audit of Mental Health Assessment Tool – Report
- Project Brief – Audit of Mental Health Act Policy

 - Message from Vital Pac

 - MUST training pack

- Must training sign in sheet

 - Nutritional Bundle Booklet

 - Nutritional Care Plan

 - Nutritional Incident Report

The Trust MUST ensure nutritional risk assessments and 

care plans are completed in line with their policy. Regulation 

12 (1) (2) (b)
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Revised Target Date

Number of times target 
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Current Progress Rating (As against 
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revised target date)
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The Clinical Audit Programme will be reviewed to ensure 

that all audits relating to the delivery of care include 

questions around whether mental capacity should 

have/was assessed 

Victoria Lewis Quality Assurance  

Manager
Complete Jun-22 Clinical Audit results

 The additional question has been added to all data collection 

forms throughout 2022 / 23.  A total of 51 audits have been 

completed to date, and mental capacity status is not routinely 

documented unless the patient is admitted with a mental 

health co-morbidity.  

There is currently no trigger question in the Nursing 

Assessment booklet to prompt staff to consider mental 

capacity concerns if patients are admitted with none 

vulnerable patient issues.

An audit of the provision of a mental capacity assessment tool 

was  published in  June 2022 looking at the care of patients 

admitted with mental health concerns e.g. self harm.  A Mental 

Capacity Assessment Tool commenced in 27.5% cases.

The Audit has been considered by the ED Governance Meeting 

and the Vulnerable Adults Safeguarding Group with the 

following actions identified to improve compliance:

1)  The Education Team will provide a communication 

campaign to ensure all staff are aware of: 

 - the importance of documenting the initial level of mental 

health risk and mental capacity 

 -   the importance of completing the Mental Health 

assessment Booklet

2) Grand Rounds focussing on MCA and MHA will be 

prioritised and advertised amongst all Junior Doctors

Safeguarding Adult Working Group

Trust Safeguarding Group

Quality Safety Oversight Group

Quality Governance Committee

The following audits will be prioritised on the Trust Clinical 

Audit programme to monitor compliance with Trust Policy:

Audit of the Mental Capacity Act

Audit of Deprivation of Liberty
Victoria Lewis Quality Assurance  

Manager
Complete Jun-22 Clinical Audit results

At the request of Lead for Vulnerable Patients, the 2 audits 

have been combined into one project to provide ease of data 

collection.  The audit involves the provision of a clinical review 

and is currently in data collection.  The audit is expected to be 

completed by March 2023.

The audit will be considered by the Safeguarding Vulnerable 

Adults Steering Group and the Clinical Effectiveness Sub 

Group. and shared across all Divisions

Safeguarding  Adult Working Group

Trust Safeguarding Group

Quality Safety Oversight Group

Quality Governance Committee

The Trust will introduce a template to remind / guide staff 

through the MCA assessment process 

Sarah Curran

Lead for Vulnerable Patients

Zia Din

Deputy medical Director

Complete Oct-22 Clinical Audit results

A MCA template and guide is available on the MCA Intranet 

page.

Consideration for the Mental Capacity assessment to be built 

as a structured note on Iportal.

Monitor outcome through audit results

Safeguarding Adult Working Group

Trust safeguarding Group

Quality Safety Oversight Group

Quality Governance Committee

The Trust will undertake a baseline review of current 

training compliance in relation consent training.  A 

trajectory of improvement will be developed and monitored  

Sarah Curran Lead for Vulnerable 

Patients

Dr Zia Din, Deputy Medical Director

Apr-22 Jul-23 2
Clinical Audit of the Consent 

Process

•A consent compliance clinical audit has been included in the 
audit programme and scheduled to be completed by July 2023

•Identify training needs and develop trajectory for 
improvement according to audit results

•a structured note re MCA assessments  has been designed 

for  iportal, this will be live from 24/04/2023

Quality Safety Oversight Group

Quality Governance Committee

A review of the current training packages will be undertaken 

to ensure that any training around the provision of care to 

vulnerable patients, includes MCA information

Sarah Curran Lead for Vulnerable 

Patients

Dr Zia Din, Deputy Medical Director

Apr-22 Jul-23 2 Training records compliance

•Completion of Training Needs Analysis 
•Plan to identify appropriate training materials 
•Monitor outcome through training records/audit of medical 
records

Quality Safety Oversight Group

Quality Governance Committee

Oct 2022 A10 SAFE County Medicine Medical Care

The trust must ensure that where required, mental capacity 

assessments and Deprivation of Liberty Safeguards 

applications are made in line with the trust policy and legal 

frameworks. (Regulation 11 Need for Consent)

A weekly status exchange will be introduced to gain 

assurance of compliance with completion of MCA, DoLS 

applications and MH proforma.

Rebecca Ferneyhough

Head of Nursing

Matron Stacey Boyjoo

Jun-23 Audit results

•Safeguarding team are completing monthly audits on the 
wards at County. Audit outcomes are shared with HON for 

County and Medicine division
Safeguarding Adult Working Group

Trust Safeguarding Group

Quality Safety Oversight Group

Quality Governance Committee

Oct 2022 A11 SAFE County Medicine Medical Care

The trust must ensure that all required assessments 

including the mental health proforma and within ‘seven-day 
patient risk assessment booklet’ are completed as per trust 
processes. (Regulation 12 Safe Care and Treatment)

The Patient Risk Assessment booklet will be reformatted to 

clarify the required assessments and move them to the 

front of the booklet for ease of use

Kirsty Smith

 Matron for vulnerable patients 

Rebecca Ferneyhough

Head of Nursing

Stacey Boyjoo

Matron

Jun-23 Audit results

•Vulnerable patient team are completing monthly audits on 
the wards at County. Audit outcomes are shared with HON for 

County and medicine division 

County Mental Health Group

Mental Health Working group

Trust Mental Health & Learning 

Disability Group

Quality Safety Oversight Group

Quality Governance Committee

Oct 2022 A12 SAFE County Medicine Medical Care

The trust must ensure that where enhanced or therapeutic 

observations have been identified as necessary within 

patient care plans, staff are sourced to cover these. 

(Regulation 18 Staffing)

The Trust will ensure that shifts with patients requiring 

enhanced observations are red flagged on Safe Care (E-

Roster) and that additional staffing is requested by the 

Nurse bank. Unfilled shifts will be escalated to relevant 

matron

Stacey Boyjoo

Matron

Rebecca Ferneyhough

Head of Nursing

Jul-23 Audit results

•Head of Nursing/Matron working with ward teams to ensure 
that correct processes are put in place to identify and escalate 

additional staffing needs

Matrons Daily Staffing Meetings

Deteriorating Patient Group

Oct 2022 A13 WELL LED County Medicine Medical Care

The trust must ensure they maintain oversight of 

performance and risks in relation to the medicine core 

service when supporting patients with acute mental health 

needs or cognitive impairment. In particular, the trust must 

ensure that all risks relating to the care of patients with 

mental health conditions or symptoms are captured on the 

risk register for the service and staff follow trust policies and 

processes. The service must also ensure that learning from 

serious case reviews, audits and incidents is shared and 

embedded across the trust. (Regulation 17 Good 

Governance.)

•Risks associated with supporting patients with acute 
mental health needs or cognitive impairment will be 

discussed on a monthly basis at Directorate/Divisional 

Governance Meetings

Stacey Boyjoo

Matron

Lisa Underwood

Head of Nursing

Jill Ayres

Divisional Nurse Director

May-22 Governance Meeting Minutes •To be agreed as regular agenda item
Directorate and Divisional 

Governance Meetings

Aug-21 A9 SAFE County Medicine

The Trust MUST ensure Mental Capacity Act Assessments 

are consistently completed in a timely and responsive 

manner. Regulation 11 (1) (2) (3) 

Medical Care

 

Raw audit data from both teams

Tendable Audit results

 - CEF Refresh Document

 - DoLS Submitting Application Appendix

 - Huddle SOP

 - Interpreter Information

 - MCA and DoLS Audit

 - MCA Factsheet

 - Mental Health Ambassador Training Appendix

 - Monday Message

 - Risk Assessment Process

 - Audit of Falls

 - Audit of VTE

 - Safeguarding Dashboard

 - Safety Huddle Action Log

 - MCA & DoLS intranet pages

 - Tendable Audit Data (County)

 - UHNM Learning Alerts (x2)



CURRENT PROGRESS RATING

27 April 2023 Complete / Business as Usual

On Track

Problematic

Delayed

Date of Visit Action Number Domain Site Division Core Service Observation / Issue Improvement Required Operational Lead
Target Date for 

Completion
Revised Target Date

Number of Time Target 

Date has Changed

Current Progress Rating (As against 

Target Date for Completion not 

revised target date)

Date Completed Assurance Mechanism Assurance Based Progress Report
Audit results/compliance data (where 

appropriate)
Evidence Submitted Responsible  Committee / Group

The Trust has developed a twice weekly Serious Incident 

review meeting to review new incidents and ensure that 72 

hour reports and plans for investigation are confirmed

Jamie Maxwell

Head of Quality, Safety and 

Compliance

Feb-22 Aug-23 1 Quality and Safety Report

•Action log available from twice-weekly meetings
•Correspondence with ICB available for submitting Serious 
Incidents

•New PSIRF approaches are being implemented in 
preparation for September 2023 timeframe

•Action reopened following CQC visit in October 2022

SI Review Group

Risk management Panel

Quality Safety Oversight Group

Quality Governance Committee

The Trust will work collaboratively with the local ICB to 

monitor timescales for submission on STEIS and to redefine 

the TOR of the SI Sub-Group

Jamie Maxwell

Head of Quality, Safety and 

Compliance

Jun-22 Aug-23 1 SI Sub Group Presentation

•SI Sub-group presentations and SI Reports available
•Action reopened following CQC visit in October 2022

•Issue is completion of RCAs and not initial review of 
incidents

• As at end February 2023 performance 
demonstrates 49 RCAs are awaited by the ICB 

(previously 53) and over the 60 days target 

SI Review Group

Risk management Panel

Quality Safety Oversight Group

Quality Governance Committee

Aug-21 B2 Responsive Trust wide Corporate Trust wide

The Trust SHOULD ensure all complaints are reviewed, 

investigated and responses are managed in a timely manner 

and in line with Trust policy 

The Trust are reviewing the current formal complaints 

process to improve the quality and timeliness of reports and 

to streamline the sign off process

Debra Meehan

Lead Nurse: Quality and
Oct-22 Jul-23 2 Complaints Report

•Complaint triage process in place
•Electronic sign off process under development
•Pilot of Matron early involvement in formal complaint 

process commencing in Network Services Division in May 

2023

Patient Experience Group

Quality Safety Oversight Group

Quality Governance Committee

Aug-21 B3 Well Led Royal Stoke Medicine Urgent and Emergency
The Trust SHOULD ensure that measures are in place to 

keep patients records secure.

