
MEETING OF THE 
BOARD OF DIRECTORS 
IN PUBLIC 
 

Date: Wednesday 31st January 2024 
Time: 9:30 am 
Venue: Room 3, Education Centre/Teams 
 

AGENDA 
 

TIME ITEM STATUS PAPER 
1. 9:30 am Welcome and Chair’s Business 
2. 9:33 am Declarations of Interest 

To declare any pecuniary or non-pecuniary interests   
Check – Attendees to declare any potential conflict of items listed 
on the agenda to the Company Secretary on receipt of agenda, 
prior to the meeting 

Declaration Verbal 

3. 9:34 am Apologies for Absence 
Quoracy check: (s3.3.31 SOs: No business shall be transacted at 
a meeting unless a minimum of 4 members of the Board 
(including at least one Non-Executive and one Executive Member 
of the Board are present) 

Agree Verbal 

4. 9:35 am Minutes of the meeting held on 29 November 
2023 
To be agreed as an accurate record 

Agree Enclosure 4 

5. 9:40 am Matters Arising / Action Log Update Enclosure 5 

6. 9:45 am Patient & Staff Story Assurance Presentation 

ITEMS FOR DECISION 
7. 10:00 am Standing Financial Instructions and 

Delegation of Powers Annual Review 
To approve the reports presented by  
the Group Director of Finance and Digital 

Approval Withdrawn 

8. 10:15 am EPRR Core Standards Self-Assessment 
Report  
To receive the report presented by the Group Chief 
Operating Officer   

Approval Enclosure 8 

9. 10:25 am Board Committee Terms of Reference 
To approve the amended terms of reference 
presented by the Company Secretary   

Approval Enclosure 9 

ITEMS FOR ASSURANCE 
10. 10:35 am Chief Executive’s Update Report 

To receive a briefing report from 
the Chief Executive 

Assurance Enclosure 10 

11. 10:50 am Governance Reports 
i. Organisational Risk Register

To receive the report presented by the 
Chief Nurse/Deputy Chief Executive    

Assurance Enclosure 11 

12. 11:00 am Assurance from Board Committees 
i. Finance and Performance Committee – December

2023 and January 2024
ii. Quality Governance Committee – December 2023
iii. Digital Committee – January 2024
iv. POD Committee – January 2024
v. Audit Committee – December 2023

Assurance Enclosure 12 
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vi. Group Remuneration Committee – November 2023 and
January 2024

vii. QE Facilities Board – January 2024
13. 11:30 am Finance Report 

To receive the report, presented by the 
Group Director of Finance and Digital 

Assurance Enclosure 13 

14. 11:40 am Leading Indicators 
To receive the report, presented by the 
Group Director of Finance & Digital  

Assurance Enclosure 14 

15. 11:55 pm Maternity Update 
i. Maternity Integrated Oversight Report
ii. Maternity Incentive Scheme Assurance

Framework Compliance Report
To receive the report, presented by the Head of Midwifery 

Assurance Enclosure 15 

ITEMS FOR INFORMATION 
16. 12:10 pm Nurse Staffing Update: 

i. Monthly Exception Report
To receive the reports, presented by 
the Chief Nurse 

Assurance Enclosure 16 

17. 12:15 pm Cycle of Business 
To receive the cycle of business outlining forthcoming 
items for consideration by the Board, presented by the 
Company Secretary  

Information Enclosure 17 

18. 12:20 pm Questions from Governors in Attendance 
To receive any questions from governors in attendance 

Verbal 

19. 12:30 pm Date and Time of the next Meeting 
The next scheduled meeting of the Board of Directors to be 
held in public will be Wednesday 27th March 2024   

Verbal 

20. 12:30 pm Chair Declares the Meeting Closed Verbal 

21. 12:30 pm Exclusion of the Press and Public 
To resolve to exclude the press and public from the 
remainder of the meeting, due to the confidential nature of 
the business to be discussed 

Verbal 
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Trust Board 
Minutes of a meeting of the Board of Directors  
held at 9.30 am on Wednesday 29th November 2023, in 
Room 3, Education Centre, Queen Elizabeth Hospital and via MS Teams 

Present: 
Mrs A Marshall Chair 
Mr A Crampsie Non-Executive Director 
Mrs T Davies Chief Executive 
Dr G Findley Chief Nurse and Deputy Chief Executive 
Mr N Halford Medical Director of Operations 
Mrs J Halliwell Group Chief Operating Officer 
Mr S Harrison Interim Managing Director for QE Facilities 
Mrs K Mackenzie Group Director of Finance and Digital 
Mr A Moffat Non-Executive Director 
Mrs H Parker Non-Executive Director 
Mrs M Pavlou Non-Executive Director 
Mr M Robson Vice Chair / Non-Executive Director 
Mrs A Stabler Non-Executive Director 
Mrs A Venner Group Director of People & Organisational Development 
In Attendance: 
Mrs J Boyle Company Secretary  
Ms N Bruce Director of Strategy, Planning and Partnerships (23/244) 
Mrs J Conroy Head of Midwifery (23/249) 
Mr M Graham Operations Director for Clinical Support and Screening (23/241) 
Ms D Heslop Senior Ward Manager (23/241) 
Ms D Waites Corporate Services Assistant 
Governors and Observers: 
Mrs H Adams Staff Governor 
Mr R Dennis Public Governor – Western 
Ms L Hall Care Quality Commission Engagement Officer 
Mr M Learmouth Public Governor – Central 
Ms M Ndam Staff Governor 
Ms S Neilson Head of Education, Learning and Development 
Apologies: 
Mr A Beeby Medical Director 
Mr M Hedley Non-Executive Director 

Agenda 
Item 

Discussion and Action Points Action 
By 

23/236 CHAIR’S BUSINESS: 
The meeting being quorate, Mrs A Marshall, Chair, declared the meeting 
open at 9.30 am and confirmed that the meeting had been convened in 
accordance with the Trust’s Constitution and Standing Orders. She 
welcomed those present including the Trust’s Governors and Ms L Hall, 
CQC Engagement Officer who was observing the meeting.  

23/237 DECLARATIONS OF INTEREST: 
Mrs Marshall requested that Board members present report any 
revisions to their declared interests or any additional declaration of 
interest in any of the items on the agenda. 
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Agenda 
Item 

Discussion and Action Points Action 
By 

   
23/238 APOLOGIES FOR ABSENCE: 

 
Apologies for absence were received from Mr A Beeby and Mr M 
Hedley.    
 

 

   
23/239 MINUTES OF THE PREVIOUS MEETING: 

 
The minutes of the meeting of the Board of Directors held on 
Wednesday 27th September 2023 were approved as a correct record.  
 

 

   
23/240  MATTERS ARISING FROM THE MINUTES: 

 
The Board reviewed the action tracker as below: 
 

• Action 23/64 re. rescheduling of committee meetings. Mrs J 
Boyle, Company Secretary, explained that this related to 
discussions around whether committee meetings should be held 
on the same day. Mrs A Stabler, Chair of the Quality Governance 
Committee explained that the Quality Governance Committee 
dates have now been agreed however the People and 
Organisational Development Committee dates are yet to be 
approved.  It was therefore agreed that this action will remain 
open until all Committee dates have been approved.   

• Action 23/120 re. suggestion to include links to litigations and 
Getting It Right First Time in next iteration of mortality report. This 
is included in the report being presented at the meeting today 
(Agenda item 15) therefore it was agreed that this action will be 
closed.  

• Action 23/157 re. next steps for the Electronic Patient Record 
(EPR) development.  It was noted that a wider strategic 
discussion has been held and EPR engagement day scheduled 
for 13 December 2023 therefore it was agreed that this action will 
be closed.  

• Action 23/158 re. contractual obligations for Mental Health 
Services.  Dr G Findley, Chief Nurse and Deputy Chief Executive, 
reported that a review of the service line agreement is taking 
place with the Chief Nurse at Cumbria, Northumberland, Tyne 
and Wear (CNTW) therefore this will be picked up as these 
discussions. It was therefore agreed that this action will be 
closed.  

• Action 23/204 re. summary of perinatal mortality review tool 
reports to be included in next report.  Dr Findley reported that this 
is now being included in reports going forward therefore it was 
agreed that this action will be closed.  

• Action 23/206 re. providing details of Freedom To Speak Up 
training to Board members. Mrs A Venner, Group Director for 
People and Organisational Development, reported that this had 
been shared with the People and Organisational Development 
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Agenda 
Item 

Discussion and Action Points Action 
By 

Committee however a reminder will be sent to Board members. 
The action will remain open until complete.  

• Action 23/207 re. options around sharing information with the 
violence and aggression group in relation to bullying and 
harassment. Dr Findley reported that a toolkit has been 
developed for staff and this will be monitored via the People and 
Organisational Development Committee and Quality 
Governance Committee therefore it was agreed that this action 
will be closed.   

 
Mrs Venner provided an update on the updated national profiles for 
Healthcare Support workers from their current Band 2 to Band 3, based 
on their current role and responsibilities in relation to Action 23/199.   
 
She reported that following the submission of a collective grievance, an 
agreement was made with Unison that work was to continue as planned 
as responding to the grievance would delay this work. The Health Care 
Assistant job description was evaluated via an Agenda for Change 
panel on 10th November 2023 and the regional Unison and staff side 
have been updated with the outcome. She highlighted that regional 
meetings continue with People and Organisational Development 
Directors, Directors of Finance, as well as Directors and Deputy 
Directors of Nursing. The Trust is keen to continue to work 
collaboratively with regional partner trusts on this complex workforce 
agenda and a full project initiation document (PID), is being developed 
with the Deputy Director of Corporate Services and Transformation. A 
working group has also been established and a progress report is 
expected at the January People and Organisational Development 
Committee.   
 
Mrs Venner reiterated the challenges around this and a communications 
plan is also being developed. Mrs T Davies, Chief Executive, felt that 
further clarity was required around the principles which have been 
agreed around fair pay and the commitment to ensure that staff are 
placed on the correct pay grade. She felt that an updated position 
should be provided following further discussions with the People and 
Organisational Development Directors including timelines.  
 
Following a query from Mr A Moffat, Non-Executive Director, in relation 
to pay rates, Mrs Venner explained that details around base rates and 
enhancements have been presented to the People and Organisational 
Development Committee however an evaluation of all roles is required 
to fully understand the financial implications. Mr Moffat raised a further 
query in relation to resourcing the review and Mrs Venner explained that 
a working group has been set up and will be monitored via the People 
and Organisational Development Committee.   
 
The Board reviewed the actions closed at the last meeting which 
ensures actions have been closed in line with expectations and the 
agreements made at the previous Board meeting. No further 
requirements were highlighted.        

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AV 
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Agenda 
Item 

Discussion and Action Points Action 
By 

23/241 PATIENT STORY – ENDOSCOPY JAG ACCREDITATION: 
 
The Board welcomed Mr M Graham, Operations Director for Clinical 
Support and Screening, and Ms D Heslop, Matron, who provided a 
presentation on the Endoscopy Joint Advisory Group (JAG) 
accreditation process.   
 
They explained that the JAG accreditation programme works with 
endoscopy services across the UK to improve the quality of patient care. 
Accreditation is awarded to services which have demonstrated they 
meet best practice quality standards covering all aspects of an 
endoscopy service including quality and safety, patient experience and 
the workforce. A multidisciplinary approach is undertaken across the 
unit to prepare for the assessment to provide evidence against the 
defined standards.  This is clinically led and management-supported 
with the matrons aligned across business units.   
 
The assessment took place in March 2023 however the unit did not 
meet all of the standards and therefore accreditation was deferred for 
six months to allow time to provide further evidence. Ms Heslop 
highlighted that the unit was congratulated on a number of areas 
however an action plan was developed to meet the outstanding 
standards and as a result of the hard work of the team, the unit was 
awarded the accreditation in October 2023.   
 
The Board thanked the team for their hard work and motivation in 
achieving the accreditation following the earlier disappointment and 
acknowledged the impact this had had on the team. Ms Heslop 
highlighted that the team celebrated the good feedback and built on this 
to achieve the final outcome. Mrs A Venner, Group Director of People 
and Organisational Development, felt that this provided a good example 
of organisational learning and would be beneficial to link with the 
compliance team in advance of future inspections.   
 
Following a query from Mr A Crampsie, Non-Executive Director, in 
relation to maintaining the waiting time standards, Mr Graham reported 
that the team now had full establishment of nurse endoscopists and 
weekly manager meetings take place to review current standards.    
 
Mrs Marshall thanked Mr Graham and Ms Heslop and congratulated the 
team on their achievements.  
 
Mr Graham and Ms Heslop left the meeting.  
   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
23/242 CALENDAR OF BOARD MEETINGS 2024/25: 

 
Mrs J Boyle, Company Secretary, informed the Board of the planned 
Board meeting dates for 2024/25. 
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Agenda 
Item 

Discussion and Action Points Action 
By 

She highlighted that 9 public meetings including the Annual General 
Meeting will take place during 2024/25 and Board Development 
Sessions will also be arranged during the period.   
 
After consideration, it was: 
 
RESOLVED: to approve and receive the dates of the Board of 

Directors’ meetings to be held in 2024/25. 
 

   
23/243 CHIEF EXECUTIVE’S UPDATE REPORT 

 
Mrs T Davies, Chief Executive, gave an update to the Board on current 
issues which have aligned to the Trust’s Strategic Aims.  
 
She drew attention to the following updates in relation to Strategic Aim 
1: we will continuously improve the quality and safety of our services for 
our patients – which highlights the achievement of the Endoscopy unit 
being JAG-accredited for the next 5 years.  
 
In relation to Strategic Aim 5: we will develop and expand our services 
within and beyond Gateshead – Mrs Davies highlighted that the bid 
which was submitted to the Integrated Care Board (ICB) to support a 
Women’s Health Hub has been successful and thanked Ms N Bruce, 
Interim Director of Strategy, Planning and Partnerships and clinical 
teams for their hard work around this. She reported that this is a 
collective ambition across Gateshead and is an important step in 
becoming the Northern Centre of Excellence for Women’s Health.   
 
Thematic Review update: 
Mrs Davies provided an update on the work that has been taking place 
following the review and reported that further updates have been 
proposed in advance of the Executive Management Team meeting. 
Currently 52.5% of actions are confirmed as being completed, which 
would rise to 80%, should the actions recommended for closure be 
approved at the Executive Management Team meeting.  
 
She drew attention to the key risk areas which includes those actions 
which have exceeded their target dates and are therefore marked as off 
track.  This includes Action 4 which relates to addressing the backlog of 
complaints and Dr G Findley, Chief Nurse and Deputy Chief Executive, 
reported that a new process has been implemented to escalate any 
overdue complaints and this is being monitored via the Quality 
Governance Committee. All outstanding complaints are being 
addressed and plans are in place however Dr Findley highlighted that 
these are now back within normal targets.   
 
In relation to Action 13 around the development of digital displays to 
support key communication and promotion of Board visibility, Mrs 
Davies reported that this is being taken forward via the communications 
review and alternatives are being considered, given that digital solutions 
were not feasible due to cost.  Action 31 relates to the promotion of a 
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Agenda 
Item 

Discussion and Action Points Action 
By 

zero-tolerance approach to bullying and harassment and it was noted 
that this is a priority area and there has been a significant focus on this 
over the last couple of months and progress is being made.   
 
Mrs Davies explained that the Executive Team will continue to routinely 
monitor progress against the plan and escalate areas of concern to the 
Board via the Board committees. The Board acknowledged the work 
being undertaken by the Executive Team in relation to the review and 
the progress being made.   
 
North East and North Cumbria Collaborative Governance update: 
Mrs Davies highlighted that the paper has been prepared directly by the 
Provider Collaborative Managing Director to provide an update to all 
NHS Foundation Trust Boards in the Integrated Care System around 
the Responsibility Agreement and the strategic partnership between the 
Collaborative and NECS (North of England Care System) and is 
received for information. 
 
Following discussion, it was: 
 
RESOLVED: to receive the report for assurance.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

   
23/244 GOVERNANCE REPORTS 

 
Board Assurance Framework (BAF) quarterly update: 
Mrs J Boyle, Company Secretary, provided the Board with the current 
Board Assurance Framework 2023/24 for review and assurance, 
following scrutiny by each of the mapped Board committees.  
 
She explained that the report demonstrates that 3 risks have been 
managed effectively to achieve the target risk score and that active 
updates are being made to the BAF at each committee to reflect to 
identification of new controls or assurances and any gaps. Areas with 
the highest current scores relate to performance, finance and our people 
(culture and health and wellbeing). This triangulates with the information 
reported to Board as part of other formal reports on the agenda. 
Updates have also been provided in relation to financial sustainability 
via the Finance and Performance Committee which has resulted in the 
reduction of the risk score.   
 
Mrs A Stabler, Non-Executive Director, and Mr A Crampsie, Non-
Executive Director, recently attended the NHS England training for the 
Patient Safety Incident Response Framework and Mrs Stabler 
highlighted that this would impact upon the BAF and risk scoring more 
broadly once all Board Members had received their training.  
 
Following discussion, it was: 
 
RESOLVED: to receive the report for assurance. 
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Agenda 
Item 

Discussion and Action Points Action 
By 

Trust Strategic Objectives quarterly update: 
Ms N Bruce, Interim Director of Strategy, Planning and Partnerships, 
presented a Quarter 2 update on the delivery of the strategic objectives 
for 2023/24 and highlighted that strategic objective delivery plans have 
been developed by the Executive Director owners of each of the 
objectives and are reviewed at the relevant Board committee meetings. 
 
She reported that there are 34 objectives in total and as reported in 
Quarter 1, 2 are complete (one in SA1.1 around configuration of the 
maternity team and one in SA3.2 around the finance team). 12 
objectives have some risk to delivery identified which is an increase of 
2 since the last Quarter however all objectives are now underway and 
good progress is being made. Following discussion at the Finance and 
Performance Committee, it was felt that further work is required around 
correlation against the leading indicators and overall Trust performance 
and this will be considered when setting next year’s objectives.    
 
Ms Bruce highlighted that there has been a request to amend the 
delivery date on three of the actions associated with objective SA1.3 
that is aligned to the Digital Committee. This is in relation to the digital 
maturity assessment, delays with supplier engagement and stakeholder 
feedback and development of the EPR outline business case. She 
reported that there is also a request to split actions associated with the 
digital skills and inclusion plan for staff and patients which will be tracked 
via two workstreams to better reflect the work that is underway.  
 
After consideration, it was: 
 
RESOLVED: to approve the request to amend the delivery dates for 

SA1.3 and split the actions associated with delivery and 
note progress towards delivery of the strategic 
objectives in 2023/24. 

 
Organisational Risk Register (ORR): 
Dr G Findley, Chief Nurse and Deputy Chief Executive, presented the 
updated ORR to the Board which shows the risk profile of the ORR, 
including a full register, and provides details of reviewed compliance 
and risk movements. This report covers the period 16th September to  
16th November 2023. 
 
Dr Findley reported that there are currently 19 risks on the ORR, one 
with a high score of 20 relating to the risk of MRI service interruption, 
and 7 with a score of 16. There have been 3 additions to the ORR 
following the Executive Risk Management Group meetings in October 
and November, and 3 reductions and one risk has been removed. 
Compliance with actions reviews is currently at 94% and demonstrates 
the work being undertaken to review risks.   
 
Dr Findley highlighted that the new incident management module of 
InPhase is now live, however the Enterprise Risk Management module 
for InPhase, has not yet been able to go live as the training requirements 
have not yet been met. Current performance is 60% compliance and go 
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Agenda 
Item 

Discussion and Action Points Action 
By 

live cannot take place until a minimum of 80% is reached, therefore work 
is ongoing to ensure the training is completed.    
 
The Board noted the Top 3 organisational risks identified by the 
Executive Risk Management Gorup relating to finance, performance, 
and maintaining trust and confidence in services.   
 
Mrs Marshall highlighted that discussions took place in relation to the 
risk of MRI service disruption at the Finance and Performance 
Committee and Mrs J Halliwell, Group Chief Operating Officer, reported 
that this has been discussed with the Operations Director and risk 
mitigations will be included to address the high risk score.   
 
Mr A Crampsie, Non-Executive Director, queried whether the issue 
relating to Health Care Assistant banding was reflected on the ORR 
however Dr Findley reported that this is currently being locally managed 
due to plans being in place to address this.   
 
After consideration, it was: 
 
RESOLVED: to receive the report for assurance. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
23/245 ASSURANCE FROM BOARD COMMITTEES 

 
Finance and Performance Committee (F&P): 
Mr M Robson, Chair of the F&P Committee, provided a brief verbal 
overview to accompany the narrative report following the October 2023 
meeting and provided a verbal update of the meeting held yesterday (28 
November 2023).   
 
There were no items for escalation however key areas of discussion 
during the November meeting included: 
 

• The leading indicators continue to develop however further 
improvements were highlighted in relation to the executive 
summary and areas of risk therefore this will be focussed on at 
the next meeting.   

• Forecast outturn – NHS England have identified a set of 
assumptions and mitigations to address the impact of industrial 
action.  

• Greater detail around the cash balance will be included in future 
plans.   

• Overspend against the Medical Business Unit financial 
performance was identified therefore this will be looked at in 
more detail at the next meeting.   

• The Committee noted that the NHS England agreement around 
the Community Diagnostic Centre capital is still outstanding. 

• The Committee received a report on the elective recovery 
programme highlighting progress and risks.   
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Discussion and Action Points Action 
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• Referral to treatment time (RTT) improvements were noted 
however there is a deterioration against the 18 weeks target and 
audiology continues to be the biggest long-term risk in relation to 
diagnostics performance.   

• Planned care information including new appointments and 
follow-ups will be aligned with the leading indicator reports.  

• The Committee received an update from QE Facilities which 
demonstrates strong performance including plans of over-
achievement of efficiency plans and Mr Robson congratulated 
the team for their efforts.    

• Discussions took place in relation to the NHS England monthly 
meetings in relation to the System Oversight Framework (SOF) 
segment 3 rating.   

 
Mrs A Stabler, Non-Executive Director, noted that the audiology team 
took part in a quality improvement week and queried the confidence 
levels for the target being reached by March 2024.  Mrs J Halliwell, 
Group Chief Operating Officer, responded that further work was 
required to link the outputs of the quality improvement exercise to the 
potential impact on wait times. Until this work is complete the confidence 
level in achieving the target could not be ascertained.   
 
Mr A Moffat, Non-Executive Director, queried the progress in relation to 
the Community Diagnostic Centre (CDC) and the outstanding decision 
from NHS England regarding additional capital allocation.  Mrs K 
Mackenzie, Group Director of Finance and Digital, confirmed that the 
risk in relation to the capital departmental expenditure limit (CDEL) 
cover remains however discussions with Newcastle-upon-Tyne 
Hospitals NHS Foundation Trust is taking place to develop a 
memorandum of understanding around shared risks and rewards.  Mrs 
M Pavlou, Non-Executive Director, raised some concerns around the 
outstanding decision on capital and the impact of this on the CDC, 
however Mrs T Davies, Chief Executive, reminded the Board of previous 
discussions and the agreement that progressing with the CDC in the 
meantime was in the best interests of the Gateshead population.  Mr S 
Harrison, Interim QE Facilities Managing Director, highlighted that 
significant discussions have taken place in relation to the cost of the 
project and assurances can be provided that this continues to develop.   
 
Quality Governance Committee (QGC): 
Mrs A Stabler, Chair of QGC, provided a brief verbal overview to 
accompany the narrative report following the October 2023 meeting and 
highlighted that a representative from the Integrated Care Board (ICB) 
was in attendance. Good feedback was provided and the Terms of 
Reference will be updated to include an ICB representative going 
forward, noting that this will reduce duplication with the Quality Review 
Group.     
 
She drew attention to the matters for escalation which included the  
increase in the number of children in care and subsequent report to the 
ICB in relation to additional funding. The Committee noted that some of 
the key performance indicators are now behind target and the ICB Chief 
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Nurse has agreed to look into this. Following a query from Mr Robson 
in relation to whether increased numbers of looked after children was a 
local trend, Mrs Stabler reported that this was a national issue.   
 
People and Organisational Development (POD) Committee 
Mrs M Pavlou, Chair of POD Committee, provided a brief verbal 
overview to accompany the narrative report following the November 
2023 meeting. She drew attention to the items for escalation which 
included some historic bullying issues highlighted in the General 
Medical Committee survey however this is being managed locally via 
the Director of Medical Education and local teams. The other item for 
escalation related to the low levels of vaccination uptake however Mrs 
A Venner, Group Director of People and Organisation Development, 
reported that the Trust is currently within the top ten Trusts within the 
sample area.  Following a query from Mr A Moffat, Non-Executive 
Director, relating to whether this correlated to sickness levels, Mrs 
Venner reported that 7% of current absences relate to infectious 
diseases.   
 
Mrs Pavlou reported that the Committee received an Executive Director 
summary report for the first time which provides a triangulated summary 
of the People and OD issues articulated within the reports presented to 
the summary. She felt that this may be beneficial for other Board 
Committees going forward and this will be considered by the Committee 
Chairs.   
 
Mrs Marshall thanked the Committee Chairs for their reports and after 
consideration, it was: 
 
RESOLVED: to receive the reports for assurance  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
23/246 FINANCE REPORT: 

 
Mrs K Mackenzie, Group Director of Finance and Digital, provided the 
Board with a summary of financial performance as of 31st October 2023 
(Month 7) for the Group (inclusive of the Trust and QE Facilities, 
excluding Charitable Funds). 
 
Mrs Mackenzie highlighted some of the key points around revenue and 
noted that the Trust is reporting an actual deficit of £10.248m which is 
an adverse variance of £1.943m from its year-to-date target. The Trust 
is forecasting achievement of its planned deficit totalling £12.588m. 
Discussions around this took place at the Finance and Performance 
Committee and it was highlighted that the main reason around this is 
due to being unable to access the expected income. She reported that 
teams are working hard to increase activity and this is beginning to 
increase as highlighted within the Integrated Oversight Report and there 
is confidence that the financial plan will be met.   
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The Trust has a fully costed cost reduction plan and changes to 
spending are being embedded however teams are working closely with 
the senior team to ensure there is no detrimental impact on patient care.  
 
Mrs Mackenzie drew attention to the letter attached the report which 
highlights the response from NHS England addressing the significant 
financial challenges created by industrial action in 2023/24. It states that 
extra funding has been released to support the achievement of 
spending plans in key priority areas. It is expected that the Trust will 
receive an additional £2.5m which will support the delivery of the 
financial plan and Mr M Robson, Chair of the Finance and Performance 
Committee confirmed that the Committee will continue to review details 
around the forecast outturn.    
 
Following a query from Mr A Moffat, Non-Executive Director, in relation 
to cost reduction plans, Mrs Mackenzie reported that there were 
approximately £2m recurrent plans in place however further work is 
taking place to try to reduce further costs on a recurrent basis and 
gaining more access to income.  She explained that this is being driven 
via the Delivery Oversight Group and relevant workstreams.   
 
Following consideration, it was: 
 
RESOLVED: to receive Month 7 financial position and note partial 

assurance for the achievement of the forecast 2023/24 
planned deficit as a direct consequence of the reported 
year to date position and financial risks. 

 
   
23/247 INTEGRATED OVERSIGHT REPORT AND LEADING INDICATORS: 

 
Mrs K Mackenzie, Group Director of Finance and Digital, introduced the 
Integrated Oversight Report (IOR) for September and October 2023.  
 
Mrs Mackenzie provided the following key messages by exception from 
the Integrated Oversight Report: 
 
Caring Domain: 

• The number of overdue complaints at the end of October fell to 
the lowest level since May 2022 with 4 overdue complaints at the 
end of October 

 
Safe Domain: 

• There were no Serious Incidents (SIs) reported to in October and 
the number of patient safety incidents also continues to fall.  

• The Healthcare Associated Infections (HCAI) 2023/24 national 
objective for Clostridium difficile infection (C.Diff) remains a 
challenge and the Trust is now above the trajectory for this point 
in the year. 
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Effective Domain: 
• The number of General and Acute beds open in October has 

increased which is associated with the move towards the opening 
of additional winter beds 

• There has also been an increase in the lengths of stay which has 
been driven by an increase in length of stay for non-elective 
patients in the month. 

 
Responsive Domain: 

• There has been an increase in emergency department 
attendances as well as ambulance handover times  

• 12 hour delays have decreased  
 
Well Led Domain: 

• The number of staff in contracted posts increased again in 
October, and there has been a decrease in both bank and 
agency requests.  

• Sickness absence levels have increased this month however 
rolling rates have remained stable.  

 
Dr G Findley, Chief Nurse and Deputy Chief Executive, highlighted that 
the decrease in serious incidents was likely to be due to the introduction 
of the patient safety incident response framework (PSIRF) therefore 
consideration was required around how future levels should be reported 
and this will be discussed with the performance and planning team.  Mrs 
A Stabler, Non-Executive Director, and Mr A Crampsie, Non-Executive 
Director, have recently attended the NHS England training and 
acknowledged that further training around the changes was required 
across the organisation.      
 
Mrs M Pavlou, Non-Executive Director and Chair of the People and 
Organisational Development Committee, highlighted that the improved 
position around recruitment was discussed at the last meeting however 
there is further work to do around sickness absence rates. Mrs T Davies, 
Chief Executive, explained that this was the national picture across the 
health service due to increased activity and demands on teams however 
improved messaging would be beneficial to highlight positive 
productivity. Mrs A Venner, Group Director of People and 
Organisational Development, reported that the Managing Well and 
Leading Well programmes were being well attended to support 
managers and staffing reports were being monitored via the People and 
Organisational Development Committee to understand drivers however 
there were opportunities to improve rates further.   
 
Following a query from Mrs Stabler in relation to the winter bed base, 
Mrs J Halliwell, Group Chief Operating Officer, explained that escalation 
beds have been included within ward areas and following completion of 
the new operating model estates work, all wards are now situated within 
their permanent areas therefore this will provide a clearer organisational 
position on bed base and will be reviewed in relation to staffing. It was 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GF 
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agreed that this would be reviewed via the Quality Governance 
Committee.   
 
Mrs H Parker, Non-Executive Director, commented that length of stay 
and discharge rates have improved however felt that further work could 
be undertaken to improve these further.  Mrs J Halliwell, Group Chief 
Operating Officer, reported that work is in progress and the Trust is 
working closing with the Local Authority.  An increase in domiciliary care 
and reablement provision within the community is supporting this 
however Mr N Halford, Medical Director of Operations, explained that 
the Clinical Strategy Group have been reviewing complex clinical 
pathways and further work is required.    
   
Following a query from Mr Crampsie, in relation to Duty of Candour 
compliance levels, Dr Findley explained that this was due to the 
introduction of In-Phase, the new incident reporting system, however is 
being reviewed within the cycle of business for the Quality Governance 
Committee.   
 
After consideration, it was: 
 
RESOLVED: to receive the report for assurance, noting the 

improvements and ongoing challenges in key areas. 
 

GF/ JH 
 
 
 
 
 
 
 
 
 
 

   
23/248 NURSE STAFFING UPDATE: 

 
Monthly Nurse Staffing Exception Report: 
Dr G Findley, Chief Nurse and Deputy Chief Executive, presented the 
report for October 2023 which provides information relating to ward 
staffing levels (funded against actual) and details of the actions taken to 
address any shortfalls.  
 
She reported that ward staffing levels are now fully recruited to on all 
acute wards however exceptions have been noted in relation to Ward 
23 and Ward 25 due to elevated levels of sickness absence throughout 
October. There is continued focused work around the recruitment and 
retention of staff and managing staff attendance.  
 
Following discussion, it was: 
 
RESOLVED:  to receive the report for assurance.   
 
Bi-annual Inpatient Safer Nursing Care Staffing Report: 
Dr Findley presented the report which provides the Board with continual 
assurance that the nursing workforce is safe, competent, and compliant 
with National Institute for Clinical Excellence (NICE), National Quality 
Board (NQB) and NHS England’s Safer Staffing guidelines and 
standards. 
 
