
Trust Board Agenda (Open)
3rd August 2022

Trust Board (Open)
Meeting held on Wednesday 3rd August 2022 at 9.30 am to 12.05 pm

Via Microsoft Teams

AGENDA
Time No. Agenda Item Purpose Lead Format

BAF 
Link

09:30 PROCEDURAL ITEMS
20 mins 1. Staff Story Information Mrs R Vaughan Verbal 

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

Information Mr D Wakefield Verbal 

3. Declarations of Interest Information Mr D Wakefield Verbal 

4. Minutes of the Meeting held 6th July 2022 Approval Mr D Wakefield Enclosure

5 mins

5. Matters Arising via the Post Meeting Action Log Assurance Mr D Wakefield Enclosure
15 mins 6. Chief Executive’s Report –July 2022 Information Mrs T Bullock Enclosure

10:10 HIGH QUALITY

5 mins 7.
Quality Governance Committee Assurance 
Report (28-07-22)

Assurance Prof A Hassell Enclosure BAF 1

10 mins 8. IPC Board Assurance Framework –July 2022 Assurance Mrs AM Riley Enclosure BAF 1

10:25 PEOPLE

5 mins 9.
Transformation and People Committee 
Assurance Report (27-07-22)

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

9

10 mins 10. Speaking Up – Board Brief Quarter 1 2022/23 Assurance Miss C Rylands Enclosure BAF 2

10:40 RESOURCES

5 mins 11.
Performance & Finance Committee Assurance 
Report (26-07-22)

Assurance Dr L Griffin Enclosure 
BAF 5, 

7, 8

10:45 – 11:00: COMFORT BREAK

11:00 RESPONSIVE 

40 mins 12. Integrated Performance Report – Month 3 Assurance

Mrs AM Riley
Mr P Bytheway
Mrs R Vaughan
Mr M Oldham

Enclosure
BAF 1, 
2, 3, 5, 

8 

11:40 GOVERNANCE
5 mins 13. Audit Committee Assurance Report (28-07-22) Assurance Prof G Crowe Enclosure

10 mins 14. Board Assurance Framework Q1 Assurance Miss C Rylands Enclosure 
5 mins 15. Board Development Programme Assurance Miss C Rylands Enclosure 

12:00 CLOSING MATTERS

16.
Review of Meeting Effectiveness and Business 
Cycle Forward Look

Information Mr D Wakefield Enclosure

5 mins

17.
Questions from the Public 
Please submit questions in relation to the agenda, 
by 9.00 am 1st August to Jason.dutton@uhnm.nhs.uk 

Discussion Mr D Wakefield Verbal

12:05 DATE AND TIME OF NEXT MEETING 

18.
Wednesday 5th October 2022, 9.30 am, via MS Teams 
Please note that the Annual General Meeting is to be held on 7th September 2022, 1.00 pm

 

mailto:Jason.dutton@uhnm.nhs.uk
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Trust Board (Open)
Meeting held on Wednesday 6th July 2022 at 9.00 am to 11.50 am

via MS Teams

MINUTES OF MEETING 

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

Mrs R Vaughan RV Chief People Officer

Non-Voting Members: A M J J J A O N D J F M
Ms H Ashley HA Director of Strategy
Prof A Hassell AH Associate Non-Executive Director
Mrs A Freeman AF Director of Digital Transformation
Mrs L Thomson LT Director of Communications 

Miss C Rylands CR
Associate Director of Corporate 
Governance

NH

Mrs L Whitehead LW
Director of Estates, Facilities & 
PFI

In Attendance:
Mrs N Hassall NH Deputy Associate Director of Corporate Governance (minutes)
Mr & Mrs Copeland Patient representative (item 1)
Mr D Copeland Patient (item 1)
Mr S Malton SM Deputy Chief Nurse (representing Mrs Riley)
Mrs L Marrow Learning Disabilities Nurse (item 1)
Mrs R Pilling Head of Patient Experience (item 1)

Members of Staff and Public: 5

No. Agenda Item Action

PROCEDURAL ITEMS

1. Patient Story

109/2022 Mrs Copeland highlighted that her son, Declan, had been diagnosed with 
Angelman syndrome resulting in him requiring hospital care and support 
throughout his life and from numerous specialties, sometimes resulting in him 
becoming anxious.  She stated that he was fed via a Percutaneous Endoscopy 
Gastrostomy (PEG) tube and described an experience whereby he required the 
PEG to be changed for the first time since having transitioned from paediatric to 

Attended Apologies / Deputy Sent Apologies 
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adult care.  

Mrs Copeland described the way in which her son had been well supported 
previously by the paediatric team, and given the change of his PEG tube was 
being undertaken in adult care for the first time, she ensured she discussed his 
requirements with the dietetic team so that they were aware of her son’s specific 
requirements.  She explained that on the day of the procedure, her son was 
moved to an afternoon list despite having previously agreed to a morning list, in 
order to reduce Declan’s anxiousness although this was subsequently moved 
back to a morning list.  It was noted that on arrival to endoscopy, Mrs Marrow was 
present and Declan was put into a separate area but he had to wait for over 2 
hours, which was causing him pain and anxiety which was also affecting other 
patients in the area.  

Mrs Copeland explained that the Sister apologised for the experience, although 
the surgeon made a comment about the decisions on the order of the lists were 
the responsibility of the surgeons, and a further comment was made to the family, 
asking why Declan could not be calmed down.  Mrs Copeland had explained to 
the clinical team that Declan had not been able to eat since 9 pm the previous day 
to which the clinician suggested feeding Declan although this would result in a 
further wait.  Mrs Copeland explained that a surgeon also explained that they 
were to sedate Declan for 2 hours although this had not been discussed with the 
family beforehand, therefore she made the decision to take Declan home.  She 
described the lack of empathy and reasonable adjustments made by the doctors, 
despite Declan’s needs having been previously highlighted and stated that the 
following appointment to change the PEG was much improved; Mrs Marrow 
assisted further in ensuring the team were aware of Declan’s needs and the 
change was supported by the paediatric team.  Mrs Copeland added that the 
paediatric anaesthetist held a teaching session during the procedure with other 
adult anaesthetists in order to share learning which she welcomed. 

Mr Wakefield apologised for the experience received. 

Dr Lewis referred to principles of practice which must be followed in endoscopy 
and stated that the story demonstrated that these had not been followed.  He 
referred to the importance of taking a multidisciplinary approach to providing care, 
as well as the need to link in with the patients, carers and relatives in terms of 
establishing the specific needs of the patient. 

Dr Griffin expressed his disappointment in the treatment provided to Declan, and 
referred to the issues related to the transition between paediatric and adult care 
which had been highlighted previously and demonstrated that improvements were 
required.  He welcomed the sharing of learning from the anaesthetists which he 
would welcome being shared more widely. 

Professor Maddock referred to the move from paediatric to adult care and she 
queried whether Mrs Copeland felt a longer transition would be beneficial.  Mrs 
Copeland stated that she would welcome a longer transition as it would help to 
reduce Declan’s anxiety. 

Mr Wakefield commented on the importance of identifying what went wrong in the 
care provided, in particular the lack of empathy described.  Mr Wakefield thanked 
Mrs Marrow for her involvement and he also welcomed the involvement of 
paediatrics in subsequently undertaking the change of the PEG tube.  

Mrs Copeland referred to the hospital passport which could work well if adhered to 
in particular when there was a cross-over from paediatrics to adult care, as the 
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most vital information was included within the passport. 

Mrs Marrow referred to the way in which she had continued to raise awareness of 
the hospital passport and stated that the failings in the family’s experience was 
due to a breakdown in communication, as although she had offered to support the 
endoscopy team this was declined.  She stated that her involvement in the 
provision of care for the subsequent appointment demonstrated the importance of 
taking into account individual needs and how this could be successfully managed.  
Mrs Marrow highlighted that Dr Catherine Stewart had been instrumental in 
sharing learning which she welcomed.  

Mr Wakefield thanked Mr and Mrs Copeland and Declan for attending and sharing 
their story.

The Trust Board noted the patient story. 

Mr and Mrs Copeland, Mr Copeland, Mrs Pilling and Mrs Marrow left the meeting. 

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

110/2022 Mr Wakefield welcomed members to the meeting and confirmed that the meeting 
was quorate. 

Mr Wakefield apologised for the short notice in moving the meeting back to 
Microsoft Teams, but explained that given the increase in cases of covid in the 
community, within the executive team and a rise nationally, a decision had been 
made to continue to hold meetings via Microsoft Teams for the foreseeable, in 
order to reduce the risk.  

3. Declarations of Interest 

111/2022 There were no declarations of interest raised. 

4. Minutes of the Previous Meeting held 8th & 20th June 2022

112/2022 The minutes of the meeting from 8th June 2022 were approved as an accurate 
record, with the exception of an amendment to page 2, changing the reference to 
receiving treatment to witnessed.  

The minutes from the extraordinary meeting held on 20th June 2022 were 
approved as an accurate record. 

5. Matters Arising from the Post Meeting Action Log 

113/2022 PTB/524 – It was agreed to discuss the new Covid guidance as part of the IPC 
BAF discussion.  

PTB/528 – Mr Wakefield queried if the analysis of pressure ulcers was on track to 
be provided to the Quality Governance Committee (QGC) in July to which Mr 
Malton confirmed. 
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6. Chief Executive’s Report – June 2022

114/2022 Mrs Bullock highlighted a number of areas from her report.  

Professor Hassell congratulated the Estates Team on the planning approval 
received for the new car park and he referred to the Surgical teams providing food 
packages for those in hardship when discharged and queried if this was to be 
considered more widely.  Mrs Bullock stated that this was considered in general 
as part of discharge planning, although the Surgical Division had gone above and 
beyond. 

Dr Griffin queried if the increase in covid cases could result in cancellation of 
electives and Mrs Bullock stated that there had been an increase in staff absence 
within theatres which was resulting in the cancellation of some electives. 

Mr Akid referred to the possibility of a flu epidemic following the experience in 
Australia and queried whether this was being planned for.  Mrs Bullock stated that 
the Trust was expecting an influx of flu cases and the vaccination was yet to be 
determined nationally, as this was based on previous strains.  She stated that 
separate flu and covid booster vaccinations would need to be provided.  

Dr Griffin referred to the successful bid of £500,000 made to NHS Charities 
Together, in relation to tackling loneliness and social isolation in partnership with 
community and voluntary groups and also paid thanks to Barlaston Golf Club for 
hosting a recent charity Corporate Golf Day. 

Professor Crowe referred to the commencement of the ICB and queried how the 
Trust Board were to receive strategic updates as well as considering performance 
at a system level going forwards.  He also queried what work was ongoing at a 
system level to address urgent care pressures. Mrs Bullock highlighted that 
updates were regularly provided within the Chief Executives report, in addition to 
updates at the Closed Board meetings, regular updates at Executive Team 
meetings and consideration at Board Seminars.  She stated that in terms of 
system support to tackle urgent care, several calls were held during the day, as a 
system, to discuss and consider the approach to tackling non-elective pressures. 
It was agreed to consider how the Board were to receive assurance from the 
system Urgent and Emergency Care Board.

The Trust Board received and noted the report and approved EREAFs 9363, 
9355, 9212, 8847 and 9440. 

PB

HIGH QUALITY 

7. Quality Governance Committee Assurance Report (30-06-22)

115/2022 Professor Hassell highlighted the following: 

• A cyber security risk in relation to the Pharmacy EMIS system had been 
highlighted, whereby the proposed solution had failed and was being 
considered further by the Executive 

• The Committee welcomed the work of the Medical Examiner’s office which 
was scrutinising coroners cases in order to ensure no delays in sharing any 
learning 

• Specialist input had been requested, in relation to paediatric sepsis screening 
to establish why performance was lower than the target 

• The Committee had agreed to review all covid deaths to identify any learning, 
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given it was the most robust methodology to follow 

The Trust Board received and noted the assurance report. 

8.
Infection Prevention and Control (IPC) Board Assurance Framework (BAF) – 
June 2022

116/2022 Mr Malton highlighted the following: 

• The document had been updated and focussed on the processes and 
pathways being followed in line with national / UHNM guidance

• An adjustment had recently been made in relation to the increasing number of 
covid cases, resulting in a risk assessed decision being made to reintroduce 
face masks in all areas, for an initial period of 2 weeks.  He stated as PCR 
testing of admitted patients had continued, this had enacted a trigger due to 
the number of patients with covid on admission having increased.  

• It was noted that a number of other actions could be taken, should any further 
triggers be enacted, such as changes to visiting etc

Ms Bowen queried what the Trust was doing differently to national 
recommendations and Mr Malton explained that the Trust was better able to 
predict at local level what was required as a result of changes in numbers of 
cases etc, prior to receiving national direction, which enabled local actions to be 
taken immediately.  He stated that this approach had been taken by other Trusts 
in addition to being agreed with NHSEI. 

Professor Hassell queried the approach to patient testing and Mr Malton stated 
that patients on a surgery pathway were continuing with lateral flow tests, and 
PCR testing had continued for admitted patients, although national guidance was 
that lateral flow tests could be undertaken.  

The Trust Board received and noted the updated IPC BAF. 

9. Care Quality Commission Action Plan 

117/2022 Mr Malton highlighted the following: 

• Of the 9 must do actions, the majority of the associated individual actions were 
on track for completion, with the exception of 2 which had been identified as 
problematic and these had been subject to confirm and challenge by the CQC 
Working Group 

• In addition, the majority of individual actions associated with the 19 should do 
actions were on track for completion 

The Trust Board received and noted the action plan. 

