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AGENDA | Trust Board - Part 1 (in Public)

Meeting held on Wednesday 8" October 2025 at 9.30 am to 1.00 pm
Trust Boardroom, Third Floor, Springfield, RSUH

1o s &

| 9:30 | PROCEDURAL ITEMS

20 mins 01 Patient Story Information Mrs J Holmes Verbal
02 Chair's Welcome, Apologies and Confirmation of Information Ms J Small Verbal
Quoracy
5 mins 03 Declarations of Interest Information Ms J Small Verbal
04 Minutes of the Meeting held 9t July 2025 Approval Ms J Small Enclosure
05 Matters Arising via the Post Meeting Action Log Assurance Ms J Small Enclosure
5 mins 06 Questions from Members of the Public in relation Information Ms J Small Verbal
to matters on the agenda
| 10:00 | CHAIR AND CHIEF EXECUTIVE UPDATES
5 mins 07 Chair's Update Information Ms J Small Verbal
10 mins 08 Chief Executive’s Report — October 2025 Information Dr S Constable Enclosure
10 mins | 09 Provider Collaborative Update Assurance Ms H Ashley Enclosure
10 mins 10 Board Assurance Framework — Q1 Assurance Mrs C Cotton Enclosure All
| 10:35 | OUR PATIENTS: QUALITY, ACCESS & OUTCOMES
10 mins 11 g/l?ternlty & Neonatal PSIRF Investigation Report Assurance Mrs S Jamieson Enclosure 1
10 mins | 12 Mortality Assurance Annual Report (2024/25) Assurance Dr D Adamson Enclosure 1
15 mins 13 Urgent and Emergency Care Pressures, Assurance Mrs K Thorpe To follow 1,4

Ambulance Handovers & Winter Plan
10 mins | 14 Undertakings Information Dr S Constable To follow 1

11:20 — 11:30 COMFORT BREAK
| 11:30 | OUR PEOPLE

10 mins 15 Appraisal and Revalidation Annual Report Assurance Dr M Poulson Enclosure

10 mins | 16 Speaking Up Report Q3/Q4 2024/25 Assurance Mrs C Cotton Enclosure 3

10 mins | 17 Workfprce Race and Workforce Disability
Equality Standard Reports 2025

. Equality, Diversity and Inclusion Annual Report .
10 mins | 18 2024- 2025 Assurance Mrs J Haire Enclosure 3

| 12:10 | PERFORMANCE

19 Integrated Performance Report — Month 2 and Committee Assurance Reports:

Assurance Mrs J Haire Enclosure 3

e Quality, Access & Outcomes Committee Prof A Hassell
10 mins  19a Assurance Report (31-07-25, 28-08-25 & 01- ' 5 oqrance Enclosure 1
10-25) Mrs J Holmes /
e  Quality & Access Dashboard Mrs K Thorpe
e Finance & Efficiency Committee Assurance Ms T Bowen
10 mins 19b Report (28-07-25, 01-09-25 & 29-09-25) Assurance Enclosure 6,7
e Finance Dashboard Mr M Oldham
e People, Culture and Inclusion Committee Mrs L Bainbridge
10 mins | 19c Assurance Report (30-07-25 & 30-09-25) Assurance Enclosure 3
e People Dashboard Mrs J Haire
1240 | GOVERNANCE
5 mins 20 Audit Committee Assurance Report (31-07-25) Assurance Mrs M Monckton Enclosure
10 mins | 21 Provider Capability Assessment Approval Mrs C Cotton To follow
| 12:55 | CLOSINGMATTERS | |
Review of Meeting Effectiveness
5 mins 22 Link to feedback form: Information Ms J Small Verbal
https://forms.office.com/e/tydNkMB2M)j
23 Review of Business Cycle Information Ms J Small Enclosure
|__13:00 | DATE AND TIME OF NEXTMEETNG __ | | | | |
24 \éVeclj(nesday 10th December 2025, 9.30 am, Trust Boardroom, Third Floor, Springfield, Royal
toke

Questions from the Public - Please submit questions in relation to the agenda, by 9.00 am 6t
October to nicola.hassall@uhnm.nhs.uk
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Minutes of Meeting

Trust Board — Part 1 | 9t July 2025 9.30 am to

11.35 am
Trust Boardroom, Third Floor, Springfield

Members Present:

Name Initials Title

Ms J Small JS Chair (Chair) Voting

Mrs L Bainbridge LB Non-Executive Director Voting

Ms T Bowen TBo Non-Executive Director (virtual) Voting
Prof G Crowe GC Non-Executive Director Voting
Prof A Hassell AH Associate Non-Executive Director Non-Voting
Prof K Maddock KM Non-Executive Director Voting

Mrs M Monckton MM Non-Executive Director (virtual) Voting
Miss W Nicholson MBE ~WN Associate Non-Executive Director Non-Voting
Prof S Toor ST Non-Executive Director Voting

Dr D Adamson DA Interim Chief Medical Officer Voting

Ms H Ashley HA Director of Strategy Non-Voting
Mrs C Cotton CcC Director of Governance Non-Voting
Mr M Oldham MO Chief Finance Officer Voting

Mrs A Freeman AF Chief Digital Information Officer Non-Voting
Mrs J Haire JH Chief People Officer Non-Voting
Mrs AM Riley AR Chief Nurse Voting

Mrs K Thorpe KT Interim Chief Operating Officer Voting
Name Initials Title

Dr S Constable SC Chief Executive Voting

Mrs L Thomson LT Director of Communications Non-Voting
Mrs L Whitehead LW Director of Estates, Facilities & PFI Non-Voting

In Attendance:
Name Initials Title
Mrs J Dickson JD Deputy Director of Communications (representing Mrs Thomson)

Mrs N Hassall NH Deputy Director of Governance (minutes)
Mr D Ruscoe DR Deputy Director of Estates, Facilities & PFI (representing Mrs Whitehead)
Members of Staff and Public: 6

PROCEDURAL ITEMS
1. Colleague Story

A colleague story was shared with members of the Trust Board via the
following  link: https://vimeo.com/1099300106/b551478af6?share=copy
whereby Mrs Ferneyhough provided an update on the work she had
undertaken in collaboration with Johns Hopkins.

Mrs Haire highlighted the project's contribution to supporting people, patients,
078/2025 and the wider population and Mrs Riley emphasised the significance of
tracking patient mobility within the context of the Johns Hopkins initiative.

Professor Toor inquired about opportunities to disseminate the learning more
broadly and to publish the associated data. Mrs Riley confirmed that efforts
were underway to establish robust evidence base and anticipated that
sufficient data would be available within a year to demonstrate meaningful
impact. She also outlined the international research connections and the
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collaboration with NHS England (NHSE). Professor Maddock encouraged
early publication of preliminary findings rather than delaying progress.

Ms Bowen referenced a recent walkabout at County Hospital, which included
a visit to the library where boards had displayed data and findings. She
suggested that further communication of these developments would be
beneficial.

Miss Nicholson proposed submitting the work as a case study to the World
Health Organization (WHO) network as an initial step prior to formal
publication.

Professor Crowe supported the previous comments and suggested exploring
partnerships with charitable organisations to enhance storytelling of the
initiative and outreach.

Ms Small expressed gratitude to Mrs Ferneyhough for sharing the story and
commended the holistic approach to promoting mobility, health, and wellbeing.
She noted the importance of embedding such practices more widely to
maximise their impact.

Mrs Dickson provided an overview of the internal communication campaigns
that had been undertaken to support the initiative.

The Trust Board noted the colleague story.

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

Ms Small welcomed members to the meeting. Apologies were received as
079/2025 ) ,

noted above and the meeting was confirmed as quorate.
3. Declarations of Interest

080/2025 @ There were no declarations of interest raised.

Minutes of the Meeting held 7t May 2025 and of the Extraordinary
Meeting held 25! June 2025

P

Ms Bowen requested an amendment to page 6 in relation to the Charitable
contribution made which had helped to improve Patient Led Assessment of

081/2025 the Care Environment (PLACE) Scores. With the exception of this NH
amendment, the minutes of the meetings held on 7" May and 25" June were
approved as a true and accurate record.

5. Matters Arising via the Post Meeting Action Log
PTB/614 — Mrs Thorpe highlighted that comparator data for ambulance
handovers was not published publicly and as such it would be included within
the private session.

082/2025
PTB/615 - Mrs Haire highlighted that the head of workforce information was
considering the changes required which would be reported to the People,
Culture and Inclusion Committee (PCIC) in July.

6. Chief Executive’s Report — July 2025

083/2025
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Ms Ashley provided the following updates:

e The NHS 10-Year Plan had been published. A short paper was to be
discussed in the private session to compare the Trust’s current strategy
against the new plan. No immediate actions were required at this stage.
The Stoke-on-Trent Centenary Celebrations took place in June, during
which the Trust actively participated in a number of community events.
The County Day Case Unit had officially opened. This development formed
part of the broader strategic plan to establish County Hospital as an
elective centre. The Trust aimed to build on this initiative to offer patients
an alternative to Royal Stoke for elective procedures.

Ms Bowen welcomed the recognition of the work undertaken by the Trust's
volunteers. She also raised a query regarding the perioperative optimisation
programme, specifically when measurable benefits would be observed and
what data would be available to support this.

In response, Ms Ashley confirmed that the programme had gone live in a small
number of specialties. The team had begun identifying patients who required
more intensive support prior to planned procedures. This approach enabled
the identification of specific patient needs, allowing for more targeted and
meaningful pre-operative conversations. Although the pilot was in its early
stages, it was anticipated that the programme would be expanded across all
specialties, including both adult and paediatric services.

Professor Hassell asked whether the outcomes of the programme would be
visible. Ms Ashley responded that the initiative was expected to report to
Quality, Access and Outcomes (QAOC) Committee, with a particular focus on
addressing health inequalities.

Professor Crowe formally acknowledged the retirement of Mrs Thompson,
Chief Pharmacist. He commended her outstanding dedication to the role, her
embrace of innovation and research, and her leadership in modernising
pharmacy services. He also praised the quality of her handover to incoming
colleagues.

On the topic of consultant recruitment, Professor Crowe noted the
encouraging level of interest in new roles and asked whether this reflected a
broader trend. Mrs Haire responded that while some roles remained difficult to
fill, with limited or no applicants, the Trust was generally seeing an increase in
the number of candidates being interviewed. Dr Adamson added that the
Trust’s positive reputation for workplace culture was becoming more widely
recognised, particularly among those in training programmes, and this was
contributing to improved retention of trained staff.

Ms Small referred to the perioperative optimisation programme in the context
of the NHS 10-Year Plan. Ms Ashley acknowledged that progress had taken
longer than anticipated, which had been a source of frustration. However, she
emphasised the importance of ensuring that patients were not referred until
their issues had been addressed, allowing for better monitoring over time.

Mrs Thorpe noted that as the scope of the programme widened, the data
collected would provide valuable insights into conditions that delayed timely
care and led to patients returning to the community without treatment. This
would support more proactive interventions prior to referral.

Ms Small highlighted the importance of triangulating this data with broader
health and wellbeing indicators. Mrs Freeman added that collaboration with
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GP practices had improved visibility of patient information, enabling earlier
identification of individuals who were not yet fit for surgery and potentially
preventing unnecessary hospital admissions.

The Trust Board received and noted the update.
7. Annual Plan 2025/26

Ms Ashley presented the Annual Plan and highlighted the following key points:
e The plan had been developed in the context of the Trust’s new strategy,
launched in April 2025, and incorporated elements of the broader strategic
framework and Year 1 priorities.

Financial references within the plan were framed in terms of cost
improvement initiatives.

The plan aimed to establish a comprehensive suite of measures to monitor
progress, with regular updates to be provided to the Board throughout the
year.

Mrs Cotton noted that the plan formed part of the wider Well-Led Framework
for the organisation, supporting governance and accountability.

Professor Hassell welcomed the clarity of the document, particularly the
structured outline of the programmes and the specificity of its content. He
raised a query regarding the time to first appointment metric, noting that only
one area appeared not to be planned to not meet its target. In response, Mrs
Thorpe explained that during the initial planning phase, this metric had been
identified as off-trajectory. However, following further discussions related to
elective recovery funding, it had since been brought back on track and would
be amended accordingly in the plan.

Professor Hassell also queried where the combined hospital score would be

084/2025 reported. Ms Ashley acknowledged that it was not yet clear whether the three
explicit priorities would be reported to a committee or directly to the Board. Mrs
Cotton added that the Trust had received its National Oversight Framework
(NOF) segmentation rating and ranking, and further consideration was needed
to determine how the associated metrics and measures would be aligned and
reported.

Mrs Monckton welcomed the document as a clear record of the Trust's
planned activities over the next 12 months. She suggested that, at year-end,
it would be valuable to overlay actual achievements against the plan to support
ongoing reference and accountability.

Professor Crowe raised several points regarding the 2025/26 performance
measures, particularly those related to workforce. He noted that references to
“premium staffing” at PCIC included both agency and bank staff and queried
whether patient experience was adequately reflected in the targets. He also
sought clarification on the meaning of the activity target figures.

Mr Oldham confirmed that the activity targets were broadly in line with those
delivered in 2024/25. In response to a further query from Professor Crowe
about whether the “community first” approach was reflected in the activity plan,
Mr Oldham noted that the figures were based on the previous year’s data and
demographic growth, and did not necessarily capture that shift.

Mrs Haire clarified that not all bank staffing incurred premium costs and JH
committed to providing further detail on what was included under “premium
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spend.” She also confirmed that reporting on bank and agency staffing would
be aligned with national targets and brought to the PCIC.

It was agreed that the Annual Plan document would be added to the Business
Intelligence (BI) bookshelf and published on the Trust’'s website. The Board
acknowledged that a key challenge would be ensuring robust reporting at year-
end and identifying areas where performance had not met expectations.

Ms Ashley concluded by expressing her thanks to Mr Chris Bird for his work in
compiling the document.

The Trust Board approved the Annual Plan.

OUR PATIENTS: QUALITY, ACCESS & OUTCOMES

8 Urgent and Emergency Care Pressures, Ambulance Handover and
’ Winter Update

Mrs Thorpe provided an update on urgent and emergency care (UEC)
performance, noting that handover times had been improving in line with the
planned trajectory. However, June had presented particular challenges. She
outlined the tactical responses implemented and highlighted significant
changes at the front door, including efforts to move towards a maximum
handover time of 45 minutes. While early indications suggested progress in
the right direction, it remained too early to confirm whether improvements
would be sustained.

She referenced the Recovery Highlight Report, which indicated that the 45-
minute handover target had not yet been fully embedded and remained a key
objective for July. She also noted ongoing issues with the co-location of the
Urgent Treatment Centre (UTC) at the Royal Stoke front entrance, citing
planning regulations and the need for further medical engagement as barriers.

Professor Crowe welcomed the inclusion of trajectory data and raised
concerns regarding the Trust’'s vulnerability in achieving its objectives,
particularly in relation to capital investment in the discharge lounge and UTC.
Mrs Thorpe confirmed that capital allocations had been received from the
085/2025 | centre, but these were ringfenced for specific purposes. While the facilities
existed, they were not currently functioning as intended and were insufficient
in size. Mr Oldham added that access to the capital funding was contingent
upon a business case with no associated revenue impact, which presented a
challenge—particularly for the UTC, where timing was a critical issue.

Ms Ashley emphasised that the Trust was not in a position to create new costs
and that teams were exploring how to utilise the existing workforce more
efficiently.

Professor Hassell raised a query regarding the reliability of ambulance
handover data. Mrs Thorpe responded that there were no concerns with the
data provided by the ambulance service itself. However, she explained that
national mapping of provider sites had caused discrepancies, with County
Hospital previously being mapped to Midlands Partnership NHS Foundation
Trust (MPFT) rather than UHNM. This issue was being addressed and was
believed to be resolved, although further testing was required.

Ms Small asked when the data mapping issue would be fully resolved. Mrs
Thorpe responded that while it had been expected to be corrected two weeks
prior, further testing was scheduled for the current week to confirm resolution.
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The Trust Board received and noted the update.

9. Maternity Serious Incident Report

The high-level summary was taken as read.

Ms Bainbridge referred to recommendations in terms of the processes in place
086/2025 to review themes and queried whether QAOC had received that information

as the level of detail was not available for the Trust Board. Professor Hassell
confirmed that this level of detail was considered by the Committee.

The Trust Board received and noted the update.

PERFORMANCE
10 Integrated Performance Report — Month 2 and Committee Assurance
) Reports:

Quality, Access & Outcomes Committee Assurance Report (05-06-25 & 04-
07-25)

Professor Hassell reported that the Committee continued to focus on access
metrics and the Trust’s progress against recovery trajectories. He highlighted
the following key points:

e Ongoing challenges remained in specific areas of cancer performance and
diagnostics, as well as in managing long-wait patients. Some assurance
had been received in relation to gynaecology and ear, nose and throat
services, although orthopaedics continued to present greater difficulties.

e Partial assurance was noted for infection prevention, with 4 out of 10 Board
Assurance Framework (BAF) standards still outstanding.

e The Committee reviewed the analysis of 104-day cancer breaches and
discussed the tension between conducting harm reviews and progressing
treatment for patients still awaiting care.

e Several issues had been identified in relation to medicines optimisation.
However, assurance had since been received that the relevant posts had
been filled and the issues addressed.

08772025 e The implementation of the Electronic Prescribing and Medicines
Administration (EPMA) system had been delayed. The system was
expected to address a number of patient safety concerns, including
medication storage and venous thromboembolism prophylaxis. An update
on the project had been requested.

e Significant assurance was provided by the Medical Examiner update,
which confirmed that the service continued to meet or exceed national
guidance. The Trust's approach had also attracted interest from other
organisations seeking to learn from its practices.

Ms Ashley confirmed that an update on EPMA would be provided at the private
Board session.

Professor Crowe welcomed the assurance provided by the Medical Examiner
service and noted that transplant performance, although strong, may not be
receiving sufficient visibility. He suggested that the Trust should consider how
to better communicate these positive outcomes to stakeholders.

Professor Hassell further noted:
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e Several themes discussed at the July meeting had also been raised in
June, including urgent and emergency care (UEC), long-wait patients,
harm reviews, and the adoption of electronic systems.

The Quarter 4 Mortality Assurance Report had been discussed in detail.
The Committee agreed to downgrade the assurance rating to “no
assurance” due to concerns regarding the reliability of Hospital
Standardised Mortality Ratio (HSMR) data, which was believed to be
affected by a coding backlog. Although raw mortality rates had not
increased and the assurance of the Medical Examiner service and
Structured Judgement Reviews (SJRs) remained positive, the lack of
reliable HSMR data represented a serious concern.

Ms Ashley advised that the issue had been discussed at Executive level. No
further actions had been commissioned by the Committee due to the financial
implications, which were beyond its remit. Ms Small noted that the Committee
was not in receipt of sufficient assurance and requested that the Executive
Team consider appropriate mitigation.

Mr Oldham confirmed that a paper was being prepared to explore alternative
sources of assurance, and he explained that even with additional investment,
resolving the coding backlog would take four to five months. He stated that
April and May data had been fully coded, and it was anticipated that the
dataset would be clean within 12 months. However, further assurance was
needed in the interim. He also noted that evolving data definitions would
continue to impact HSMR, making it a national issue.

Ms Ashley acknowledged that the HSMR gap could not be closed in the short
term. She proposed providing alternative data to demonstrate that there were
no concerns regarding the quality of care or mortality, even if HSMR could not
be relied upon. Professor Hassell stated that he had reviewed a paper from
Mrs Carter and Dr Morris but remained unassured, as the additional data did
not address whether mortality rates were outliers. He suggested exploring the
use of HED monthly data to provide more timely assurance, rather than relying
solely on 12-month rolling data.

Ms Small emphasised the need to determine how the Board could gain
appropriate assurance. Mr Oldham noted that while indicators of pressure and
potential negative impacts were being monitored, they did not provide absolute
assurance. It was agreed that the actions taken would be reported to the
QAOQC and reported to the Trust Board via the highlight report. MO

Professor Crowe suggested that, if internal assurance remained insufficient,
the Trust could consider seeking third-party or peer review to validate its
approach. Ms Small agreed that this should be considered by the Executive
Team and fed into QAOC.

Professor Hassell also reported:

e A review of hospital-acquired thrombosis had identified 21 cases with
incomplete risk assessments. However, all patients had received
appropriate thromboprophylaxis, and none of the cases were deemed
avoidable.

The latest Quality Performance Report (QPR) had received an “acceptable
assurance” rating. This was attributed to improvements across a range of
metrics and a positive Care Quality Commission (CQC) evaluation of
maternity services. This marked the first time the QPR had achieved this
level of assurance, despite ongoing challenges.

Quality & Access Dashboard
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Mrs Riley referred to the timely observations’ metric and pace of improvement.
She stated that the Care Excellence Framework (CEF) approach had been
refreshed and one of the predominant reasons for bronze ratings was in
relation to timely observations, and currently the Trust did not have any bronze
wards, therefore the Trust was meeting minimum requirements, as such while
overall improvements were slow, at ward level this had improved.

Mrs Riley added that deep dives into cohorts of the population were to be
undertaken and reported to the Committee, to provide further assurance.

The Trust Board received and noted the assurance report and
dashboard.

Finance & Efficiency Committee Assurance Report (02-06-25 & 30-06-25)
Ms Bowen presented the Committee’s assurance report and highlighted the
following key points:

e Significant assurance had been received in relation to the Trust's
sustainability report

Further assurance was required regarding the revenue budget implications
of the Laboratory Information Management System (LIMS).

Opportunities for future savings through robotic technologies were being
explored.

Additional clarity was needed on the Endoscopy Elective Recovery Fund
(ERF) bid and associated activities.

Partial assurance was provided for the County Elective Hub due to delays
in implementation.

Partial assurance was also noted in relation to overall financial
performance, with risks identified that could potentially worsen the Trust’s
financial position.

The Cost Improvement Programme (CIP) remained partially assured, with
a significant proportion of savings still at risk.

The process for reviewing business cases required updating.

A further paper was expected to outline the capital programme and its
implications for long-term financial sustainability.

A positive update was received on Project STAR.

The Committee approved the Operation Anzu business case and referred
it to the Risk Management Oversight Committee for further consideration
An increase to the capital programme for the discharge lounge was
approved.

088/2025

Finance Dashboard

Mr Oldham presented the Month 2 financial report which indicated that the
Trust remained on plan, with a reported deficit of £6.9 million. The breakeven
plan relied heavily on Cost Improvement (CIP) delivery, with a significant
proportion of savings backloaded to the final six months of the financial year.
He highlighted the following:

e The revenue position, particularly pay, remained on plan with no
exceptional variances.

Indicative Month 3 figures suggested continued alignment with the plan,
with no significant increase in expenditure or deviation in pay run rate.
CIP delivery to date totalled £4.1 million, primarily through non-recurrent
measures such as workforce controls, rather than sustainable recurrent
schemes.
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Activity levels were estimated to be £1 million below plan, representing a
financial risk.

Capital expenditure was slightly under plan, and a full capital review was
underway, with findings to be reported back to the Committee.

A financial forecast was scheduled for completion at Month 3.

An unmitigated risk of £30 million had been reported to the centre, primarily
linked to CIP delivery. The Trust continued to work with NHS England to
refine and implement its CIP plans.

Cash levels were slightly below plan but remained within a reasonable
range.

Professor Crowe noted emerging vulnerabilities, particularly the lack of
recurrent savings schemes. He emphasised the need for a reforecast and a
deeper review at Committee level to assess risks and identify mitigating
actions. Mr Oldham confirmed that the Trust was still forecasting a breakeven
position but acknowledged the scale of the risks, particularly the reliance on
CIP delivery in the latter half of the year.

Ms Bowen suggested that early identification of CIP themes would be
beneficial. Mr Oldham responded that all CIP programmes had identified
schemes or thematic areas and that Project Initiation Documents (PIDs) were
being developed. He noted that while opportunities had been identified
through the NHS England opportunity tracker and incorporated into the plan,
actual delivery would present a separate challenge.

Ms Small stressed the importance of receiving assurance before year-end that
the PIDs were in development and that actions were actively being
implemented. Mr Oldham agreed, highlighting that the key priority was to
ensure robust tracking and safe delivery of the programme.

The Trust Board received and noted the assurance report and
dashboard.

People, Culture and Inclusion Committee Assurance Report (05-06-25)

Professor Crowe provided an overview of the Committee’s discussions and
highlighted the following key points:

e Significant assurance had been received following a review of the Trust’s
equity and inclusion work, conducted through NHS England. The outcome
was positive and provided further endorsement of the Trust’s plans and
approaches, despite some outstanding actions remaining.

Areas of concern were primarily linked to partial assurance ratings. While
actions were underway to address these issues, the Committee
acknowledged the considerable amount of work still required. It also
089/2025 recognised the ongoing capacity challenges and the pressure on
resources due to competing priorities across the people agenda. The need
to prioritise and, where necessary, re-prioritise workstreams was
emphasised.

Additional actions included a deeper level of assurance on staff survey
responses, with a focus on how care groups were responding to feedback.
The Committee also stressed the importance of strong and impactful
support for staff wellbeing and engagement.

Ms Ashley noted that while the possibility of re-prioritising the people agenda
had been considered, the current workstreams represented essential activities
that could not be deprioritised. She acknowledged that the Trust remained
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under-resourced in relation to the scale of delivery required. Professor Crowe
agreed, stating that some initiatives were fundamental and must continue.

Mrs Haire explained that partial assurance in several areas reflected the fact
that many actions were only just beginning to be implemented. She confirmed
that the focus for the year ahead would be on delivering impact and ensuring
that actions were aligned with value. She also noted that some colleagues’
work had been re-prioritised, particularly in relation to the urgent and
emergency care (UEC) pathway, to ensure attention was directed toward the
most pressing organisational issues while maintaining business-as-usual
operations.

Ms Small raised concerns about the current support available for staff
experiencing stress and anxiety and asked what more could be done to make
a meaningful difference. Mrs Haire responded that the Trust already offered a
range of internal support services for stress, anxiety, and depression. The
current focus was on improving job design, addressing burnout, and alleviating
workplace pressures. She emphasised the need to invest further in line
manager support and committed to reviewing the existing staff support and
counselling offers to ensure they remained effective and accessible.

People Dashboard

Mrs Haire reported on the latest People Dashboard, noting the following:

e The staff engagement score, measured through the quarterly “Staff Voice”
survey, would be reviewed for the final time in July before commencement
of the Staff Survey. Care groups had delivered detailed presentations to
the Strategic Workforce Group outlining their responses to staff survey
results and shared ideas for improvement.

e Sickness absence had decreased during the reporting period, as expected
for the time of year. The Trust continued to focus on targeted interventions
and support for colleagues.

o Staff turnover remained low. While there were challenges in managing the
run rate, the Trust had some ability to reduce it naturally. Agency utilisation
was also trending positively and was expected to fall below the established
ceiling, and Mrs Haire agreed to provide an overview for the People,
Culture and Inclusion Committee (PCIC) on premium staffing and
associated definitions.

Mrs Riley clarified that the reported figure of 200 nursing vacancies was a

result of the calculation method used and did not reflect the actual number of

unfilled posts. Ms Small requested that a narrative explanation be included in ~ AMR/JH
future reports to provide clarity.

Professor Hassell noted that the People Dashboard showed staff turnover as
amber despite its low level and suggested that this may warrant
reclassification to reflect the improvement.

The Trust Board received and noted the assurance report and
dashboard.

GOVERNANCE
11. Rules of Procedure & Output of Committee Effectiveness 2024/24

090/2025 Mrs Cotton presented the updated governance documents and highlighted the
following key points:
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e The documents reflected recent changes to the committee governance
structure.

e The Rules of Procedure formed a key component of the Trust’'s Well-Led
Framework, with explicit reference made to the strategic plan on a page.

e The revised documents placed slightly greater emphasis on the Board’s
role as a unitary body, achieved through updated language and
terminology.

e While the Terms of Reference (ToR) for the Finance and Business
Performance (FBP) Committee were nearing completion, further work was
required to reflect the Committee’s evolving role. The intention was to
finalise these and present them to the Committee in July for formal
approval. This would include a new cycle of business to ensure continued
focus on financial performance and other key areas of oversight.

¢ Once finalised, the updated documents would be published on the Trust’s
website.

Mr Oldham noted that the FBP Committee’s Terms of Reference should also
include a mechanism for tracking the activity plan, which was currently
missing.

The Board approved the documents, subject to the inclusion of the
updated FBP Committee Terms of Reference. NH

Ms Small welcomed the revised documentation and thanked those involved in
its preparation.

12. Board Seminar Plan 2025/26

Mrs Cotton presented the proposed Board Seminar Plan for 2025/26, outlining
the topics scheduled for developmental and strategic sessions. She noted that
the plan was designed to be flexible and would be updated as necessary to
reflect emerging priorities. The intention was to ensure alignment with the
Well-Led Framework and to provide structured time for Board development.

She expressed a particular interest in including an Organisational
Development (OD) session focused on Board maturity and the evolving
information needs of the Board. She also highlighted ongoing work with care
groups to adopt a similar approach at the care group level, which was viewed

091/2025 as a positive step in supporting leadership development across the
organisation.

Ms Bowen queried whether the winter plan debrief would be included in the
seminar schedule. It was confirmed that the winter plan would be discussed in
full at a future Board meeting rather than within the seminar programme.

Professor Hassell welcomed the structure of the plan and commended the
categorisation of topics under strategic programme themes.

The Trust Board received and noted the programme.

CLOSING MATTERS
13. Review of Meeting Effectiveness

092/2025 Mrs Cot_ton highlighted that a digital feedback form would be circulated for
completion.

14. Review of Business Cycle
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093/2025 | No further comments were provided.
15. Questions from Members of the Public

Mr Syme raised a number of questions in relation to the Urgent and
Emergency Care (UEC) Pressures, Ambulance Handover, and Winter Update
item. He referred to an ongoing investigation by NHS England (NHSE) and
West Midlands Ambulance Service (WMAS) concerning erroneous data
reporting of ambulance handovers.

Mrs Thorpe clarified that the issue related specifically to County Hospital,
which had been incorrectly mapped to the Haywood site in national datasets.
While the baseline data itself was accurate, the national mapping had been
incorrect. She confirmed that this had now been addressed and that the Trust
would assume full ownership of the data going forward.

Mr Syme reiterated concerns regarding ambulance handover delays at Royal
Stoke Emergency Department (ED), referencing the Urgent and Emergency
Care Plan 2025/26. He noted that these delays had previously been
acknowledged as unacceptable and that improving UEC performance
remained the Trust’s top priority.

He highlighted that the national UEC plan stipulated a maximum ambulance
handover time of 45 minutes. He observed that the current average handover
time stood at 64 minutes, and in order to meet the 45-minute maximum, the
average would need to be reduced to approximately 18—19 minutes.

Mr Syme further noted that ambulance lost hours at Royal Stoke had
exceeded 17,000 in the first three months of the year. Although there had been
094/2025 2 reduction of over 500 hours—bringing the total to around 1,000 lost hours—
he emphasised that this remained insufficient to meet the national standard.
He queried how the Trust intended to publicly report ambulance handover
delays, expressing concern that reporting average figures did not reflect
compliance with the 45-minute maximum or demonstrate a clear trajectory
toward achieving it.