Dr Findley reported that individual ward areas have been reviewed and 
some small adjustments are required that can be completed within 
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budget. Headroom calculations remain at 21% and work to address 
sickness absence will assist this. She highlighted that some adjustment 
to the rosters are required to increase night shift cover and the staff 
nursing care calculations for the Emergency Department and 
Emergency Admissions Unit requires further detailed work due to the 
acuity of the patients and the way in which the units are currently 
running.  
 
Dr Findley highlighted to the Board that a business case may need to 
be developed for consideration by the Senior Management Team to 
address any remaining gaps once the detailed work has been 
completed. 
 
Following discussion, it was: 
 
RESOLVED:  to receive the report for assurance and note the work 

being completed to address the remaining gaps.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 

   
23/249 MATERNITY UPDATE: 

 
Maternity Integrated Oversight Report: 
Mrs J Conroy, Head of Midwifery, presented a summary of the maternity 
indicators for the Trust for September 2023.   
 
She drew attention to the key performance indicators within the 
Maternity Dashboard and highlighted that there has been an increase 
in the number of births and an increase in post-partum haemorrhages 
(PPH) however this is an ongoing trend across the region and significant 
focussed work is being undertaken to provide a clearer understanding 
of the reason. There is some focussed work being undertaken in relation 
to compliance with the essential maternity safety training and 
discussions are taking place with staff members to ensure this is 
completed.   
 
An Ockenden Assurance Visit took place on 13th September 2023 and 
positive feedback was received by the review team with support from 
North Tees Peer Review team. Mrs Conroy highlighted that it was 
shared that staff demonstrated commitment and were clearly 
passionate about their roles and the service. There was also multiple 
areas of good practice which will be shared to benefit other maternity 
units in the region. The Board congratulated the team and 
acknowledged the support provided by Mrs A Stabler, Non-Executive 
Director.  
 
Discussion took place around the increase in PPH rates and it was 
noted that it would be beneficial to show PPH as a proportion of volume 
in future reports. Following a query from Mrs T Davies, Chief Executive, 
in relation to system learning and practice, Mrs Conroy reported that the 
Trust is not being highlighted as an outlier however deep dive work is 
being undertaken and focus groups are reviewing cases to understand 
techniques and support learning. Mrs Stabler highlighted that Newcastle 
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have undertaken some learning exercises and felt that it would be 
beneficial to review this.   
 
Following a query from Mr A Crampsie, Non-Executive Director, in 
relation to training compliance rates, Mrs Conroy confirmed that national 
targets have been updated therefore a local agreement is in place to 
ensure 80% compliance by the end of December 2023 with 90% 
compliance being achieved by February 2024. It was noted that further 
work was required in some of the staff groups and this is being reviewed 
to ensure compliance levels are reached.   
 
It was agreed that future reports would include an assessment of PPH 
as a proportion of volume, as well as a trajectory to demonstrate training 
compliance. 
 
After consideration, it was: 
 
RESOLVED: to receive the report for assurance.  
 
Mrs Conroy left the meeting.  
 

 
 
 
 
 
 
 
 
 
 
 
 
GF / JC 

   
23/250 LEARNING FROM DEATHS SIX MONTHLY REPORT: 

 
Mr N Halford, Medical Director of Operations, presented the report 
which provides an update on mortality and learning from deaths over 
the last six months. 
 
He reported that the latest Summary Hospital-level Mortality Indicator 
(SHMI) was published on 12th October 2023 covering the period from 
June 2022 to May 2024 and showed that the Trust has a SHMI banding 
of ‘Lower Deaths than Expected’. The Hospital Standardised Mortality 
Ration (HSMR) for the period August 2022 to July 2023 is 103.7 and 
shows 'Deaths as Expected’. All deaths continue to be initially 
scrutinised by the Trust’s Medical Examiner office and are scored or 
referred for further review where appropriate. 
 
Mr Halford highlighted that there has been a change in how data is being 
reported therefore there may be some changes to the scores however 
this will be monitored and teams are proactively working with the 
national data teams to manage this.  
 
Mrs A Stabler, Non-Executive Director, highlighted that discussions took 
place in relation to learning from deaths with learning disabilities at the 
Quality Governance Committee and this is being reviewed due to the 
national standard not being met however it was noted that the Trust 
currently has only one specialist Learning Disability nurse within the 
service.       
 
Following discussion, it was: 
 
RESOLVED: to receive the report for assurance and information. 
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23/251 QE FACILITIES SIX MONTHLY REPORT: 

 
Mr S Harrison, Interim QE Facilities Managing Director, presented the 
report which provides an update on work over the last six months.  
 
He drew attention to some of the key highlights including the work 
undertaken to improve governance and controls which has resulted in 
stronger relationships and improved colleague engagement. He also 
drew attention to some of the achievements within QE Facilities’ 
services including estates and facilities; transport, portering and 
security; and pharmacy and concluded by highlighting some of future 
opportunities including national and regional partnership working.   
 
The Board thanked Mr Harrison for his work and support.    
 
After consideration, it was: 
 
RESOLVED: to receive the report for assurance and information.  
 

 

   
23/252 CYCLE OF BUSINESS: 

 
Mrs J Boyle presented the cycle of business which outlines forthcoming 
items for consideration by the Board. This provides advanced notice and 
greater visibility in relation to forward planning.   
 
The Board are therefore encouraged to review the cycle of business 
ahead of the next meeting in January 2024 and it was:  
 
RESOLVED: to receive the cycle of business for 2023/24.  
 

 

   
23/253 QUESTIONS FROM GOVERNORS IN ATTENDANCE: 

 
There were no questions received from Governors present however a 
question was received in advance of the meeting from Mr J Bedlington, 
Public Governor for Central Gateshead, in relation to cyber security 
risks and Mrs K Mackenzie, Group Director of Finance and Digital, 
reported that the Trust has an annual certification in place and 
undertakes an active test of security systems in line with NHS England 
requirements. The Trust has leads present on the Cyber Associates 
Network and continues to expand on processes and software.  Mr A 
Moffat, Non-Executive Director and Chair of the Digital Committee, also 
highlighted that cyber security metrics are being developed within the 
development of the key performance indicators.   
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23/254 DATE AND TIME OF THE NEXT MEETING: 
 
The next meeting of the Board of Directors will be held at 9:30am on 
Wednesday 31st January 2024.  
 

 

   
23/255 CLOSURE OF THE MEETING: 

 
Mrs Marshall declared the meeting closed. 
 

 

   
23/256 EXCLUSION OF THE PRESS AND PUBLIC: 

 
RESOLVED: to exclude the press and public from the remainder of 

the meeting due to the confidential nature of the 
business to be discussed 
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PUBLIC BOARD ACTION TRACKER 
 

 Not yet started 
 Started and on track no risks 

to delivery 
 Plan in place with some risks 

to delivery 
 Off track, risks to delivery and 

or no plan/timescales and or 
objective not achievable 

 Complete 
 
Agenda 

Item 
Number 

Date of 
Meeting 

Agenda Item 
Name  Action Deadline Lead Progress 

RAG-
rating 

23/64 29/03/2023 Board Committee 
Assurance Report  

Discussion around proposed 
rescheduling of committee meetings 
required – to be discussed at Exec 
Team  

24/05/2023 Exec May 23 – outcome to be provided  
July 23 – to be reviewed as part of GGI 
review. Action to be retained as open until 
this review concludes. 
Sept 23 – review is due to conclude in 
early October. Board discussion planned 
for October Board Development day. 
Nov 23 – POD committee dates to be 
agreed. Action to remain open until 
approved.  

 

23/196 27/09/2023 F&P Committee 
Assurance Report  

Discussions re. implications of 
validation in relation to elective 
recovery board self-assessment to 
take place at future Board 
Development Day  

31/12/2023 JH / JB Oct 23 – scheduled for the Dec 23 Board 
development day 
Dec 23 – discussed as part of elective 
recovery presentation at Dec 23 Board 
development day. Action recommended 
for closure. 

 

23/199 27/09/2023 HCA pay rates  The Board to be kept informed of 
progress in the HCA pay rate review 
via the People and OD Committee 
update reports 

31/12/2023 GF/AV Nov 23 – coversheet enclosed to provide 
update. Full PID being developed and 
working group established.  Progress 
report to go to POD Committee in January 
2024 and updated position shared with 
Board.  
Jan 24 – discussed at POD Committee in 
January 24. 

 

Page 20 of 218



Agenda 
Item 

Number 
Date of 
Meeting 
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23/206 27/09/2023 FTSU Guardian 
Report  

To provide details to Board 
members re. FTSU training  

29/11/2023 GR / 
AV 

Nov 23 – details shared at POD 
Committee however a reminder will be 
sent to Board members. To remain open 
until completed  

 

23/247 29/11/2023 IOR and Leading 
Indicators  

To consider how future rates should 
be reported following introduction of 
PSIRF. To be discussed with 
planning and performance team  

31/01/2024 GF 
 

Jan 24 - in progress. Awaiting information 
from the regional team as to how incidents 
will be reported to Boards across the 
region. In the meantime, all significant 
incidents are reviewed by the Chief Nurse 
and Medical Director and reported via 
reportable issues log. 

 

23/247 29/11/2023 IOR and Leading 
Indicators  

To review bed base in relation to 
staffing via the Quality Governance 
Committee  

31/01/2024 GF / JH Jan 24 - work ongoing and bed base has 
been agreed internally. Action 
recommended for closure. 

 

23/249 29/11/2023 Maternity IOR Future reports to include an 
assessment of PPH as a proportion 
of volume, as well as a trajectory to 
demonstrate training compliance. 

31/01/2024 GF / JC Jan 24 – to be included in reports going 
forward.  Action recommended for 
closure. 
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Closed Actions from last meeting 

Agenda 
Item 

Number 

Date of 
Meeting 

Agenda Item 
Name 

Action Deadline Lead Progress RAG-
rating 

23/120 24/05/2023 Learning from 
Deaths 

To include suggested links to 
litigations and Getting It Right First 
Time in next iteration of the report 

29/11/2023 AB This has been reviewed - neither claims 
info or GIRFT data give specific 
information that link to mortality and are 
not thought to add anything in terms of 
interpreting mortality data. Action agreed 
as closed on this basis. 

23/157 Board Assurance 
Report - Digital 

To discuss with the Digital 
Committee Chair the most 
appropriate approach for agreeing 
the next steps for the Electronic 
Patient Record development (e.g. 
Board development session or 
additional Digital Committee) and 
report back to Board.  

18/10/2023 Kmac Sept 23 - Discussion to take place at the 
October Board Development Day in 
relation to strategic decision making  
Nov 23 – wider strategic discussion held 
and EPR engagement day scheduled for 
13 December. Action agreed as closed on 
this basis. 

23/158 23/07/2023 CEO update Mental Health Services overview – 
to request further clarification re. 
contractual obligations  

27/09/2023 TD Sept 23 – no further information received 
following request.  
Nov 23 – GF to pick up with CNTW Chief 
Nurse during SLA discussion. Action 
agreed as closed on this basis. 

23/204 27/09/2023 Maternity IOR To include summary of perinatal 
mortality review tool reports in next 
report  

29/11/2023 GF Nov 23 – now included in report therefore 
action agreed for closure  

23/207 27/09/2023 WRES and WDES 
report  

To discuss options around sharing 
information with the violence and 
aggression group in relation to 
bullying and harassment  

29/11/2023 GF/GR Nov 23 – staff toolkit developed and will 
be monitored via the POD Committee and 
Quality Governance Committee.  Action 
agreed for closure   
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Report Title: 
 

EPRR annual assurance report 2023 including NHSE Core 
Standards self-assessment final submission. 
 

Name of Meeting: 
 

Trust Board 

Date of Meeting: 
 

31 January 2024 

Author: 
 

David Patterson, Head of Emergency Planning, Response and 
Response 

Executive Sponsor: 
 

Jo Halliwell, Group Chief Operating Officer  
 

Report presented by: 
 

Jo Halliwell, Group Chief Operating Officer  
 

Purpose of Report 
Briefly describe why this report 
is being presented at this 
meeting 

Decision: 
☐ 

Discussion: 
☒ 

Assurance: 
☒ 

Information: 
☐ 

The purpose of this report is to present the EPRR annual 
assurance report 2023 including the NHSE Core Standards 
self-assessment final submission.  
 

Proposed level of 
assurance – to be 
completed by paper 
sponsor: 
 

Fully  
assured 

☐ 
No gaps in 
assurance 

Partially 
assured 

☒ 
Some gaps 
identified 

Not 
assured 

☐ 
Significant 
assurance gaps 

Not 
applicable 

 ☐  
 

Paper previously 
considered by: 

Trust Board (Part 2) – November 2023 
Strategic EPRR Committee - December 2023  
Executive Risk Management Group (ERMG) - January 2024  
Northeast North Cumbria (NENC) ICB EPRR team  
 

Key issues: 
Briefly outline what the top 3-5 
key points are from the paper 
in bullet point format 
 
Consider key implications e.g. 

• Finance 
• Patient outcomes / 

experience 
• Quality and safety 
• People and 

organisational 
development 

• Governance and legal 
• Equality, diversity and 

inclusion 
 

• It is a requirement that NHS Providers submit an annual 
self-assessment statement of assurance against the EPRR 
core standards to their board. 

• In June 2023, NHSE outlined to the North East North 
Cumbria (NENC) Integrated Care Board (ICB) a revised 
process for the 2023 EPRR Assurance Process.  

• As a consequence, NHS providers within NENC were 
asked to submit physical evidence via a national portal that 
was reviewed by NHSE against newly issued EPRR 
Assessment Guidelines 

• An initial internal self-assessment of the EPRR core 
standards and evidence submission resulted in a self-
assessment rating of substantial compliance. 

• Following the NHSE review of evidence submitted, they 
recommended an assurance position of non-compliant.  
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• Given the significant discrepancy evidenced by the two 
reviews, a further check and challenge process with the ICB 
was instigated which has resulted in a final position of 77% 
- partial compliance.   

• The final trust position was externally verified by the Local 
Health Resilience Partnership (LHRP) on 30 November 
2023  

• The trust’s annual assurance report for 2023 including the 
NHSE Core Standards final submission is enclosed.  

 
Recommended actions 
for this meeting: 
 

The Trust Board are asked to:  
 

a) acknowledge the way in which the self-assessment 
process has been conducted for 2023 resulting in a final 
self-assessed position of 77% and partial compliance.  

b) Be assured that the differential gap in evidential 
requirements will form part of the 2024 EPRR 
development work-plan. 

c) endorse the assurance provided within the 2023 Annual 
Assurance Report and; 

d) support the inclusion of the compliance rating in the 
Trust’s annual report for 2023-24.  

 
Trust Strategic Aims 
that the report relates 
to: 
 

Aim 1 
☒ 

We will continuously improve the quality and safety of our 
services for our patients 

Aim 2 
☒ 

We will be a great organisation with a highly engaged 
workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to make 
the best use of resources  

Aim 4 
☒ 

We will be an effective partner and be ambitious in our 
commitment to improving health outcomes 

Aim 5 
☒ 

We will develop and expand our services within and 
beyond Gateshead 

Trust corporate 
objectives that the 
report relates to: 

Ensuring that there is a strong control environment in place to mitigate and 
manage risks relating to EPRR should support the overall delivery of the 
strategic objectives.  
 

Links to CQC KLOE Caring   
☒ 

Responsive 
☒ 

 Well-led   
☒        

 Effective 
☒ 

     Safe 
☒ 

Risks / implications from this report (positive or negative): 
Links to risks (identify 
significant risks and 
DATIX reference) 

Ref 2851 - Failure to comply with EPRR NHS Core Standards 
Resulting in breach in compliance, reputational risk. 

Has a Quality and 
Equality Impact 
Assessment (QEIA) 
been completed? 

Yes 
☐ 

No 
☐ 

Not applicable 
☒ 
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1. Introduction 
The Civil Contingencies Act 2004 (CCA) (UK Government, 2004) imposes a statutory duty on 
Gateshead Health NHS Foundation Trust (known as the Trust) to have in place arrangements 
to respond to incidents and emergencies. Under the terms of the CCA the Trust is a Category 1 
Responder. This places a statutory duty upon the Trust to be able to respond to internal or 
external disruptive events that might impact on the Trust’s ability to deliver its services. 
 
The CCA also places other duties on Category 1 responders, including the requirement to: 
 

• Assess the risk of emergencies - identify potential emergencies or incidents and their 
effects, then put plans into place to mitigate the effects or avoid it all together. 

• Undertake Business Continuity Management - create methods to ensure a swift return to 
business as usual. 

• Plan for emergencies - develop planned strategies that will mitigate the effects of an 
incident. 

• Warn, inform and advise the public - share information relevant to the public to raise 
awareness of actions before, during and after an incident. 

• Cooperate - through the Local Resilience Forum (LRF), category 1 and 2 responders 
establish best practice and common principles of action (JESIP) 

• Share information - all relevant information that can support all responders must be 
shared to ensure a coherent and coordinated response. 

 
The NHS Emergency Preparedness, Resilience and Response (EPRR) Guidance (NHS 
England, 2015) requires the Trust to: 
 

• Have suitable and up-to-date incident response plans which set out how the Trust would 
respond to and recover from a major incident/emergency which is affecting the wider 
community or the delivery of services; and 

• Have business continuity plans that enable the Trust to maintain or recover the delivery 
of critical services in the event of a disruption. 

 
The minimum requirements which the Trust must meet regarding EPRR are set out in the NHS 
England Core Standards for EPRR (Core Standards). These standards are in accordance with 
the CCA 2004 and the NHS Act 2006 (as amended). The standards are published annually, and 
the Trust undertakes a self-assessment against these standards as part of the annual national 
assurance process and submits results to the Board for approval along with a summary of 
EPRR activities in preceding 15 months. 
 
This is the first report in this revised format.  The timeframe referred to in this report will cover 
September 2022 to December 2023 following changes to the NHSE Core Standards process 
alluded to in this report.  Moving forward, the Trust Board annual assurance reports will cover a 
12-month period.  
 
It should be acknowledged that the period between November 2022 and December 2023 has 
been dominated by the response and recovery to a series of unprecedented periods of 
industrial action by several health unions. The activity has naturally meant that focus has been 
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on the planning, coordination, and wider liaison required to ensure patient safety, and continued 
service delivery.   
 

2. Purpose of this report 
This annual assurance report is intended to update on progress with the Trust’s compliance 
level with the NHS England’s Emergency Preparedness, Resilience and Response (EPRR) 
Core Standards and other statutory requirements placed upon the Trust by the Civil 
Contingencies Act (CCA) (2004) and the NHS England EPRR Framework.  
 
It will summarise the NHS Core Standards self-assessment 2023 submission and will 
demonstrate the Trust’s assurance position using information from multiple sources, 
independent reviews and organisational learning.   
 
3. What are the NHS EPRR Core Standards? 
It is a requirement that NHS providers submit an annual self-assessment statement of 
assurance against Emergency Preparedness, Resilience and Response (EPRR) core standards 
to their board. 
 
The purpose of the NHS core standards for emergency preparedness, resilience and response 
(EPRR) is to:  
 

• enable health agencies across the country to share a common approach to EPRR,  
• allow co-ordination of EPRR activities according to the organisation’s size and scope,  
• provide a consistent and cohesive framework for EPRR activities, and  
• inform the organisation’s annual EPRR work programme. 

 
The EPRR assurance process is based on the NHS England (NHSE) Core Standards for EPRR 
that cover ten core domains: 
 

1. Governance 
2. Duty to risk assess. 
3. Duty to maintain plans. 
4. Command and control 
5. Training and exercising 
6. Response 
7. Warning and informing 
8. Co-operation 
9. Business continuity 
10. Chemical biological radiological nuclear (CBRN) and hazardous material (HAZMAT). 

 
A deep dive review is also conducted each year to gain additional assurance into a specific 
area, the subject for this year’s submission was ‘Training and Exercising’.  
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4. How are we assessed?  
The overall EPRR assurance rating is based on the percentage of core standards that trusts 
can self-assess against. This is explained in more detail below: 
 
Organisational rating Criteria  

Fully compliant The organisation is fully compliant against 100% of the relevant 
NHS EPRR Core Standards 

Substantial compliance The organisation is fully compliant against 89-99% of the relevant 
NHS EPRR Core Standards 

Partial compliance The organisation is fully compliant against 77-88% of the relevant 
NHS EPRR Core Standards 

Non- compliant The organisation is fully compliant up to 76% of the relevant NHS 
EPRR Core Standards 

 
In previous years, NHS providers have been required to provide a RAG-rating for each 
applicable standard and comment on the evidence that supported this assessment.   
 
The Trust’s previous self-assessment position from 2022 was 83% partial compliance. 
 

5. What are the changes to NHS Core Standards Assurance Process 2023?  

In June 2023, NHSE confirmed to the North East, North Cumbria (NENC) Integrated Care 
Board (ICBs), and health organisations, a revised process for the 2023-24 EPRR Assurance 
Process.  For the first time, NHS providers within the North East and Yorkshire region were 
asked to submit physical evidence via a national portal.  This was to demonstrate how the Trust 
complies with the standards from an NHSE viewpoint in support of the trust’s self-assessment 
compliance rating.   
 
NHSE undertook a review of the evidence submitted to understand the self-assessment 
position.  Each core standard was reviewed against new NHSE EPRR Assessment guidelines 
(issued in June 2023) and rated, along with providing documented reasons for any challenge. 
 
6. What is the Trust position and how has governance been managed? 
The purpose of this change is to support more objective assurance and highlight areas for 
further work to strengthen arrangements.  
 
As a trust we recognise the core principles of this approach and acknowledge that this is 
important in light of the recent recommendations from the public enquiries into Manchester 
Arena and the Grenfell Tower fire.  
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A robust internal governance process was implemented to ensure there was appropriate risk 
assessment of the Trust self-assessment. This included an internal check and challenge with 
oversight and agreement from the Trust’s Accountable Emergency Officer on the submitted 
evidence and self-assessment compliance rating, oversight at the EPRR Committee 
(September 2023) before the submission to NHSE.  
 
In the interests of an open and transparent organisational culture, the Trust has ensured that 
members of the Executive Management Team, Executive Risk Management Group and the 
Company Secretary were kept fully appraised. 
 
Following the completion of our initial self-assessment, the Trust’s compliance rating (as at 27 
September 2023) was assessed as 92% substantial compliance. 
 
7. What happened with the NHSE Check and Challenge?  
The primary evidence was submitted on 29 September 2023.  Initial feedback was received 
from NHSE on 23 October 2023 from the primary evidence review with a number of challenges 
being raised into a noted variation from the Trust self-assessed rating and that of NHSE 
reviewers.  In line with the timelines, a portfolio of supplementary evidence was submitted on 30 
October 2023.   
 
The assessed position provided by NHSE following the check and challenge significantly 
reduced the overall assessment score and the compliance rating to non-compliant. 
 
There was a substantial discrepancy and variation between the Trust’s initial self-assessment 
rating and the NHSE assessment rating – this was consistent with other providers within the 
North East and Yorkshire region, and on average was a 70% reduction in compliance.  
 
The Trust worked with the NENC ICB to review the position to provide context, support and 
leadership.  
 
8. What is the Trust’s final compliance assurance position? 
The Trust has accepted a number of recommendations from the check and challenge process 
and will consider any additional requirements for the 2024 submission as part of the EPRR work 
programme. 
 
The Trust has also refuted a number of the challenges as it deems that the evidence submitted 
is sufficient to achieve full compliance.  This approach was supported by the ICB and discussed 
with the Local Health Resilience Partnership (LHRP) chairs who are also in support.  
 
The Trust’s final reported self-assessment for 2023 was:  
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A summary of the standards submission assessment scores against the respective core 
standards is provided below: 
 

 
 

Figure 2 – final Trust self-assessment (November 2023)  
 
A final check and challenge session with the Local Health Resilience Partnership (LHRP) was 
scheduled to take on place on 13 November 2023 but was deferred until 30 November 2023.  
This was a change and out with of our agreed internal governance and has resulted in a 
deferral of our final position which was reported through to the January 2024 Trust Board.  The 
final Gateshead self-assessment and assurance was verified by the partnership.  
 
9. What does this mean and how do we compare regionally?  
As a trust there continues to be a clear ambition and intent to develop and enhance our 
capabilities and capacity in line with NHSE EPRR Framework.  However, the level of audit, 
scrutiny, and changes in this process have seen an increased demand on the Trust’s EPRR 
Team during a challenging period.   
 
This has not affected the Trust’s ability and confidence to respond to an EPRR incident and the 
statutory position remains unchanged.  The Trust continues to meet the requirements of the 
Civil Contingencies Act 2004, the NHS Act 2006, the Health and Care Act 2022, the NHS 
standard contract and NHS England business continuity management framework. 
 
An anonymised regional comparison of the final self-assessment ratings highlighted below 
demonstrates that the Trust is amongst the highest achieving final provider self-assessment 
ratings:  
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No Organisation 
Initial 
organisation 
assessment 
rating 

Initial NHSE 
Check & 
Challenge 
rating 

Final NHSE 
rating 

Final 
provider 
self-
assessment 
rating  

Assurance 
rating  

1  98% 21% 34% 90% Substantial  
2  90% 31% 52% 81% Partial  
3 Gateshead 

Health 92% 15% 23% 77% Partial  
4  90% 19% 40% 77% Partial 
5  98% 6% 15% 77% Partial  
6  81% 13% 27% 77% Partial  
7  90% 13% 13% 73% Non-

compliant 
8  77% 24% 31% 53% Non-

compliant  
9  83% 0% 2% 52% Non-

compliant 
10  78% 3% 3% 50% Non-

compliant 
11  70% 5% 6% 49% Non-

compliant  
12  81% 6% 7% 45% Non-

compliant 
 
10. How can we demonstrate assurance? 
The Trust can demonstrate a number of specific examples from various internal and external  
sources highlighting our EPRR approach during 2023, this includes: 
 

• a successful response to (20) periods of industrial action maintaining patient safety.  
• a response to severe winter pressures (2022-23) and an unprecedented level of 

demand 
• a recognised protocol for debriefing and embedding of organisational learning 

acknowledged by NHSE in the core standards check and challenge as being of high 
quality  

• a recognised robust risk assessment process acknowledged by NHSE in the core 
standards check and challenge as being worthy of note as good practice 

• a number of reviewed plans, policies and protocols undertaken by the EPRR 
Committee  

• implementing a revised on-call mechanism in alignment with other regional approaches  
• Trust Strategic and Tactical commanders attending Principles of Health Command 

training sessions hosted by NHSE 
• procurement of a new business continuity software solution and recruitment of a 

dedicated Business Continuity Coordinator  
• continued engagement and development of strengthened relationships with the 

NENC ICB  
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• an external CBRN/Haz Mat audit undertaken by North East Ambulance Service (NEAS) 
demonstrating a full compliance rating  

• a trajectory of trust self-improvement  
 
The following section provides a summary of progress within the core standard domain areas:  
 
Domain 1 – Governance 

• The Trust has an up to date EPRR Policy with supporting work programme and resource; 
an embedded process for continuous improvement; an annual report presented to Trust 
Board; with oversight from the Accountable Emergency Officer that demonstrates a 
strong approach to governance. 

• A new Group Chief Operating Officer was appointed in October 2023 at Board level who 
is the designated Accountable Emergency Officer on behalf of the Chief Executive 
Officer.  

• The EPRR committee provides strategic assurance to the Executive Risk Management 
Group that the Trust is delivering on its statutory responsibilities’ duties under Civil 
Contingencies Act 2004 and is compliant with the responsibilities as a Category One 
responder.   

• The Trust’s EPRR function is delivered by a dedicated team, made up of the Head of 
EPRR and the EPRR & Business Continuity Coordinator (job share role).  A service re-
design and consolidation of an existing admin assistant vacancy and 2 days from a 
recent vacated EPRR Coordinator has created a new role full time EPRR Project Support 
Officer that will provide resilience to the team. 

• The EPRR Team have coordinated 24 debriefing programmes during 2023 on a range 
of issues from training and exercising feedback and from response, identifying 
organisational learning.  

• The service re-design for the EPRR Team and an internal refresh of the EPRR 
governance forum is a priority area to implement in early 2024.  

 
Domain 2 – Duty to risk assess 

• A robust risk assessment and management process can be illustrated that regularly 
assesses threat and risk from a national, community and Trust perspective; monitored 
within EPRR with appropriate escalation as an organisation when required  

• The EPRR Risk Register takes account of Local Resilience Forum community risk 
registers and includes reasonable worst-case scenarios specific to the Trust.  

• Actions to mitigate the assessed risks where required are agreed and form part of the 
EPRR Work Programme.   

 
Domain 3 – Duty to maintain plans  

• Strong engagement and collaboration arrangements can be emphasised internally and 
externally to develop and review plans in a balanced and proportionate approach 
dependent upon the level of threat and risk. 

• Plans are reflective of national guidance and risk assessments, as well as national 
planning assumptions and are developed in collaboration with other partners. 
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Domain 4 – Command and control  
• A resilient and dedicated 24:7 on-call mechanism can be highlighted to appropriately 

respond and escalate issues with ongoing professional development of on-call staff.  
• A review undertaken of the on call team implemented in October 2023 has increased 

resilience across all levels of on-call with a fairer share of participants; align Gateshead 
Health with other trusts and system partners in consistency of approach and implement a 
leaner and more manageable on-call framework. 

 
Domain 5 – Training and exercising  

• The Trust has a Strategic Training Needs Analysis and exercising programme in place 
with a clear direction of travel for 2024.  

• The participants on the strategic and tactical on-call team continue to undertake NHSE 
Principles of Health Command training.  

• Local exercising to test local risks has continued to take place with teams and services 
throughout this year. 

• In July 2023, an Exercise Blackstart was undertaken to test electricity resilience.  
 
Domain 6 – Response 

• The Trust can demonstrate a number of robust arrangements in place to support the 
response element – this has been evidenced in our response to a number of business 
continuity issues including:  

 
o External IT outage (October 2022) 
o Pre-planned Care Flow downtime (October 2022) 
o Industrial action (20 periods) (November 2022 to December 2023) 
o Adverse Weather (September 2023) 
o External IT system issue (October 2023)  
o Telecoms issue (November 2023)  

 
• Following each issue, a debrief programme was implemented to identify organisational 

learning. 
 
Domain 7 – Warning and informing.  

• There are effective arrangements in place to warn and inform; communicate with 
partners and stakeholders and liaise with the media when required – this has been 
extensively tested and demonstrated in our response to industrial action during 2022-23  

 
Domain 8 – Co-operation  

• The Trust continues to co-operate with partner organisations within the LRF and LHRP, 
and as part of recognised arrangements including strengthened arrangements with the 
North East North Cumbria Integrated Care Board (ICB).  

 
Domain 9 – Business Continuity  

• The Trust is transitioning from a paper-based Business Continuity system to a software 
solution that will enable us to strengthen monitoring of plans and arrangements, regularly 
review, test and exercise with a clear direction of travel for 2024 (incorporating 
organisational learning from covid, industrial action and other issues)  
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Domain 10 – CBRN/HazMat  

• A flexible Trust response plan can be illustrated to deal with a CBRN/HazMat incident 
that is based upon a local/national assessment of threat and risk, with a further 
consolidation of training and exercising planned in 2024.  

11. What are the priority areas for development? 
Providing the self-assessment process remains consistent, the Trust has a clearer picture of the 
expectations and development required for 2024 submission.  
 
Our priority areas in 2024 include: 
 

• A focus on training and exercising across the domains, including at least one live 
exercise. Spring 2024 currently identified for the first live test.  

• Implementation of a business continuity software solution to allow us to provide 
consistency to alleviate and assist with the day-to-day management of issues; the ability 
to create, store, manage and distribute Business Continuity Plans; a performance 
management function and a call cascade with real time reporting and tracking. 