To undertake a risk assessment and improvement plan 

associated with records storage in ED and subsequently 

progress digitalisation of ED records.

Joanne Allen 

Matron 

Diane Adamson 

Clinical Lead

Oct-23
Review of incidents around record 

management and storage

•Digitalisation of ED records under development
•Any incidents and impact of mitigating actions continue to 
be monitored by Record Services Operational Group

Urgent and Emergency Medicine 

Directorate Governance Meeting

The Directorate Team will develop a trajectory to improve 

compliance with mandatory training and essential role 

training.  Progress will be monitored via the Directorate 

Governance Meeting

Richard Hall

Consultant 

Joanne Allen

Matron

Oct-22 Aug-23 3 Training figures

•Protected time allocated for training
•Trajectory for improved  compliance with annual 
Stat/Mand training and  3 yearly Stat/Mand training in place 

•Currently achieving 91.47% for annual training and 95.2%  

compliance for 3 yearly training  . Directorate concerns 

about ability to achieve 95% overall compliance due to 

ongoing operational pressures in addition to the national 

mandate to undertake Learning Disability/Autism training

Currently achieving 91.47% for annual training 

and 95.2%  compliance for 3 yearly training  

 - Divisional Quality and Safety Meeting minutes

 - Emergency Department Training Figures

Urgent and Emergency Medicine 

Directorate Governance Meeting

The Departmental rotas will be adapted to highlight 

identifying on rotas when time is allocated for individuals to 

complete training 

Richard Hall

Consultant 

Joanne Allen

Matron

Complete Oct-22 Training figures
•Protected time allocated for training Urgent and Emergency Medicine 

Directorate Governance Meeting

The Trust will introduce digitalised care records to ensure 

the provision of individualised, accurate care plans.

Richard Hall

Consultant 

Joanne Allen

Matron

Mar-23 Oct-23

CEF

Clinical Audit of documentation

•Digitalisation of ED records under development
Urgent and Emergency Medicine 

Directorate Governance Meeting

The Department will continue daily Matron CEF reviews 

supported by the Corporate Nursing Team

 

Joanne Allen

Matron

Complete Jun-22

CEF

Clinical Audit of documentation

•CEF reports available
Urgent and Emergency Medicine 

Directorate Governance Meeting

Aug-21 B6 Responsive Royal Stoke Medicine Urgent and Emergency
The Trust SHOULD consider how they can improve 

information management for certain patient groups

A review of current documentation will be undertaken to 

ensure the provision of standardised templates for 

electronic referrals and Medical/Nursing handovers

Richard Hall

Consultant 

Joanne Allen

Matron

Oct-23 Clinical Audit of documentation

•Digitalisation of ED records under development
•Development of standardised handover forms/processes 
underway

Urgent and Emergency Medicine 

Directorate Governance Meeting

Aug-21 B7 Safe Royal Stoke Medicine Urgent and Emergency

The Trust SHOULD consider how the current layout of the 

Department is impacting on the safe running of the 

Department 

The Directorate will conduct a feasibility Study to explore 

options to mitigate risk of patients being nursed in majors 

cubicles with doors, from both an infection prevention and 

avoidable harm perspective

Richard Hall

Consultant 

Joanne Allen

Matron

Complete Jun-22
Review of incidents relating to harm 

in the ED Department

•ED Department reconfigured and business case re-written 
for removal of cubicle doors in Majors

Emergency Medicine Business Case - Major Doors
Quality Safety Oversight Group

Quality Governance Committee

The Divisional Management Team will develop a trajectory 

to improve compliance with mandatory training and 

essential role training.  Progress will be monitored via the 

Directorate Governance Meeting

Jill Ayres

Divisional Nurse Director

Tony Cadwgan

Divisional Medical Director

Sep-22 Aug-23 2 Training figures

•Trajectory for improved  compliance with annual 
Stat/Mand training and  3 yearly Stat/Mand training in place 

•Currently achieving 93% compliance . Divisional concerns 
about ability to achieve 95% compliance due to ongoing 

operational pressures in addition to the national mandate 

to undertake Learning Disability/Autism training

•Currently achieving 93% compliance . Directorate and Divisional 

Governance Meetings

The Divisional rotas will be adapted to highlight identifying 

on rotas when time is allocated for individuals to complete 

training 

Jill Ayres

Divisional Nurse Director
Complete Oct-22 Training figures •E-Roster enables training time to be displayed

Directorate and Divisional 

Governance Meetings

Aug-21 B9 Effective Royal Stoke Medicine Medical Care
The Trust SHOULD ensure that all wards display up to date 

audit results such as results from hand hygiene audits 

Up to date audit results to form part of Tendable Ward 

audit system

Jill Ayres

Divisional Nurse Director
Jul-22 Apr-23 2 CEF Visits, Tendable Audits

• Tendable has been rolled out to County.  First audit 
submitted by 31st December 2022 and being further 

embedded. 

• Tendable being rolled out to Royal Stoke January / 
February 2023

•The audits undertaken on Tendable include the 
opportunity to provide photographic evidence of wards 

displaying the hand hygiene audits

Directorate and Divisional 

Governance Meetings

Ward teams will be encouraged to take part in "Dump the 

Junk" initiatives

Mike Brown 

Head of Soft Facilities Management
Mar-23 Aug-23 1 CEF Visits

•Under Development
• Target date reset due to the action moving over to the 
responsibility of Mike Brown

Directorate and Divisional 

Governance Meetings

Ward Teams will be encouraged  to adopt Lean 

Methodologies with regard to equipment/storage as part of 

their Improving together/Shared Governance projects

Estates Team / Medical Division 

Matrons
Complete Oct-22 CEF Visits •Included as part of Improving Together methodologies

Directorate and Divisional 

Governance Meetings

Aug-21 B11 Safe Royal Stoke Medicine Medical Care

The Trust SHOULD ensure patient records are kept in a 

structured and consistent format so that staff can easily 

access them

The Trust will conduct an options appraisal of available 

standardised formats for health records

Alison Legan 

Patient Records Manager
Complete Jan-23 Record Keeping Clinical Audit

•Meeting has taken place to consider the options available 
and determined that digitalisation of patient records will be 

pursued rather than implementing new paper records / 

folders.  Discussions on going with ward clerks to ensure 

awareness of responsibilities for filing information 

 - Documentary Evidence re. standardised health records
Quality Safety Oversight Group

Quality Governance Committee

Project Management Plan

SI Review Tracker

SI Subgroup Presentation

CQC Action Plan 2022/23
As at Completed: Improvement / action delivered with sustainability assured.

Improvement on trajectory either:

On track – not yet completed or  On track – not yet started

Delivery remains feasible, issues / risks require additional intervention to deliver the required improvement - target date moved once

Aug-21

Off track / trajectory – milestone / timescales breached. Recovery plan required - target date moved twice or more

B1 Safe Trust wide Corporate Trust wide

The Trust SHOULD ensure it reviews and investigates 

significant incidents in a timely manner and in line with 

Trust Policy 

The Trust SHOULD ensure there is a recovery process in 

place to ensure all staff complete mandatory training and 

essential role training

The Trust SHOULD ensure all staff follow best practice when 

completing care records to ensure they are an accurate 

record of care and treatment provided

Oct-23

Urgent and EmergencyMedicineRoyal StokeSafeB5

Aug-21 Urgent and EmergencyMedicineRoyal StokeWell LedB4

Aug-21

Aug-21
The Trust SHOULD ensure medical wards are provided with 

adequate storage space

Medical CareMedicineRoyal StokeWell Led

Medical CareMedicineRoyal StokeSafeB10

B8
The Trust SHOULD ensure that it continues to work toward 

meeting trust targets for all mandatory training 



Date of Visit Action Number Domain Site Division Core Service Observation / Issue Improvement Required Operational Lead
Target Date for 

Completion
Revised Target Date

Number of Time Target 

Date has Changed

Current Progress Rating (As against 

Target Date for Completion not 

revised target date)

Date Completed Assurance Mechanism Assurance Based Progress Report
Audit results/compliance data (where 

appropriate)
Evidence Submitted Responsible  Committee / Group

Aug-21 B13 Responsive Royal Stoke Medicine Medical Care

The Trust SHOULD ensure that waiting times from referral 

to treatment and arrangement to admit, treat and discharge 

to be in line with national standards

Monitor waiting times and assign mitigating actions through 

Directorate, Divisional and Corporate meeting structures
Divisional Leadership Team Complete Oct-22 Divisional Performance Report

Marked as complete.  However, UHNM are not consistently 

achieving the national standards in terms of waiting times 

and specific workstreams are in place, which include actions 

to address and improve performance for both urgent and 

planned care.  These actions are reported separately via the 

updates to Performance and Finance Committee.

Quality Safety Oversight Group

Quality Governance Committee

The Division will ensure that immediate mitigating actions 

are identified and shared, following all Serious Incidents

Jill Ayres

Divisional Nurse Director

Dr Tony Cadwgan

Divisional Medical Director

Apr-23 Quality and Safety Report

• There has been an improvement in the completion of 72 
hour reports for serious incidents.  

• Further data is to be obtained to provide assurance that 
this is being undertaken consistently 

 - ED Governance Report

 - AMU Governance Report

 - General Medicine Governance Report

 - Quality Performance Report

 - Specialised Medicine Governance Report

 - Medicine Divisional Quality Assurance / Board Report

Directorate and Divisional 

Governance Meetings

The Division will monitor timeliness of investigations and 

share learning through Divisional Governance Structures

Jill Ayres

Divisional Nurse Director

Dr Tony Cadwgan

Divisional Medical Director

Complete Oct-22 Quality and Safety Report
•Monitored through governance meetings and performance 
review packs

Directorate and Divisional 

Governance Meetings

 A review of the proposed Clinical Audit programme will be 

undertaken to ensure that appropriate documentation 

audits are in place to review the standards of patient 

documentation and identify areas for improvement

Victoria Lewis

Quality Assurance Manager
Complete Oct-22 Jun-22 Clinical Audit Progress Report

Clinical Audit prioritised on the 2022 / 23 audit programme.  