PEOPLE

10. Transformation and People Committee Assurance Report (29-06-22)

118/2022 Professor Crowe highlighted that a shorter meeting was held with a focus on a 
deep dive into organisational culture which worked well and enabled a productive 
discussion on making the Trust a great place to work.  Whilst the Trust was 
optimistic of the improvement plan, there was some concern around the delivery 
of the actions, availability of resource and capacity of staff, given that operational 
pressures could be an impact.  It was noted that the Committee were encouraged 
by the heat map being produced, which would demonstrate the various key 
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performance indicators, enabling the Committee to effectively monitor progress.

Ms Bowen welcomed the provision of a cultural heat map and queried whether 
this would be mapped by Division or themed.  Mrs Vaughan stated that it was still 
being developed but the intent would be to consider on a divisional basis although 
themes would also be considered, such as staff engagement.  

Ms Ashley stated that she anticipated more deep dives being provided to 
Committees, in relation to the strategic initiatives, given the value in doing so. 

The Trust Board received and noted the assurance report. 

RESOURCES

11. Performance and Finance Committee Assurance Report (28-06-22)

119/2022 Dr Griffin highlighted the following: 

• The Committee received a deep dive into Planned Care which was useful and 
identified some bold trajectories for improvement

• Particular performance challenges were highlighted in relation to Colorectal 
and Pathology

• The Trust had met the 104 week target for June, with a small number 
outstanding due to the complexity of their condition as well as patient choice 

• An update on the investment in the Emergency Department workforce was 
provided which demonstrated that whilst overall improvements had not yet 
been realised, there were a number of ‘green shoots’ 

• The Committee considered how it could receive benchmarking in the future 
and it was noted that the new reporting arrangements would assist with this 

• The approvals made by the Committee were highlighted in addition to the 
submission of the of the financial plan, noting the particular risks to delivery, 
as a result of the cost improvement plan 

The Trust Board received and noted the assurance report. 

RESPONSIVE

12. Integrated Performance Report – Month 2

120/2022 Mr Malton highlighted the following areas of concern: 

• Falls had continued to be challenged, mostly within the emergency portals and 
some environmental work had been undertaken to remove doors which had 
been put in place due to covid, resulting in some initial improvement in 
reducing falls in month.  Targeted work was continuing to be undertaken, 
which was being supported corporately, in terms of education of new staff 

• In terms of pressure ulcers, the first pressure ulcer champion conference was 
being held which aimed at triangulating the learning from deep dives.  In 
addition, the work to recognise pressure ulcers earlier had continued as well 
as making investments in equipment 

• Some issues had been identified in terms of how data was collected for sepsis 
screening, in particular due to this being point prevalence, although the 
process was being worked through and reviewed in order to determine how a 
better view of sepsis across the organisation could be established.  It was 
noted that any missed cases were being reviewed so that any levels of harm 
experienced as a result could be identified
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Mr Wakefield queried if there was a direct link between the number of pressure 
ulcers and number of stranded / medically fit for discharge patients to which Mr 
Malton stated that the patients were usually the most at risk but it was difficult to 
determine any correlation.  

Mr Wakefield referred to number of nosocomial infections in May and queried the 
latest data for June; Mr Malton agreed to confirm this. 

Mr Bytheway highlighted that in terms of operational performance, the change in 
the primary care model and the transferring of patients direct to specialties was 
starting to result in an improvement in performance.  Professor Maddock queried 
the metrics in place to determine the improvements as a result of the change in 
working and Mr Bytheway stated that this had resulted in reducing overcrowding 
and improvement in flow, resulting in a reduced number of ambulance holds, 
fewer 12 hour waits and improved time to triage. 

Mr Wakefield stated that while flow had improved, overall performance had not 
improved and queried why a change had not been seen.  Mr Bytheway stated that 
reducing the overall time in the department should ultimately provide an 
improvement in performance.  

Mr Bytheway highlighted the following in relation to cancer performance:

• Pathology, colorectal, breast and skin specialties remained challenged 

• An improvement was expected within the next 2 weeks in relation to the 62 
day target for breast and pathology specialties, although colorectal and skin 
specialties would continue to be challenged

• The overall number of cancer treatments had increased and activity and 
theatre utilisation was on an upward trend 

Ms Bowen referred to staffing challenges and queried whether the Trust was 
confident in there being an improvement in performance.  Mr Bytheway 
highlighted that he anticipated improvements due to the plans being put in place.  

Mr Bytheway referred to the referral to treatment targets, whereby there had been 
an improvement as well as a reduction in the number of P2 patients and a 
reduction in 104 week waits, which had reduced to under 40, due to patient choice 
and the complexity of patients.  In addition, the 78 week trajectory numbers 
continued to reduce.  

Mr Wakefield referred to the ethnicity and deprivation charts included and stated 
that he felt these were difficult to interpret.  Ms Ashley explained that the data was 
used for national planning purposes and whilst the accuracy of the deprivation 
data had been confirmed, the ethnicity data was caveated due to there being 
some issues with data recording.  She stated that the aim of the charts was to 
demonstrate that patients from different backgrounds were not being negatively 
impacted by waits. Mr Wakefield requested further clarification and interpretation 
of the charts after the meeting. 

Mr Bytheway stated that in terms of diagnostics, outsourcing was taking place to 
support ultrasound delivery and additional MRI / CT capacity had been agreed in 
order to support recovery of the DM01 target.  

Mr Wakefield referred to page 57 of the pack and the reference to an increase in 
non-obstetric ultrasound of 1.9% in month and Mr Bytheway agreed this was 
incorrect and he would amend.  Mr Bytheway stated that in terms of recruiting to 
vacancies, this had particularly improved whereby 4 additional Consultants had 

SM

HA/PB

PB
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been recruited to support histology. 

Mrs Vaughan highlighted the following: 

• There had continued to be fluctuations in covid related absence which was 
currently at 34% 

• The profile of turnover and vacancies had increased which was being 
mitigated by bank and agency usage 

Mr Wakefield queried what mitigation was being put in place to address the 
anticipated workforce challenges due to the expected flu cases and further 
increase in covid cases and it was agreed to provide further feedback to Non-
Executive Directors on the workforce planning being undertaken for winter. 

Mr Oldham highlighted the following: 

• The report demonstrated performance against the plan submitted for 2022/23 
but as this had since been resubmitted on 20th June, Month 3 would report 
against that plan 

• In month the Trust reported a deficit of £3.2 m which was £4.4 m behind plan, 
mainly driven by the cost improvement programme (CIP) which continued to 
be highlighted as a risk, as well as a gap in the specialised commissioning 
contract and an element of elective recovery fund spend which needed to be 
re-profiled 

• The Trust demonstrated an underlying pay run rate which was in line with 
expectations

• A break even plan had been submitted but significant risks had been identified 
given some of the planning assumptions made which were based on regional / 
national instruction.  These related to covid costs being likely to continue, 
inflation and the instruction of not to increase costs, pay inflation of 2% being 
included within the plan and a further 1% covered nationally but it was not 
clear how any further increases would be funded 

• A revised forecast was to be undertaken in month 3 as well as reviewing 
provisions 

Mr Akid referred to the previous Project Management Office which was in place to 
help with specific CIP projects and given the risk, whether the team would be 
reintroduced.  Mr Oldham stated that the office remained in place and would lead 
on driving programmes forward, but the main challenge related to the 
management capacity to identify the schemes.  He stated that the situation was 
not unique to the Trust and CIP delivery had been escalated as driver metric so 
that this could be tracked with Divisions.  Ms Ashley explained that the team had 
previously been deployed into other areas during the pandemic and had returned 
to focusing on assisting with CIP delivery.

Mr Oldham referred to the revised capital plan which had been submitted as part 
of revised financial plan.  He stated that positively the Trust had resolved the 
issue in relation to car parking funding, and also the inflationary issues for car 
parking and Trent had been addressed, although there were some risks to cash 
flow in year 2 and 3 which would need further consideration. 

The Trust Board received and noted the report. 

RV

CLOSING MATTERS

13. Review of Meeting Effectiveness and Business Cycle Forward Look

121/2022 No further comments were provided. 
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14. Questions from the Public

122/2022 No questions from the public were provided. 

DATE AND TIME OF NEXT MEETING

15. Wednesday 3rd August 2022, 9.30 am, via MS Teams



27 July 2022 B

Complete / 

Business as 

Usual

GA / GB On Track

A Problematic

R Delayed

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

Status 

PTB/513 09/03/2022 CQC Action Plan
To consider and establish a way of highlighting the performance 

metrics associated with the action plan going forwards within the IPR 

Scott Malton 

Ann Marie Riley
05/10/2022 To be added into the next quarterly CQC update - due date moved. GB

PTB/514 09/03/2022 CQC Action Plan

To update the action plan and expand on the points raised in terms 

of measures of implementation and delivery and provide future 

updates on a quarterly basis. 

Scott Malton 

Ann Marie Riley
05/10/2022 To be added into the next quarterly CQC update - due date moved. GA

PTB/528 04/05/2022
Integrated Performance Report – 
Month 12

To provide additional analysis of pressure ulcers to QGC including 

age profile.  
Ann Marie Riley 28/07/2022 Verbal update to be provided July's QGC meeting. GB

PTB/533 08/06/2022 Quality Strategy
To identify a time for further discussion with the Non-Executive 

Directors of the resourcing of the Improving Together team.
Ann-Marie Riley 31/07/2022 Update to be provided GB

PTB/534 08/06/2022 IPC BAF May 22
To provide an update on ventilation system technology at a future 

Non-Executive Director meeting, and establishing any limitations.
Ann-Marie Riley 31/07/2022 Update to be provided GB

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

Month 1

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

impact on patients who had not received appropriate sepsis 

screening within the Emergency Department

Ann-Marie Riley 31/07/2022 Update to be provided GB

PTB/547 08/06/2022
Integrated Performance Report - 

Month 1

To discuss the risk and mitigation associated with the Cost 

Improvement Programme at a future PAF meeting
Mark Oldham 31/07/2022 Update to be provided GB

PTB/548 08/06/2022
Annual Evaluation of Committee 

Effectiveness & Rules of Procedure

To provide a summary of changes to the Code of Governance at a 

future Audit Committee
Claire Rylands TBC Action not yet due. GB

PTB/550 08/06/2022 Review of Meeting Effectiveness 
To work with Mrs Bullock and Ms Ashley regarding a regular update 

to the Board on system working.
Claire Rylands 07/09/2022 Conversation held with Mr Wakefield and to be considered further. GA

PTB/552 06/07/2022 Chief Executives Report - June 2022
To consider how the Board could receive assurance from the system 

Urgent and Emergency Care Board.
Paul Bytheway 07/09/2022 Action not yet due. GB

PTB/553 06/07/2022
Integrated Performance Report – 
Month 2

To confirm the number of nosocomial infections in June to Mr 

Wakefield.  

Scott Malton 

Ann Marie Riley
03/08/2022 Update to be provided GB

PTB/554 06/07/2022
Integrated Performance Report – 
Month 2

To provide further clarification to Mr Wakefield of the interpretation of 

the ethnicity and deprivation charts 

Helen Ashley 

Paul Bytheway
03/08/2022 Update to be provided GB

PTB/555 06/07/2022
Integrated Performance Report – 
Month 2

To update the table on page 58 in relation to non-obstetric 

ultrasound increase in %
Paul Bytheway 03/08/2022 Update to be provided GB

PTB/556 06/07/2022
Integrated Performance Report – 
Month 2

To provide further feedback to Non-Executive Directors on the 

workforce planning being undertaken for winter. 
Ro Vaughan 07/09/2022 Action not yet due GB

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

CURRENT PROGRESS RATINGTrust Board (Open)

Completed: Improvement / action delivered with sustainability assured.

Improvement on trajectory either:

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

improvement e.g. Milestones breached.

Post meeting action log as at
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Part 1: Trust Executive Committee

The Trust Executive Committee met virtually on the 20th July 2022.  