In response, Mrs Thorpe explained that the Trust had adopted the 45-minute
maximum handover time as part of its improvement trajectory. However, the
requirement to report average handover times had been set during national
planning rounds for 2025/26, and the Trust was therefore obligated to report
against that metric. Ms Ashley confirmed that there had been no request to re-
submit data using alternative metrics, and the Trust was required to comply
with the existing reporting framework. Mrs Thorpe acknowledged the
challenge of aligning internal improvement standards with national reporting
requirements.

Mr Syme also referred to the national ‘Release to Rescue’ standard, which
mandates that once a handover reaches 30 minutes, all ambulances should
complete their handover and leave the hospital within 45 minutes. He asked
whether UHNM had implemented this standard, and if not, when it would be
adopted and how performance would be publicly reported.

Mrs Thorpe clarified that the Trust had not yet implemented the ‘Release to
Rescue’ standard. She explained that while the 45-minute handover target
was in place, the ‘Release to Rescue’ model required further collaboration with

ambulance service colleagues to ensure safe and timely implementation. She
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noted that the Trust still had significant work to do before the standard could
be fully adopted. In the meantime, immediate and rapid offload procedures
were in place, prioritised by patient category (e.g., Category 1 and 2) and
community needs, rather than national policy.

DATE AND TIME OF NEXT MEETING

16 Wednesday 8" October 2025, 9.30 am, Trust Boardroom, Third Floor,
’ Springfield, Royal Stoke
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Post Meeting Action Log N1

'of North Midlands

Trust Board Part 1 - Open
As at 02 October 2025

RAG
Status

Meeting Date Agenda Item Action Assigned to Due Date Done Date  Progress Report

Urgent and Emergency Care . - . . . . . - . . . .
PTB/614 07/05/2025 (UEC) Pressures, Ambulance To consider the addmgnlal information which could be provided as national / Katy Thorpe 09/67/2025 06/08/2025 Informatl(?n |nc|udedl within rfeports to Part 2 due to this not being readily B
! comparator context within future reports 06/08/2025 available in the Public domain.
Handover and Winter Update
To take the point regarding increase in agency usage from February to . . .
PTB/615 07/05/2025 People Dashboard March to PCI in addition to providing an update on the actions being taken to [Jane Haire / Kay Myatt 30/07/2025 24/09/2025 gzn:glrifér Information included within the workforce planning update to PCIC In B
review rostering practices to avoid such increases in the future. P :
PTB/616 09/07/2025 Annual Plan To prqvide further detail in terms of definitions associated with premium Jane Haire 30/07/2025 15/07/2025 Slide int.:luded in thle Chief People Officer report to July's PCIC to explain the B
spending and bank and agency staff, to PCIC. categories of premium rates
Quality Access and Outcomes To provide further assurance to QAOC on the actions being taken to address
PTB/617 09/07/2025 Y . the HSMR and provision of alternative assurance, including consideration of |Mark Oldham 07/11/2025 Action not yet due.
Committee Highlight Report N
using monthly HED data.
PTBI618 09/07/2025 People Dashboard To include additional narrative within the dashboard to explain the reason for | .o 10 07/11/2025 Action not yet due.
the differences in reporting nursing vacancies.
to consider the revised terms of reference for Finance and Business
PTB/619 09/07/2025 Rules of Procedure Performance to the Committee in July prior to including within the Rules of Nicola Hassall 09/08/2025 09/08/2025 |Revised ToR considered and agreed with FBP.
Procedure and publishing on the website.
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Chief Executive’s Report NHS'|

Trust Board | 8t" October 2025 University Hospitals

of North Midlands
NHS Trust

Part 1: Highlight Report

This report provides the Trust Board with an overview of a range of strategic and operational issues since
the last public meeting on 9 July 2025, some of which are not covered elsewhere on the agenda for this
meeting. This may be a somewhat longer report than usual because of the timing of this year’s Annual
General Meeting and our Board cycle of business.

1. NHS 10-Year Plan

The publication of the NHS 10-Year Plan: Fit for the Future over the summer marked a milestone for our
national health and care system. It is a vision for the future — one that is more preventative, digitally
enabled, and rooted in joined-up care across communities.

This national direction aligns closely with our own strategy at UHNM: the best joined-up care for all.

There are three key elements to this: i) the ‘best’ because it is the right thing to do to be ambitious and
pursue excellence in everything we do; ii) ‘joined-up’ because we need to work together as teams across
traditional silos, both inside and outside our hospitals (a frequent complaint of patients is that nothing ever
seems ‘joined-up’ in the NHS; and iii) ‘all’ because we have to look after everyone fairly, equally and
inclusively, both our local population as well as the wider population for which we provide more specialist
services.

Our focus remains firmly on delivering for Our People, Our Patients, and Our Population — and our plan
gives us renewed momentum to do so.

The exciting opportunities ahead are also of course in the context of the reality we face. Like many NHS
organisations, UHNM is operating in an extremely challenging financial and operational environment.
Pressures on our budgets are significant, and we are working hard to manage rising demand, workforce
costs, and inflationary pressures while maintaining safe, high-quality care.

This context makes the ambitions of the national plan even more important. We must find smarter, more
sustainable ways of working — reducing duplication, improving flow, and embracing innovation that delivers
better outcomes and better value.

Aligning with our own plan, the NHS plan outlines three key shifts:
» From hospital to community care

» From analogue to digital systems

* From sickness to prevention

These shifts are already reflected in our local priorities:

» Digital transformation is underway, with virtual wards, Al-assisted diagnostics, and improved patient
access to information. We will talk even more about a new EPR as that comes closer.

» Integrated care is growing through our partnerships across Staffordshire and Stoke-on-Trent.

* Prevention and population health are central to our work with the Integrated Care System (ICS), helping
us address inequalities and improve long-term outcomes.

As a Trust we will continue to:

» Put patients first, ensuring care is safe and effective, kind, and compassionate, and joined-up across
settings.

» Support and invest in our people, even in difficult times, with a focus on wellbeing, development, and
flexible career pathways.

+  Work with our communities, using data and insight to target interventions where they are needed most.

2. Reflections upon the past year
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This Board report sees my one-year anniversary as chief executive of UHNM. In the context of the above
forward-looking NHS 10-Year Plan, it inevitably gives rise to some pause for reflection. Whilst we have
made some progress with performance, including waiting times, it is clear we have more to do.

| hope that we have concentrated on developing solutions, not problems, with a strong emphasis on
engagement, transparency, and the genuine transformation of our services to adapt to the current
environment in which we find ourselves. The changes are designed to ensure UHNM delivers the best
possible outcomes for patients, staff, and the wider population, with a clear structure to support ongoing
cultural and operational improvement.

Key to this has been the development and launch of a new mission, vision, and values statement, with a
brand new 10-year strategy and strategic framework, aligned with the Darzi report and the new NHS 10-
year plan. We have had high levels of engagement through this process which lasted over six months. We
have emphasised the importance of leadership, especially clinical leadership, and a high-performing multi-
professional leadership team at all levels, as critical to cultural change.

Our strategic priorities now have very clear unambiguous metrics, including a focus on wider population
health beyond the traditional acute provider remit.

We have revised our organisational structure and accountability framework to reflect the new strategy in
line with the National NHS Performance Assessment Framework. Our new strategic programmes are
focused on delivering fundamental performance standards across all quality domains, linking quality of
care with access and performance standards, ensuring a holistic approach to improvement. We have
acknowledged operational performance issues, particularly in urgent and emergency care, accepting
external support and establishing a targeted recovery programme to address the issues proactively. We
now have a Balanced Scorecard for newly formatted Performance and Risk Reviews, and these have thus
far been well received by all concerned.

The last year has also seen us highlight and escalate issues with our inadequate digital infrastructure,
especially our electronic patient record/patient administration system, emphasising the impact of digital
shortcomings on clinical care and overall performance. We look forward to further development of our
unifying approach to change management through the new virtual Strategy Delivery Unit (SDU), enhancing
change-management capacity and capability by bringing together transformation, organisational
development, quality improvement, research, innovation, and digital services under one virtual roof.

3. National NHS League Tables

In September NHS England has published its first national tables showing how trusts are performing
across a range of measures. The publication of the NHS league tables marks a new era of transparency
and accountability and is part of the commitment to give patients a clearer view of local healthcare services.

It is the first time that members of the public and NHS leaders can explore league tables that show how
trusts, like ours, compare with others across England on both individual services and at an overall level.
Based on their performance against targets such as waiting times for electives and A&E and improving
ambulances waiting time, each trust has been placed into one of four core segments. Segment one
represents those with the least range of challenges while segment four contains those with the most.

Providers facing the most significant performance or governance challenges will be placed into an
additional segment (segment 5) and may receive intensive, tailored support through a recovery support
programme.

Reflecting the need for the NHS nationally to recover financially, any trust in deficit is limited to segment
three, regardless of wider performance, and this is where we have been placed. Within this group, we are
ranked 83 out of 134 acute/specialist trusts. It is fair to say that this shows we have a long way to go, and
there are areas where we must improve to deliver the care our patients deserve.

At the same time, it is important to be clear that our hospitals are safe places to receive care. Over the
past year, we’ve made real progress — reducing waiting times for planned operations and improving flow
through our hospitals, so people who need urgent care get it as quickly as possible.
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But if we are to deliver high quality care fairly, we need to further improve access to that care.

Looking ahead, we will continue to focus on improving our urgent and emergency care performance while
also prioritising our longest waits, with clear actions in place to make real change. We are working to
strengthen our services and support patients more effectively. We will also continue to work with our
partners across Staffordshire and Stoke-on-Trent Integrated Care System to remove duplication and
streamline processes to deliver high quality care so that every organisation can meet its obligation to meet
their financial challenges.

4. NHS Provider Capability Framework
NHS England has also published its approach to assessing provider capability.

As set out in the recently published NHS Oversight Framework (NOF), NHS England will consider not only
an organisation’s delivery, as evidenced by its NOF segment, but also its capability. The rating of provider
capability will help inform our response to NOF segmentation and may also inform any decisions about
entry into the National Provider Improvement Program (NPIP), as well as trusts being considered for new
FT status.

The aim is to ensure that NHS England has a holistic view of providers, not just focussed on delivery of
national programmes but also capturing wider information relevant to grip and governance. It is also
intended to be a development tool, helping Boards to reflect on their competencies, develop robust
approaches to internal assurance, and encourage continuous improvement.

The capability rating will be based on:

* an annual self-assessment by provider Boards and submission to NHS England, with supporting
evidence. The assessment will be based on themes from last year's publication of ‘The Insightful
Board.’

+ areview of the self-assessment, triangulated with the provider’s track record to date and any third-
party information (including CQC), to provide an overall view on the Board's capability. Whilst ICBs
remain jointly responsible and involved in provider oversight we would also seek their views on the
provider capability self-assessments for the providers in their systems.

» across the year, NHS England will use the capability rating and self-assessment to inform the
relationship with the provider, revising the capability rating should events merit it e.g. if an issue
emerges that was not foreseen in the self-assessment.

It is currently intended that the capability rating will be published alongside the NOF segmentation.

5. Leadership development

Leadership, and the development of our collective leadership capability, is front and centre of the delivery
of all of the above. In July, | was inspired and enthused in equal measure to attend the Gold & Platinum
Connects Awards in Leadership Development & Improvement. On 16 July there was the Gold Cohort and
on 17 July the Platinum Cohort, a total of 62 leaders who started their journey at the launch events in
September 2024.

Ten months later (attending one day per month) with their cohort colleagues saw them at the celebration
event this week, reflecting on their learning. There have been eight masterclass titles including: Creating
a well-led environment, Strategic Thinking, Navigating Change, Continuous Improvement, Looking after
our people, Political Awareness & Influencing, Personal Impact & Coaching, as well as Inclusive
Leadership. As well as the masterclasses, their journey of self-discovery started with participating in the
NHS Healthcare Leadership 360 tool and they all received their feedback on their leadership impact.
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It is clear to me that all participants have taken full advantage of the networking, peer to peer coaching
and the power of the cohort experience, coming together as a group of diverse individuals across all of our
professions. People working together who would not ordinarily find themselves working together. They
have reflected on their practice — before, during and after their programme, and taken their teams on the
journey with them.

There were so many impactful statements made, including the sheer power of looking within, self-
awareness and continuous learning, especially in the context of what | would call the sweet spot between
“top-down” and “bottom-up” initiatives. The groups had obviously bonded to create a shared space of
psychological safety where it was ok to display vulnerability and be open with colleagues.

Thank you to the ODCI team that host our Connects programme, especially to Carrie Lippitt and Joseph
Orosun (OD Consultants) who have guided and supported our leaders, not only in the classroom but also
in a coaching capacity. Thank you also to all that have contributed to the masterclass delivery, which
means that the programme continues to have a positive impact on those who participate.

6. UHNM Chaperone Policy

Healthcare is built upon trust. Patients and visitors rightly expect that their privacy will be respected, and
that they will feel safe and supported during every examination, procedure, or consultation. Equally, staff
deserve to work in an environment where they are protected from misunderstanding or harm.

This is why it is important to be able to announce in September the launch of our new chaperone policy
which is a key milestone in our ongoing commitment to patient safety, dignity, and respect.

Our new policy clearly sets out when a chaperone must be offered or be present, how to record consent,
and the standards we expect of everyone involved. Chaperoning is not just a formality — it is a vital
safeguard that:

* Protects patients from inappropriate behaviour or harm.

* Reassures patients during potentially sensitive or uncomfortable procedures.
* Protects staff against unfounded allegations.

* Promotes a culture of openness, professionalism, and respect.

The updated policy has been shaped by feedback from staff, safeguarding leads, and national
recommendations. Key elements include:

* Role-specific eLearning training which will be mandatory every three years.

» A structured clinical note in iPortal to document when a chaperone is offered or present.

» Updated posters for adults, children, and young people, with QR codes linking to the information on our
website and the full policy.

+ Clear guidance for special circumstances such as examinations under anaesthetic, virtual consultations
and working with children or people who may be vulnerable.

* There is also a new section on supporting patients with additional needs, including communication, or
learning difficulties.

This matters because we have signed the NHS Sexual Safety Charter and because we believe everyone
should be safe from harm, abuse, or unwanted behaviour in all healthcare settings. Recent letters and
guidance from NHS England remind us that safeguarding patients and staff is a collective responsibility —
and it is one we take very seriously.

The revised policy reflects national learning from high-profile inquiries and reinforces our zero-tolerance
approach to sexual misconduct or breaches of professional boundaries. It also empowers staff to raise
concerns if they see anything that could compromise safety or dignity.

Launching this policy is not just about compliance; it's about strengthening the culture we want for UHNM:
one where safety, respect, and compassion are at the heart of everything we do.
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7. Tessa Jowell Brain Cancer Centre of Excellence
UHNM has been designated as a regional centre of excellence for neuro-oncology by the Tessa Jowell
Brain Cancer Mission (TJBCM).

UHNM was named as part of the newly awarded West Midlands Centre of Excellence for Neuro-Oncology,
recognising the Trust’s leading role in the treatment, care, and research of brain tumours in partnership
with University Hospitals Birmingham NHS Foundation Trust and the University of Birmingham.

Tessa Jowell, Baroness Jowell, was a Labour Party MP and then life peer, who sadly died from brain
cancer in 2018. The West Midlands Centre of Excellence for Neuro-Oncology was announced as one of
14 new national centres of excellence at an event at the Francis Crick Institute in London in May. The
Centre of Excellence initiative aims to ensure all UK patients with a brain tumour can access the best
standard of treatment, care, and research.

The award follows a joint application from UHNM and its West Midlands partners as well as an extensive
peer-led review of services and patient feedback. The West Midlands application met and, in several areas,
exceeded the rigorous, expert-led criteria to ensure the highest standards of patient treatment, innovation,
and research.

As part of the review, psychological support for brain tumour patients at UHNM was cited as “exemplary”.

Brain tumours affect over 12,000 adults in the UK every year and kill more people under the age of 40
than any other cancer.

8. CT Colonography Centre of Excellence

Our Imaging and Training Academy has been recognised as a Centre of Excellence for CT Colonography.
This is a proud and important milestone and one that highlights the power of innovation, collaboration, and
teamwork in transforming patient care.

The pioneering National CT Colonography Training and Accreditation Programme has been developed
here, led by Dr Ingrid Britton, UHNM Consultant Gastrointestinal Radiologist, alongside St Mark’s Hospital
in London and is already helping to save lives through earlier and improved cancer diagnosis.

The first of its kind nationally, the programme will have trained up to 500 radiographers and radiologists
between 2022 and the end of this year.

We were the first trust in the country to deliver accredited CT Colonography training, starting back in 2012
and that pioneering spirit continues today, with our academy now established as one of five centres
nationally leading this vital work, an important step in the earlier detection of bowel cancer.

| want to pay tribute to the dedication of the multi-professional team who have made this achievement
possible. CT colonography performance varies widely across the UK and we hope this programme will
help to narrow these gaps and improve patient outcomes.

As a Centre of Excellence radiographers will be given the opportunity to network and every six months
there will be a faculty meeting where the team present how many people have been trained, ensuring all
radiographers keep to the same standards.

9. Organ Donation

Every day across the UK, lives are saved and transformed thanks to organ and tissue donation. Yet sadly
every day someone also dies waiting for a transplant that never came. Most of us would accept an organ
if we needed one but fewer have registered to give.

Here at UHNM we are proud to be one of the country’s larger donor-generating centres, supported by our
status as a major trauma centre. In 2024/25, thanks to the generosity of patients and families and the hard
work and dedication of our organ donation team:

o 36 patients donated their organs (up from 24 the previous year)

e On average just over three organs were donated per donor
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e Donations included 61 kidneys, 24 livers, eight lungs, six hearts and five pancreases
e 116 corneas were also donated to NHS Blood and Transplant eye banks
¢ In total 95 patients received a lifesaving or life-changing transplant

Behind each of these donations is our team of four specialist nurses in organ donation (SNODs). They
work in critical care, emergency departments and our neonatal and children’s intensive care units to
support patients and families through the most difficult of times. Their role is both clinical and
compassionate, from identifying potential donors and having the important yet often difficult conversations
with patients and family members to co-ordinating national surgical teams. They also teach and support
our UHNM staff to ensure colleagues are aware of processes.

We know that one person can save up to nine lives through organ donation and many more through tissue
donation. Age is not a barrier, and we especially want to encourage those aged 50 to 69 to confirm their
decision on the NHS Organ Donor Register.

Across the UK last year 2,394 people donated the gift of life to 4,583 recipients, but sadly, more than 400
people still died waiting, including 64 in the Midlands alone. Only 36 per-cent of people in our region are
currently registered as organ donors compared to 42 per-cent nationally.

If more people joined the NHS Organ Donor Register, we could save even more lives and prevent the
heartache of families losing loved ones while waiting for a transplant.

10. Launch of National NHS Staff Survey
On 25 September the NHS Staff Survey opened here at UHNM.

The experiences quantified and described will help shape how we move forward together. The survey
gives us insight into what’s working, what needs to change, and how we can make UHNM a better place
for everyone.

The national staff survey provides a vital opportunity to hear directly from all staff, and feedback helps us
as a team and as an organisation understand what support is needed, what is working well, and where we
can do better. Those experiences guide our decisions, improvements and support.

Last year, your feedback led to real action on areas including the below:
* New appraisal paperwork focused on wellbeing and development

» Our flexible working campaign launch

» Strengthened commitments to anti-racism and sexual safety

This year, we want to keep that momentum going and continue delivering on the NHS People Promise
and our UHNM values of being Kind, Excellent, and Together.

Most people will receive the survey via email from IQVIA, the research company running the survey. Some
colleagues will receive a paper version instead; this has been carefully determined through workforce
checks based on job roles.

We know confidentiality is key. As the survey is run independently by IQVIA, all responses are completely
confidential. While we can see how many responses have been received across care groups, departments,
and staff groups, we do not have access to the content of individual responses. Unique links and barcodes
are assigned and managed solely by IQVIA, and we do not have visibility of this. It's genuine candour, the
good and the bad, from thousands of responses that really helps us shape what we do and how we do it.

11. Digital Developments
There are a number of digital developments upon which to report.

The transition from the CRIS-led to a SECTRA PACS-based reporting went live on 25 September 2025.

The benefits of the new SECTRA PACS-based reporting (PBR) system are:

¢ Improved reporting efficiency: The new system will streamline the reporting process, making it more
efficient and reducing the time required for reporting.
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e Enhanced accuracy: By ensuring that all patient events are registered and post-processed accurately,
the system aims to improve the accuracy of data input and reporting.

e Better coordination: The system will facilitate better coordination among imaging operators, reporters,
and the PACS team, ensuring that any urgent technical issues are promptly addressed.

e Seamless transition: The transition to the new system is designed to be smooth, with clear guidelines
for handling downtime and ensuring that all necessary steps are followed.

e  Support for urgent cases: During the transition period, the system ensures that urgent and emergency
examinations are still reported promptly, maintaining the quality of patient care.

EPMA (Electronic Prescribing and Medicines Administration): The EPMA project continues to progress,
with Ward 15 at County already live. The project is critical for reducing clinical safety risks, improving digital
information availability, and reducing paper medication charts.

The trial of Ambient Voice Technology (AVT) from the “Heidi” started in ED on 29 September 2025. The

expected benefits are:

e Improved clinical documentation. AVT uses Al-enabled ambient scribing to unobtrusively record
clinician-patient conversations and convert them into structured clinical notes

e Enhanced patient care by automating notetaking, AVT allows clinicians to focus more fully on patient
interaction.

o  Staff wellbeing and efficiency: AVT is designed to reduce burnout by cutting down on administrative
burden.

October is Cyber Security Awareness Month and UHNM will be promoting awareness.

3. Low Carbon Care Framework

The Low Carbon Care Framework (LCCF) employee development and recognition scheme was launched
in September, with strong engagement seen at the launch events. The LCCF aims to empower teams to
embed sustainability in their everyday working lives and support the delivery of low carbon care for our
patients. Teams work together to achieve small, easy wins and gain recognition through Bronze, Silver
and Gold accreditation and awards.

The NHS is responsible for approximately 5% of England’s carbon footprint, therefore it is vital that the
NHS acts to reduce its impact on the environment. Sustainability is a key issue for many of our colleagues
who are concerned about the effects of climate change on their patients and their community. The LCCF
is key to delivering the refreshed Trust Green Plan for 2025/26 — 2028/29 and it links with existing
programmes such as Improving Together and the Care Excellence Framework. At the time of writing nine
teams have signed up to join the online toolkit.

12. Clinical Technology
Our Clinical Technology Team has successfully passed their BSI 13485:2016 surveillance audit with zero
non-conformities.

This is an exceptional achievement, particularly given the stringent requirements of ISO 13485, which is
the internationally recognised standard for quality management systems in the design, development, and
maintenance of medical devices. Certification to this standard demonstrates that an organisation
consistently meets regulatory requirements and maintains the highest levels of safety, reliability, and
performance.

Key highlights from the audit include:

¢ Robust governance and assurance embedded in daily operations.
¢ Proactive risk management and process-driven practices.

o Exemplary cross-departmental collaboration and professionalism.

Achieving a zero non-conformity outcome under such a demanding framework is a testament to the
dedication, expertise, and integrity of the Clinical Technology team. It not only enhances our external
reputation but also provides strong internal assurance that our systems and practices are of the highest
calibre. This milestone reflects our collective commitment to delivering safe, high-quality care through
effective medical device governance, and it reinforces UHNM'’s position as a leader in clinical technology
management.

7 | CEO Report - October 2025 The best joined-up care for a/



13. Employee and Team Recognition

i)

Since my last Board report | have made the following UHNM awards:

ii)

| have also personally recognised the contribution of the following colleagues:

UHNM Awards

Team of the Month Award to the Nuclear Medicine and PET CT Appointments Team (July 2025).
Although they are tucked away on the lower floors of the Royal Stoke, their impact on patients and
colleagues is felt far and wide. They were nominated for their “unwavering dedication, resilience, and
exceptional teamwork during a challenging period”. You cannot help but be genuinely impressed by
their positive attitude and the way they pull together as a team to deliver the highest-quality support for
clinical care.

UHNM Heroes Award: Paediatric Oncology Team at Staffordshire Children’s Hospital at Royal
Stoke (August 2025). The team was nominated by a member of staff following the heartbreaking loss
of their child who bravely battled refractory acute myeloid leukaemia (AML). In the nomination, it was
described how the team delivered “exceptional care,” going above and beyond to help, creating the
best possible memories for the family in the limited time they had left together. Special thanks were
given to Dr Sarah Thompson, consultant paediatrician, and Julie Eaton, children’s oncology nurse
specialist, in the hardest of circumstances. Words from me cannot do any of this justice.

UHNM Heroes Award: Ward 123, RSUH (August 2025). The team was nominated by a member of
staff whose mother sadly passed away earlier this year. The nomination spoke of the immense pride
about the “exemplary care, kindness and compassion” shown by sister Sandra Hughes and her team.
She described how the whole ward worked together to support her family, often anticipating their needs
before they even knew what to ask for - “NHS at its very best’, a reflection of strong, compassionate
leadership and a team who live our values every day.

Chief Executive Award: Ward 205 and Delivery Suite, RSUH (September 2025). | presented a chief
executive award to colleagues from maternity services at the Royal Stoke. This award recognised the
remarkable compassion shown by staff on Ward 205 and the Central Delivery Suite in the early hours
of one summer morning, when a lady was admitted in difficult and distressing circumstances. Her baby
was born unexpectedly at 20 weeks gestation with signs of life but sadly passed away shortly
afterwards. At a time of deep shock and sadness for the family, our midwives, student midwives and
maternity support workers responded with extraordinary tenderness. Recognising that the parents
were unable to cope with the situation, our teams ensured that the baby was never left alone. They
took turns nursing her, surrounding her with affection and dignity during her very short life.

Appreciation of UHNM staff from patients, family, visitors, and colleagues

e Phil Windsor - Head of Operations, Surgery

Kate Dono - Staff Nurse, Emergency Department, RSUH
Emily Hulme - Student Nurse, Staffordshire University
North Midlands Hand Centre, County - Whole Team

Fiona Green - Patient Experience Advisor

Laura Pitt - Staff Nurse, Nurse Bank

Charlotte Grimes - JOSM, Urology

Helen Chapman - PALS Officer, PALS Team

Mr Rakhul Raveendran - Consultant Urologist

Russell Goodfellow - Volunteer

Deborah Hughes - Clinical Nurse Specialist, Immunology & Allergy
Nathan Joy-Johnson and Team, Supplies and Procurement
Dr Caroline Groves and Team, Community Paediatrics

Dr Adam Fullagar - Consultant Clinical Oncologist

Dr Melissa Hubbard - Consultant Paediatrician

Ellie Hancock - Orthodontics Secretary
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Part 2: Consultant Appointments

The following table provides a summary of consultant medical staff interviews which have taken place during July,
August, and September 2025:

Reason for Appointed

1 to commence 20.10.25.

Consultant Orthopaedic Soft Tissue Knee Newly created 1 start date TBC
_Resplratory Consultant with Specialist Vacant post Yes 2 start date TBC
interest

Consultant in Neonates Vacant post Yes TBC

Consultant Intensivist Vacant post Yes TBC

The following table provides a summary of medical staff who have taken up positions in the Trust during July, August,
and September 2025:

Post Title Reason for advertising | Start Date

Consultant Interventional Cardiologist with interest in TAVI  Vacant post 1.8.2025
Consultant Obstetrician and Gynaecologist Newly created 1.9.2025
Acute Medicine Consultant Vacant post 1.9.2025

No medical vacancies closed without applications / candidates during July, August, and September 2025.
Medical Management Appointments

The following table provides a summary of medical management interviews which have taken place during July,
August, and September 2025:

Reason for Appointed
Clinical Director for Acute Medicine Vacant post

The following table provides a summary of medical management who have taken up positions in the Trust during
July, August, and September 2025:

Post Title Reason for advertising | Start Date

Deputy Clinical Director - Gynaecology Vacant post 10.8.2025

No medical management vacancies closed without applications/candidates during July, August, and September
2025.
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Executive Summary NHS

Trust Board | 8t" October 2025 University Hospitals
Provider Collaborative Update of North Midlands
NHS Trust

Y formation Approval Assurance v [INILENGuEN O.
XTI SE Hclen Ashley, Director of Strategy and Transformation
Helen Ashley, Director of Strategy and Transformation

Alignment with our Strategic Priorities

'f’f'ﬁ‘ Our People
'fm' We will create an inclusive environment where everyone learns, thrives and makes a positive difference
Our Patients
We will provide timely, innovative and effective services to our patients
Our Population
We will tackle inequality and improve the health of our population

Risk Register Mapping

Executive Summary:

The Provider Collaborative Board met on 18" September 2025. There are currently four programmes
which make up the associated work programme in 2025/26 and their current status is as follows:

¢ Integrated Neighbourhood Teams — Phase 1 is underway with pilots running in North Stoke, East
Staffordshire and Cannock. Work continues to clarify the role of the Strategic Commissioner in this
space versus the Provider Collaborative to prevent duplication of activities, eliminate confusion for
clinical and operational teams and confirm where co-production needs to take place. Accelerator
application bid was unsuccessful.

e Urgent and Emergency Care (UEC) / Community Transformation — Action Groups have been
established for each workstream and project briefs and supporting delivery plans are currently being
developed. Highlight report updates were shared with the newly established Provider Collaborative
Operational Forum on 5" September, which is chaired by the Chief Operating Officers. This forum is
key to making sure we can successfully operationalise the delivery plans, ahead of Winter. Additionally,
work has now commenced on the scoping of a broader / more strategic Community Transformation
Programme, including the NHS 10 Year Plan priorities, which will be complimentary to the integrated
neighbourhood working.

e Corporate Services — Benchmarking information for 2024/25 has been requested from all NHS
Providers and is being analysed to explore the opportunities for collaboration using the most up to date
and valid data. This will be presented by the CSO and validated by lead execs prior to discussion at
the October Board. Staffordshire and Stoke on Trent (SSOT) continue to build relationships and
explore opportunities to collaborate at scale across and Shropshire Telford and Wrekin (STW). No
further action has taken place on ‘delegated functions’. The ICB are currently exploring with the
regional team the possibilities for 26/27.

o Tough Choices Programme - a review of the ‘ideas’ aligned to the Provider Collaborative has been
completed and an update will be provided at the Provider Collaborative Board once these have been
socialised within the provider organisations themselves.
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INTEGRATED
NEIGHBOURHOOD
TEAMS

CEO LEAD: JOHN ROUSE
SRO: ADAM MCKEOWN

UEC / COMMUNITY
TRANSFORMATION TO SUPPORT
WINTER PLAN

CEO LEAD: NEIL CARR

SRO: JENNIE COLLIER

CORPORATE SERVICES
CEO LEAD: BUKI ADEYEMO

SRO: LIZMELLOR

TOUGH CHOICES
PROGRAMME
CEO LEAD:TBC if
applicable

East Staffordshire Respiratory UHNM Access Phase 1 -HR, Estates** MoU under The ‘ideas’ given to
pathway Finance & Digital development. the Provider
redesign — Collaborative for
Stoke and Functions in scope review have been
Cannock still being aligned to 3

North Stoke Physiologically  Phase 2 - Facilities 2 TR themes:

Normal Mental & Estates NHSE. . Estate.s 5
Health * Organisational
Restructure
Cannock Minor Injury Phase 3- + Stopping /
Fallers Communications, charging for
IG, Legal, EPRR, clinical
Health & Safety services

Key priorities for October 2025 are as follows:

o Continue to develop the Memorandum of Understanding (MoU) between the ICB and the Provider
Collaborative in terms of roles and responsibilities.

e Ensure there is no double counting of beds across the Respiratory workstream and the wider bed
modelling for Winter. Potential areas of duplication include Virtual Wards, which has its own target.
Progress the delivery plans for the emergency department conveyance projects.

o Validate the 2024/25 corporate services data within the Model Health System database. Determine
whether there are any remaining opportunities when taking into account existing CIP Plans for 25/26.

e Continue to develop a longer-term plan for Community Transformation in line with the requirements set
out in the NHS 10 Year Plan.