The audit will review practice against Trust policy in relation 

to the timely completion of assessments and care plans.

The audit results will be considered by the Tissue Viability 

Steering Group and the Clinical Effectiveness Sub Group.  

The report and actions will be shared across all Divisions.

In addition to the annual audit, the timely completion of 

assessments is reviewed as part of the Care Excellence 

Framework.  During Q3, a Team visited 21 clinical areas.  

Only 1 area had gaps in compliance in relation to wound 

care documentation.  The development and completion of 

an action plan to address shortfalls is supported and 

monitored by the Corporate Nursing Team.

During Quarter 3, a total of 1051 none hospital acquired 

pressure ulcer / damage were identified in the Emergency 

Portals, providing ongoing assurance that staff are carrying 

out effective assessment

During Q3, a Team visited 21 clinical areas.  

Only 1 area had gaps in compliance in relation 

to wound care documentation.  The 

development and completion of an action plan 

to address shortfalls is supported and 

monitored by the Corporate Nursing Team.

During Quarter 3, a total of 1051 none hospital 

acquired pressure ulcer / damage were 

identified in the Emergency Portals, providing 

ongoing assurance that staff are carrying out 

effective assessment

Clinical Effectiveness Group

The Trust has developed a Wound Care Document.  The 

document is currently being ratified and a roll-out plan is 

being finalised

Katie Leek

Lead Nurse: Tissue Viability
Complete Jan-23 Review of Tissue Viability incidents •Proof document received and roll out plan in place

Quality Safety Oversight Group

Quality Governance Committee

A position paper will be presented at the Acute Patient Flow 

group which will highlight the shortfalls in the service 

provision to inpatient medical wards, across both sites

Lois Dale 

Head of Speech and Language 

Therapy

Complete Jun-22 Meeting Minutes
•The position paper was presented to the Acute Patient 
Flow group in  April 2022

Quality Safety Oversight Group

Quality Governance Committee

The Trust will develop an education programme to support 

ward teams regarding ‘what makes a good referral’ and 
how to escalate referrals

Lois Dale 

Head of Speech and Language 

Therapy

Complete Oct-22

Review of incidents relating to 

insufficient referrals

Review of the number of rejected 

referrals

•Guidance has been developed to advise wards how to 
escalate referrals

•circulated via Comms

Quality Safety Oversight Group

Quality Governance Committee

MNP/ANP nurse swallow screening training will be 

implemented at RSUH to support service provision.  

Consider rollout at County Hospital

Lois Dale 

Head of Speech and Language 

Therapy

Sep-22 Sep-23 2
Review of incidents relating  to SALT 

provision at Ward level

• ANP training for Respiratory ANP’s was completed by SLT. 
A meeting is being arranged to discuss competency 

assessment process.

•Training has not been offered to County ANP’s to date due 
to ongoing limited SLT resources over at County.  There has 

been recent recruitment within  SLT which will support this 

development.

•Due to ongoing concerns about delay in achieving this 

action, a Deep Dive into SLT services to be presented at 

QSOG in May 2023

Quality Safety Oversight Group

Quality Governance Committee

The Division will initiate a number of promotional activities 

to ensure that Ward staff are aware of the services available 

at County Hospital across seven days

Claire Mackirdy

Site Director of Operations
Complete Oct-22 Divisional Performance Report

•A presentation of the services available at County for all 
the wards has been developed and shared.

Operational Groups

The Trust will include consideration of seven-day service 

provision in all service reviews at County Hospital

Claire Mackirdy

Site Director of Operations
Complete Jan-23 Divisional Performance Report

•Seven-Day service provision considered in all service 
reviews/developments

•Any Datix incidents relating to lack of access to services at 
weekends are monitored and reviewed

Operational Groups

The Divisional Management Team will develop a trajectory 

to improve compliance with mandatory training and 

essential role training.  Progress will be monitored via the 

Directorate Governance Meeting

 Dr Stephen Merron

Clinical Director
Dec-22 Aug-23 2 Training Figures

•Trajectory developed
•A letter has been circulated to Surgical Division seeking 
improved compliance. Divisional HR provide monthly 

update for S&M training.

• Current compliance is 93.38%. Divisional concerns about 

ability to achieve the trajectory due to ongoing operational 

pressures in addition to the national mandate to undertake 

Learning Disability/Autism training

• Current compliance is 93.38%. Directorate and Divisional 

Governance Meetings

The Divisional rotas will be adapted to highlight identifying 

on rotas when time is allocated for individuals to complete 

training 

 Dr Stephen Merron

Clinical Director
Complete Oct-22 Training Figures

•All permanent staff have 1 SPA included in job plans for 
CEPD. This will include the completion of Statutory & 

Mandatory Training. Each Directorate also allocates time 

during Audit and Training afternoons to address some of 

the Stat & Mand maintenance. 

•Rotational trainees all undergo Stat & Mand Training as 
part of the induction process, and are required to maintain 

certain elements as a requirement for ARCP.

Directorate and Divisional 

Governance Meetings

Oct-22 B20 Effective Royal Stoke Medicine Medical Care

The trust SHOULD  consider reviewing the mental health 

training needs of staff so that they are assured they have 

the skills to meet the needs of patients.

Appropriate training programmes will be provided 

Kirsty Smith

Matron for Vulnerable patients

Nadine Opinano

Head of Nursing

Complete Dec-22

Training Figures

Vulnerable Patient Quarterly 

Assurance report

Trustwide mental health ambassador training launched Jan 

23 

Trustwide TEAS enhanced and therapeutic observation 

Training launched Jan 23

Trustwide Dementia Tier 2 face to face training launched

Jan 23

Mental Health Working Group

Trust Mental Health & Learning 

Disability steering group

Quality Safety Oversight Group

Quality Safety Committee

B15 MedicineCounty SafeAug-21

The Trust SHOULD ensure all serious incidents are 

investigated effectively and in a timely manner to reduce 

the risk of future harm 

Surgical CareSurgeryCounty Well LedAug-21

Medicine Care MedicineCounty Safe

Medicine Care MedicineCounty Safe

Medical Care

The Trust SHOULD ensure that medical staff are up to date 

with all mandatory training 

Aug-21

The Trust SHOULD consider taking action to ensure key 

information about patients care in consistently recorded. 

For example, ensuring clear wound care plans are in place 

for all patients with a wound 

Aug-21

The Trust SHOULD consider making the speech and 

language therapy service provision equitable across County 

Hospital 

The Trust SHOULD continue to work towards the provision 

of a full multidisciplinary seven-day service at the County 

Hospital site

Aug-21

B19

B18

B17

B16 Medical CareMedicineCounty Safe



Date of Visit Action Number Domain Site Division Core Service Observation / Issue Improvement Required Operational Lead
Target Date for 

Completion
Revised Target Date

Number of Time Target 

Date has Changed

Current Progress Rating (As against 

Target Date for Completion not 

revised target date)

Date Completed Assurance Mechanism Assurance Based Progress Report
Audit results/compliance data (where 

appropriate)
Evidence Submitted Responsible  Committee / Group

Oct-22 B25 Effective County Medicine Medical Care

The trust should ensure they consistently check and record 

where a person has a power of attorney for health and 

welfare on behalf of the patient if that patient lacks capacity 

to consent for their own care and treatment.

Appropriate training programmes will be provided 

Sarah Curran

Lead for Vulnerable Patients

Rebecca Ferneyhough

Head of Nursing

Trust legal team

Sep-23 Audit
Policy in place

Awareness campaign to be designed

Mental Health Working Group

Trust Mental Health & Learning 

Disability steering group

Quality Safety Oversight Group

Quality Safety Committee

Oct-22 B26 Effective County Medicine Medical Care

The trust should ensure that all patients requiring an 

interpreter are provided with one as soon as is reasonably 

practical prior to undertaking care and treatment.

The Trust will promote available Interpreter services 

available and monitor provider performance

Rebecca Pilling

Head of Patient Experience
Sep-23 Performance data

•Monthly meetings with Capita Contracts Manager to 
discuss performance

•Trial of Interpreter on Wheels
•Communications to ward teams

Patient Experience Group

Quality Safety Oversight Group

Quality Governance Committee

Oct-22 B27 Well Led County Medicine Medical Care
The trust should ensure staff are consistently supported 

following incidents of violence and/or aggression.

The Divisional Management Team will ensure that sufficient 

staff are trained in CISM debrief

Lisa Underwood

Head of Nursing

Stacey Boyjoo

Matron

Sep-23 Training Figures
Directorate and Divisional 

Governance Meetings

Oct-22 B28 Well Led County Medicine Medical Care
The trust should consider that they work within the Use of 

Force Act as appropriate for acute settings

To consider working within the Use of Force Act relevant for 

Acute Settings

Kirsty Smith

Matron for Vulnerable patients Complete Jan-23
Email received from Head of Quality 

Transformation NHS England

Regarding the Mental health Units (Use of Force Act) 2018. 

NHSE confirmed that they and DHSC do not think this Act 

applies to Acute Hospitals and will be updating their 

guidance to make this clearer. It would only be relevant if 

the specific Acute trust had a dedicated mental health ward 

where patients were admitted directly for assessment and 

treatment of their mental health.

Policy C33 and C08 acknowledges the use of Force act. Trust 

Clinical holding Train the trainer Training is delivered by CPI 

who meet the Restraint reduction Network standards. 

Email saved from NHSE

Trust Mental Health & Learning 

Disability Group

Quality Safety Oversight Group

Quality Safety Committee
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For the attention of  
Ms Tracy Bullock Chief Executive, 
University Hospitals of North Midlands NHS Trust, 
Newcastle Road, 
Stoke on Trent, 
Staffordshire, 
ST4 6QG 
 
By email: Tracy.Bullock@uhnm.nhs.uk 
 
 
Tuesday 28 March 2023 
 
The Care Quality Commission 
The Health and Social Care Act 2008 

SECTION 29A WARNING NOTICE:  
Provider: 
 
Regulated activities: Maternity and Midwifery Services 
 
Our reference: RGP1-15274827469 
Account number: RJE 
 
Dear Ms Bullock 
 
This notice is served under Section 29A of the Health and Social Care Act 2008. 