Executive Directors gave the following key updates:

• Recognition of the very difficult circumstances that staff had worked within during the Heat Wave with note that 
there had been some lessons learned with regard to infrastructure which would feed into the Heat Plan

• Details of the pay award which had been communicated nationally

• Recent increase in mileage allowance for staff in view of the rising fuel costs

• Discussions with Staff Side regarding the reintroduction of car parking charges

• Support for staff who are suffering financial hardship, including a system wide financial wellbeing toolkit

• Financial performance is off track at Month 3, work is underway to develop cost improvement plans as this is 
linked to the ability to invest

• Some difficult actions had been taken during the Heat Wave and discussions were underway around longer term 
sustainability

• Standards for referral and treatment of patients were in place although further work was needed to ensure it is 
embedded

• Two Deputy Medical Directors had been appointed; Dr Mark Poulson and Dr Zia Din

• 5 clinical leads were being appointed for the County Hospital Programme – interviews were being held

• An advert was due to be issued for the Deputy Chief Nurse position 

• A review of the Royal Stoke Site from an estates perspective had been completed and would be shared

• Project STAR projects were now progressing at pace

• The Communications Team were visiting wards and departments to take a number of photographs in order to 
develop a central stock which is compliant; these would be used for the recruitment campaign

• Care Quality Commission had launched new Quality Statements which would replace the previous Key Lines of 
Enquiry – further details would be shared when they become available 

• Progress with procurement of a single network service across Royal Stoke and County Hospital

• Opportunity to expedite a new electronic patient record

Divisions took the opportunity to highlight any key matters requiring escalation, the following points were noted:

• Surgical Division raised ongoing challenges with regard to staff absence, how staff including theatres had coped 
during the Heat Wave, positive feedback following recent cancer peer reviews, improvements seen with regard to 
waiting times, challenges associated with the surgical emergency portal and plans to implement digital records 
within anaesthetics 

• CWD raised significant pressures being seen within Maternity, key headlines of the Birth Rate Plus report, risks 
associated with workforce capacity for which a number of business cases had been developed, latest 
performance with regard to waiting lists, transfers of service following the reorganisation or Divisions, action 
plans associated with ‘hotspot areas’ identified through the culture review, development of cost improvement 
plans, training and adoption of Improving Together tools and staff recognition at regional / national level

• Network Services Division referred to work being undertaken following the restructure and engagement sessions 
being planned to welcome Oncology and Haematology into the Division, plans were also developed for Critical 
Care Services, risks associated with Trauma Care and actions taken which were anticipated to impact on waiting 
times, challenges with recruitment processes associated with winter planning and appointment to Heads of 
Nursing as part of the new structure and a new Clinical Lead for Orthopaedics 
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Part 2: Chief Executive’s Highlight Report 

1. Contract Awards and Approvals

Department of Health Procurement Transparency Guidance states that contract awards over £25,000 
should be published in order that they are accessible to the public.  Since 14th June to 12th July, xx 
contract awards, which met these criteria, were made, as follows: 

• County Modular Theatre supplied by Portakabin, at a total cost of £2,078,341.76, approved on 
06/07/22

• Grindley Hill Multi Storey Car Park supplied by IHP Vinci Construction, at a total cost of 
£32,975,157.45, approved on 06/07/22

• Provision of Car Park Management supplied by APCOA, for the period 01/08/22 - 31/07/24, at a total 
cost of £1,559,494.40, approved on 06/07/22

• Supply of Instrumentation for the Da Vinci XI Robot supplied by Intuitive Surgical, for the period 
26/04/22 - 25/04/23, at a total cost of £648,711.84, providing savings of £16,055.62, approved on 
29/06/22

• Haemodialysis Consumables supplied by various, for the period 01/07/22 -  30/06/23, at a total cost 
of £840,000.00, providing savings of  £6,118, approved on 29/06/22

• ELFS Shared Finance Systems supplied by ELFS Shared Services, for the period 01/11/22 - 
31/10/27, at a total cost of £2,708,676.00, approved on 06/07/22

• Lease of an MRI Mobile supplied by Fairford Medical, for the period 19/06/22 - 31/03/23, at a total 
cost of £665,160.00, approved on 14/06/22

• Agency Nursing Master Vendor Contract supplied by Day Webster, for the period 01/10/22 - 
30/09/23, at a total cost of £35,603,419.00, approved on 06/07/22

In addition, the following eREAFs were approved at the Performance and Finance Committee on 26th July 
2022, and also require Trust Board approval due to their value: 

Pharmacy Wholesale Agreement (eREAF 9582)

Contract Value £30,296,652.60 incl. VAT
Duration 01/07/22 – 30/06/24
Supplier Various 

CRM - Pacemakers (Low Power) (eREAF 9629)

Contract Value £2,552,320.19 incl. VAT
Duration 01//09/22 - 31/08/25
Supplier Various  

The Trust Board is asked to approve the above eREAFs.
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2. Consultant Appointments – July 2022

The following provides a summary of medical staff interviews which have taken place during July 2022:

Post Title
Reason for 
advertising

Appointed 
(Yes/No)

Start Date

Specialist Doctor in Anaesthesia New Yes 01/08/2022

Locum Stroke Consultant New Yes 08/08/2022

Consultant Paediatrician - Intensive Care Vacancy Yes TBC

Consultant Paediatrician - Intensive Care Vacancy Yes TBC

Consultant in Infectious Diseases/ Acute Medicine New Yes 19/09/2022

Locum Consultant Oncologist Vacancy Yes TBC

Locum Consultant in Diabetes & Endocrinology / 
General Medicine

New Yes TBC

Specialist Doctor in Breast Radiology New Yes TBC

Specialist Doctor in Microbiology New Yes 05/12/2022

Locum Consultant Neonatologist Vacancy No n/a

The following provides a summary of medical staff who have joined the Trust during July 2022:

Post Title Reason for advertising Start Date

Locum Stroke Consultant Extension 01/07/2022

Locum Consultant Spinal Surgeon Extension 01/07/2022

Consultant Colorectal Surgeon Vacancy 01/07/2022

Locum Consultant Breast Radiologist Extension 05/07/2022

Acute Medicine Specialist Grade New 13/07/2022

Locum Consultant General Surgeon - Upper GI (HPB) Surgery Vacancy 18/07/2022

Locum Consultant Cardiothoracic Anaesthetist New 06/07/2022

Consultant Histopathologist Vacancy 01/07/2022

The following provides a summary of medical vacancies which closed without applications/candidates 
during July 2022:

Post Title Closing Date Note

Consultant Neurologist 13/07/2022 No suitable applicants

Consultant in Acute Medicine 14/07/2022 No Applications

Consultant Clinical Oncologist - Lung and Urology 05/06/2022 Applicant not suitable

Consultant Obstetrician with an Interest in Maternal / Fetal 
Medicine

23/06/2022 No applications

3. Internal Medical Management Appointments – July 2022

The following provides a summary of Medical Management interviews which have taken place during July 
2022:

Post Title Reason for advertising
Appointed 
(Yes/No)

Start Date

Clinical Lead for Major Trauma Vacancy Unknown TBC

Associate Medical Director for 
Postgraduate Medical & Dental Education

Vacancy Yes 01/08/2022

Clinical Workstream Leads New Yes TBC

Clinical Lead for Orthopaedics Vacancy Unknown TBC

The following provides a summary of Medical Management who have joined the Trust during July 2022:

Post Title Reason for advertising Start Date

N/A N/A N/A

The following provides a summary of medical vacancies which closed without applications / candidates 
during July 2022:

Post Title Closing Date Note

N/A N/A N/A
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4. Covid 19 and Trust Pressures

Following my last Board meeting update noting the significant increase in Covid-19 positive patients in the 
Trust I can confirm the current number of Covid-19 positive patients is now stabilising, as at 27th July 2022 
there were 206 patients Covid-19 positive within UHNM.  Whilst stable and very slowly reducing, this 
number is high and is impacting on operational flow through the Hospitals, cancellation of elective 
procedures and increased staff absence, which in turn has continued to impact on ambulance waiting 
times at the hospital.   

The pressures during July were further compounded by the hot weather and in particular the extreme heat 
experienced on the 18th and 19th July.  It is anticipated that further extreme hot weather will be seen in 
August and given the on-going global warming, we are likely to see future such extremes of weather. Our 
EPRR team are collating information from the recent events to ascertain the impact on infrastructure, 
services, patients and staff with a view to collating the learning and what we can do to better prepare for 
future events.  

5. A Night Full of Stars (Staff Awards)

At the beginning of the month we launched our nomination process for our annual Staff Awards – A Night 
Full of Stars.  The annual awards night is always a highlight in our calendar and a real opportunity to 
recognise and celebrate individuals and teams who have gone above and beyond to support our patients 
and each other.  As usual we have a number of award categories and have sought submissions which 
demonstrate behaviours which align with our Trust Values.  This year we are hoping to be able to hold a 
face to face celebration in November.

6. Mental Health & Learning Disabilities Conference

As well as supporting our staff, my main priority is ensuring our patients and families are given the highest 
quality care and treatment and it was therefore great to hear more about what we are doing for our 
patients at our very first Mental Health and Learning Disabilities Conference. I am grateful to Kirsty Smith, 
our nurse lead in this area, for organising the event and attracting such a high calibre of guest speakers 
including para-canoeist Ian Marsden who is from Stoke and a supporter of our hospitals. He gave an 
inspirational story about overcoming his physical disabilities to achieve Olympic success and myself, 
together with other delegates thoroughly enjoyed it.  I am also grateful to the staff who prioritised 
attending this conference.

7. International Nurses

During the month I was able to get out and about to welcome the latest cohort of international nurses to 
work in our hospitals. It is great that this scheme has developed and become the success it has. Our first 
cohort are now very well settled and it is wonderful to see how they are developing careers and bringing 
new skills and enthusiasm to our wards and who can now share this with the latest recruits.

8. Divisional Operational Management Structure 

After working closely with our divisions, we have now announced the revised divisional operational 
management structure. Specialised Division will now be known as Division of Network Services and our 
Children’s, Women’s and Diagnostics Division will be called Children’s Women’s and Support Services. 
There will be some moves of directorates, namely oncology and haematology which will move to Network 
Services; neonatal into maternity instead of child health and the North Midlands and Cheshire Pathology 
Service will be a division in its own right. 

This comes with changes to the job titles of those in management roles but most importantly it further 
clarifies roles and responsibilities. It will take a period of time for all the changes to be embedded but the 
new structures are now in place.
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9.
Memorandum of Understanding with Shrewsbury and 
Telford NHS Trust (SATH)

We have developed and agreed a Memorandum of Understanding (MoU) with our partners at SaTH, 
which whilst not legally binding, summarises the expectations of collaborative working between us.  The 
MoU sets out our joint working arrangements / Service Level Agreements, which are broken down by 
clinical speciality, alongside other development opportunities to be explored.  The MoU also includes our 
governance arrangements for the Provider Leadership Board, whose function will ensure we align with 
NHS mandated expectations and key objectives for Provider Collaboratives.

We will monitor the MoU through the Executive Team.

10. NHS  74th Birthday Celebrations

This month saw another milestone in the history of the NHS as we celebrated its 74th birthday. After all we 
have been through during the last two years plus it was an opportunity to reflect and celebrate some of our 
fantastic achievements through the most challenging times but also an opportunity to eat lots of cake! I 
was delighted to join fellow executives to judge the UHNM Charity Bake Off and it was a delicious treat to 
be able to taste first-hand the winning offering at Royal Stoke whilst also being disappointed that I wasn’t 
able to sample the very creative cakes at County Hospital. I know from Ro that they were as delicious as 
they looked. I am absolutely amazed at the hidden baking talent of so many of our staff on both sites and 
would like to thank everyone for getting into the spirit to raise money for our charity.

11. The George Cross

Thank you isn’t enough when staff are going through yet another surge and coping with temperatures we 
have never experienced before in the NHS but seems apt that this month NHS England Chief Nurse 
picked up the George Cross on behalf of all staff who work in the NHS and have worked during the 
pandemic. 

The George Cross, the highest civilian award for gallantry, recognises the incredible dedication, courage, 
compassion and skill shown by NHS staff – from nurses and doctors to porters, cleaners, therapists and 
countless other roles – particularly in the face of the Covid pandemic.

12. Orbeye

I was delighted to attend the launch event of a state-of-art piece of kit which we have been able to 
purchase thanks to the generosity of the Denise Coates Foundation to UHNM Charity. The Orbeye gives 
neurosurgeons 3D views of the brain and spine during surgery and will also allow others in the theatre to 
fully observe the procedure. It is an amazing robot and we are thrilled to be one of only four Trusts in the 
UK to have one to benefit our population.

13. BBC Radio Stoke Interview / HealthWatch

I recently did an interview with BBC Stoke Radio which covered a number of areas following a story and 
numerous call ins from relatives in relation to rules for visiting being unclear or mixed with relatives being 
denied visiting, some were concerned about the care of their relatives with dementia and ‘do not attempt 
resuscitation’ orders.  Whilst on air we also had callers ringing to share their positive experience and 
appreciation but it does remind me that the small acts of kindness really to matter. 

On the back of this, I was approached by the Chief Executive of Healthwatch, who had been listening to 
the interview and he has offered for Healthwatch to conduct a survey with our elderly patients and their 
families to help us understand their experiences further and take steps to improve their time in our 
hospitals.  I very much welcome this and we will be welcoming Healthwatch in the near future. 

https://nhs.us1.list-manage.com/track/click?u=446f44a37c2d89452722812a0&id=4713de5bb0&e=f9f0da41f0
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14. Civility and Respect 

Our Cultural Improvement Programme has now been approved and implementation of a range of cultural 
improvement activities is now underway.  As part of this work, we are working with a number of teams to 
deliver a programme which focuses on Civility and Respect, supported by an independent external 
medical expert and it has been pleasing to see the levels of engagement with this approach.