Key Recommendations:

The Trust Board is asked to note the update.
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Executive Summary NHS'|

Trust Board | 8t" October 2025 University Hospitals
Board Assurance Framework — Quarter 1 of North Midlands
NHS Trust
Information Approval v' | Assurance Agenda Item: 10

Nicola Hassall, Deputy Director of Governance

Executive Lead: Claire Cotton, Director of Governance

Alignment with our Strategic Priorities
°i Our People v
I We will create an inclusive environment where everyone learns, thrives and makes a positive difference
Our Patients
, innovative and effective services to our patients
Our Population v
We will tackle inequality and improve the health of our population

Executive Summa

Situation

The Board Assurance Framework (BAF) is a dynamic document, reviewed and updated quarterly, that provides a
structured approach to identifying and managing the key risks that could impact the delivery of our Strategic
Priorities. It outlines the principal controls in place and the assurance mechanisms used to assess their
effectiveness.

Prior to submission to the Trust Board, the BAF is reviewed by the Finance and Business Performance, People,
Culture and Inclusion, and Quality, Access and Outcomes Committees—each of which oversees specific strategic
risks. Oversight of the overall BAF process rests with the Audit Committee.

This latest update reflects the position at Quarter 1 of 2025/26, as provided by Executive Leads. It was presented
to the relevant Board Committees for assurance and approval in July, ahead of final submission to the Trust Board.

Background

The strategic risks within the 2024/25 Board Assurance Framework (BAF) were reviewed and refreshed by the
Executive Team and subsequently approved by the Board in April 2025, in line with the annual review process.
For 2025/26, the BAF format has been streamlined to focus on the key elements of the summary BAF, eliminating
the need for two separate documents.

The revised risk appetite statement—also approved by the Board in April 2025—has informed the setting of
tolerable risk scores. All risks have been aligned with the updated Strategic Priorities: Our People, Our Patients,
and Our Population and, as discussed during the April Board session, the primary issues identified by the
Executive Team have been mapped to each strategic risk to enhance clarity and accountability.

Assessment
A summary of the main changes in the BAF are provided below.

The ‘most threatened’ of our Strategic Priorities is ‘Our Patients, with all 8 Strategic Risks posing a
threat to its achievement. Our People and Our Population is threatened by 7 of our Strategic Risks.

The most significant strategic risks relate to our inability to deliver the required in-year financial position
and financial sustainability (BAF 6 & BAF 7), with a score of Extreme 20, significantly above the risk
tolerance. There remain 3 other strategic risks which have extreme scores (BAF 1, BAF 3 and BAF 4).

The risk in relation to our inability to sustain safe and effective care delivery (BAF 1) has been revised
to incorporate the previous responsive patient care risk (No. 4 in the 2024/25 BAF)

BAF 5 — inability to deliver investment in estate infrastructure and workforce is the only risk within the
risk tolerance, with a score of High 12. All other remaining risks are above the tolerated risk appetite
score.

The number of linked risks for the quarter have been refreshed and the most linked risks continue to
be in relation to BAF 1. Summaries of key themes relating to the linked risks are included within the
document, and actual linked risks are listed in Appendix 2.

The majority of actions from 2024/25 have been carried forward to the 2025/26 BAF, therefore the
number of delayed and problematic actions identified have increased (reflecting the additional
movement in target dates). 3 / 8 have identified problematic actions and 5 / 8 risks have identified
actions which are problematic.
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@ There are a number of sources of assurance which have not been seen in line with business cycles
and where possible, these are or have been rescheduled.

Following discussion at Committees in July, the format of the BAF is being further enhanced for Quarter 2 and an
initial draft has been provided to Non-Executive Directors for comment. In addition, Committees specifically
requested that future versions ensure that the actions identified are clearly linked to the ability to reduce the risk
towards its target as well as ensuring actions had been identified to address any gaps in control and assurance.

Key Recommendations

The Trust Board is asked to approve or amend the BAF, considering whether risk scores, assurance assessments
and actions are an accurate reflection of the current position.
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Board Assurance Framework

Quarter 1 | 2025 - 2026




Strategic Framework and Threat to Strategic Priorities

OUR PRIMARY ISSUES
; Culture, Capacity and Capability
i.e. Staff fatigue & burnout / workforce affordability & skills / digital and
technological capacity
System and Infrastructure
i.e. fragmented systems & silo working / infrastructure and capital limitations /

No. of Risks Threatening Our Strategic Priorities No. of Risks Impacted by Our Primary Issues

Capability

Constraints
Our Priorities

research & innovation constraints

T Financial and Affordability Constraints
‘.Q,. i.e. financial issues / affordability of services / sustainability & demand
management

System & Infrastructure

®0q0® oo Our Values
ﬁ W or o M ropuin
) (1L People < Patients Population i
n
We will create an inclusive R _ . RS e b B s  oere i
workforce where everyone learns, We will provide timely, innovative .
. s o o . and improve the health of our
thrives, and makes a positive and effective services to our patients .
) population
difference
Key Metric: Key Metric: Key Metric:
5taff Engagement Score Combined Hospital Score Number of Years in Good Health

Our Programmes

Brilliant Basics: Digitally Enabled Care Our Future Hospital Collaborations &
Standards & Performance Transformation Services Networks
L. - Designing services so they
Addressing the immediate Standardising and redesigning reflect the latest developments Working with others to ensure
) . pathways — enabled by a new i i i ..
concerns facing our patients EPR in medical knowledge and sustainable and joined-up care
provide care closer to home Tog aether

Our Strategic Plans

Quality, Access & Performance | People | Population Health | Digital | Research | Innovation | Estates




Risk Title

Risk Score & Assurance Assessment

Target Risk Appetite

Strategic Priorities

Primary ISsues . ot inked

Risks

Committee Assurance Assessment

Gaps in

Gaps in

Action Plan Progress

e R -] i e o R -

Ext 16 High 8 Minimal (1 - 4)
Inability to Sustain Safe and *
BAF 1 5 h ded G L L L L L 391 3 11 12 1 5 4 4 1
Effective Care Delivery Partial 31/03/2026 [ ORI
[5-9] since 2022423
he
Inability to Design and Deliver High 10 Hig Nimma i)
BAF 2 Services that Address Local Score has ezceeded L L L] L] L] 1 0 0 0 0 1 1 4 0
Population Needs Acceptable 31/03/2026 the tolerable score
[5-9] since 2023424
N | Ext15 | High10 | Cautious (1-9)
Inability to Improve Workforce Storcliaclescecicd
BAF 3 Sustainability & Organisational - the tolerable score L] L] . L] 139 1 1 2 0 4 5 3 0
Culture Partial 3032027 [10-12) since
2024425
| Ext16 | High8 | Minimal (1-4)
- ] . ry
BAF 4 Inability to Deliver .D|g|tall1,r Enabled _ Seore has exceeded T - - . - - 106 0 0 1 0 7 5 0 0
Care Transformation Partial 31/03/2026 [eairsuin
(5-9] since 2022423
High 12 High 12 | Cautious (1-9)
Inability to Deliver Investment in
BAF 5 i L] [ ] . . [ ] ] a0 2 1 0 0 14 0 1 2
Estate Infrastructure & Workforce |Acceptable Achieved
1 2025
Ext 20 High 12 | Cautious (1 -9)
Inability to Deliver In-Year Financial e —"
. . . . . .
BAFG  position Partial 31032026 e L 7 3 5 8 1 3 3 2 0
tolerable score [10-
12) in Q1 2025126
Ext 20 High 12 | Cautious (1-9)
Inability to Deliver Financial *
BAF 7 . - ~ Score has exceeded L L L L L L 3 2 2 8 1 3 1 0 0
Sustainability Partial ERNOEVER o erable score
[10-12] since
High 12 High 8 Minimal (1 - 4)
BAF 8 Inahlllt‘_.l. to Sustain Research and _ Score has szceeded T . ° . . . 2 0 0 0 0 4 1 0 1
Innovation Excellence Partial 3170312026 T I,
[5-9] since 2024425

2 / 8 risks identified as providing acceptable assurance
17% assurances were rated as significant assurance and 31% as acceptable assurance
14% of actions have been completed with 37.5% on track
1/ 8 risks in line with risk tolerance and target risk score
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Positive Assurance

Matters of Concern

6 / 8 risks identified as providing partial assurance

* 7% of assurance were not seen during Q1
* 48% assurances were rated as partial assurance and 4% identified as having no assurance
* 11% of actions are delayed and 37.5% problematic
» 7/ 8risk scores are above the tolerance




Risk Radar & Heat Map

Social & Community " Actual Risk Score for the Quarter Target Risk Score

5

Most Prevalent

B Policy & Regulation

Keep Monitoring
Incroasing levels af ~
regulation etc
Losing cortificate of
sponsorship licanca

Inability ta improve
population health

{RAE) Change in policy -

Changea in re nti # =
governmant  THT “" -~ y Environmental
Cd

i policios etc >
H Geopolitical
change & ¢
instability”
System /;’
*\ Environment ,*
Inconsistent | +* Ambulance Waits

ward practica /| "\ 1 7 {BAF 1)
2 9Short Term v Lang quality of cara * L s

Term Focus (BAF 1)

Governance

Implications of

Anzu 2

Parformanea

Increase in

R Frequency and Impact of
ensis (BAF &, v Ai:llal:ll!!y of Ir'l %, complexity of artificial
L] jn gt Feri ) M, intelligence
on Staff/Patigafs  Syber attacks 9
Capital Scheme IALL}” : \\ (BAF &) (BAF &)
Dalivery | cip 7 [

Y Inability to
| Constrainis (BAF §) (BAF
& T

/
+* Burnout of HR \\iran:fnrm Oparational
#*  team and staff Continued ~{BAF &) S rosiliance of

Workforca | Investment jm

challenges [/ | researchiand

instalility (BAF 3) e —
(BAF 8)

’/ capacity (BAF1,! oconomic slow 5 technology y
= E F - £ d 5, (BAF &) -
Economic & Financial ) v : _ Technological
' /
. \ "' b

Staff Wellbeing
(BAF 1)

) $
Likelihood m—

Impact

The risk radar continues to be reviewed each quarter, taking into account
the most recent information on emerging risks, from our Internal Auditors,
RSM. Whilst a number of risks already form part of the Board Assurance
Framework, and have been mapped accordingly, other risks form part of
the operational risk register.
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BAF 1: Inability to Sustain Safe and Effective Care Delivery

Quiality, Access & Outcomes Committee / People, Culture & Inclusion Committee
Chief Nurse, Chief Medical Officer & Chief Operating Officer | ot J a2 ] a3 | a4

Cause: If we experience limitations in workforce availability, equipment, service capacity, financial constraints, or, lack a culture of Mi“i";a'
: continuous improvement, -

Then we may be unable to consistently deliver safe, timely and effective care across maternity services, urgent and
: emergency care, elective care and diagnostics, n 1 1 n Molei'
: Resulting in poorer patient outcomes and experience, reduced staff wellbeing, widening health inequalities, non-compliance 53
Effect: . . . : e .
with quality and regulatory standards, increased complaints / litigation and reputational damage.
Executive Overview

N
5
31/03/2026

Impact on Our
Strategic Priorities

This risk has been refreshed for 2025/26 and incorporates the previous BAF 1 - risk of delivering positive patient outcomes (Ext 16 at Q4 2024/25) and BAF 4 — delivering Tffiﬁm g? lﬁm
responsive patient care (Ext 20 at Q4 2024/25). The risk score for this risk at Q1 2025/26 reflects the new ways of working being trialled across the urgent and emergency care mpacted by Our

pathway, which is showing early improvements across a number of metrics. We also now have a definite date for the start of the ePMA rollout, and the communication and
training plans have been enacted. In addition, the governance associated with clinical effectiveness has been strengthened by including this within the Quality, Safety and
Outcomes Group as well as more robust governance and oversight being put in place for acute care at home and virtual wards.

Primary Issues

Risk and Assurance Dashboard What is the data telling us? What are we doing about it?

25 Risk Score 25 2024/2025 2025/2026
olerance etite core . arge rajector Linked Risk: . H ummal ction
Y ™ Aot Score 42/ Terken ke | 4 T The target risk score for 2025/26 has been reset in e @ @ @ @ @ o
line with the revised risk appetite statement, while proveycry
© / = | the target date remains March 2026. The number of =~ * [Frerenemeneweoces: - jausaans
10 w | a2 linked risks has increased since Q4 due to the | |embeacinicaletecteness sen2sa
Z inclusion of the former BAF 4 risk, with this strategic processes 01/02/2026
. . . . 3 Deliver ePMA programme 31/12/2025
° I 50 B s I 2 I s N risk continuing to have the highest number of Review ntiona ptient safe
7 H H H recommendations re: patien
o Z o 0 100 200 200 400 w00 operational links. Key themes include workforce ‘ [moroeetererpetient o) WA A ) 1A ) A8
-l ¥ ¥ ] ' D D D Ne Nel Nl ) © © © o . . . . B N "
y@%qw‘”&qa\”&cc“&w%m"o\”&w"»‘”&mv\”&o@”&%“&w%%@”&@”&@” T pressures, digital mfrastructure, and capacity and & v"“bmd"m‘dfu""tt:wm‘id e
performance constraints. g |Ler e maceling ool INGH NG
Large language data validation of 3153/2625
g . b waﬁingtiisiaMBl 31/07/2025 N/A N/A
Assurance Assessments Assurance Plan Over half of the Q1 assurances were positive; three Build additional capacity via
o . “ were delayed but have been rescheduled. Two new  °  [iferenipatays o acutecarear \SUBIZ06) W& | Nk | A | A
ctual . . . g . " - -
3 actions have been identified for 2025/26, with the Idertify actians to resolve the coding
Q: . . 9 backlog and identify interim 31/08/2025| N/A N/A N/A N/A
remainder carried over from 2024/25. __lassurance for HsMR/stHM
Q2
Planned 20 20 Action Plan Progress
Q1 3 11 12 1
. . . Gaps in Control & Assurance Assurance » Complete
P
0 5 10 15 20 25 30 0 20 Assessment

n Problematic

40 60 80 100 120 140 OnTrack
W Significant Assurance 1 Acceptable Assurance 1 Partial Assurance B No Assurance EQl NQ2 Q3 Q4 = Gapsin control Number of Actions a 1 Delaved
MNumber of Gaps . & ¥
= Gapsin assurance .
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BAF 1: Inability to Sustain Safe and Effective Care Delivery

Control and Assurance Framework

Key Controls Key Assurances Received in Quarter 1

- frl.:;)nﬂ;ﬂh;d[_lirelcl;;l:te_ Mortalc'rlty andfrgz:]b;:]ﬁy (rjn‘njaectlings tuln;\riew deaths and discuss cases including input Assurance Source April May June
m ical miner and use o red Judgement Reviews -
= (Clinical staff recruitment, induction, mandatory training, registration and revalidation gi(;‘::is ;egforraﬂfeh?erﬁoge& GE;ecmwe Recovery M12 M1 M2
»  Defined safe medical, nursing, midwifery and Allied Health Professional (AHP) staffing levels for all areas ersig p Hgntig p -
N S Allied Health Professional Workforce Establishment

=  \Ward assurance / metrics and accreditation programme Revi
= 4y daily capacity calls in place including Executive Director and Care Group attendance Eview : =
=  Urgent and Emergency Care Improvement Frogramme Cancer 10_4+ Day Elr.eas:h Analysm_
= Non-Elective Improvement Programme Care Quality Commission Inspection Update =
= \Weekly weekend planning meetings CDC Business Case Update
= Weekly tumour site cancer patient tracking list (FTL) meetings CeNREE Update
= Twice weekly care group referral to treatment (RTT) meetings taking place Chief Healthcare Scientist Update =
=  Diagnostic Cell in place Chief People Officer Report
= Weekly elective oversight management group . Chief Pharmacist Workforce Report
. Val_ldahun plan to ensure all_pauenis =h2 weeks are validated Clinical Effectiveness Update NR
= Twice monthly County Elective Hub Group

Mortality Review Group Executive Recaovery Oversight Group Terms of Reference NR

Execuﬁveg Quality, Access and Qutcomes Group (Clinical Effectiveness incorporated into the Group and to Hospital Associated Thrombosis Increase November

be held bi-monthly)

Medical Workforce Grou 2024 - February 2025

P ICB Quality Assurance Visit Reports NR

Monthly Performance and Risk Reviews

Executive Recovery Oversight Group

Strategic Delivery Unit in place

6 monthly nurse staffing establishment reviews

Birth Rate Plus staffing assessment for midwifery services

Internal Audit: Maternity and Neonatal Action Plans: Single
Delivery Plan (SDP) Framewaork

Major Trauma Peer Review 5]
Maternity and Meonatal Action Plans: Single Delivery Plan

* Robust system is required for evaluating harm in patients waiting for elective procedures

IT systems have not allowed for consistent management of RTT pathways

Challenaed specialties for elective deliverv where additional capacitv cannot be found in a timelv manner. 2 Robust assurance not vet available from oufpatients and other elective care deliverv aroups

= Care Excellence Framework refreshed with enhanced patient-led monitoring for bronze review panel (SDF) Framewark

meetings Maternity and Neonatal PSIRF Investigation Report
=  Clinical policies, procedures, guidelines, pathways, supporting documentafion and IT systems in place aternity and Neonatal nvestigation epo
=  Corporate escalation process in place regarding current operational status and action required Maternity and Meonatal Single Delivery Plan
=  Comprehensive capacity, demand, organisational and system bed model completed Maternity and Meonatal Voices Parnership Feedback =
= Internal rapid handover process within Emergency Department Report
=  County Hospital Daycase Unit in place Maternity Dashboard
=  County Frailty business case approved Maternity Quality & Safety Oversight Group Assurance NR
= Robotic Assisted Surgery Expansion business case approved Report
= Additional capital business cases approved — Urgent Treatment Centre, Community Diagnestic Centre, CT Medical Examiner Service Update

and MRI Scanner, Cardiology and Respiratory and Elective Hub Medici Optimization & Safety Repart Q4
=  Strategic Delivery Unit in place with responsibility for delivery of strateqgic plans M§ n:zllinlye:sssrmcsea:enpo 1 arety Repo
" Integrated Gare Board (ICB) qualty, saely and complance meefings Nurse Stafing Estadlishment Review =
«  Healthwatch and Matemity and Neonatal Voices Partnership (MNVP) Meetings etient Sefel Incidentinvestiaation & Serious insigent - g
= Screening Quality Assurance Services (SQAS) Assessments F'Igt' Igtw l:z_po List Back
= Daily calls during winter with System Pariners regarding urgent and emergency care El |.er1 aiting - ISt Sackiog
= Weekly meetings with system partners including West Midlands Ambulance Service Pe””_ata' Mortality Report
= Regular fiering calls chaired by Regional NHSE with regards to urgent and planned care performance Quality & Safety Report Mi2 | M1|NR | M2
=  System Planned Care Board in place Quality, Access & Outcomes Group Assurance Report NR NR ]
=  System Urgent Emergency Care Board in place Saving Babies Lives Care Bundle
. Wee!dy System Exatcul_ive ambulance improvement Task and Finish Group Strategic Development Unit Project Management
= Provider Collaborative in place Winter Close Down Report 5]

* Introduction of ePMA system
o *  Maintain future workforce requirements and pipelines o Gaps in = Assurance regarding non-clinical workforce staffing to be determined
Control : Schemes to be identified to create additional capacity for challenged specialties IEST SN o Coding issues identified in relation to SHMI and HSMR

L




BAF 2: Inability to Design and Deliver Services that Address Local Population
Needs

Quality, Access & Outcomes Committee | Director of Strategy

a1 ] a2 ] as ] ae ] Target | appetic

Minimal
1-4

Tolerance
Then our ability to improve population health and reduce health inequalities may be significantly limited, ?
(o] |
Effect: Resulting in increased and unsustainable demand on local health and care services, organisational capacity being exceeded, 5‘9'
) impacting service delivery and deterioration in patient outcomes and widening health disparities. Impact on Our

[ ¥ ]

The new Trust Strategy sets a clear ambition to tackle inequalities, prevent ill-health, and leverage our role as a major employer to improve population health. A strategic programme has been g? m
defined to deliver these aims over the life of the strategy, with a clear annual plan for 2025/26 which is currently on track. Executive approval has been secured to expand our winter 2025/26

vaccination programme for patients and staff, piloting its impact on reducing emergency admissions. This work is gaining regional and national recognition. At system level, we've been asked to Impacted by Our
lead on alcohol treatment, recovery, and targeted prevention as part of the Staffordshire and Stoke on Trent alcohol strategy. The risk score reduced from 15 to 10 in Q4 2024/25 and has been Primary Issues

maintained this quarter, with further reduction expected as programme impact is evidenced. >
What are we doing about it?

If we are unable to effectively design and deliver services that are responsive to the specific needs of our local population,

31/03/2026

Risk and Assurance Dashboard What is the data telling us?

25 Risk Score 25

The target risk score for 2025/26 has been

: : Linked Risks
} Tolerance Appetite mmmm Score s Target Tra]ecmzr: 0 o T e ofih (e revesl ek appetite . 2025/26
statement, while the target date remains March Summary Action Q2 Q3 Qs
15 5| ¥ 2026. One additional linked risk was added in
. . @ Q1, though this remains the lowest number . ‘E"t‘de”“:‘ba“tmC‘;”“'“;‘mllt’;m’ 110372035
. . Interventions, 1o reduce Nnea
’2 N n across all Strateglc risks. inequalities and prevent ill-health
5 g Interventions to target workforce
g 0 02 04 06 08 s 19 Assurance levels continue to be lower than for 2 |access and health 3171272025
e e @ o o o0 0 o o o o ae other strategic risks, with five sources planned |, |improveuseof populationhealth |, o
23/24 23/24 23/24 23/24 24/25 24/25 24/25 24/25 25/26 25/26 25/26 25/26 Low ' Mod mHigh mExt for the year. Four new actions have been ménagen}ennools ‘ ‘
identified for 2025/26, all currently on track. g |Paiseregionalandnationalprofile 15 /55,0056
Assurance Assessments Assurance Plan of the programme

Q4

Actual

Assurance Action Plan Progress
@3 o Assessment
B Significant Assurance uQl Gaps in Control & Assurance « Complete
Q@ Acceptable Assurance mQ2 = Gaps in control 5 OnTrack
Partial Assurance 203 umber of Gaps = Gaps in assurance (@* Number of Actions 0 Delayed
Planned 2| 2 &8 » Problematic
B No Assurance Q4
Q1 0 1 2 3 = 2
"o.% 0% 50% 100%
%,
0 02 04 06 08 1 0 1 2 3 a 5 6 %
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BAF 2: Inability to Design and Deliver Services that Address Local Population

Needs

Control and Assurance Framework

Key Controls

Health inegquality, making every contact count and anchor leads identified across trust senvices.
Uza of health equity assessment tool (HEAT) and continuous improvement techniques

Estates and Sustsinability Programme, Workforee, Community Emgagement, Elective Recovery
FPatient Engagerment leads identified as part of the Health Inequaliies and Prevention Group

FPopulation Health sirateqic plan approved as part of 2035 Trust Strategy (key focus on population
thiroughout), supported by programmes of work

Dieputy Director of Strategy and Transformation given specific responsibilities for Health and Wellbeing /
Reducing Health Inegualities

Established groups fo focus on health inequalities, anchor and prevention actions. Targeted
interventions in place

Cfice for heslth improvement and disparities (OHID) funded infeligence and public health practtioner
posis

Fopulstion Health plan in place with associsted outcomes framework

ICF Strategy approved with a focus on "5F°s" across the life course which all cenfre on reducing health
inequalities across Staffordshire amd Stoke-on-Trent

FPublic: Health consultant appointed jointly with the I1ICB

Improvimg Populstion Heslth Board established at 1CEB level with representstion from UHMR, UHMM i
now starting to lead on system waork (e.g. Aleohal, weight management)

Health protection Bnks in place to support naional/regional’system public health needs, iLe. measles
Infant maoriality programme established by ICB

Matiomal CORE20PLUSS priorities

Regional Health Inequalities Metwaork:

Fopulation Health Mansgement Enked detasets

The population health steering group and is being reconfigured to align with the revised Trust
Govermnance.

The best joined-up care for all

Key Assurances Received in Quarter 1

Whilst no specific assurances have been received by the Quality, Access and Outcomes
Committee in Quarter 1, an update on the Population Health Strategic Plan has been included on
the business cycle to be received in Quarter 2.

Gaps in .
Assurance

The committee reporting requirements are being reconfigured to align with the revised Trust Governance



BAF 3: Inability to Improve Workforce Sustainability & Organisational Culture
People, Culture and Inclusion Committee | Chief People Officer (a1 [ a2 J a3 [ as | Target | Appetite |

Target risk score identified and aligned with risk tolerance; however, the target date is 2027 due to the anticipated pressures and the actions being taken focussing on keeping this position stable
in 2025/26 as opposed to reducing the risk score. Following the launch of our refreshed strategy in April 2025, the vision for our people is that ‘we will create an inclusive workplace where
everyone learns, thrives, and makes a positive difference’. As of the end of quarter 1, partial assurance ratings have been proposed for the three priority domains in ‘our strategic delivery plan for

If we are unable to achieve workforce sustainability through the implementation of an effective long term workforce plan — one
that is underpinned by a positive, inclusive organisational culture,

Then, we may encounter significant challenges in attracting and retaining top talent, in addition to maintaining a workforce of
the right size, with the appropriate values and behaviours to meet organisational demands,

Resulting in negative impacts on colleague experience, wellbeing, recruitment, development and retention. This has the
potential to compromise the quality of care for our patients, affect our inability to meet operational targets and deliver service
transformation, and lead to increased reliance on premium staffing, negatively affecting our financial position.

Executive Overview

our people 2025-35’ (Health and wellbeing, Learning and Development and Flexibility and Adaptability).

What is the data telling us? What are we doing abou

25 Risk Score 25

Risk and Assurance Dashboard

Linked Risks

Cautious
1-9

Tolerance

31/03/2027

Impact on Our
Strategic Priorities

fifit %

Impacted by Our
Primary Issues

tit?

The target risk score for 2025/26 remains 2025/26
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[] [] i 1 H
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The best joined-up care for all
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positive and one was delayed but has been
rescheduled. Actions for 2025/26 remain aligned
with the three priority domains.

Gaps in Control & Assurance

o 5 10

= Gapsincontrol
m Gapsinassurancs

flexibility, adaptability and

sustainability of our workforce

Assurance
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BAF 3: Inability to Improve Workforce Sustainability & Organisational Culture

Control and Assurance Framework

Key Controls

‘GENERALIOVERARCHING

Monthly Divisional Workforce Assurance Groups in place subject to ciinical divisions fransition to care
groups

Medicsl Staffing Workforee Assurance Group

Divisionally led bi-monthly Directorate Performance Review Mestings

Appropriste governance in place for formal FPartnership Agreements where UHNM is the |lead providen
employer, &.9. North Midlands and Cheshire Pathology Service and the Morth Midlands and Black Country
Procuremant Group

WORKFORCE SUSTAINABILITY

Workforce plans in place and budgets transacted accordingly, including Cost Improvement Flans (CIF)
delivary

Directorste and divisional management teams monitor staffing levels. Divisional vacancy controls in place.
Internal deployment and redeployment of staff to support safer staffing levels

Experienced medical rots coordinators aligned to Divisions to support operational planning

Divisional targets for Apprenticeships and uptake against plan monitored

Insourcing contracts in place in key areas to support the operational recovery plan

Divisional workforce organisational change / re-design [ TUPE processes delivered in accordance with
agreed governance and employment legislation

ORGANISATIONAL CULTURE

Wiork on initistives focussing on the retention of owr workforee: including key focus on the NHS People
Fromise arzss

Directorste and divisional staff engagement / NHE National Staff Survey metrics and associsted action
plans are reviewed st directorate and divisional Performance Review Mestings

Culture improwemnent programme and plans in place

Senior leadership development programme [sunched in July 2025

Divisional operational escalstion plans; including for periods of Industrisl Action

‘GENERALIOVERARCHING

2025-35 strategy and delivery plan for "Our People’ priorities.

2025-35 Strategic Delivery Plan for our People highlights key strategic aress of focus and programmes of
activity for our workforce for 2025028

Quartery Strategic Workforce Executive Group mestings

Bi-monthly Divisional (Care Group) Performance Review meetings

Regular, loczl negotistion consultstive commitbee meetings with our Trade Union colleagues (e.g. TJNCC
and LNC)

Feople (HR) policies and procaedures in place and reviewed in sccordance with policy review governance.

WORKFORCE SUSTAINABILITY

202525 (estsblishment) Workdorce Plan in place

Business Intelligence and Workforce Information tracking and analysis of workforce demographics
Crwersight and scrutiny of vacancy controls, including bank and agency usage

Tracking of turmover rates, wvacancy metrics and agency costs. Work-flow recruitment manasgement
system to frack and optimize on-boarding processes. General recruitment drives are on-going
Fipeline of approved business cases in key areas profiled into the workforce establishment fo enabls
tracking of vacancies and workforos supply

Additional workforce requirements for corporately led transformation programmes identified

Murse Establishment Reviews reported twice yearly

Chief Allied Health Professional (4HF) and Chief Healthcare Scientist roles in place with annual reporting
Established Banks [workforce) are in place — including Mursing, Medics, Admin & Clerical, and other
groups.

WVieekly meetings with Medical Staffing to review rotas, gaps and progress agsinst recruitment
Education leads and teams working with providers across the System to enhance opporiunities for
lesming and the educstion experience for our frainess.

Daily tracking {(through the Empactis system) of wunplanned absences to support locsl planning
Operational Escalation [ Winter Planning Group stood up at the appropriste time in the year.

ORGANISATIONAL CULTURE

Improvement plans for organisstional culture and staff engagement are in place [for 2™ year)
Established St=ff Metworks with task and finish groups as appropriate for specific in year priorities.
IMember of ICS People. Cutturs and Inclusion workstreams

MHSE regional and national owersight. including review meetings. NHE Employers support to workforce
leaders.

Mational target for agency reduction with associsted national and system contrals for non-clinical agency
expenditure

#«  Divisional / Care Group capacity to effectively manage and drive their Peogple Plans. This has particularly
been exacerbated in Q1 due to the first 2 phases of the organisational structure redesign programme.

#  Demand for the People Directorate’s services has continued to outstrip the avsilable resouwrca. This has
confinued fo be particularly in respect to our People Operations department and our Waorkforce
Information depariment and service delivery. Risk ratings are 'extreme’ and worsening. Still awaiting
approval to procesed with business cases in respect to these resource issuss.

#  Corporste risk in respect of the programme for up banding of Healthcare Support Workers from Agenda
for Change Band 2 to 3; particulary in respect fo the cost of (a) forward pay and (b) back pay.