 
This warning notice serves to notify you that the Care Quality Commission 
has formed the view that the quality of health care provided by University 
Hospitals of North Midlands NHS Trust for the regulated activities above 
requires significant improvement. 
 
The Commission has formed its view on the basis of its findings in respect of the 
healthcare being delivered in accordance with the above Regulated Activities, 
during our inspection on 7 March 2023 and following subsequent information 
received on 13 and 16 March 2023 at the locations identified below, we found the 
need for significant improvement: 
 
Royal Stoke University Hospital 
Newcastle Rd,  
Stoke-on-Trent,  
ST4 6QG 
 

CQC Representations 
Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 
 
Telephone: 03000 616161 
Fax: 03000 616171 
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Following the inspection on 7 March 2023, we had urgent concerns and 
requested information by issuing a Letter of Intent.  We received a response on 
13 March 2023, and we have reviewed the additional information you submitted.  
 
On 14 March 2023 we requested further clarification on the information, and we 
received a response on 16 March 2023.  
 
We have concluded that significant improvement is still required to ensure 
service users receive safe care. 
 
  
The reasons for the Commission’s view that the quality of health care you 
provide requires significant improvement are as follows:  

1. Staff did not effectively assess, document and respond to ongoing 

risks associated with safety through triage of service users attempting 

to access care in line with the services audit criteria (Re-Audit of MAU 

Triage Breaches 2022-2023 Q3 (Oct-Dec)). The document stipulates 

that service users attending the Maternity Assessment Unit (MAU) at 

the Royal Stoke University Hospital should be triaged within 30 

minutes of attendance. 

 

2. Staff did not have a clear prioritisation process to ensure risks 

associated with delays to induction of labour were escalated, monitored 

and effectively managed.   

 

 
Why you need to make significant improvements in midwifery assessment 
unit and triage processes: 
 
1.0  You do not have effective systems in place to ensure staff effectively assess, 

document and respond to ongoing risks associated with safely triaging service 
users attempting to access care in line with trust policy. This exposed service 
users and their babies to risk of harm. Evidence and plans provided in 
response to the letter of intent showed:  

 

 Service users attending triage are now to be triaged within 15 
minutes instead of 30 minute window in line with their chosen 
triage system which was the Birmingham Symptom Specific 
Obstetric Triage System (BSOTS). 

 Formal review of triage Royal Stoke University Hospital maternity 
services to be reviewed by Sarah Kenyon, National BSOTS lead. 

 2 hourly oversight to complete audit on Maternity assessment unit 
by member of senior leadership 7 days a week.  
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 BSOTS training package sent to all medical and midwifery staff on 
10th March 2023.  
 

Despite changes being made, systems and process will not yet be 
embedded, and risk changes may be ineffective in addressing the 
concerns discussed in point 1.0. 

 

1.1  During the inspection at approximately 1.30pm on 7 March 2023, we 

saw the list of service users attending for triage included 12 service 

users in the maternity assessment unit (MAU). Of those, 5 waited 

longer than the trust guidance which stated service users should be 

triaged within 30 minutes, with delays up to up to 55 minutes. 

 
1.2 Information was not presented clearly on the triage list increasing the 

risk that service users would not be assessed within a safe and timely 

manner. The triage list did not clearly show if the service user had 

been seen by a midwife or a doctor.  

 
1.3 During the inspection on on 7March 2023, inspectors found 2 service 

users in the waiting area at 11:32am awaiting triage. However, no 

names of people waiting were listed on the whiteboard as being seated 

in the waiting area. 

 

1.4 During the inspection on 7 March 2023, inspectors returned around 

12:25 to find 5 service users awaiting triage, the board had not been 

updated since speaking with staff about incomplete list of service users 

awaiting triage at 11:32am. We saw the names of Only 2 service users  

were written onto the board showing as waiting, this meant that the 

names of 3 service users had not been added to the board. By not 

updating the board it became less clear who was waiting and   

increasing the likelihood issues requiring escalation might be missed.  

 
1.5 An incident report from Royal Stoke University Hospital June 2022 

(Incident ID: 2022/12317/RJE) outlined an incident where service user 
A delivered a still born baby. A review of the triage assessment times 
in the maternity assessment unit showed that the mother/parent had 
waited 59 minutes for review.  

 
1.6 An incident report from Royal Stoke University Hospital February 2022 

University Hospital (Incident ID: 2022/2568/RJE) showed a delay in 
triage on the maternity assessment unit which ended with an 
intrauterine death for service user B. The Perinatal Mortality Review 
Tool (PMRT) graded the incident with a ‘C’, meaning there were care 
issues which may have made a difference.  
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1.7 According to report “Re-Audit of MAU Triage Breaches 2022-2023 Q3 
(Oct-Dec)”, three recent Perinatal Mortality Review Tool (PMRT) 
reviews within University Hospitals North Midlands NHS Trust 
highlighted a MAU triage breach with service users being seen after 
30+ minutes of attendance. 

 
 

1.8 Findings reported by the trust “Re-Audit of MAU Triage Breaches 
2022-2023 Q3 (Oct-Dec)” found 22% of admissions did not have times 
of triage recorded. This limited effective oversight reports and audits 
and showed that systems and process were not being followed by 
staff. This meant there was an increased likelihood that service users 
were not triaged within a safe timeframe leading to an increased risk of 
undesirable outcome/patient harm.  

 
 
You are required to make the significant improvements identified above 
regarding the quality of healthcare by 30th June 2023. 
 
Why you need to make significant improvements in the management of 
delays for induction of labour: 

 
 
2.0  You do not have effective systems in place to ensure the safe management 

of delays for service users due for an induction of labour. Prioritisation 
processes to ensure risks associated with delays to induction of labour were 
escalated, monitored and effectively managed were unclear. This exposes 
service users and their babies to risk of harm. Evidence and plans provided in 
response to the letter of intent showed:  

 

 Induction of labour prioritisation meeting to now take place prior to 
safety huddle to allow for discussion and risk mitigation.  

 Plan to open 4 additional induction of labour bays in the midwifery 
led birthing unit.  

 
Despite changes being made, systems and process will not yet be 
embedded, and risk changes may be ineffective in addressing the 
concerns discussed in point 2.0. 
 

 
2.1 During the inspection on 7 March 2023, we found there were 18 

service users scheduled for induction of labour that day, 7 of which 

had been delayed from the previous day. 
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2.2 The pregnancy of service user C was documented as high risk with 

high-risk indicators, and they had their induction of labour delayed for 

5 consecutive days. When we asked a senior member of staff about 

the delay, they told us there were not enough neonatal cots.  

 
2.3 Inspectors observed staff swapping the blood pressure cuffs used to 

measure the blood pressure cuff of service user C. The size of the cuff 

is known to alter the outcome. The cuff was swapped to a large cuff 

which altered the blood pressure result, giving the high-risk service 

user a lower Maternal Early Warning Score (MEWS) reading (0). 

Higher MEWS scores would require escalation as they indicate 

possible concerns which may require intervention. Without effective 

monitoring of service users with delayed inductions they were at 

higher risk of harm and unwanted outcomes.   

 
2.4 An incident is reported from Royal Stoke University Hospital in 

December 2022 (Incident ID: 84049218) involving 3 service users with 

no safety netting completed for service users delayed for their 

induction of labour on K2 (electronic patient record system). 

Additionally, this was graded as No harm. 

 

 

 

 
 
 
 
You are required to make the significant improvements identified above 
regarding the quality of healthcare by 30th June 2023. 
 
 
Please note: If you fail to comply with the above requirement and thereby 
fail to make significant improvement to the quality of the health care you 
provide within the given timescale(s) we will decide what further action to 
take against you. Possible action includes requiring Monitor, now known as 
NHS England and NHS Improvement, to make an order under Section 65D 
(2) of the National Health Service Act 2006 (appointment of trust special 
administrator). 
 
The Commission informing NHS England and NHS Improvement, that the 
Commission is satisfied that there is a serious failure by the trust to 
provide services that are of sufficient quality to be provided under the NHS 
Act 2006 and seeking to discuss and agree with NHS England and NHS 
Improvement that a recommendation be made to the Secretary of State for 
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the Secretary to appoint a trust special administrator in the interests of the 
health service because of that serious failure. 
 
We will notify the public that you have been served this warning notice by 
including a reference to it in the inspection report. We may also publish a 
summary more widely unless there is a good reason not to.  
  

You can make representations where you think the notice has been served 
wrongly. This could be because you think the notice contains an error, is based 
on inaccurate facts, that it should not have been served, or is an unreasonable 
response. You may also make representations if you consider the notice should 
not be published more widely.  
  

Any representations should be made to us in writing within 10 working days of 
the date this notice was served on you. To do this, please complete the form on 
our website at: www.cqc.org.uk/warningnoticerepresentations and email it to: 
HSCA_Representations@cqc.org.uk 
 
If you are unable to send us your representations by email, please send them in 
writing to the address below. Please make it clear that you are making 
representations and make sure that you include the reference number <CRM 
process ID>. 
 
If you have any questions about this notice, you can contact our National 
Customer Service Centre using the details below: 
 
  Telephone:  03000 616161 
 
  Email:  HSCA_Representations@cqc.org.uk 
 
 Write to: CQC Representations 
  Citygate 
  Gallowgate 
  Newcastle upon Tyne 
  NE1 4PA 
 
If you contact us, please make sure you quote our reference number (<CRM 
process ID >) as it may cause delay if you are not able to give it to us. 
 
Yours sincerely 
 

 
 
 

http://www.cqc.org.uk/warningnoticerepresentations
mailto:HSCA_Representations@cqc.org.uk
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Carolyn Jenkinson  
Deputy Director of Secondary and Specialist Healthcare 
 
cc.  
NHS England  
NHS Improvement 
Regional Chief Midwife 
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Executive Summary:

There is a significant body of evidence highlighting the relationship between registered nurse staffing levels 
and the resulting impact on care delivery and patient experience. 

In 2013, following findings in the Francis Report the National Quality Board (NQB) set out 10 expectations 
and a framework within which organisations and staff should make decisions about safe staffing.  The NQB 
guidance expects a review of the nursing and midwifery workforce to be presented to the Trust Board twice 
per year. 