We will be reporting on progress with our Improvement Programme through the Transformation and 
People Committee.
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Quality Governance Committee Chair’s Highlight 
Report to Board
28th July 2022

1. Highlight Report 

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

• The PLACE score for Privacy Dignity and Wellbeing for the Royal Stoke Site is 
lower than the County Hospital – the main reason for this was around more artwork 
being displayed at the County Hospital Site

• The number of Platinum scored wards has decreased in the most recent round of 
Care Excellence Framework visits although this is a reflection of an enhanced, 
more rigorous approach

• In our latest mortality data, SHMI has seen a slight increase (102.91 compared to 
102.57) which is just over the national average of 100.65 although remains within 
‘expected ranges 

• A number of quality standards were not achieved during June 2022 including ED 
Friends and Family, falls rate per 1000 bed days, pressure ulcers with lapses in 
care, duty of candour, never events, C Difficile and sepsis screening (detail to be 
reported separately to the Board via the IPR)

• A visit from the Health and Safety Executive took place recently to gather further 
information relating to an incident which had occurred within the Laboratory; the 
outcome of this visit is yet to be received and will be reported through our 
governance arrangements accordingly 

• Full PLACE inspection to be undertaken towards the end of 2022; future reports to include further 
detail in terms of areas visited in order that support can be obtained from the Charity for any 
improvements relating to patient experience, reports will also detail any actions arising from the 
visit 

• NHSE have issued some new Infection Prevention and Control (IPC) guidance which will be 
reflected in the next version of the IPC Board Assurance Framework

• 35 Care Excellence Framework (CEF) visits were undertaken during

• Findings of CEF visits to be shown in a Heat Map so that it can be used as a visual management 
tool, similar to those produced for Freedom to Speak Up / Cultural Improvement

• A review of how Platinum scored wards  / departments are recognised and celebrated is being 
undertaken, linked to our Cultural Improvement Programme

• Further work to be done on the Mortality Report to ensure a greater balance in terms of areas 
which require improvement 

• More quality indicators to be added to the Quality Dashboard, working in conjunction with the 
Quality Improvement Academy 

• Deep Dive into pressure ulcer care has been undertaken and will be presented to the next meeting

• A new approach to the Friends and Family test is being developed with a view to improve feedback 
levels although our performance compared with peers is also going to be reviewed 

• The implementation date for the Patient Safety Investigation and Reporting Framework has been 
delayed nationally to September 2023 rather than April 2023 (action within the BAF)

 Positive Assurances to Provide Decisions Made

• PLACE-light exercise findings concluded that overall the Trust remains above the 
national average (which was reported in 2019)

• There were no wards identified as Bronze following the most recent Care 
Excellence Framework Visits 

• HSMR remains below the national average

• The outcomes from completed Structured Judgement Reviews demonstrate that 
the vast majority of reviews are assessed as ‘good care’

• Assurance was given that a more granular speciality level of mortality data is 
considered by the Mortality Review Group so that opportunities for improvement 
can be identified

• A number of quality standards were achieved during June 2022 including Inpatient 
and Maternity Friends and Family, Harm Free Care, HSMR, VTE risk assessment 
completion, MRSA bacteraemia, category 4 pressure ulcers resulting in lapses in 
care and sepsis screening 

• Approval of the Board Assurance Framework

Comments on the Effectiveness of the Meeting
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• Agreed that whilst it was a slimmed down meeting, discussion had been very useful around items that would not usually get as much air time

• Noted that a number of items had now been deferred to the 

2. Summary Agenda 

BAF Mapping BAF Mapping
No. Agenda Item

BAF No. Risk
Purpose No. Agenda Item

BAF No. Risk
Purpose

1. UHNM PLACE Lite 2021 BAF 7 Assurance 4. Mortality Assurance Report Q1 2022/23 BAF 1 Assurance

2.
Infection Prevention Board Assurance 
Framework Q1 2022/23

BAF 1 Assurance 5.

M3 Quality & Safety Report

• Sepsis Screening in Children Update

• Additional analysis of pressure ulcers 
(Trust Board Action PTB/528)

BAF 1 Assurance

3. Care Excellence Framework (CEF) Summary BAF 1 Assurance 6. Board Assurance Framework Q1 2022/23 - Approval

3. 2022 / 23 Attendance Matrix 
Attended Deputy Sent Apologies Received

Members: A M M J J A S O N D J F M

Prof A Hassell AH Associate Non-Executive Director (Chair) Chair

Ms S Belfield SB Non-Executive Director 

Mr P Bytheway PB Chief Operating Officer

Ms S Gohir SG Associate Non-Executive Director

Dr K Maddock KM Non-Executive Director

Mr J Maxwell JM Head of Quality, Safety & Compliance 

Dr M Lewis ML Medical Director

Mrs AM Riley AM Chief Nurse SM SM

Miss C Rylands CR Associate Director of Corporate Governance NH NH NH

Mrs R Vaughan RV Chief People Officer



Executive Summary
Meeting: Trust Board Date: 3rd August 2022

Report Title:
Infection Prevention Board Assurance 
Framework 

Agenda Item: 8.

Author: Helen Bucior, Infection Prevention Lead Nurse

Executive Lead: Mrs Ann-Marie Riley, Chief Nurse/DIPC

Purpose of Report
Is the assurance positive / negative / both?

Information Approval Assurance 
Assurance Papers 
only: Positive  Negative 

Alignment with our Strategic Priorities 
High Quality  People Systems & Partners

Responsive  Improving & Innovating Resources 

Risk Register Mapping
Identified throughout the document. 

Executive Summary:
Situation
To update the Committee on the self-assessment compliance with UKHSA  and NHSEi regional COVID 
guidance

Background
Understanding of COVID-19 has developed and is still evolving. Public Health England and related 
guidance on required Infection Prevention measures has been published, updated and refined to reflect the 
learning.  This continuous self- assessment process will ensure organisations can respond in an evidence 
based way to maintain the safety and patients, services users and staff.
 
Each criteria had been risk scored and target risk level identified with date for completed.  Although work is 
in progress, the self-assessment sets out what actions, processes and monitoring the Trust already has in 
place for COVID-19.

Previous versions of the IP BAF  are attached and shaded grey

Assessment/risks

• IP next steps letter - Universal wearing of masks in clinical areas continues. Masks in non- clinical areas 
reintroduced during July due to COVID wave

• Risk assessment undertaken to support deviating from national guidance. This approach has been 
supported by a recent document (Midlands Regional IPC principles) released by NHSE/I

• Visiting for patients has been increased to 2 visitors for each patient 2-4 pm, 6-8 pm. The 2 visits for the 
majority of cases do not need to be the same visitors

Progress

• External company continues to assist with mask fit testing

• Discussion and agreement with NHSEI the dismantling of beds to the level undertaken during the CPE 
would be considered during planned deep cleans/ ward refurbishments and continue with standard and 
terminal clean process as usual.

• Estates and IP are exploring the use of air scrubber technology

• May 2022  UV air system on trial ward 225 and business case in progress

• Monkey pox UK outbreak  UHNM response in place



IP BAF July 2022

• Updated regional guidance published end of July 2022 – these will be reviewed and any changes 
reflected in next version of BAF

Key Recommendations:
Trust Board are asked to note the document for information, and note the on-going work to strengthen the 
assurance framework going forward.
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Summary Board Assurance Framework

Risk Score

Ref / 

Page
Requirement / Objective

Q4 

21/22

Q1 

22/23

Q2 

22/23

Q3 

22/23

Q4 

22/23

Change

BAF 1

Page 4

Systems are in place to manage and monitor the prevention and control of infection.  These systems use 

risk assessments and consider the susceptibility of service users and any risks posed by their 

environment and other service users.

High 9 Mod 6 ↑

BAF 2

Page 19

Provide and maintain a clean and appropriate environment in managed premises that facilitates the 

prevention and control of infections.
Mod 6 Mod 6 

BAF 3

Page 29

Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse 

events and antimicrobial resistance.
Mod 6 Mod 6 

BAF 4

Page 32

Provide suitable accurate information on infections to service users, their visitors and any person 

concerned with providing further support or nursing / medical care, in a timely fashion.
Low 3 Low 3 

BAF 5

Page35

Ensure prompt identification of people who have or are at risk of developing an infection so that they 

receive timely and appropriate treatment to reduce the risk of transmitting infection to other people.
Low 3 Low 3 

BAF 6

Page41

Systems to ensure that all care workers (including contractors and volunteers) are aware of and 

discharge their responsibilities in the process of preventing and controlling infection. Low 3 Low 3 

BAF 7

Page 47
Provide or secure adequate isolation facilities. Low 3 Low 3 
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IP draws on controls and assurances on three levels, aligned to the above model.  Examples of these includes   

1st line of defence, processes guidelines, training

2nd line of defence, Datix, root cause analysis, audits, COVID themes

3rd line of defence, external visits NSHEi, PHE, CCG attendance at outbreak meetings and IPCC
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1.

Systems are in place to manage and monitor the prevention and control of infection.  These systems use risk 

assessments and consider the susceptibility of service users and any risks posed by their environment and other 

service users.

Risk Scoring 

Quarter Q4 Q1 Q2 Q3 Q4 Rationale for Risk Level
Target Risk Level 

(Risk Appetite)

Target 

Date

Likelihood: 3 Likelihood: 1

Consequence: 3 Consequence: 3

Risk Level: 9

There are a number of controls in place. UHNM Risk assessment are in place where deviation from regional 

COVID guidelines and testing recommendations 

Risk Level: 3

End of 

Quarter 

3

Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

Systems and processes are in place to ensure:

1.1 Next Steps on Infection Prevention , date 1st 

June

 For health and care staff: 

• Health and care staff should continue 

to wear facemasks as part of personal 

protective equipment required for 

transmission-based precautions when 

working in COVID-19/respiratory care 

pathways, and when clinically caring 

for suspected/confirmed COVID-19 

patients. This is likely to include 

settings where un triaged patients 

may present such as emergency 

• 14th June 2022 discussed at Clinical 

Group. Masks to continue in all clinical 

areas for staff, visitors and patients 

due to increase in admission portal 

positivity rate and within 2 weeks of 

jubilee celebrations decision to 

maintain routine wearing of face 

masks in all clinical areas. To revisit 

again at Clinical group every 2 weeks

• Datix

• OB meetings

• Monitoring COVID 

patient numbers at 

UHNM for any increase 

in cases

• Monitoring the number 

of COVID outbreaks for 

any  increase
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

departments or primary care, 

depending on local risk assessment. In 

all other clinical care areas, universal 

masking should be applied when there 

is known or suspected cluster 

transmission of SARS-CoV-2, eg during 

an outbreak, and/or if new SARS-CoV-

2 VOC emerge. 

• Universal masking should also be 

considered in settings where patients 

are at high risk of infection due to 

immunosuppression e.g. 

oncology/haematology. This should be 

guided by local risk assessment. 

• Health and care staff are in general 

not required to wear facemasks in 

non-clinical areas e.g. offices, social 

settings, unless this is their personal 

preference or there are specific issues 

raised by a risk assessment. This 

should also be considered in 

community settings. 

• To continue with universal wearing of 

masks

• Discussed at clinical Group 30/05/22 

risk assessment completed.   From 1st 

June the wearing of masks in non- 

clinical area no longer mandatory. 

Staff can continue to wear masks 

through personal choice or specific 

risk following a risk assessment. In 

additions  From 9th June  non wearing 

of masks in public corridors. To keep 

under review and reinstate when 

required.  The wearing of in non-

clinical areas was re- introduced  6th 

July wave of COVID 
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

For inpatients: 

� Inpatients with suspected or 

confirmed COVID-19 should be 

provided with a facemask on 

admission. This should be worn in 

multi-bedded bays and communal 

areas, e.g. waiting areas for 

diagnostics, if this can be tolerated 

and is deemed safe for the patient. 

They are not usually required in single 

rooms, unless, e.g., a visitor enters. 

 

� All other inpatients are not necessarily 

required to wear a facemask unless 

this is a personal preference. 

However, in settings where patients 

are at high risk of infection due to 

immunosuppression e.g. 

oncology/haematology, patients may 

be encouraged to wear a facemask 

following a local risk assessment. 

� � Patients with suspected or 

confirmed COVID-19 transferring to 

another care area should wear a 

facemask (if tolerated) to minimise 

the dispersal of respiratory secretions 

and reduce environmental 

contamination. 

•  The requirement for patients to wear 

a facemask must never compromise 

• Inpatient mask wearing where 

tolerated by patient continues 

• Inpatient mask wearing where 

tolerated by patient continues 

• Inpatient mask wearing where 

tolerated by patient continues 
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

their clinical care, such as when 

oxygen therapy is required or where it 

causes distress, e.g. paediatric/mental 

health settings. 

For outpatients, UEC and primary care: 

� Patients with respiratory symptoms 

who are required to attend for 

emergency treatment should wear a 

facemask/covering, if tolerated, or 

offered one on arrival. 

� All other patients are not required to 

wear a facemask unless this is a 

personal preference. 

For visitors: 

� In inpatient settings where patients 

are at high risk of infection due to 

immunosuppression, e.g. 

oncology/haematology, visitors may 

be asked to wear a facemask following 

a local risk assessment. 

� Visitors and individuals accompanying 

patients to outpatient appointments 

or the emergency department are not 

routinely required to wear a facemask 

unless this is a personal preference, 

although they may be encouraged to 

do so following a local risk 

assessment. 

• mask wearing where tolerated by 

patient continues 

• Wearing of masks for visitors in 

clinical areas continues
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

Emergency department

Maintain at least 1 metre with areas for post 

testing and triaged respiratory infection

For confirmed negative patients  return to pre 

COVID -19 pandemic distancing  

Inpatient Settings

Revert to pre COVID 19 pandemic bed spacing 

in all inpatient areas  - ensure move to comply 

with all  appropriate HTMs/HBNs if not 

currently the case

• On arrival in ED patients are 

immediately identified either 

asymptomatic for COVID -19 

symptoms and infection prevention 

precautions applied.