#  Future renewsl of the Empactis system coniract is under review due to cost.

Key Assurances Received in Quarter 1

Assurance Source April June
Appraisal and Revalidation Annual Repart
Employee Relations Casewaork Trends (formerly Formal

Case Activity Repart)

May

Equality, Diversity & Inclusion Annual Repart

Equity and Inclusion Assurance Toal
Freedom to Speak Up

Gender Pay Gap Report

Guardian of Safe Working Report

Learning and Education Annual Report
Results of Annual Staff Survey Report
Statutory & Mandatory Training Review
Strateqic Workforce Group Assurance Report
Talent and Succession Planning Update
Wellbeing Report

Warkforce Race and Workforce Disability Equality
Standard

I
Q3
=

Imipact of financial pressures (Trust and System), incuding CIP targets on the workforce
Workforce Plan for 2025028 is challenging to deliver against — including the very large target for
workforce reduction (which is naturally dependent on demand managemeant strategies too).

*  Anticipated disruption for leaders across the Trust during 202526 due to the onganisation structure
redesign programme (re the clinical divisions) and other big CIP and transformation programmes will
potentially detrimentally impact focus on delivery of business as ususl, business continuity and unsettie
the wider workforce.

* Manager and People Operations Directorate capacity to manage absence and ER cases does not meet
the sustained high demand.

*  Workforce related Freedom of Information [FOI) requests and workforce Subject Access Requests [SAR]
continue to be a challenge with an increasing number and complecdty of requests received and
inadequate resources to handle them.




BAF 4: Inability to Deliver Digitally Enabled Care Transformation

Finance and Business Performance Committee | Chief Digital Information Officer mmmm

If we are unable to deliver digitally enabled care transformation due to ongoing limitations in digital infrastructure, workforce 4 9

capability, system interoperability, and financial constraints,

Then our capacity to innovate, modernise services and improve patient safety, care quality, and operational efficiency will be
) significantly constrained,

o . . o . : 8
m Resulting in compromised patient outcomes, reduced staff productivity, inequitable access to service across geographies, and m n n

non-compliance with regulatory requirements.

Executive Overview

During this quarter, the risk score has been adjusted due to the issuance and subsequent review of the outline Electronic Patient Record (EPR) business case by the region. The region's feedback
has led to some advised changes that are currently being implemented. Additionally, there has been a delay in the Electronic Prescribing and Medicines Administration (EPMA) project due to the
supplier not meeting contractual deliverables. This delay has impacted the overall timeline and has been factored into the risk assessment. Key actions undertaken include addressing the
feedback from the region and working closely with the supplier to ensure that the contractual obligations are met promptly to mitigate further delays.

Risk and Assurance Dashboard

25 Risk Score 25
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20 I 7 v 20 The target risk score for 2025/26 remains unchanged and aligned with the revised risk appetite
. I NER statement, with the target date still set for March 2026. The number of linked risks has increased since
Q4, making this the third highest among all strategic risks.
10 g 10 e
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BAF 4: Inability to Deliver Digitally Enabled Care Transformation

Control and Assurance Framework

Key Controls

Corporate
(n=T)

Digital operational groups meet bi-monthly to ensure digital initiatives align with national
mandates and strategic goals

Approved business case for end user device lifecycle management allowing kit older than &
years old to be replaced

Information Asset Register with assigned information asset owners

Regular review and update of the risk register

Rolling review of national guidelines to identify any gaps in compliance

Annual testing of IT service continuity plans

Clinical engagement through Chief Medical Information Officer (CMIQO) and Chief Murse
Information Officer (CNIO) along with digital nurses, midwives, pharmacists and divisional
CMIOs

Trained clinical safety officers

Membership of the Digital Health Clinical Information Officer (C10) Network

Participation in regional and national innovation networks

Expansion of Digitial Pathology Scanning Capacity BC-0601

LIMS and Order Communications Results and Reporting System Implementations BC-0602
Engagement in the capital programme to secure funds of replacement of out of support
hardware and software and for additional investment to support clinical transformation
Ongoing training programmes tied to the rollout of new technologies and systems

Executive Digital and Data Security Protection Group monitors active management of IM&T
risks via monthly Risk Register Reports

Digital maturity assessments to enable the prioritisation of core capabilities

Freedom of Information improvement plan developed

Frontline digitalisation investment approved

Digital services management print lease contract approved

Suite of key IM&T policies

Regional Cyber Security Operations Centre live with over 450 servers reporting to the
Security Information and Event Management System (SIEM)

MHS England EPR Business Case approved and submitted to region.

Met all nationally mandated standards met

Use of obsolete technology

Shadow IT not operated in line with MHS standands.

Limited funding and significantly less than the suggested 4%.

Digital solutions are not consistently infegrated.

MNa formal process is in place for reviewing and upgrading all 405 solufions in use.
Insufficient digital skills fraining available to the wider workforce.

Key Assurances Received in Quarter 1

Assurance Source April May June
Cyber Assessment Framewaork Follow Up

Cyber Security Assurance Report

DCiigital Strategic Plan

DSP Toolkit

Transformation & Major Change Project Management & IT
Systems Managed by Operational Areas (Shadow [T)
Follow Up

Data Protection Impact Assessment (DP1As) not in place for all systems
Digital Technology Assessment Criteria (DTAC) not in place for all systems
Clinical Safety Assurance Reporis not in place for all systems
Configuration management processes not in place for all systems.
Governance arrangements for adificial infeligence




BAF 5: Inability to Deliver Investment in Estate Infrastructure & Workforce

Finance and Business Performance Committee | Director of Estates, Facilities & PFI a1 J o2 | a3 ] a4 | Target | Appetite |
Cauti
If we are unable to secure sufficient investment to develop and modernise our estate infrastructure and workforce, 3 3 3 a1u_lc;us

Tolerance

Impact on Our Impacted by Our
Strategic Priorities Prlmary Issues

Then we may be unable to deliver high quality, responsive services in a safe, compliant, and sustainable environment,

. . . . . . . . Score 12 12 12
m Resulting in non-compliance with national standards, increased infrastructure risks, reduced value for money, -n n

underperformance against key objectives, and negative impacts on patient safety and service access.

Executive Overview

0,00 29
Whilst the current risk score continues to be in line with the risk tolerance target, this is due to the additional capital funding which became available in Quarter 1 and Tffmm !9 m
as such has provided the additional headroom to invest in the estate. There remain challenges in terms of insufficient capital funding to address backlog risks and
decarbonisation, a reduction in the number of supply chain partners and risks in terms of energy security, supply and costs. In addition, there remain challenges in
terms of the ability to agree formal variations to the PFI and address the requirements from the Building Safety Act 2022.

Risk and Assurance Dashboard What is the data telling us? What are we doing about it?
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BAF 5: Inability to Deliver Investment in Estate Infrastructure & Workforce

Control and Assurance Framework

Key Controls = Maintenance backleg programme underfunded; this will see a continued rise in backlog figures over next
5 year plan (Retained Estates)

. Estate condition: Planned Preventative Maintenance programme; competem Estates staff / Authorised »  (Gap in confirmed clinical strategies, and lack of completed feasibilities to deliver agreed clinical plans and
persons; KPI's monitored through CEF / Environmental Audits, Maintenance Operational Board, Royal Institute of British Architects (RIBA) stage 2 designs and budget costs to maich emergency funding
Operational Policies, Service Specifications PFl, 6 Facet Survey ?lsotfrlll?tr?:rc ggzsnsai;i”:g;iteofgldmfzzulars at Royal Stoke, rightsizing to drive development and

-
Fire Safety / Security Policies, Protocols, Guidelines, patrolling, CCTV, Risk Assessments in place refurbishment in the right place to ensure sustainable development control plan (DCP), with a phase
Sustainability / Net Zero Carbon (NZC): Sustainable Development Steering Group (biannual), Sustainability delivery approach, 5-10 year DCP.
Working Groups (monthly), Nitrous Oxide Waste Reduction Group (to meet NHSE funding T&C’s), Fublic =  Limited number of national NHS framework supplies bidding for large amounts of NHS funded work,
Sector Decarbonisation Scheme (PSDS) Group (to meet DESNZ funding T&Cs) Sustainability and NZC national procurement means one supplier can win multiple schemes and therefore drive resource issues,
capital investment subgroup, NZC Trust Board Lead (Director EFP), Clinical NZC lead which can impact programme and cost.

#»  Limited number of worked up sustainability feasibilities to enable quick utilisation of available capital when

=  Estate Condition - Capital bids against prioritised list of Estate 6 Facet Findings with subsequent approval )
; becomes available.
via C1G o ) ) . +  Existing NHS estate is designed to current NHS and Chartered Institute of Building Services Engineers
= Estate Strategy — Clinical & System Strategy and independent review used to inform content . (CIBSE) guidance which currently does not account for the constantly increasing summer hotter
(os ]y ]yl = Fire/Security: ‘On the spot fire improvement notices, Fire Safety KPIs & ad-hoc audits/inspections gap:-": prolonged periods, and colder winter snaps. Real risk to operational availability.
{n=?] - Head of Fire Safety and Security close working with local Police and visibility on site ORI = Lack of capital & revenue funding to deliver identified carbon reduction schemes, required to meet
«  Sustainability / NZC: Biannual Sustainability performance report to Finance and Business Performance nationally mandated targets. _ _ ) o
«  Capital team / Capital programme external Audit / internal procedure audit annually = Challenges with pay and the ability to recruit and retain our skilled workforce with private sector pay
. . : - . comparison to agenda for change (AFC)
+  Targeted capital refurbishment where appropriate to address significant risk backlog. = Ageing workforce with a risk of losing site knowledge onto future apprentices which can only be funded
Statutory maintenance programme — Maintenance Operational Board. via current establishment budget.
Participation in National Programme Strategic Supplier Relationship Management (SSRM) hosted by +  Lack of ability to over recruit in areas of high turnover, resulting in bank and overtime whilst we recruit
Cabinet Office & HM Treasury replacement substantive posts. ) ) ) »
Collaborative working with system partners on Estate Infrastructure and Sustainability agenda, members o BELTEIL DL oD EATE AN TRELE N NZELN VDT 2l DEC E0E L ElL 2 TEEE 2l{f] 2
of key working groups to drive transformation and efficiency in these areas tecnnlcgl infrastructure. Becoming more reliant of external contractors at premium costs.
. T =  Remedial works for PFI Latent Defects to be concluded
Close liaison NHSE and Depariment of Health PFU on PFI material issues ) _ «  Rightsizing work to inform Estate Strategy and Development Control Plan to be concluded
=  Sustainability / NZC: Work with external pariners regarding zero-capital solutions and grant funding s Supply Chain Partners — small number of suppliers operating across many hospital Trusts impacting on
applications, attendance at ICS and Midlands Greener Delivery Groups and system-wide projects supplier resilience, flexibility and confidence in programme and cost model delivery. Significant schemes
= Jointly agreed interpretation of Building Safety Act between Trust and PFI partners underway in year include CDC, Elective Hub, UTCs and Breast Care.
Key Assurances Received in Quarter 1
Assurance Source April Ma June i
- . D 2 boni . None identified
Estates & Facilities Strategic Plan Assurance

Fire Safety Annual Report
PLACE Inspection Findings and Action Plan
Project STAR — Planning, Marketing and Land Disposal

The best joined-up care for all 14




BAF 6: Inability to Deliver In-Year Financial Position

Finance and Business Performance Committee | Chief Finance Officer [ a1 | o2 | | Q4 |
Cautious
If we, or system partners, are unable to manage within the financial assumptions underpinning the 2025/26 revenue plan, @ 1-9
[=]
N
) Tolerance
Then we may be unable to deliver our agreed financial position for 2025/26, § _
(3]
resulting in an increased level of external scrutiny and potential regulatory intervention, reduced autonomy in financial and -
strategic decision-making, inability to invest in critical areas such as workforce, digital infrastructure and estate development,
challenges in maintaining service affordability and managing rising demand and adverse impacts on the quality, accessibility
d tainability of patient Impact on Our Impacted by Our
ana sustainapillity or patient care Strategic Priorities Primary Issues
Executive Overview Y- S

D
(=
% oA

45TRuCY

G
T (+]
m M
Although the Trust has remained on plan to month 3, the system the position is not meeting the plan. The forecast for the year will be prepared for month 4, and it is fm‘i <
expected that the Trust will be forecasting a deficit from the plan. There are several risks within the CIP plan and further mitigations will need to be worked up.

Risk and Assurance Dashboard What is the data telling us? What are we doing about it?
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Q3 R
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BAF 6: Inability to Deliver In-Year Financial Position

Control and Assurance Framework

Key Controls Key Assurances Received in Quarter 1
Performance Manageament meetings in place with the Care Groups with financial performance included Assurance Source April | May  June
as a dnver metric. Additional executive focus through Finance, Activity and Performance Group Accounting Policies Update
= Standing Financial Instructions (SF|3), scheme of delegation and approval structure for any additional Activity Performance Report NR [
expenditure in place o _ ) Annual Accounts -
» Executive Team approving and monitoring spend against Elective Recovery Fund Annual Accounts Timetable
« Finance report to Finance and Business Performance Committee (FBP) with associated scrufiny; enhanced Audit Findings Report and Letter of Representation ]
to include run rat:_a pE!I'fDI'I'I‘IaI:ICE! a_nd |mpat_'.t of activity levels of income recovery Audited Accounts and Financial Statements and Analytical
» Monthly forecast in place to identify best, likely and worst case ranges reported through FEP Review NR
= The Iev_el of non-recurr_enl mrhg ations well understood bl.!l consiantlyt assessed and quantified o Budget Setting Framework 2026/2027
»  Future investments guidance issued to the Care Groups in that only investment requests where significant Business Case Review Schedule
Corporate patient safety risks are involved will be considered and any additional investments will now need to go :
(n=9) through the double lock Capital Plan
+ Reset of the bed model and final allocation of system capacity funding undertaken Cost Improvement Report
¢ Audit Committee oversight of system of internal control such as SFI breaches, write offs etc Draft Financial Qutlook
» Executive Recovery Oversight Group in place Executive Recovery Oversight Group Terms of Reference NR
»  Strategy Delivery Unit in place Finance Report M12 M1 M2
=  Enhanced vacancy and workforce controls Financial Plan 2025126 NR
» |nternal audit programme to be utilised depending on changing risks in financial plan zoing Concern
» Varying the pace of investment to provide additional mitigation Grip and Control: Medical Staff and Mursing Bank and Agency Contrals -
=«  External auditor review of reported financial position . N ]
« System Recovery Programme Internal Audit into Overseas Visitors Policy
=  PWC assessment of Grip and Control measures Key Financial Controls
= ] s Recurrent CIP versus non-recurrent Losses and Special Payments and Stock Write Offs
Czﬁfr:l‘ «  Under delivery of elective work Medicines Finance, Procurement and Supplies Report
Understanding of increased bank staffing spend Medicines Write Off Report

Productivity / Efficiency Performance Report

SFl Breaches relating to Procurement processes and
Single Tender Waivers

SFl Breaches relating to Salary Overpayments -

Supplies and Procurement Repaort
Cwverseas Patients Activity

BT » Forecast is required
As:‘lfurance » Some CIP schemes to be worked up in detail
»  Contract to be agreed and monitored

The best joined-up care for all 16




BAF 7: Inability to Deliver Financial Sustainability

Finance and Business Performance Committee | Chief Finance Officer a1 J a2 | a3 | a4 | Target | Appetite |

Cautious
If we, or system partners, are unable to manage within the assumptions made within the financial plan for 2025/26, - - 4 3 3 N 1-9
(=)
N
5 ) Tolerance
Then our underlying financial position will deteriorate further, - § _
— T
resulting in reduced availability of funding for essential investments, an increased level of external scrutiny (level 5) and
potential regulatory intervention, loss of autonomy over financial and strategic investment decision making within the Trust,
breach of statutory financial duties, adverse impact on the Trust’s ability to deliver sustainable and high-quality care. Impact on Our Impacted by Our
Strategic Priorities Primary Issues
Executive Overview

€ M
Although the Trust has remained on plan to month 3, the system the position is not meeting the plan. The forecast for the year will be prepared for month 4, and it is ﬁm‘m\ < %
expected that the Trust will be forecasting a deficit from the plan. There are several risks within the CIP plan and further mitigations will need to be worked up. The

target score has been set at 2026/27 due to the deficit support failing out at the end of 2025/26 resulting in an inability to meet the target in year.

Risk and Assurance Dashboard What is the data telling us?

25 Risk Score 25 N N
Linked Risks
Tolerance Appetite HEEEE Score -~ Target Trajectory Q4 . . . . ; ; ; )
" " The target risk score has been reduced for 2025/26 in line with the revised risk appetite statement, with
/ o delivery expected by March 2027. This strategic risk has the third lowest number of linked risks.
15 ' 15
Q2 All but one planned assurance was presented this quarter, with four receiving positive ratings and four
0 0 not rated. All actions have been carried over from 2024/25, with one completed during the quarter.
Q1 1 1 I -
5 5
0 0.5 1 1.5 2 2.5 3 35 " "
. . What are we doing about it?
Q124/25 Q224/25 Q324/25 Q424/25 Q125/26 Q22526 Q325/26 Q425/26 Low " Mod ®High mExt
Assurance 2024/25 2025/26
Assurance Assessments Assurance Plan Assessment Summary Action
Qa4 Q2 Q3 Q4 (23 Q2 Q3 Q4
Actual .\(\oe"‘“
@ o
W Significant Assurance LS Py Identification of recurrent CIP
o Acceptable Assurance Q2 0%'96 31/03/2026
N (A
Partial Assurance Planned m 19 =Q3 ® E I FLT LTS
ot J2l02 s n ¥ NoAssurance Q4 2 Ensure delivery of elective targets 3040442025
31/03/2026
0 5 10 15 0 10 20 30 40 50 60 70 3 E‘stabLi‘sh FRCGs to improve 25/04/2025 A A
financial control
Action Plan Progress 3012025
Gaps in Control & Assurance 4 |Tough decisions 3H85/2625 | NA N/A
: » Compete 31/12/2025
= Gapsin control OnTrack
MNumber of Gaps “ = Gapsin assurance Number of Actions u“ D:a;:
= Problematic
0 2 4 6

0% 50% 100% 1 7



BAF 7: Inability to Deliver Financial Sustainability

Control and Assurance Framework

Key Controls Key Assurances Received in Quarter 1

= Performance Management meetings in place with the Care Groups with financial performance included Assurance Source April | May | June

as a driver metric. i ici
Ca=r: Group Standing Financial Instructions and scheme of delegation :;:i:uwngz i;ﬁ::r; LFJ:;:it: NR =
b= Exec Team approval of additional investment up to £250k Annual Accounts -

Monthly Care Group attendance a Financial Recovery Group. Annual Accounts Timetable

=  New Financial Recovery Group established to give oversight of CIP delivery both corporate schemes Audit Findings Report and Letter of Representation -
A E T p i EE Audited Accounts and Financial Statements and Analytical

. !:inanc:e report in place to perfom!anoe and Fipqnoe Cnmm'r_ttee with associated scrutiny; enhanced to Review NR
include run rate performance and impact of activity levels of income recovery. -

#»  Future investments guidance issued to the Care Groups in that only investment requests where Budget Seiting Framework 2026/2027
significant patient safety risks are involved will be considered and any additional investments will now Business Case Review Schedule
need to go through the double lock CostImprovement Report

» Reset of the bed model and final allocation of system capacity funding undertaken Draft Financial Outlook
Internal audit programme adjusted to reflect changing risks in financial plan Executive Recovery Oversight Group Terms of Reference NR
External audit programme in place Finance Report M1z Tkl M2

¢ System Recovery Programme Financial Plan 2025/26 NR

Going Concern

«  Fully signed off CIP Plan Grip and Control: Medical Staff and Nursing Bank and Agency Controls |

» Recurrent CIP versus nen-recurrent

» Contractual position requires finalising, and agreement not yet reached. Unclear on Trusts ability to Internal Audit into Overseas Visitors Policy

access support for costs of potential redundancy may undermine CIP delivery in year Key Financial Controls

Medicines Finance, Procurement and Supplies Report
Productivity / Efficiency Performance Report

Supplies and Procurement Report

Cwerseas Patients Activity

+  Triangulation of Care Group activity plan versus income assumptions.

The best joined-up care for all




BAF 8: Inability to Sustain Research and Innovation Excellence

Finance and Business Performance Committee | Director of Strategy & Chief Medical Officer

commercialisation.

Then our ability to provide high-quality, cutting-edge care will be compromised,

Executive Overview

If we are unable to deliver a comprehensive, ambitious and financially sustainable programme of research and innovation, and
a culture that supports both,

resulting in a diminished reputation as a leading university hospital in research and innovation, fewer opportunities for patients
to participate in research studies, limitations in delivering innovative, evidence-based care, challenges in attracting and
retaining highly skilled clinical and academic colleagues and missed opportunities to seek external funding, partnerships and

The launch of the new Trust Strategy 2025-2035 identifies Research and Innovation as two of only seven strategic plans. This reflects the importance of these two
areas in enabling the Trust to achieve its strategic objectives. Strategic Delivery Plans have been codesigned via the Research Strategy Delivery Oversight Forum

and will be presented to Finance & Business Performance Committee

innovation is being updated to ensure there is appropriate focus on delivery of these plans.

25 Risk Score 25

ANSRRRAN )

Assurance Assessments
Q4

Q3

W Significant Assurance
Acceptable Assurance
Q2 i
Partial Assurance

m No Assurance

Q1

Gaps in Control & Assurance

o 2 4 i1

= Gapsin control
= Gapsin assurance

Risk and Assurance Dashboard

Linked Risks
Q4
Q3
Q2
@ 1 I B
0 0.5 1 15 2

Low = Mod mHigh mExt

Assurance Plan

Actual 0

Plamed m -

0 1 2 3 4 5 6 7

Action Plan Progress

R ' “

0% 50% 100%

in July 2025. In this context, the current arrangements for governance of research and

What is the data telling us?

mmmm

3 2

5
31/03/2026

Minimal
2

1-4

Tolerance

Impact on Our
Strategic Priorities

fift % %

Impacted by Our
Primary Issues

The target risk score remains unchanged from Q4, though the target date has been extended to March 2026. This
strategic risk has the second lowest number of linked risks.

No assurances were presented this quarter, but six are scheduled for the remainder of the year. All actions have
been carried over from 2024/25, with revised due dates now in place.

25

uQ1
Q2
=Q3

Q4

» Complete
OnTrack
Delayed

u Problematic

Assurance
Assessment

What are we doing about it?

Summary Action

Research to form part of Care Group
Board Agendas

2024/25

Q2 Q Q4

2025/26

Q1 Q2 @ o

30/09/2025
Commissioning an external 3052024
2 specialist to review QMS prior to FH2E24
MHRA inspection 30/06/2025
Increasing patient and public
3 invoL\.remant)in deveLopiF:'lg research 5403/2025
30/09/2025
strategy
Action plan for international 546542625
4 . » 36/6/2825 | N/A | NiA
commercial opportunities 31/12/9095




BAF 8: Inability to Sustain Research and Innovation Excellence

Control and Assurance Framework

Key Controls

Research Operations and Leadership Meeting to coordinate and support operational activities

Review of research and innovation directorate structure undertaken

Recruitment monitoring and forecasting are being utilised to align with growth-oriented strategic objectives,
with forecasts contributing to feasibility assessments.

Academic Development Officer for CeNREE appointed

Chief Allied Health Professional hosted by CeMREE in post aimed at empowering and promoting research.
Research Governance Manager in post

CRDC manager in post

Clinical Research Matron in post

Strategic Delivery Plans for Research and Innovation codesigned through Research Strategy Delivery
Oversight Forum

Research Strategy Delivery Oversight Forum terms of reference being updated to reflect Strategic Delivery
Plans and ensure appropriate arrangements in place to provide oversight of delivery

Widening out the R&I Directorate staff recruitment for delivery beyond nursing to include midwives, AHP's
and other reearch active professions (e.g. recent appointment of Physician Associate as Band 7 lead
research practitioner)

Increasing investment in Patient and Public Involvement and Engagement (PPIE), with plans to establish
a PPIE lead position.

Executive Team support for proposal to explore repurposing space within Clinical Education Centre to
provide a dedicated base for a range of research, education, learning and development teams to come
together

Active programme to improve relationships with both Keele University and University of Staffordshire at
organisational level — this will include research agenda

Keele and UHNM have agreed revised process for joint medical appointments between the two
organisations

UHNM is a part of SSHERPa, contributing to the ICS research agenda — SSHERPa expanding remit to
include Innovation

Closer working with MPFT — Waork force training & recruitment

UHNM is a member of the West Midlands R&D Research Forum.

Active participation in the Communities of Practice for the Mational Contract Value Review

Mational strategies from the Chief Nurse Office for England, the Chief Midwifery Office for England and the
Chief Allied Health Professional Office for England, which will support implementation of CeNREE priorities.

Clarification being sought on criteria for further joint appointments and research active staff (wider than
medics)

Inability for further substantive appointments / investment into CeNREE

Mandatory GCP training for Principal/Chief Investigators

Mo dedicated Research Facility as seen within comparator regional Trusts

The best joined-up care for all

Key Assurances Received in Quarter 1

Assurance Source April May June

Innovation Strategic Plan

Research Strategic Plan

+  Strengthening of reporting from research and innovation into Committees required
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Risk Appetite Framework

Appendix 1

Clinical Risk

The risk of poor
patient experience
and outcomes
resulting from
inadequate systems
and processes
associated with our
capacity planning,
infection prevention
& control, patient
experience, patient
safety & outcomes
and research &
development.

Averse

Likelihood

Consequence

Within Risk Appetite Within Risk Tolerance Outside of Risk Appetite & Tolerance

Likelihood

Operational
Risk

The risk of direct or
indirect loss
resulting from
inadequate or failed
internal processes
and systems or
from external
events.

Minimal

Consequence

The best joined-up care for all

Risk Types

Workforce
Risk

The risk of unsafe or
ineffective patient
are resulting from
inadequate systems
and processes
associated with our
workforce supply,
skills & capacity,
performance and
retention, within an
appropriate culture.

Cautious

Consequence

Likelihood

Financial Risk

The risk of direct or
indirect loss
resulting from
inadequate systems
and processes
relating to our
management of
finances, financial
reporting, funding
and cash
[ ELEES -

Risk Appetite and Tolerance Levels

Consequence

External Risk

The risk of direct or
indirectlossasa
result of a failure to
comply with
regulation, operate
within the Law and
deliver on our
partnership
obligations.

Consequence

Clinical Risk

Categories of Risk

Patient Safety & Outcomes

Patient Experience

Infection Frevention & Control

Capacity Planning

Research, Innovation & Development

Operational Risk

Health & Safety

Information Security

Business Continuity

Information Govemnance

Physical Asseis

Workforce Risk

Workforce Supply

‘Workforce Deployment

Workforce Retention

‘Workforce Performance

Financial Risk

Counter Fraud

Financial Reporting

Estates Infrastructure

IManagement & Value for Money

Revenue Funding & Cash

Supply Chain

External Risk

Legal & Governance

Risk Score
Tolerance

High
10-12
Extreme
15— 16

Regulatory Risk

Strategic Planning

Partnership Working

High
10-12
Extreme
15 - 16
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Rating Rating

ID Opened Title (1) (Target) Division BAF Link
32463 16/05/2024|Risk of not achieving £8.5 million contribution to County Elective Hub 25 9 Network Services 1
34791 16/11/2024|Careflow Product Reliability and Availability 25 10 Central Functions Division 1,4
34423( 19/11/2024(Non-Compliance with BLS Face to Face Training 20 5 Central Functions Division 0
36050 14/04/2025|Challenges with Trust PGD sign off procedures 20 2 Children’s, Women s and Clinical 1
Support Services
33427 19/08/2024|Non Medical Referring - Protocols 20 g  |Children's, Women’sand Clinical|
Support Services
32545( 30/05/2024{Demand on our People Operations services is greater than our resource capacity. 20 9 Central Functions Division 1,3
35614( 06/03/2025|patient pathways affected by lack of non medical referrer oversight and governance 20 4 Children’s, Women s and Clinical 1,3
Support Services
34608| 01/12/2024Network Service's divisional unfunded 1:1 nursing assistant cost pressure po} 3 Network Services 1,3
34619( 02/12/2024(Shadow IT and lack of system maintenance 20 5 Central Functions Division 1,4
33424( 19/08/2024(Non Medical Referring - Ownership and Maintenance of the Database 20 6 Children’s, Women’s and Clinical 1,4
Support Services
21697| 07/07/2021(Shortfall against 25/26 CIP Plans - high risk £49.2 and medium risk £7.1m 20 8 Central Functions Division 6,7
18673| 02/12/2019|Lack of Compliance with Health and Safety Regulations 16 6 Central Functions Division 0
24178| 26/04/2022(Pharmacy IT hardware out of warranty 16 2 Children’s, Women's and Clinical 0
Support Services
34789| 02/12/2024(Corporate RTT (Referral to Treatment) Validation at UHNM 16 8 Central Functions Division 1
32464( 20/05/2024(Incorrect use of bedrails 16 6 Central Functions Division 1
26887| 18/01/2023|Ineffective Clinical Effectiveness Provision 16 6 Central Functions Division 1
29812| 27/09/2023|Replacement Medical Devices - Capital and Revenue Funding Risk 16 4 Estates, Facilities and PFI 1
24028| 06/04/2022|Emergency Department Performance Standards not being achieved 16 6 Medical Division 1
17873| 16/07/2020|Inability to Off-load Patients from Ambulances (both sites) 16 4 Medical Division 1
20448| 17/03/2021|Patient LOS above 48 hrs on AMU - against Internal Standards 16 4 Medical Division 1
14958| 29/10/2024|Triage Times (Royal) In Adults and Children's ED 16 6 Medical Division 1
26832 12/01/2023|Your Next Patient (Holding Areas Queues) Acute Medicine 16 4 Medical Division 1
31958 08/04/2024{MCHT Beckman Track & Stock yard (storage module) 16 6 North M|dland§ and Cheshire 1
Pathology Service
30149 23/10/2023|AAA Time to Surgery 16 4 Surgical Division 1
33959| 07/10/2024|Colorectal Cancer Position 16 2 Surgical Division 1
35527( 27/02/2025|County Elective Hub Theatres Equipment 16 4 Surgical Division 1
25469 04/08/2022|Delivery of constitutional cancer quality standards 16 4 Surgical Division 1
27156 07/02/2023|EMR/ESD Service - Lack of Operational Policy 16 6 Surgical Division 1
25471| 04/08/2022|Follow Up Delays 16 4 Surgical Division 1




ID

Opened

Title

32807| 19/06/2024|Head and Neck Cancer Delivery

34158| 18/10/2024|Admin Account Authorisation
Need viable solution for redaction software for SARs and suitable available resource to

34277| 06/11/2024
act as data handlers

35798 25/03/2025|Doors at STS

22641 15/11/2021(Blood Sciences Managed Service Contract tender

30986| 11/01/2024|Centre for Research and Education Excellence (CeNREE) sustainability

34138| 24/10/2024 Workforc? Information team's resource / capacity is significantly less than the current
and growing demands on the service

34826| 13/12/2024 Child Health Rota remains a 1:7- The Tier 2 resident doctor cover does not meet service
need.