This bi-annual report reviews the nursing establishment for adult inpatient areas with the exception of 
midwifery who last year had an external review utilising nationally recognised Birth-Rate Plus methodology 
and a business case was approved late 2022 in relation to this.

Theatres, Dietetics and the Children’s Hospital have been reviewed during this establishment review 
process. 

The report excludes outpatients (with the exception of ENT clinics with the Surgery Division) and 
emergency departments which will be included in the next update in six months’ time. 

The establishment review was conducted during February and March 2023 and this report provides an 
overview of current staffing. It then drills down into staffing within individual divisions identifying where 
action needs to be taken to address skill mix issues or staffing deficits.

A paper detailing the current and proposed staffing for every area included in this review, alongside harm 
metrics reviewed over the last twelve months, was presented to both Transformation and People 
Committee and Quality Governance Committee during April.
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Key assumptions to note:

1. Ward Sister allocation remains at 0.4wte supervisory and 0.6 wte clinical

2. A standard uplift is applied to the general adult ward based nursing establishment of 21.5%. 
a) This does not however adequately cover the consistent level of absence caused by sickness, other 

absence or maternity/paternity leave. 
b) The Royal College of Nursing now recommend an uplift of 25%(https://www.rcn.org.uk/About-

us/Our-Influencing-work/Policy-briefings/pol-003870). If directed to add the uplift that the RCN 
recommend to current nurses and midwives (taking them from 21.5% to the recommended 25%) we 
would need to increase our budgeted establishment for staffing to 3,650 WTE registrants, which is 
an increase of 102 WTE nurses/midwives across UHNM. The financial cost of employing these 
nurses at a mid-point Band 5 would be circa £3.7million, (excluding out of hour’s enhanced 
working). Current non-medical clinical agency spend for UHNM in 22/23 is £6.1million.

c) The RCN advise how this uplift should be built in to the budget to allow for annual leave, sickness 
absence, other types of leave, and staff training and development needs.  

d) The UHNM total overall absence performance across nursing and midwifery over the last 6 months 
averages circa 30%.

e) For Registered Nurses and Midwives we are currently running at a vacancy under-fill rate of   
14.07%. (March 2023

3. A nurse to patient ratio of 1:8 or above during the day is the level recognised at which care is likely 
to be delayed or missed, and harm is likely to occur. Any areas with this ratio are highlighted in blue.

4. There is no clear guidance regarding an appropriate nurse: patient ratio for night shifts. The paper 
highlights any ward with a ratio of 1:9 or more in blue.

5. CHPPD hours could not be included as part of this review. The data collection for CHPPD was 
paused nationally over the pandemic and this section of the model hospital data base is currently 
unavailable.

6. Any areas with a recommended RN and/or HCA uplift are highlighted in purple. 

7. Divisional leadership teams will be responsible for producing any business cases relevant to 
recommended changes to budgeted establishment, and changes to the e-rostering system will not 
be made until business cases are approved.

8. There are some gaps to align all ward/department budgets with agreed rosters and this issue has 
been discussed at Performance and Finance Committee.

Key Recommendations notes:
The bulk of the recommendations relate to three key areas:

• Medicine: the key recommendations predominantly relate to escalation areas, which if are to remain 
open, will need consideration for ongoing funding.

• Staffordshire Childrens Hospital: the key recommendations are aligned to best practice guidance for 
staffing across paediatric areas. The Childrens Hospital see very little in terms of harms events 
currently. It remains an attractive area in terms of recruitment and retention.

• Dietetics: the analysis reflects the activity the team have absorbed without additional funding.

https://www.rcn.org.uk/About-us/Our-Influencing-work/Policy-briefings/pol-003870
https://www.rcn.org.uk/About-us/Our-Influencing-work/Policy-briefings/pol-003870
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Ward area Staff type WTE uplift required Comments 

FEAU Nursing Assistant 2.7 Band 2 New template increased harms due to visibility 
and layout.

Ward 121 Registered Nurse 2.7 Band 5 Additional RN on nights; however budget to be 
realigned as could use B2 monies – QIA 
required

Ward 122 Registered Nurse 4.39 Band 5 Additional RN on the early and additional RN 
every night – to mirror Ward 121

Ward 230 Nursing Assistant 2.7 Band 2 Additional NA on nights due to SI’s and harm 
data for falls 

Ward 14 Registered Nurse
Nursing Assistant

2.7 Band 5
1.7 Band 2

Harm data, patient group and layout of the ward

Ward 15 Nursing Assistant 5.4 Band 2 Could be offset by reducing Band 5 budget by 
2.7 WTE   

Ward 120 Full establishment 
required

1.0 Band 7
3.0 Band 6
13.13 Band 5
19.05 Band 2
1.0 Band 3 DF
2.0 Band 2 A&C
Total: 39.18

Current areas of escalation which are not funded 
post Winter 31st March. If we are to continue to 
use will require funding 

Ward 123 Full establishment 
required

1.0 Band 7
 3.0 Band 6
18.75 Band 5
19.05 Band 2
1.0 Band 3 DF
2.0 Band 2 A&C
Total 44.62 WTE

Current areas of escalation which are not funded 
post Winter 31st March. If we are to continue to 
use will require funding

AMRA Routinely opened 
at night up to 14

2.7 Band 5 Future of AMRA to be decided depending upon 
SDEC plans

AMU County 
Escalation 
beds

7 escalation beds 2.7 Band 5 Escalation beds frequently in use.
Future County plans to be decided.  MRU model 
also to be worked through

220 Health Care 
Assistant

5.4 WTE To increase the HCA to patient ratio day and 
night by x1 HCA to support ward acuity and 
activity. 

221 Registered Nurse 2.7 WTE To increase the RN to Patient ratio from 1:9.7 to 
1:7.25 at night.

225 Health Care 
Assistant 

2.7 WTE To increase the HCA to patient ratio at night by 
x1 HCA to support with falls prevention at night 

228 Registered Nurse 2.7 WTE To increase the RN to Patient ratio from 1:9.7 to 
1:7.25 at night. 

127 Registered Nurse 2.7 WTE To increase the RN to Patient ratio from 1:10  to 
1:66 at night. 
(Allows 2 RN for Level 1 Beds 1:4 / 3 RN for 20 
ward based care 1:66)

SDU Registered Nurse 2.0 WTE To increase the RN to Patient ratio from 1:11 to 
1:7.3 at peak demand to support SDEC care 
Monday – Friday. 

PODS 1 &2 Health Care 
Assistant 

5.4 WTE Alignment to Critical Care PODS 3-6. Day ratio 
1:5 / Night 1:8

Ward 111 Registered Nurse 1.34 WTE To increase staffing establishment to allow for 
acuity of tracheostomy patients by 1.34 WTE.

Ward 106/107 Registered Nurse 3.19 WTE Need to uplift by 3.19 WTE to cover the extra 4 
beds that have remained open post COVID.

CED
Registered Nurse
Nursing Assistant

5.4 WTE
5.4 WTE

Average 70 children seen within 24hours.
Average 12 – 16 children seen post-midnight.

Children’s 
Assessment 
Unit (216)

Registered Nurse
Nursing Assistant

5.4 WTE
5.4 WTE

Profile of ICYP attending over a 24hr period with 
a resus area. Medication administration at 
SCH@RSUH is 2 registrants.

Ward 217 
Registered Nurse
Nursing Assistant

10.8 WTE
5.4 WTE

Ward level beds – Standard 1:4 daytime - 1:3 
night time



4 Nurse Staffing Establishment Review
April 2023

Delivering Exceptional Care with Exceptional People

Based on data re  <2years and >2 years 364 
days utilising the bed base 24/7

217A – 
Surgical 
Daycase

Registered Nurse
Nursing Assistant

5.4 WTE
5.4 WTE

Logistical distance from theatre and recovery. 
Multiple surgical specialities operate at the same 
time. List requiring additional support to deliver a 
recovery nurse model.

Ward 218

Registered Nurse 5.4 WTE Ward level beds – Standard 1:4 daytime - 1:3 
night time
Based on data re  <2years and >2 years 364 
days utilising the bed base 24/7

CHDU
Nursing Assistant 5.4 WTE The increase to the CRN’s is monies from 

specialised commissioning

CICU Registered Nurse 5.4 WTE Standards require a supernumerary co-ordinator

Dietetics

30.23 WTE The review of the team highlighted gaps in 
workforce as additional beds/ service 
developments have been introduced over time 
and within winter pressure planning without 
adequate funding. The team are not funded for a 
7 day service or BH cover. There is no uplift for 
annual leave, sickness, maternity/paternity leave 
or any training 

Potential Total Investment:
84.60 WTE Nursing Assistant’s, uplifted at the current 21.50% and then at The RCN recommended 25.00%;

Nursing Assistants 84.60 WTE 21.50%
£2,690,625

25.00%
£2,768,133 

94.63 WTE Registered Nurses, uplifted at the current 21.50% and then at The RCN recommended 25.00%;

Registered Nurses 94.63 WTE 21.50%
£4,172,806

25.00%
£4,293,011 

Dietetics 30.23 WTE (If 21.5% applied)
£1,696,593

Key Recommendations:
The Board is asked to:

1. Note the progress made to ensure compliance with national guidance in relation to determining safe 
nursing and midwifery staffing levels.

2. Note that Divisional leadership teams will be responsible for prioritising requests and developing 
business cases in line with the recommendations from the establishment review and that no 
changes to establishments will be made before a business case is approved.
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Nursing, Midwifery and AHP Establishment 
Review 
April 2023

1. Introduction

There is a significant body of evidence to highlight the relationship between registered professional staffing 
levels and the resulting impact on care delivery, patient outcomes and experience, and staff satisfaction 
and experience. 

In 2013, following findings of the Francis Report (2013) the National Quality Board (NQB) set out 10 
expectations and a framework within which organisations and staff should make decisions about safe 
staffing. From 2016 to 2018 the NQB published updated safe staffing guidance and a set of expectations 
regarding nursing and midwifery staffing.  The guidance emphasises that the NHS provider boards are 
accountable for ensuring that their organisations have the right skills in place for safe, sustainable and 
productive staffing.  The NQB guidance makes explicit the requirements of NHS providers.

Expectation One Expectation Two Expectation Three

Right Staff Right Skills Right Place and Time

• Evidence based workforce 
planning.

• Professional judgement.

• Compare staffing with 
peers.

• Mandatory training, 
development and 
education.

• Working with the multi-
disciplinary teams.