• ED navigator in place

• Colour coded areas in ED to set out 

COVID and Non COVID areas in place  

• Aerosol generating procedures in 

single rooms with doors closed

• Major’s resuscitation area for all 

patients requiring this level of 

medical care. This area consists of 

single rooms with sliding doors and 

neutral pressure ventilation. Signage 

in place to set out level of PPE 

required for each room depending on 

infectious status of patient.

• Patients are asked to wear face 

covering/mask

20220401 Midlands 
Regional IPC principles

• UHNM risk assessment in place

• Social distancing no returned to pre- 

pandemic spacing, a number of wards 

had beds removed to comply with 2 

metre social distance rule
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

Non clinical areas

• Revert to pre COVID 19 pandemic 

desk/chair spacing OR

• Consideration to ventilation of these 

areas should be taken into account 

when making decisions.

• Compliance  and risk assessments 

should be documented

• Emergency admission COVID PCR 

screening in place

• Pre OP  - Elective admission screening 

in place , lateral flow 72 hours pre 

admission and day of admission

• Pre Op  - PCR testing in place  for 

patients that require critical care post 

operatively

• Encourage patients to wear masks

• Staff to continue mask wearing

• Social distancing returned to pre-

pandemic spacing in non- clinical 

areas 

• Advised window opening for a 

minimum of 10 minutes per hour

• Cleaning of work station remains
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

1.2 Patient safety and governance 

• There should be systems in place 

to identify those harmed through 

acquiring COVID 19 in health care 

settings, or where harm had 

occurred through COVID -19 

related interventions and report 

through existing organisational 

patient safety and organisational 

learning mechanisms

• Outbreak reporting

• Local deviation 

As in previous versions of the national IP 

guidance, organisations may choose to adopt 

practices that differ from these regional 

principles or nations guidance. 

• Reporting of hospital  onset COVID 19 

infection in place

• COVID 19 definite  and probable 

mortality reviews

• SI framework National definition of 

outbreak in place

• Outbreak report

• Outbreak meetings

• UHNM outbreak closure time is 7 

days after the last positive case  - 

then ward monitored for the next 28 

days

• Staff to undertake daily lateral flow 

testing for 7 days from the date of 

outbreak declared 

• UHNM risk assessments in place 

• Screening options paper presented 

and option agreed with execs

• 22nd April 2022 -To continue PCR 

testing on day 1 and day 4 –

emergency admissions. Day 6 , 14 and 

weekly no longer in place. To 

continue PCR testing if patient 

develops  COVID symptoms or in 

outbreak situation

• COVID outbreak 

• DATIX

• Monitoring COVID 

patient numbers at 

UHNM for any increase 

in cases

• Monitoring the number 

of COVID outbreaks for 

any  increase
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

Risk Assessment 
COVID IPC reducing re

• Staff to continue with twice weekly 

lateral flow testing – UHNM positivity 

rates monitored 

• Flow chart in place with actions to 

take if test is positive – return to work 

guidance

• Flow chart in place for staff who test 

negative by are symptomatic request 

a PCR test

• Consultant Microbiologist monitors 

admission screening positivity rates

1.3 • Testing of asymptomatic  staff  in  

non- outbreak settings 

Options 1

1 Clinical staff to continue to test 

using LFT twice weekly

2 As community prevalence decrease 

consider stepping down routine 

asymptomatic testing in some or all 

clinical areas

• Clinical staff to continue twice weekly 

LTF testing

• Flow chart in place with actions to 

take if test is positive – return to work 

guidance

• Flow chart in place for staff who test 

negative by are symptomatic request 

a PCR test

• Consultant Microbiologist monitors 

admission screening positivity rates

• Datix

• OB meetings

• Monitoring COVID 

patient numbers at 

UHNM for any increase 

in cases

• Monitoring the number 

of COVID outbreaks for 

any  increase
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

National Infection Prevention Manual released 

• Changes in list of  Aerosol Generating 

Procedures (AGP)

• Clinical Group to review and advise 

on revised APG list

• Evidence supporting the AGP list to 

be reviewed.

• Audit

• OB monitoring

• Datix

1.4 • Monkey pox outbreak in UK

• Recommendations for the use of pre 

and post vaccination during a monkey 

pox incident

• Clinical group in place to review latest 

guidance and  recommendations

• Pathways  in place for unanticipated 

monkey pox presentations at ED

• GUM referrals  for swabbing direct to 

ward 117

• IP measure in place

• Monkey pox Trust intranet  page in 

place

• UHNM identified as vaccination hub

• Vaccination pathways  construction 

are in progress

• OB monitoring

• Audit

• Datix

Further Actions (to further reduce Likelihood / Impact of risk in order to achieve Target Risk Level in line with Risk Appetite)  

No. KLOE Action Required Lead Due Date Quarter 4 Progress Report BRAG

1
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2.
Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention 

and control of infections.

Risk Scoring 

Quarter Q4 Q1 Q2 Q3 Q4 Rationale for Risk Level
Target Risk Level 

(Risk Appetite)

Target 

Date

Likelihood: 2 Likelihood: 1

Consequence: 3 Consequence: 3

Risk Level: 6

Whilst cleaning procedures are in place to ensure the appropriate management of premises further 

work is in progress re cleaning standards and role and responsibilities

Risk Level: 3

End of 

Quarter 

1 2022

Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

Systems and processes are in place to ensure:

2.1 Intervention and Principles  - Environmental Cleaning

In all clinical areas with asymptomatic patients , staff 

or visitor the 2021 National Standards of Cleanliness 

should apply 

• Respiratory  - Enhanced environmental 

decontamination should be undertaken in 

clinical areas where respiratory  transmission 

based precautions are practice

• Outbreak –Enhanced environmental cleaning , 

touch point cleaning minimum 2 hourly 

• National standards of cleanliness in 

place – options analysis paper 

submitted  against the  2021 

standards

• SOP and cleaning method 

statements  for cleaning teams

• High level disinfectant , Virusolve 

and Tristel in place and used for all 

decontamination cleans

• Increased cleaning process ( barrier 

clean) included in Infection 

Prevention Questions and Answers 

manual

• Process in place for clinical areas 

• CEF audits

• C4C audits

• Audits and assurance visits 

by IP 

• Ward audits

• Spot check assurance audits 

completed by cleaning 

supervisors/managers 

• Cleanliness complaints or 

concerns are addressed by 

completing cleanliness audit 

walkabouts with clinical 

teams, and CPM / domestic 

supervisors

• Patient survey feedback is 

• Decontamination of beds 

returned for repair 

process non conformities

• Srengthen our assurance 

process on standards of 

cleanliness
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

• Designated nursing/medical teams with 

appropriate training are assigned to care for 

and treat patients in Covid-19 isolation or 

cohort areas.

with clusters and HAI cases of 

COVID -19 requiring increased 

cleaning and /or terminal cleans

• Cleaning schedules in place

• Barrier cleans ( increased cleaning 

frequency) process in place which 

includes sanitary ware and other 

frequent touch points

• Process and designated staff for ED 

to ensure cleans are completed 

timely

reviewed by joint CPM / 

Sodexo/EFP group and 

action plan completed if 

needed.

• Reports produced after 

each visit, and re-audits 

completed if disciplines fail 

to achieve agreed %.

• C4C report presented at 

IPCC

• GREAT training record cards 

are held centrally by Sodexo 

for all individual domestics

• Key trainers record

• Notes from Sodexo 

Performance Monthly 

meeting , Sodexo 

Operational meeting ,  

Divisional IP Meeting and 

facilities/estates meeting

2. 2 Ventilation • UHNM has established a Ventilation • Estates have planned 
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

• As part of heirachy of controls assessment :  

ventilation systems, particularly  in, patient 

care areas ( natural or mechanical) meets 

national recommendations for the minimum 

of air changes refer to specific guidance, In 

patients care health building note 04-01 Adult 

in-patient facilities

• The assessment is carried out in conjunction 

with organisational estates teams and or 

specialist advice from ventilation group and or 

the organisations authorised engineer

• A systematic review of the ventilation and risk 

assessment is undertaken to support location  

of patient care areas for  respiratory pathways

• Where possible air is diluted by natural 

ventilation by opening windows and doors 

were appropriate

• Review and ensure good ventilation in 

admission and waiting areas to minimise 

opportunistic airborne transmission.

• Where a clinical space has a very low air 

changes and it is not possible to increase  

dilution effectively , alternative technologies 

are considered with estates/ventilation group

• Ensure the dilution of air with good 

Safety Group as recommended by 

the Specialised Ventilation for 

Healthcare Society in order to 

provide assurance to the Trust 

Board on the safe operation and 

reduction in risk of infection 

transmission through ventilation 

systems. TOR written

• The Trust also appointed external 

authoring Engineers. This is in line 

with the NHS estates best practise 

and guidance from Health Technical 

Memorandum (HTM) namely 03/01 

Specialised Ventilation for 

Healthcare Premises. 

• Trust Estates  Ventilation Aps 

attended week long  Specialized  

ventilation in health care at Leeds 

University  – Much of this content  

contact relates to airborne 

respiratory infections

• Lessons learnt poster which 

encourage regular opening of 

windows to allow fresh air

•
ventilation-air-chang
es-per-hour-2021-06-0

• IP and estates have worked with 

areas  know to be undertaking 

aerosol generating procedures and 

completed the fallow times

programme of maintenance

• The Authorising Engineer 

Ventilation will provide 

external independent 

specialist advice and 

support as well as carrying 

out an annual audit for 

system compliance. 
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

ventilation e.g. open windows, in admission 

and waiting areas to assist the dilution of air 

• IP have nominated point of contact 

re ventilation advise

• Most wards have mechanical 

ventilation in core areas and natural 

ventilation in bays ( window 

opening)

• January 2022 Estates and IP are 

exploring the use of air scrubber 

technology

• May 2022  UV air system on trial 

ward 225 

• Business case proposal for UV air 

system in selected areas in progress

Further Actions (to further reduce Likelihood / Impact of risk in order to achieve Target Risk Level in line with Risk Appetite)  

No. KLOE Action Required Lead Due Date Quarter 1 Progress Report BRAG

2 2.1 Review of cleaning standards Divisions

Facilities/ACN

12/11/2021

31/12/2021

End of 

quarter 1 

2022

November 2021

Cleaning Collaborative work stream (multi-disciplinary 

representation) established and using Improving Together tools 

and methodologies to work through the actions needed to 

respond to the cleaning issues that were highlighted during the 

CPE Outbreak.  

Discussion and agreement with NHSEI the dismantling of beds to 

the level undertaken during the CPE would be considered during 

planned deep cleans/ ward refurbishments and continue with 

standard and terminal clean process as usual.
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2.2 To explore alternative technologies to enhance 

ventilation in bays that have natural ventilation 

Infection 

Prevention 

Team/Estates

End of 

Quarter 2 

2022

May 2022  UV Light air technology on trial ward 225

3.
Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and 

antimicrobial resistance.

Risk Scoring 

Quarter
Q4 Q1 Q2 Q3 Q4

Rationale for Risk Level
Target Risk Level 

(Risk Appetite)

Target 

Date

Likelihood: 2 Likelihood: 2

Consequence: 3 Consequence: 3

Risk Level: 6

Whilst there are controls and assurances place some of the finding of the antimicrobial audits 

demonstrate area of non-compliance therefore further control are to be identified and implemented in 

order to reduce the level of risk
Risk Level: 6

End of 

Quarter 1 

2021

Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place
Assurance on Controls

(Source, Timeframe and Outcome)
Gaps in Control or Assurance

Systems and processes are in place to ensure:

3.1 Arrangements around antimicrobial 

stewardship are maintained.

Update V 1.8

Previous antimicrobial history is considered

The use of antimicrobials is managed an 

monitored:

Update V 1.8

• To reduce inappropriate prescribing

• To ensure patients with infections are 

treated promptly with correct 

• Regular, planned Antimicrobial 

stewardship (AMS)  ward rounds

• Trust antimicrobial guidelines 

available 24/7 via intranet and mobile 

device App

• Antimicrobial action plan in place

• Clostridium difficile Period of 

increased incidence and outbreaks 

are reviewed by member of AMS 

team and actions generated cascaded 

to ward teams

• Same day escalation to 

microbiologist, if concerns. 

Outcome recorded on I portal

• Metric available around the 

number of times App accessed 

by UHNM staff

• Compliance with guidelines and 

other AMS metrics reported to 

Infection prevention and control 

Committee (IPCC)

• Meeting minutes reviewed and 
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place
Assurance on Controls

(Source, Timeframe and Outcome)
Gaps in Control or Assurance

antibiotic • Regional and National networking to 

ensure AMS activities are optimal

• Formal regional meetings and 

informal national network activities

• AMS CQUIN further mandates key 

AMS principles to be adhered to

• All  national CQUINS currently 

suspended by NHSE / PHE

• Monthly review of antimicrobial 

consumption undertaken by AMS 

team. Available online at UHNM

actions followed up

• Real time discussions / requests 

for support / advice enabled via 

regional and national social 

media accounts. National (incl. 

PHE) thought leaders members

• Trust and commissioners require 

timely reporting on compliance 

with AMS CQUIN targets.

• Wards showing deviation from 

targets are followed up by 

targeted AMS team ward 

reviews generating action plans 

for ward teams. On hold during 

COVID19 due to redeployment 

of duties

• The pharmacy team undertook a 

trust-wide point prevalence 

audit using a new electronic data 

capture tool. Results will be 

reviewed during January and 

shared with ACN’s and 

Microbiologist.