18842| 05/10/2020|Gaps within the Junior Medical Rota

32149| 24/04/2024[MNG Consultant workforce recruitment

33426| 19/08/2024(Non Medical Referring - Management Resource

33539| 29/08/2024(Non Obstetric Ultrasound (NOUS) Performance - DM01 compliance

21481| 28/06/2021|Reduced Breast service (Imaging), due to vacancy within Breast Radiologist workforce.

33720| 16/09/2024|AEC Nursing Workforce

35962 26/03/2025(Fragility of ILD service - nursing

35094| 21/01/2025(Medical Staffing in ED Overnight & at Weekends

10381| 27/04/2018|Medical Staffing - Haematology

34960( 09/01/2025|AAA Screening Workforce - CST and Technicians

25893 29/09/2022Delay in EPMA roll out

25454 02/08/2022(EPMA and/or Clinical Narrative System not fit for purpose

26427 16/11/2022|Use of Q-pulse as electronic quality management system

32544| 30/05/2024 UHNM negotiations underW?y t.o upband & backpay all AfC B2 Healthcare Support
Workers who have been delivering work at B3.

35342( 10/02/2025(Process re: Non-Medical Prescribing

27411| 24/01/2023|ReSPECT

31987| 09/04/2024|UK Visas and Immigration rules (legal migration rules)

Rating
(Q1)

16
16

16
16
16
16

16

16

16

16

16

16

16

16
16
16
16
16
16
16

16

16

15
15
15

Rating
(Target)

Division

BAF Link

4 Surgical Division 1
4 Central Functions Division 4
6 Central Functions Division 4
4 Surgical Division 5
4 North Midlands and Cheshire 6
Pathology Service
6 Central Functions Division 8
8 Central Functions Division 1,3
4 Children’s, Women'’s and Clinical 13
Support Services ’
6 Children’s, Women’s and Clinical 13
Support Services ’
8 Children’s, Women’s and Clinical 13
Support Services ’
6 Children’s, Women’s and Clinical 13
Support Services ’
4 Children’s, Women’s and Clinical 13
Support Services ’
4 Children’s, Women’s and Clinical 13
Support Services ’
4 Medical Division 1,3
4 Medical Division 1,3
8 Medical Division 1,3
9 Network Services 1,3
4 Surgical Division 1,3
4 Central Functions Division 1,4
4 Central Functions Division 1,4
6 North Midlands and Cheshire 14
Pathology Service ’
12 Central Functions Division 3,6
5 Central Functions Division 0
5 Central Functions Division 0
12 Central Functions Division 0




ID

Opened

Title

Rating
(Q1)

Rating
(Target)

Division

BAF Link

. . L . . Children’s, Women’s and Clinical
30881| 18/12/2023|Non compliance with RCR 2022 guidelines for Notification of Imaging Results 15 2 ) 0
Support Services
Out of date Gynaecology Guidelines, Standard Operating Procedures and Patient Children’s, Women’s and Clinical
36198| 25/04/2025(. . 15 2 . 0
information leaflet Support Services
Children’s, Women'’s and Clinical
34159| 28/10/2024|Prescription of opiods for children within UHNM 15 2 naren s, W > nic 0
Support Services
36839 23/06/2025|Noise level in pod 6, Critical Care 15 6 Surgical Division 0
36848| 23/06/2025|Purchase of Non EEA Country Human Tissue 15 3 Surgical Division 0
28733| 21/06/2023|Tracheostomy care 15 10 Surgical Division 0
Children’s, Women'’s and Clinical
35517| 26/02/2025| Urogynae Backlog and Long Wait 15 4 ) 1
Support Services
Children’s, Women’s and Clinical
35516 26/02/2025|Endometriosis Backlog and Long Waits 15 4 ) 1
Support Services
Children’s, Women’s and Clinical
18664| 28/09/2020|Gynaecology 52 Week Long Waits 15 6 ) 1
Support Services
32023| 11/04/2024 Maternity Early Warning Scores not used for Maternity Patients outside of Maternity 15 5 Children’s, Women’s and Clinical L
Dept Support Services
31322( 05/02/2024(Long WTBS by the RS medics 15 5 Medical Division 1
33109| 16/07/2024|Audiology Waiting List Backlog 15 5 Surgical Division 1
30476| 20/11/2023[NHS Financial position and procurement of System Wide EPR 15 5 Central Functions Division 4
34869| 24/12/2024|Technical Debt 15 5 Central Functions Division 4
Children’s, W ! d Clinical
34491| 18/11/2024(Pharmacy lIsolators - Performance and downtime 15 4 arens .omen s anatinica 5
Support Services
North Midland d Cheshi
23331| 02/02/2022|MCHT Ceiling RAAC planks 15 4 orth Viidiands and Lheshire 5
Pathology Service
32486| 22/05/2024(Long Wait Patients in the Trauma Directorate 15 6 Network Services 1,3
31724| 11/03/2024|Non clinical users able to order on behalf of clinician for IRMER requests 15 5 Central Functions Division 1,4
9036| 25/10/2017|Vulnerability to Cyber Attack 15 12 Central Functions Division 1,4
34369| 13/11/2024|ECC Patient toilet facilities safety and prevention 15 8 Medical Division 1,5
20926| 30/04/2021|Emergency Department (Royal) majors & children's cubicle doors 15 4 Medical Division 1,5
25917| 30/09/2022(Suitability of Cohort Area (Known as Ambulance Assessment 7 - 10) 15 2 Medical Division 1,5
Breach of Freedom of Information FOI Act 2000 in responding to requests within 20
25537| 15/08/2022| - ponding tored 12 4 |Central Functions Division 0
working days (95%)
22518| 29/10/2021|Cleanliness 12 3 Central Functions Division 0
8877| 21/05/2012|Hospital Acquired Infections 12 8 Central Functions Division 0
22876| 10/12/2021Lack of compliance and risk of injury with medical sharps 12 6 Central Functions Division 0




ID

Opened

Title

Rating
(Q1)

Rating
(Target)

Division

BAF Link

25457| 02/08/2022(Lack of regular audit of IT assets 12 4 Central Functions Division 0
26815| 10/01/2023|Resuscitation Training 12 6 Central Functions Division 0
. L . Children’s, Women’s and Clinical
29364| 15/08/2023|Extremity radiation doses to nuclear medicine/PET staff 12 3 i 0
Support Services
Children’s, Women’s and Clinical
33819 23/09/2024|Insufficient radiopharmacy releasing officers 12 3 ) 0
Support Services
Children’s, Women'’s and Clinical
28461 01/06/2023|non compliance of basic life support (BLS) training in Radiology SPR's 12 4 ) 0
Support Services
29196 27/07/2023|Immunisation gap 12 4 Estates, Facilities and PFI 0
33444 21/08/2024|Potential loss of franking machine due to a lack of supplier support 12 3 Estates, Facilities and PFI 0
34148| 25/10/2024(Lack of full completion of the ED Mental Health Proforma and Capacity Assessments 12 4 Medical Division 0
31146| 23/01/2024|Risk Assessment of MH Patients Overnight at County ED 12 2 Medical Division 0
34950| 07/01/2025(Risk to ED Staff from Ambulance Holds 12 2 Medical Division 0
30496| 22/11/2023(Business Continuity Plans - Network Services Division 12 4 Network Services 0
36457| 19/05/2025(Critical Care Side Rooms 12 4 Surgical Division 0
36828| 20/06/2025(0Ophthalmology Referral Inbox 12 4 Surgical Division 0
31836( 20/03/2024|Violence & Aggression towards staff 12 4 Surgical Division 0
32652| 05/06/2024(Clinical Harm Review Process 12 6 Central Functions Division 1
11415( 20/08/2018|End of Life - Portable battery powered syringe pumps. 12 9 Central Functions Division 1
8901 05/12/2013|Ensure correct blood sample management 12 6 Central Functions Division 1
Children’s, Women'’s and Clinical
33311| 07/08/2024|Antenatal consultant clinic capacity 12 6 ) 1
Support Services
Children’s, Women'’s and Clinical
33223| 19/07/2024|Ante-natal prescriptions in the community 12 4 ) 1
Support Services
Children’s, Women'’s and Clinical
28881| 30/06/2023(Breast Screening community locations 12 2 . 1
Support Services
Children’s, Women’s and Clinical
35351| 11/02/2025(Clinic over runs 12 4 . 1
Support Services
Children’s, Women’s and Clinical
34519 22/11/2024|Delivery of Gestational Diabetes GTT Clinics 12 4 ) 1
Support Services
Children’s, Women’s and Clinical
29165| 20/07/2023|Diabetic Pump Contracts 12 4 ) 1
Support Services
Children’s, Women’s and Clinical
33821 23/09/2024|essential maintenance to the radiopharmaceutical isolators 12 2 . 1
Support Services




ID

Opened

Title

Inability to support patient pathway turnaround times in MRI due to not being able to

Rating
(Q1)

Rating
(Target)

Division

Children’s, Women’s and Clinical

BAF Link

30573| 30/11/2023 . 12 4 . 1
secure sufficient GA slots to meet demand Support Services
. . . Children’s, Women'’s and Clinical
32013| 10/04/2024|Insufficient number of maternity theatre slots for Category 4 caesarean section 12 6 . 1
Support Services
33928 02/10/2024 Noncc.)mplian.ce v.vith requirements of the Fetal anomaly screening programme ( FASP ) 12 4 Children’s, Women's and Clinical 1
& saving babies lives pathways Support Services
Children’s, Women'’s and Clinical
33630( 05/09/2024|0ut of date gynae stack 12 2 ) 1
Support Services
Children’s, Women'’s and Clinical
20435| 16/03/2021|Paediatric Follow up Backlog 12 6 ) 1
Support Services
Children’s, Women'’s and Clinical
32124| 22/04/2024(Service Level Agreement between SaTH & Leighton for IR Referrals 12 6 aren s . ns nic 1
Support Services
Children’s, Women’s and Clinical
32954| 29/06/2024(Siemens software error 12 2 ) 1
Support Services
15788| 13/01/2020|(CQC) Delivery of RTT Performance - Diagnostic Capacity 12 8 Medical Division 1
9738 05/02/2018|(CQC) Nursing training (both sites) 12 6 Medical Division 1
35166| 27/01/2025(|Central access for Specialised Medicine 12 4 Medical Division 1
17470| 12/06/2020|Compliance with NEWS and escalation (Royal) 12 4 Medical Division 1
20180| 29/10/2021|Controlled drugs management 12 6 Medical Division 1
34083| 18/10/2024(County ED boarding patients overnight 12 1 Medical Division 1
24213| 29/04/2022|Enhanced Primary Care (EhPC) Service Staffing and Demand 12 3 Medical Division 1
8660( 20/09/2017|Follow up back log (outpatient appointments) 12 6 Medical Division 1
12699| 15/02/2019|High Acuity Emergency Patients 12 4 Medical Division 1
26808| 09/01/2023|Holding Patients on the ED Corridor 12 4 Medical Division 1
24025| 06/04/2022[ILD Service - increased demand as a result of prescribing changes 12 4 Medical Division 1
24216| 29/04/2022(Inability to refer primary care patients to OOH service when EhPC closes 12 3 Medical Division 1
32423 15/05/2024|Interruption to Plasma Service due to Machine Failure 12 4 Medical Division 1
35530 27/02/2025(Lack of Pathway Compliance for Children Presenting to ED, County with an Iliness/Injury 12 5 Medical Division 1
31806 18/03/2024|No Psychological provision for renal patients 12 2 Medical Division 1
35708| 03/03/2025|RTT Delivery - outpatient capacity/wait times to achieve 52wks 12 6 Medical Division 1
24340 10/05/2022Severe Asthma Service - impact once external funding ceases 12 3 Medical Division 1
35931 04/04/2025|Availability of Savane - Antidote to anti-cancer medicines called Anthracyclines 12 4 Network Services 1
26529| 28/11/2022(Leighton Hospital Hyper-Acute Stroke Pathway 12 4 Network Services 1
33893 27/09/2024(Major Trauma Peer Review 12 1 Network Services 1




ID

Opened

Title

Rating
(Q1)

Rating
(Target)

Division

BAF Link

34050| 14/10/2024|Neurology Toxic Non MS Drug Monitoring 12 6 Network Services 1
34270| 05/11/2024|Utilisation of Holistic Cancer Centre 12 6 Network Services 1
, L North Midlands and Cheshire
35466 21/02/2025|RSUH/CH Haematology Advia 2120 reliability 12 4 . 1
Pathology Service
32034| 12/04/2024|AAA Age of mobile Ultrasound machines 12 6 Surgical Division 1
35615| 07/03/2025 Adherence to Trust Policy MMOG6: Prescribing, Storage, Supply and Administration of 12 5 Surgical Division L
Controlled Drugs
30749| 13/12/2023|Contact Lens/Low Visual Acuity (CL/LVA) Service Delivery 12 8 Surgical Division 1
17637| 30/06/2020|Decline in cancer performance 12 8 Surgical Division 1
35797| 25/03/2025|ENT On Call Crosscover 12 4 Surgical Division 1
25470| 04/08/2022|Increasing waiting list size and patients waiting greater than 18 weeks for treatment 12 4 Surgical Division 1
27953| 12/04/2023|Lack of provision for patients requiring DIEP surgery 12 6 Surgical Division 1
36829| 20/06/2025|Referral process for WET AMD patients 12 4 Surgical Division 1
36225| 29/04/2025(SDEC/SAU Model Template 12 3 Surgical Division 1
32683| 07/06/2024(Timely Reporting of Emergency MRI Results 12 4 Surgical Division 1
36830| 20/06/2025(Ward 111 Band 3 staff members are unable to provide basic tracheostomy care 12 4 Surgical Division 1
33184| 24/07/2024|Inability to provide timely management of Freedom to Speak Up Cases 12 4 Central Functions Division 3
32500| 22/05/2024(TI Rates 12 6 Central Functions Division 3
- . . Children’s, Women’s and Clinical
34115| 23/10/2024(Inability to comply with compensatory rest due to on call requirements 12 6 . 3
Support Services
21784] 06/08/2021|(CQC) Confidentiality, Integrity and Availability of Trust Information 12 4 Central Functions Division 4
28595( 01/06/2023|COIN Network 12 4 Central Functions Division 4
34157| 17/10/2024(DC1-SQLDB19 _DC2-SQLDB20 12 6 Central Functions Division 4
8849( 13/10/2017|Inappropriate use of mobile devices for work purposes 12 4 Central Functions Division 4
33518| 29/08/2024|Proactive audit & monitoring of patient record systems 12 4 Central Functions Division 4
33770 18/09/2024|RPA Sophos AV False Positive Beaconing Threats 12 3 Central Functions Division 4
33097| 01/03/2024 R.educe.d Secur.ity Support - (Sophos exemptions) for the Omnicell Automated 12 4 Children’s, Women’s and Clinical 4
Dispensing Cabinets Support Services
35090| 21/01/2025|Rapid Al Linux OS Out of support 12 g |Children’s, Women's and Clinical|
Support Services
12595| 01/02/2019|(1) Image Vault Storage (2) security update patches 12 4 Network Services 4
25353| 21/07/2022(Sale of Rl and COPD Land later than NHSE funding requirement of 24/25 12 6 Central Functions Division 5
32133( 23/04/2024|Ambient temperatures in pharmacy hubs 12 4 Children’s, Women's and Clinical 5
Support Services




ID

Opened

Title

Rating
(Q1)

Rating
(Target)

Division

Children’s, Women’s and Clinical

BAF Link

28802| 23/06/2023|Insufficient hub space and clinical room capacity for community midwifery teams 12 4 . 5
Support Services
30237| 04/09/2023(PFI latent defects 12 4 Estates, Facilities and PFI 5
35143 24/01/2025|Royal Stoke Primary Distribution heating and hot water pipework leaks 12 4 Estates, Facilities and PFI 5
North Midlands and Cheshire
29213| 28/07/2023|ECT Cooper Building roof leaks 12 4 aland: ! 5
Pathology Service
North Midlands and Cheshire
22717| 23/11/2021|Space in Pathology Directorate RSUH - Cellular Pathology 12 4 alands ! 5
Pathology Service
32237| 01/05/2024|Fire Risk on Corridors 12 4 Surgical Division 5
North Midlands and Cheshire
34188| 29/10/2024Non pay overspend - Histology send away activit 12 6 6
/10/ pay P &Y y y Pathology Service
27153 07/02/2023|Ql Academy Staffing under-resourced to deliver sustainable change 12 12 Central Functions Division 1,3
Children’s, Women’s and Clinical
36230| 29/04/2025(Clinical Photography Workforce shortfall 12 4 . 1,3
Support Services
Children’s, Women'’s and Clinical
28944) 03/07/2023|Deficit in appropriate numbers in Skilled Neonatal Specialist Nurses. 12 4 . 1,3
Support Services
Children’s, W ’s and Clinical
28820| 25/06/2023|Delivery of Transitional Care -Preparing for Adults 12 4 arens .omen sanatinica 1,3
Support Services
Children’s, Women'’s and Clinical
35057| 17/01/2025(|Inadequate Pharmacy Staffing to Emergency Departments 12 6 . 1,3
Support Services
Children’s, W ’s and Clinical
32490 22/05/2024|Insufficient Epilepsy CNS cover. 12 4 narens, Women'sandtlinicall - 3
Support Services
25152| 06/07/2022 !nsuffif:ient trained staff in Pharmacy Technical Services to deliver aseptic products 12 4 Children’s, Women's and Clinical 13
including chemotherapy to the Trust Support Services
. . Children’s, Women’s and Clinical
21719| 29/07/2021|Medicine Safety Officer Vacancy 12 4 i 1,3
Support Services
Children’s, Women’s and Clinical
34113( 23/10/2024|Quality, Safety and Compliance Resource - Imaging 12 4 i 1,3
Support Services
Children’s, Women'’s and Clinical
26995( 20/01/2023|Radiology Reporting Backlog - Body Radiolo 12 4 ’ 1,3
/01/ gy nep 8 & y gy Support Services
Children’s, Women’s and Clinical
26997| 20/01/2023|Radiology Reporting Backlog - Neuro Radiology 12 4 i 1,3
Support Services
Children’s, Women’s and Clinical
33514 29/08/2024|Ultrasound Imaging Workforce 12 4 . 1,3
Support Services
8523( 01/09/2017|AMU Workforce (both sites) 12 4 Medical Division 1,3
10356| 25/04/2018|Bowel prep prescription pre-assessment capacity 12 3 Medical Division 1,3




ID

Opened

Title

Rating
(Q1)

Rating
(Target)

Division

BAF Link

35330 10/02/2025|County AMU nursing budget/establishment 12 4 Medical Division 1,3
24837| 14/06/2022|Cystic Fibrosis workforce/service delivery 12 4 Medical Division 1,3
35063( 11/12/2024(Fragile Service - Gl Physiology 12 4 Medical Division 1,3
25467| 04/08/2022|Funding for HD capacity and workforce 12 8 Medical Division 1,3
29508 01/09/2023(Inability to deliver hybrid closed loop pumps to type 1 diabetes patients 12 9 Medical Division 1,3
35847( 31/03/2025(Lack of Pharmacy for ED departments 12 4 Medical Division 1,3
15664| 13/01/2020|Liver Mortality - CQC actions 12 4 Medical Division 1,3
27071 26/01/2023|NIV Service Workforce - Domicilary service 12 4 Medical Division 1,3
31807 18/03/2024(No nursing Clinical Educator in post in Renal 12 2 Medical Division 1,3
34700| 04/12/2024|Physiotherapy respiratory Outpatient clinic waiting list 12 2 Medical Division 1,3
32408| 14/05/2024|Clinical Perfusion- Inadequate Establishment & Staff Shortages 12 6 Network Services 1,3
29712| 14/09/2023|Consultant and Scientist Shortages in Neurophysiology 12 4 Network Services 1,3
29480| 30/08/2023|County and Ward 202 SACT Unit Staffing 12 2 Network Services 1,3
32891| 25/06/2024(Epilepsy Specialist Nursing Resource Availability 12 12 Network Services 1,3
17967| 23/07/2020|Medical Cover Cardiothoracic ICU 12 3 Network Services 1,3
32977| 02/07/2024|Palliative Care staffing 12 6 Network Services 1,3
29141| 19/07/2023|Temporarily funded posts 12 6 Network Services 1,3
North Midlands and Cheshire
33912| 01/10/2024|Anticoagulation Management Service staffing 12 4 ) 1,3
Pathology Service
North Midlands and Cheshire
34408| 18/11/2024(Haematology Advanced Practitioner Biomedical Scientist - fragility of service 12 4 ) 1,3
Pathology Service
19397| 21/12/2020 Impact of increased workload on service and Quality management system in 12 6 North Midland§ and Cheshire 13
Immunology Pathology Service
20616| 01/08/2017 Insufficient Bio.medicaI.Scientific Staff_Resource to Provide a Quality Haematology & 12 4 North Midland§ and Cheshire 13
Blood Transfusion Service at Macclesfield H Pathology Service
25120| 05/07/2022 Insufficient Bio.medical.Scientific Staff Resource to Provide a Quality Haematology & 12 8 North Midland§ and Cheshire 13
Blood Transfusion Service at MCHFT Pathology Service
North Midlands and Cheshire
21591| 08/07/2021(Insufficient Clinical Staff to Support the NMCPS Microbiology Service 12 6 ) 1,3
Pathology Service
North Midlands and Cheshire
20626 05/11/2020(Low staffing levels for Phlebotomy at Cheshire Sites 12 6 ) 1,3
Pathology Service
North Midlands and Cheshire
11294| 31/07/2018|NMCPS Pathol Histol Medical C ity - dissection & ti hieving TAT 12 6 1,3
/07/ athology Histology Medical Capacity - dissection & reporting(achieving ) Pathology Service
. . ! North Midlands and Cheshire
31723 11/03/2024|Specimen reception staffing and workload - RSUH, MCHT, ECT 12 4 . 1,3
Pathology Service
31429( 14/02/2024|Audiology Staffing 12 4 Surgical Division 1,3




ID

Opened

Title

Rating
(Q1)

Rating
(Target)

Division

BAF Link

25628 01/09/2022(0Ophthalmology Service Delivery 12 8 Surgical Division 1,3

25682| 05/09/2022((CQC) Unstructured records Management 12 4 Central Functions Division 1,4

23759| 14/03/2022|Inappropriate clinical decisions due to large number of digital systems in place 12 4 Central Functions Division 1,4

30477| 20/11/2023(Lack of records retention in line with Code of Practice 12 4 Central Functions Division 1,4
Children’s, Women'’s and Clinical

29744| 18/09/2023|Cardiac Imaging Storage 12 2 rarens, omemns e 1,4
Support Services
Children’s, Women’s and Clinical

29217| 28/07/2023|Egrow digital plotting for height and weight 12 2 naren's, women'sand Linicatl -4 4
Support Services
Children’s, Women’ d Clinical

30129| 24/10/2023|Inpatient E-notification initial report not enabled 12 2 rarens, W sanatiinicali 4 4
Support Services
Children’s, W ’s and Clinical

34116| 23/10/2024(Lack of audit ability for reporting in the CRIS System 12 6 arens .omen sanatinica 1,4
Support Services
Children’s, W ’s and Clinical

32551| 31/05/2024|Operational risk associated with the Pharmacy robot replacement 12 6 arens .omen s anatinica 1,4
Support Services
Children’s, W ’s and Clinical

33674| 23/07/2024|Sectra PACS Imaging - No Security Endpoint protection 12 12 rarens, omensand Hinieali 4 4
Support Services
Children’s, W ’s and Clinical

30811| 14/12/2023|Security Patches for Sectra Servers 12 4 rarens, omensand Hinieali 4 4
Support Services
Children’s, W ’s and Clinical

33292| 06/08/2024|Security Patches for Syngo.Via 12 4 rarens, women'sandtinicall =41 4
Support Services
Children’s, W ’s and Clinical

34402| 18/11/2024(Syngo Via unsupported security posture 12 4 arens .omen s anatinica 1,4
Support Services

35532| 27/02/2025(Delay in Ambulance PRFs being Uploaded to iPortal 12 4 Medical Division 1,4

29645| 10/09/2023|Endoscopy Booking Process 12 4 Medical Division 1,4

31527| 26/02/2024(Auto-Contoring 12 6 Network Services 1,4
North Midlands and Cheshi

28354| 23/05/2023|Blood Analyser Lantronix UDS box 12 4 orth Wiidlands and theshire 1,4
Pathology Service
North Midlands and Cheshi

34582 27/11/2024|CIM Failovers 12 6 orth Wiidlands and theshire 1,4
Pathology Service
North Midlands and Cheshi

34580| 27/11/2024|CIM Hold and Error Queue Management 12 4 orth Miidlands and L-heshire 1,4
Pathology Service
North Midlands and Cheshi

34594 28/11/2024|lllegal Characters in SampleNet 12 6 or alan ?.an eshire 1,4
Pathology Service
North Midlands and Cheshi

31946( 08/04/2024|MCHT Remisol performance and vulnerability 12 4 or alan S an eshire 1,4
Pathology Service




ID

Opened

Title

Rating
(Q1)

Division

BAF Link

North Midlands and Cheshi

21332 16/06/2021[NMCPS Management of Incidents across all network sites 12 or atan S an eshire 1,4
Pathology Service
North Midlands and Cheshi

34965 10/01/2025|No MFA for Winpath Enterprise (LIMS) 12 'alands and Lheshire 1,4
Pathology Service
North Midlands and Cheshire

34595| 28/11/2024|SampleNet Is Unable to Handle Time Changes 12 aranas ' 1,4
Pathology Service

32033 12/04/2024|AAA Screening operational charges and access 12 Surgical Division 1,4
Children’s, Women'’s and Clinical

28684| 14/06/2023|Lack of Clean Utility Room - Children's High Dependency 12 naren s, W > nic 1,5
Support Services
Children’s, Women'’s and Clinical

25309 19/07/2022|Medicines Storage Area Temperatures Exceeding 25 degrees C 12 rarens, W > e 1,5
Support Services
Children’s, W ’s and Clinical

35039 17/01/2025|Pharmacy Cancer walk-in cold store Ward 202 performance and capacity 12 arens .omen sanatinica 1,5
Support Services

35126 14/01/2025(Electrical High Voltage infrastructure capacity on Royal Stoke site 12 Estates, Facilities and PFI 1,5

10277| 03/07/2024|Reduction in Estates Capital backlog 3-5 year funding 12 Estates, Facilities and PFI 1,5
North Midlands and Cheshi

34189 29/10/2024|Clinical Haematology specialist referral service (HODS/MHIRO) 12 or aan S an eshire 1,6
Pathology Service
North Midlands and Cheshi

26168| 26/10/2022|Pathology IT System Expertise 12 orth Wiidlands and Lheshire 3,4
Pathology Service

31185 29/01/2024|DataCentre Air Conditioning EOL - Unfit for Purpose 12 Central Functions Division 4,5




Executive Summary NHS

Trust Board | 8t" October 2025 University Hospitals
Maternity & Neonatal PSIRF Investigation Report Quarter 1 of North Midlands
NHS Trust

Purpose: Information Approval Assurance ‘4 Agenda ltem: 11
Author: Catherine Hegarty, Quality & Risk Manager
Executive Lead: Anne-Marie Riley, Chief Nurse

Alignment with our Strategic Priorities
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mﬁ We will create an inclusive environment where everyone learns, thrives and makes a positive difference
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We will provide timely, innovative and effective services to our patients
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" We will tackle inequality and improve the health of our population

Risk Register Mapping

BAF 1 Inability to Sustain Safe and Effective Care Delivery m
Situation

At the start of December 2023, UHNM ceased to report incidents under the national Serious Incident
Framework as the new national Patient safety Incident response Framework for learning from incidents
was formally adopted following development of new incident response templates. The Trust’s approach
and local Patient safety Incident Response Plan (PSIRP) was approved at Trust Board in October and
then approved by the ICB in November 2023. The ICS agreed for 3 main providers to all formally adopt
the PSIRF approaches and not report incidents as serious incidents under the Serious Incident
Framework.

Maternity & Neonatal incidents are a national priority within the PSIRF framework. National systems
capture certain Maternity and neonatal incidents that require a standardised approach, these systems
are:

PMRT:
Standardised perinatal mortality review tool which supports high quality standardised perinatal reviews
on the principle of ‘review once, review well’.

The tool will be used to review the Maternity care, neonatal care and bereavement care for all families
who have:

e A Late fetal loss (between from 22-23+6 gestation)

o Stillbirth (24 weeks and beyond)

¢ A Neonatal Death (deaths up to 28 days of age)

The care will be graded (A-D) according to quality of care in relation to influence on outcome.

MNSI (formerly HSIB):

MNSI (Maternity & Newborn Safety Investigations) is a national programme to improve maternity safety
across the NHS in England. An independent investigation is conducted for maternity incidents that meet
the current MNSI criteria and safety recommendations are fed back to trusts to improve services. The
incidents investigated under the MNSI criteria are:

Intrapartum stillbirth

Early neonatal death (0-6 days of life)

Potential severe brain injury

Maternal death (within 42 days of the end of pregnancy)

All incidents that meet MNSI criteria or are considered to grade as C or D on the PMRT will be reported
through UHNM governance processes as PSlI’s.

The best joined-up care for a//




All incidents that meet the criteria for referral to MNSI due to a potential severe brain injury are also
referred to the Early notification scheme and information is given to families in an accessible format. If
this is not possible an action plan will be devised to ensure improvements for the future.

The report also provides assurance that incidents are being investigated timely and appropriately.
Lessons are learned from these investigations and actions taken to address any patient safety
concerns.

The report provides a summary of the patient safety incidents that are being reviewed under the new
PSIRF framework to provide oversight and assurance that issues are identified, learning is
disseminated, and actions are formulated to improve patient safety and experience.

Background
Ockenden recommendations and CNST requirements state that trust boards and ICB’s must have
oversight of maternity serious incidents on a quarterly basis.

Assessment

In Quarter 1 there were 4 new incidents reported that met the criteria for PSII:
e April 2025 1

e May 2025 0

e June 2025 3

Category of Incidents:

e 0 PMRT (Potentially score C or above)
e 3 MNSI (2 also referred to ENS)

e 1 local priority

No of open maternity and neonatal Serious Incidents (under the
former S| framework):

Investigation in progress:

Investigations completed/awaiting to be presented and closed by Risk
Management Panel and ICB SI Group:

No of open maternity and neonatal PSIRF reviews:

PMRT (Not reportable as PSII) 36
PMRT (Reportable as PSII) 2
MNSI: 7
In progress 4
Final report received 2
Actions plans developed and for approval through governance process 1
AAR 8
Thematic Review 1
Case Record Review 4

Duty of candour is performed with families for all eligible incidents and information given in an
accessible format. Two final reports from MNSI have been received in Quarter 1 and action plans have
been developed to meet safety recommendations.

Key Recommendations

The Trust Board is asked to receive the report and note the following:

e All actions from PMRT and PSIRF investigations are monitored through the directorate outcomes meeting

o Clear process to ensure themes are highlighted and triangulated with all incidents, claims, complaints and
inquests

e Continue to achieve 100% compliance in reporting all qualifying cases to MNSI and NHSR Early Notification
scheme (ENS)

e Continue to ensure that all families that qualify for MNSI and ENS referral, receive information in a

e format that is accessible to them.

e Further embed the PSIRF review process through staff engagement and PMA support

The best joined-up care for a//
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Risk Register Mapping

36869 Reduced Clinical Coding Capacity | Ext 20 |
Situation

The purpose of this paper is to provide an update from the Mortality Review Group (MRG) on its function and
associated workstreams and current mortality indicators.