• Review of plans, frameworks, and protocols to strengthen our arrangements.  
• Implementing a new EPRR governance forum for assessment and coordination of 

impacts  
• Assurance and demonstration of embedding organisational learning to improve our 

EPRR response.  

12. Conclusion and next steps 
Although there have been significant challenges within the revised core standards process and 
acknowledging this major change in expectations and requirements, the evidence provided 
within this report should provide assurance that the Trust continues to anticipate; assess; 
prevent; prepare; respond and recover from any disruptive events or incidents, as part of the 
Integrated Emergency Management cycle.  
 
There is a recognition that this self-assessment process is a constantly evolving journey and 
pathway of organisational learning.  The EPRR Team have continued to use the core standards 
as a benchmark for directing the priorities of the Trust workplan; indicate a measure of 
progress, and to identify and embed internal organisational learning and opportunities for 
improvement. 
 
In summary, the Trust assurance statement for 2023:  
 

• The Trust continues ‘on a journey, making good progress’. 
• There is a clear Trust ambition and intent to develop and enhance our EPRR capacities 

and capability and acknowledgement that it’s a constantly evolving journey and pathway 
of organisational learning.  

• Use the basis of the core standards as a benchmark for prioritisation of the Trust EPRR 
development work-plan for 2024, measure progress, embed organisational learning and 
opportunities for improvement. 
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• As a Trust, commit to work with the NENC ICB and other health providers to identify 
best/leading practice for each domain that will be shared and discussed collaboratively 
with the aim of enhancing the threshold of evidence and future compliance.  

• An aspiration to achieve substantial compliance for the 2024 self-assessment 
submission.  
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Board Committee Terms of Reference 
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Board of Directors 

Date of Meeting: 
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Author: 
 

Company Secretary 

Executive Sponsor: 
 

Chair of the Board of Directors 
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Company Secretary 

Purpose of Report 
Briefly describe why this report is 
being presented at this meeting 

Decision: 
☒ 

Discussion: 
☐ 

Assurance: 
☐ 

Information: 
☐ 

To ratify the revised terms of reference for the Quality 
Governance Committee, Group Audit Committee and 
Group Remuneration Committee 

Proposed level of assurance 
– to be completed by paper 
sponsor: 
 

Fully  
assured 

☐ 
No gaps in 
assurance 

Partially 
assured 

☒ 
Some gaps 
identified 

Not 
assured 

☐ 
Significant 
assurance gaps 

Not 
applicable 

 ☐  
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by: 
State where this paper (or a version 
of it) has been considered prior to 
this point if applicable 

Group Remuneration Committee – November 2023 
Group Audit Committee – September 2023 
Quality Governance Committee – December 2023 
 
 

Key issues: 
Briefly outline what the top 3-5 key 
points are from the paper in bullet 
point format 
 
Consider key implications e.g. 

• Finance 
• Patient outcomes / 

experience 
• Quality and safety 
• People and organisational 

development 
• Governance and legal 
• Equality, diversity and 

inclusion 
 

Group Remuneration Committee: 
• This is a new set of terms of reference which 

incorporate recommendations from an external 
review. 

• They also now cover the group role of the 
Committee. 

Group Audit Committee: 
• The terms of reference were reviewed and no 

changes proposed. 
Quality Governance Committee: 

• The terms of reference were amended to reflect 
the attendance of the Integrated Care Board to 
observe the Committee. 

• Other minor amendments to terminology were 
made, along with updating the frequency and 
membership to reflect current practice. 
 

Recommended actions for 
this meeting: 
Outline what the meeting is expected 
to do with this paper 

The Board is requested to ratify the reviewed / revised 
terms of reference for the three Committees, noting that 
they have already been approved by the respective 
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Committees. 

Trust Strategic Aims that the 
report relates to: 
 

Aim 1 
☒ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☒ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency 
to make the best use of resources  

Aim 4 
☒ 

We will be an effective partner and be ambitious 
in our commitment to improving health outcomes 

Aim 5 
☒ 

We will develop and expand our services within 
and beyond Gateshead 

Trust corporate objectives 
that the report relates to: 

Ensuring that there robust terms of reference in place for 
Board committees should support the seeking of 
assurance over the delivery of the objectives aligned to 
the aims. 
 

Links to CQC KLOE   Caring   
☐ 

Responsive 
☐ 

 Well-led   
☒        

 Effective 
☐ 

     Safe 
☐ 

Risks / implications from this report (positive or negative): 
Links to risks (identify 
significant risks and DATIX 
reference) 

- 

Has a Quality and Equality 
Impact Assessment (QEIA) 
been completed? 

Yes 
☐ 

No 
☐ 

Not applicable 
☒ 
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Committee  

Terms of Reference 
 

 

Group Remuneration Committee  
 
Constitution and Purpose – The Group Remuneration Committee is a formal committee of the 
Board with delegated responsibility for identifying and appointing candidates to fill all the 
executive director positions on the Trust Board, Board Member positions on the QE Facilities 
Board and for determining their remuneration and other conditions of service. 

The Committee is authorised by the Trust Board of Directors to investigate any activity within its 
Terms of Reference.  Any decisions of the Committee shall be taken on a majority basis.  All 
members of the Committee have an equal vote.  In the event of a tied vote, the Chair of the 
meeting will hold the casting vote. 

 
Date Adopted / Reviewed November 2023 

Review Frequency Annually 

Review and approval Remuneration Committee 

Adoption and ratification Board of Directors – January 2024 (TBC) 

 
Membership The Committee shall be appointed by the Trust Board and shall 

consist of: 
• Senior Independent Director, who shall act as the 

Chair of the Committee 
• Trust Chair 
• 3 Non-Executive Directors who chair Board 

Committees 
A Deputy Chair shall be nominated for the Committee.  

Attendance 
The following will be expected to attend the Committee on a routine 
basis: 

• Director of People and Organisation Development, 
who provides professional advice to the Committee 
(except on matters relating to their own employment) 

• Chief Executive (except for matters relating to their 
own employment) 

• Company Secretary, who shall be the secretary to the 
Committee. 

 
Meeting frequency and 
quorum 

Meetings shall be called as required but should be held at least twice 
a year.  

To be quorate there should be at least 3 Non-Executive Directors 
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present (which may include the Chair of the meeting and the Trust 
Chair). 

Members and regular attendees are expected to achieve 75% 
attendance annually. 

Meeting organisation The Committee shall be supported administratively by the Company 
Secretary. 

In accordance with the Trust’s Standing Orders, papers will be 
circulated to members and attendees six days before the 
meeting wherever possible, and no later than three clear days 
before the meeting, save in emergency. 

Minutes of the Committee’s meetings are held by the Company 
Secretary and are circulated (alongside the agenda for the following 
meeting), to members and attendees. 

 

Committee duties and responsibilities 

Positions in scope for this 
Committee 

This Committee is responsible for appointing and setting the 
remuneration and terms of service for the following positions: 

• Chief Executive 
• Chief Nurse 
• Group Director of Finance and Digital 
• Chief Operating Officer 
• Executive Director of People and OD 
• Executive Medical Director 

 
This policy also covers the Board members of QE Facilities (QEF), 
by way of considering and approving recommendations on pay and 
appointment from the QEF Remuneration Committee. 

Appointments Undertake a regular review of the structure, size and composition 
of the Trust Board (including skills, knowledge, experience and 
diversity), making recommendations with regards to proposed 
changes / future appointments. This should reflect national guidance 
or requirements such the Board-related provisions of the NHS 
People Plan. 

Seek assurance that robust succession plans are in place for the 
positions within the Committee’s remit which take into account the 
challenges and opportunities facing the Group and the skills and 
expertise needed on the Boards in the future. 

The Committee is ultimately responsible for the appointment of 
the Chief Executive, Executive Directors and QE Facilities’ 
Board Members. As part of this role the Committee should: 

• Approve the recruitment plan and timetable; 
• Approve the job description and person specification; 
• Assure itself that the recruitment process is fair and 
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equitable, considering candidates on merit against objective 
criteria; and 

• Ensure that the recruitment process assesses candidates 
against the fit and proper person criteria. 

The Committee can appoint external advisers to facilitate the 
search and selection process. 

The Committee must approve the remuneration and terms and 
conditions of new appointees in line with its remuneration role and 
the remuneration policy. 

The Committee can delegate elements of its appointment role to the 
appointment panel (e.g. approval of the job description and 
timetable), but the Committee must ratify all proposed 
appointments recommended to it by the panel.  

The Committee must seek assurance that the following processes 
have been completed before an appointee commences in post: 

• Pre-employment checks have been completed, including fit 
and proper checks; and 

• Interests have been appropriately declared. 
The Committee must consider any matter relating to the 
continuation in office of any Board Executive Director or QE 
Facilities’ Board Member including the suspension or termination of 
service of an individual as an employee of the Trust, subject to the 
provisions of the law and their service contract. 

Remuneration 
The Committee must establish and keep under review a 
remuneration policy. 

The Committee is responsible for appointing any independent 
consultants in respect of Director remuneration. 

In respect of its remuneration role the Committee should have due 
regard for any guidance or regulations published by NHS 
England in respect of Very Senior Manager (VSM) remuneration 
and related terms. 

In accordance with all relevant laws, regulations and Trust policies, 
decide and keep under review the terms and conditions of office 
of the Trust’s Executive Directors and QE Facilities’ Board Members, 
including: 

• Salary, including any performance-related conditions; 
• Provisions for other benefits including pensions and cars; 
• Allowances; 
• Payable expenses; and 
• Compensation payments. 

 
In adhering to all relevant laws, regulations and Trust policies, the 
Committee should: 

• Establish levels of remuneration which are sufficient to 
attract, retain and motivate Directors of the quality and 
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with the skills and experience required to lead the Trust and 
its subsidiary successfully (as outlined in a remuneration 
policy); 

• Ensure that any performance-related elements are 
stretching and positively benefit the Trust; 

• Consider all relevant and current directions relating to 
contractual benefits; and 

• Be sensitive to pay and employment conditions 
elsewhere in the Trust, especially when determining annual 
salary increases. 

Where individual appointments require the Trust to seek an opinion 
on proposed VSM pay from NHS England, the Committee should 
review and approve the submission. 

The Committee should seek assurance on an annual basis regarding 
the performance of the Chief Executive, Executive Directors and 
QE Facilities’ Board Members (for QEF this may be via reporting 
from its own Remuneration Committee) and consider this when 
reviewing potential changes to remuneration levels. This should 
include seeking assurance that the performance review process has 
confirmed that Directors remain ‘fit and proper’. 

The Committee should consider any cost of living increases for 
VSMs as recommended by NHS England and determine whether 
they should be locally awarded. 

To approve any settlement agreements prepared by the Trust. 

Regulatory and 
governance 

To receive for information and assurance Internal Audit reports 
pertaining to the remit of the Committee. 

To receive for information and assurance any reports from external 
reviews pertaining to the remit of the Committee. 

To review any material emerging regulatory guidance / 
requirements in relation to Very Senior Manager remuneration and 
appointment matters on behalf of the Board. 

 

Reporting and monitoring 

Reporting The Committee shall report to the Board of Directors after each 
meeting of the Committee. In the case of remuneration matters, this 
report will be restricted to the reporting that decisions have been 
made by the Committee and that the manner of making them was in 
accordance with the Committee’s terms of reference and delegated 
powers. 

The Trust’s annual report will include sections describing the work of 
the Committee including its remuneration policies, details of the 
remuneration paid to Directors and the process it has used in relation 
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to the appointment of Directors. 

Reportable Groups The QE Facilities’ Remuneration Committee will make 
recommendations to the Group Remuneration Committee on any 
matters relating to the remuneration, appointment, terms and 
conditions or performance of the Board Members of QE Facilities. 

Monitoring Compliance with the terms of reference will be reviewed via an 
annual self-assessment. This will inform any proposed revisions to 
the terms of reference and the cycle of business. 

The outcome of the effectiveness and terms of reference review is 
presented to the Board of Directors following considered by the 
Committee. 
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Committee  

Terms of Reference  

 

 

Group Audit Committee  
 
Constitution and Purpose – The Group Audit Committee (thereafter referred to as the Audit Committee) 
is a formal committee of the Board with delegated responsibility to conclude upon the adequacy and 
effective operation of the organisation’s overall internal control system including an effective system of 
integrated governance and risk management. 

It provides a form of independent check upon the executive arm of the Board. The Audit Committee is a 
Group Audit Committee, overseeing the controls, governance and risk environment of Gateshead Health 
NHS Foundation Trust and QE Facilities.  

In this document the use of the term ‘Trust’ shall mean Gateshead Health NHS Foundation Trust and QE 
Facilities. 

The Committee is authorised by the Gateshead Health NHS Foundation Trust Board of Directors to 
investigate any activity within its Terms of Reference.  Any decisions of the Committee shall be taken on a 
majority basis.  All members of the Committee have an equal vote.  In the event of a tied vote, the Chair of 
the meeting will hold the casting vote. 

 
Date Adopted / Reviewed September 2023 

Review Frequency Annually 

Review and approval Group Audit Committee 

Adoption and ratification Board of Directors – January 2024 (TBC) 

 
Membership The Committee shall be appointed by the Trust Board and shall consist of: 

• 4 Non-Executive Directors 
At least one Audit Committee member should have recent and relevant 
financial experience and this person should chair the Committee. 

A Non-Executive Director shall be nominated as Deputy Chair for the 
Committee.  

Attendance 
The following are also invited and expected to attend all Audit Committee 
meetings: 

• Group Director of Finance and Digital 
• QEF Director of Finance 
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• Chief Nurse 
• Company Secretary 
• Assistant Director of Finance 
• A representative of Internal Audit 
• A representative of External Audit 
• A representative of the Counter Fraud 

 
The Chair of the Trust shall not chair or be a member of the Committee, 
but can be invited to attend the Committee as required. 
 
The Accountable Officer (Chief Executive) should be invited to attend the 
meeting that considers the draft Annual Governance Statement and the 
Annual Report and Accounts and should discuss the process for assurance 
that supports the Governance Statement. 
 
All invited attendees, if they cannot attend, should ensure a deputy 
attends in their absence. 
 
Other Executive Directors and Senior Managers may be invited to attend 
meetings depending upon the issues under discussion. 
 

Meeting frequency and 
quorum 

Meetings shall be held no less than five times per year (including the 
meeting held to review and make recommendations relating to the Annual 
Report & Accounts) and as required by the national regulatory timetable. 
Meetings shall be held at such a time that supports the timely flow of 
assurance and items for escalation to the Gateshead Health NHS 
Foundation Board of Directors. 

To be quorate there should be at least 2 Non-Executive Directors present.  

The external and internal auditors shall be afforded the opportunity at 
least once per year to meet with the Audit Committee without Executive 
Directors present. 

Members of the Audit Committee shall meet at least once a year without 
Executive Directors present. 

Members of the Audit Committee will meet with the Chief Executive at 
least once a year.  

Meeting organisation The Committee shall be supported administratively by the Corporate 
Management Team secretarial body. 

In accordance with the Trust’s Standing Orders, papers will be circulated 
to members and attendees six days before the meeting.  

Minutes of the Committee’s meetings are held by the Corporate 
Management Team secretarial body and are circulated (alongside the 
agenda for the following meeting), to members and attendees. 

 

Committee duties and responsibilities 
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Internal control and risk 
management 

To ensure the provision and maintenance of an effective system of 
financial risk identification and associated controls, reporting and 
governance. 

To maintain an oversight of the Group’s general risk management 
structures, processes and responsibilities, including the production and 
issue of any risk and control-related disclosure statements. The Executive 
Risk Management Group will support the flow of risk management 
assurance to the Group Audit Committee.  

To review processes to ensure appropriate information flows to the 
Group Audit Committee from executive management, the Executive Risk 
Management Group and other board committees in relation to the trust's 
overall internal control and risk management position. 

To review the adequacy of the policies and procedures in respect of all 
counter-fraud work. The Committee must satisfy itself that adequate 
arrangements are in place to counter fraud and consider and agree the 
Annual Counter Fraud Plan and the results of counter fraud work. 

To review the adequacy of the Trust’s arrangements by which Trust staff 
may, in confidence, raise concerns about possible improprieties in matters 
of financial reporting and control or any other matters of concern. 

To review the adequacy of underlying assurance processes indicating the 
degree of achievement of corporate objectives and the effectiveness of 
the management of principal risks via the Board Assurance Framework. 

To review the adequacy of policies and procedures for ensuring 
compliance with relevant regulatory, legal and conduct requirements. 

Financial reporting 
The Committee shall review the Annual Report and Financial Statements 
before submission to the Board in order to determine their completeness, 
objectivity, integrity and accuracy. The review should particularly focus on: 

• The contents of the Annual Report and Accounts and Annual 
Governance Statement and other year-end disclosures / reporting 
including the Corporate Governance Statement and self-
certifications. 

• Changes in, and compliance with, the accounting policies and 
practices and estimation techniques. 

• Unadjusted mis-statements in the financial statements. 
• Major judgemental areas. 
• Significant adjustments resulting from the audit. 
• Letters of representation. 
• Explanations for any significant year on year movements. 

 
The Committee shall also ensure that the systems and processes for 
financial reporting to the Board, including those of budgetary control, are 
subject to review as to completeness and accuracy of the information 
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provided to the Board. This includes seeking assurance that controls and 
processes are in place to enable the Trust to utilise the outputs of the 
annual reference cost exercise to identify efficiencies and promote value 
for money. 

The Committee shall review the QE Facilities year-end accounts in 
conjunction with the work and opinion of external audit. 

The Committee shall review the Charitable Funds accounts in conjunction 
with the work and opinion of external audit. 

Internal Audit 
To review and approve the approach adopted by Internal Audit and the 
Internal Audit annual plan, ensuring that it is consistent with the needs of 
the organisation.  

To oversee on an on-going basis the effective operation of Internal Audit 
in respect of:  

• Adequate resourcing and has appropriate standing within the 
Trust;  

• Its co-ordination with External Audit to optimise the use of audit 
resources;  

• Meeting relevant internal audit standards;  
• Providing adequate independence assurances; 
• Meeting the Public Sector Internal Audit Standards 2017; and  
• Meeting the internal audit needs of the Trust. 

 
To consider the major findings of internal audits undertaken and 
management’s response and their implications and monitor progress of 
the implementation of agreed recommendations.  

To consider the provision of the Internal Audit service and the cost of the 
service. 

To conduct an annual review of the Internal Audit function, seeking 
feedback from Committee members / attendees, Internal Audit and other 
Trust personnel involved in audits during the year 

External Audit 
The Committee will agree with the Council of Governors the criteria for 
appointing, reappointing and removing auditors. The Audit Committee 
should make recommendations to the Council of Governors in relation to 
the appointment, re-appointment and removal of the External Auditor 
alongside the remuneration and terms of engagement. 

The Committee shall review and monitor the external auditors’ 
independence and objectivity and the effectiveness of the audit process. 

The Committee shall review the work and findings of the External Auditor 
appointed by the Governors and consider the implications and 
management’s responses to their work and monitor progress of the 
implementation of agreed recommendations.   
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Consider the performance of the External Auditor and report at least 
annually to the Council of Governors on the continued adequacy or 
otherwise of the appointed auditors, including recommendations for the 
tendering of External Audit services.  A review of effectiveness will include 
seeking feedback from Committee members / attendees, External Audit 
and other Trust personnel involved in the audit during the year. 

The Audit Committee will discuss and agree with the External Auditor, 
before the audit commences, of the nature and scope of the audit as set 
out in their Annual Plan, and ensuring co-ordination, as appropriate, with 
other External Auditors in the local health economy. 

Discuss with the External Auditors of their evaluation of audit risks and 
assessment of the Trust in line with the tendered audit fee and agreement 
of any additional work and fees. 

Review all External Audit reports, including agreement of the annual audit 
letter before submission to the Gateshead Health NHS Foundation Trust 
Board or QE Facilities Board (as appropriate) any work undertaken outside 
of the annual audit plan, together with the appropriateness of the 
management responses. 

Develop and implement a policy on the engagement of the external 
auditor to supply non-audit services, taking into account relevant ethical 
guidance and National Audit Office requirements regarding the provision 
of non-audit services by the external audit firm (noting that assurance 
work on the Quality Report is classified as a non-audit service but excluded 
from non-audit service cap threshold set by the National Audit Office). 

Counter Fraud  (CF) 
The Committee shall ensure that there is an effective Counter Fraud 
function established by management, which meets the standards of NHS 
Counter Fraud Authority.  

 This will be achieved by: 

• The provision of the CF function. 
• Review and approval of the CF Annual Plan. 
• Consideration of the major findings of CF work and fraud 

investigations, management’s response and progress of the 
implementation of agreed recommendations. 

• Ensuring that the CF function is adequately resourced.  
• Annual review of the effectiveness of the CF function. 

Regulatory and governance 
Review on behalf of the Foundation Trust Board of Directors the operation 
of, and proposed changes to, the Standing Orders and Standing Financial 
Instructions, the Constitution and the Scheme of Delegation. The 
Committee will make recommendations to the Foundation Trust Board 
regarding the adoption of proposed amendments. 

To review the findings of other significant assurance functions, both 
internal and external to the organisation and consider the implications to 
the governance of the organisation, where the review is not covered by 
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another Board Committee. 

The Committee shall receive and review the schedules of losses and 
special payments and authorise the Chief Executive and Group Director of 
Finance to approve any write-offs / special payments. 

The Committee will seek to satisfy itself that the Board Committees are 
operating effectively, seeking and obtaining appropriate levels of 
assurance and identifying emerging risks from the business transacted. 
Assurance will be obtained via: 

• Review of the Board Assurance Framework on a bi-annual basis as 
part of the wider risk management reporting; 

• Review of the controls and processes for the development and 
delivery of the clinical audit programme (whose content and 
outputs are monitored by Quality Governance Committee); and 

• Access to the Board committee effectiveness reviews conducted 
annually, for information and assurance only (noting that they are 
also presented to the Board of Directors). 

 

Reporting and monitoring 

Sub-groups The following sub-groups report into the Committee: 

• Executive Risk Management Group 
 

The summary of assurances and escalations document are received by the 
Committee as part of the flow of assurance through the Trust’s governance 
structure.  

Board reporting An assurance report from the Committee will be presented by the Chair to 
the next meeting of the Foundation Trust Board of Directors.  

Where items considered at the Committee pertain to QE Facilities, a 
separate assurance report will be submitted to the QE Facilities Board of 
Directors for consideration (with the Non-Executive Director holding a dual 
role on Group Audit Committee and QE Facilities Board able to facilitate 
this). 

Monitoring Compliance with the terms of reference will be reviewed via an annual 
self-assessment. This will inform any proposed revisions to the terms of 
reference and the cycle of business. 

The outcome of the effectiveness and terms of reference review is 
presented to the Foundation Trust Board of Directors following considered 
by the Committee. This will also be shared with the QE Facilities Board of 
Directors. 
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The Gateshead Health NHS Foundation Trust Annual Report should also 
describe how the Committee has fulfilled its terms of reference and give 
details of any significant issues that the Committee considered in relation 
to the financial statements and how they were addressed. 
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Committee  

Terms of Reference 
 

 

Quality Governance Committee  
 
Constitution and Purpose – The Quality Governance Committee is a formal committee of the 
Board with delegated responsibility to monitor, review and make recommendations to the Trust 
Board with regard to all aspects of quality of clinical care; quality and clinical governance systems; 
clinical risk issues, research & development; and regulatory standards of quality and safety. 

The Committee is authorised by the Trust Board of Directors to investigate any activity within its 
Terms of Reference.  Any decisions of the Committee shall be taken on a majority basis.  All 
members of the Committee have an equal vote.  In the event of a tied vote, the Chair of the 
meeting will hold the casting vote. 

 
Date Adopted / Reviewed December 2023 

Review Frequency Annually 

Review and approval Quality Governance Committee 

Adoption and ratification Board of Directors – January 2024 (TBC) 

 
Membership The Committee shall be appointed by the Trust Board and shall 

consist of: 
• 2 Non-Executive Directors – one with clinical / 

medical expertise and knowledge to act as Committee 
Chair 

• Group Medical Director 
• Group Chief Nurse 
• Group Chief Operating Officer 

A Non-Executive Director shall be nominated as Deputy Chair for the 
Committee.  

Attendance 
The following will be expected to attend the Committee on a routine 
basis: 

• Deputy Chief Nurse 
• Deputy Director of Corporate Services and 

Transformation 
• Head of Quality and Patient Experience   
• Head of Risk and Patient Safety  
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• Head of Midwifery  
• Senior Representation from the ICB and NECS to 

observe 
 

Executive Directors and senior managers should ensure that a 
deputy attends in their absence. 
 
Other Executive Directors and Senior Managers may be invited to 
attend meetings depending upon the issues under discussion. 
 
Two nominated Governors will be in attendance at the Committee 
as observers. 
 

Meeting frequency and 
quorum 

Meetings shall be held bi-monthly. 
 
Additional extraordinary meetings of the Committee can be called 
by the Chair in accordance with business need. 
 

To be quorate there should be at least 1 Non-Executive Director and 
2 Executive Directors present.  

Members and regular attendees are expected to achieve 75% 
attendance annually. 

Meeting organisation The Committee shall be supported administratively by the Corporate 
Management Team secretarial body. 

In accordance with the Trust’s Standing Orders, papers will be 
circulated to members and attendees six days before the meeting 
wherever possible, and no later than three clear days before the 
meeting, save in emergency. 

Minutes of the Committee’s meetings are held by the Corporate 
Management Team secretarial body and are circulated (alongside 
the agenda for the following meeting), to members and attendees. 

 

Committee duties and responsibilities 

Strategy, planning and risk To seek assurance over the delivery of the corporate objectives 
mapped to the Committee for monitoring at the commencement of 
the financial year. This includes seeking assurance over the Trust’s 
contribution to tackling health inequalities and the contribution to 
Gateshead system working to improve health and care outcomes to 
the local population. 

To approve and seek assurance over the delivery of national and 
local-level strategies relating to the remit of the Committee. This 
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includes: the Allied Health Professional Strategy; Nursing Strategy; 
Midwifery Strategy; Cancer Strategy; Quality Strategy and Research 
and Development Strategy. 

To review the sections of the Board Assurance Framework (BAF) 
mapped to the Committee for oversight and assurance, triangulating 
the control and assurance assertions on the BAF with the assurances 
and risks identified during each meeting. 

To review the quality / medical–related risks on the Organisational 
Risk Register, seeking assurance over the effective management of 
these risks towards the achievement of their target scores. The 
Committee will triangulate the risk registers against the assurances 
and risks emerging from the meeting for completeness.  

Safety 
The Leading Indicators Report will be used to provide an overview 
of aspects of safety performance (in accordance with the metrics 
defined in NHS England and Improvement’s Single Oversight Report) 
and enable spotlight reporting on areas of greatest risk. This report 
includes maternity and neonatal quality and safety indicators and is 
also reviewed by the Board (resulting in monthly review of maternity 
metrics). 
 
Seek assurance that the Trust has effective systems for safety, with 
particular focus on quality, patient safety, staff safety and wider 
health & safety requirements. This should also include routine 
assurance regarding compliance with safe staffing levels. 
 
Seek assurance over the robustness of procedures to ensure that 
adverse incidents and events are detected, openly investigated, 
with lessons learned being promptly applied and appropriately 
disseminated in the best interests of patients, of staff and of the 
Trust. 
 
To seek assurance that the Trust embeds learning from deaths and 
had a robust process in place which complies with mandatory 
requirements.  
To seek assurance that the Trust appropriately responds to requests 
and requirements from coroners and other regulatory bodies in 
respect of patient safety. 
 
To gain assurance that the Trust has in place such systems of work 
and controls that ensure medicines are effectively managed and 
complaint with legislative requirements. 

To gain assurance that the Trust has in place such systems of work 
and controls that ensure medical devices are effectively managed 
and complaint with legislative requirements. 

To gain assurance that the Trust has in place systems of work and 
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controls that ensure infection prevention and control is effectively 
managed and compliant with legislative requirements. 

To gain assurance that safeguarding is compliant with national and 
local requirements such that patients are safe in the Trust’s care. 

On behalf of the Board the Committee will seek assurance on 
maternity services bi-monthly. This report will include: 

• Serious Incident key themes 
• Maternity staffing for all relevant professional groups 
• Clinical outcomes and compliance 
• Essential training compliance 

Patient experience 
The Leading Indicators Report will be used to provide an overview 
of aspects of patient experience metrics (in accordance with the 
metrics defined in NHS England and Improvement’s Single Oversight 
Report) and enable spotlight reporting on areas of greatest risk. 
 
Seek assurance that the Trust has effective systems for delivering a 
high quality experience for all its patients and users, with particular 
focus on involvement and engagement for the purposes of learning 
and making improvement. 

To provide assurance to Trust Board that there are robust systems 
for learning lessons from complaints, and action is being taken to 
minimise the risk of occurrence of adverse events. This should 
include the sharing of aspects of good practice identified through 
compliments and patient feedback. 

To seek assurance that the Trust is delivering high quality care for 
patients with learning disabilities in accordance with nationally and 
locally prescribed standards. 

Clinical effectiveness, 
leadership and training 

The Leading Indicators Report will be used to provide an overview 
of aspects of clinical effectiveness and outcomes (in accordance with 
the metrics defined in NHS England and Improvement’s Single 
Oversight Report) and enable spotlight reporting on areas of 
greatest risk. 
 
Seek assurance that the Trust has effective systems for monitoring 
clinical outcomes and clinical effectiveness, with particular focus on 
ensuring patients receive the best possible outcomes of care across 
the full range of Trust activities. 

To seek assurance over the effective engagement of clinical leads in 
the development and delivery of quality improvement initiatives. 

To review the clinical audit plan and progress reports to support the 
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assurance process regarding effective clinical practice.  

Through close working with the HR Committee, seek assurance that 
statutory and mandatory training requirements relating to quality 
of care and clinical practice are being fulfilled. 

Regulatory and 
governance 

To monitor, scrutinise and provide assurance to the Trust Board on 
the Trust’s compliance with core regulatory standards, including 
the Care Quality Commission’s Fundamental Standards, quality-
related elements of NHS England and Improvement metrics and 
NICE guidance. 

On behalf of the Board, take a lead role in seeking assurance that 
the Trust’s annual Quality Report is compliant with regulatory 
requirements, reflective of the main achievements and challenges 
during the year and has been appropriately consulted upon. 

To triangulate through assurance the robustness of quality-
assurance processes relating to all research undertaken in the 
name of the Trust and / or by its staff, in terms of compliance with 
standards and ethics, and clinical and patient safety improvement 
processes. 

To receive an annual assurance report on the compliance with the 
NHS England and Improvement ‘Developing Workforce Safeguards’ 
requirements. 

To receive for information and assurance Internal Audit reports 
pertaining to the remit of the Committee. 

To receive for information and assurance any reports from external 
reviews pertaining to the remit of the Committee. 

To review feedback from NHSI relating to quality and safety. 

To review any material emerging regulatory guidance / 
requirements in relation to quality and clinical matters on behalf of 
the Board. 

 

Reporting and monitoring 

Sub-groups The following sub-groups report into the Committee: 

• Mental Health Act Compliance Group 
• Nursing, Midwifery and AHP Professional Forum 
• Group Health and Safety Committee 
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• Infection, Prevention and Control Committee 
• Safeguarding Committee 
• Mortality and Morbidity Steering Group 
• Safecare, Risk and Patient Safety Council 

The minutes and summary of assurances and escalations documents 
are received by the Committee as part of the flow of assurance 
through the Trust’s governance structure.  

The Committee will receive detailed assurance reports from the 
Mental Health Act Legislation Committee. 

Board reporting An assurance report from the Committee will be presented by the 
Chair to the next meeting of the Board of Directors.  