• Recruitment and 
retention.

• Productive workforce and 
eliminating waste.

• Efficient deployment and 
flexibilities. 

• Efficient employment and 
minimise agency.

Developing Workforce Safeguards was issued by NHSI in October 2018.  This publication supports 
organisations to use best practice in effective staff deployment and workforce planning utilising evidence 
based tools and professional judgement to ensure the right staff, with the right skills, are in the right place 
at the right time. The Trust Board is expected to confirm their staffing governance processes are safe and 
sustainable through the Trust annual governance statement.

In 2021 the Royal College of Nursing (RCN) published ‘Nursing Workforce Standards: supporting a safe 
and effective nursing workforce’ which were designed to support a safe and effective nursing workforce.

There is no single tool that can be used to determine safe staffing levels for ward areas. The guidance 
recommends consideration and triangulation of a range of metrics including patient activity and acuity, 
harm incidents and environmental factors alongside professional judgement. This bi-annual report utilises 
this triangulated approach to review the nursing establishment for adult inpatient areas, with the exception 
of midwifery who have had an external review utilising the nationally recognised Birthrate Plus methodology 
and a business care was approved late 2022 in relation to this.

Inpatient wards, theatres, dietetics and the Children’s Hospital have been reviewed during this 
establishment review process. 
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The report excludes outpatients (with the exception of ENT clinics with the Surgery Division) and 
emergency departments which will be included in the next update in six months’ time

A detailed paper highlighting the methodology and data considered during the establishment review 
process, which was carried out during February and March 2023, has been presented in full to Quality 
Governance Committee and Transformation and People Committee in April 2023. That paper provided 
assurance that the methodology utilised to assess safe nurse staffing is in line with the national standards 
noted above however the Chief Nurse has added an assessment of our process to the external audit 
programme to seek independent assurance of the process.

2. Nursing and Midwifery Staffing Review April 2023

The NQB guidance expects a review of the nursing and midwifery workforce to be presented to the Trust 
Board twice per year.  The last staffing review was undertaken in August 2022.  

Studies have shown that appropriate nursing and midwifery staffing levels support achievement of clinical 
and economic improvements in patient care including enhanced patient satisfaction, reduction in 
medication errors, reduction in incidences of falls, reduction in pressure damage, reduction in healthcare 
associated infection rates, reduction in mortality, reduction hospital readmission and duration of stay, 
reduction in patient care costs, and reduction in nurse fatigue and burnout which affects recruitment and 
retention.  There is also evidence to suggest a registered nurse (RN) to patient staffing ratio of 1:8 or more 
on adult inpatient wards is associated with patient care regularly being compromised with missed or 
delayed aspects of care, increased risk of harm and increased risk of excess mortality.

Additionally Royal College of Nursing guidance suggests on an acute ward there should be an RN: Nursing 
Assistant skill mix ratio of no less than 65:35 for base wards, 70:30 for specialty wards and 80:20 for 
specialty units e.g. ICU.  This overview monitors wards against these standards.

Bed Provision Description Expected Staffing Level Skill Mix 
Suggested

Intensive Care Beds identified – critical 
care areas

1 Registered Nurse: 1 patient. 80:20

High Dependency Designated beds in a 
defined unit/area.

1 Registered Nurse: 2 patients. 80:20

Level 1 Designated beds on 
general Wards.

1 Registered Nurse: 4 patients. 70:30

General Care Majority of inpatient 
Wards

1 Registered Nurse: 7 or less 
patients

65:35

UHNM currently supports an uplift of 21.5% for the majority of areas (there are some areas with a higher 
uplift which reflects the required training time required for that area).

21.5% uplift does not adequately cover the consistent level of absence caused by sickness, study leave, 
other absence or maternity/paternity leave. The Royal College of Nursing now recommend an uplift of 25% 
(https://www.rcn.org.uk/About-us/Our-Influencing-work/Policy-briefings/pol-003870  ). This recommended 
uplift is to ensure establishments have an adequate allowance of at least 25 per cent built in to the budget 
to allow for annual leave, sickness absence, other types of leave, and training and development.  The total 
overall absence performance for UHNM over the last six months averages circa 30%.

If we added the uplift that the RCN recommend to current Nurses and Midwives (taking them from 21.5% to 
the recommended 25%) we would need to increase our Budgeted Establishment for staffing to 3,650 WTE 
registrants, which is an increase of 102 WTE nurses/midwives across UHNM. The financial cost of 
employing these nurses at a mid-point Band 5 would be circa £3.7million, (excluding out of hour’s 
enhanced working). Current non-medical clinical agency spend for UHNM in 22/23 is £6.1million so could 
be a cost saving opportunity for some areas.

https://www.rcn.org.uk/About-us/Our-Influencing-work/Policy-briefings/pol-003870
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3. Approach

The Chief Nurse and Deputy Chief Nurse led initial discussions with each Divisional Nurse and provided 
the Harm Review data for the last 6 months and a copy of the previous establishment review for reference. 
Each Divisional nurse was asked to lead discussions with the ward/dept. leaders in their division to review 
the data, collate professional judgements and determine the safe staffing levels required within their areas. 

The information collected within Divisions included, funded establishment (as agreed by Finance), quality 
and HR metrics, shift patterns, key performance indicators for staff rostering and a discussion about ward 
layout and other professional judgement factors that might affect the number of registrants and non- 
registrants required.

Divisional Nurses each had a second meeting with the Chief Nurse and Deputy Chief Nurse to check and 
challenge proposed staffing levels.

Quality metrics for the previous 6-12 months were also considered, including harm free care metrics, 
Clinical Excellence Framework (CEF) score, relevant HR data and rostering key performance indicators. 
Key performance indicators for rostering were also included. The compliance with recording acuity for the 
safer care tool was recorded where possible and individual ward compliance was discussed at the review 
meetings.

All collated data and relevant guidance were triangulated to determine whether the current funded staffing 
levels were satisfactory, or whether additional staffing was recommended.

4. Review findings and recommendations

For Registered Nurses and Midwives we are currently running at a vacancy under-fill rate of   14.07%. 
(March 2023).

If directed to add the uplift that the RCN recommend to current Nurses and Midwives (taking them from 
21.5% to the recommended 25%) we would need to increase our Budgeted Establishment for staffing to 
3,650 WTE registrants, which is an increase of 102 WTE nurses/midwives across UHNM. The financial cost 
of employing these nurses at a mid-point Band 5 would be circa £3.7million, (excluding out of hour’s 
enhanced working). Current non-medical clinical agency spend for UHNM in 22/23 is £6.1million.

Medicine:
There are areas of increased acuity which have seen numbers required for 1:1 therapeutic observations for 
patient support increase. The team have requested activity coordinators in an attempt to reduce harm, (in 
particular falls) within our Frail Elderly patients and to continue to prevent deconditioning, based across 
both hospital sites. The Medicine highlights a potential need for 45.2 WTE Registered Professionals and 
44.1 WTE non-registered nursing workforce. The bulk of this relates to escalation areas which, if they are to 
remain open, will require consideration to the on-going funding.

Surgery:
Not requested any uplifts within theatres as they would like to review the theatre template to align with 
theatre productivity enabling ability to meet cancer targets and national waiting times. This will be reviewed 
in 6 months’ time at the next Establishment Review. Surgery, therefore are requesting in total 4.53 WTE 
Registrants and no non-registrants. 

Network Service Division:
There is an increase in patient acuity and dependency (current ratio is 1 NA for 29 patients) request for 
13.5 non-registered workforce has been made to address this inconsistency and ensure quality is provided 
in Pods 1 and 2 which will give workforce alignment across all critical care pods.10.1 WTE Registrants to 
support the reduction in nurse patient ratio’s to bring in line with National Standards for level 1 care. 



8 Nurse Staffing Establishment Review
April 2023

Delivering Exceptional Care with Exceptional People

Women’s, Children’s and Clinical Support Services:
Staffordshire Children’s Hospital has identified that the requirements to address the presenting demand, 
presentation and acuity of Infants, Children’s and Young Adults (ICYP) has changed since the last review 
some years ago.   The data of those presenting shows that there is a greater number of <than 2 years 
utilising our bed base, which based on the guidance (1:4 > than 2 years of age. 1:3 < than 2 years of age.) 
requires consideration for investment for 37.8 WTE Registrants and 27 WTE non-registrants. The Childrens 
Hospital is not an area of concern in relation to incidents or harm events and the assessment of staffing 
reflects best practice staffing guidance.

Dietetics:
For the first time we are including the Trust Dietetic Service within the establishment review process. 
Where national guidance exists the standard was included as part of the review; where there was no 
national guidance we benchmarked with peers where possible. The review of the team highlighted gaps in 
workforce as additional beds/ service developments have been introduced over time and within winter 
pressure planning without adequate funding. The team are not funded for a 7 day service or Bank holiday 
cover. There is currently no uplift for annual leave, sickness, maternity/paternity leave or any training 
(including statutory and mandatory). The Dietetics team are requesting 30.23 WTE.

5. Recommendations 

The Board is asked to:
1. Note the progress made to ensure compliance with national guidance in relation to determining safe 
nursing, midwifery and AHP staffing levels
2. Note that Divisional leadership teams will be responsible for prioritising requests and developing 
business cases in line with the recommendations from the establishment review and that no changes to 
establishments will be made before a business case is approved.
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Executive Summary

The results of the PLACE inspections were published on 23rd March 2023 and this report provides a 
summary of findings from the inspections that took place at UHNM in October and November 2022.  

Our patient assessors were welcomed back to our County and Royal Stoke sites over a series of 
inspection dates during October and November 2022 to visually inspect our hospital environment.  The 
inspection team assessed how the environment supports the provision of clinical care, inspecting things 
such as cleanliness, food, general building maintenance, privacy and dignity and the specific needs of 
our patients with dementia, or with a disability.  

UHNM have achieved excellent scores and scores above the national average across all bar one of the 
eight domains and only missing that domain by a narrow margin (less than 1%) These scores recognise 
that good environments and services that respond to the needs of our patients really do matter.  