3.2 Mandatory reporting requirements are 

adhered to and boards continue to maintain 

oversight.

Linked NHSIE Key Action 5: Daily data 

submissions have been signed off by the Chief 

Executive, the Medical Director and the Chief 

Nurse and the Board Assurance Framework is 

reviewed and evidence of reviews is available.

• Quarterly point prevalence audits 

maintained by AMS team at UHNM 

despite many regional Trusts not 

undertaking any more. These have 

restarted in December 2020 as held 

during COVID-19. Results online.

• Results from all AMS audits and 

targeted ward reviews are reported 

• Whilst only a snap-shot audit the 

Trust value the output from 

these audits. Work is underway 

Q1 and Q2 20/21 to review 

potential change in data 

collection to optimise impact.

• IPCC scrutinise results. Divisions 

held to account for areas of poor 

performance. Audit outputs will 
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place
Assurance on Controls

(Source, Timeframe and Outcome)
Gaps in Control or Assurance

Linked to NHSIE Key Action 10: Local systems 

must review system performance and data, 

offer peer support and take steps to intervene 

as required.

Update V 1.8

Risk assessments and mitigations  are in place 

to avoid unintended consequences from other 

pathogens

at the Antimicrobial Stewardship 

Group and minutes seen by IPCC

• CQUIN submissions completed in 

timely manner and generate action 

plans for AMS and ward teams to 

follow up concerns each quarter. 

Currently suspended.

be used as basis of feedback on 

performance to individual 

clinical areas going forward.

• Trust CQUIN contracts manager 

holds regular track and update 

meetings to challenge progress 

vs AMS CQUINS, Currently 

suspended.
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4.
Provide suitable accurate information on infections to service users, their visitors and any person concerned 

with providing further support or nursing / medical care, in a timely fashion.

Risk Scoring 

Quarter Q4 Q1 Q2 Q3 Q4 Rationale for Risk Level
Target Risk Level 

(Risk Appetite)

Target 

Date

Likelihood: 1 Likelihood: 1

Consequence: 3 Consequence: 3

Risk Level: 3

There is a substantial amount of information available to provide to patients this requires continuous 

update as national guidelines change 

Risk Level: 3

End of Q3 

– 

Achieved 

in Q4

Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

Systems and processes are in place to ensure:

4.1

Continues use of Fluid resistant Surgical Masks in 

all patient facing and non –clinical setting ( unless 

clinically exempt)

 

• Posters and signage in place

• Mask available at hospital entrance

• Monitored  by clinical 

areas

• PALS complaints/feedback 

from service users

• Outbreak meetings

4.2 Patient visiting • 30th May visiting updated .The 

majority of inpatients are 

permitted to have two visitors, 

between 2pm and 4pm and again 

between 6pm and 8pm. In the 

majority of cases these 

do not have to be the same two 

visitors.

• Monitoring of number of 

Outbreak
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

5.
Ensure prompt identification of people who have or are at risk of developing an infection so that they receive 

timely and appropriate treatment to reduce the risk of transmitting infection to other people.

Risk Scoring 

Quarter Q4 Q1 Q2 Q3 Q4 Rationale for Risk Level
Target Risk Level 

(Risk Appetite)

Target 

Date

Likelihood: 1 Likelihood: 1

Consequence: 3 Consequence: 3

Risk Level: 3

Whilst arrangements are in place ensure the screening of all patients. To continue to reinforce COVID 

screening protocol and work towards lateral flow testing for those patients that remain an inpatient
Risk Level: 3

Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place
Assurance on Controls

(Source, Timeframe and Outcome)
Gaps in Control or Assurance

Systems and processes are in place to ensure:

5.1

Testing

• All NHS patients in a hospital setting requiring 

a test by a clinical to support clinical decisions 

during their care and treatment pathway 

should be offered a PCR test as part of their 

usual diagnostic pathway

• Testing  for asymptomatic in patients on day 3 

• CR testing in place for all 

emergency inpatient 

admissions and symptomatic 

patients 

• PCR continues on day 1 and 

day 4   of inpatient stay, Risk 

assessment completed, no 

day 6 screens, 14 or weekly. 

• COVID 19 -Themes report to 

IPCC

• COVID screening spot check 

audits

• Datix

• Outbreak investigation
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place
Assurance on Controls

(Source, Timeframe and Outcome)
Gaps in Control or Assurance

and days 5-7 of their stay should now be 

undertaken by lateral flow device LFD • In addition PCR testing for 

patient who have or develop 

COVID 19 symptoms

• No  system in place for 

inpatient lateral flow testing 

(POCT) and recording of 

results on electronic system  

to  allow for surveillance of 

cases and alert when possible  

or definite outbreak 

• PCR remains for outbreak 

screening, both patients and 

staff

UHNM isolation period 

remains at 10 days  - no POCT 

in place to release patients 

earlier

• Planned elective admissions 

are now tested using lateral 

flow 72 hours prior to 

admission and on the day of 

admission

• PCR testing for patients 

discharged to nursing/care 

home
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place
Assurance on Controls

(Source, Timeframe and Outcome)
Gaps in Control or Assurance

Further Actions (to further reduce Likelihood / Impact of risk in order to achieve Target Risk Level in line with Risk Appetite)  

No. KLOE Action Required Lead Due Date Quarter 1 Progress Report BRAG

5 5.1 Introduction of lateral flow testing for day 4 

and 6 of inpatient stay

Deputy Chief 

Nurse

End of July April 2022 Lateral flow testing introduced for elective cases. 

Meeting held to discuss the use of lateral flow (POCT) for 

patients who remain an in- patient.  Challenge to ensure results 

are recorded electronically and feed into electronic system to 

enable reporting and to ensure the Infection Prevention Team 

are aware of positive cases and outbreak to enable outbreak 

actions to be instigated.  In addition time and staff required to 

ensure compliance with POCT rules- explore swabbing team.

On- going

6.
Systems to ensure that all care workers (including contractors and volunteers) are aware of their responsibilities in 

the process of preventing and controlling infection.

Risk Scoring 

Quarter Q4 Q1 Q2 Q3
Q4

Rationale for Risk Level
Target Risk Level 

(Risk Appetite)

Target 

Date

Likelihood: 1 Likelihood: 1

Consequence: 3 Consequence: 3

Risk Level: 3

Information and communication/controls are in place to ensure staff are aware of their responsibilities 

spot audits continue. 

Risk Level: 3

End of 

Quarter 2 

2021

Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place
Assurance on Controls

(Source, Timeframe and Outcome)
Gaps in Control or Assurance

Systems and processes are in place to ensure:
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place
Assurance on Controls

(Source, Timeframe and Outcome)
Gaps in Control or Assurance

6.1 Intervention and Principles PPE

• Non Respiratory  - for symptomatic 

patients staff should follow standard 

infection control precautions

• Respiratory  - for caring for patients with 

respiratory symptoms direct contact staff 

should take  respiratory transmission 

based precautions 

Consider the use of FFP3 for prolonged contact 

with positive  symptomatic patients , especially  in 

areas where ventilation is not complaint with 

ventilations  standards

• Infection Prevention Questions 

and Answers manual, chapter 

Q1 standard precautions

• PPE posters are available in the 

COVID -19 section of trust 

intranet page

• UHNM recommend staff use of 

for highly suspected or 

confirmed COVID 19 patients 

• FFP3 mask /hood

• Eye protection

• Gloves

• Apron( gown for AGP)

• Divisional  FFP3 training records

• Mandatory training records

• Assurance visits/spot checks

• Ward audits

Further Actions (to further reduce Likelihood / Impact of risk in order to achieve Target Risk Level in line with Risk Appetite)  

No. KLOE Action Required Lead Due Date Quarter 1 Progress Report BRAG

6
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7. Provide or secure adequate isolation facilities

Risk Scoring 

Quarter Q4 Q1 Q2 Q3 Q4 Rationale for Risk Level
Target Risk Level 

(Risk Appetite)

Target 

Date

Likelihood: 1 Likelihood: 1

Consequence: 3 Consequence: 3

Risk Level: 3

Isolation facilities are available and hospital zoning currently in place, however there is a need to 

explore increasing single room availability (pods). 

Risk Level: 3

Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

Systems and processes are in place to ensure:

7.1 Intervention and principles – Contact Isolation

(assuming the patients area asymptomatic and have 

agreeing with the Trust testing protocol and have 

recent negative test)

• 10-day isolation from time of last positive 

contact

• 7-day isolation from time of last positive 

contact

• 5- day isolation from time of last positive 

contact

• Retain contacts on same clinical area with 

separate toilet and bathroom facilities to 

other patients

• Patients with possible or Covid-19 are isolated 

in appropriate facilities or designated areas 

where appropriate.

• UHNM risk assessment with Exec 

sign off

Considered related to risk within 

the organisation and system

• UHNM have reduced patient 

COVID contact classification 

period from 10 days to 7 days 

if patient remains 

asymptomatic and tests  

negative PCR COVID screen on 

day 6 after exposure then 

contact isolation can 

discontinue

• If patient found to be positive 

in the bay and exposing other 

patient. IP liaise with clinical 

are, apply bay restrictions.

• Contact tag to electronic 

records applied by IP Team

• Spot check audits

• Assurance obtained for 

monitoring of inpatient 

compliance with wearing face 

masks via Matrons daily walk 

round

• June 2020 IP team to  review  

patients that are found 

COVID positive and nursed in 

bay to ascertain compliance 

with pathway  and IP control 

measures are in place Review 

pathways and identify 

themes which are presented 

Work in progress to assess the 

need for more single room 

availability to facilitate patient 

flow and surgical pathway
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

Restricted access between pathways if possible, • COVID contacts are cohorted 

with similar  isolation periods to 

reduce risk

• Where possible cohort nursing 

staff to provide care for the 

contact and the negative or 

positive patients separately 

• PPE changed when moving 

between cohorts

• Clinical equipment where 

possible designed  to cohort and 

decontaminated after use 

UHNM risk assessment

• Mixing contact (negative) 

patients with non-contact 

(negative) patients when the 

Trust is on escalation level 4 

with significant numbers of 

ambulances holding unable to 

offload, a significant number 

of specialties being held within 

the emergency portals and 90 

or more medically fit for 

discharge patients are being 

held at the Trust. 

• Non-contact patients selection 

criteria for admission to a 

contact ward  - this is 

contained in the risk 

assessment

at IPCC .

• Themes report to IPCC

• Inappropriate patient moves 

reported via Datix. Daily 

process Discuss at outbreak 

meetings as necessary
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Control and Assurance Framework

Key Lines of Enquiry (KLOE) Controls in Place

Assurance on Controls

(Source, Timeframe and 

Outcome)

Gaps in Control or Assurance

Further Actions (to further reduce Likelihood / Impact of risk in order to achieve Target Risk Level in line with Risk Appetite)  

No. KLOE Action Required Lead Due Date Quarter 1 Progress Report BRAG

7 7.1 To assess the need for further single room 

isolation facilities (PODS) to facilitate COVID 

patients remaining on their original ward, 

facilitate flow and surgical pathway

DIPC End of July 

2022 May 2022 Request made to analyst to map/predict isolation 

need. 
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CURRENT PROGRESS RATING

B
Complete / Business 
as Usual

Completed: Improvement / action delivered with sustainability assured.

GA / GB On Track
Improvement on trajectory either:
A. On track – not yet completed or B. On track – not yet started

A Problematic
Delivery remains feasible, issues / risks require additional intervention to deliver 
the required improvement e.g. Milestones breached.