Monitoring Compliance with the terms of reference will be reviewed via an 
annual self-assessment. This will inform any proposed revisions to 
the terms of reference and the cycle of business. 

The outcome of the effectiveness and terms of reference review is 
presented to the Board of Directors following consideration by the 
Committee. 
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Gateshead Health NHS Foundation Trust #GatesheadHealth#GatesheadHealth

Trudie Davies, Chief Executive

31 January 2024

Chief Executive’s 
Update to the
Board of Directors
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Gateshead Health NHS Foundation Trust #GatesheadHealth

• Our paediatric department has become the first in the region to be awarded the ‘Gold Standard for 
Autism Acceptance’ from the North East Autism Society. This reflects the work the team have undertaken 
to tailor care and experience for neurodivergent children.

• In December 2023 we celebrated 80 years of our maternity unit providing high quality care to families 
across our community.

• We received a National Joint Registry (NJR) Quality Data Provider certificate which recognises our 
successful completion of a national programme of local data audits. The registry collects high quality 
orthopaedic data in order to provide evidence to support patient safety, standards in quality of care, and 
overall value in joint replacement surgery. 

• Held an engagement event for clinical colleagues and managers to support us in identifying the most 
appropriate electronic patient record system for the Trust.

• We rebranded and relaunched our charity, which is now called Gateshead Health Charity. This signifies 
our commitment to improving the experience of our patients, visitors and staff by providing resources that 
go beyond the statutory requirements of the NHS.

Strategic Aim 1: We will continuously improve the 
quality and safety of our services for our patients

Engagement, involvement and 
visits:
• Charity relaunch
• Meeting with patient and 

family
• Electronic patient record 

engagement event
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Gateshead Health NHS Foundation Trust #GatesheadHealth

Strategic Aim 2: We will be a great organisation 
with a highly engaged workforce

Engagement, 
involvement and visits:
• Tea and chat 
• Facebook Live 
• Light up a Life event
• Vascular access team
• Infection prevention 

and control team
• Medical Education 

training event

• Thank you to all of our colleagues and volunteers who worked very hard over the busy holiday period to provide the 
highest quality care to our patients, both in the hospital and in the community. 

• We experienced a challenging period of strike action in December and early January. Whilst there were some 
unavoidable cancellations of elective appointments, our teams worked very hard to keep our patients safe and prioritise 
those requiring emergency treatment during this time.

• We welcomed our new Governors at the beginning of January.
• We are continuing our commitment to work with our trade unions and colleagues on the implementation of the national 

Health Care Assistant regrading process.
• We are delighted to announce that Karen Parker has been appointed substantively to the Head of Midwifery role and 

commenced in post on 1 January 2024.
• Our Medical Director, Andy Beeby, has announced his retirement after nearly 30 years at the Trust and 38 years in the 

NHS. He will be leaving us in March and we wish him a very happy retirement on behalf of the Board, Council of 
Governors and all colleagues.

• We have continued our focus on developing a zero-tolerance culture and empowering colleagues to challenge 
inappropriate behaviour.
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Gateshead Health NHS Foundation Trust #GatesheadHealth

Strategic Aim 3: We will enhance our productivity and 
efficiency to make the best use of resources 

• We are currently engaged in the annual planning process. At the time of writing the national planning guidance has not been published, but we 
are continuing to develop our plans internally, engaging widely on our future priorities. This has included engagement sessions with our Council of 
Governors, Clinical Strategy Group and Senior Management Team. The principles of being clinically-led and management supported are at the 
heart of the planning process.

• We have been undertaking some focussed work around counting and coding using our clinically-led and management supported principles. 
This is a key workstream which helps us to accurately represent activity to ensure we are providing safe and high quality care to our patients.

• This year we have been focussed on developing our strategic intent, embedding our clinically-led and management supported methodology, 
getting the basics right (back to basics), enhancing our governance and ensuring that our culture is aligned with our values. We are seeing this 
focus translating into key improvements in the domains of performance, quality, people and finance. This includes:

• Key reductions in our waiting list size, including community-based services – the biggest percentage improvement in the region at present;
• Increased productivity across a number of metrics, which has a direct impact on our patients;
• Being the second best performer in the region for diagnostics;
• Improvements in A&E performance, particularly in relation to ambulance handovers and a significant reduction in 12 hour waits for a bed;
• Reductions in our vacancy rate from 5.7% to 2.5%; and
• Being on track to achieve our planned deficit at the end of the financial year.

• We recognise that there is more to do to ensure sustainability in these areas and our planning will be key to this.
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Gateshead Health NHS Foundation Trust #GatesheadHealth

Strategic Aim 4: We will be an effective partner and be 
ambitious in our commitment to improving health 
outcomes

Engagement, involvement 
and visits:
• Festive tour with partners
• Meetings with Gateshead 

Council
• Provider Collaborative 

meetings
• Meetings with provider 

colleagues in the region

• In January, we announced our intention to pursue an alliance model of working with Newcastle, Northumbria 
and North Cumbria Foundation Trusts, as a means of improving collaboration and working towards financial 
and operational sustainability. 

• We welcomed partners from Gateshead Council, the Integrated Care Board and the Provider Collaborative to 
the Trust in December. Our partners joined us in a festive tour of the Trust to thank our colleagues for their 
hard work, see our facilities and hear about some of the work we have been doing.

• We have committed our support to the Health and Life Sciences Pledge in the region. This brings together 
partners from across the wider health and care system with the aim of collectively addressing the region’s 
health and social care challenges. There is an ambition to reduce health inequalities, attract and drive 
investment and promote economic growth.

• We were delighted to welcome Newcastle College’s performing arts group who provided some festive 
cheer to patients on our stroke unit, boosting morale and helping patients to engage in activities during their 
time in hospital.

• As part of our commitment to addressing health inequalities we are undertaking a self-assessment against 
the health inequalities toolkit which has been developed as part of the North East and North Cumbria 
multiagency response to tackling health inequalities. The assessment against the toolkit will inform our 
operational planning.

• We held our first relaunched Medicine for Members event in December with an interesting insight into 
Research and Development, as well as opportunities for members and the public to meet with our 
Governors.

• We continue our commitment to contribute to the prevention agenda for our community through initiatives 
such as our Alcohol Care Team, Smoking Cessation Team, Refugee and Asylum Seeker Nurse and 
Homelessness Nurse.
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Gateshead Health NHS Foundation Trust #GatesheadHealth

Strategic Aim 5: We will develop and expand our 
services within and beyond Gateshead

• We are making good progress with the Community Diagnostic Centre (CDC) at the Metro Centre in partnership with colleagues in 
Newcastle Hospitals. The CDC will have significant benefits to patients in Gateshead and Newcastle, enabling increased diagnostic 
capacity for our patients. This links directly with our strategic intent to be a diagnostics centre of choice for patients.

• We are continuing our work to become the Northern Centre of Excellence for Women’s Health, which is a clear part of our strategy and 
sustainability plan. We have secured £250k to develop our women’s health hub. The first oversight meeting has now been held which 
included partners from primary care, public health and the voluntary sector, with the aim of identifying the areas that would make the 
biggest difference to women and girls in Gateshead.
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Gateshead Health NHS Foundation Trust #GatesheadHealth
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Report Cover Sheet  Agenda Item: 12i 
 

Report Title: 
 

Organisational Risk Register (ORR) 
 

Name of Meeting: 
 

Board of Directors 

Date of Meeting: 
 

31st January 2024 

Author: 
 

Marie Malone, Corporate and Clinical Risk Lead. 

Executive Sponsor: 
 

Gill Findley, Chief Nurse and Professional Lead for 
Midwifery and Allied Health Professionals/Deputy CEO 

Report presented by: 
 

Gill Findley, Chief Nurse and Professional Lead for 
Midwifery and Allied Health Professionals/Deputy CEO 

Purpose of Report 
Briefly describe why this report is 
being presented at this meeting 

Decision: 
☐ 

Discussion: 
☒ 

Assurance: 
☒ 

Information: 
☐ 

To ensure the Board and Committees are clearly sighted on 
those risks that have an organisational -wide impact, the 
organisational risk register is compiled by the Executive 
Risk Management Group (ERMG) of those risks that impact 
on the delivery of strategic aims and objectives. 

This includes risks included within the Board Assurance 
Framework (BAF) as well as risks identified by the Group for 
inclusion as having an organisational impact and impact on 
delivery of strategic aims and objectives. 

The supporting report shows the risk profile of the ORR, 
includes a full register, and provides details of review 
compliance, and risk movements. 
 

Proposed level of assurance 
– to be completed by paper 
sponsor: 
 

Fully  
assured 

☒ 
No gaps in 
assurance 

Partially 
assured 

☐ 
Some gaps 
identified 

Not 
assured 

☐ 
Significant 
assurance gaps 

Not 
applicable 

 ☐  
 

Paper previously considered 
by: 
State where this paper (or a version 
of it) has been considered prior to this 
point if applicable 

The attached report is now received in the Executive Team 
Meeting each week, and at the Executive Risk Management 
Group meeting every month. 
 

Key issues: 
Briefly outline what the top 3-5 key 
points are from the paper in bullet 
point format 
 
Consider key implications e.g. 

• Finance 
• Patient outcomes / 

experience 

Accompanying Report shows the following and is detailed 
within this report. 
Risks on the ORR were comprehensively discussed at 
previous two ERMG meetings in December and January, 
and the following updates and movements agreed: 
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• Quality and safety 
• People and organisational 

development 
• Governance and legal 
• Equality, diversity and 

inclusion 
 

-There were 2 risks added, 1 risk removed, and 3 risks 
reduced, demonstrating active management of 
organisational risks as part of risk management framework.  

-actions that have been completed in period are shown 
(shaded) within the risk register on the accompanying 
report. 

-Risks are actively being reviewed and managed as per 
policy timeframes. 
Compliance with risks reviews 89%. 
Compliance with actions reviews 100% 
 

Recommended actions for 
this meeting: 
Outline what the meeting is expected 
to do with this paper 
 

The Board are asked to: 

• Review the risks and actions on the attached report 
and discuss and seek further information relating to 
risks as appropriate. 

• Take assurance over the ongoing management of 
risks on the ORR. 

• Be clearly sited on the top 3 risks for the 
organisation. 

• Note for information, initial findings from internal audit 
(Audit one) for 2023. 
 

Trust Strategic Aims that the 
report relates to: 
 

Aim 1 
☒ 

We will continuously improve the quality and safety 
of our services for our patients 

Aim 2 
☒ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☒ 

We will be an effective partner and be ambitious in 
our commitment to improving health outcomes 

Aim 5 
☐ 

We will develop and expand our services within and 
beyond Gateshead 

Trust corporate objectives 
that the report relates to: 

Each risk is linked to a corporate objective, see report. 
 

Links to CQC KLOE   Safe 
☒ 

Effective  
☒ 

 Caring 
☒        

Responsive 
☒ 

    Well-led   
☒ 

Risks / implications from this report (positive or negative): 
Links to risks (identify 
significant risks and DATIX 
reference) 

Included in report 

Has a Quality and Equality 
Impact Assessment (QEIA) 
been completed? 

Yes 
☐ 

No 
☐ 

Not applicable 
☒ 
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Organisational Risk Register 
Executive Summary 
To ensure the Board and Committees are clearly sighted on those risks that have an 
organisational -wide impact, the organisational risk register (ORR) is compiled by the 
Executive Risk Management Group (ERMG) of those risks that impact on the delivery of 
strategic aims and objectives. 

This includes risks included within the Board Assurance Framework (BAF) as well as risks 
identified by the Group for inclusion as having an organisational impact and impact on 
delivery of strategic aims and objectives. 

Internal Audit of Risk Management and the Board Assurance Framework undertaken in 
November 2023 initial findings have concluded that Governance, risk management and 
control arrangements provide a good level of assurance that the risks identified are 
managed effectively.  A high level of compliance with the control framework was found to 
be taking place. 

The supporting report shows the risk profile of the ORR, includes a full register, and 
provides details of review compliance, and risk movements. 

This report covers the period 17th November 2023- 17th January 2024 (extraction date for 
this report). 

 
Organisational Risk Register – Movements 
Following ERMG meetings in December 2023 and January 2024, there have been 2 
additions to the ORR, 2 reductions and 1 removal. 
There are currently 18 risks on the ORR, nine of which have a current score of 16 agreed 
by the group as per enclosed report. 

 
New additions: 
2 newly added high risks for Digital  
 

• 3313 (Digital) Risk of breaching legislative requirements due to lack of long term 
strategic approach to the management and storage of health records [both digital 
and paper]. This could lead to regulatory and reputational harm. (16) 
 

• 3310 (Digital) Risk of data mismanagement, leading to inappropriate access, 
misuse or inappropriate disclosures. Due to failure to incorporate best practices in 
the management of information across the organisation. Resulting in patient harm 
and/or failure to comply with UK law, national standards and contractual 
requirements. (16) 

 
Reductions in score 
 
 Risk reduced from 16 to 12: 

• 3255 (CEO) There is a potential for people to lose trust and confidence in our 
services as a result of recent reports and incidents (12)  
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-thematic review and a delivery plan has been developed and shared with ICB 
 

 Risk reduced from 20 to 16: 
• 3277 (CSS) Risk of losing MRI provision due to temporary closure of department for 

essential refurbishment. This will result in reduced capacity and productivity. (16) 
 

-mobile scanner on site 
-Negotiating reducing onsite scanner downtime with contractors    
-Discussions ongoing to agree an SLA with NUTH 

 
 
Risks removed- managed locally. 
 

• 2993 (CEO) Risk of potential non-compliance with current legislation and guidance 
as a result of policies not being up to date (8)   

-removed from ORR. 
-Compliance with reviews sits above 90% therefore reducing the likelihood. 

 
 

Risks closed in period: 
0 risks closed in period 
 

Top 3 category of risks within the ORR agreed at ERMG in December are: 

Finance - 3 significant financial risks on the ORR. 
Performance  – Risk of delivery of performance targets (collective activity) 
Workforce – Continued and prolonged industrial action could lead to harm 

1. Finance: 
 

• 3127 (Finance) There is a considerable risk that the trust will not be able to meet 
the planned trajectory of £12.588m adjusted deficit. (16)   

-Overarching financial risk, and with 3 financial risks on the ORR, there is significant 
emphasis on financial implications as an organisation.  
 
 

2. Performance: 
 

• 3261 (P+P) There is a risk that the Trust will not achieve zero > 52 week waiters by 
March 2024. (12)    

 -There has been a significant increase in waiting times and access to various patient 
services across the organisation which could result in patient harm and reduced quality. 
 

3. Workforce: 
 

• 3095 (POD) Risk to quality of care and service disruption due to Industrial Action of 
various trade unions across various sectors affecting staffing levels and potential 
impact on patient care, safety and quality (16) 

-Continued and prolonged industrial action has the potential to cause significant disruption 
to services, as well as potential harm to staff and service users.  
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Current compliance with Risk reviews: 

Good governance processes have been demonstrated throughout the period, with reviews 
of the ORR at ERMG, as well as appropriate committees. 

Risk and action review compliance is currently at 89% and 100% consecutively. This is an 
improvement on last reporting period.  
Actions are assigned to all risks. 
Support with reviews continues to be offered by Corporate and Clinical Risk Lead where 
able. 
 
 

Recommendations 

The Board of Directors are asked to: 

• Review the risks and actions and discuss and seek further information relating to 
risks as appropriate. 

• Take assurance over the development and review of the Organisational Risk 
Register by the Executive Risk Management Group 
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Resources - 1

POD 2764 - Risk of not having clearly agreed workforce plans for the next 3, 5 
and 10 years. (16)

Staff Safety - 1

POD 2373 - Exposure to incidents of violence and aggression in ECC (15)

Wellbeing - 1

POD 3298 - Increase in incivility and disrespectful behaviours being reported 
(12)

Business Continuity - 2

IMT 1636 - Malware such as Ransomware Compromising Unpatched 
Endpoints, Servers and Equipment (10)

ESTFAC 3186 - There is a risk to ongoing business continuity of service 
provision due to ageing trust estate  (12)

Digital - 1

COO 2945 - Risk of ineffective and inefficient management of services due to  
availability and access to appropriate and timely BI. (12)

Finance - 3

FIN 3102 - Activity is not deliverved in line with planned trajectories, leading to 
reduction in income (16)

FIN 3103 - Risk that efficiency requirements are not met. (16)

FIN 3127 - There is a considerable risk that the Trust is unable to meet the 
financial projections included in its plan. (16)

Information Governance - 1

IMT 3310 - Risk that data is not accessed appropriately, leading to misuse or 
inappropriate disclosure.  (16)

No Risks

Effectiveness - 1

MEDIC 2982 - Risk of delayed transfers of care and increased hospital lengths 
of stay (16)

Experience - 1

CEOL2 3255 - People may lose trust an confidence in our services (12)

Safety - 4

CSS 3277 - Risk of no MRI facility in the hospital (16)

NMQ 3089 - Quality - Risk of quality failures in patient care due to external 
causes such as delayed discharges and external pressures. (12)

POD 3095 - Risk of Significant, unprecidented service disruption due to 
industrial action  (16)

SURGE 2398 - Risk that MDT are delayed to a maternity emergency/delayed 
CCU transfers for maternity patients due to separate buildings (15)

Compliance - 1

COO 3261 - Failure to Deliver Operational Plan of Zero > 52 week waits by 
March 2024 (12)

Information Governance - 1

IMT 3313 - Inability to support legislation and best practice associated with 
records management    (16)

Risk Profile (Current/Managed)

Page 1 of 19.CRR -
 IRR - 

Key: Current Risk Rating
Initial Risk Rating

PRR -
TRR - 

Previous Risk Rating
Target Risk Rating

Organisational Risk Register Report
Reporting Period: 01-Jan-2024  to 17-Jan-2024
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due
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2764          17/11/2020
Natasha Botto
People and OD
Human Resources
20/01/2024
BAF ORG HRC QGC
SA1.1 Continue to improve our 
maternity services in line with 
the wider learning from the 
Ockenden review, SA1.2 
Continuous Quality 
improvement plan, SA2.2 
Growing and developing our 
workforce

Risk that not having a clearly agreed workforce 
plans for the next 3, 5 and 10 years as a result of a 
lack of a robust workforce planning framework and 
agreed approach could result in a lack of a 
sustainable workforce model that is fit to meet 
future service needs. 

20 International recruitment team established 
and well embed within the organisation, 
providing a regular supply pipeline.
Domestic recruitment actively pursued and 
monitored.  
Strategy to over recruit to HCSW position.
Registered Nurse Degree apprenticeship 
programme agreed.
School and local community supply 
initiatives in place to attract the Trust’s 
future workforce.  
Refreshed absence management policy and 
focused support absence management 
rolled out across the Trust to ensure we 
maximise the availability of our current 
workforce.
Local pay arrangements agreed during times 
of pressure/areas where we struggle to 
recruit and retain.  
Consideration given to a strategic workforce 
planning approach as part of the work that 
was undertaken with the Whole Systems 
Partnership.  
Operational workforce plan submitted as 
part of the 2023-24 Operating Planning 
submission.
Focus on growing and developing our 
workforce in the Trust’s People Strategy and 
in the Trust’s Strategic Aim 2.2, with 
associated actions.  
NHS Long Term Workforce Plan published to 
set a direction of travel and commit to an 
ongoing programme of strategic workforce 
planning. 
November 2023- AV-  Trust Interim Director 
of Strategy and Planning appointed and 
working closely to agree an integrated 
Trustwide approach to planning, including 
finance and performance 

16 Develop systems, processes and 
comms to support increasing exit 
interview completion rates across 
the Trust

Natasha Botto

31/01/2024

Transfer Window - establish as is 
position and action required to 
progress and operationalise

Sarah Neilson

31/01/2024

Review current retention offer and 
scope retention offer moving 
forward.

Natasha Botto

31/01/2024

Work with Director of Strategy, 
Planning and Partnerships to 
explore broader approach to 
planning Trust wide and how we 
align the workforce planning 
approach to this

Natasha Botto

28/02/2024

Education, learning and Workforce 
development group to continue 
work on the implications of the 
LTWFP and share proposals. 

Sarah Neilson

31/03/2024

8 d/w AV score to remain 
the same at present, query 
to reduce at next review 
following planning round.
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

2982          06/12/2021
Mark Dale
Medical Services
Medical Services - Divisional 
Management
29/01/2024
BAF BU_DIR COO FPC ORG
SA3.1 Improve the productivity 
and efficiency of our operational 
services through the delivery of 
the New Operating Model and 
associated transformation plans, 
SA4.2 Work collaboratively as 
part of Gateshead Cares system 
to improve health and care 
outcomes to the Gateshead 
population

Risk of delay in transfer to community due to lack 
of social care provision and intermediate care beds, 
due to increased numbers of patients awaiting POC 
up to 30 patients in medical wards. This delay adds 
significant pressures to acute bed availability, 
escalation beds being required and significant risk 
of problems with flow through hospital impacting 
A&E breach standards and risk of patients being 
delayed within ambulances. This could result in 
patients remaining in hospital when medically 
optimised creating risk to these patients as well as 
other patients as bed capacity not able to meet 
demand. There is also a risk of patients 
deconditioning, resulting in failed discharge 
secondary to this. This could lead to increased 
pressures on nursing teams as well as poor patient 
experience and quality.

20 Daily meeting with LA to examine capacity 
in out of hospital system and match with 
demand for discharges. 
Target discharges of 40 per week to keep 
pace with demand.
Monitoring of Delayed transfers of care 
twice weekly meeting
Escalation of delays of care to the 
community BU and social services at twice 
weekly meetings.
Monitoring of Breach levels and times.
Monitoring of Ambulance delays. 
Monitoring increased LOS of medically 
optimised patients. 
Escalation of patients requiring social 
services support raised weekly at Discharge 
Systems group which includes Social 
services management and ICB 
representative. 
Medically Optimised meeting 2x week, 
passed to IPC/ICB
Pilot on 2 wards re improving discharges.

16 Weekly stranded patient meeting Rachel Thompson

29/01/2024

Escalation to system partners Joanna Clark

(Completed 
20/11/2023)

9 Focused work continues to 
reduce delays

Stranded patient meeting 
in place
Daily discusion at 10.30 
patient flow meeting 
Director works across 
community and medicine
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

3095          26/07/2022
Amanda Venner
People and OD
Workforce Development
09/02/2024
BU_DIR EPRR ORG HRC QGC
SA1.2 Continuous Quality 
improvement plan, SA2.1 
Protect and understand the 
health and well-being of our 
staff by looking after our 
workforce, SA2.2 Growing and 
developing our workforce

Risk to quality of care and service disruption due to 
Industrial Action of various trade unions across 
various sectors affecting staffing levels and 
potential impact on patient care, safety and quality.

20 Industrial action working group established 
and meeting regularly.
Focused planning sessions have taken place 
to explore the planning, response and 
recovery elements of industrial action with 
reasonable worse case scenarios 
considered.
A detailed work plan has been produced 
with a number of actions, lead officers and 
timescales. 
Set up of command and control and 
coordination (wef 12/12/2022).  
Local strike committee in place (wef 
09/05/2022).  
Citrep position updated daily during period 
of IA. 
Business continuity planning, including an 
EPRR work place that runs along each 
period of IA.  
Command and control structure standards 
up in the event of IA.   
Close partnership working and regular local 
discussions with staff-side and respective 
trade union representatives as part of the IA 
Internal Working Group and the Sub-group 
of the JCC.
Cancellation of some elective services to 
reduce need for junior medical staff.
Consideration of utilisation of other staffing 
sources- consultants and/or specialist 
nurses and pharmacy support. 
Review of on call teams.

16 Support twice weekly co-ordination 
cell and fortnightly industrial action 
Trust wide working group.

Amanda Venner

09/02/2024

8 reviewed as part of ERMG 
- no change. remains 
dynamic.
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

3102          22/08/2022
Kris MacKenzie
Finance
Finance
20/01/2024
BU_DIR FPC ORG
SA3.2 Achieving financial 
sustainability

Activity is not delivered in line with planned 
trajectories, resulting in the Trust having reduced 
access to core funding.

20 Active and in depth monitoring of activity 
information underway.  Review of business 
units plans to deliver activity trajectories 
reviewed as part of monthly oveersight 
meetings.  Activity achievement to be 
reviewed fortnightly at performance 
focussed SMT meeting.  CRP project in 
development to strengthen counting and 
coding.
november 2023- access and performance 
clinic work underway.

16 Timley and detailed reporting 
information

Jane Fay

31/03/2024

Counting and Coding Review Nick Black

31/03/2024

6 discussed at ERMG. no 
chane to remain on ORR

3103          22/08/2022
Kris MacKenzie
Finance
Finance
20/01/2024
BU_DIR COO FPC ORG
SA3.2 Achieving financial 
sustainability

Efficiency requirements are not achieved. 20 Efficiency delivery closely monitored as part 
of month end reporting.  Weekly CRP 
working group in place to ensure traction, 
delivery and ongoing engagement.  SMT 
meeting to focus on performance on a 
fortnightly basis.
 

16 delivery oversight group and 
finance focus sessions

Kris MacKenzie

01/02/2024

9 Risk remains, althought 
there is a fully costed plan 
to deliver CRP, it has not 
yet been transacted and 
the plan is mainly non-
recurrent.

3127          17/10/2022
Kris MacKenzie
Finance
Finance
20/01/2024
BAF BU_DIR FPC ORG
SA3.2 Achieving financial 
sustainability

There is a considerable risk that the trust will not be 
able to meet the planned trajectory of £12.588m 
adjusted deficit. Contributory risks include delivery 
of planned elective activity limiting access to 
income, delivery of CRP, impact of inflation, 
realisation of mitigations and cost of ongoing 
service pressures resulting from unscheduled care 
activity and further periods of industrial action. 

20 Financial performance being managed in 
line with the financial accountability 
framework.  
Accountability for performance part of the 
divisional oversight meetings discussions. 

16 Delivery of financial mitigations 
inherent in plan

Jane Fay

31/03/2024

Monitoring and modelling of impact 
of industrial action

Jane Fay

31/03/2024

Comprehensive cost analysis Jane Fay

31/03/2024

4 d/w F+P committee and 
agreed to reduce. formal 
agreement at ERMG to 
lower risk to 16. remain on 
ORR
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

3277          14/08/2023
Phil Davidson
Clinical Support & Screening
Diagnostics
16/02/2024
BU_DIR COO FPC HSC ORG QGC
SA1.2 Continuous Quality 
improvement plan

Risk of losing MRI provision due to temporary 
closure of department for essential refurbishment. 
This will result in reduced capacity and productivity. 
This could have significant consequences for 
inpatients requiring an MRI scan, and will increase 
waiting times for outpatient scans. This could have 
consequences for a number of patient 
pathways,including FDS pathways. 

20 Recovering scanning capacity from NuTH on 
the mobile provision at BPCC.
Negotiating reducing onsite scanner 
downtime with contractors.
Mobile scanner will be on site  for 19 weeks.
Tunnel erected by QEF to connect Mobile 
unit to hospital.
full assessment by engineer underway 
16/01/2024

16 Finalised plans Anthony Pratt

31/01/2024

Identify contractor to complete 
works

Anthony Pratt

(Completed 
15/12/2023)

Check pad Phil Davidson

(Completed 
15/12/2023)

8 Mobile scanner magnets 
not working, scans cannot 
be done. Engineer due 
onsite today to assess. ?
Extensive repair required, 
will be at least 2 days. So 
we are still at risk of 
having no MRI scanning 
capacity (for all patients).
risk remains significant

3310          21/11/2023
Dianne Ridsdale
Digital
Digital Transformation and 
Assurance
24/12/2023
BAF BU_DIR DIGC ORG
SA1.3 Digital where it makes a 
difference

Risk of data mismanagement, leading to 
inappropriate access, misuse or inappropriate 
disclosures. Due to failure to incorporate best 
practices in the management of information across 
the organisation. Resulting in patient harm and/or 
failure to comply with UK law, national standards 
and contractual requirements.

20 Trust Policies, procedures, guides, materials 
and tools.
Staff training, awareness and 
communication programmes
Internal and external auditing and IG spot 
check programme

16 Identify and bring resources in to 
support the services to complete 
their IARs/DFMs

Dianne Ridsdale

31/01/2024

Getting IAOs to take ownership of 
their information assets

Nick Black

31/01/2024

4 score agreed as 16 
following digital risk  
meeting with CB. added to 
ORR
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

3313          24/11/2023
Mark Smith
Digital
Health Records
31/01/2024
BU_DIR DIGC ORG
SA1.3 Digital where it makes a 
difference

Risk of breaching legislative requirements due to 
lack of long term strategic approach to the 
management and storage of health records [both 
digital and paper]. This could lead to regulatory and 
reputational harm. 

20 Action to scope and procure an EPR to 
support robust record management 
requirements [Record Lifecycle - creation to 
destruction] 

16  scope and procure an EPR Mark Smith

31/01/2024

map out current health record 
sources

Mark Smith

31/03/2024

develop FBC for clinical system Nick Black

30/04/2024

implement single document store Adam Charlton

30/04/2024

8 replaces risk 1797 as per 
ERMG.
score agreed by K Mac and 
added to the ORR.
actions from closed risk 
transfered.

2373          01/08/2018
Laura Farrington
People and OD
Workforce Development
19/01/2024
BU_DIR HSC ORG QGC HRC
SA2.1 Protect and understand 
the health and well-being of our 
staff by looking after our 
workforce

Staff exposure to incidents of violence and 
aggression from patients and visitors. Risk of harm 
to staff, risk to staff well-being through challenging 
behaviour demonstrated by some patients and/or 
visitors to ECC resulting in injury, increased absence 
from work, potential effect on recruitment and 
retention of staff, staff morale and confidence

20 policies in place to support staff
training available
reporting tools available
forums for debrief/discussion and support 
available

15 Policy  review -to include clinical 
teams, group policy 

Lee Taylor

31/01/2024

6 d/w AV- no change to risk
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

2398          28/12/2018
Kate Hewitson
Surgical Services
Obstetrics
29/02/2024
BAF BU_DIR COO ORG QGC
SA1.1 Continue to improve our 
maternity services in line with 
the wider learning from the 
Ockenden review, SA1.2 
Continuous Quality 
improvement plan

There is a risk of delayed treatment due to 
maternity estate being a separate building resulting 
in the potential for severe harm to mothers and 
babies. Rising acuity of maternity patients and 
more frequent use of CCU, theatre staff and 
Paediatric teams creates additional likelihood of the 
need for these teams to attend the maternity 
department and delays to be incurred. 

20 Pre-assessment - Women deemed likely to 
require critical care after elective 
procedures have their operation in main 
theatre to allow swift access to critical care.  
This only applies to elective patients and not 
emergency procedures or those in 
spontaneous labour.
Any incidents are investigated to identify 
potential learning.
major haemorrhage protocols in place 

15 2861 action re looking into estate 
options

Kate Hewitson

03/06/2024

5 D/W RP no change.

2945          14/09/2021
Debbie Renwick
Chief Operating Officer
Planning & Performance
28/01/2024
BU_DIR FPC ORG
SA3.1 Improve the productivity 
and efficiency of our operational 
services through the delivery of 
the New Operating Model and 
associated transformation plans

Risk of ineffective and inefficient management of 
services due to availability and access to 
appropriate and timely business intelligence to 
deliver and improve services

15 Programme of work established to work on 
improving access to BI and improve board 
reporting along with service line access to 
quality performance and workforce data
Project Manager appointed to lead on this 
work with support from NECS.
Programme involves 3 projects
Static reporting – Look back - this is what 
we achieved
Live reporting – this is how we are doing 
now and where we need to intervene to 
prevent poor performance
Forecasting – these are the trends to be 
able to plan services much more effectively 
to meet demand the later two points need 
further development
Some BI available in sitreps and excel 
format

12 • Work with the BU managers 
looking at what is available and 
start to build what is needed and 
get rid of what is not used/helpful

Debbie Renwick

31/01/2024

3 This Risk is currently being 
re-written. Draft with 
KM/MM for review 
(29/12)
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

3089          25/07/2022
Gillian Findley
Nursing, Midwifery & Quality
Quality Governance
29/02/2024
BAF BU_DIR ORG QGC
SA1.2 Continuous Quality 
improvement plan

Quality - There is a risk of quality failures in patient 
care (patient safety, patient experience and 
effectiveness) due to external causes such as 
delayed discharges and pressures from other Trusts 
resulting in patient harm, regulatory action, and 
reputational impact

15 Daily report provided detailing all delayed 
discharges within the Trust. regular 
meetings now established with social care. 
Discharge liaison staff available to support 
wards and facilitate earlier discharge.