Background

The Trust's Learning from Deaths and Mortality Indices are governed through the monthly Mortality Review Group
(MRG), where individual Directorates present updates on their Mortality and Morbidity (M&M) Meetings. The
Mortality Review Group assures that deaths are being reviewed, with wide clinical participation in the reviews, and
that learning is being identified and actioned.

Assessment

Good presentations from specialties, as part of the M&M assurance processes, indicate that progress has been
made against key areas of the Learning from Deaths programme with increased attendance and presentation from
Directorates during 2024/2025 with 31 compared to 17 in previous year. The report also provides a summary of
the key actions agreed at the MRG in relation to specialties providing updates and outcomes of reviews
undertaken. There are good practices and improvements noted.

The specialties that have presented during 2024/2025 at the Mortality review Group have, provided assurances
that there are M&M review processes with effective representation and demonstration that there are actions being
taken following reviews to improve practices/processes. There are continued improvements needed in the
completion of outstanding mortality reviews and assurances that actions are being taken following identification of
learning and/or issues.

Mortality Indices:

e SHMI and HSMR have increased, and this is due to rises in observed deaths greater than rises in expected
deaths.

e HSMR significantly higher than expected.

e Crude mortality position remains in line with the national rate.

¢ Noted the increase in mortality indices and identification of shortages in clinical coding resources and the
impact this has had on being unable to code all activity which has resulted in non-elective activity not all being
coded so deaths are at present higher proportion of coded activity and the surviving patients not all being
coded as previously. There has been increases in number of patients being recorded under U-codes or R
codes (diagnosis and comorbidities not fully coded) and this impact the standardisation as not reflect full
mortality risks.

The report provides update on the SJRs being completed to assess the care and impact on patients’ outcomes
with 12 hours or more in the Emergency Department as part of their final admission. None of the completed
reviews have identified that the long time spent in the Emergency Department contributed to the patients’ outcomes
but there have been some themes / learning identified. The requirement to undertake additional SJRs has now
been agreed with the ICB to stop and have been used to inform the UEC Improvement programme.

1| Mortality Annual Report 2024/25 The best joined-up care for a//



Neonatal Mortality and Perinatal Mortality review Tool updates were provided to the Mortality Review Group and
noted that there are actions and ongoing monitoring of mortality and outcomes within these areas. These are
reported quarterly to Mortality Review Group and Quality, Access & Outcomes Group (formerly QSOG).

The Trust received 4 Prevention of Future Deaths Notifications received during 2024/2025. All of these PFDs have
had the Trust responses submitted to HM Coroner which are publicly available via the HM Judiciary website where
all PFDs are published.

The Mortality Review Group have continued to meet their requirements and responsibilities in reviewing mortality
and seeking assurances from local M&M leads that there are local processes and reviews being undertaken. The
focus for future work will be the ongoing improvement in mortality review completion and working with individual
leads to support this improvement. This will allow greater assurance that deaths are reviewed promptly and allow
sharing of learning across the Trust and with Medical Examiner Team, relatives, LeDeR (Learning Disability)
reviewers and HM Coroner.

During 2024/2025 the Mortality Review have highlighted the following key recommendations / focusses for
2025/2026:
1. Clinical Coding and Mortality Indices
e Continue to prioritise the resolution of the clinical coding backlog, with executive oversight and support from
the Integrated Care Board (ICB).
¢ Implement and monitor the impact of newly recruited clinical coders and improved discharge documentation
processes.
e Develop and report on internal mortality indicators to provide assurance while national datasets remain
affected by coding delays.
2. Structured Judgement Reviews (SJRs)
Maintain and improve SJR completion rates across all specialties, with targeted support for areas with
persistent backlogs.
Ensure timely dissemination of learning from SJRs, particularly those rated as poor or very poor care, through
M&M meetings and governance forums.
Standardise documentation and storage of SJR outputs to improve accessibility and auditability.
. Directorate M&M Processes
Sustain improvements in M&M meeting attendance, documentation, and action tracking.
Encourage wider multidisciplinary participation, including nursing and pharmacy staff, in M&M reviews.
Promote the use of iPortal and CareFlow for real-time mortality review tracking and learning dissemination.
. Learning Disability and Perinatal Mortality Reviews
Ensure all Learning Disability and Autism deaths are reviewed through the LeDeR process and reported to the
ICB.
Maintain 100% compliance with the Perinatal Mortality Review Tool (PMRT) and CNST standards.
Embed learning from perinatal reviews into clinical practice, particularly around communication, triage, and
interpreter use.
5. Prevention of Future Deaths (PFDs) and Neglect Verdicts
Implement and audit actions in response to PFDs, including staffing models, documentation standards, and
escalation protocols.
¢ Monitor the impact of EPMA implementation on medication omission documentation and audit trails

High level of confidence in delivery of existing mechanisms / objectives
General confidence in delivery of existing mechanisms / objectives
Some confidence in delivery of existing mechanisms / objectives, some areas = v~
of concern
No confidence in delivery
Rationale
Assessed as Partial Assurance due to identified issues with clinical coding and the impact this is having on the
Trust’s mortality indices

Key Recommendations

The Trust Board is asked to approve the latest annual report and to note that the Quality, Access and Outcomes

Committee will receive regular updates on the following:

e The identified diagnosis group reviews and CuSum alerts

e Actions identified within the report as part of the Quarterly Reports in relation to clinical coding support and
further actions to reduce the coding backlog

e The options being developed to address the clinical coding backlog and mitigations/assurances to be provided
whilst HSMR and SHMI continue to be affected

e Further MBRRACE, PMRT and neonatal mortality reports

e Dhe o o e °
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Mortality Assurance Annual Report 2024/25 NHS |

July 2025 University Hospitals

of North Midlands
NHS Trust

1. Introduction

The purpose of this paper is to:

e Provide a summary of the work undertaken by the Mortality Review Group (MRG)

e Report against the Learning from Deaths (LFD) agenda

e Provide an update on University Hospitals of North Midlands Hospitals (UHNM) mortality indices.

2. Summary from the Mortality Review Group

The Mortality Review Group (MRG) is chaired by the Deputy Chief Medical Officer (Quality and Safety)

meets monthly and has a number of aims, outlined below:

e Be responsible for the identification and prioritisation of mortality and morbidity related work streams
and associated projects. These will be informed by local and national intelligence.

e Oversee the implementation, monitoring and support of the trusts learning from deaths and mortality
indices programmes of work.

e Ensure alignment between work streams to optimise learning and patient outcomes across UHNM
including engagement with external stakeholders.

e Track risks relevant to mortality and escalate issues where projects and or clinical outcomes are off
track.

e Enable sharing of information and lessons learned across the Trust and amongst external
stakeholders.

The MRG maintains an action log which is reviewed at each meeting. The MRG has met as planned on
monthly basis during 2024/2025. These meetings have been quorate and have included Non-Executive
Director representation. Following from last year’s report and identified action, the Trust Learning Disability
Team are now included in required membership of the Mortality Review Group and have attended over
80% of the meetings during 2024/2025.

Deputy Chief Medical Officer (Chair)

Non-Executive Director I
Consultant in Elderly Care

Head of Bereavement Services

Medical Examiner

Outcomes & Mortality Facilitator

Head of Quality, Safety & Compliance

Clinical Coding Representative

Consultant in Respiratory

Medicine Division Clinical
Governance Lead

Consultant Surgeon (Vascular) /
Major Trauma Mortality Lead

Lead Nurse - Infection Prevention
Lead for Vulnerable Patients

Surgery Division Medical Director

Surgery Division Clinical Governance
Lead

Lead Medical Examiner

Consultant Anaesthetist / Patient
Safety Specialist

Lead Nurse for Learning Disabilities
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2024/2025 Mortality activity on a page

31 Directorates & Specialties

presented to Mortality Review
Group (17 in 2023/24)

SHMI increased in
2024/25 to 115.3
82.23% in 2023/2024

N

~~——

13% reduction in crude
mortality rate from
2.75% to 2.38% in

2021 /9K

/\

HSMR increased in
2024/25 to 131.8

Improved SJR
completion during
2024/25 compared to
2023/24

82% SJR completion rate
for 2024/25 deaths

improved from 76% in
previous annual report

N

\/

4 PFDs
received from
HM Coroner

Improvement in
percentage of SJRs
with care rated good or
better

12 Mortality Review

Group meetings held in
2024195

~~—"

53% reduction in
patients care
assessed as poor

NN\

6 CuSum
Alerts
reviewed by
Mortality

>
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2.1 Directorate M&M Presentations & Assurance

During 2024/25 the following 31 Directorates have presented at the Mortality Review Group to provide
updates on the 12 months of M&M meetings, outcomes of the meetings, issues identified, and actions
taken. This is improvement in specialty/directorate presentation compared to 2023/2024 when there were
17 presentations. The improvement in the attendance by the M&M leads is noted for sharing key themes
and learning:

Oncology

End of Life / Palliative Care
Renal

ENT

Breast / Plastics
Diabetes/Endocrinology
Anaesthetics

Child Health

Emergency Medicine
Haematology

Stroke

Orthodontics Plastic Surgery
Gastroenterology / Liver
Upper Gl

Cardiothoracic Surgery
Urology

Anaesthetics

Breast Surgery

Perinatal / Obstetrics & Gynaecology
Interventional Radiology / Vascular Surgery
Neurology

Cardiology

Elderly Medicine

Femoral Fracture Patients (Fracture NOF)
Intensive Care Unit

Acute Medicine

Major Trauma

T&O / Spine

Ophthalmology

Stroke

Oral and Maxillo-Facial

Positive Assurance

e Oncology M&M Process noted as robust with well-structured meetings, utilising benchmark data for
SACT. Provided good evidence and assurance on follow up for any cases rated as poor care or issues
identified.

e End of Life / Palliative Care noted as excellent overall mortality review compliance at 98% and SJR
compliance for requested / triggered reviews at 100%.

¢ Renal and ENT Directorates noted good processes, mortality review activity and learning

e Clinical Coding noted that there have been improvements in Discharge Summaries a section re
completion of Discharge summary to be included in the Discharge Checklist.

e UHNM Thrombolysis and Mechanical thrombectomy positive and higher than national average and
target. Better outcomes post thrombectomy for return to independent living (UHNM 49.4% v 34.7%
National). Post thrombectomy mortality better than national average (14.8% UHNM v 18% National)

e Good completion of mortality Reviews in Stroke Directorate and good attendance including Stroke
School and wider participation and sharing of learning. 100% SJR completion

e NICU activity reduced during Q1 2024/25 compared to Q4 2023/24 and no serious incidents reported

¢ Noted positive completion of PMRTs in set timeframes and targets against CNST Safety action 1 for
Quarter 1 2024/25 and maintained positive involvement of families involved in process.
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External reviewers included in PMRT review process and anonymized reports and learning shared at
Regional Neonatal Network for learning sharing. Plus, national MBBRACE reports.

Good outcomes for completed reviews in Haematology with 44 ‘A’ Outcome and only 1 ‘C’ outcome
where ward staff unaware from Paramedics that DNAPR was in place at time of handover.

Plastic Surgery noted that M&M meetings discuss complications and not just deaths along with
excellent Consultant attendance.

Cardiothoracic Surgery mortality is benchmarked nationally against peers utilising national database.
Noted that UHNM Cardiothoracic surgery mortality outcomes are positive against peers

Excellent PMRT processes in place and Maternity services are meeting all the CNST standards and
timeframes for commencing and completing reviews.

Neurology reported improvements in the M&M meetings but with aim to continue to widen participation.
Urology demonstrated excellent completion rates for SURs along with excellent outcomes of the
reviewed cases.

Interventional Radiology have good national benchmarking comparison for outcomes and treatment
Anaesthetics reported excellent participation and engagement with all subspecialty leads, Clinical
Director, Deputy Clinical Director, Pharmacy team, acute Pain Team and Governance Lead present at
the meetings. In addition, there was good attendance from Consultants and Doctors in training.
Anaesthetic M&M noted that there have been increasingly complex cases being undertaken at County
Hospital due to patients suffering from significant co-morbidities. 2 cases reviewed and noted that
outcome would have been the same at RSUH. The cases both demonstrated excellent engagement
and explanation of procedures and risks/benefits with the patients and families.

Upper Gl service noted good attendance at the M&M meetings with regular attendance from senior
nursing and senior pharmacist representatives. Noted good independence of reviews as all cases were
allocated to consultants not involved in the care of the patients.

Very good completion rates for Mortality reviews and SJRs. The learning from the SJRs and reviews
are also shared at the Upper G| SAGE meeting to allow greater sharing of issues and learning.
Upper Gl service is engaged with national benchmarking of Oesophago-Gastric Cancers and the
Trust’s 30-day mortality was recorded at 1% compared to national average on 1.5%

Obstetrics & Gynaecology participate in MBRRACE.

Robust review processes in place for review of stillbirths which multidisciplinary and include external
representatives from the Local Maternity & Neonatal System (LMNS).

Neonatal deaths have joint multi-disciplinary meeting which also include LMNS representatives. Noted
that the latest available UHNM standardised and adjusted still

UHNM reported 100% compliance for data reporting and PMRT completion

Noted that the stillbirth rate was around average for similar Trusts and Health Boards at 3.59 per 1000
total births

Vascular Surgery / Interventional Radiology noted that via national benchmarking for Vascular Surgery
(VSQIP) UHNM was not outlier compared to peers

All cases utilise the standardised review process using CIRSE (Cardiovascular and Interventional
Radiological Society of Europe) classification

Good attendance at M&M meetings and different medical staff grades attend along with Clinical Nurse
specialists with excellent 100% completion rate for requested SJRs in Vascular Surgery.

Urology noted to have good process in place and attendance at M&M meetings with 100% requested
SJRs completed with positive classifications of Excellent or Good overall care.

Urology undertook audit (as part of action from last year) and identified that most mortalities related to
frail elderly advanced cancer patients with terminal illness.

Acute Medicine noted that there was a good review process in place and high numbers being
completed. The completion of SJRs is being included in the job planning process within acute Medicine
Oral & Maxillo-Facial Directorate have achieved 100% completion rate for mortality reviews and SJRs
Perinatal Mortality Review Tool process has maintained 100% compliance with the CNST standards
Cardiology noted improvement in M&M process and reducing backlog of outstanding mortality reviews
and SJRs with very good multi-disciplinary team involvement at M&M meetings

Excellent participation and completion of mortality reviews and SJRS within Elderly Medicine

Elderly Medicine noted that there has been reduction in resuscitation attempts with improved Do Not
Attempt CPR discussion being held and documented

Ophthalmology noted as having M&M meetings in place and focus on morbidity with no deaths
attributed to specialty during the past 12 months.
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Obstetrics & Gynaecology participate in MBRRACE.

Robust review processes in place for review of stillbirths which multidisciplinary and include external
representatives from the Local Maternity & Neonatal System (LMNS).

Neonatal deaths continue to have joint multi-disciplinary meeting which also include LMNS
representatives. Noted that the latest available UHNM standardised and adjusted still

UHNM reported 100% compliance for data reporting and PMRT completion

Actions identified during 2024/2025:
Oncology & Haematology are reviewing how can increase the participation and attendance of nursing
staff at the Directorate M&M Meetings
Oncology & Haematology are reviewing the use of using iPortal to record morbidity case for review (as
per Urology)
Critical Care are assessing pilot project for nurses to undertake/complete SJRs which will support the
increased involvement and participation of nursing staff in the M&M processes.
M&M Process A3 continued to progress and Medical Examiner process to be included as part of the
review.
Escalated the need to appoint new T&O clinical lead with T&O Clinical Director.
To review feasibility with the Medical Examiner Service of uploading the QAP (plus other ME
documents) to iPortal for access when completing mortality reviews and SJRs
Child Health working with Medical Examiner and interface with Designated Doctors for Child Death
Local & Regional thematic suicide deep dive underway with Child Health and Learning from Modifiable
Factors training
Support for Stroke Team with increased capacity when multiple emergency cases are being reviewed
including 2nd Interventional Radiology Theatre — awaiting response from NHSE
Plan to involve neuro anaesthetist and Interventional Radiologist in Stroke M&M Meeting
Joint SOP for Mechanical Thrombectomy with Stroke and IR
Stroke M&M Meeting to review comparison between UHNM Stroke mortality and 11 other
Comprehensive Stroke Centres along with timeframes from transferring between referrer and Stroke
Centres.
Neurology is working towards improved engagement and participation with medical colleagues and
having wider junior medical staff attendance. Neurology M&M Lead has requested support from the
Clinical Director for support in engaging with all medical colleagues across Neurology Directorate.
Urology noted that they had made improvements, following reviews of SURs and mortality cases in the
M&M meetings, in relation to improving the quality of life and earlier engagement with the Palliative
Care team and discussions/engagement of the families.
Interventional Radiology are undertaking new plans to have dedicated / protected time for their M&M
Meetings and are undertaking an audit of outcomes for Interventional Radiology procedures which
have been included in their local clinical audit / clinical effectiveness programme. These audits will be
reported and actioned at the Directorate and Divisional Clinical Effectiveness Meetings
Liver M&M taking forward the British Association for the Study of the Liver (BASL) Care Bundle which
supports timely sepsis screening and antibiotics, timely and careful use of Terlipressin and
management and scoping of Gl bleed out of hours and variceal banding. The BASL Care Bundle to be
shared with Emergency Portals to support management of patients.
Planning to combine the Liver and Gastroenterology M&M meetings to share learning and promote
closer working relationships.
Liver & Gastroenterology to improve the completion of mortality reviews and SJRs now that the new
M&M processes had been implemented with regular meetings, good MDT involvement and recording
of activity and outcomes utilising iPortal and CareFlow
Obstetrics & gynaecology to embed the AID (Advice, Informing, Do) escalation tool
Urology aim now is to focus on the quality of life; for example, avoiding treatment which had more risks
than benefits (like replacing nephrostomies), early involvement of the Palliative Care Team, early
documentation of the ReSPECT (Recommended Summary Plan for Emergency Care and
Treatment)/DNAR (Do not attempt resuscitation) form and early discussion with the family regarding
decisions and indications for active treatment.
Reviewing the national guidance regarding the management of pneumothorax and pulmonary
embolism within Acute Medicine
Acute Medicine are to undertake audit regarding consideration of anticoagulation in new onset atrial
fibrillation at the point of contact. To be presented and Divisional Governance and RMP
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Cause of death discussions to be included in junior doctors’ information.

Establishing 24/7 Major Trauma Coordination with system of major trauma coordinators to provide
seamless patient care

Cardiology new Mortality & Governance Lead to develop formal tracker for outstanding mortality
reviews and SJRs

Electronic ReSPECT (Recommended Summary Plan for Emergency Care and Treatment)/DNAR (Do
not attempt resuscitation) documentation to be rolled out and reduce the risk of omissions of
information and discussions with patients and families.

2.3 Actions taken, changes made and implemented during 2024/2025

Renal Services developed a Standard Operating Procedure (SOP)/Pathway for patients with large
intradialytic weight gain and further education was to be given to Haemodialysis Nurses

Following review of a case where a patient was prescribed the wrong dose of Daltepartin as worsening
renal function was not taken into consideration, has led to a Trust Learning Alert regarding the need
to adjust the dose of Dalteparin in patient with reduced renal function, especially when re-reviewing
the dose if a patient is developing an acute Kidney injury (AKI), was developed.

Following the identification of issues with dislodgement or accidental decannulation of adjustable
portex tubes with ENT, new fixed tubes are being used to avoid this.

Adjustable flange tracheostomy tube nursing checklists have been introduced during the past 12
months to reduce the risk of dislodged tubes. Since the introduction, it was noted that there have been
no safety issues reported

The use of iPortal and death verification prompt has been implemented via Bereavement Services and
is now in use. This will support clinicians in completing M&M reviews

Learning from deaths themes being shared with Junor Doctor Training lead to help promote learning
and raise awareness of issues identified via the M&M reviews.

Where cases/reviews note poor care, agreed that the relevant M&M leads are to be invited to attend
the Mortality review Group to present the case, and the learning / actions identified to provide
assurance that actions are taken.

Emergency Medicine introduced changes to PACMAN worklist to allow prompt monitoring and facilitate
case selection for M&M Meetings

Emergency Medicine have provided further training and awareness for staff when patients present with
cellulitis and sepsis features that necrotising fasciitis is considered

Confusion in the elderly patients are often normalised, and that new confusion is to be considered and
treated/assessed with same urgency as for young patients and treat appropriately with CT and/or
sepsis screening.

Patients presenting with knee dislocation / limb threatening injury are now undergoing immediate
assessment and reduction ASAP within ED.

Following previously raised action the QAP is available has been agreed and introduced on iPortal via
Bereavement Services.

Learning from deaths themes are shared with Junor Doctor Training lead to help promote learning and
raise awareness of issues identified via the M&M reviews.

Clinical Coding have recruited 4 new clinical coders and are undertaking training programme. The
recruitment will improve the coding position, and this has been escalated and noted with Executives.
There are now fewer missing discharge letters available to Clinical Coding following new processes
introduced that allow sharing of discharge letters with clinical coding at the time of coding the
admission/activity.

Plastic Surgery now include the presentation of national audits at M&M meetings and had presented
latest national audit results relating to open fractures compared to the British Orthopaedic Association
for Trauma and Orthopaedics (BOASts). This highlighted learning points and as result a new Group
Job Planning Meeting has been established to take forward the learning and improvements.
Following previous Liver M&M presentation at Mortality Review Group, the iPortal Mortality list and
chronic liver database on CareFlow have been implemented. The Clinical Nurse Specialists are now
leading the Non-alcoholic fatty liver disease (NAFLD) service set up

2 new Liver Clinical Nurse Specialists have been appointed to support Hepatocellular carcinoma (HCC)
screening

Endocrinology/Diabetes introduced new review management process with administrative support for
the collation of notes as noted in previous annual report.

Establishment of new interventional case review meeting to advise on mortality and morbidity cases
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e Inter-Hospital Transfer (IHT) Standard Operating Procedure for Transcatheter Aortic Valve
Implantation (TAVI) patients has been updated and implemented

e There has been roll out of use of intravenous bisphosphonate in line with National Hip Fracture
Database requirement.

e A second hip Surgeon commenced in role during October 2024, while a fourth Ortho-Geriatrician
started in September and a fifth during Jan 2025

3. Mortality Indicators

The Trust uses two national benchmarks as primary indicators for mortality, Hospital Standardised
Mortality Ratio (HSMR) and Summary Hospital-level Mortality Index (SHMI). The table below shows the
Trust’s current HSMR and SHMI along with national and peer group comparison.

| Indicator | Current | Previous [ Change | Peer | National |
Crude mortality rate (12 mth rolling) - _
HES Inpatients and HES-ONS Linked _232?’2(()2‘2; Az f/i:f;/"o(zg‘;r A0z
Mortality Datasets (May 2025)
o B0V SR E PR R e LT )RR g ISR T s E LTS 131.80 (Apr 2024 92.79 (Apr 2023 —

-0.37 229%  2.26%

39.01 99.51 99.98

- Mar 2025) Mar 2024)
Indicator [Current | Previous | Change | Peer | National |

SHMI (12 mth rolling) - HES Inpatients,

HES-ONS Linked Mortality Datasets [ i i dred e LSVt

The most current available 12-month HSMR (April 2024 — March 2025) is 131.80 and is higher than the
expected range.

Chart 1: UHNM Rolling 12-month HSMR (April 2021 — March 2025)

Figure 2b: Time Series for HSMR (Rebasing period up to March-25)
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The above chart shows the longer-term trend for HSMR. Our HSMR has remained within expected limits
until the August 2024 data point. Values since then have been in the higher-than-expected range.

The current HSMR value is now higher than the SHMI value with both on increasing trend. The 12-month
rolling HSMR is higher than expected and 12-month rolling SHMI is on the upper limit of expected range.
There is a one-month lag between SHMI and HSMR values.
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The Trust has observed an increase in mortality rates (HSMR and SHMI), which upon review, is likely
attributed to issues with clinical coding and the impact these appear to be having on the mortality indices.
Specifically, not all patient records were fully coded, leading to a backlog. Consequently, while all in
hospital deaths were fully coded, the coding for other patient activities was not consistently accurate. Thus,
while all patients dying from a given diagnosis were coded, all patients admitted with the same diagnosis
were not necessarily coded, meaning the percentage deaths from a given cause may not be accurate.
Additionally, there was an increase in episodes categorised under "U codes," impacting the accuracy of
mortality risk and standardization calculations. To address these issues, efforts are underway to enhance
coding accuracy with the assistance of Executive Directors and colleagues from the Integrated Care Board
(ICB).

The Mortality Review Group has noted that currently there is no assurance in the HSMR / SHMI due to

the issues with backlog of clinical coding and it was acknowledged that this will continue to number of

months until the clinical coding team can start to update the coding activity and these updates are then

refreshed in the national dataset utilised by HED and SHMI.

e Have not seen changes in outcomes of the completed mortality reviews / SJRs highlighting ant
concerns in practice linked to the period of increased HSMR

e This increase in unknown/unspecified causes of mortality in HED coincided with Clinical Coding staff
absences which resulted in increases of U codes (uncoded episodes). These U codes at UHNM are
likely pulled into R69 code within HED system

¢ Clinical Coding are developing a proposal for options in addressing the risk and potential improvements
in reducing the uncoded episodes are expected to be seen in coming months.

e Additional internal mortality reporting is being developed to allow for further assurances to be provided
regarding UHNM mortality reporting whilst there remain issues with HSMR and SHMI values. These
new reporting indicators will be available from June 2025.

Chart 2: HSMR (All Acute Trusts) Funnel Plot (April 2024 — March 2025)

Figure 1b: Funnel Plot (Rebasing period up to March-25)
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Chart 2 illustrates where UHNM is for current 12-month HSMR in comparison to all other Acute Trusts in
England as well as Peer Group. UHNM is currently statistically significantly higher than the expected range.
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Chart 3: SHMI Rolling 12-month trend (December 2022 — February 2025)

Figure 2b: Time Series for SHMI (Rebasing period up to December 2024) - Rolling 12-mth Trend
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Chart 3 illustrates the monthly SHMI figures calculated using HED system (HES Data).

The Trust's 12-month rolling SHMI has shown improvements throughout the past 12 months and is just
within the expected range with a current 12-month rolling SHMI of 115.30.

Chart 4: SHMI Funnel Plot (March 2024 to February 2025) (over dispersed model)

Figure 1b: Funnel Plot (Rebasing period up to December 2024 )
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Chart 4 shows that UHNM is on the 95% upper control limit for expected mortality.

When using HES data within HED system to review the SHMI figures there continues to be an increase in
the rolling 12-month trend (Chart 3).
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Chart 5: SHMI v HSMR Rolling 12-month Comparison Trend (February 2023 — March 2025)
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Both values generally correlate, though they have been converging since June 2024. The latest figures
have seen SHMI now below HSMR and this is following the reported issues with clinical coding for hospital
admissions since May 2024.

The national SHMI figures that are published by NHS show UHNM to on the upper limit of the expected
range (see Chart 4 Funnel Plot).

Chart 5 shows the latest monthly data reported that SHMI and HSMR moved closer together up to July
23. The two then began to converge from July 2024 with HSMR overlapping SHMI for the first time in
November 2024 following the identification of the issue re clinical coding activity and not all patients being
fully coded. This will continue to be monitored and evaluated at Mortality review Group using HED analysis
of different diagnostic groups.

4. Crude Mortality
Indicator | Current | Previous [ Change | Peer | National |

Crude mortality rate (12 mth rolling) - 2.38% (Apr 2024 2.75% (Apr 2023 -

- Mar 2025) Mar 2025) D

HES Inpatients and HES-ONS Linked

Overall, there has been 13.4% reduction in the crude mortality rates from last year to this year. The
reducing crude mortality rates noted provide some assurance that there are not increases in actual raw
numbers of deaths within UHNM.
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Chart 6: Number of in-hospital deaths (April 2024 — March 2025)
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5. Total number of Deaths and Mortality Reviews

In 2024/2025 there have been 3469 (3402) inpatient deaths identified compared to 3402 during 2023/2024

Currently 2719 (78% compared to previous year report 67%) of these deaths have been reviewed and
26 have been assessed with a classification of poor or very poor care in subsequent SJR, compared to

14 in previous reporting years.

Total Number of Deaths, Deaths Reviewed and Deaths Deemed more likely than not due to problems in care (does
not include patients with identified learning disabilities)

Total Number of Deaths in Scope

This Month

Total Deaths Reviewed

Last Month This Month Last Month This Month Last Month
303 285 154 210 2 3
This Quarter (QTD) Last Quarter This Quarter (QTD) Last Quarter This Quarter (QTD) Last Quarter
950 912 640 714 9 6
This Year (YTD) Last Year This Year (YTD) Last Year This Year (YTD) Last Year
3469 3402 2719 2959 26 21

Total Number of deaths considered more likely
than not due to problems in care
SIR Classification of 1 & 2

Chart 7: Totals deaths and Total Reviews

Mortality over time, total deaths reviewed and deaths considered more likely than not due to problems in care
(Note: Changes in recording or review practice may make comparison over time invalid)
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There is a built-in time lag for completion of the mortality reviews and SJRs as the deaths from a month
are not circulated to the M&M Leads until c.12t of the following month i.e. May 2025 deaths are not
circulated to the relevant Directorate until June 2025. There is then further time required to complete the
review and discuss at M&M meetings.

6. Learning Disability Patient Deaths and Reviews

One of the main drivers nationally for the introduction of changes in the way deaths are identified and
reviewed, including the Structured Judgement Casenote Review (SJCR) process was as a result of
concerns of a patient who died with a LD under Southern Health FT in 2013. Research has shown that,
on average, people with a learning disability die earlier than the general public and do not receive the
same quality of care as people without a learning disability.

All Learning Disability (including autism) deaths are reviewed through the National Learning Disabilities
Mortality (LeDeR) review process. All UHNM LD deaths are reported to the LeDeR Programme by the
Adult LD Nurse Specialists. The oversight regionally of the LeDeR reviews has been through the Clinical
Commissioning Group [CCG] but this is now under the Integrated Care Board.

Total Number of Deaths, Deaths Reviewed and Deaths Deemed more likely than not due to problems in care for
patients with identified learning disabilities

Total Number of Deaths in scope Total Deaths Reviewed ThroEJgh the LeDeR Total Number of deaths considere.d more likely
Methodology (or equivalent) than not due to problems in care

This Month Last Month This Month Last Month This Month Last Month
3 1 2 1 0 0

This Quarter (QTD) Last Quarter This Quarter (QTD) Last Quarter This Quarter (QTD) Last Quarter
6 10 4 10 0 0

This Year (YTD) Last Year This Year (YTD) Last Year This Year (YTD) Last Year

34 48 29 46 0 0

In this year we have seen 34 inpatients identified within the scope of Learning Disability & Autism reviews
(compared to 48 in previous year). Twenty-nine of these have been reviewed. There have been 0 cases
identifying poor or very poor care in a subsequent SJR during 2024/2025.