R Delayed Off track / trajectory – milestone / timescales breached. Recovery plan required.
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Committee Chair’s Highlight Report to the Trust Board
27 July 2022

Transformation and People Committee Chair’s Highlight Report 
27th July 2022

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

• During Quarter 1 there was activity against 42 formal conduct cases; MHPS cases remain an area of concern in 
terms of the time being taken to progress these 

• 49 concerns had been raised via the Freedom to Speak Up Guardian’s office during Quarter 1, this was the highest 
number of reports to date with April being the highest number – this may be as a result of the increased profile 

• Aligned with recommendations following the Ockenden Report, dedicated listening events had taken place within 
Maternity which had led to staff feeling able to speak up

• Sickness absence continues to fluctuate in line with Covid surges; concerns regarding staffing levels were escalated 
by the Divisions to the Executive Workforce Assurance Group 

• Recruitment Team remains under significant pressure with staffing challenges within the team combined with 
increases in recruitment activity 

• The workforce pay award has been announced which is less than expected and therefore poses a risk of industrial 
action – payments of the new award will be in September

• Concerns raised around workforce planning and whilst it was recognised that plans were being worked upon for 
winter, there is a broader discussion to take place

• Culture Review Group had identified some concerns that staff were not making the connection between actions 
being taken with the Cultural Improvement Plan – regular communication now in place

• Concerns regarding the process for management of Freedom of Information Requests has been identified and a 
new process has been agreed although this requires close monitoring 

• Concerns highlighted in relation to implementation of Office 365 which were being acted upon

• BAF Risk 3 Sustainability has the potential to increase given the winter and potential industrial action

• Visit from the Health & Safety Executive into the Pathology Directorate has indicated concerns in relation to 
RIDDOR reporting which will likely result in enforcement action  

• Formal disciplinary report to be updated so that there is a graphical representation of the 
stages of individual cases to aid easier monitoring of timescales; also further narrative to be 
included which identifies those cases with external involvement which therefore impacts upon 
timeframes 

• The main activities associated with the Equality and Diversity programme during the quarter 
have focussed on Civility and Respect and cultural improvement 

• The Equality and Diversity Report is to include progress with professional equity and a 
quarterly dashboard by Division around broader equality metrics is under development

• A Task and Finish Group is in place which is currently looking at the recording of Trans data 
on our systems to ensure greater accuracy 

• Workforce winter planning remains ongoing and a more detailed discussion will take place at 
the August / September meetings on workforce planning specifically and more broadly

• Cultural Assurance Map will be developed which sets out the sources of assurance which will 
be relied upon in seeking assurance against the Cultural Improvement Plan 

• Progress being made to assimilate alignment between transformation projects and the 
Improving Together Programme 

• Development of a delivery plan associated with the Research and Innovation Strategy is now 
underway and combined with utilisation of Improving Together tools, will support the shaping 
of future meetings of the Executive Research and Innovation Groups

• A strengthened approach to Equality Impact Assessment is being developed 

 Positive Assurances to Provide Decisions Made

• Management of disciplinary case timelines has been a significant focus since the last meeting and the average time 
to close less complex cases has reduced as a result

• New Resolution Policy has been approved via TJNCC and is being taken through ratification 

• Over 20 members of staff have put themselves forward to be a Disability Champion

• Equality, Diversity and Inclusion Strategy has now been approved by the Executive Workforce Assurance Group 
and will be taken to TAP and the Board for approval 

• New style Freedom to Speak up Report provides a balance between providing meaningful information whilst 
ensuring that confidentiality is maintained; the new approach to reporting was applauded 

• 5 new Associate Freedom to Speak up Guardians have been appointed during Quarter 1

• Slight improvement has been seen with the PDR completion rate during M3

• The Quality Improvement Team is now fully established and the team are now being up skilled

• Digital Advocates Network Programme is due to be launched which provides coaching / support in the use of digital 

• Agreed that BAF 9 Research and Innovation should be reduced to High 9 -  12 
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Comments on the Effectiveness of the Meeting

• Very large agenda which has the potential to expand given that the Committee is responsible for the majority of risks on the BAF

• Pleased with the level of time given to Freedom to Speak Up and Equality and Diversity 

2. Summary Agenda 

BAF Mapping BAF Mapping
No. Agenda Item

BAF No. Risk
Purpose No. Agenda Item

BAF No. Risk
Purpose

1. Formal Disciplinary Activity Q1 22/23 BAF 2 Assurance 8.
Executive Health & Safety Group Assurance 
Report

BAF 3 Assurance

2. Equality, Diversity & Inclusion Progress Report BAF 2 Assurance 9. Transformation Programme Update All Assurance

3.
Equality, Diversity & Inclusion Annual Report 2021-
22

BAF 2 Assurance 10. Improving Together Highlight Report All Assurance

4. Speaking Up Report Q1 22/23 BAF 2 Assurance 11.
Executive Research & Innovation Group 
Assurance Report

BAF 9 Assurance

5. Month 3 Workforce Report
BAF 
2/3

Assurance 12.
Executive Digital and Data Security & 
Protection Group Assurance Report

BAF 6 Assurance

6.
Executive Culture Review Group Assurance Report

• Culture Improvement Programme Update
BAF 2 Assurance 13.

Staffordshire and Stoke-on-Trent Integrated 
Care System Monthly Newsletter

BAF 4 Assurance

7.
Executive Workforce Assurance Group Assurance 
Report

BAF 
2/3

Assurance 14. Board Assurance Framework Q1 22/23 All Assurance

3. 2022 / 23 Attendance Matrix 
Attended Apologies & Deputy Sent Apologies 

Members: A M J J A S O N D J F M

Prof G Crowe GC Non-Executive Director (Chair)

Ms H Ashley HA Director of Strategy and Transformation

Ms S Belfield SB Non-Executive Director

Mrs T Bullock TB Chief Executive

Mr P Bytheway PB Chief Operating Officer

Dr L Griffin LG Non-Executive Director

Mrs S Gohir SG Associate Non-Executive Director

Dr K Maddock KM Non-Executive Director

Mrs AM Riley AR Chief Nurse

Miss C Rylands CR Associate Director of Corporate Governance

Mrs R Vaughan RV Chief People Officer
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Executive Summary
Meeting: Trust Board Date: 3rd August 2022

Report Title: Speaking Up – Board Brief Quarter 1 2022/23 Agenda Item: 10.

Author: Claire Rylands, Associate Director of Corporate Governance 

Executive Lead: Tracy Bullock, Chief Executive 

Purpose of Report
Is the assurance positive / negative / both?

Information Approval Assurance  Assurance Papers 
only: Positive  Negative 

Alignment with our Strategic Priorities 
High Quality  People  Systems & Partners

Responsive Improving & Innovating  Resources 

Risk Register Mapping
BAF 2 Leadership, Culture and Delivery of Values / Aspirations High 12

Executive Summary

Situation
The enclosed report is our new style ‘Board Brief’ for Quarter 1 2022/23 which aims to provide the Board 
with a high level overview of Speaking Up activity during the quarter, including key headlines, a summary of 
concerns raised, key national and local developments and priorities for the next quarter.

Background
In April 2022, responsibility for the Freedom to Speak Up function moved from our People Directorate to the 
Corporate Governance Department.  At this time, our new, full time Freedom to Speak Up Guardian also 
commenced in role.

There have been a number of national developments during the quarter, with resources issued by NHS 
England and the National Guardians Office (NGO) in relation to speaking up policies and practice.  Further 
detail of these has been provided to our Transformation and People Committee and a summary of actions 
we will be taking in response to these resources is summarised at section 4 of the enclosed, aligned to our 
Strategic Priorities.   

Assessment

• Quarter 1 2022/23 has seen an increase in the number of concerns raised, with 49 being raised, of 
which 68% relate to Attitudes and Behaviours

• ‘Hotspot’ areas for reporting during the quarter are Obstetrics and Gynaecology, Imaging and Trauma & 
Orthopaedics

• A number of actions have been taken to raise the profile of Speaking Up during this quarter, aligned 
with our Cultural Improvement Programme

• 5 Associate Freedom to Speak Up Guardians have been appointed on a voluntary basis during the 
quarter 

Key Recommendations

The Board is asked to note the contents of the Board Brief and to approve the priorities outlined within 
section 4 of the report (which have been supported by the Transformation and People Committee).
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Speaking Up 
Board Brief – Quarter 1 2022/23  

1. Headlines 

• 49 concerns raised through the Freedom to Speak Up (FTSU) Guardians Office during Quarter 1 

2022/23, 20 of these were reported during April 2022 – these are our highest numbers to date

• 68% of these concerns were in relation to ‘Attidudes and Behaviours’ (33 concerns)

• 33% of these concerns were raised by Registered Nurses / Midwives (16 concerns)

• Top 3 ‘Hotspot’ areas for the Quarter are Obstetrics & Gynaecology (14 concerns), Imaging (7 concerns) 

and Trauma & Orthopaedics (3 concerns)

• 10 cases where detriment reported as a result of raising a concern, which are being followed up 

2. Summary of Concerns Raised During the Quarter 
Types of Concerns Raised

Outcomes Ethnicity of Reporters SPC – Concerns Raised

Ongoing review process / 

investigation
21

Reporter happy  - no further 

action 
14

Anonymous report – no feedback 5

Ongoing case handled by FTSUG 9

3. Key Developments During the Quarter
National Developments Local Developments

NHSE: FTSU Reflection and Planing Tool 
Speaking Up Resources - National Guardian's Office

Transfer of FTSU Guardian portfolio from People 

Directorate to Corporate Governance

NHSE: FTSU Policy for the NHS
NHS England » The national speak up policy

New and full time FTSU Guardian commenced 

post (April 2022)

NHSE: A Guide for Leaders in the NHS
B1245_ii_NHS-freedom-to-speak-up-guide-eBook.pdf (england.nhs.uk)

Appointment of 5 Associate Freedom to Speak 

Up Guardians

NSHE: Speaking Up Support Scheme 
NHS England » Speaking Up support scheme

Digital tool for gathering Feedback on the 

Speaking up Process 

NGO: FTSU E-Learning Package – Follow Up
Freedom to Speak Up - elearning for healthcare (e-lfh.org.uk)

Utilisation of National Benchmarking to measure 

ourselves against other providers 

https://nationalguardian.org.uk/learning-resources/speaking-up-resources/
https://www.england.nhs.uk/publication/the-national-speak-up-policy/
https://www.england.nhs.uk/wp-content/uploads/2022/04/B1245_ii_NHS-freedom-to-speak-up-guide-eBook.pdf
https://www.england.nhs.uk/ourwork/freedom-to-speak-up/speaking-up-support-scheme/
https://www.e-lfh.org.uk/programmes/freedom-to-speak-up/
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NGO: FTSU Guardian Survey 2021
2021-FTSUGuardian-Survey-Report.pdf (nationalguardian.org.uk)

Promotion of our Freedom to Speak Up 

Arrangements using media / face to face

Ockenden – Final Report 
OCKENDEN REPORT - FINAL (ockendenmaternityreview.org.uk)

4. Priorities for the Next Quarter 

No. Source
Strategic 

Priorities
Action

1.
National 

Developments

Completion of FTSU Reflection and Planning Tool to determine current 

position and further developments needed.  This will be a key focus at the 

Board Development Session

2.
National 

Developments
Review of FTSU Policy against revised national FTSU Policy for the NHS 

3.
National 

Developments

Share FTSU Guide for Senior Leaders with senior leaders throughout the 

organisation and use in conjunction with review of local policy.

4.
National 

Developments

Identify appropriate individuals who may benefit from participation in the 

national Speaking Up Support Scheme 

5.
National 

Developments

Develop Training Needs Analysis for staff based upon the national training 

packages available and communicate training and monitoring requirements 

within the organisation.

6.
National 

Developments
Hold Speaking Up Session within Maternity during July and thereafter.

7.
Local 

Developments

Continue to induct new Associate FTSU Guardians and communicate their 

role throughout the organisation.

8.
Local 

Developments

Continue to develop the digital feedback system ensuring as many staff as 

possible provide feedback on their experience of the process so that any 

lessons learned are translated into improvements.

9.
Local 

Developments
Develop new FTSU Strategy for UHNM.

10.
Local 

Developments

Plan for Trust Board Development Session, focussing on:

• Self-Reflection Tool

• FTSU Strategy

• FTSU Priorities 

11.
Local 

Developments

Continue to explore options to introduce a digital system for raising 

concerns, with opportunity for anonymised messaging and feedback.

12.
National 

Developments

Completion of Gap Analysis against previous FTSU Cases and development 

of action plan.

5. Key Conclusions

Whilst the reason for the increase in Speaking Up cases during this quarter is not yet confirmed, there could be a 

number of reasons for this, which we will continue to monitor, including:

• Increased publicity of the role and a proactive approach being taken by the new FTSU Guardian

• Increase in profile of maternity services following the Ockenden Review (the increase in concerns raised by 

Maternity staff is not isolated to UHNM)

• Publication of our Culture Report and subsequent communication and actions around this

• Continued concerns regarding staff disatisfaction, staffing levels and working through the pandemic.

NHSE have produced a number of resources which align with the NHS People Plan and these will be used to 

inform our strategic development of the FTSU function as set out in the priorities above.

https://nationalguardian.org.uk/wp-content/uploads/2022/03/2021-FTSUGuardian-Survey-Report.pdf
https://www.ockendenmaternityreview.org.uk/wp-content/uploads/2022/03/FINAL_INDEPENDENT_MATERNITY_REVIEW_OF_MATERNITY_SERVICES_REPORT.pdf
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Where concerns regarding unacceptable attitudes and behaviours are identified, these will continue to be 

signposted to the appropriate HR processes and Executive support will be sought in ensuring that behaviours that 

do not align with our values are dealt with accordingly.

National benchmarking demonstrates that UHNM is just above average in terms of the number of cases reported 

to the NGO during 2021/2022 in the Annual Speak Up Data Summary.



1
Committee Chair’s Highlight Report to the Board
26th July 2022

Performance and Finance Committee Chair’s Highlight 
Report to Board
26th July 2022

1. Highlight Report 

! Matters of Concern of Key Risks to Escalate Major Actions Commissioned / Work Underway 
• The Finance report demonstrated a £0.3 m deficit in month which was £2.9 m off plan and the 

exceptional items brought into the plan were highlighted in addition to the mitigation to close 
the CIP gap.  In terms of the pay award, the whole of the award was to be funded via the 
NHS which will likely impact on national capital pots of money.  