12 implementation of winter plan Jo Halliwell

(Completed 
28/12/2023)

6 surge plan is in place and 
is being managed.

3186          07/02/2023
Steven Harrison
QE Facilities
Estates
02/02/2024
BU_DIR COO FPC ORG
SA3.1 Improve the productivity 
and efficiency of our operational 
services through the delivery of 
the New Operating Model and 
associated transformation plans, 
SA3.2 Achieving financial 
sustainability

There is a risk to maintaining business continuity of 
services and recovery plans due to the estate 
infrastructure, age and backlog maintenance 
requirements which exceed the Trusts capital 
allocation.

16 Clinically led estates strategy developed and 
prioritsied on priority versus affordability

12 commission full estates review as 
part of Bensham retraction 
programme

Anthony Pratt

30/04/2024

6 No update - progressing 
with capital programme in 
2023-24 and looking at 
requirements for 2024-25 
programme.

3255          27/06/2023
Gillian Findley
Chief Executive Office
Chief Executive Office
27/01/2024
BU_DIR ORG QGC

There is a potential for people to lose trust and 
confidence in our services as a result of recent 
reports and incidents. 

20 ICB have been notified and a risk escalation 
meeting was enacted. The Trust has 
included these concerns in a thematic 
review and a delivery plan has been 
developed. Plan is for enhanced surveillance 
to be stood down after next meeting.

12 monitor implementation of 
thematic review delivery plan

Gillian Findley

30/04/2024

complete thematic review actions Gillian Findley

(Completed 
27/12/2023)

8 risk reviewed and updated
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
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Action Due

3261          05/07/2023

Chief Operating Officer
Planning & Performance
01/01/2024
BU_DIR FPC ORG QGC
SA1.2 Continuous Quality 
improvement plan, SA3.1 
Improve the productivity and 
efficiency of our operational 
services through the delivery of 
the New Operating Model and 
associated transformation plans

There is a risk that the Trust will not achieve zero > 
52 week waiters by March 2024. There are a 
number of services projecting long waiters over 
planned levels for multiple reasons Industrial 
Action, capacity deficits, workforce issues. This 
could result in patients waiting too long for 
treatment (potential for harm and litigation claims) 
and potential reputational damage for the Trust. 

20 Performance clinics established to support 
overall delivery plans,  recovery actions and 
future projections.
Weekly Access & Performance Meetings: 
Progressing actions with relevant Service 
Lines at Risk.

12 work with BUs to explore mutual 
aid and independent sector 
supportesidual actions- mutual aid

Debbie Renwick

26/01/2024

Theatre roadmap aligning capacity 
and productivity to delivery plan

Debbie Renwick

(Completed 
29/12/2023)

8 Weekly A&P meeting 
managing risk of lost 
capacity IA
IS and mutual aid sought / 
pooled lists for 'at risk' 
specialties 
Current forecasts included 
in A&P Output files to 
expedite risks.

3298          24/10/2023
Amanda Venner
People and OD
Workforce Development
28/01/2024
BU_DIR ORG HRC
SA2.1 Protect and understand 
the health and well-being of our 
staff by looking after our 
workforce

There is a risk that promoting an environment that 
encourages speaking out and creating a 
psychologically safe culture may lead to increased 
reports of poor behaviour. This could have a 
negative impact on staff and require addiitional 
time and capacity to appropriately address the 
concerns. This could result in further health and 
well being concerns and staff absence.

15 Zero-Tolerance Campaign underway, 
focusing on clarifying expectations and 
providing training and support for 
colleagues in identifying and responding to 
bullying, harassment and discrimination 
from colleagues, patients or service users.
Establishment of a full time, permanent 
Freedom to Speak Up Guardian and 
increasing number of FTSU Champions, 
creating an increasing number of avenues 
for colleagues to report incidents.

12 Deliver training for managers Laura Farrington

31/01/2024

Review existing Bullying & 
Harassment policy

Natasha Botto

01/02/2024

Create a zero-tolerance campaign Laura Farrington

29/02/2024

EDI strategy to be developed Amanda Venner

31/03/2024

ICS EDI programme to be fully 
scoped and network chairs 
supported

Amanda Venner

31/03/2024

Embed FTSU Champions within the 
Organisation

Tracy Healy

01/04/2024

6 reworded as d/w AV.
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Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

1636          10/11/2014
Dianne Ridsdale
Digital
Digital Transformation and 
Assurance
25/10/2024
BU_DIR DIGC MDMG ORG
SA1.3 Digital where it makes a 
difference

There is a risk of potential exposure to published 
critical cyber vulnerabilities. Laptops, workstations 
and medical devices compromised by ransomware 
or botnets, due to endpoints being susceptible to 
compromise through the use of obsolete, old, or 
unpatched operating systems and third party 
software, including Java. Endpoints often not 
monitored for patch status. Endpoints 
compromised more easily through dangerous 
browser plugins (such as Java, Flash), or 
unsupported browsers. Servers compromised by 
ransomware, due to servers susceptible to 
compromise through the use of obsolete, old, or 
unpatched operating systems and software. Servers 
often not monitored for patch status. Due to failure 
to maintain all Digital assets, including installing 
Operating system patches, AV patches or other 
software and hardware updates across the IT 
estate, including network equipment and medical 
devices. Resulting in potential harm to patients, 
data leaks, impacts on service delivery.

15 AV on all end points
AV up to date
ATP in place site wide
NHSD & Microsoft group policy templates
Ongoing updates routinely planned as they 
are released
Patching regime
Network fully supported and maintained

10 Review trust asset register for EOL 
hardware/Software

Mark Bell

(Completed 
25/10/2023)

5 discussed at ERMG- to be 
reviewed by Digital and 
potentially removed from 
ORR

18
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Changes to CRR in Period - Current/Managed Risks *If a risk has changed CRR multiple times within the period, it will appear more than once

Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR

Latest Progress 
Note PRR

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

3277          14/08/2023
Phil Davidson
Clinical Support & Screening
Diagnostics
16/02/2024
BU_DIR COO FPC HSC ORG QGC
SA1.2 Continuous Quality 
improvement plan

Risk of no MRI facility in the hospital 20 Recovering scanning capacity from NuTH on 
the mobile provision at BPCC.
Negotiating reducing onsite scanner 
downtime with contractors.
Mobile scanner will be on site  for 19 weeks.
Tunnel erected by QEF to connect Mobile 
unit to hospital.
full assessment by engineer underway 
16/01/2024

16 Finalised plans Anthony Pratt

31/01/2024

Identify contractor to complete 
works

Anthony Pratt

(Completed 
15/12/2023)

Check pad Phil Davidson

(Completed 
15/12/2023)

8 Mobile scanner 
magnets not 
working, scans 
cannot be done. 
Engineer due onsite 
today to assess. ?
Extensive repair 
required, will be at 
least 2 days. So we 
are still at risk of 
having no MRI 
scanning capacity 
(for all patients).
risk remains 
significant

20

1

Risks Moved to Managed in Period
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due

0

Risks Closed in Period

Page 15 of 19.CRR -
 IRR - 

Key: Current Risk Rating
Initial Risk Rating

PRR -
TRR - 

Previous Risk Rating
Target Risk Rating
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Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Closure Details

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Risk Name CRR Action Due

(Open Actions)

0

Risks Added in Period
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due Date Added to ORR

0
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Risks Removed in Period
Risk
ID

Date
Identified Risk Description IRR Current Controls CRR Action

Action
Owner TRR Latest Progress Note

Handler
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives

Action Due Date Removed from ORR

2993          28/01/2022
Kirsty Roberton
Chief Executive Office
Corporate Services & 
Transformation
08/02/2024
BAF BU_DIR
SA1.2 Continuous Quality 
improvement plan

Risk of potential non-compliance with current 
legislation and guidance as a result of policies not 
being up to date, resulting in potential safety events 
and legislation and compliance breaches which may 
result in external scrutiny and reputational harm.

16 Policies in place for all key areas of legislation
Overall policy management sat with CS&T 
Department (gap in leads for this work for a 
period)
Policy system (pandora) maintained to 
manage and publish policies for staff to 
access
Policy for Policies in place to provide clear 
direction and requirements for policy 
management
Policies have lead 'author' and lead 
'executive'
Policy Review Group (PRG) in place (from Jan 
22) to streamline process and target current 
backlog
Policies include details of legislation and 
guidance they relate to, and information as to 
how compliance is monitored.
Febraury 2023- starting to Monitor 
compliance against policies. 

8 Establish process for gaining 
assurance over policy compliance 
and embed

Kirsty Roberton

28/02/2024

4 formal agreement at ERMG 
to reduce to 8 based on 
likelihood (2). 
Organisation's current 
compliance sits above 90%. 

Removed from ORR.

08-01-2024

1

Page 17 of 19.CRR -
 IRR - 

Key: Current Risk Rating
Initial Risk Rating

PRR -
TRR - 

Previous Risk Rating
Target Risk Rating

Organisational Risk Register Report
Reporting Period: 01-Jan-2024  to 17-Jan-2024

Page 85 of 218



Risk Review Compliance Risk Action Compliance

Movements in CRR
CRR

BU Service Line ID Risk Description Today

Chief 
Executive 
Office

Chief 
Executive 
Office

3255 People may lose trust an confidence in our services 12

Chief 
Operating 
Officer

Planning & 
Performance

2945
Risk of ineffective and inefficient management of 
services due to  availability and access to appropriate 
and timely BI.

12

3261 Failure to Deliver Operational Plan of Zero > 52 week 
waits by March 2024 12

Clinical 
Support & 
Screening

Diagnostics 3277 Risk of no MRI facility in the hospital 16

Digital

Digital 
Transformati
on and 
Assurance

3310 Risk that data is not accessed appropriately, leading to 
misuse or inappropriate disclosure. 16

Health 
Records 3313 Inability to support legislation and best practice 

associated with records management   16

Finance Finance
3102 Activity is not deliverved in line with planned 

trajectories, leading to reduction in income 16

3103 Risk that efficiency requirements are not met. 16

Page 18 of 19.CRR -
 IRR - 
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Movements in CRR
CRR

BU Service Line ID Risk Description Today

Finance Finance 3127 There is a considerable risk that the Trust is unable to 
meet the financial projections included in its plan. 16

Medical 
Services

Medical 
Services - 
Divisional 
Management

2982 Risk of delayed transfers of care and increased 
hospital lengths of stay 16

Nursing, 
Midwifery & 
Quality

Quality 
Governance 3089

Quality - Risk of quality failures in patient care due to 
external causes such as delayed discharges and 
external pressures.

12

People and 
OD

Human 
Resources 2764 Risk of not having clearly agreed workforce plans for 

the next 3, 5 and 10 years. 16

Workforce 
Development

2373 Exposure to incidents of violence and aggression in 
ECC 15

3095 Risk of Significant, unprecidented service disruption 
due to industrial action 16

3298 Increase in incivility and disrespectful behaviours 
being reported 12

QE Facilities Estates 3186 There is a risk to ongoing business continuity of 
service provision due to ageing trust estate 12

Surgical 
Services Obstetrics 2398

Risk that MDT are delayed to a maternity 
emergency/delayed CCU transfers for maternity 
patients due to separate buildings

15
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Assurance Report  

 
Agenda Item: 12i 
 

Purpose of Report Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☐ 

Committee Reporting 
Assurance: 
 

Finance and Performance Committee  

Name of Meeting: 
 

Board of Directors 

Date of Meeting: 
 

19 December 2023 

Author: 
 

Mrs K Mackenzie, Group Director of Finance & Digital  

Executive Lead: 
 

Mrs K Mackenzie, Group Director of Finance & Digital 

Report presented by: 
 

Mr M Robson, Chair of Committee  

Matters to be escalated to 
the Board: 

None 

Executive Summary:  
(outline assurances and 
gaps including mitigating 
actions) 
 
 
 
 
 
 
 
 

Sickness Absence: 
The report was presented in response to a request from 
committee members informing that over a 12 month rolling 
period until the end of October 2023, 33.9% relate to 
anxiety, stress, depression and other psychiatric illness 
and the volume of staff referred into Occupational Health 
who require counselling has increased. The Committee 
noted that the POD Committee are tracking detailed 
progress on their work plan. 
 
Leading Indicators: 
The report was presented for assurance and discussion.  
Key areas for attention related to challenge in achievement 
of the ambulance handovers within 15 minutes. The 
Committee requested a report for the next meeting on 
ambulance handovers with an SBAR approach including 
tactical options and risk mitigation.  
 
Paediatric Autism Pathway Validation: 
The report was presented for information and assurance 
noting that the Trust had undertaken a validation exercise 
linked to a review of the longest waiters.  Technical 
reporting changes resulted from the exercise. 
 
Month 8 Financial Report: 
The report was presented informing that the Trust has a 
revenue deficit of £9.271m which is an adverse variance of 
£0.108m.  The report was received for information and 
assurance. 
 
 
 

Page 88 of 218



Internal Audit Reports: 
The report was presented sharing the outcomes of the 
recent off payroll payments report audit.  The committee 
noted that the Reverse SLA between the Trust and QE 
Facilities will go to the QEF Board. 
 
Internal Audit Action Monitoring Report: 
It was agreed to bring an updated version of this report to 
the next Committee as many of the target dates are at the 
end of December 2023. 
 
Supply Procurement Committee Report: 
The report was on the recent work of the SPC. In total 10 
reports were received with a total value of £1,611,921.66.  
The report was received for assurance. 
 
Capital Steering Group (CSG) Update: 
The report was presented for information.  
 
Standing Financial Instructions: 
The Committee received the document for consultation 
and will provide comments ahead of the next committee 
meeting.  The next meeting will receive the proposed final 
version. 
 
Strategic Objectives: 
The report was presented for information. 
 
Organisational Risk Register (ORR): 
The Committee reviewed the ORR noting there are 8 risks 
from the BAF and ORR that are reflected in the report.  
 
Board Assurance Framework (BAF): 
The Committee reviewed and updated the BAF. 
 
Oversight Meeting Action Plans: 
For information. 
 
Finance and Performance Calendar Dates 2024-25: 
For information. 
 
Finance and Performance Committee Cycle of Business 
2023/24 
For information. 
 

Recommended actions for 
Board 
 

The Board is requested to note the assurances and risks 
identified by the Committee and be mindful of this when 
reviewing and discussing related agenda items. 
 

Trust Strategic Aims that the 
report relates to: 
(Including reference to any 
specific risk) 

Aim 1 
☐ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☐ 

We will be a great organisation with a highly 
engaged workforce 
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 Aim 3 
☒ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious 
in our commitment to improving health outcomes 

Aim 5 
☒ 

We will develop and expand our services within 
and beyond Gateshead 
 

Financial 
Implications: 

As outlined in the Finance Report paper on the agenda. 
 

Links to Risks (identify 
significant risks and DATIX 
reference) 

 

People and OD Implications: 
 

 

Links to CQC KLOE   Caring   
☒ 

Responsive 
☒ 

 Well-led   
☒        

Effective 
☒ 

    Safe 
☒ 

Trust Diversity & Inclusion 
Objective that the report 
relates to: (including 
reference to any specific 
implications and actions) 

Obj.1 
☐ 
 

The Trust promotes a culture of inclusion where 
employees have the opportunity to work in a 
supportive and positive environment and find a 
healthy balance between working life and 
personal commitments 

Obj. 2 
☒ 

All patients receive high quality care through 
streamlined accessible services with a focus on 
improving knowledge and capacity to support 
communication barriers 

Obj. 3 
☐ 

Leaders within the Trust are informed and 
knowledgeable about the impact of business 
decisions on a diverse workforce and the differing 
needs of the communities we serve 
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Assurance Report  Agenda Item: 12ii 

 
Purpose of Report Decision: 

☐ 
Discussion: 

☐ 
Assurance: 

☒ 
Information: 

☒ 
Committee Reporting 
Assurance: 
 

Quality Governance Committee December 2023 

Name of Meeting: 
 

Trust Board  

Date of Meeting: 
 

December 2023 

Author: 
 

Mrs A Stabler, Non-Executive Director  

Executive Lead: 
 

Dr G Findley, Chief Nurse    

Report presented by: 
 

Mrs A Stabler, Non-Executive Director 

Matters to be escalated to 
the Board: 

For information only: 
The Committee noted there are a number of areas of non-
compliance in the Paediatric Audiology Hearing Service 
Review but will be seeking assurance from the Committee in 
the next few months. 
 
The Committee also noted there is a regional call on 19 
December 2023 that Medical Directors and Chief Nurses  
are attending due to the high risk of system issues with 
delayed ambulance handovers. 
 

Executive Summary:  
 
 
 
 
 
 
 
 

Items received for assurance: 
 
QEF Pharmacy Quality, Safety and Performance Report 
The report was presented informing the quality management 
system consist of two parts in the pharmacy service of 
dispensary and whole sale service. SPC has been applied to 
slide 1 of the presentation and there are 2 high risk incidents 
reported with HR involved.  
 
The Committee noted there were 2 serious incidents 
reported in March 2023. The Systemic Anti-Cancer Therapy 
(SACT) homecare project went live on 4 December 2023 and 
the Group will be updated on progress. 
 
Health and Safety Quarterly Update 
The report was presented informing there were no Group 
Health and Safety Committee meetings during July to 
September 2023 due to unavailability of several key 
members and there is currently no Health and Safety 
Manager in post and the Compliance Auditor Apprentice role 
remains vacant. The Health and Safety Work Plan has not 
changed since the last quarter due to the absence of the 
Health and Safety Manager.  
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The Committee requested a clear recovery plan to be 
developed and presented to the Executive Management 
Team in January 2024 then they will bring assurance to the 
Committee in February 2024 with oversight at the QE 
Facilities Board. 
 
Health Inequalities  
The report was presented informing that a project has been 
established to carry out a gap analysis across the Trust 
against the Core 20 plus 5 with resources identified from 
existing budgets to manage this project.  
 
PHSO Review of Cases 
The report was presented informing there are currently 6 
cases with PHSO with 4 in the category of “current”, 2 
“awaiting decision” and another one that has been received 
this month of awaiting decision. There are 2 significant cases 
of a patient who arrived into ED with self-harm who was later 
found deceased and a patient found deceased on his 
commode with the oxygen disconnected. 

Complaints Update 
A verbal update was provided informing there are currently 
43 open complaints with 18 beyond the 40 day internal 
deadline and 1 open over the 60 patient deadline with the 
date of completion of November 2023. The 1 outstanding 
complaint is a complex case and all others are between the 
40 to 60 days and have been escalated. The Committee will 
receive an update at the next meeting. 
 
Quarterly Learning Update 
A verbal update was provided informing that work was 
ongoing to co-ordinate learning between complaints, 
incidents and mortality alerts. A Learning Triangulation 
Meeting has been introduced with the next meeting planned 
on 28 December 2023 and will be reported to the Trust 
Learning Panel. 
 
EQIA Update 
The report was presented informing there are currently 34 
EQIAs of which 8 relate to cost reduction plans (CRPs). The 
Medical Director and Chief Nurse met with the business units 
to discuss the long list of CRPs and agreed which ones 
needed a more in depth EQIA as some clearly had not impact 
on quality or equality. There are 14 EQIAs that have been 
closed for information and assurance.  

Assurances from Safeguarding Group 
The report was presented for information noting the 
performance data should be presented as an SPC chart 
going forward. 
 
Leading Indicators 
The report was presented informing there is a deterioration 
in the C.diff rate which is not unexpected as it is a seasonal 
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condition and we will breach the absolute number of cases 
we were given as a tolerance. 
 
Maternity Oversight Report 
The report was presented informing that the PPH rate 
continues to flag as high and are doing significant work on 
this. We are on track to reach the 90% compliance with new 
training requirements in most areas by the end of December 
2023. The Committee asked for a deep dive in readmissions 
for the next report. 
 
Assurances from Strategic SafeCare Risk and Safety 
Council 
A verbal update was provided informing due to the timing of 
the meeting there has not been a SafeCare meeting. An 
Extra-ordinary meeting was held to discuss terms of 
reference and the timing of the meetings. 
 
Serious Incidents Report 
The report was presented informing during quarter 2 there 
were 9 serious incidents reported. The closing of the actions 
for historic incidents is challenging in InPhase, so we have 
opened Datix to help. The ICB closed 7 serious incidents in 
quarter 2 and there are currently 15 serious incidents open 
with plans in place to take a pragmatic approach and a plan 
for them all to be closed by the end of March 2024.  
 
Falls Update 
A verbal update was provided informing that the Trust Falls 
Prevention Group has been functioning for 14 months and 
completed pieces of work such as “think yellow”. The most 
frequently reported incidents are falls therefore we have 
refreshed the terms of reference, membership and the policy. 
The Committee agreed to remove this update from the cycle 
of business as significant progress has been made and 
further updates  this will be reported into the SafeCare 
Council. 
 
Safer Staffing Report 
The report was presented informing that the two areas to flag 
are Ward 11 and Ward 22 who have 4 staff on maternity 
leave with staff in post that are undertaking training. The 
staffing report includes red flags and we are trying to 
correlate sickness. When the Head of Nursing – Workforce 
is in post they will triangulate issues and areas of harm to 
improve the report. 
 
Feedback from Risk Escalation Meetings 
A verbal update was provided informing that the formal 
process has been ongoing for some time and there has been 
no further meetings as no further concerns have arisen.  
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ICB Update 
A verbal update was provided informing that there is 
currently a restructure across the Organisation and the 
consultation process closed on 15 December 2023. The final 
structures will be published on 5 January 2024 with the new 
structure live on 1 April 2024. 
 
Items received by the Committee for information: 
• Mental Health Act Compliance Minutes – August 2023 
• Research and Development Annual Report 
• Palliative Care 6 Month Update 
• Objectives Delivery Report 
• Cycle of Business 
 

Recommended actions for 
Board 
 

Board are asked to note the work of the Committee and the 
assurances received and note the areas of risk identified but 
note the actions in place to resolve. 
 

Trust Strategic Aims that 
the report relates to: 
(Including reference to any 
specific risk) 
 

Aim 1 
☒ 

We will continuously improve the quality and safety 
of our services for our patients 

Aim 2 
☐ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☐ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious in 
our commitment to improving health outcomes 

Aim 5 
☒ 

We will develop and expand our services within and 
beyond Gateshead 

Financial 
Implications: 

None to Note 

Links to Risks (identify 
significant risks and DATIX 
reference) 

ORR Risks, 2879 – Maternity, 2779 CQC Compliance/ 
Improvement, 2868 – Further wave of Covid, 2880  
 

People and OD 
Implications: 

Gaps in workforce in nursing, midwifery and mental health. 
 
 

Links to CQC KLOE    Caring   
☒ 

Responsive 
☒ 

 Well-led   
☒        

 Effective 
☒ 

     Safe 
☒ 

Trust Diversity & Inclusion 
Objective that the report 
relates to 

Obj.1 
☐ 
 

The Trust promotes a culture of inclusion where 
employees have the opportunity to work in a 
supportive and positive environment and find a 
healthy balance between working life and personal 
commitments 

Obj. 2 
☒ 

All patients receive high quality care through 
streamlined accessible services with a focus on 
improving knowledge and capacity to support 
communication barriers 

Obj. 3 
☐ 

Leaders within the Trust are informed and 
knowledgeable about the impact of business 
decisions on a diverse workforce and the differing 
needs of the communities we serve 
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Assurance Report  

 
Agenda Item: 12iii 
 

Purpose of Report Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☐ 

Committee Reporting 
Assurance: 
 

Digital Committee  

Name of Meeting: 
 

Board of Directors 

Date of Meeting: 
 

Wednesday 8th November 2023 

Author: 
 

Miss C Bright, Head of Digital Assurance and 
Transformation 

Executive Lead: 
 

Mrs K Mackenzie, Group Director of Finance & Digital  

Report presented by: 
 

Mr A Moffat, Chair of Committee  

Matters to be escalated to 
the Board: 

None  

Executive Summary: (outline 
assurances and gaps 
including mitigating actions) 
 
 
 
 
 
 
 
 

The meeting of the Digital Committee followed a revised 
format, which was well received by the members. 
 
Introducing the Patient Engagement Portal (PEP) 
An overview of the PEP solution and the progress being 
made against its deployment in Gateshead was 
presented for assurance. The committee heard how the 
Trust is the first to go-live with enhanced PEP 
functionality (correspondence and supporting 
information). Centrally funded for 2 years; it is anticipated 
that future significant savings would enable PEP to be 
self-funding. 
 
Organisational Strategic Objectives – Digital 
Report presented for assurance.  Associated risk 
identified given the interdependencies with the EPR 
development. 
 
Digital Delivery Plan 
The committee were provided with an overview of current 
position of the digital programme for assurance. 
 
3 items (GP switch to MESH, ICCP and Optica, and the 
Medical Photography pilot) have been completed over the 
last reporting period.  
 
3 projects are reporting a level of risk: Outpatient Transfer 
of Care Solution, Nervecentre Paediatric Sepsis upgrade 
and Paediatric Digitisation.   
 
2 projects reporting as high risk - Office 365 and File Fast 
app – and committee received assurance on the 
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mitigation plans put in place to ensure the risks are 
managed. 
 
The committee heard about ongoing work to enhance the 
controls that exist. 
 
Digital Maturity Assessment 
The committee were presented with the outcome of the 
national DMA and benchmarking exercise including a gap 
analysis which will help to inform the Trust’s strategy 
delivery plan and EPR specification moving forward. 
 
Integrated Electronic Patient Record procurement 
The committee received an update for information and 
assurance relating to the EPR system development.  The 
committee heard about planning for the supplier event 
that was scheduled for the 15/12/23. 
 
The committee heard about the levels of clinical 
engagement and managerial support incorporated into 
the day.   
 
System Exploitation Framework 
The committee were provided with a presentation 
outlining the framework by which the key system 
exploitation plans will be developed. The framework is 
split into nine areas - data, training, continuity and change 
control, clinical safety, supplier management, policies and 
procedures, and user support. The framework has been 
approved at DDAG and DTG. 
 
Organisational Risk Register 
The committee were presented with the digital risks on 
the ORR.  They were advised that there had been a 
review of the historic items within the organisational risk 
register; as a result some risks had been closed and 
replaced by two new risks to reflect the current position 
with regards to access management and cyber threat. 
 
Data Breaches Reported to ICO 
This represents a new item on the agenda having been  
identified by the digital team as a potential reporting gap. 
The committee were advised that there have been four 
data security incidents reported to the ICO within the 
current financial year with no further action required from 
the Trust. 
 
Digital Service Key Performance Indicators 
The committee were presented with the first cycle of the 
new reporting format receiving assurance regarding the 
performance levels of the services associated actions to 
mitigate risks. 
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Committee noted that Trust performance against 
Information Asset Register maintenance compliance 
remains an issue.  
 
Regulatory and Governance 
Internal audit actions presented for assurance. 
 

Recommended actions for 
Board 
 

The Board is requested to note the assurances and risks 
identified by the Committee and be mindful of this when 
reviewing and discussing related agenda items. 
 

Trust Strategic Aims that the 
report relates to: 
(Including reference to any 
specific risk) 
 

Aim 1 
☐ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☐ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious 
in our commitment to improving health outcomes 

Aim 5 
☒ 

We will develop and expand our services within 
and beyond Gateshead 

Financial 
Implications: 

None to note 
 

Links to Risks (identify 
significant risks and DATIX 
reference) 

There are no significant risks on Datix relating to the 
business conducted at this meeting. 

People and OD Implications: 
 

Each active project has an associated stakeholder 
analysis and staffing impact assessment. 
 

Links to CQC KLOE  Caring   
☒ 

Responsive 
☒ 

 Well-led   
☒        

Effective 
☒ 

    Safe 
☒ 

Trust Diversity & Inclusion 
Objective that the report 
relates to: (including 
reference to any specific 
implications and actions) 

Obj.1 
☐ 
 

The Trust promotes a culture of inclusion where 
employees have the opportunity to work in a 
supportive and positive environment and find a 
healthy balance between working life and 
personal commitments 

Obj. 2 
☒ 

All patients receive high quality care through 
streamlined accessible services with a focus on 
improving knowledge and capacity to support 
communication barriers 

Obj. 3 
☐ 

Leaders within the Trust are informed and 
knowledgeable about the impact of business 
decisions on a diverse workforce and the differing 
needs of the communities we serve 
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Assurance Report  

 
Agenda Item: 12iv 
 

Purpose of Report Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☐ 

Committee Reporting 
Assurance: 
 

People and OD Committee  

Name of Meeting: 
 

Trust Board  

Date of Meeting: 
 

15 January 2024 

Author: 
 

Amanda Venner, Director of People & OD 

Executive Lead: 
 

Amanda Venner, Director of People & OD  

Report presented by: 
 

Maggie Pavlou, Non-Executive Director  

Matters to be escalated to 
the Board: 
 

• Due to changes at NHSE/I our ADQM report will not be 
released to us at the normal point of the year and therefore 
Committee have agreed a different sign off route, 
providing delegated authority to the Executive Team to 
sign this off.    

• MHPS Case Review. 
• Limited assurance internal audit report. 
• Healthcare Support Worker Rebanding.  
 

Executive Summary:  
(outline assurances and 
gaps including mitigating 
actions) 
 
 
 
 
 
 
 
 

Items received for assurance: 
 
Executive Director POD Summary Report: 
The report was presented informing the vacancy rate 
indicator has moved to above the trajectory remaining below 
the 5% target at 2.5% and the sickness levels are decreasing. 
The Freedom to Speak Up reporting has increased 
dramatically since the introduction of a new Guardian and 
there was a ‘rally’ organised by Unison around the Healthcare 
Support Worker rebanding in December 2023 which we 
managed to work with Unison to call off at the last minute. 
 
The Committee also noted that the 2023 Annual Staff Survey 
has now closed with a final completion rate of 49% for Trust, 
17% for Bank and 59% for QE Facilities, giving a group 
response rate of 50%. 
 
Cross Referral form Audit Committee 
The counterfraud disciplinary cases were discussed and 
assurance provided that the decisions to not pursue the two 
cases where the employees had left the organisation were 
appropriate. 
Existing process strengthened and robust escalation process 
in place. 
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Vaccination Programme Update Report: 
The report was presented informing there is a Jabbathon 
planned on 26 January and 23 February 2024 to increase the 
vaccination uptake and the Committee asked for a plan to be 
brought to the next meeting from the Vaccination Commitee.  
 
It was also noted that there is a low uptake in ethnic groups 
and the Communications on the vaccination campaign had 
lost momentum as there appeared to be a lack of clinical 
engagement. It was agreed for the rates to be escalated to 
Senior Management Team and for an Executive Lead to be 
identified to oversee. 
 
Freedom to Speak Up Report Q3: 
The report was presented informing there are 4 members of 
the Trust Board who are outstanding to complete the training. 
Q1 and Q2 had both 7 cases raised which within that period 
in Q3 there were 18 cases raised.  It was noted a business 
case has been started for an overview of data collection and 
will allow anonymous reporting. 
 