Mortality over time, total deaths reviewed and deaths considered more likely than not dure to problems in care
(Note: Changesin recording or review practice may make comparison over time invalid)
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7. SJRratings / outcomes
There were 734 SJRs completed relating to deaths occurring during 2024/25 (as at 12/06/2025) compared
to 618 in previous year. The outcomes from these SJRs show that there are 82.4% rated as good care or

better and there are 3.5% rated as poor or very poor care. This compares with 81.8% rated as good care
or better and 3.4% rated as poor or very poor care during 2023/2024.

Qtr1 Qtr2 Qtr3 Qtr4 Qtr1 Qtr2 Qtr3 Qtra Qtr1 Qtr2 Qtr3 Qtr4 Qtri Qtr2 Qtr3 Qtra

21/22 21/22 21/22 21/22 22/23 22/23 22/23 22/23 23/24 23/24 23/24 23/24 24/25 24/25 24/25 24/25
B 1=very poor care 1 1 1 1 1 1 1
2 = poor care 4 5 6 12 5 10 8 7 2 3 7 6 4 5 8
= 3 =adequate care 15 29 19 20 28 15 26 32 34 14 15 28 25 24 33 21
w4 =good care 69 53 72 95 101 94 103 86 71 59 73 101 135 104 94 79
B 5= Excellent care 43 45 57 34 47 e0 52 35 42 43 64 53 60 55 42 36

2021/22 2022/23 2023/24 2024725

M 1=very poor care 0% 1% 0% 0% 0% 0% 0% 1% 0% 1% 0% 1% 0% 0% 1% 1%

2 = poor care 3% 4% 0% 4% 6% 3% 5% 5% 5% 2% 2% 4% 3% 2% 3% 6%
3 =adequate care 11% 22% 13% 13% 15% 9% 14% 20% 22% 12% 10% 15% 11% 13% 19% 14%
w4 =good care 53% 40% 49% 61% 54% 54% 54% 53% 46% 50% 47% 53% 59% 56% 54% 54%
m 5= Excellent care 33% 34% 39% 22% 25% 34% 27% 22% 27% 36% 41% 28% 26% 29% 24% 25%
Overall Score # %

5 = Excellent care 193 | 26.4%
4 = good care 412 | 56.1%
3 = adequate care 103 | 14.0%
2 = poor care 23 3.1%
1 = very poor care 3 0.4%
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8. Themes, issues and learning from SJRs
The following themes/issues have been identified during the completion of SJRs in 2024/25:
¢ Importance of timeliness and regularity of clinical reviews

¢ Importance of following established screening protocols e.g. for sepsis

¢ Importance of ordering and following up on appropriate investigative tests in timely way

e Importance of reviewing test results in timely way to facilitate diagnosis/decision making and to
consider alternative causes of patient’s illness

e Patients should be cared for on appropriate wards based on their clinical needs e.g. stroke patients

e Appropriateness of transfers should be considered

e Importance of timely referrals to other specialties where indicated

e Medications should prescribed and administered in timely fashion (especially antibiotics/anticoags/IV

fluids) and adhere to guidelines on dosage and suitability, especially as part of Sepsis pathway

e Need to ensure key documentation is completed in timely, legible and accurate way and stored
correctly to facilitate access

e There should be good communication as required between specialties e.g. when patients deteriorate,
or specialist advice would be beneficial to inform care

e Ensure discussion re DNAR and ceilings of care are held with patients and family members at early
opportunity

e Ensure patient wishes regarding communication with relatives are adhered to

e Ensure to keep patients and relatives informed of transfer processes e.g. Your Next Patient and make
sure contact numbers for relatives are up to date

e Ensure escalation processes are adhered to when patient observations/NEWS scores indicate this is
required

e Ensure relevant pathways are referred to and implemented in timely way e.g. Palliative Care/End of
Life

e Ensure requested treatments are carried out when indicated and are within recommended guidelines
e.g. administration of fluids

¢ Consideration of comorbidities and number of recent admissions when deciding upon appropriateness
of treatment options and ceilings of care

Issues identified from the SJRs rated as poor care are:

Importance of timely clinical reviews

Importance of accurate patient assessments

Importance of following screening protocols i.e. for Sepsis

Importance of timely administration of medications, especially antibiotics
Importance of timely and legible documentation of care

Importance of keeping relatives informed of transfer processes

9. Perinatal Mortality Review Tool Updates
Mortality Review Group received quarterly updates on perinatal mortality under the CNST Maternity
Incentive Scheme Framework (year 6).

The update during Quarter 4 noted that following on from the MBRRACE-UK conference presenting the
Perinatal Reports 2024, it was highlighted how language and interpreting services are key within their
recommendations in supporting vulnerabilities in non-English speaking and migrant women. Identifying
where multiple barriers to accessing care can be highlighted. UHNM reports now highlights all ethnicities,
first language spoken and social deprivation score.

The Mortality Review Group also received update report on the Trust’s process and reported outcomes
for completed Perinatal Mortality Review Tool and that UHNM recorded compliance with all 6 elements of
the Saving Babies Lives Care Bundle (SBLCB) and 100% compliance against the CNST Safety actions
regarding Trust processes:

¢ Notifying all deaths

e Seek parents views of care

e Review the death and complete the review

e Report to the Trust Executive
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The report provided updates on learning and actions taken from the completed reviews. There was also
assurance provided on the actions taken following the receipt of recommendations by MNSI reviews.

Learning Identified

The preterm birth labour risk
assessment was
not completed appropriately

There is an indication to offer face to
face assessment when a mother
contacts MAU with any concerns and

there is a language barrier as there can

be an uncertainty of the history and
understanding of the advice given

This mother's risk status was not
formally assessed at the start of her
care in labour to ensure that her
intended place of care in labour was
appropriate

Breach in triage times of midwifery and

medical reviews

MAU Triage process must be
completed in its

entirety following the ASQUAM
Guideline BSOTS Telephone Triage
and Maternity Assessment Unit

The mother had poor/no English and
family members were used as
interpreters on occasions during her
antenatal care, labour and birth

Raise awareness of history of cervical treatment
and indicators for referral to pre term birth clinic

Practice change since December 2023 that all non-
English speaking women should be invited to attend the
hospital if they contact the helpline with any concerns or
suspected labour.

Memo recirculated regarding the change of practice for
all non-English speaking women to invited to attend the
hospital if any concerns or suspected labour.

Change of practice re-iterated at MAU and MBC safety
huddles.

Prompt aid devised for use within the multidisciplinary
office.

Ongoing audit into compliance of completing the risk
assessment at the start of labour.

Review findings to be shared through skills drills
training.

Review findings to be shared through PMRT learning on
skills drills training.

Review findings to be shared with all midwifery staff via
ward managers and safety huddles.

An enlarged version of RAG Table - Risk Factors
Influencing Place of Birth and Method of Surveillance
within the Delivery Suite for easier reading and reminder
to staff.

Escalation needs to be considered during times of high
activity and breaching in medical review.
Implementation of BSOTS training.

Quarterly audit of MAU triage breaches.

An interpreter on wheels via Language Line Solutions
has been recently purchased and available within
maternity and neonatal services.

Email to all managers to share information with teams
via safety huddles and handovers to raise awareness of
availability to facilitate either video or telephone
interpretation services.

Audit to highlight areas within maternity services that
require improvement in the use of recognised translating
services.

Explore options to enable improved access to interpreter
services within the antenatal clinic department.

e Following PMRT reviews of all cases, themes have been identified that relate directly to the Saving
Babies Lives Care Bundle (SBLCB) version 3.

e Compliance with all six elements of SBLCB are monitored and presented separately in the Saving
Babies Lives Care Bundle, (SBLCB) report.

e Compliance with the implementation of PERIprem at UHNM in July 2024 will be monitored within our
reviews and will be reported in future reports.
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10. Quarterly Neonatal Mortality Report Updates

The Quarterly Neonatal Mortality Reports were presented. Key comparisons were made with other Level
3 Neonatal Intensive Care Units (NICUs) in the West Midlands, revealing that although admissions at lower
gestations were slightly fewer, the mortality rate remained lower.

Mortality Statistics:
The reports highlighted the overall mortality indicators for Neonatal mortality and also outlined the case
reviews undertaken and any learning/outcomes.

It was noted that UHNM had fewer deaths by gestation and birth weight in comparison to other Level 3
NICU in the network, however at the start of 2024/2025 there was also lower activity. During the year the
neonatal mortality rate per 1000 births has reduced whilst the average ITU Days activity has increased.

- No. of live births <24 weeks | No. of deaths Neonatal mortality | Average ITU Days
rate
2 2.0 93

Quarter 1 1512 .
Quarter 2 3 2.6 113
Quarter 3 1476 3 1.36 155

e Overall, a lower death rate was maintained despite extended ITU stays.

Key actions noted:

e Maternal Health: ongoing review concerning maternal diabetes following a neonatal death.

e Admissions Fluctuation: attributed the fluctuation in admissions to demographic factors and cot
capacity availability at the Trust.

e Trust to continue to complete the Perinatal Mortality Review Tool (PMRT) for thorough analysis.

¢ Monitor ITU admission rates to ensure alignment with recommended intensive care practices.

e Present findings and further discussions to LMNS Quality & Safety Oversight Group for continued
learning and improvement.

11. Emergency Department 12 hours+ Mortality Reviews

During 2024/2025 the Mortality Review Group received summary reports regarding completion of SURs
for patients that died following 12 hours or longer in the Emergency Department during their final hospital
admission. The report related to deaths from 15t February 2024 to 28" February 2025. At the culmination
of 2024/2025, there had been 455 SJRs completed for patients who had spent >12 hours in ED. 300 SJRs
had been completed which had been requested specifically for that reason.

The report provided information against different phases of care, problems in care and learning identified.
The phases of care are classified as:

e Admission and Initial Management

Ongoing Care

Care during a procedure (if applicable)

Perioperative care (if applicable)

End of Life Care

Overall Assessment

The majority of cases with regards to Admissions and Initial Management were rated as good or excellent
care (77%). Two cases since the previous report were rated as very poor care and nine rated as poor
care. These related to issues such as delays in administration of antibiotics, lack of sepsis screening,
issues with clinical reviews e.g. timeliness and coordination, failure to recognise patient symptoms and
delay in realising a patient's DNAR was in place.

With regards to Ongoing Care the majority of cases were rated as good or excellent care (86%). No cases
were rated as poor or very poor care in the ‘Care During a Procedure’ section since the previous report.

No cases were rated as poor or very poor care in the ‘Perioperative Care’ or ‘End of Life Care’ since the
previous report. 89% of the SJRs completed rated End of Life Care as good or excellent. Three cases
rated as poor care since the previous report relating to delayed referrals to Palliative Care team.

20 | Mortality Annual Report 2024/25 The best joined-up care for a//



Seven cases rated ‘Overall Care’ as poor since the previous report. This relates to issues identified in
phases of care above. 85% of the SURs completed rated Overall Care as good care or above.

No SJRs stated that the long stay/delay in ED contributed to the outcome for the patient.

Learning identified from SJRs completed since the previous report was as follows:

¢ Need prompt recognition of patient being end of life and timely referrals to palliative care

¢ Importance of recognition of Sepsis and completion of Sepsis pathway where indicated

e Importance of prompt completion of Respect forms

e Importance of good communication with relatives around end-of-life care, treatment options and
ensuring bad news is delivered in sensitive manner

Ensure patient confidentiality is respected e.g. checking wishes around speaking with relatives
Medications should be administered in timely manner especially antibiotics and pain medication and
prescribed according to guidelines

Implementation of Covid care plans for patients where indicated

Accurate completion of food charts

Importance of liaising with LD nurses where patient has LD

Implementation of ceilings of care and recognition of where treatment will offer little or no benefit to the
patient

¢ Ensure decision making evolves if clinical condition of patient deteriorates

Subsequently agreed, with the ICB, that the requirement to undertake these additional SJRs has been
stopped. The learning and assurance provided from the reviews has allowed the review of the cases to be
undertaken as part of ‘Business as Usual’ and included as part of the standard SJR process.

12. CuSum Alerts during 2024/25

The purpose of this section is to collate the various mortality performance indicators within the HED system
for particular diagnosis groups (where a CCS diagnosis group has been identified as having a CuSum
score>=3), together with the Mortality Review/SJR results for the relevant cohort of patients in that group.
Analysis is done on groups where the number of observed deaths is >=10. The value for CQC CuSum
alert triggers is 5.48.

A Red/Amber/Green rating is then applied based on the scoring algorithm previously agreed by the

Mortality Review Group. The analysis allows any areas of concern to be highlighted and assists the

Mortality Review Group to determine if any further review is required. Information is collated from the

following (see attached Glossary for a description of the HED indicators):

¢ Hospital Standardised Mortality Ratio (HSMR) — HED system

Summary Hospital-level Mortality Indicator (SHMI) — HED system

VLAD (Visually Life Adjusted Display) — HED system

CuSum(Cumulative Sum) — HED system

Mortality Review Scores for the relevant date range of deceased patients — Datix system records

matched to list of inpatient deaths

e SJR Scores for the relevant date range of deceased patients — Datix system records matched to list of
inpatient deaths
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The CCS groups considered during 24/25:

Mortality SJRs Total (Average

CuSum  VLAD HSMR  SHMI Revs Overall )

122 - Pneumonia (except that -

caused by tuberculosis or sexually 1

transmitted disease)

2 - Septicemia (except in labor)

129 - Aspiration pneumonitis;

food/vomitus

261 - COVID-19 1

152 - Pancreatic disorders (not 1

diabetes)

199 - Acute cerebrovascular 13 2.2

disease

130 - Pleurisy; pneumothorax; 1 1.8

pulmonary collapse i

127 - Chronic  obstructive

pulmonary disease and 10 1.7

bronchiectasis

100 - Acute myocardial infarction 2 1 1 1 1 9 1.5

159 - Urinary tract infections 1 1 1 1 2 9 1.5

145 - Intestinal obstruction without 2 1 1 1 2 9 1.5

hernia

135 - Intestinal infection 1 1 2 1 2 9 1.5

1.15 - Aortic; peripheral; and 1 1 1 1 9 15

visceral artery aneurysms

157 - Acute and unspecified renal 2 1 1 1 1 9 15

failure

237 - Complication of device; 2 2 1 1 1 2 9 15

implant or graft

233 - Intracranial injury 2 2 1 1 1 1 8 1.3

231 - Other fractures 1 2 1 1 1 2 8 1.3

39 — Leukemias 2 2 1 1 1 1 8 1.3

125 - Acute bronchitis 1 1 1 1 1 B s 1.3

(Zrﬁg)- Fracture of neck of femur 1 2 1 1 1 2 8 13

96 - Heart valve disorders 1 2 1 1 1 2 8 1.3

81 - Other hereditary and

degenerative  nervous system | 2 2 1 1 1 1 8 1.3

conditions

103 - Pulmonary heart disease 1 2 1 1 1 2 8 1.3

(11_46 o Diverticulosis and 1 - 1 1 1 1 8 13
iverticulitis

150 - Liver disease; alcohol-related | 1 2 1 1 1 1 7 1.2

151 - Other liver diseases 1 1 1 1 1 2 7 1.2

CuSum Alerts Responses and Reviews during 2024/2025

Noted that the diagnostic groups listed above were agreed that no further action was required. The green
rated groups were closed and the amber rated groups were agreed to keep on watch and wait pending
any further alerts.

The groups identified as Red overall are under review. However, as previously noted the impact of clinical
coding will have affected the ‘accuracy’ of these alerts.

The Pneumonia and septicaemia alerts were already under review. Pneumonia Task & Finish Group are
undertaking data collection of 100 consecutive patients to able to undertake audit of the processes and
assessment of treatment in line with Pneumonia Care Bundle / CURB-65 scoring. The outcome of the
audit, which is being led by Respiratory Consultant, will be presented at Mortality review Group during
2025.
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13. Prevention of Future Death (PFD) Notifications

The Coroners and Justice Act 2009 sets out a statutory duty for
coroners in England or Wales to issue a PFD report, also known
as a Regulation 28 report, if they believe that action should be
taken to prevent a future death. These reports are publicly
available.

UHNM has been issued with four PFD reports from HM Coroner
during 2024/25. Two were received in both Quarter 3 and Quarter
4. UHNM also received 4 PFDs during 2023/2024

All responses have been submitted to HM Coroner in line with reporting requirements and both the initial
PFD notification and the Trust responses are available on HM Judiciary website.

Case 1 (received 18t October 2024): HM Coroner raised concern that there is no Vascular team on hand
at County Hospital where urgent Vascular opinion is required.

UHNM Response:

UHNM'’s vascular lead reviewed the concern raised and confirmed that UHNM provides a 24/7 vascular
on-call service which is based at the Royal Stoke Hospital site. There are also vascular surgeons present
at County Hospital every weekday (excluding the weekend). Normally, review of the in-patients is led 2 of
our Consultant Vascular Surgeons at County Hospital. In addition to this, a further 2 senior Consultant
Vascular Surgeons also visit County Hospital on a regular basis.

In this case the patient was referred to the Vascular service via the ‘careflow’ system which is usually a
slower pathway of referral (i.e. rather than someone calling the Consultant on-call / on-site). Requests via
‘careflow’ emerge on a list on iPortal called “vascular inpatient specialty referrals”. The on-call surgeon
based at Stoke then triages these referrals and try to ensure expeditious review at County Hospital by a
colleague, or instead, arrange to transfer the patient to Stoke.

Whilst the team endeavour to provide prompt reviews for patients in County Hospital, we also rely on
accurate information from referrers and prefer, in emergency situations, to receive direct contact rather
than electronic.

We will ensure that this information is further conveyed to the wards and clinicians at County Hospital so
that they understand that there is always someone from the vascular team to contact, should the need
arise.

Case 2 (received 16" December 2024): There were 3 specific concerns raised by HM Coroner in the
PFD notification related to different electronic systems not being linked together for clinicians from different
specialties being able to access the different systems.

1. Noted that patient received treatment from three hospital teams: cardiology, cardiothoracic surgery and
coronary intensive care. Each team used their own ward-based medical notes which are not accessible
by the other teams. Whilst each team has access to the iPortal system on which patient’'s MDT decision
was stored, it was apparent that this was not accessed and acted upon. As a result, the MDT decision
regarding patient’s ICD was overlooked.

2. Plans to introduce electronic patient records to which all medical teams have access are still at an early
stage and no date has been identified for moving over to a single electronic notes system.

3. The steps which the Trust has taken as a result of patient’s death to address the risk of MDT decisions
being missed in the future still rely upon the manual transcription of decisions from one set of medical
notes to another, with the continuing potential for human error and important decisions about treatment
being overlooked.
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UHNM Response:

In response to HM Coroner the Trust have accepted that that a Trust wide electronic patient record (EPR)
to provide a single source of patient information is likely to have ensured that the MDT decision regarding
the need for Mrs Leake’s ICD was known to all the teams providing her care. Such a system would ideally,
in addition, include alerts to ensure that she was discharged safely.

As an immediate action, the development of a new alert within iportal will be implemented — this will be
populated by the multidisciplinary team to inform clinicians that an ICD is required prior to discharge. The
team are going to introduce teaching into the resident doctor induction to ensure this is checked prior to
discharge.

Trust noted that at present the Trust uses many digital systems whilst still reliant on paper records. The
clinical systems used are bespoke to the needs of specific clinical teams and their patients and these
cannot always share information with or be accessed by other teams and specialties.

A single Electronic Patient record cannot be achieved by consolidating current systems and this remains
a significant risk for the organisation and there remains risk of transcription and /or human error in relation
to sharing clinical information.

The Trust is aspiring to acquire a new, highly sophisticated purpose built EPR system but that this will
require significant capital investment, development and time to ensure safe deployment. UHNM Digital
team, along with ICS, are drafting business case to apply for NHS funding for an EPR that will meet the
growing needs and provide the functionality and interoperability required to prevent the events that
contributed to this case.

Case 3 (received 19t February 2025): HM Coroner raised concern that although the death was natural
causes there was concern that there was failure of medical teams to respond to concerns that patient was
deteriorating whilst awaiting assessment and that there were recommendations in PSII completed that
there was not compliance with the guidance from the Royal College of Emergency Medicine for Nursing
Workforce standards.

UHNM Response:

It is correct that the Royal College of Emergency Medicine (RCEM) Nursing Workforce Standards for Type
1 Emergency Departments states that “there will be a minimum of a Registered Nurse to each patient in
the resuscitation area. The recommendation also provides that there should be a named nurse allocated
to each patient, as per National Guidance.

Royal Stoke Hospital has a Type 1 Emergency Department and has a total of 8 cubicles in the resuscitation
(resus) area, however the team try to keep resus at a maximum of 6 patients leaving 1 space for paediatric
emergencies (and when in use paediatric nursing staff from Children’s Emergency Department attend),
and 1 cubicle space for any trauma patients. There are always 4 Nurses who are allocated to the
department for each shift in resus and then the department flexes our nurses to cover all Emergency
Department Areas, flexing into the area with the most need at the time.

Additionally, there is a Operation Department Practitioner (ODP) in the department who supports resus
during the day, and we also have the ‘outreach team’ who will attend resus whenever there is a trauma
call. When acuity or resus capacity is high, the Nurse in Charge (NIC) both supports and makes
appropriate staff moves from across the whole of the department, increasing both trained and untrained
presence in resus on a continual prioritisation of need.

The overall nurse staffing numbers for the whole of the Emergency Department allow for a degree of
flexibility across the department to wherever the greatest need is at any one time. Professional clinical
judgement allows for this decision making, and the NIC remains non-clinical to flex staff as required.

RCEM guidance is not mandatory and the given the size of the ED at Royal Stoke, our ability to flex our
nursing team during times of surge, escalation and need is preferred by our ED team on the ground and
the leadership Triumvirate. This means we continually prioritise through the non-clinical Nurse in Charge
so as to understand need, and then flex according to skill and priority across our ED.
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We previously trialled a ‘named nurse’ approach within resus and the team felt this lacked flexibility as
they used an ‘allocated nurse’ based on patient need and skill set per shift but, following further review,
we have decided to structure this and reinstate this model to include a ‘named nurse’ within our resus from
early April 2025. The named nurse model will then be audited/monitored via our internal review processes
and as part of the Integrated Care Board (ICB) reviews of our Emergency Department.

Case 4 (received 11 March 2025): There were 3 specific concerns raised by HM Coroner in the PFD
notification related to:

1
2

3

national awareness and guidelines for severe invasive soft tissue infections.

training provided previously for treatment of severe invasive soft tissue infections had failed to
make significant in roads, and also;

in relation to the not having a requirement for a signature when staff are recording an ‘omitted dose’
which means there is no audit trail if patient is not given their medication because its unavailable
or omitted for another reason.

UHNM Response:

1.

We recognise and share the HM Coroner’s concern regarding the national lack of awareness and
guidance relating specifically to Severe Invasive Soft Tissue Infections (SISTIs) that are not necrotising
fasciitis but have similar aggressive and life-threatening characteristics.

As an individual NHS organisation, we are not directly responsible for developing national clinical
guidelines, however, we would fully support any national work to raise awareness of these rare but
serious infections, and the development of clear diagnostic and management guidance. We also
accept the challenge presented in ensuring wide clinical awareness of rare conditions, particularly in
environments where staff rotate frequently, and experience may be limited. This challenge is
compounded further by the relative rarity of such presentations, meaning that many clinicians may
never have encountered a case during their training or practice. Nevertheless, Mr McFadyen will
continue with the important work he is undertaking in this area.

Within our Trust, we continue to take the issue of training very seriously. We have already undertaken
a significant programme of training and learning following this case, ensuring key themes and learning
have been widely shared across our clinical teams.

We are committed to continuing this education, both through formal teaching and case-based
discussions. However, again, we do recognise that due to the rarity and complexity of these
presentations, training alone will not always ensure early recognition. To that end, we will continue to
emphasise the importance of early escalation and senior clinical review where there is any concern
about deteriorating soft tissue infections. We believe that early involvement of senior decision-makers,
particularly consultants who may have greater experience with rare or atypical presentations, is
imperative to supporting early diagnosis and appropriate intervention.

With regard to the concern raised about medication omissions and the lack of an auditable trail when
a dose is not administered, | can confirm that currently we do not have an Electronic Prescribing and
Medicines Administration (EPMA) system in place at our Trust.

However, the Trust is in the process of implementing EPMA across both our sites. Once implemented,
EPMA will provide a robust and transparent record of all medication activity, including when a dose is
omitted, the reason for omission and the identity of the person making that decision. When we have
our EPMA system, the electronic chart will capture everything in one place. In the interim, we have
developed a Patient Safety Learning Alert requiring staff to document reasons for drug omissions.
These omissions are to be documented within the relevant patient record. This alert has been
circulated to all staff and is enclosed for your review.

The implementation of our EPMA will significantly improve the governance and auditability of our
medicines management across the Trust and directly addresses the concern raised in the Regulation
28 report.
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In addition to local PFD notifications, the Mortality Review Group received information in relation to PFD
received by the Royal College of Anaesthetists in August 2024 relating to the Administration of Excessive
Local Anaesthetic during surgery following patient death at Addenbrooke’s Hospital in July 2022. The PFD
related to concerns in checking and administering local anaesthetic and inconsistency around whether the
anaesthetic was recorded in millilitres or milligrams.

The Report had been presented at the Medicines Optimisation and Safety Meeting and shared with the
Anaesthetics Department and Theatres for awareness. The Royal College of Anaesthetists response to
the Report would be published in due course.

It was noted at Mortality Review Group that there was understandable anxiety surrounding this and
Surgery Division Medical Director agreed that non-Anaesthetists should not be routinely exceeding the
recommended dose for any local anaesthetic, and that if a non-expert in the administration of these drugs
was directed to do so by an Anaesthetist, then it was reasonable to challenge them.

The UHNM guidelines which mention local anaesthetic pre-procedure are under review in line with Royal
College response.

14. Neglect Verdicts

During 2024/2025, UHNM received two Neglect verdicts from HM Coroner. Both were received during
Quarter 3. One of these relates to Case 2 under the above the Prevention of Future Deaths notifications
section.

The second Neglect Verdict was issued due to hospital acquired pressure damage leading to
complications following and infected pressure sore.

15. Medical Examiner Service

As previously noted during 2023/2024 the Medical Examiner service continued to provide summary reports
on the plaudits received and these are shared with relevant Divisions and Directorates for feedback to the
staff and promote the good practice. These plaudits have been received across the different divisions at
UHNM. To support the sharing of themes and learning, during Quarter 4, the Medical Examiner Service
refined the reporting format submitted to Mortality Review Group to provide updates on all ME Service
activity and themes from the reviews completed.

A summary from Quarter 4 2024/25 is provided below:
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Quarter 4 Operational Overview

e Number of hospital deaths (both sites) scrutinised: 880
e Number of community deaths scrutinised: 815
o Number of deaths notified to the Coroner after scrutiny by a Medical Examiner: 91

Recommendations for Structured Judgement Review Other Feedback and Potential Learning

e Medical Examiner concerns:- e Delay in referring to appropriate speciality x3
- Serious lack of documentation to evidence consultations and handover e Inappropriate treatment x8
- Medication prescribing dosage concerns e Inappropriate CPR (ReSPECT form in place)
[ ]
[ ]

- Acute diagnosing delay Poor quality/lack of documentation x5
- Delay in treatment/missed opportunity to treat deteriorating patient Possible historic diagnosing delay

e Learning disability x3
e Severe mental illness x1

Plaudits __ ____________________________________ Signposting toother governance processes

o A&E (RSUH) e 57 families signposted to PALS
e AMU (County) x2

¢ NICU

e Ward 12 (County)

e Ward 76a, 81, 210 FEAU

e Ward 101, 102, 105, 110

o Ward 127

e Ward 128, 222 (x2)

e Ward 201 x2

Ward 220, 221, Coronary Care Unit and SHINE Clinic
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Feedback/Comments — Plaudits

RSUH Plaudits

NOK said that Mandy (Bereavement) was very helpful and knowledgeable, she was lovely in her tone, and he was happy to get her on the other end
of the phone, he didn’t expect anybody to answer because of the snow. He also said he couldn’t believe how quickly we sorted everything out; he
didn’t expect to have a phone call for a couple of days. A big thankyou to us, very professional and helpful service.

Staff on ward 81 treated mum with respect and care. Specifically mentioned Louise Knowlan

The family would like to thank the staff on Ward 232, they all went above and beyond to look after the patient and the family. But in particular a nurse
called Ann (who was on the night shift on the Saturday) she is an absolute credit to the ward.

Plaudit for Ward 220: This patient's son would like to extend his thanks to everyone who cared for his father on Coronary Care/Ward 220. He said that
the staff kept in touch with updates and were always asking if he was OK and if there was anything he needed. He was grateful that his dad was so
well looked after and that he was kept comfortable at the end of his life. He went on to say that although he doesn't live in Stoke-on-Trent, he was so
impressed with the care that he would ask to come to the Royal Stoke if he was ever ill himself

Plaudit the care on Ward 101, 105 and 102 was exemplary. In particular Emma and Dawn on Ward 105. Also Lydia on Ward 102. So empathetic,
kind and caring.

The family say that the staff were wonderful on Ward 201 Haem, to the patient and the family. His wife says that when he passed away and she was
leaving the ward, staff arrived from other areas of the oncology building to hug her and show respect. She says that she felt like the Queen, it showed
how much all of the staff cared for the patient

PLAUDIT - In for a month, last few weeks/days care was out of this world Ward 201- They will be going into the ward personally to take a thankyou
card & chocolates but would like to mention the following names - SN - Mohammed, Sr - Zoe & Ethel, NA - Jane, Skin care nurse Evangeline, Sn
Dawn, Georgia, Palliative care team Becky & Ellie. They all offered care not only to the patient but extended their care to the family making sure they
had a bed and food etc.

Plaudit for Ward 222. This patient's daughter would like to thank the staff who cared for her father on Ward 222. She felt that the staff never gave up
on the possibility of treatment and recovery for her dad, despite his advanced age, and she was very grateful for this. She described the quality of care
as 10 out of 10!

Plaudit for A&E Resus and Ward 127. This patient's son would like to thank all the staff who cared for his father at RSUH. He particularly felt that the
staff in A&E stood out for their ability to remain calm and dedicate time to caring for his father when the department was so busy. He said that as a
family, they never felt 'in the way' and that the staff gave the impression that they had all the time in the world, despite family understanding that this
would not have been the case. Throughout his stay in A&E and Ward 127, family felt well looked after, and they said that staff communicated well -
always keeping them up to date, and explaining the medical processes to them. He said that every member of staff was superb!

Plaudit - Very happy with care on Ward 122, especially from a nurse called Anu. Found end quite traumatic as husband went into respiratory arrest
through his breathing issues but felt supported by the team on the ward.

PLAUDIT - The management especially communication and documentation by one of the junior doctors Dr Manmohan has been of exemplary quality.
There was a constant update to the family, and | am pretty sure they will be appreciative of this. Please feed this back to the junior doctor who | am
sure will be motivated to continue with the excellent work.