• A three month post implementation review of the enhanced primary care business case was 
provided which demonstrated some improvements in triage times although until flow out of 
the department improved additional improvements in performance were not anticipated.  It 
was noted that between 57-58 patients were being streamed to the service on some days, but 
the main limiting factor was space.  It was recognised that it was early for benefits realisation 
to be undertaken and the Committee noted its frustration regarding impact

• In terms of urgent care performance the Committee challenged the levels of performance, 
and impact of the actions being taken which were focussing on reducing occupancy to 
between 90% to 92%, in addition to increasing discharges.  It was noted there was no easy 
solution with ongoing Covid impact and high MFFDs   

• Of the 60, 104 week wait patients outstanding at the end of June, it was confirmed that 5 of 
those were cancelled due to last minute covid related staff absence, the remainder were 
acceptable national exceptions.  It was note that zero 104 week wait breaches were 
anticipated for July although this remained a challenge due to levels of covid related absence  

• To confirm the details regarding the tender Pharmacy Wholesale Agreement 

• System financial risk register to be brought to the Committee in due course 

• To consider the minimum cash flow required on the balance sheet 

• To provide a further update on the EhPC business case as part of the business case 
review process 

• To update the BAF to reflect the discussion prior to presentation to the Board 

• To provide further assurance and information in relation to consultant to consultant 
referrals given this area was an outlier 

 Positive Assurances to Provide Decisions Made

• The updated Board Assurance Framework for quarter 1 was presented, reflecting the 
updated strategic risks for 2022/23.  The Committee challenged the scoring for BAF 9 
whereby it was agreed to request that Dr Lewis reconsider the associated consequence 
scoring, and updates on a number of actions within BAF 3, BAF 5 and BAF 6 were agreed to 
be taken to the Transformation and People Committee.  

• In terms of planned care, 104% activity had been maintained in addition to the cancer 
workload, despite the restricted bed base, and overall the position had not deteriorated.  

• The Committee approved Business Case BC-0480 Sustainability of Spinal Services 
which would be taken to the Trust Board for approval

• The Committee approved the following eREAFs Pharmacy Wholesale Agreement 
(eREAF 9582), Radiometer Blood Gas Consumables (eREAF 9278) and CRM - 
Pacemakers (Low Power) (eREAF 9629) subject to clarification of final figures 

Comments on the Effectiveness of the Meeting
• Further discussions to be held in respect of setting future agendas to ensure adequate discussion of items  
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2. Summary Agenda 

BAF Mapping BAF Mapping
No. Agenda Item

BAF No. Risk
Purpose No. Agenda Item

BAF No. Risk
Purpose

1. BC-0480 Sustainability of Spinal Services BAF 5
ID23791 
ID22531 
ID15066 

Approval 2.
Enhanced Primary Care Business Case (EhPC) 
Post Implementation Review

BAF 5
ID8442 
ID24216 
ID24215

Assurance

3. Performance Report – Month 3 2022/23 BAF 5 Assurance 4.
Authorisation of New Contract Awards, Contract 
Extensions and Non-Purchase Order (PO) 
Expenditure

- Approval

5. Finance Report – Month 3 2022/23 BAF 8 Assurance 6. Board Assurance Framework Q1 22/23 - Approval

7. Non-Elective Improvement Board Minutes BAF 5 Information

3. 2022 / 23 Attendance Matrix 

Attended Apologies & Deputy Sent Apologies 

Members: A M J J A S O N D J F M M
Dr L Griffin (Chair) Non-Executive Director

Mr P Akid Non-Executive Director Chair

Ms H Ashley Director of Strategy 

Ms T Bowen Non-Executive Director

Mrs T Bullock Chief Executive 

Mr P Bytheway Chief Operating Officer

Mr M Oldham Chief Finance Officer

Mrs S Preston Strategic Director of Finance 

Miss C Rylands
Associate Director of 
Corporate Governance

NH NH

Mr J Tringham
Director of Operational 
Finance
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Executive Summary
Meeting: Trust Board Date: 3rd August 2022

Report Title:
Integrated Performance Report, Month 3 
2022/23

Agenda 
Item:

12.

Author:

Quality & Safety: Jamie Maxwell, Head of Quality & safety; 
Operational Performance: Warren Shaw, Strategic Director of Performance & 
Information; Matt Hadfield, Associate Director of Performance & Information. 
Workforce: Claire Soper, Assistant Director of Human Resources; 
Finance: Jonathan Tringham, Director of Operational Finance

Executive Lead:

Anne-Marie Riley: Chief Nurse
Paul Bytheway: Chief Operating Officer
Ro Vaughan: Director of Workforce
Mark Oldham: Director of Finance

Purpose of Report
Is the assurance positive / negative / both?

Information Approval Assurance  Assurance Papers 
only: Positive  Negative 

Alignment with our Strategic Priorities 
High Quality  People Systems & Partners

Responsive  Improving & Innovating  Resources 

Risk Register Mapping

Executive Summary
Situation

The attached Integrated Performance Report details the performance and achievements against a set of 
key indicators developed by the Department of Health and Social Care. The framework provides an 
overview of how the Trust is performing against the following four domains and the impacts on the strategic 
objectives: 

 
1. Quality of Care - safety, caring and Effectiveness
2. Operational Performance
3. Organisational Health
4. Finance and use of resources

Assessment

Quality & Safety

Positive assurance for June 2022:

• Friend & Family feedback (Inpatients and Maternity) exceeds 95% target.

• VTE and Safety Thermometer above target 

• Zero avoidable MRSA Bacteraemia cases reported.

• Inpatients and Maternity Sepsis Screening; and IV antibiotics given within 1 hr above target rate

• Pressure Ulcers per 1000 bed days developed under UHNM care has seen a decrease during June 
2022

• Nutrition Ambition approved and will be launched imminently; Safe Mobility Ambition and Continence 
Ambition in development

• Collaborating with John Hopkins Hospital (Baltimore USA) to introduce patient mobility goals and 
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capture of this data alongside qualitative and qualitative research

Areas to note where the set standards were not met:

• Friend & Family Test for A&E 63.8% and below 85% target.

• Falls rate was 6.1 per 1000 bed days

• There were 15 Pressure ulcers including Deep Tissue Injury identified with lapses in care during June 
2022.

• 89% verbal Duty of Candour compliance recorded in Datix (32 out of 36 cases)

• 50% (18 out of 36 cases) Duty of Candour 10 working day letter performance following formal verbal 
notification.  During May and June 2022 there continued reduced capacity within the DQSM team and 
across clinical services which has impacted on the recording/uploading of letters/information to Datix 
within the 10 working day target.

• 1 Never Event reported

• C Diff YTD figures above trajectory with 14 against a target of 8.

• Emergency Portals and Children’s Sepsis Screening compliance has improved but remains below the 
90% target; Emergency Portals Sepsis IVAB in 1 hour 52% and is below the 90% target for audited 
patients

During June 2022, the following quality highlights are to be noted:

• 56 reported incidents relating to staffing shortages and lack of appropriate staff on wards/departments 
during June 2022.

• Medication related incidents rate per 1000 bed days is 4.5 and patient related 3.8 which are lower to 
previous month and mean rates. 

• 34 Definite Hospital Onset / Nosocomial COVID-19 cases reported in June 2022.

Operational Performance

Emergency Care 

• June saw a challenging month for the non-elective pathway with increasing numbers of COVID positive 
patients and COVID related staff absences. The IPC restrictions associated with this rise caused delays 
throughout the month and impacted performance and capacity to drive transformational change while 
responding to operational pressures. Following a positive improvement in performance in May from 
April, focus shifted towards the maintenance of this improved position and protecting capacity wherever 
possible for improvement work to drive long term performance.

• There were slight deteriorations in performance against most metrics in June, with notable exceptions 
been a significant worsening of the number of 60 minute ambulance handover delays and the continued 
improvement of SDEC utilisation. It is important to note that while 60 minute ambulance handover delay 
performance saw a disappointing return to the performance of previous months, ambulance arrival 
triage within 15 minutes rose to above 70%, the highest performance this year. Escalation System and 
Regional calls held throughout the month have highlighted similar delays throughout the Midlands 
consistent with rising COVID cases.

• Despite these challenges multiple key objectives have been met throughout the month in line with the 
Non-Elective Improvement Plan. This has significant progress against ED recruitment (supported by the 
Tiered Medical Rota going live), the rolling out of Phase 2 & 3 of the Discharge Step Change Project 
(including the introduction of a new TOC template), and user testing and sign off of both a ED to Ward 
dashboard and a multi-specialty electronic referral form.

• Finally, two key senior individuals were confirmed in June to be commencing in post in July that will 
provide vital support to the Non-Elective Improvement Programme; the NEL Programme PMO Lead 
and the Deputy Chief Medical Officer – Performance. Both of these will be welcome additions and will 
provide valuable input, capacity, and insight to the programme.

Cancer 

• Most recent submitted Cancer Waiting Times position is May 22. The June 22 position is a performance 
prediction which will be has been impacted by histology results confirm a cancer or non-cancer 
diagnosis for patients treated. June 62 day targets, while are estimated to be improved on May although 
not where they need to be. Additional resource within histology has supported this and this is expected 
to continue in a phased approach as additional members of staff join.

• Both Skin and Breast have a recovery plan for 2ww first appointment. The Breast plan came to fruition 
and saw significant improvement against the standard for that pathway – currently booking at day 14, 
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which will be reflected in July performance. 

• Colorectal and Skin pathways have seen a dramatic spike in referrals – both receiving nearly 250 per 
week towards the end of June. WLI’s are being secured where possible. A Colorectal plan is in place, 
overseen by the COO and Clinical Director to meet demand but is being further worked up to also 
reduce backlogs.

• The 28 Day Faster Diagnosis position is currently at 55% in June, with the majority of breaches 
currently recorded in Colorectal and Skin. This standard will be a focus of an Improving Together 
project covering all pathways. 

Planned Care 

• Theatre plan for Q1 2022/23 gives 104% of 19/20 capacity.  County theatre re-opened 11th April – all 7 
theatres now online. As reported last month County theatres have exceeded the 104% target and 
activity has continued to grow despite continued staffing challenges between both sites driven by 
trauma and Covid sickness rates. 

• The focus has moved to 78 week waiters with an Annual Plan to reduce them to below 300 patients by 
March 2023. The major change will be managing the non-admitted (Outpatient) patients to ensure they 
get a decision to treat or discharge well before March so any treatment can be carried out to meet the 
78 week standard.

RTT

• The overall Referral To Treatment (RTT) Waiting has increased again in June after May’s reduction. 
(76,920) up from 75,858 in May. This is the first decrease since summer 2020.

• The number of patients > 18 weeks has continued to decrease to 34,753 from 34,928 in April. This 
indicates the rise in total waiting list is due to increased additions to the waiting list rather than reduced 
throughput. 

• At the end of June the numbers of > 104 weeks was 60. The Trust almost achieved the national 
standard of all eliminating 104 week waits end of June, with the allowed exception of those patients who 
have chosen not to be treated in June or are too complex to have their treatment arranged during June. 
A small number of patients were cancelled in the last few days of June who could not be rebooked in 
time.

Diagnostics

• Activity across in the DM01 increased by 9% (1,771 patients), and overall DM01 performance improved 
by 3% to 70% compliance

• Within DM01, the greatest proportions of > 6 week waits are within Non-obstetric ultrasound and 
endoscopy.   Both ultrasound and endoscopies positions are related to an increase in demand 
alongside workforce shortfalls

• Non-obstetric Ultrasound performance increased by 0.9% to 51.4%. Endoscopy performance also 
increased by 1.2% to 64%. There is a clear short and long term Endoscopy expansion plan in place and 
work continues with Ultrasound to deal with staff shortages.

• If Ultrasound & Endoscopy were removed from DM01 performance, the Trust would have overall DM01 
compliance of 93%

• Plain film is an area with a high volume of waiters, predominantly due to staffing shortages; P/F walk in 
centres for all patients will start in August, and will recover the position quickly by inviting patients to 
attend a number of locations for their x-ray (RS / County / Leek / Longton / Haywood

• Histology turnaround times remain a high risk

Workforce 

Key messages

• Our two main areas of focus continue to be on addressing staff availability in relation to both increased 
covid related absence during month 3 and also increased turnover. Work on management of sickness 
absence continues along with support for staff wellbeing. 

• Recruitment activity is high as teams work to support additional recruitment requirements both as a 
result of increased staff turnover and additional recruitment linked to business cases. In addition 
planning for winter is now in place to support wards and departments with additional staffing and 
workforce resilience. 

• There has been an upturn in appraisal rate compliance which is encouraging and we continue to see a 
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stable picture in terms of core compliance with statutory and mandatory training.  

• Work on our cultural improvement programme has now commenced at pace following approval of the 
plans through our Culture Committee. Progress will be monitored by the Transformation and People 
Committee. 

Finance

Key messages

• The final plan submission is for a breakeven position with the improvement relating to income for 
additional non-pay inflationary pressures and an assumption that there will be no claw back of ERF 
funding; both of these assumptions have been required by NHSI/E. 

• For the year to date the Trust has delivered an actual deficit of £0.3m against a planned surplus of 
£2.3m; this position is after a number of one off items totalling £2.4m have been accounted for resulting 
in a normalised deficit of £2.7m.

• The Trust incurred £0.9m of costs relating to COVID-19 in month which is lower than the prior month 
figure with £0.4m being chargeable on top of this allocation for COVID-19 testing costs.

• To date the trust has validated £2.5m CIP savings in year; these schemes have a full year impact of 
£4.4m, which presents a considerable variance to the Trust’s recurrent target of £13.6m which was 
identified as a key risk in the Trust’s financial plan submission.

• Capital expenditure in Month 3 is £1.9m which is £0.1m behind the plan of £2.0m. The majority of the 
expenditure to date is the pre-committed repayment of the PFI and IFRS16 lease liabilities. 

• The cash balance at Month 3 is £83.9m, which is £6.7m higher than plan. Cash received is generally in 
line with plan with payments £5.1m behind plan. 

Key Recommendations

The Committee is requested to note the performance against previously agreed trajectories.