The Committee agreed the report is not informing if there is a 
problem or not, the concern of the role of the Freedom to 
Speak Up Guardian and what we are looking at. It was 
mentioned it would be helpful to see in the report set out in a 
heat map format, identifying of areas of concern  so 
consideration could be given around how this intelligence is 
then shared with both  Operational Directors Clinical  Heads 
of Service. 
 
Anti-Racism Charter: 
The charter was presented with the accompanying action 
plan.  
 
Historic Pre-Employment Checks: 
The report was presented informing that 80% of files have 
been checked and gaps were continuing to be closed. The 
current risk relates to timescales for competition and being 
able to start securing any ID documentation required.  The 
Committee noted that the project is currently forecast to 
extend beyond the agreed31 January 2024 timescale. 
 
Healthcare Support Worker Rebanding: 
The report was presented informing this is a high priority area 
which carries a risk of strike action and potential pay claims. 
The project plan is supported by the Deputy Director of 
Transformation and there is a meeting planned for 16 January 
2024 with Staff Side which focuses on Healthcare Assistants 
but the scope could broadened for other areas. The 
implementation plan is the end of March 2024 but processing 
will take a number of months after that date with the costs 
picked up in the next financial year. 
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MHPS Case Review: 
The report was presented following a request for MHPS 
cases that have taken place across the organisation to be 
reviewed.  The report reviewed all cases that have taken 
place in the past 8 years. It was found that although the 
process is difficult to adhere, in terms of the challenging 4 
week timescales, the process is robust.   
 
The Committee asked for an additional report with 
recommendations and conclusions to circulate to the 
Committee via email for approval then to Trust Board this 
month. 
 
Internal Audit Reports: 
Senior Medical Staff Job Planning (GHE 2023-24/07): 
The report was presented confirming that limited assurance 
had been received on this audit with detail within the pack and 
the cover sheet includes the action list. The majority of issues 
identified were known to the team and actions were already 
underway to progress these, with clinical engagement and 
communication collectively on this across the wider teams 
being key. 
 
The Committee asked following the lack of assurance for a 
summary report to go through the task and finish group, 
Executive Management Group, Audit Committee and this 
Committee. 
 
Outstanding & Upcoming Audit Actions Progress: 
The report was presented informing the Internal Audit 
2023/24 audit plan had limited assurance on Senior Medical 
Staff Job Planning and have internal monitoring processes for 
this. There are a further 10 actions in total dating back to 
2020-21. 6 of these actions relate to the Heathroster system 
which has moved not the corporate nursing portfolio. Since 
the point of writing this report, the 3 Internal Audit actions 
have been completed and 1 outstanding relating to Covid risk 
assessment. 
 
People and OD Organisational Risk Register: 
The report was presented informing there are 4 risks on the 
risk register. Risk 2764 was discussed at the Executive Risk 
Management Group with a view to lower the score as the 
position has improved and Risk 2373 has recently moved into 
People and OD with some work underway linking to zero 
tolerance work. 
 
Items received by the Committee for information: 
 

• Cycle of Business 
• Leading Indicators  
• People & OD Additional Metrics  
• Industrial Action Update 
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Recommended actions for 
Board 
 

Note main assurances against the strategic People and OD 
themes detailed and key associated risks.   

Trust Strategic Aims that 
the report relates to: 
(Including reference to any 
specific risk) 
 

Aim 1 
☐ 

We will continuously improve the quality and safety 
of our services for our patients 

Aim 2 
☒ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☐ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious in 
our commitment to improving health outcomes 

Aim 5 
☐ 

We will develop and expand our services within and 
beyond Gateshead 

Financial 
Implications: 

Potential costs related to the Healthcare Support workers 
regrading. 
 

Links to Risks (identify 
significant risks and DATIX 
reference) 

ORR Risks, 3095 risk to quality of care, 2764 risk of not 
having a clearly agreed workforce plans and 3272 historic 
checks. 
 

People and OD 
Implications: 
 

As set out  

Links to CQC KLOE  Caring   
☒ 

Responsive 
☒ 

 Well-led   
☒        

Effective 
☒ 

    Safe 
☒ 

Trust Diversity & Inclusion 
Objective that the report 
relates to: (including 
reference to any specific 
implications and actions) 

Obj.1 
☒ 
 

The Trust promotes a culture of inclusion where 
employees have the opportunity to work in a 
supportive and positive environment and find a 
healthy balance between working life and personal 
commitments 
 

Obj. 2 
☐ 

All patients receive high quality care through 
streamlined accessible services with a focus on 
improving knowledge and capacity to support 
communication barriers 
 

Obj. 3 
☒ 

Leaders within the Trust are informed and 
knowledgeable about the impact of business 
decisions on a diverse workforce and the differing 
needs of the communities we serve 
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Assurance Report  
 

Agenda Item: 12v 
 

Purpose of Report Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☐ 

Committee Reporting 
Assurance: 
 

Audit Committee Assurance Report from Meeting held on 
5 December 2023 

Name of Meeting: 
 

Audit Committee 

Date of Meeting: 
 

5 December 2023 

Author: 
 

Mrs K Mackenzie, Group Director of Finance and Digital  

Executive Lead: 
 

Mrs K Mackenzie, Group Director of Finance and Digital 

Report presented by: 
 

Mr A Moffat, Non – Executive Director 
 

Matters to be escalated to 
the Board of Directors: 

It was agreed that committee would escalate: 
• Limited assurance audit reports with incomplete or 

no management responses 
• Recommendations exceeding revised target 

implementation dates with no management 
updates 

• Revision of target dates for implementation of 
actions 

 
Executive Summary:  
(outline assurances and 
gaps including mitigating 
actions) 
 
 
 
 
 
 
 
 

Executive Risk Management Group update 
Paper presented for assurance. Discussion took place 
pertaining to risks on ORR and an update on training 
relating to inphase implementation was received.    
 
Reference Costs 
Item deferred as submission not yet taken place due to the 
portal not yet being open. 
 
Accounts and Reporting Timetable 
Presented for information this paper shared the 
provisional dates for accounts and reporting for financial 
year 2023/24 which have been announced by DHSC. 
Little change on previous years.  Committee noted key 
dates. 
 
Charitable Funds Accounts 
Audit findings report was presented with findings that the 
accounts are maintained robustly and there are no items 
to raise.  Accounts recommended for approval to Board of 
Trustees. 
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QE Facilities Accounts  
Update presented on the draft accounts, noting the 
auditors are going through testing and confident they will 
meet the deadline for the Extra Ordinary Audit taking 
place on the 12th.  
 
There were some issues advised around Mazars capacity 
and absence from committee. 
 
Internal Audit 
Report presented for assurance.  
 
Internal Audit noted that there are two reports included at 
draft where management responses haven’t been 
received in a timely manner.  Similar there are 
recommendations which are overdue for which four have 
had a target date revised since the last committee and two 
with no responses received. 
 
The report contained a final output of limited assurance 
into the reverse SLA arrangements between the Trust and 
QEF. 
 
Decision taken to escalate concerns to Board and to the 
CEO. 
 
External Audit 
The report proposes that the Audit committee 
recommends to the Council of Governors that the 24-
month extension on the current external contract is taken 
and that the Group should market test the service during 
2025/2026 with a view to awarding a contract for the 
service in March 2026. Committee has agreed to 
recommend for approval. 
 
Counter Fraud 
The committee received an overview of the work plan 
proposed for 23/24. Noted service is facing the same 
challenges as internal audit. 
 
Schedule Of Losses and Special Payments  
Committee received and approved the paper presented.   
 
Proposed Schedule for future meetings for 2024/2025 
Proposed dates have now been issued. 
 
Board Committee Escalations Summary  
Report received for discussion and consultation.  
Comments provided to Trust Secretary for action and 
reflection. 
 

Recommended actions for 
the Board of Directors 

The Board is requested to take assurance from the work 
of the Committee and note the assurances, actions and 
decisions of the Committee in framing related items on 
the Board agenda.  
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Trust Strategic Aims that the 
report relates to: 
(Including reference to any 
specific risk) 
 

Aim 1 
☒ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☐ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious 
in our commitment to improving health outcomes 

Aim 5 
☐ 

We will develop and expand our services within 
and beyond Gateshead 

Financial 
Implications: 

None to note 

Links to Risks (identify 
significant risks and DATIX 
reference) 

There are no significant risks on Datix relating to the 
business conducted at this meeting. 

People and OD Implications: 
 

None to note. 

Links to CQC KLOE    Caring   
☐ 

Responsive 
☐ 

 Well-led   
☒        

Effective 
☐ 

     Safe 
☒ 

Trust Diversity & Inclusion 
Objective that the report 
relates to: (including 
reference to any specific 
implications and actions) 

Obj.1 
☐ 
 

The Trust promotes a culture of inclusion where 
employees have the opportunity to work in a 
supportive and positive environment and find a 
healthy balance between working life and 
personal commitments 

Obj. 2 
☐ 

All patients receive high quality care through 
streamlined accessible services with a focus on 
improving knowledge and capacity to support 
communication barriers 

Obj. 3 
☐ 

Leaders within the Trust are informed and 
knowledgeable about the impact of business 
decisions on a diverse workforce and the differing 
needs of the communities we serve 
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Assurance Report  
 

Agenda Item: 12v 
 

Purpose of Report Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☐ 

Committee Reporting 
Assurance: 
 

Audit Committee Assurance Report from Meeting held on 
12 December 2023 

Name of Meeting: 
 

Audit Committee 

Date of Meeting: 
 

12 December 2023 

Author: 
 

Mrs K Mackenzie, Group Director of Finance and Digital  

Executive Lead: 
 

Mrs K Mackenzie, Group Director of Finance and Digital 

Report presented by: 
 

Mr A Moffat, Non – Executive Director 
 

Matters to be escalated to 
the Board of Directors: 

None 
 

Executive Summary:  
(outline assurances and 
gaps including mitigating 
actions) 
 
 
 
 
 
 

QEF Annual Accounts – External Audit 
Paper presented providing audit opinion on the draft 
accounts of QEF for the financial year 2022/23.  Additional 
verbale update was presented by Mazars advising that the 
majority of testing has been completed.  A small 
extrapolated error was identified.  Audit Committee agreed 
to recommend submission of the accounts to QEF Board 
on the understanding that there were no material changes 
to the paper presented. 

Recommended actions for 
the Board of Directors 

The Board is requested to take assurance from the work 
of the Committee and note the assurances, actions and 
decisions of the Committee in framing related items on 
the Board agenda.  
 

Trust Strategic Aims that the 
report relates to: 
(Including reference to any 
specific risk) 
 

Aim 1 
☒ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☐ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious 
in our commitment to improving health outcomes 

Aim 5 
☐ 

We will develop and expand our services within 
and beyond Gateshead 

Financial 
Implications: 

None to note 
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Links to Risks (identify 
significant risks and DATIX 
reference) 

There are no significant risks on Datix relating to the 
business conducted at this meeting. 

People and OD Implications: 
 

None to note. 

Links to CQC KLOE    Caring   
☐ 

Responsive 
☐ 

 Well-led   
☒        

Effective 
☐ 

     Safe 
☒ 

Trust Diversity & Inclusion 
Objective that the report 
relates to: (including 
reference to any specific 
implications and actions) 

Obj.1 
☐ 
 

The Trust promotes a culture of inclusion where 
employees have the opportunity to work in a 
supportive and positive environment and find a 
healthy balance between working life and 
personal commitments 

Obj. 2 
☐ 

All patients receive high quality care through 
streamlined accessible services with a focus on 
improving knowledge and capacity to support 
communication barriers 

Obj. 3 
☐ 

Leaders within the Trust are informed and 
knowledgeable about the impact of business 
decisions on a diverse workforce and the differing 
needs of the communities we serve 
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Assurance Report  

 
Agenda Item: 12v 
 

Purpose of Report Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☐ 

Committee Reporting 
Assurance: 
 

Group Remuneration Committee  

Name of Meeting: 
 

Board of Directors 

Date of Meeting: 
 

29 November 2023 and 9 January 2024 

Author: 
 

Mr M Robson, Chair of the Group Remuneration 
Committee  

Executive Lead: 
 

Mrs T Davies, Group Chief Executive 

Report presented by: 
 

Mr M Robson, Chair of the Group Remuneration 
Committee  

Matters to be escalated to 
the Board: 

None 

Executive Summary:  
(outline assurances and 
gaps including mitigating 
actions) 
 
 
 
 
 
 
 
 

Key decisions and assurances received: 
• For good governance the Committee formally 

confirmed recent Executive-level appointments 
(delegated authority had been granted). 

• Assurance is provided that the NHS England’s 
recommendations regarding Very Senior Manager 
pay for 2023/24 were duly considered for each 
applicable post. 

• The Committee approved revised role descriptions 
for Executive positions to reflect group 
responsibilities, strengthening the governance 
arrangements in place. 

• The Committee was assured that succession 
planning / talent management is being progressed 
for Executive posts. 

• The Committee approved a new set of terms of 
reference and cycle of business, which will support 
the Committee to deliver its key role in relation to 
remuneration and appointment in line with the 
requirements of the Code of Governance. In 
January 2024 the Committee ratified new terms of 
reference for the QE Facilities’ Remuneration 
Committee. 

• Given the announcement of the retirement of the 
Medical Director, the Committee received 
assurance over the future plans for this post. 

• With regards to QE Facilities the Committee 
reviewed a proposal to amend the composition of its 
Board – this will be considered further by the Group 
Board in Part 2. 
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Recommended actions for 
Board 
 

The Board is requested to note the assurances and 
decisions of the Committee. 
 

Trust Strategic Aims that the 
report relates to: 
(Including reference to any 
specific risk) 
 

Aim 1 
☐ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☐ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious 
in our commitment to improving health outcomes 

Aim 5 
☒ 

We will develop and expand our services within 
and beyond Gateshead 
 

Financial 
Implications: 

Remuneration decisions on current and future posts by 
their nature have financial implications 
 

Links to Risks (identify 
significant risks and risk 
reference) 

- 

People and OD Implications: 
 

People and OD professional advice provided to the 
Committee by the Group Executive Director of People 
and OD 

Links to CQC KLOE    Caring   
☐ 

Responsive 
☐ 

 Well-led   
☒        

Effective 
☐ 

     Safe 
☐ 

Trust Diversity & Inclusion 
Objective that the report 
relates to: (including 
reference to any specific 
implications and actions) 

Obj.1 
☒ 
 

The Trust promotes a culture of inclusion where 
employees have the opportunity to work in a 
supportive and positive environment and find a 
healthy balance between working life and 
personal commitments 

Obj. 2 
☐ 

All patients receive high quality care through 
streamlined accessible services with a focus on 
improving knowledge and capacity to support 
communication barriers 

Obj. 3 
☒ 

Leaders within the Trust are informed and 
knowledgeable about the impact of business 
decisions on a diverse workforce and the differing 
needs of the communities we serve 

 

Page 109 of 218



  
Assurance Report  Agenda Item: 12vii 

 

Purpose of Report Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☐ 

Committee/Group/Board 
Reporting Assurance: 
 

QE Facilities’ Board of Directors  

Date of Meeting: 
 

January 2024 

Author: 
 

Maggie Pavlou, Chair of QEF Board 

Executive Lead: 
 

Steven Harrison, QEF Managing Director 

Report presented by: 
 

Maggie Pavlou, Chair of QEF Board 

Matters to be escalated to 
the Group Board: 

The Board noted two matters considered worthy of 
escalation to the Group Board namely: 
 

1. Quality Governance Committee concerns in relation 
to assurance on Health and Safety which are 
currently being addressed through development of 
an improvement plan. 

2. Implications of an upcoming increase in the Real 
Living Wage 

 
Executive Summary:  
(outline assurances and 
gaps including mitigating 
actions) 
 
 
 
 
 
 
 
 

The following key issues were considered during the 
meeting: 
 

• Financial Performance – 
Business profit for month slightly adverse to budget 
however profit is forecasted to meet year-end 
target.  

• QEF budget 2024/25 
Principles were outlined and agreed subject to 
alignment with recently commenced Trust planning 
work. 

• SFI’s and Scheme of Delegation 
Revised set of ‘rules’ (as per Deloitte 
recommendation) were presented and it was 
recommended that these be approved and passed 
to Group Board for approval. 

• Real Living Wage 
The financial impact of continuing to retain the 
business’s Living Wage accreditation was noted (an 
additional £504k above 23/24 costs).  It was agreed 
to defer any decisions/recommendations until after 
the NHS pay award offer (not likely to be received 
before May 2024)  

• Annual Accounts 
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Mazars representative gave an overview of the 
accounts (and process).  The Board approved the 
signing of the accounts (delegated to the Managing 
Director).  The Board expressed its disappointment 
in the delay caused by external auditor resourcing. 

 
Recommended actions for 
Board 
 

The Board is requested to note the assurances and risks 
identified by the QEF Board and be mindful of this when 
reviewing and discussing related agenda items. 
 

Trust Strategic Aims that 
the report relates to: 
(Including reference to any 
specific risk) 
 

Aim 1 
☒ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☒ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☒ 

We will be an effective partner and be ambitious in 
our commitment to improving health outcomes 

Aim 5 
☒ 

We will develop and expand our services within 
and beyond Gateshead 

Financial 
Implications: 

• Business profit for month slightly adverse to budget 
however profit is forecasted to meet year-end 
target.  

• Potential cost increases associated with increase in 
Living Wage (£504k)  

• Budget outlined forecasted position on revenue and 
profit for 2024/25 (subject to further review) 

Links to Risks (identify 
significant risks and risk 
register reference) 

Potential cost increases associated with increase in Living 
Wage (£504k) – to be added to risk register  

People and OD 
Implications: 
 

Impact of decisions in relation to Living Wage on (lower 
paid) staff. 

Links to CQC KLOE  Caring   
☒ 

Responsive 
☒ 

 Well-led   
☒        

Effective 
☒ 

    Safe 
☒ 

Trust Diversity & Inclusion 
Objective that the report 
relates to: (including 
reference to any specific 
implications and actions) 

Obj.1 
☒ 
 

The Trust promotes a culture of inclusion where 
employees have the opportunity to work in a 
supportive and positive environment and find a 
healthy balance between working life and 
personal commitments 

Obj. 2 
☒ 

All patients receive high quality care through 
streamlined accessible services with a focus on 
improving knowledge and capacity to support 
communication barriers 

Obj. 3 
☒ 

Leaders within the Trust are informed and 
knowledgeable about the impact of business 
decisions on a diverse workforce and the differing 
needs of the communities we serve 
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Report Cover Sheet Agenda Item: 13 
 

Report Title: 
 

Consolidated Finance Report – Part One 

Name of Meeting: 
 

Trust Board 

Date of Meeting: 
 

31st January 2024 

Author: 
 

Mrs Jane Fay, Deputy Director of Finance 

Executive Sponsor: 
 

Mrs Kris Mackenzie, Group Director of Finance & Digital 

Report presented by: 
 

Mrs Kris Mackenzie, Group Director of Finance & Digital 

Purpose of Report 
Briefly describe why this report is 
being presented at this meeting 

Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☐ 

The purpose of this paper is to provide assurance 
against corporate objectives and address financial risks 
 

Proposed level of assurance – to 
be completed by paper sponsor: 
 

Fully  
assured 

☐ 
No gaps in 
assurance 

Partially 
assured 

☒ 
Some gaps 
identified 

Not 
assured 

☐ 
Significant 
assurance gaps 

Not 
applicable 

 ☐  
 

Paper previously considered by: 
State where this paper (or a version of 
it) has been considered prior to this 
point if applicable 

Not applicable 

Key issues: 
Briefly outline what the top 3-5 key 
points are from the paper in bullet 
point format 
 
Consider key implications e.g. 

• Finance 
• Patient outcomes / experience 
• Quality and safety 
• People and organisational 

development 
• Governance and legal 
• Equality, diversity, and 

inclusion 
 

The Trust has an approved 2023-24 planned deficit of 
£12.588m.  
 
As of December 23, the Trust has reported an actual 
deficit of £10.244m after adjustments for donated assets 
and gain & losses of asset disposal. This is an adverse 
variance of £0.224m from its year-to-date target for 
reasons detailed in the body of this report. 
 
As of December 23, the Trust is forecasting achievement 
of its planned deficit totalling £12.588m.  
 
The Trust has an approved 2023-2024 capital 
programme totalling £29.792m.  However following 
changes to schemes funded from external and charitable 
funds the Trust is reporting against an updated internal 
plan of £26.662m 
 
As of December 2023, the Trust has reported actual 
capital spend totalling £7.035m, and a reported under-
spend of £14.357m against the year-to-date target, for 
the reasons detailed in the body of this report. 
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As of December 2023, the Trust is forecasting capital 
spend totalling £25.087m and a £1.575m underspend.  
 

Recommended actions for this 
meeting: 
Outline what the meeting is expected 
to do with this paper. 
 
 
 

The recommendation to Board is to receive the report, 
discuss the potential implications and record partial 
assurance for the achievement of the 2023-2024 
planned deficit as a direct consequence of the reported 
year to date position and financial risks. 
 
To note the summary of performance as of December 
2023 (Month 9) for the Group (inclusive of Trust and QE 
Facilities, excluding Charitable Funds). 
 

Trust Strategic Aims that the 
report relates to: 
 

Aim 1 
☒ 

We will continuously improve the quality and safety 
of our services for our patients 

Aim 2 
☐ 

We will be a great organisation with a highly engaged 
workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious in 
our commitment to improving health outcomes 

Aim 5 
☐ 

We will develop and expand our services within and 
beyond Gateshead 

Trust corporate objectives that 
the report relates to: 

Achieving financial sustainability 

Links to CQC KLOE    Caring   
☐ 

Responsive 
☐ 

 Well-led   
☒        

 Effective 
☐ 

     Safe 
☐ 

Risks / implications from this report (positive or negative): 
Links to risks (identify 
significant risks and DATIX 
reference) 

3127 Overall risk of not meeting financial plan, with 
contributing risks relating to activity (3102), efficiency 
(3103) and cost of delivery of New Operating Model 
(3128). 

Has a Quality and Equality 
Impact Assessment (QEIA) been 
completed? 

Yes 
☐ 

No 
☐ 

Not applicable 
☒ 
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1. Introduction 

1.1 The purpose of this report is to provide a summary of financial performance as of 31st 
December 2023 (month 9) for the Group (inclusive of the Trust and QE Facilities, 
excluding Charitable Funds).  

1.2 Reporting for December is against the Trusts 2023-2024 financial plan which reports an 
adjusted annual deficit of £12.588m inclusive of the achievement of a £15.900m cost 
reduction target and achievement of elective recovery funding income (ERF) totalling 
£2.654m. 
 

2 Income and Expenditure 

2.1 The Trust has reported a deficit of £10.438m for the period April 23 to December 23 and 
£10.244m after the adjustment for donated assets, gains / loss on disposal of assets.  

2.2 This is an adverse variance of £0.224m against the Trusts financial plan as detailed on the 
Trust Statement of Comprehensive Income (SOCI) as presented in Table 1. 

2.3 For the month of December 23 the Trust has reported actual income of £32.224m and total 
year to date income of £283.302m. This is an adverse variance of £0.364m against the 
Trusts financial plan. The year-to-date variance comprises of less income than planned for 
variable income streams included in the scope of the national elective recovery fund 
initiative totalling £1.310m, and the impact of unachieved CRP £0.676m, offset by national 
funding to cover industrial action pressures of £1.754m. 

2.4 For the month of December 23 the Trust has reported actual operating expenditure of 
£32.909m and total year to date operating expenditure of £291.220m. This is an adverse 
variance of £4.186m against the Trusts internal financial plan. The year-to-date variance 
comprises of an overspend on pay budgets totalling £4.202m and non-pay budgets 
totalling £0.343m offset by the impact of an overachievement of CRP totalling £0.359m 
across pay and non-pay budgets. 

 2.5  A detailed analysis of performance against all income and expenditure categories is 
detailed in Table 1.  

2.6  The Trust is reporting achievement of its planned deficit totalling £12.588m deficit. 
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Table 1: Trust Statement of Comprehensive Income 
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3 Cost Reduction Programme (CRP) 

3.1 Included in the Trusts 2023-24 financial plans is an annual CRP requirement of £15.900m 
of which the Trust achieved £10.319m as of December 23 and £11.498m for the financial 
year. This equates to 72.3% of the annual target. 

 

 
Table 2:2023-24 Cost Reduction Performance 

 

4 Cash and Working Balances  

4.1 Group cash as of 1st April 23 totalled £49.335m. The cash position as at the end of 
December totals £34.479m and is a reduction of £3.892m from the balance as at the end 
of November, this cash balance is equivalent to an estimated 33.47 day’s operating costs 
(37.25 days November).    

4.2 The liquidity metric has deteriorated by 1.80 days against November to -3.20 days, this is 
7.74 days below plan (+4.54 days). This is due to a £7.716m decrease in working capital 
balance against plan and an increase of £15.802m in operating costs net of depreciation. 

4.3 The balance sheet is presented in Table 3. 
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Table 3 – Statement of Position 

 

2023/2024 2023/2024 2023/2024 2023/2024

£000's £000's £000's £000's £000's

Assets
Non-Current Assets
Investments 80 80 0 80 16,824
Property, Plant and Equipment, Net 144,073 144,834 761 1,190 143,644
Right of Use Assets 11,710 11,710 0 0 11,710
Trade and Other Receivables, Net 1,915 1,927 13 814 1,113
Finance Lease - Intragroup 41,326 0
Trade and Other Receivables - Intragroup Loan 0 0 0 7,403

Total Non Current Assets 157,777 158,551 774 43,409 180,694
Current Assets
Inventories 5,029 5,044 14 2,853 2,191
Trade and Other Receivables - NHS 6,552 8,365 1,813 1,314 7,051
Trade and Other Receivables - Non NHS 5,235 6,310 1,075 995 5,315
Trade and Other Receivables - Intragroup 8,433 133
Trade and Other Receivables - Other 0 0 0 0

Prepayments 6,537 6,294 (243) 513 5,781
Cash and Cash Equivalents 38,371 34,479 (3,892) 8,011 26,468
Other Financial Assets - PDC Dividend 0 0 0 0
Accrued Income 1,610 1,732 122 1,214 517
Finance Lease - Intragroup 183 0
Trade and Other Receivables - Intragroup Loan 1,080

Total Current Assets 63,334 62,223 (1,111) 23,516 48,537

Liabilities
Current Liabilites
Deferred Income 9,900 8,543 (1,358) 81 8,462
Provisions 2,774 2,750 (24) 579 2,171
Current Tax Payables 5,075 4,980 (94) 430 4,550
Trade and Other Payables - NHS 2,019 2,190 171 0 2,190
Trade and Other Payables -Intragroup 133 8,433
Trade and Other Payables - Other 8,965 8,539 (426) 3,185 5,353
Lease Liabilities 4,101 4,110 9 0 4,110
Trade and Other Payables - Capital 0 0 0 0 0
Other Financial Liabilities - Accruals 29,870 32,006 2,136 9,819 22,187
Other Financial Liabilities - Borrowings FTFF 499 499 0 0 499
Other Financial Liabilities - PDC Dividend 648 971 324 0 971
Other Financial Liabilities - Intragroup Borrowings 0 0 1,080 0
Finance Lease - Intragroup 0 0 0 183

Total Current Liabilities 63,851 64,589 738 15,308 59,110

NET CURRENT ASSETS (LIABILITIES) (517) (2,365) (1,848) 8,207 (10,573)

Non-Current Liabilities
Deferred Income 2,015 2,015 0 1,719 296
Provisions 2,332 2,236 (96) 0 2,236
Trade and Other Payables - Other - 0 0 0 0
Lease Liabilities 7,959 7,959 0 0 7,959
Other Financial Liabilities - Accruals 0 0 0 0 0
Other Financial Liabilities - Intragroup Borrowings 0 0 0 7,403 0
Other Financial Liabilities -  Borrowings FTFF 12,012 12,012 0 0 12,012
Finance Lease - Intragroup 0 41,326

Total Non-Current Liabilities 24,317 24,221 (96) 9,122 63,828

TOTAL ASSETS EMPLOYED 132,942 131,964 (978) 42,495 106,294

Tax Payers' and Others' Equity
PDC 149,767 149,767 0 0 149,767
Taxpayers Equity 0 0 0 0 0

Share Capital 0 0 0 16,824 0
Retained Earnings (Accumulated Losses) (26,719) (27,697) (978) 25,671 (53,368)

Other Reserves 0 0 0 0 0
Revaluation Reserve 9,795 9,795 0 0 9,795
Misc Reserve 99 99 0 0 99

TOTAL TAXPAYERS EQUITY 132,942 131,964 (978) 42,495 106,294
TOTAL ASSETS EMPLOYED 132,942 131,964 (978) 42,495 106,294

Statement of Position - December 2023

     

December 
2023 FT

December 
2023 Group

December 
2023  QEF

November 2023 
Group

Movement 
from Prior 

Month
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5 Capital 
 
5.1 The Trusts 23-24 CDEL limit had been set at £9.469m. 
 
5.2 As part of 2023-24 planning the Trust Board approved the Trust to spend £1.000m in 

excess of the original CDEL value totalling £10.649m.  The projections are that the Trust 
will fully utilise the internal funding available along with the PDC and charitable funds to 
support capital in this year. 

 
 

Kris Mackenzie, Group Director of Finance & Digital 
January 2024 

Page 118 of 218



  
 

Report Cover Sheet Agenda Item: 14 
 

Report Title: Combined Leading Indicators & Elective Recovery Report 

Name of Meeting: Trust Board 
 

Date of Meeting: 31st January 2024 

Author: Deborah Renwick  
Executive Sponsor: Kris Mackenzie 

Report presented 
by: 

Kris Mackenzie /Jo Halliwell  

Purpose of Report 
Briefly describe why 
this report is being 
presented at this 
meeting 

Decision: 
☐ 

Discussion: 
☒ 

Assurance: 
☐ 

Information: 
☒ 

This report presents progress, risk and assurance in relation to the 
Trusts Leading Indicators and Elective Recovery for the reporting 
period of December.  

Proposed level of 
assurance – to be 
completed by paper 
sponsor: 
 

Fully  
assured 

☒ 
No gaps in 
assurance 

Partially 
assured 

☒ 
Some gaps 
identified 

Not 
assured 

☐ 
Significant assurance 
gaps 

Not 
applicable 

 ☒  
 

Paper previously 
considered by: 
State where this paper (or a 
version of it) has been 
considered prior to this point if 
applicable 

Not applicable (SMT retrospectively)  

Key issues: 
Briefly outline what 
the top 3-5 key points 
are from the paper in 
bullet point format 
 
Consider key 
implications e.g. 

• Finance 
• Patient 

outcomes / 
experience 

• Quality and 
safety 

• People and 
organisational 
development 

• Governance 
and legal 

Leading Indicator Summary:   
 
Will continually improve the quality and safety of our services 
for our patients:  
Risks are emerging within Quality and Safety Domains:  
• C.Difficile rates are now above upper control levels and total 26 

cases in December, above the total annual stretch allowance of 
21.  

• Harm rates from falls area also an outlier.    
However, progress against the CQC action plan remains stable.  
Further deep dives are investigations are underway to understand 
the reasons for the increase in falls and gain assurance. 
 
We will improve productivity and efficiency of our operational 
services 
• Whist 7 DTA’s in December represents a deterioration from zero 

DTAs in November, this is still a huge improvement in the 
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• Equality, 
diversity and 
inclusion 

reduction of patients wating for a bed, in December last year 536 
patients waited longer than 12 hours for bed.  

• The supporting break through objective, and national focus area 
of minimising ambulance handover delays is also performing 
well. 

• 52 week waiters continue to improve. 
 