Key Recommendations

• To receive and note the contents of this report and its findings following PLACE inspections undertaken 
during October and November 2022 and to note the actions identified to improve the patient 
environment and experience which have been provided to Quality Governance Committee.
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High Quality Responsive People Improving & Innovating System & Partners Resources

UHNM PLACE RESULTS 2022
March 2023

1. Introduction 

The Patient-Led Assessments of the Care Environment (PLACE) is an annual voluntary system for 
assessing the quality of the hospital environment. Introduced in April 2013 it replaced Patient 
Environment Action Team (PEAT) and was reviewed in 2018/19 providing clearer guidance, improved 
form design and the introduction of a web based collection tool PLACE-Lite.

Annual PLACE collections were suspended nationally in 2020 and 2021 due to the COVID19 pandemic. 
During this time desktop exercises were undertaken comparing PLACE inspection scores from 2019 to 
patient satisfaction survey comments on those wards for 2020 and 2021.  In the Summer of 2022 it was 
confirmed that PLACE inspections were able to resume to the full process.  

This report provides a description of the process and summarises the scores achieved for 2022 full 
UHNM PLACE inspection undertaken in Autumn 2022.

2. PLACE Process

PLACE covers NHS Trusts, voluntary, independent and private healthcare providers. It is completed by 
teams of staff and patient assessors (minimum of 50%) and covers a selection of wards and 
departments, communal and external areas. Questions score towards one or more of the following non-
clinical domains:-

• Cleanliness; 

• Food/Hydration; 

• Privacy, Dignity and Wellbeing; 

• Condition, Appearance and Maintenance; 

• Dementia;  

• Disability. 

NHS Digital manages the data collection, validation and publication of results from assessments and 
provides guidance within which inspections must take place.  The inspections cover a range of 
compulsory areas and those that the patient assessors can choose.  A&E, food tasting, outpatient areas 
are included as compulsory areas and the number of wards to be inspected is determined on the size of 
the overall site.  Patient Assessors choose on the day of inspection where they would like to inspect 
from the non-compulsory options.

Trusts were notified in August 2022 that the dates for the 2022 collection was planned to run from 5th 
September to 11th November 2022. Inspection dates were coordinated with the availability of patient 
assessors and relevant Trust and ward department staff with representatives from Estates, Facilities 
and PFI and Nursing Departments in line with guidance.  The inspections were supported by an 
External Verifier from Combined Health Care NHS Trust.

The collection assessment forms and guidance documents are available for information at 
https://digital.nhs.uk/data-and-information/areas-of-interest/estates-and-facilities/patient-led-
assessments-of-the-care-environment-place

The deadline for data submission was 16th December 2022 and UHNM successfully submitted its data 
on Thursday 15th December 2022.

 

https://digital.nhs.uk/data-and-information/areas-of-interest/estates-and-facilities/patient-led-assessments-of-the-care-environment-place
https://digital.nhs.uk/data-and-information/areas-of-interest/estates-and-facilities/patient-led-assessments-of-the-care-environment-place
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3. PLACE Scores and Patient Assessor Comments

      PLACE scores, were published nationally on 23rd March 2023 and are recorded in the table below.   
      Scores are generated by the national database system based on the information submitted from the   
      inspections.  Scores are not generated by Trusts and are in the public domain at the link above.

Nationally a total of 1,046 assessments were undertaken in 2022 compared to 1,144 in 2019. There 
were 110 assessments that were excluded due to missing mandatory assessment components (e.g. 
external areas) or an insufficient number of patient assessors. The findings were based on the 936 
remaining assessments and results are not comparable with previous years due to different areas 
having been inspected.

      The table below outlines the site scores for Royal Stoke University Hospital and County Hospital plus
      the overall UHNM Trust organisation score alongside the national average for 2022.

UHNM achieved above the national average for all but one of the domains which was ward food which 
marginally fell below the national average score.  An action plan has been identified to support 
improvement in this area.

      
Site Name CLEANING 

Score %
FOOD 
Score 

%

Organisation 
Food %

Ward Food 
%

PRIVACY, 
DIGNITY & 

WELLBEING 
Score %

CONDITION & 
MAINTENANC

E Score %

DEMENTIA 
Score %

DISABILITY 
Score %

THE ROYAL 
STOKE 
UNIVERSITY 
HOSPITAL

99.71 91.60 97.57 90.05 91.94 99.82 87.50 90.96

THE 
COUNTY 
HOSPITAL

99.75 97.06 94.79 98.59 94.33 97.54 93.17 92.64

UHNM 
TRUST 
SCORE

99.72 92.31 97.21 91.17 92.25 99.52 88.24 91.18

NATIONAL 
AVERAGE

98.05 91.27 91.15 91.94 87.94 95.99 83.21 84.32

     Patient Representative Comments

     In addition to completing score sheets on a pass, fail or qualified pass basis, patient assessors are     
     encouraged to provide any supporting comments that the Trust may take on board.  Below is a  
     summary of some of the comments received for each site:-

     County Hospital:-

“Despite their age buildings maintained to a very high standard, very clean in all areas inspected, 
standard of decoration high”.

“Walking through the communal areas was a really pleasurable experience; they were all 
clean and well signposted”.

     Royal Stoke Hospital:-

“Allowing for the constraints place upon the Royal Stoke from the pandemic and staffing issues, the 
hospital has managed to maintain and improve on their level and standard of cleanliness and also in 

the maintenance of the fabric of the estate”.

“We found no issues of substantial concern on the day of the inspection”.

“The oral clinic deserve a special credit for maintaining standards and practices together with 
their helpful information boards”.

“Overall all staff deserve credit for what they have achieved”.
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“Just want to say thanks for inviting and allowing myself to take part in this year's place 
inspections, I really appreciate it and feel privileged to take part in inspecting such a great 

hospital and all the work that goes into it by the staff”.

4. Conclusion

The PLACE scores achieved in 2022 for UHNM and its sites Royal Stoke and County Hospitals 
demonstrate that the hospital environment for patients from a non-clinical perspective at UHNM 
continues to provide a positive experience for our patients.  In addition to the reasons referred to 
above Trusts are encouraged not to compare scores with previous year’s inspections due to 
different areas being inspected and different patient assessors undertaking the inspections. 
Inspections are based on what is seen on that particular day.  Changes to questions made each 
year to improve upon feedback regarding the inspections also makes comparing previous year’s 
data difficult.

Good environments and services that respond to the needs of our patients really do matter and 
thanks go to all staff for their continued hard work and commitment in this area.   Special recognition 
goes to our  Estates, Facilities and PFI Division for the vital part they play every day in continuing to 
maintain an excellent care environment and impacting positively on our patient and staff experience.  

An action plan has been developed to address the areas where action is necessary to make further 
improvements.  It should be noted that the Trust’s winter pressure challenges in 2022 and changes 
to the environment to accommodate the “Your Next Patient” initiative has impacted on some of the 
responses to questions regarding communal spaces for patients.  A PLACE working group is well 
established and will meet to review the scores achieved and actions identified in conjunction with 
the Food Standards Group and Ward and Department Managers.

5. Recommendations

To receive and note the contents of this paper and the scores achieved for PLACE 2022 and to 
support in delivering the actions outlined across the organisation.

Appendix 1 – Inspection schedule
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Appendix 1 – Inspection Schedule 2022

UHNM PLACE Inspection – Royal Stoke Wards/Outpatients

Inspection Requirements: 14 Wards, 14 Outpatients, 14 Public Areas, 5 Meal Services, 

Emergency Dept, External Area

PFI Wards Lyme Building Wards Outpatient Departments Outpatients Departments 

Cont

210 100 Outpatients 1 202 Day Case

215 101 Outpatients 2 Early Pregnancy unit 

216 102 Outpatients 3 Maternity Assessment unit  

217 103 Eye Clinic Radiotherapy 

218 104 Discharge Lounge Chemotherapy suite

220 105 Poswillo Haemodialysis

221 106 PreAms Fracture Clinic

222 107 REHAB Kidney Unit

223 108 Cath Labs Ambulatory Emergency 

Centre (AEC)

225 110 Children’s Outpatients Clinic West Building Wards

226 111 Cardiac Clinic 76b

227 113 Endoscopy  78

228 117 Neurophysiology Clinic 79

230 ITU Pod 6 Heart and Lung Clinic 80

231 Trent Building Ear Nose Throat 81  

232 122 Oral orthodontic Clinic Maternity Wards

233 123 Nuclear Medicine 205  

CCU 124 Shine Clinic 206  

Critical Care Unit 126 Breast clinic Maternity Birthing Centre

Compulsory Areas 127 Hearing & Balance Cancer Centre Ward

External Area 201

Emergency Dept

Team 1 – Team 2 – 

2 PFI Wards including public Areas, 3 Outpatient 

Areas 

2 PFI wards including public areas,  3 Outpatient areas, 1 

Meal Service

Team 3 – Team 4 – 

ED, 1 External Area, 2 Trent Wards including public 

areas, 1 Meal Service

 2 Lyme wards including public areas, 3 Outpatient Areas, 1 

meal service

Team 5 – Team 6 – 

2 West Build Wards, 1 Maternity Ward, 1 Cancer 

Centre Ward including public areas,  2 Outpatient 

Areas and 1 meal service

2 PFI Wards including public areas, 3 Outpatient areas, 1 

Meal Service
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UHNM PLACE Inspection – County Wards/Outpatients

PLACE 2022 - County E
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Ground Floor      

Shine/clinical Investigations   x   

Renal   x   

Physiotherapy   x   

Endoscopy   x   

Outpatients Area x     

Outpatients Garden     x

Chemotherapy Unit   x   

Chemotherapy Garden     x

Remembrance Garden     x

Dermatology   x   

Stairwells      

Toilets      

Main Reception    x  

MRU   x   

X - Ray x     

CT Unit   x   

A&E x     

1st Floor      

Ward 8  x    

Ward 7  X    

Ward 1  x    

AMU  x    

Breast Care Unit   x   

Elective Orthopaedic Unit  x    

Chapel    x  

Nightingales    x  

2nd Floor      

Ward 12  x    

Ward 14  x    

Ward 15  x    

Neurological Unit   x   

Womens Health   x   

Totals 3 8 9 4 3
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Transformation and People Committee Chair’s Highlight Report to Board 

26th April 2023

1. Highlight Report 

! Matters of Concern of Key Risks to Escalate Major Actions Commissioned / Work Underway 
For information: 

• A verbal update was provided in relation to a recent network outage highlighting that a root cause 
analysis was being undertaken to establish the reason for failure as well as identifying any lessons 
learned.  