Plaudit - care was perfect and particularly staff nurse Charlotte, who didn’t leave patient’s bedside

Plaudit - Staff on 128 were excellent, gave the best care possible to the patient especially the SN names Jessie.
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Feedback/Comments — Plaudits

Plaudit for the bereavement & medical examiner service. This patient's brother remarked on how impressed he was about the service he received
from the bereavement service. He said that bereavement officer, Mandy had a lovely telephone manner and was very kind, and that MEO, Alex had
reassured him by explained the cause of death, and answering all his questions very well. He said that the bereavement service had been very
informative and very supportive to him

Plaudit — Patients wife said that the care that her husband received in the Shine Clinic, CCU and Ward 221 was very good, she could not fault the care
from the nurses and doctors. In particular a nurse in the SHINE clinic called Liju, she was exceptional

Plaudit for the medical examiner service: This patient's daughter thanked the MEO for the call. She said that it had been very useful to talk through
the circumstances around her dad's death (how anticoagulation can exacerbate bleeding and make surgery risky). She said that it was good to 'put
the pieces together’

County Hospital

Plaudit — Patients wife was full of brace for the care that she received from the entire hospital trust and hospitals she was especially touched by the
care that a nurse who went to fetch fizzy drink for the patient and ensured that she gave it to him as he had asked for it before he passed away. She
is full of praise for all the care, and she says that she cannot thank them all enough she especially mentioned that when they talk about Stafford
hospital, she does not recognise that from the care that she received | promised to pass that on.

Plaudit - The family appreciate the staff on the ward for doing everything in their power to help the patient. In particular the chest physios were superb.
Also, the on-call doctor working Sunday 02/02/2025, who came from A&E to try and help the patient, he was outstanding.

Medical Examiner Service

Plaudit for the ME service: NOK thanked the MEO for the call, and for everything we are doing to support bereaved relatives. He appreciated that it
can't be an easy job to do, but said that the MEO 'presented herself very well' and that he was grateful for our input

PLAUDIT for the Medical Examiner Service:

This patient's daughter wanted to thank everyone is the Medical Examiner Service who had worked to resolve her mum's case so quickly. She was
quite upset at the amount of time take it had taken the GP to send the referral (8 days) and was daunted by the prospect of waiting for a further three
days due to AP unavailability. The MEO team worked hard across sites to avoid this delay, and the MCCD was eventually issued within 1 working day
of referral. The daughter said that she couldn't thank the team enough for their help. Team involved: AC, JK, KST
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16. Conclusions

The Trust's Learning from Deaths and Mortality indices work continues to be governed through the
Mortality Review Group which meets on a monthly basis with good attendance and clinical engagement.
During 2024/25 the membership of the group has remained consistent following previous enhancements
with the inclusion of the Lead Medical Examiner, Medical Examiner Service Manager and Mental Health
& Learning Disability Lead Nurse included as members.

The Mortality review Group, when reviewing the effectiveness of the meetings, have noted that there have
been improved discussions regarding the M&M meetings and review of cases and learning with the M&M
leads during presentations. This has been noted as a positive change and to be supported moving forward.

Trust mortality indices, both HSMR and SHMI, have seen increases during 2024/2025 and are higher than
expected.

HSMR and SHMI are higher than expected and linked to the noted issues with shortages in clinical coding
resources and ability to code all admissions/ discharges.

Crude HSMR position remains in line with the national rate and has not shown increases at same period
of HSMR and SHMI increases.

Noted shortages of clinical coding resources and coding of all activity has impacted on increased HSMR
and SHMI figures. It has been noted that these increases will continue until the backlog in outstanding
activity is reduced. The issue has been escalated to executives and is included on the Risk Register. This
is also impacting the number of CuSum alerts that have been received during Quarter 4 as this will
contribute to higher SMR for different diagnostic and procedural codes.

The completed SJRs and mortality Reviews are still showing consistent completion rates and positive
outcomes on the assessment of care provided.

Previously reported CuSum alerts have been further reviewed and these are within expected ranges and
triangulated utilising agreed indicators and no further concerns or issues identified in these alerts. The
outcomes of the reviews and indicator data did not raise the need for further review or analysis. Any
changes or further alerts will then be analysed further and reported via the Mortality Review Group with
identified leads.

The completed SJRs and mortality Reviews are still showing consistent completion rates and positive
outcomes on the assessment of care provided.

The completed SJRs for patients with 12+ hours ED attendance has not identified any cases where, in the
opinion of the reviewers, the long has contributed to the patient’s outcome. The long waits in ED have
impacted on patient experience but not clinically contributed to the patients’ outcomes for those that have
been reviewed. Learning from these completed SJRs are shared with UEC Board and ICB as well as local
teams. It has also been agreed with the ICS, that the specific request for SJRs for these patients are to
cease and the remedial/improvement work to continue. Key themes and issues have been gathered from
the completed SJRs and used to inform the UEC work programme with the ICB.

The focus for future work will be the ongoing improvement in mortality review completion and working with
individual leads to support this improvement. This will allow greater assurance that deaths are reviewed
promptly and allow sharing of learning across the Trust and with Medical Examiner Team, relatives, LeDeR
(Learning Disability) reviewers and HM Coroner.

The Mortality Review Group have continued to meet their requirements and responsibilities in reviewing
mortality and seeking assurances from local M&M leads that there are local processes and reviews being
undertaken. The focus for future work will be the ongoing improvement in mortality review completion and
working with individual leads to support this improvement. This will allow greater assurance that deaths
are reviewed promptly and allow sharing of learning across the Trust and with Medical Examiner Team,
relatives, LeDeR (Learning Disability) reviewers and HM Coroner.
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17. Recommendations for 2025/2026

1

3.

4.

5.

Clinical Coding and Mortality Indices
Continue to prioritise the resolution of the clinical coding backlog, with executive oversight and support
from the Integrated Care Board (ICB).
Implement and monitor the impact of newly recruited clinical coders and improved discharge
documentation processes.
Develop and report on internal mortality indicators to provide assurance while national datasets remain
affected by coding delays.

Structured Judgement Reviews (SJRs)
Maintain and improve SJR completion rates across all specialties, with targeted support for areas with
persistent backlogs.
Ensure timely dissemination of learning from SJRs, particularly those rated as poor or very poor care,
through M&M meetings and governance forums.
Standardise documentation and storage of SJR outputs to improve accessibility and auditability.

Directorate M&M Processes
Sustain improvements in M&M meeting attendance, documentation, and action tracking.
Encourage wider multidisciplinary participation, including nursing and pharmacy staff, in M&M reviews.
Promote the use of iPortal and CareFlow for real-time mortality review tracking and learning
dissemination.

Learning Disability and Perinatal Mortality Reviews
Ensure all Learning Disability and Autism deaths are reviewed through the LeDeR process and
reported to the ICB.
Maintain 100% compliance with the Perinatal Mortality Review Tool (PMRT) and CNST standards.
Embed learning from perinatal reviews into clinical practice, particularly around communication, triage,
and interpreter use.

Prevention of Future Deaths (PFDs) and Neglect Verdicts
Implement and audit actions in response to PFDs, including staffing models, documentation standards,
and escalation protocols.
Monitor the impact of EPMA implementation on medication omission documentation and audit trails.
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Glossary

Hospital Standardised Mortality Ratio (HSMR)

The HSMR is a ratio of the observed number of in-hospital deaths at the end of a continuous inpatient
spell to the expected number of in-hospital deaths (multiplied by 100) for all diagnostic (CCS) groups in a
specified patient group. The expected deaths are calculated from logistic regression models with a case-
mix of: age band, sex, deprivation, interaction between age band and co-morbidities, month of admission,
admission method, source of admission, the presence of palliative care, number of previous emergency
admissions and financial year of discharge.

HED HSMR Module

HED HSMR module is designed to provide national, regional and bespoke peer benchmarking of HSMR
performances within all NHS acute and specialist hospitals. The module allows you to review the overall
performance, time series and a further breakdown by age band, sex, admission method, specialties,
hospital sites, diagnosis groups, operation groups and weekday/weekend admission etc.

Standardised Mortality Ratio (SMR)

Ratio of the observed number of in-hospital deaths at the end of a continuous inpatient spell to the
expected number of in-hospital deaths (multiplied by 100) for diagnostic (CCS) groups. The expected
deaths are calculated from logistic regression models with a case-mix of: age band, sex, deprivation,
interaction between age band and co-morbidities, month of admission, admission method, source of
admission, the presence of palliative care, number of previous emergency admissions and financial year
of discharge.

Summary Hospital-level Mortality Index (SHMI)

SHMI is a hospital-level indicator which reports mortality at trust level across the NHS (acute care trusts
only) in England using a standard and transparent methodology. This indicator is being produced and
published officially by NHS Digital. HED team replicated the methodology by using our subscribed Hospital
Episode Statistics (HES) and HES-ONS Linked Mortality Dataset from NHS Digital.

HED HES-based SHMI

HES-based SHMI module is designed to provide a national, regional and bespoke peer benchmarking of
overall SHMI and contextual indicators (released by NHS Digital) within all NHS acute hospitals in a more
timely and detailed manner. The module will be refreshed every month after we receive monthly
subscribed HES and HES-ONS datasets. The module allows users to review overall performance, time
series and further breakdowns by age band, sex, admission method, specialties, hospital sites, diagnosis
groups and weekday/weekend admission etc.

NHS D SHMI vs. HES-based SHMI

NHS D SHMI is built on the data with the same time period as that for monthly official national SHMI
release (by NHS Digital); The HES-based SHMI module is refreshed on a monthly basis using the latest
data available to HED team through subscriptions to HES and ONS extracts. Therefore, monthly SHMI
scores after the modelling data period are provisional and will be updated after the next SHMI model
rebasing period. Numbers differ slightly because NHS D SHMI includes patients who have chosen to 'opt
out' whereas HES-based SHMI excludes them.

HES-based SHMI utilises the same model built for NHS D SHMI to make predictions on new data. It
enables the trust to see a timely update of (provisional) SHMI figures prior to national monthly release. It
also allows the trust to drill down to patient level details (which is why it excludes patients who have 'opted
out'.

Why has SHMI score changed when this report has been updated?

There are a number of reasons that SHMI scores will change with time. If the difference between your

current overall SHMI score and a previous SHMI for the same period is more than 1 point (SHMI average

score is 100), please check the following:

1. Model Re-basing — NHS Digital re-bases the SHMI modelling period, on a monthly basis, by using the
latest 36 months data available at the time of production to calculate expected deaths. If the underlying
data used for models are different, the model coefficients will be changed accordingly.

2. More death data being captured — HED updates the Monthly SHMI using the latest data (both HES
episodes and HES-ONS linked death records) provided monthly by NHS Digital. It is possible that a
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number of post-discharge mortality records may not have been completed in the previous report, in
particular for the last couple of months, as some deaths can take a while to be registered.

3. Data resubmission — if your organisation has resubmitted SUS data for previous months, it will cause
changes to the SHMI score.

Crude mortality rates (HES ONS Linked mortality datasets)

This indicator shows the percentage of spells that end in mortality for deaths that occurred post-discharge.
In this dashboard, changes in crude rates over time may warrant further investigation. For further
investigation and comparison across trusts, consider using the case-mix adjusted SHMI and HSMR
indicators.

The numerator is the number of post-discharge mortalities.

The denominator is the total number of discharges.

The data is sourced from the HES Inpatient dataset and the HES-ONS linked mortality dataset.

The value shown is calculated from data across a rolling 12-month period.

Cumulative Sum (CuSum)

CuSum statistical process control techniques are commonly applied to mortality monitoring to detect
changes in mortality rates over time. The CuSum value increases when patients die and decreases when
they survive. They are calibrated with a 'trigger' value, and if a CuSum exceeds its trigger, it should be
investigated. A CuSum chart is 'reset' after each trigger and continues monitoring.

In this module two CuSum techniques are applied to the Hospital Standardised Mortality Ratio (HSMR)
(Jar man et al. 1999):

e Aggregated CuSum - uses monthly data aggregated by trust and diagnosis group. This technique is
based on Spiegelhalter et al. (2012) and developed for use by the CQC (CQC 2014). A trigger value
of 5.48 is used, and has been confirmed by CQC, with the chart resetting to zero after a trigger

e Patient-level CuSum - plots patients arranged by discharge data. This method is based on techniques
published by Steiner et al (2001) and Bottle & Aylin (2008). Trigger values are set using an
approximation based on simulation experiments (Bottle & Aylin, 2011), and charts are reset to half the
trigger value after a breach (similar to elements of Lucas & Crozier (1982), 'Fast-initial response'
CuSum).

SHMI VLAD Model (Visually Life Adjusted Display)

VLAD charts are used to show long-term trends in treatment outcomes (Sherlaw et. al., 2007). Here, we
show the ‘number of lives saved’ against case number, where ‘lives saved’ is calculated as a running total
of (expected number of deaths) — (observed number of deaths). For each case the risk of death is
calculated using the same methodology as used in calculating the SHMI (HES-based) value.

CuSum statistical process control techniques are commonly applied to mortality monitoring to detect
changes in mortality rates over time. The CuSum value increases when patients die and decreases when
they survive. They are calibrated with a 'trigger' value, and if a CuSum exceeds its trigger, it should be
investigated. A Cu Sum chart is 'reset' after each trigger and continues monitoring.

VLAD charts are not as responsive as CuSum charts when used to detect short-term changes in outcome
trends. For this reason, these VLAD charts have been modified to include the CuSum trigger levels for
both improvement (odds of death halved) and deterioration (odds of death doubled). These are shown on
the VLAD charts as control limits above and below the number of lives saved.
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Executive Summary NHS'|

Trust Board | 8t" October 2025 University Hospitals
Appraisal and Revalidation Annual Report of North Midlands
NHS Trust

Executive Lead: Dr Di Adamson, CMO

Information Approval v'  Assurance Agenda Item: 15
Dr Mark Poulson, Deputy CMO and Responsible Officer

Alignment with our Strategic Priorities

ﬁ-ﬁ Our People
'fm' We will create an inclusive environment where everyone learns, thrives and makes a positive difference

Our Patients

, innovative and effective services to our patients
Our Population
We will tackle inequality and improve the health of our population

Risk Register Mapping

Executive Summa

The Responsible Officer (RO) is obliged, according to the RO regulations, to submit an annual board
report and statement of compliance and then forward this to NHS England. This contains details of
revalidation information, appraisal compliance, and any issues relating to RO responsibilities within the
organisation. The key messages in this year’s report are summarised as follows:

Arrangements for appraisal and revalidation are of high quality and in line with the Responsible
Officer regulations.

Appraisals are conducted in accordance with national standards.

The Trust needs to recruit additional appraisers to provide resilience to an increase in medical
recruitment and losing appraisers to retirement - a recruitment drive is ongoing.

A project of work is underway focussing on improving educational supervision and mentorship of
locally employed doctors and international medical graduates.

Effective systems are in place for monitoring the conduct and performance of all doctors and, where
escalation is required, an appropriate consensus is reached to ensure that action is timely
appropriate, and free from bias.

A Responsible Officer Advisory Group (ROAG) aligned with NHSE and GMC guidance has been
established to replace the current Professional Standards and Clinical Conduct Committee
(PSCCC).

A new Lead Appraiser has been appointed — Dr Andrew Brown.

Key Recommendations

The Trust Board is asked to note the report and approve the findings.

The best joined-up care for a//



NHS

England

Designated Body Annual Board Report and Statement of
Compliance

Section 1 Qualitative/narrative

1A — General
The board/executive management team of University Hospitals of North Midlands, can confirm that:

1A(i) An appropriately trained licensed medical practitioner is nominated or appointed as a responsible

officer.
Action from last year: Deputy CMO took over as RO on 15t November 2024.
Comments: Interim RO arrangement in place May 2025 to present.
Action for next year: No change

1A(ii) Our organisation provides sufficient funds, capacity and other resources for the responsible officer
to carry out the responsibilities of the role.

Action from last year: Nil

Comments: Sufficient resources are in place to carry out the responsibilities of the
role.

Action for next year: Business case for Case manager and investigator raining being

brought for approval.

1A(iii)An accurate record of all licensed medical practitioners with a prescribed connection to our
responsible officer is always maintained.

Action from last year: Nil

Comments: The list of licensed medical practitioners is regularly reviewed on the
GMC Connect application and updated to ensure it is accurate.

Action for next year: No change

1A(iv) All policies in place to support medical revalidation are actively monitored and regularly reviewed.

Action from last year: Nil
Comments: All relevant policies are updated as part of the Trust business cycle.
Action for next year: No changes planned

1A(v) A peer review has been undertaken (where possible) of our organisation’s appraisal and revalidation
processes.

Action from last year: Previous RO was organising an external peer review.
Comments: No recent peer review has been undertaken.
Action for next year: = An external peer review will be arranged for the coming year.



1A(vi) A process is in place to ensure locum or short-term placement doctors working in our organisation,
including those with a prescribed connection to another organisation, are supported in their
induction, continuing professional development, appraisal, revalidation, and governance.

Action from last year: See below

Comments: All the Trust’'s doctors are supported with their appraisal and
revalidation processes by the RO the Lead Appraiser, four Senior
Appraisers and Medical Staffing colleagues.
The Trust has recently appointed two Consultant Physicians as leads
for Locally Employed Doctors (LED) and International Medical
Graduates (IMG). Their remit includes developing a dedicated
framework and systems for induction, continuing professional
development, appraisal and revalidation for these groups of doctors.

Action for next year To implement a dedicated framework and systems for induction,
continuing professional development, appraisal and revalidation for
LED and IMG doctors.

1B — Appraisal

1B(i) Doctors in our organisation have an annual appraisal that covers a doctor’'s whole practice for
which they require a GMC licence to practise, which takes account of all relevant information
relating to the doctor’s fitness to practice (for their work carried out in the organisation and for work
carried out for any other body in the appraisal period), including information about complaints,
significant events and outlying clinical outcomes.

Action from last year: New lead Appraiser has been appointed — Dr Andrew Brown.

Comments: Appraisers are allocated to all new appointments and rotated every 3
years for existing colleagues. The appraisal format is consistent with
the current GMC guidance and is a streamlined process that puts
focus on wellbeing. There has been a reduction in pre-appraisal
paperwork requirements leading to a reduction in the burden on
doctors. The RO expects the information presented to be limited to
that which directly supports the doctor’s clinical practice and should
concentrate on clinical effectiveness, complaints and adverse events.
There is a strong emphasis on personal development and the doctor’s
wellbeing.

Action for next year: Ongoing training and development in place — delivered by new lead
appraiser

1B(ii) Where in Question 1B(i) this does not occur, there is full understanding of the reasons why and
suitable action is taken.

Action from last year  Nil

Comments: There are regular electronic reminders regarding appraisal and
additional contact if deadlines are missed. All doctors non-compliant
with the appraisal process are approached by the Lead Appraiser for
him to understand the reason for non-compliance. The Lead
Appraiser regularly updates the RO on cases of concern.

Action for next year: No change

1B(iii) There is a medical appraisal policy in place that is compliant with national policy and has received
the Board’s approval (or by an equivalent governance or executive group).

Action from last year: Nil
Comments: There is an agreed and approved medical appraisal policy in place.
Action for next year: No change


https://www.aomrc.org.uk/revalidation/medical-appraisal-revalidation/

1B(iv) Our organisation has the necessary number of trained appraisers’ to carry out timely annual
medical appraisals for all its licensed medical practitioners.

Action from last year: The Deputy CMO (People) will work with the new Lead Appraiser on
a recruitment drive aimed at correcting the shortage.

Comments: There is currently a modest shortage of appraisers, but this has not
led to any appraisals being missed. Ongoing recruitment drive for
new appraisers.

Action for next year: The RO will work with the new Lead Appraiser to continue a
recruitment drive aimed at correcting the shortage.

1B(v) Medical appraisers participate in ongoing performance review and training/ development activities,
to include attendance at appraisal network/development events, peer review and calibration of
professional judgements (Quality Assurance of Medical Appraisers or equivalent).

Action from last year: Nil

Comments: The Lead Appraiser takes responsibility for ongoing training of the
appraiser team, organises training events for them and supports
review of their performance.

Action for next year: Timetable for appraiser updates and training for new appraisers to
be published.

1B(vi) The appraisal system in place for the doctors in our organisation is subject to a quality assurance
process and the findings are reported to the Board or equivalent governance group.

Action from last year: The Deputy CMO (People) will work with the new Lead Appraiser on
enhancing the quality assurance process to include an analysis of
feedback from appraisees.

Comments: The Lead Appraiser regularly audits the appraisers’ performance.
Each of the appraisers has one, randomly selected appraisal scored
by the Lead Appraiser using a quality assurance tool. The last audit
showed 87 out of 114 appraisals scored 75% or more.

Action for next year: Repeat of quality audit by Lead Appraiser to be undertaken.

1C — Recommendations to the GMC

1C(i)) Recommendations are made to the GMC about the fithess to practise of all doctors with a
prescribed connection to our responsible officer, in accordance with the GMC requirements and
responsible officer protocol, within the expected timescales, or where this does not occur, the
reasons are recorded and understood.

Action from last year: Compliant

Comments: The Trust is fully complaint with this standard. Recommendations
are made promptly and in accordance with the GMC requirements.
Each recommendation, including any information relevant to it, is
recorded on the electronic appraisal system (Allocate eAppraisal) by
the RO or his delegate.

Action for next year: No change

" While there is no regulatory stipulation on appraiser/doctor ratios, a useful working benchmark is that an appraiser
will undertake between 5 and 20 appraisals per year. This strikes a sensible balance between doing sufficient to
maintain proficiency and not doing so many as to unbalance the appraiser’s scope of work.


https://www.england.nhs.uk/professional-standards/medical-revalidation/ro/app-syst/

1C(ii) Revalidation recommendations made to the GMC are confirmed promptly to the doctor and the
reasons for the recommendations, particularly if the recommendation is one of deferral or non-
engagement, are discussed with the doctor before the recommendation is submitted, or where this
does not happen, the reasons are recorded and understood.

Action from last year: Nil

Comments: Positive recommendations are not routinely communicated to the
doctor in advance. Deferral recommendations (or very rarely
declarations of non-engagement) are always preceded by written
communication with the doctor in advance by the Deputy CMO
(People). This communication contains a detailed explanation of the
reasons for the proposed recommendation. It is supportive in tone
and offers detailed advice, guidance and signposting to additional
assistance.

Action for next year: = Confirmation of positive recommendations will be emailed to doctor
when made to GMC.

1D — Medical governance
1D(i) Our organisation creates an environment which delivers effective clinical governance for doctors.

Action from last year: Deputy CMO for Clinical Effectiveness and Governance in place and
discusses with RO.

Comments: UHNM has a strong framework for clinical governance with a tightly
organised reporting infrastructure and effective implementation of
agreed actions.

Action for next year: No Change

1D(ii) Effective systems are in place for monitoring the conduct and performance of all doctors working in
our organisation.

Action from last year: Reform of current arrangements and establishment of a Responsible
Officer Advisory Group (ROAG) aligned with NHSE and GMC
guidance to replace the current Professional Standards and Clinical
Conduct Committee (PSCCC).

Comments: ROAG established — ToR agreed and implemented. Working well.
There are multiple sources of information used by the RO and CMO.
These include participation in national and local audit, data from the
Risk Management Panel, clinical governance forums, data from
mortality reviews, structured judgement reviews and never events etc.
Concerns about medical practitioners come from a variety of sources
including local concerns, grievances, complaints, and the Freedom to
Speak Up Guardian. These are systematically triaged, considered by
a decision-making group and acted upon appropriately.

Action for next year:  Final ratification of ROAG terms of reference to complete.

1D(iii) All relevant information is provided for doctors in a convenient format to include at their appraisal.

Action from last year: Nil

Comments: All relevant information is provided for doctors in electronic document
format which can be uploaded to the appraisal portfolio software
provided by the Trust.

Action for next year: No change


https://www.england.nhs.uk/professional-standards/medical-revalidation/appraisers/improving-the-inputs-to-medical-appraisal/

1D(iv) There is a process established for responding to concerns about a medical practitioner’s fitness to
practise, which is supported by an approved responding to concerns policy that includes

arrangements for investigation and intervention for capability, conduct, health and fithess to
practise concerns.

Action from last year: Nil

Comments: All concerns reaching the RO/CMO and Deputy CMOs are considered
by a decision-making group (DMG) which uses a locally agreed
decision-making algorithm to guide next steps. This algorithm was
developed based on NHSE and GMC guidance on responding to
concerns about medical practice. Using it, the DMG triages concerns
according to seriousness, co-ordinates fact finding, considers
evidence from fact finding and decides on appropriate responses
including liaison with other agencies such as the GMC, PPA,
Safeguarding Team, Police etc.

Action for next year: = No change

1D(v) The system for responding to concerns about a doctor in our organisation is subject to a quality
assurance process and the findings are reported to the Board or equivalent governance group.
Analysis includes numbers, type and outcome of concerns, as well as aspects such as

consideration of protected characteristics of the doctors and country of primary medical
qualification.

Action from last year: The PSCCC will be replaced by a Responsible Officer Advisory Group
(ROAG)

Comments: All concerns regarding medical practice and practitioners are referred
to the ROAG where they are discussed in detail and appropriate
actions agreed. This group has wide representation to ensure that the
RO can establish a broad consensus on action. A highlight report is
prepared and escalated to the Trust's People, Culture and Inclusion
Committee.

Action for next year: ROAG established and working effectively

1D(vi) There is a process for transferring information and concerns quickly and effectively between the
responsible officer in our organisation and other responsible officers (or persons with appropriate
governance responsibility) about a) doctors connected to our organisation and who also work in
other places, and b) doctors connected elsewhere but who also work in our organisation.

Action from last year: Nil

Comments: Requests for information from other organisations are reviewed by the
revalidation admin team and information regarding complaints or
concerns are sought from the clinical governance team and from the
R.O. directly. These are processed quickly and efficiently.

Action for next year: No change


https://www.england.nhs.uk/professional-standards/medical-revalidation/ro/resp-con/
https://www.england.nhs.uk/professional-standards/medical-revalidation/ro/info-flows/#:~:text=The%20responsible%20officer%20regulations%20and,or%20to%20maintain%20patient%20safety.
https://www.england.nhs.uk/professional-standards/medical-revalidation/ro/info-flows/#:~:text=The%20responsible%20officer%20regulations%20and,or%20to%20maintain%20patient%20safety.

1D(vii) Safeguards are in place to ensure clinical governance arrangements for doctors including
processes for responding to concerns about a doctor’s practice, are fair and free from bias and
discrimination (Ref GMC governance handbook).

Action from last year:
Comments:

Action for next year:

The PSCCC will be replaced by a ROAG.

Any concerns raised from a variety of sources are initially discussed
by a decision-making group with the RO/CMO or Deputy CMO
(People) always present. Where further action is taken this is
managed according to our local disciplinary policy for Medical and
Dental Staff which is consistent with the national MHPS process. We
now have sufficient trained case investigators to ensure formal
processes are not unnecessarily prolonged and all concerns are
discussed in detail at meetings of the Trust's ROAG where there is
appropriate representation to ensure freedom from bias and
discrimination.

Referrals to the GMC are routine checked for impartiality, taking
diversity into consideration. This is done in accordance with GMC RO
referral guidance and guidance published by NHSE.

ROAG established and effective

1D(viii) Systems are in place to capture development requirements and opportunities in relation to
governance from the wider system, e.g. from national reviews, reports and enquiries, and integrate
these into the organisation’s policies, procedures and culture. (Give example(s) where possible.)

Action from last year:
Comments:

Action for next year:

The PSCCC will be replaced by a ROAG.

These requirement and opportunities, when identified, are discussed
in the meetings of the ROAG which co-ordinates the appropriate
cascading of any learning / improvement opportunities.

ROAG established and ToR will be reviewed.

1D(ix) Systems are in place to review professional standards arrangements for all healthcare professionals
with actions to make these as consistent as possible (Ref Messenger review).

Action from last year:
Comments:

Action for next year:

1E — Employment Checks

Nil

Professional standards arrangements were regularly reviewed in
meetings of the Professional Standards and Clinical Conduct
Committee. The will be discussed at the ROAG.

Review through ROAG

1E(i) A system is in place to ensure the appropriate pre-employment background checks are undertaken
to confirm all doctors, including locum and short-term doctors, have qualifications and are suitably
skilled and knowledgeable to undertake their professional duties.

Action from last year:
Comments:

Action for next year:

Nil

All doctors employed by UHNM are subject to the mandatory NHS pre-
employment checks. In addition, a medical practitioner information
template form (MPIT) is used for all doctors who have had prior NHS
employment.

No change


https://www.gmc-uk.org/registration-and-licensing/employers-medical-schools-and-colleges/effective-clinical-governance-for-the-medical-profession
https://www.gov.uk/government/publications/health-and-social-care-review-leadership-for-a-collaborative-and-inclusive-future
https://www.nhsconfed.org/publications/messenger-review-nhs-leadership

1F — Organisational Culture

1F(i) A system is in place to ensure that professional standards activities support an appropriate
organisational culture, generating an environment in which excellence in clinical care will flourish,
and be continually enhanced.

Action from last year: Nil

Comments: ROAG reports to the People, Culture and Inclusion Committee (PCIC).
The latter functions as a barometer for the culture of our processes for
responding to concerns about medical practitioners and act as a mirror
for the ROAG. In this way openness and fairness are promoted as
vehicles to protect patients, support professionalism, and improve
quality of care.

Action for next year: = No change

1F(ii) A system is in place to ensure compassion, fairness, respect, diversity and inclusivity are
proactively promoted within the organisation at all levels.

Action from last year: Nil

Comments: The Trust is committed to building an inclusive workforce which is
valued and whose diversity reflects the community it serves, enabling
us to deliver the best possible healthcare service to our patients, service
users and communities.
The Trust's Equality, Diversity and Inclusion Policy provides a
framework from which strategy, policy and procedures are developed.
It sets the standards to enable the Trust to meet its duties in line with
the Equality Act (2010), Public Sector Equality Duty (PSED) and the
Human Rights Act (1998), as both an employer and health service
provider.
Based on this policy there are numerous, successful initiatives which
focus on promoting compassion, fairness, respect, diversity and
inclusivity.

Action for next year: = Ongoing EDI activity

1F(iii) A system is in place to ensure that the values and behaviours around openness, transparency,
freedom to speak up (including safeguarding of whistleblowers) and a learning culture exist and
are continually enhanced within the organisation at all levels.

Action from last year: Nil

Comments: The Trust’s Analysing and Learning Policy (RM09) promotes openness,
transparency and a non-blaming learning culture. This is backed up by
the Trust's Risk Management Strategy (RMO01), Complaints Policy
(RM02), Claims Policy (RM06) and Adverse Incident Reporting and
Investigation Policy (RMO7).
The Trust’s policy for encouraging and supporting speaking up is based
on the national ‘Freedom to Speak Up Policy for the NHS’. We
welcome speaking up and we listen. The Trust’s message to workforce
members is that by speaking up at work they will be playing a vital role
in the continuous improvement of our services in the interest of all
patients and staff. We want to hear about any concerns our staff have,
whichever part of the organisation they work in. We know some groups
in our workforce can feel they are not heard or can be reluctant to speak
up. They could be an agency worker, bank worker, locum or student.
We also know that staff with disabilities or those from a Black, Asian or
minority ethnic background or from the LGBTQ+ community can face
barriers to speaking up. The policy is for all our staff, and we want to
hear all their concerns.



An appropriate structural framework is in place to facilitate the proper
implementation of the above policies e.g. A Restorative Just & Learning
Culture (RJLC) Model which is a 4-step process for managing and
improving our people practices. This model applies to all Trust
investigations and encourages learning from adverse events and
incidents in a way which is supportive and compassionate towards the
people we work with.

Healthy attitudes and behaviours around patient safety are strongly
incentivised and monitored whilst the Trust foster’s strong leadership
b