We will be a great organisation with a highly engaged workforce 
• Metric unchanged: staff survey results are embargoed. 
• Group sickness absence rated deteriorated from 5.6% to 6% 
• Vacancy rates remain static at 2.5% 
 
We will achieve financial sustainability: 
• CRP below planned levels in month £1.7m, adverse variance 

YTD of £323k.  
• Pay spend over planned levels in month £859k, adverse variance 

YTD of £6.7m   
• Non pay spend over planned levels in month by £740k, adverse 

variance YTD of £3.1m 
 
Elective Recovery Summary:   
 
Elective and diagnostic activity continue to over-perform, whilst 
new outpatients and follow-up outpatients are below required levels: 
A new and revised Outpatient transformation plan will support 
delivery and assurance in these areas. 
 
Year end DM01 performance: our current forecast is changed to 
underachieve; projected performance is now forecast at 94.9%   

• MRI capacity reduction is the main driver with contributory 
risks in stability of echo workforce and audiology workforce 
plans recovery plans. 

Continued delivery oversight at Access & Performance to support 
mitigating current capacity and workforce risks to deliver within 
target remains a key priority over the coming months. 
 
Significant improvements have been made in reducing our RTT long 
waiters:  Forecasting zero > 65 weeks at year end and continued 
focus and close management of service line specific risks 
surrounding projected 52 week waiters and year end position.  
 
The Trust was the only provider in NENC to achieve 90% of RTT 
patients waiting over 12 weeks validated by 31st December.  This 
position is being maintained into January. 
 
Cancer continues to perform well across faster diagnosis, 31 day 
treatments and reducing our long waiters – Specific tumour group 
issues undertake deep dives reporting into Access and Performance 
meetings and commissioned workstreams are tasked to undertake 
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improvement work.  Issues remain within our challenged shared 
pathways, where collaborative discussions are underway to resolve 
issues. Partnership working and balancing tumour specific 
performance within the Trust and within the Alliance remains a 
priority. 

Recommended 
actions for this 
meeting: 
Outline what the 
meeting is expected 
to do with this paper 

The recommendations to the Committee are to receive this report, 
discuss the potential implications and note the improvement or 
challenge in key areas. 

Trust Strategic Aims 
that the report 
relates to: 
 

Aim 1 
☒ 

We will continuously improve the quality and safety of our 
services for our patients 

Aim 2 
☒ 

We will be a great organisation with a highly engaged 
workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to make 
the best use of resources  

Aim 4 
☒ 

We will be an effective partner and be ambitious in our 
commitment to improving health outcomes 

Aim 5 
☐ 

We will develop and expand our services within and 
beyond Gateshead 

Trust corporate 
objectives that the 
report relates to: 

• Improving the productivity and efficiency of our operational 
services 

• Improving the quality and safety of our services for our patients 
• Being a great organisation with a highly engaged workforce 
• Achieving financial sustainability  
 

Links to CQC KLOE    Caring   
☒ 

Responsive 
☒ 

 Well-led   
☒        

 Effective 
☒ 

     Safe 
☒ 

Risks / implications from this report (positive or negative): 
Links to risks 
(identify significant 
risks and DATIX 
reference) 

• Elective activity: 3102 (Positive)    
• Cancer: 1784 Long waiters: (Positive)  
• RTT 52 week waiters: 3261 (Positive) 
• DM01 MRI Scanner:  3277 (Same)   
• Waiting List/Validation/DQ: 2689 (Positive) 

Has a Quality and 
Equality Impact 
Assessment (QEIA) 
been completed? 

Yes 
☐ 

No 
☐ 

Not applicable 
☒ 
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Leading Indicators & 
Elective Recovery 
Combined Report
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December Report
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Leading 
Indicators 
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Leading Indicators Heatmap: December 2023
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Leading Indicator Summary
Metrics not achieving and also deteriorating: 6 metrics moved into this quadrant in month, 1 
stayed the same. 
Quality & Safety   (Appendices pg 26 – 30) 
C. Difficile rates deteriorated in month to 26 from 21 in November. The Trust is now above the annual allowance of 23 cases. Actions include careful monitoring of 
antibiotic prescribing & 10 point action plan and new audit assistant appointment to support focused work. 
Harm Rates from falls are now at 4.48 per 1,000 bed days - the first month this metric is above the upper control limits. Further deep dives are being sought to better 
understand the position. Lenth of Stay increased from 4.78 days to 4.85 days in December the increase is driven by an increase in elective lengths of stay from 2.1 days to 
2.8 days.  Industrial action and prioritising elective work for higher risk patients (P2s)  changes the acuity and case-mix in elective care. Non-elective length of stay slightly 
improved from 5.1 days to 5.08 days: supported by targeted work in the winter plans and improvement work in expediting discharges across challenged pathways.  

Effective & Responsive (Appendices pg 20 – 25) 
There were 7 12-hr DTA’s (trolley waits) in December and 10 % of our patients waited less than an hour for a bed. Whist seven DTA’s represents a deterioration from zero 
DTAs in November, this is still a huge improvement in the reduction of patients wating for a bed, in December last year 536 patients waited longer than 12 hours for  bed. 
Seven DTA’s in December contributes to 97 long waits to date. 
Collaborative working within our clinical teams has also made a real difference in handover delays and improving patient care.  High volumes of ambulance conveyances 
totalled 2,042 in December of which 46.1% were handed over within 15mins and 50% between 15-30mins. The Trust remains a strong performer within NENC against  
ambulance handover and clearance times with lower than average times, supporting crews to get back out on the road sooner to attend other emergency calls much 
quicker.

Productivity & Efficiency – Finance (Appendices pg 33 – 34) 
Cost Reduction savings were below planned levels of £1.7m, and an adverse variance of £323k from plan.
Pay spend was over planned levels by £859k in month with a M9 adverse variance from plan of £6.7m
Non pay spend was over planned levels by £740k in month with a M9 adverse variance from plan of £3.1m

Workforce (Appendices pg 31– 32) 
Our staff engagement score remains the same.  Staff survey results are currently embargoed.  
Our Trust sickness absence rates  deteriorated from 5.9% to 6.0%
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Leading Indicator Summary 
Below trajectory – and improving: 2 metrics stayed within this quadrant, but are improving.

Effective & Responsive – Elective Care (Appendices pg 20 – 25) 
The number of RTT waiters > 52 weeks improved to143 patients waiting at the end of December, representing a 46% improvement rate from 263 patients waiting in 
November. There still remains some delivery risk surrounding our current 112 projected 52 week waiters at year end. These waiters are being carefully managed at the 
weekly meetings, with developing plans including: reallocating direct clinical care activities, maximising productivity initiatives and utilising mutual aid and lastly utilising the   
independent sector.  Targeted focus on elective recovery via weekly Access & Performance meetings is supporting improvements across the suite of recovery measures 
including 10% reduction in waiting list, and the Trust was the only in the region to comply with the ask to have 90% of the waiting list validated by 31 December.

Above trajectory – but deteriorating: 1 metric stayed the same within this quadrant.
Quality & Safety (Appendices pg 26 – 31) 
On balance the CQC action plan remain in this quadrant with no over-due actions, 13 are on track for achievement, 7 actions were completed with a risks of non-
achievement moving from 4 to 5 actions. Plans are in place to manage the risk.
 
• HMSR slightly deteriorated from 104 to 105 – but remains with control/expected levels.
• SHMI slightly deteriorated from 0.90 to 0.93 – but remains below 1 and within control/expected levels 

Summary
• Quality and safety measures relating to harm from falls and C.Difficile infection rates will require focus for improvement from current position.
• Focus on Cost Reduction Plans remain an area of high priority – improvements to the over-all plan and planned deficit levels are being made.
• Elective care has seen some huge improvements in month – represented in the elective recovery section, risks remain surrounding known and future impact of IA and 

reducing our waiting lists. 
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THIS PACK IS BEST VIEWED ON SCREEN IN SLIDESHOW MODE

Elective Recovery 
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Priorities: Elective Recovery & Transformation
Recovering activity/service levels to pre-covid and better, reducing waiting times and back-log of patients waiting by transforming clinical pathways & services to ensure 
resilience and sustainability.   

Waiting List Management: 
• Elimination of 104+ week waiters & 78 week waiters whilst sustaining the position to reduce 65 and 52 weeks over the course of the year: Zero 52 weeks by March 2024. 
• 25% Outpatient Follow-up (OPFU) reduction 
• Reduce > 62 day waiters on an active cancer pathway
• Implement risk stratification and harm reviews linked to extended waiting times 
• Waiting well initiatives providing support to patients (inc. mutual aid)
• Advice & Guidance (A&G) digital and patient initiated follow up (PIFU) workstreams to support outpatient waiting lists

System Resources: 
• Equal prioritisation of elective care with ring fenced Trauma & Orthopaedic beds  
• Maximising Independent Sector / Mutual Aid opportunities 
• Moving towards system level patient treatment lists (PTL’s) to support equity of care
• Implementing Getting it Right First Time (GIRFT) best practice 
• Digital Mutual Aid System (DMAS)  / Patient Initiated Mutual Aid System (PIDMAS)  Digital solutions to support transparent waits across the system

Back to Basics:
• Data quality & validation:  Validate 90% of patients waiting over 12 weeks with multiple pathway reviews 
• Review evidence based compliance with evidence based interventions programme 
• Streamlining booking processes to support patient care

Productivity: 
• Reducing unnecessary follow-up outpatient activity and converting activity to areas which add value to patient care 
• Theatre productivity to ensure effective & efficient use of theatre resources

Transforming Clinical Pathways: 
• Implementing FIT Testing & Best Practice Timed Pathways to support achieving Faster Diagnosis Standards 
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Elective Recovery Heatmap: December 2023
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Heatmap Narrative 
Not Achieving – and Deteriorating
Planned Care Outpatient First Appointments and Follow Up Appointments
Activity relating to first and follow-up outpatients are behind planned levels.  To date we are below new outpatient activity levels by -2,059 (5%) and we have seen 6,010 more outpatient follow-
up patients than plan (14%).  A Full outpatient transformation programme is being developed.  Waits to first outpatient appointments being reviewed in weekly Access and Performance Clinics 
and we are reinstating partial booking.  Undertaking clinical triage and reviewing prevention of referrals within A&G booking systems, whilst reviewing of Patient Initiated Follow Up (PIFU) to 
extend and/or evidence benefits. Current PIFU levels are below plan at 3.7%. 

RTT waits within 18 weeks.  
Trust is achieving 67% against the RTT standard, a deteriorating position from last month at 68%.  Validating the WL at 12 weeks has affected removals from both over 18 weeks and under 18 
weeks – which will impact on the standards. 

DM01 Performance deteriorated from last month’s validated position of 94.1% to 91.4% in December, which is both below planned recovery trajectory level and below 95% target, driven 
primarily by lost MRI scanner capacity.  Improvements were seen however across endoscopy and barium.  The deterioration in lost MRI capacity places the current year end recovery 
trajectory at risk. The revised recovery plan is being actively managed and monitored at Access and Performance to mitigate and improve the risk. The Trust still remains No.2 performing Trust 
in NENC. 

CWT : 62 day Referral to Treatments
Cancer performance below expected in Q3 with lower levels of cancer treatments.   This is currently being reviewed in TSG’s and reporting back into Access & Performance.  There has also 
been an increase in urological referrals and lost capacity with some managed services - which has impacted on treatment levels leading to longer waits.  Challenges with multi provider 
pathways and reliance on other providers to deliver key pathway elements. A revision of the cancer improvement workstreams reporting into Access and Performance are underway to support 
focus pieces of work in on the areas of greatest risk.

Not Achieving - but Improving
RTT: 52 weeks waits 
Position is improving steadily with a continued focus on achieving zero position by the end of the financial year. Current forecasts place 112 patients at risk, however plans to mitigate against 
specialty level risks include: additional internal sessions, realignment of direct clinical care in the job plans, technical and clinical validation of the waiting list, and use of mutual aid and utilising  
Independent Sector options. 

RTT: 65 weeks waits
Continued focus through the weekly Access and Performance meetings with pathways forecasting and early interventions to prevent extended waits.  Despite IA, we are confident that robust 
plans are in place to ensure there are no over 65 week waiters at the end of March. 
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Elective Recovery Narrative 
Achieving & Improving:  

Planned Care Activity: 
The theatres efficiency work from the GIRFT reviews and the implementation of the Theatres Road Map has resulted in an increase in theatres activity.  The total number of 
elective cases undertaken in theatres continues to improve the year to date variance 686 (103.5%) combined elective inpatients. Diagnostic activity also continues with a 
positive cumulative variance of 836 (1.7%) diagnostics tests 

Waiting List Management: 
Long waiting patients continue to be reviewed in the weekly Access & Performance meeting as well as validation.  Additional activity, recent validation work and Access Policy 
application review has all contributed to the RTT PTL being at its lowest all year and is now circa July 22 levels.  There are no 104, 78 and 65 week waiters forecast for year 
end and plans are in place manage the risk in 52 week current PTL projections.

Cancer Standards: 
Whilst there are capacity and booking risks in the early parts of our pathways in some tumour specific groups, the Trust continues to perform well against the faster diagnosis 
standards, 31 day treatments and reducing out back of long waiters.  The Trust remains a strong performer in NENC and continues to benchmark well within these measures.    

Summary
• There are some positive indicators linked to the framework of the weekly Access and Performance meetings with clear focus on the month end and forecasted year end 

positions.
• Validation has had a very positive impact on most performance measures, being the only one Trust in the ICS to achieve 90% validated for patients waiting 12 weeks.  
• Despite a drop in month diagnostic performance continues to remain in top 2 Trusts in NENC, there is risk surrounding the year end position re: MRI capacity.
• Improvements in theatre productivity continue to linked to the programmes in place. The year end zero 52 week position will be influenced by risks surrounding IA and our 

ability to collaborate and source alternative treatment options for patients outside of Gateshead Health. 
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Demand & Activity 
Demand 
• 6% above planned levels in December
• 3% above plan year to date  

Activity Summary in Month – 
December 
Activity is 104% over planned activity levels or 
106% of revised (2% adjusted) plan.

Electives inpatients & diagnostics are 
overdelivering, supporting an overall cumulative 
year to date improvement,  whilst new 
outpatients below planned levels, and follow-up 
outpatients continue to be behind on planned 
reduction levels.

Year to Date 
• Positive variance of  10,241 against plan (4%)
• Positive variance of 14,944 against revised 

plan (6%) 
• Driven by : Daycase and diagnostics and 

more Follow-up Outpatients than planned 
levels.  

Activity Risks
• Revised adjustment of 2% still identifies a 

cumulative M9 deficit against:
• Inpatients:               239  (-11%)
• New OP:              2,049  (-5%)
• FU OP:               15,283  (16%) 
• IA: Cancelled activity is circa 0.6% of 

overall plan 
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Transformation

All of the schemes identified as transformational in this matrix will be referenced as part of one of the 
Delivery Oversight Group schemes or will be transferred under the new Innovation approach
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DM01 Diagnostic Performance - Actual 
Validated Latest 
Month:  Nov 91.4%  

Current 
performance:  
Dec:  91.4% 

Last Month’s 
waits:

Nov: 94.1% 

Year end: 
94.9%   

Page 134 of 218



Leading Indicators & Elective Recovery – January 2024 committees #GatesheadHealth1414

DM01 Diagnostic Performance & Forecast 

Year end: 
94.9%   

In month performance deteriorated in December to 
91.4% from 94.1%.
Modalities achieving 95% on DM01 include: CT, non 
obstetric ultrasound, and aggregate endoscopy 
modalities.

Modalities below 95% but performing better than planned 
performance levels include Barium Enema, MRI.

Modalities below 95% and below planned trajectory 
levels include Audiology, Colonoscopy, Echocardiology.  

Access & performance meetings continue to manage 
risks in echocardiology re: workforce models alongside 
recruitment and sickness absence issues in audiology. 
 
The main modality risk affecting year end  performance 
position is MRI.  The year end forecast has now 
deteriorated from 95% to  below target at 94.9%.  

The building work to support a Second MRI scanner has 
resulted in at 20% loss off MRI capacity.  Mitigating 
actions are reviewed weekly in Access & Performance to 
support managing risks and delays. The current action 
plan forecasts this modality to achieve DM01 in July 
2024.  

Recovering performance sooner in this area remains a 
key priority. 
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Cancer Performance

This Month: 
Dec 80.5%  

Last Month’s 
waits: 

Nov 77.6% 

Year End:
>75% 

Faster Diagnosis (75% - 85% in 2025/26)

New 31 Day Treatment Standard (96%)

This Month: 
Dec 97.5%  

Last Month’s 
waits: 

Nov 97.5%
Year End:

>96% 

New 62 Day Treatment Standard (70%-85%)

This Month: 
Dec 63.3%  

Last Month’s 
waits: Nov 

67% 

Year End:
<70% 

This Month: 
Dec 39

Last Month’s 
waits: Nov 69 

Yearend:
<=55

Over 62 day waits against plan 

Current Performance Positions

Cancer Recovery &Transformation Metrics

Performance Risk Summary:
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RTT Waiting List Summary

Current waits:  
12,144

Last Month’s 
waits: 13,277 

Year-end  
<14,020   

Last Month’s 
waits: Zero

Over 104week waiters (zero) 

Over 78week waiters (zero) 

Over 52week waiters (minimise) 

Current  
waits: Zero

Yearend:
Zero

Last Month’s 
waits: Zero

Yearend:
Zero

Last Month’s 
waits: 208

Current  
waits: 128

Year end:
Zero:

Over 65week waiters (zero) 
Last Month’s 
November 
waits: 48

Current  
waits: 11

Year end:
Zero 

Waiting List Plan

RTT Waiting List Breakdown current snap-shot view
(Waiting list up to and including 21 January 2024)  

Current waits: 
Zero
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Outpatient Position – GP referrals

Pressures: December 2023
 
Extremely High Priority/ Risk > 20 weeks 
• Cardiology            21.6
• Gastroenterology  24.9
• Gynaecology         25.9
• Pain  41.9* (exc. MSK)
• Rheumatology 20.4

High Priority/Risk 12-20 weeks 
• Geriatric Medicine  14.4
• Paediatrics              13.3 
• Urology  15.6 

Medium  Priority 6-12 weeks 
• Diabetic Medicine 8.4
• Respiratory Medicine 11.3
• General Surgery 6.6

Within Expected  <6 weeks 
Clinical Haematology   1.9
Obstetrics   3.4 
T&O                          4.1
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RTT Assurances: Validation 

RTT: Validation 90% of patients waiting > 12 weeks – 31st December 2023   

RTT Validation: 90% by end of December* revised trajectory 

Validation Recovery – December 2023: Assurances

• The Trust achieved the ask to have 90% of patents validated who are 
waiting more than 12 weeks. 

• Gateshead Health was the only Trust in NENC to achieve this ask.
• Performance leads have shared our successful processes with NENC 

colleagues in support of system wide improvements.
• Sustaining our validated position remains a priority and features in 

2024/25 Operational Plans. 
• The waiting list has reduced by 10 % since targeted validation
• Waiting List managers are actively reviewing learning from validation and 

linking with training. 
 
• There is a medium-term plan to review validation models going forward & 

options appraise the best for the Trust. 
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Leading 
Indicator Appendices 
With agreement and approval from the Committee:

Plans going forward would be to streamline this report and upload this section (LI appendices pages 19-34) into the reading room.
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We will improve productivity and efficiency of our operational services
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Criteria to reside 
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LOS and re-ad
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We will continually improve the quality and safety 
of our services for our patients
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CDIFF 

Page 148 of 218



Leading Indicators & Elective Recovery – January 2024 committees #GatesheadHealth2828

Page 149 of 218



Leading Indicators & Elective Recovery – January 2024 committees #GatesheadHealth2929

Harm rate 
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Mortality 
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We will be a great organisation with a highly 
engaged workforce
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Workforce 
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We will achieve financial 
sustainability
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Finance 
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Report Cover Sheet Agenda Item: 15i 
 

Report Title: 
 

Maternity Integrated Oversight Report – November 
and December 2023 

Name of Meeting: 
 

Trust Board  

Date of Meeting: 
 

31st January 2024 

Author: 
 

Ms Karen Parker, Lead Midwife for Risk and Patient 
Safety/Head of Midwifery and Ms Kate Hewitson, Service 
Line Manager  

Executive Sponsor: 
 

Dr Gill Findley, Chief Nurse and Professional Lead for 
Midwifery and AHPs 

Report presented by: 
 

Ms Karen Parker, Lead Midwife for Risk and Patient 
Safety/Head of Midwifery 

Purpose of Report 
Briefly describe why this report is 
being presented at this meeting 

Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☐ 

This report presents a summary of the maternity  
indicators for the Trust from the months of November and 
December 2023 

Proposed level of assurance 
– to be completed by paper 
sponsor: 
 

Fully  
assured 

☐ 
No gaps in 
assurance 

Partially 
assured 

☒ 
Some gaps 
identified 

Not 
assured 

☐ 
Significant 
assurance 
gaps 

Not 
applicable 

 ☐  
 

Paper previously considered 
by: 
State where this paper (or a version 
of it) has been considered prior to 
this point if applicable 

This paper has been considered by the departmental 
Safecare and Surgical Business Unit Safecare  

Key issues: 
Briefly outline what the top 3-5 key 
points are from the paper in bullet 
point format 
 
Consider key implications e.g. 

• Finance 
• Patient outcomes / 

experience 
• Quality and safety 
• People and organisational 

development 
• Governance and legal 
• Equality, diversity and 

inclusion 
 

Maternity dashboard: 
• In November 2023, we had 150 births, 0 serious 

incidents (SI’s), 0 HSIB cases and 1 perinatal loss. 
• In December, we had 179 births, 0 serious incidents 

(SI’s), 0 HSIB cases and 1 perinatal loss. 
• Our PPH rate (>1.5 L blood loss after birth) continues 

to flag on SPC but has settled to the previous level of 
around 12/month. This is in line with regional and 
national trends. Focussed departmental audits and QI 
work continues alongside regional sharing. 

• 3rd and 4th degree tears are flagged as low on SPC. The 
service is considering reducing the target to align to 
regional and national reported data. 

• An update is provided on maternal readmissions 
following a high SPC flag in October 2023. Cases are 
within target since then. 

• The December 2023 birth rate is 17% higher than 
December 2022. 
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Mortality and morbidity rates 
• 2 perinatal losses during November and December 

2023 
• 0 HSIB cases 
• 0 Serious Incidents 

 
Compliance with Maternity Incentive Scheme and 
Saving Babies Lives Care Bundle 

• The service will be reporting full compliance with the 
MIS (separate report) 

• The service will be reporting compliance at the 
required target with SBLCB in order to meet MIS 
requirements (report to follow in January IOR 
following LMNS assurance meeting) 
 

 The Board is asked to review the detail provided within 
this report for assurance. 
 

Trust Strategic Aims that the 
report relates to: 
 

Aim 1 
☒ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☐ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☐ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious 
in our commitment to improving health outcomes 

Aim 5 
☐ 

We will develop and expand our services within 
and beyond Gateshead 

Trust corporate objectives 
that the report relates to: 
Links to CQC KLOE  Caring   

☒ 
Responsive 

☒ 
 Well-led   

☒        
 Effective 

☒ 
     Safe 

☒ 
Risks / implications from this report (positive or negative): 
Links to risks (identify 
significant risks and DATIX 
reference) 

 

Has a Quality and Equality 
Impact Assessment (QEIA) 
been completed? 

Yes 
☐ 

No 
☐ 

Not applicable 
☒ 
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Maternity data from November 2023

Maternity 
Integrated Oversight Report
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Maternity IOR contents
• Maternity Dashboard 2023/24:

o November 2023 data

• Exception reports:
• Maternity dashboard exceptions

• PPH>1500ml
• 3rd & 4th degree tears

• Items for information:

• Perinatal Quality Surveillance minimum dataset
• Incidents 

o No SIs reported in November 2023
o No HSIB cases reported in November 2023

• Perinatal Mortality and Morbidity
o 1 perinatal loss in November 2023

• Transitional care/Term admissions – Q2 summary & pneumothorax review
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Maternity Dashboard 
2023/24

Responsive 

Safe
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Maternity Dashboard 2023/24

Responsive 

Safe

• Background
• Changes to measurement of blood loss from November 2022 – MBL not EBL (measured not estimated)
• Anticipated increase in PPH as more accurate

• Assessment
• Sustained increase in PPH observed even after change in measuring process – reduction observed in November data

• Actions
• Moderate harm case review completed to understand organisational impact of massive PPH – movement of staff, separate building, transfer of 

patients to ITU, risk register updated
• Thematic review of PPHs completed to understand risk factors, acuity, antenatal optimisation and management – increased incidence with 

instrumental deliveries – deep dive being performed
• NENC review of PPH underway led by intrapartum specialist group – similar theme seen across region

• Recommendations
• Graduated drapes now in routine use to enable measurement of blood loss during procedure to identify/act on PPH sooner
• Skills drill to be completed in maternity with wider teams (theatre, critical care, porters, switchboard)
• Share learning internally & at NENC maternity patient safety learning network & intrapartum group
• Engage with LMNS-wide action/learning on PPH
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PPH

Responsive 

Safe

The service has commenced a deep 
dive into PPH rates. 

Themes:
• 11/31 PPHs reviewed were of 1500ml-

1700ml – this may be a reflection of more 
accurate measuring to reach the 1500ml 
threshold

• No common themes around individuals or 
staff grades assisting births

• Well managed emergencies
• Increase in both operative and assisted 

vaginal births in line with increase in PPH 
rates observed (but PPH increase is at 
higher rate)
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Maternity Dashboard 2023/24

Responsive Safe

• Background
• 3rd & 4th degree tears have flagged as low SPC for 6 months

• Assessment
• Data from the National Maternity Dashboard suggests national/MBBRACE group average of 25-29/1000 births
• Previous Trust target was raised to 5% around 5 years ago in response to increase in incidence/interventions 

• Actions
• Question received from last IOR – are we under-reporting/missing perineal trauma in light of continued low rates?
• Review of incident reports – no themes/trends of readmissions with perineal concerns/missed trauma

• Recommendations
• Audit to include readmissions, gynae & colo-rectal referrals related to perineal trauma in childbirth, 6 week follow up reports, legal cases
• Review of Gateshead target – possible reduction
• Review regional (NENC) dashboard when available to ensure accurate target setting & benchmarking – in line with NENC Trusts (regional 

dashboard on next slide)
 

National maternity dashboard – 
October 2023 data:
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NENC regional maternity dashboard
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CQC Maternity Rating
February 2023

Overall Safe Effective Caring Well-led Responsive

Good Good Good

Maternity Safety Support Programme – Not applicable
Proportion of midwives responding with 'Agree or Strongly Agree' on whether they would recommend their trust as a place to work or receive 
treatment (Reported annually) 94%

Score from specialty trainees in Obstetrics & Gynaecology of clinical supervision out of hours (Reported annually) 97.5%

2. Saving Babies Lives v3 compliance 
Q2 2022/23
71% compliance

Maternity Incentive Scheme
Q2 2023/24

Updated November 2023
Element 1: Safety Action 1 (PMRT): Safety Action 6 (SBL Care Bundle):

Element 2: Safety Action 2 (MSDS): Safety Action 7 (MVP):

Element 3: Safety Action 3 (ATAIN): Safety Action 8 (Core Competency 
Framework):

Element 4: Safety Action 4 (Clinical Workforce 
Planning):

Safety Action 9 (Trust Board Oversight):

Element 5: Safety Action 5 (Midwifery Workforce): Safety Action 10 (HSIB & ENS):

Element 6:

Safe
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2023 Jan Feb March April May June July August Sept Oct Nov Dec

Number of perinatal losses 1 1 0 0 1 2 0 0 0 0 1

Number of HSIB cases 0 0 0 0 0 0 0 0 0 0 0

Number of incidents logged as 
moderate harm or above

0 0 0 0 1 3 1 2 1 0 0

Minimum obstetric safe staffing 
on labour ward

100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Minimum midwifery safe 
staffing including labour 
ward (average fill rates)

Day 
shift

146% 151.3% 150.10% 135.30% 161% 156.10% 155.20% Staffing establishment alignments 
under review with nursing 
workforce lead

113.6%

Night 
shift

104.60% 101.40% 102.30% 107.90% 108.10% 104.10% 101.70% 102.2%

CHP
PD*

20.7 21.4 20.8 21.6 20.6 21.2 20.6 19.5

Service 
user 
feedback

FFT “Overall how 
was your experience 
of our service” – total 
score for very good 
and good responses

100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Complaints 1 1 1 0 0 1 0 1 3 2 0

HSIB/NHSR/CQC or other 
organisation with a concern or 
request for action made directly 
with Trust

0 0 0 0 0 0 0 0 0 0 0

Coroner Reg 28 made directly to 
Trust

0 0 0 0 0 0 0 0 0 0 0
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Training data and trajectory

The following two slides show current & predicted essential maternity safety training compliance as 
updated on 22/12/2023

Final compliance >90% required by 31/12/2023*

Actions:
• Essential training compliance to be moved to financial year reporting (April-April) in line with other 

NENC Trusts to accommodate standardised TNA syllabus in line with Core Competency 
Framework v2

• GHNT engagement/leadership of NENC training faculty developing 2024/25 regional TNA - may 
require additional time for some staffing groups to achieve minimum requirements for essential 
training as mandated by CCFv2

*update letter received October 2023 - 80% compliance at the end of the previously specified 12-month MIS reporting period (December 2022 to 
December 2023) will be accepted, provided there is an action plan approved by Trust Boards to recover this position to 90% within a maximum 12-week 
period from the end of the MIS compliance period.