• An update in relation to the Data Security and Protection (DSP) Toolkit was provided, highlighting a risk 
in the ability to achieve the 95% DSP statutory and mandatory training target, which needed to be 
achieved by June 2023.  The consequences of not achieving this target were outlined which could in turn 
affect the Trust’s well led score and also affect the Trust’s reputation, although this was mitigated by a 
robust improvement programme

• The quarter 4 formal disciplinary report highlighted a trend regarding data security breaches and noted 
the estimated cost of exclusions.

• The Improving Together update highlighted 35% adoption of tools and a number of countermeasures for 
improvement were ongoing with an additional countermeasure identified in relation to training more 
colleagues during summer, and during winter focussing on training teams which were less clinically 
dependent 

• The digital and data security and protection group highlighted that timelines for a number of 
developments had been requested, which included the improvements to VPN, rollout of Office 365 and 
work on a digital Recommended Summary Plan for Emergency Care and Treatment (ReSPECT)

• Internal audit to undertake a review in 2023/24 with regards to the nursing establishment review 
process 

• Cultural Improvement Programme and Staff Survey Action Plan to be brought together in one 
simplified plan 

• Being Kind statutory and mandatory training to be launched in May 2023

• Community Diagnostic Hub business case continuing to be written in preparation for being 
presented to the Trust Board in June 2023 and NHS England

• Regular update to be provided in relation to transformation of services at the Committee and further 
consideration required in terms of timing of updates provided to the Committee versus the Board 

• Recommendations from the NHS England Improvement approach to be reviewed 

• Report authors to be invited to attend Effective Report Writing Training 

 Positive Assurances to Provide Decisions Made
• Assurance was provided to the Committee in respect of international maternity recruitment and the 

associated competency testing programme which mirrored the nursing Objective Structured Clinical 
Examination (OSCE) approach.  It was noted that 3 / 5 international midwives had arrived in the UK.  

• The outcome of the six monthly nursing establishment review was provided which highlighted the 
progress made in ensuring compliance with national guidance and an expansion of the areas reviewed.  
It was recognised that further discussions were required as to funding the uplift, availability of workforce 
and impact on quality and safety  

• Additional assurance was provided in relation to the actions being taken in response to the Staff Survey 
with the primary focus on accelerating the actions aimed at addressing the three lowest performing areas

• Month 12 workforce performance highlighted slight improvements in PDR and statutory and mandatory 
training compliance, although there had been a increase in the sickness absence metric 

• The Strategy and Transformation Group highlighted ongoing progress in relation to County Hospital, 
Community Diagnostic Hub and Urgent Treatment Centre  

• The Committee welcomed the output of the Committee effectiveness review and noted the ongoing 
actions being taken to provide more time for discussion of key priority areas such as the strategic 
workforce plan, transformation programme and staff engagement / cultural improvement.  

• The Committee approved the increase in risk score for BAF 6 as a result of an increase in likelihood 
of incidents occurring, as well as the decrease to BAF 4 to its target risk score.  In addition the 
Committee agreed with the top 3 risks which were to be reported within the Annual Governance 
Statement 

• The Committee approved the revised Terms of Reference which were due to be included within the 
Rules of Procedure, whilst noting that the business cycle was subject to change, taking into account 
the ongoing work to streamline reports being considered at the meeting

Comments on the Effectiveness of the Meeting
No further comments were made. 
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2. Summary Agenda 

BAF Mapping BAF MappingNo. Agenda Item
BAF No. Risk Assurance

Purpose No. Agenda Item
BAF No. Risk Assurance

Purpose

ID13419
1.

International Recruitment 
(Maternity) - Competency 
Assessments and Failure Rate

BAF 3
ID15993

 Assurance 7.
Executive Strategy and 
Transformation Group 
Assurance Report

BAF 4 Mod 6  Assurance

Ext 20
2. Nursing Establishment Review BAF 1/3

Ext 16
 Assurance 8.

Improving Together 
Countermeasure Summary

- - ! Assurance

3. Q4 Formal Disciplinary Activity BAF 2 High 12 ! Assurance 9.
Data, Security & Protection 
Toolkit

BAF 6 Ext 16 ! Assurance

High 12
4. Staff Survey Action Plan BAF 2/3

Ext 16
 Assurance 10.

Executive Digital and Data 
Security and Protection Group 
Assurance Report

BAF 6 Ext 16 ! Assurance

High 12
5. Workforce Report – M12 2022/23 BAF 2/3

Ext 16
 Assurance 11.

Board Assurance Framework 
Q4 2022/23

- - - Approval

6.
Community Diagnostic Centre – 
Stoke-on-Trent

- - - Information 12.
Committee Effectiveness 
Review 2022/23

- - - Approval

3. 2022 / 23 Attendance Matrix 

No. Name Job Title A M J J A S O N D J F M

1. Prof G Crowe Non-Executive Director (Chair)

2. Ms H Ashley Director of Strategy and Transformation

3. Ms T Bowen Non-Executive Director

4. Mrs T Bullock Chief Executive

5. Mr P Bytheway Chief Operating Officer

6. Mrs C Cotton Associate Director of Corporate Governance NH

7. Mrs J Haire Chief People Officer

8. Dr M Lewis Medical Director ZD

9. Prof K Maddock Non-Executive Director

10. Mrs A Riley Chief Nurse

11. Prof S Toor Non-Executive Director

Attended Apologies & Deputy Sent Apologies 
d
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Performance and Finance Committee Chair’s Highlight Report to Board 

25th April 2023

1. Highlight Report 
! Matters of Concern of Key Risks to Escalate Major Actions Commissioned / Work Underway 

For information:

• Whilst urgent care performance has improved, trolley waits remain a significant 
concern 

• UHNM will be classified as Tier 1 for Cancer as a result of being in Tier 1 for 
elective; this will be against two key areas of monitoring 

• Size of the waiting list, which will be confirmed following the independent review

• NHSE deep dive into the Endoscopy Department being undertaken in May (via 
the diagnostic recovery team) 

• Financial Plan carries risk including delivery of CIP, meeting the activity target for 
the ERF, recurrent investments and capital 

• Overseas visitor activity and income identified a trajectory of outstanding amounts 
increasing year on year (although there is provision within the financial plan to 
mitigate)

• Surgical Division to present to the Committee the reasons for delays in theatre 
and the work being undertaken as part of the broader programme 

• Have begun to pull together KPI’s for Urgent Care with the Trust being 57th 
nationally and 10th regionally (middle quartile) when compared with others

• Independent review of elective data remains underway; some themes identified 
and the findings/ recommendations will be presented to the Committee in May

• Elective patients are currently prioritised on clinical need and time of wait although 
work is being explored in relation to health inequalities   

• A significant amount of work is being undertaken around validation of data

• Development of Risk Reduction Trajectories will form part of the 2023/23 BAF 
along with strengthened assurance mapping / planning 

• Update to be provided on progress with the Pathology Network as there has been 
an overspend against its non-pay budgets

 Positive Assurances to Provide Decisions Made

• Increase in 4 hour performance in March  (68%) has continued throughout April 
against the target of 76%

• Improving trend of lost ambulance hours; now in 10th week of maintaining around 
300 lost hours which is a significant improvement which is being sustained

• The amount of time where corridor care has been required has decreased

• Simple and timely discharges have improved by around 15%

• Additional revenue investment will be available through the Cancer Alliance as a 
result of being in Tier 1 

• 2ww performance has been maintained 

• Joint working with the ICB on development of a system wide Board Assurance 
Framework

• £7.31m procurement savings were made during 2022/23 which was above target

• Breakeven income and expenditure position achieved in line with plan

• Delivery of capital expenditure at year end in line with the 22/23 capital plan 

• Revised Non-Elective and Planned Care Plans for 2023/24 agreed (the metrics 
will form part of the revised Integrated Performance Report)

• Approval of the revised Terms of Reference and Membership for 2023/24 (which 
will form part of the Rules of Procedure which will be presented to the Board)

• Histopathology Outsourcing of Laboratory Specimens and Reporting (eREAF 
10554)

• Supply of Hearing Aids (eREAF 10690)

• Approval of financial plan submission 

• Approval of the financial plan submission (with a £39.4m deficit for the system) – 
this has been agreed by CEO’s and Chief Financial Officers whilst recognising the 
challenges

Comments on the Effectiveness of the Meeting
• Committee Effectiveness Review concluded that the Committee was generally effective, with some actions for improvement identified and a need to be clear around 

assurance 
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2. Summary Agenda 

BAF Mapping BAF MappingNo. Agenda Item
BAF No. Risk Assurance

Purpose No. Agenda Item
BAF No. Risk Assurance

Purpose

1. Board Assurance Framework Q4 22/23 All -  Approval 7.
Finance Report – Month 12 
22/23

BAF 8 Mod 4  Assurance 

2. Committee Effectiveness Review 22/23 - - - Approval 8.
Overseas Visitor Activity and 
Income

BAF 8 Mod 4 ! Assurance

3.

Performance Report – Month 12 22/23:

• Update on Discharges / Ambulance 
Holds

• Non-Elective and Planned Care 
Plans on a Page

BAF 1 / 
5

Ext 20  ! Assurance 9.
Community Diagnostic Centre 
– Stoke on Trent 

- - - Assurance

4. Procurement Update Report BAF 8 Mod 4  Assurance 10.
Planned Care Improvement 
Group Highlight Report 

BAF 1 / 
5

Ext 20 - Information 

5.

Authorisation of New Contract Awards, 
Contract Extension and Non Purchase 
Order (NPO) Expenditure 

- - - Approval 11.
Non-Elective Improvement 
Group Highlight Report

BAF 1 / 
5

Ext 20 - Information 

6. Financial and Capital Plan Update 23/24 BAF 8 Mod 4 ! Approval 

3. 2022 / 23 Attendance Matrix 

No. Name Job Title A M J J A S O N D J F M

1. Dr L Griffin (Chair) Non-Executive Director

2. Mr P Akid Non-Executive Director

3. Ms H Ashley Director of Strategy 

4. Ms T Bowen Non-Executive Director

5. Mrs T Bullock Chief Executive 

6. Mr P Bytheway Chief Operating Officer

7. Mr M Oldham Chief Finance Officer

8. Mrs S Preston Strategic Director of Finance 

9. Mrs C Cotton Associate Director of Corporate Governance

10. Mr J Tringham Director of Operational Finance

Attended Apologies & Deputy Sent Apologies 