Effective Safe
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Training data and trajectory
Updated 22/12/23

Emergency training day (Day 1)

Staff group CCFv1 compliant CCFv2 compliant Booked by 
December

Total compliance 
22 December 2023

Target to achieve 100% compliance

Obstetric Consultants 25% 67% No further training 
dates

92% 1 booked for March 2024

Obstetric Doctors New staff rotation 100% No further training 
dates

100%

Midwives 93% No further training 
dates

93% 2 booked for Jan 2024
1 booked for Feb 2024
6 to book

Anaesthetic 
Consultants

60% 13% No further training 
dates

100%

Anaesthetic Doctors 44% 56% No further training 
dates

100%

HCA/MSW 17% 78% No further training 
dates

95% 3 booked for Jan 2024
1 to book

Page 168 of 218



Gateshead Health NHS Foundation Trust #GatesheadHealth

Fetal wellbeing/surveillance training day (Day 2)

Staff group CCFv1 compliant CCFv2 compliant Booked by 
December

Total compliance 
22 December 2023

Target to achieve 100% compliance

Obstetric Consultants 42% 58% No further training 
dates

100%

Obstetric Doctors New staff rotation                                                                                                           91% No further training 
dates

91% 2 booked Jan 2024

Midwives 27% 63% No further training 
dates

90% 7 booked Jan 2024
5 to book

Newborn Life Support training (inc in Day 1 )

Staff group CCFv1 compliant CCFv2 compliant Booked by 
December

Total compliance 
22 December 2023

Target to achieve 100% compliance

Paediatric Doctors (all 
grades on obstetric 
rota)

New staff rotation
Cons 100% with 
previous year 

85% No further training 
dates

96% 1 to book

Midwives 8% 92% No further training 
dates

100% 

Neonatal Nurses No change with CCFv2 94% No further training 
dates

94% 1 to book

Anaesthetic Doctors *N/A 44% No further training 
dates

56%

Obstetric Doctors *N/A 67% No further training 
dates

88%

HCA/MSW *N/A 80% No further training 
dates

80%

*training not mandated in this staffing group in CCFv1 requirements
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MMAT training day (Day 3) plus e-learning modules

Staff group CCFv1 
compliant

CCFv2 
compliant

Booked by 
December

Total projected 
compliance by 
December

E-learning Non-compliant

Obstetric Consultants *N/A 75% No further 
training dates

75%
*new 
requirement for 
CCFv2

100% 3 remaining 
Consultants 
booked for 
5/1/24

Obstetric Doctors New staff 
rotation

100% No further 
training dates

100% 100%

Midwives 8% 90% No further 
training dates

98% 91% 3 booked for 
2024

Anaesthetic Consultants *N/A 100%

Anaesthetic Doctors *N/A 100%

HCA/MSW 19% 72% No further 
training dates

91%* 58%
*new 
requirement for 
CCFv2

3 booked for 
5/1/2024
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ATAIN- Avoiding term admissions to SCBU
Q2 2023/24
Total births

Births >37 
weeks

Total term admissions Reason for admission

475 454 21 Respiratory distress syndrome (RDS)
*Pneumothorax
Sepsis
Hypoglycaemia
Meconium

Q2 2023/24     
Total births 

Babies receiving TC Reason for TC 

475 55 Small for gestational age
Babies of diabetic mother
Preterm

In Q2 55 babies avoided SCBU 
admission through TC

21 Term infants admitted to SCBU
 

Item 
No

Link to ATAIN admission 
criteria Learning Action

1 Hypoglycaemia, poor feeding Only 1/3 babies receiving feed within 1st hour of life
Identify named MSW to support with golden hour each 

shift/elective LSCS list, identify vulnerable neonates at safety 
huddles

2 Observations Only 1/2 babies receiving observations within 1st hour of life

3 Hypothermia, hypoglycaemia, 
poor feeding Poor uptake of golden hour during nights shifts & babies born by LSCS

4 n/a Review governance process for MDT review & sharing of leanring from 
ATAIN reviews

Additional risk management midwife capacity included in review 
team, named neontatal team & obstetric consultant leads, fetal 
monitoring lead midwife/consultant to review all cases involving 
CTG/FHR monitoring

n/a MDT leads in place Job/role descriptions needed for neonatal & obstetric leads

5 Reasons for caesarean 
sections

The Trust needs to better understand it's data related to caesarean 
sections Audit of Caesarean sections based on Robson Criteria

6 Dates for 2024 meetings tbc Dates tbc around obstetric & neonatal clinical commitments & 
circulated
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• On 23 November 2023, the maternity & neonatal safety teams identified a potential increase in reported 
neonatal pneumothorax cases & an urgent MDT meeting was convened to identify any immediate 
learning/actions

• Summary:
• Neonatal pneumothorax cases – 8 cases reported in 2023 (2 in 2020, 1 in 2021, 0 in 2022)
• No clear themes identified – changing patient demographic (term, caesarean section, no steroids, diabetes) – potential to utilise 

CPAP too quickly & some term babies could be managed using high flow oxygen
• Field safety notice (FSN) issued regarding pressure settings on CPAP machines – “red herring” as FSN issued in September 2022 

therefore not related to current increase in cases, however learning for patient safety team/engineering re cascade of FSNs

• Actions:
• 3 year retrospective review of all neonatal pneumothorax cases (obstetric & neonatal) – completed & discussed at departmental 

risk & Safecare meetings
• Team training to be developed for high flow oxygen management as alternative to CPAP depending on clinical scenario
• Review of FSN & service/calibration of CPAP machines – current software/consumable set-up not affected by FSN but calibration 

completed to ensure staff confidence in equipment
• Routine maintenance/calibration of resuscitaires completed – safety message to remind staff to check pressure delivered at daily 

equipment check & prior to each use, & document pressures delivered at any resuscitation – included on NLS training sessions
• Patient safety team review of process for managing/disseminating safety alerts/FSNs
• Medical engineering team to develop process for fortnightly review of MHRA safety notices & utilise generic email address to 

avoid single person point of contact for suppliers
• Message to all teams re using high flow oxygen as first line for term babies & for Consultant discussion prior to commencing 

CPAP

ATAIN- Avoiding term admissions to SCBU
*neonatal pneumothoraces
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Maternity data from December 2023

Maternity 
Integrated Oversight Report
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Maternity IOR contents
• Maternity Dashboard 2023/24:

o December 2023 data

• Exception reports:
• Maternity dashboard exceptions

• PPH update
• Smoking at time of delivery (SATOD)
• Maternal readmission update

• Items for information:
• Perinatal Quality Surveillance minimum dataset
• Incidents 

o No SIs reported in December 2023
o No HSIB cases reported in December 2023

• Perinatal Mortality and Morbidity
o 1 perinatal loss in December 2023

• Saving Babies Lives Care Bundle – update deferred
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Maternity Dashboard 
2023/24

Responsive 

Safe
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Responsive 

Safe

Birth rates 
Whilst not yet flagging on SPC, the service has noted an increase month-on-month of 
births, with a 17% increase in December 2023 compared to births in December 2022.

This is likely to due to drift from neighbouring units in response to CQC reports and birth 
centre closures.

Whilst a positive finding that Gateshead is increasing the provider of choice for 
maternity care for local families, it is creating additional pressure on the service.

The service is currently undergoing a Birthrate+ midwifery staffing assessment which 
will include this rise in births in the assessment of safe staffing levels for midwives. This 
report is anticipated to be complete in March 2024.  The service also needs to review 
staffing levels for Obstetric and Anaesthetic staff, as well as theatre cover.

The service has continued to monitor activity and acuity via acuity tool reporting and 
sitrep reporting to the region.

The bi-annual staffing report including acuity will be presented to QGC in February 
2024.
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Maternity Dashboard 2023/24

Responsive 

Safe

• Background
• PPH high for >12 months in line with regional/national picture & following change in practice to MBL from EBL#
• Audits performed with action from Trust board for further information
• October 2023 saw spike in cases at 19

• Assessment
• October spike has settled to previous months level
• Q2 audit performed with additional metrics requested
• Link to RCOG Consultant attendance audit for PPH 
• Increased in operative deliveries (vaginal & LSCS)
• No themes around individual operators or grades

• Actions
• Continue to audit quarterly
• Earlier anticipation of delivery/PPH – have drugs ready for immediate use

• Recommendations
• Consider implementation of Badger PPH prevention proforma – not currently fit for purpose, regional discussions on pre=populated management 

plans (Digital group)
• Contemporaneous blood measurement – no surprises at completion 
• Skills drills, measurement drills, COPE research trial ongoing
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RCOG Roles & responsibilities of the Consultant workforce
June 2021
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Q4 2022/23

		Essential Consultant attendance												

		Indication		Number of cases						Consultant Y/N %				

				July		August		September		July		August		September

		2nd theatre opened												

		Debrief												

		If requested												

		Return to theatre												

		ITU/HDU admission				1						100%		

		Placenta previa/accreta						2						100%

		LSCS BMI>50		1		1				100%		100%		

		LSCS <28 weeks
												

		Twins <30 weeks												

		4th degree tear												

		Intrapartum stillbirth												

		Eclampsia												

		PPH >2000ml		3		6		5		67%		100%		60%
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		Essential Consultant attendance presence unless senior obstetrician signed off as competent												

		Indication		Number of cases						Consultant Y/N %				

				July		August		September		July		August		September

		PPH >1500ml		7		5		4		100%		100%		100%

		Trial of instrumental						1						100%

		Vaginal twin delivery												

		Full dilatation LSCS						2						100%

		LSCS BMI >40				4		4				100%		100%

		LSCS transverse lie						1						100%

		LSCS <32 weeks						2						100%

		Vaginal breech delivery												

		3rd degree tear				1		3				100%		100%
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Learning & actions

3 cases of PPH>2000ml where Consultant not in attendance:



Consultant informed of blood loss but controlled therefore did not attend

Consultant informed of blood loss but controlled therefore did not attend

Consultant informed of blood loss but controlled therefore did not attend





Should Consultant attend anyway of MBL>2000ml?



Earlier & ongoing measurement of blood loss – earlier alert to Consultant



Emergency buzzer & use of MOHP
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Check Ubong & gabby

5



New process



Audit by exception



Cases where Consultant NOT present to complete audit tool via QR code at time



Actions required:

Consultant lead to oversee ongoing audit

Skills drills
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Situations in which the consultant MUST ATTEND.

GENERAL
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Maternity Dashboard 2023/24

Responsive 

Safe

• Background
• Element of Saving Babies Lives Care Bundle – reducing smoking in pregnancy

• Assessment
• Lowest rate of SATOD – well below target
• Complemented by Alice Wiseman DOPH at Festive Trust walkabout
• CO target at booking of 90% & 36 weeks of 80% reached for MIS compliance

• Actions
• Staff thanked for work to achieve targets
• Share at Safecare

• Recommendations
• Continue to monitor all smoking in pregnancy metrics associated with MIS & SBLCB
• Q3 audit in progress to include CO reading at every contact for smokers baseline data
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Maternity Dashboard 2023/24: Maternal readmission update

Responsive 

Safe

• Background
• Maternal readmissions flagged on SPC as high & reported in October 2023 IOR
• Action to bring update back in IOR

• Assessment
• Maternal readmissions not flagged as high since October 2023

• Actions
• Audit completed March-May 2023
• Actions in place following audit including pain relief bundle, sepsis teaching, UNICEF training

• Recommendations
• Audit inclusion on annual audit planner – repeat end of Q4 2023/24
• Continue InPhase reporting & individual case reviews

Month Target range 
0-6

June 2023 2

July 2023 4

August 2023 4

September 2023 3

October 2023 8

November 2023 0

December 2023 0
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CQC Maternity Rating
February 2023

Overall Safe Effective Caring Well-led Responsive

Good Good Good

Maternity Safety Support Programme – Not applicable
Proportion of midwives responding with 'Agree or Strongly Agree' on whether they would recommend their trust as a place to work or receive 
treatment (Reported annually) 94%

Score from specialty trainees in Obstetrics & Gynaecology of clinical supervision out of hours (Reported annually) 97.5%

2. Saving Babies Lives v3 compliance 
Q2 2022/23
71% compliance

Maternity Incentive Scheme
Q2 2023/24

Updated November 2023
Element 1: Safety Action 1 (PMRT): Safety Action 6 (SBL Care Bundle):

Element 2: Safety Action 2 (MSDS): Safety Action 7 (MVP):

Element 3: Safety Action 3 (ATAIN): Safety Action 8 (Core Competency 
Framework):

Element 4: Safety Action 4 (Clinical Workforce 
Planning):

Safety Action 9 (Trust Board Oversight):

Element 5: Safety Action 5 (Midwifery Workforce): Safety Action 10 (HSIB & ENS):

Element 6:

Safe
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2023 Jan Feb March April May June July August Sept Oct Nov Dec

Number of perinatal losses 1 1 0 0 1 2 0 0 0 0 1 1

Number of HSIB cases 0 0 0 0 0 0 0 0 0 0 0 0

Number of incidents logged as 
moderate harm or above

0 0 0 0 1 3 1 2 1 0 0 0

Minimum obstetric safe staffing 
on labour ward

100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Minimum midwifery safe 
staffing including labour 
ward (average fill rates)

Day 
shift

146% 151.3% 150.10% 135.30% 161% 156.10% 155.20% Staffing establishment alignments 
under review with nursing 
workforce lead

113.6%

Night 
shift

104.60% 101.40% 102.30% 107.90% 108.10% 104.10% 101.70% 102.2%

CHP
PD*

20.7 21.4 20.8 21.6 20.6 21.2 20.6 19.5

Service 
user 
feedback

FFT “Overall how 
was your experience 
of our service” – total 
score for very good 
and good responses

100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Complaints 1 1 1 0 0 1 0 1 3 2 0 0

HSIB/NHSR/CQC or other 
organisation with a concern or 
request for action made directly 
with Trust

0 0 0 0 0 0 0 0 0 0 0 0

Coroner Reg 28 made directly to 
Trust

0 0 0 0 0 0 0 0 0 0 0 0
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Q3 Saving Babies Lives v3 Implementation

• Update due in this IOR report - deferred until next IOR as LMNS validation meeting taking place 
18/1/2024

• On track to meet target compliance required for Maternity Incentive Scheme – quarterly LMNS 
review meetings 

• Full compliance with SBLCBv2 required by 31 March 2024
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Report Cover Sheet Agenda Item: 15ii 
 

Report Title: 
 

Maternity Incentive Scheme (MIS) Assurance 
Framework 
January 2024 – FINAL compliance report 

Name of Meeting: 
 

Trust Board of Directors 

Date of Meeting: 
 

31 January 2024 

Author: 
 

Karen Parker – Head of Midwifery  
Kate Hewitson – Service Line Manager 

Executive Sponsor: 
 

Dr Gill Findley, Chief Nurse and Professional Lead for 
Midwifery and AHPs 

Report presented by: 
 

Karen Parker – Head of Midwifery  
 

Purpose of Report 
Briefly describe why this report is 
being presented at this meeting 

Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☐ 

Information: 
☒ 

This report presents a summary of the evidence held to meet 
full compliance with the Maternity Incentive Scheme Year 5 ten 
safety standards 
 
 

Proposed level of assurance 
– to be completed by paper 
sponsor: 
 

Fully  
assured 

☐ 
No gaps in 
assurance 

Partially 
assured 

☐ 
Some gaps 
identified 

Not 
assured 

☐ 
Significant 
assurance gaps 

Not 
applicable 

 ☐  
 

Paper previously considered 
by: 
State where this paper (or a version 
of it) has been considered prior to 
this point if applicable 

Safecare/Risk and Safety Council 25/1/2024 
 
Quality Governance Committee 30/1/2024 

Key issues: 
Briefly outline what the top 3-5 key 
points are from the paper in bullet 
point format 
 
Consider key implications e.g. 

• Finance 
• Patient outcomes / 

experience 
• Quality and safety 
• People and organisational 

development 
• Governance and legal 
• Equality, diversity and 

inclusion 
 

The Maternity Service reporting full compliance with the 
ten safety actions for Year 5 of the Maternity Incentive 
Scheme. 
 
Achieving full compliance will result in a rebate of at least 
10% of the Trust maternity contribution to the Clinical 
Negligence Scheme for Trusts (CNST). This is ring-
fenced for maternity safety. 
 
Trusts must submit their completed Board declaration 
form to NHS Resolution by 12 noon on 1 February 
2024* 

Recommended actions for 
this meeting: 
Outline what the meeting is expected 
to do with this paper 
 

Member of the Trust board are asked to review the detail 
provided within this report for assurance. 
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Trust Strategic Aims that the 
report relates to: 
 

Aim 1 
☒ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☐ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☐ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☒ 

We will be an effective partner and be ambitious 
in our commitment to improving health outcomes 

Aim 5 
☐ 

We will develop and expand our services within 
and beyond Gateshead 

Trust corporate objectives 
that the report relates to: 

 

Links to CQC KLOE   Caring   
☐ 

Responsive 
☐ 

 Well-led   
☒        

 Effective 
☒ 

     Safe 
☒ 

Risks / implications from this report (positive or negative): 
Links to risks (identify 
significant risks and DATIX 
reference) 

3253 – risk to be closed as requirements met 

Has a Quality and Equality 
Impact Assessment (QEIA) 
been completed? 

Yes 
☐ 

No 
☐ 

Not applicable 
☒ 
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Report Cover Sheet Agenda Item: 16 
 

Report Title: 
 

Nursing Staffing Exception Report 

Name of Meeting: 
 

Meeting of the Board of Directors 

Date of Meeting: 
 

31st January 2024 

Author: 
 

Andrew Rayner, Deputy Chief Nurse 
Laura Edgar, Head of Nursing Workforce 

Executive Sponsor: 
 

Gillian Findley, Chief Nurse and Professional Lead for 
Midwifery and AHP’s 

Report presented by: 
 

Andrew Rayner, Deputy Chief Nurse 

Purpose of Report 
Briefly describe why this report is 
being presented at this meeting 

Decision: 
☐ 

Discussion: 
☐ 

Assurance: 
☒ 

Information: 
☒ 

This report is to provide assurance to the Board that 
staffing establishments are being monitored on a shift-to-
shift basis. 
 

Proposed level of assurance 
– to be completed by paper 
sponsor: 
 

Fully  
assured 

☐ 
No gaps in 
assurance 

Partially 
assured 

☒ 
Some gaps 
identified 

Not 
assured 

☐ 
Significant 
assurance gaps 

Not 
applicable 

 ☐  
 

Paper previously considered 
by: 
State where this paper (or a version 
of it) has been considered prior to this 
point if applicable 

 

Key issues: 
Briefly outline what the top 3-5 key 
points are from the paper in bullet 
point format 
 
Consider key implications e.g. 

• Finance 
• Patient outcomes / 

experience 
• Quality and safety 
• People and organisational 

development 
• Governance and legal 
• Equality, diversity and 

inclusion 
 

This report provides information relating to ward staffing 
levels (funded against actual) and details of the actions 
taken to address any shortfalls within the month of 
December 2023. 
 
December has demonstrated areas with staffing 
challenges relating to vacancies and short term sickness 
absence alongside ward movements to accommodate 
maintenance across the Trust. Within December we 
continued to experience periods of increased patient 
activity with surge pressure resulting in escalation areas. 
This has impacted on staffing resource. There is 
continued focused work around the recruitment and 
retention of staff and managing staff attendance.  
 
Wards where staffing fell below 75% of the funded 
establishment are shown within the paper. Detailed 
context and actions taken to mitigate risk are 
documented. A staffing escalation protocol is now in 
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operation across all areas within the organisation and 
assurance of this operating as expected, is provided by 
the number of staffing incident reports raised through the 
incident reporting system. 
 

Recommended actions for 
this meeting: 
Outline what the meeting is expected 
to do with this paper 
 

The Board are asked to: 
• receive the report for assurance 
• note the work being undertaken to address the 

shortfalls in staffing 

Trust Strategic Aims that the 
report relates to: 
 

Aim 1 
☒ 

We will continuously improve the quality and 
safety of our services for our patients 

Aim 2 
☒ 

We will be a great organisation with a highly 
engaged workforce 

Aim 3 
☒ 

We will enhance our productivity and efficiency to 
make the best use of resources  

Aim 4 
☐ 

We will be an effective partner and be ambitious 
in our commitment to improving health outcomes 

Aim 5 
☐ 

We will develop and expand our services within 
and beyond Gateshead 

Trust corporate objectives 
that the report relates to: 

 

Links to CQC KLOE  Caring   
☒ 

Responsive 
☒ 

 Well-led   
☐        

 Effective 
☒ 

    Safe 
☒ 

Risks / implications from this report (positive or negative): 
Links to risks (identify 
significant risks and DATIX 
reference) 

There were 8 staffing incidences raised via datix 
throughout the trust during the month of December of 
which there were no moderate harm incident identified. 
 

Has a Quality and Equality 
Impact Assessment (QEIA) 
been completed? 

Yes 
☐ 

No 
☐ 

Not applicable 
☒ 
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Gateshead Health NHS Foundation trust 
Nursing and Midwifery Staffing Exception Report 

December 2023 
 
1. Introduction 
 
This report details the staffing exceptions for Gateshead Health NHS Foundation Trust 
during the month of December 2023. The staffing establishments are set by use of the Safer 
Nursing Care staffing tool (SNCT). This is a recognised, nationally used evidence based 
tool that matches the acuity of patients with the staffing requirements for acute medical and 
surgical wards. Mental health Services use the Mental Health Optimal Staffing Tool 
(MHOST) and Maternity use the Birth Rate Plus tool. These are reported to Quality 
Governance Committee and the Trust Board separately. 
 
2.  Staffing 
 
The actual ward staffing against the budgeted establishments from December are 
presented in Table 1. Whole Trust wards staffing are presented within this report in 
appendix 1, broken down into each ward areas staffing. In addition, the Trust submit 
monthly care hours per patient day (CHPPD) as a national requirement to NHS Digital.  
 
 
Table 1: Whole Trust wards staffing December 2023 
 

Day Day Night Night 
Average fill rate - 

registered 
nurses/midwives 

(%) 

Average fill rate - 
care staff (%) 

Average fill rate - 
registered 

nurses/midwives 
(%) 

Average fill rate - 
care staff (%) 

90.0% 126.4% 101.1% 108.7% 
 
 
The Trust is required to present information on funded establishments (planned) against 
actual nurses on duty. The above figures are average fill rates and thus do not reflect the 
daily challenges experienced during Covid-19 and operational pressures to maintain 
adequate staffing levels.   
 
 
Exceptions: 
 
The guidance on safe staffing requires that the Board will be advised of those wards 
where staffing capacity and capability frequently falls short of what is planned, the reasons 
why, any impact on quality and the actions taken to address gaps in staffing. In terms of 
exception reporting, Gateshead Health NHS Foundation Trust reports to the Board if the 
planned staffing in any area drops below 75%. 
 
Safer Nursing Care Tool (SNCT) data collection is completed bi-annually in January and 
July each year. Patient acuity and dependency data is triangulated with key performance 
indicators and professional judgement templates in line with the Developing Workforce 
Safeguards and Safe Staffing Recommendations (NHSi 2018).    
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Contextual information and actions taken 
 
Ward 11 Winter escalation continued throughout December to experience higher than trust 
target levels of sickness absence in both workforce groups. There were three staffing 
incidents raised via the reporting system to highlight concern over staffing levels during 
December. There was one red flags raised via the SafeCare system, which was escalated 
to the senior nurse and documented within the on call resilience bulletin. They also had a 
prolonged period of escalated beds during December. 
Ward 28 Ortho elective ward had a 5 day period of closure within December due to no 
elective activity, which has reduced the registered staffing levels throughout the month. 
 
 
The exceptions to report for December are as below:  
 

December 2023 
Registered Nurse Days % 

Ward 11 Winter Escalation 71.7% 
Ward 28 Ortho Elective  71.1% 

Registered Nurse Nights % 
Ward 28 Ortho Elective 63.2% 

Healthcare Support Worker Days % 
N/a  

Healthcare Support Worker Nights % 
N/a  

 
In December, the Trust worked to the agreed clinical operational model, which meant at 
times some wards listed above had lower patient occupancy and staff were redeployed 
appropriately to areas with the greatest clinical need.  Throughout December, areas of 
deficit were escalated as per staffing policy and mitigations were put in place by the 
Matron teams using professional judgement as to the acuity and demand in each area, 
which included: 
 

• Redeployments of Registered Nurses and HealthCare assistants on a daily and at 
times hourly basis between wards according to patient acuity and demand. 

• Concentrated support from the Matrons and the People and Organisational 
Development team to address the sickness absence levels within the divisions and 
to recruit to vacant posts. 

 
3. Care Hours Per Patient Day (CHPPD) 

 
Following the Lord Carter Cole report, it was recommended that all trusts start to report on 
CHPPD this is to provide a single consistent way of recording and reporting deployment of 
staff working on inpatient wards/units.  It is calculated by adding the hours of registered 
nurses to the hours of support workers and dividing the total by every 24 hours of inpatient 
admissions. CHPPD is relatively stable month on month, but they can show variation due 
to a number of factors including: 
 

• Patient acuity and dependency 
• Patients required enhanced care and support 
• Bed occupancy (activity)  

 
Ward level CHPPD is outlined in Appendix 1. For the month of December, the Trust total 
CHPPD was 8.0. This compares well when benchmarked with other peer-reviewed 
hospitals. 
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4. Monitoring Nurse Staffing via Incident Reporting system 
 

The Trust has an escalation process in place for addressing staffing shortages with 
identified actions to be taken. Further discussion is to take place to scope the potential for 
identifying thresholds that trigger when a staffing related incident should be submitted to 
provide reporting consistency. In addition to this the ongoing work to triangulate fill rates 
and care hours against reported staffing and patient safety incidents, has highlighted that 
the subcategories available to the reporter within the incident reporting system requires 
review to streamline and enable an increased understanding of the causes of the 
shortages, e.g., short notice sickness, staff moves or inability to fill the rota.  
 
A report of staffing concern related incidents is generated monthly and discussed at the 
Nursing Professional Forum. There were 8 staffing incidents raised via the incident 
reporting system. From these incidences, none of which related to the two areas 
highlighted in the staffing exception report.  
 
5. Nursing Red Flags 
 
The National Institute for Health and Care Excellence (NICE) guideline for Safe Staffing for 
nursing in adult inpatient wards in acute hospitals (2014) recommend the use of nursing 
Red Flag reporting. A Nursing red flag can be raised directly as a result of rostering 
practice/shortfall in staffing or by the nurse in charge if they identify a shortfall in staffing 
requirements resulting in basic patient care not able to be delivered. Throughout the 
month of December there were 5 nursing red flags reported. Of those 5 Red flags, one of 
those raised is highlighted in this paper as an area where planned staffing levels fell below 
75%. 
 
Date Shift 

type 
Ward Flag Type Narrative 

04/12/23 
08:15 Early Ward 12 

Shortfall in 
RN time 

Escalated and staff sickness 

20/12/23 
20:04 Late 

Ward 11 
Winter 
escalation 

Temporary 
staffing 

Escalated staffing as only 2 HCA's for late 
shift and X1 patient needing 1-1 enhanced 
care due to suicidal ideation. Escalated to 
senior nurse however no staff available to 
send.  
 

23/12/2023 
12:03 Early Ward 12 

Shortfall in 
RN time 

Sent qualified member of staff to ward 23 as 
requested by senior nurse. Left with x3 RN 
and x2 HCSW as had to send 1 HCSW 
home due to being covid +ve. Ward became 
unsafe due to x2 patients requiring 1-1 care. 
Escalated this to the senior nurse. 

24/12/2023 
12:41 Day SRT 

Shortfall in 
RN time 

Only 1 clinical and 1 senior nurse on today- 
ward 8 only have two qualified- priority given 
to clinical as holding cardiac arrest bleeps. 

27/12/23 Early JASRU 

Vital signs 
not 
assessed or 
recorded 

No narrative given. 

 
Of the above recorded red flags, one is captured on the on-call resilience bulletin. Staff 
redeployments were initiated to support the above areas when possible. 
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6. Attendance of Nursing workforce 
 
The below table displays the percentage of sickness absence per staff group for December.  
This includes Covid-19 Sickness absence. Data extracted from Health Roster. 
 

 
 
 
7. Governance 

 
Actual staff on duty on a shift-to-shift basis compared to planned staffing is demonstrated 
within the Safe care Live system. Staff are required to enter twice-daily acuity and 
dependency levels for actual patients within their areas/department, to support a robust 
risk assessment of staff redeployment.   

 

8. Conclusion 
 

This paper provides an exception report for nursing and midwifery staffing in December 
2023 and provides assurance of ongoing work to triangulate workforce metrics against 
staffing and care hours. 
 
 
9. Recommendations 

 
The Board is asked to receive this report for assurance. 
 
 
Dr Gill Findley 
Chief Nurse and Professional Lead for Midwifery and AHP’s 

0
5
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Sickness Absence for December 2023

RN HCSW Target
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Appendix 1- Table 3: Ward by Ward staffing December 2023 
 
 

 Day Night 
 

Care Hours Per Patient Per Day (CHPPD) 
 

 
 

Ward 

Average fill rate 
- registered 
nurses/midwives 
(%) 

Average fill 
rate - care 
staff (%) 

Average fill rate - 
registered 
nurses/midwives 
(%) 

Average fill 
rate - care 
staff (%) 

Cumulative 
patient 
count over 
the month 

Registered 
midwives / 
nurses 

Care Staff Overall 

Cragside Court 80.3% 120.0% 90.4% 184.1% 303 5.6 9.1 14.8 

Critical Care 
Dept 81.2% 127.0% 90.2% 92.2% 240 30.3 6.4 36.7 

Emergency 
Care Centre - 

EAU 
83.1% 141.8% 80.0% 136.3% 1422 5.7 4.8 10.4 

JASRU 87.9% 92.1% 102.8% 135.9% 609 3.3 4.5 7.8 

Maternity Unit 103.2% 144.6% 106.8% 90.7% 707 11.8 4.8 16.6 

Paediatrics 149.4% 114.3% 118.0%   38 75.5 18.8 94.3 

Special Care 
Baby Unit 90.1% 109.4% 108.1% 87.3% 145 12.1 4.2 16.3 

St. Bedes 89.0% 102.9% 100.0% 95.8% 294 5.0 4.1 9.1 

Sunniside Unit 80.8% 121.5% 92.5% 104.9% 286 5.2 4.3 9.5 

Ward 08  75.4% 142.1% 103.5% 99.9% 606 3.0 3.8 6.8 

Ward 09  95.5% 142.4% 101.8% 99.5% 822 2.6 2.8 5.4 

Ward 10 88.0% 131.6% 103.9% 119.2% 721 2.8 3.2 6.0 

Ward 11 Winter 
Escalation 71.7% 83.9% 102.1% 123.7% 764 2.7 3.0 5.7 
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Day Night 
 

Care Hours Per Patient Per Day (CHPPD) 
 

 
 

Ward 

Average fill rate 
-
nurses/midwives 
(%) 

Average 
fill rate - 
care staff 
(%) 

Average fill rate 
- 
nurses/midwives 
(%) 

Average fill 
rate - care 
staff (%) 

Cumulative 
patient 
count over 
the month 

Registered 
midwives / 
nurses 

Care Staff Overall 

Ward 12 87.0% 107.2% 102.9% 100.2% 782 2.5 2.8 5.3 

Ward 14 Medicine 93.8% 143.2% 124.4% 113.6% 755 3.0 3.4 6.4 

Ward 14a Gastro 89.2% 108.7% 104.8% 106.9% 776 2.6 2.9 5.5 

Ward 21 T&O 90.0% 174.0% 138.6% 88.8% 816 2.9 4.0 6.9 

Ward 22  79.1% 117.9% 109.0% 99.2% 890 2.3 3.5 5.8 

Ward 23  106.0% 139.5% 101.9% 92.6% 713 2.9 4.0 6.9 

Ward 24  85.0% 118.9% 101.6% 100.1% 902 2.4 3.5 5.8 

Ward 25  104.4% 117.0% 140.2% 75.9% 941 2.9 3.0 5.9 

Ward 26  79.0% 132.2% 137.7% 124.8% 719 3.2 4.3 7.5 

Ward 27  91.5% 126.9% 146.9% 108.6% 829 3.1 3.5 6.6 

Ward 28 71.1% 97.4% 63.2% 98.6% 178 6.0 6.5 12.5 

QUEEN 
ELIZABETH 
HOSPITAL - 

RR7EN 

90.0% 126.4% 101.1% 108.7% 15258 4.2 3.8 8.0 
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Meeting: Trust Board 
Chair: Alison Marshall
Financial year: 2023/24

Lead Type of item Public/Private May-23 June 23 (year end 
only)

Jul-23 Sep-23 Nov-23 Jan-24 Mar-24

Standing Items Part 1 & Part 2
Apologies Chair Standing Item Part 1 & Part 2 √ √ √ √ √ √ √
Declaration of interests Chair Standing Item Part 1 & Part 2 √ √ √ √ √ √ √
Minutes Chair Standing Item Part 1 & Part 2 √ √ √ √ √ √
Action log Chair Standing Item Part 1 & Part 2 √ √ √ √ √ √
Matters arising Chair Standing Item Part 1 & Part 2 √ √ √ √ √ √
Chair's Report Chair Standing Item Part 1 √ √ √
Chief Executive's Update Report Chief Executive Standing Item Part 1 & Part 2 √ √ √ √ √ √
Cycle of Business Company Secretary Standing Item Part 1 & Part 2 √ √ √ √ √ √
Patient & Staff Story Company Secretary Standing Item Part 1 √ √ √ √ √ √
Questions from Governors Chair Standing Item Part 1 √ √ √ √ √ √
Items for Decision Part 1 & Part 2
Annual Declarations of Interest Company Secretary Item for Decision Part 1 √
Approval of new Strategic Objectives Deputy Director of Corporate 

Services & Transformation
Item for Decision Part 1 √

Board Assurance Framework  - quarterly updates Company Secretary Item for Assurance Part 1 √ √
Board Assurance Framework - approval of closing and opening position Company Secretary Item for Decision Part 1 √

Standing Financial Instructions, Delegation of Powers, Constitution and 
Standing Orders - annual review 

Company Secretary  / Group Director 
of Finance

Item for Decision Part 1 √ √

Calendar of Board Meetings Company Secretary Item for Decision Part 1 √
Winter Plan Chief Operating Officer Item for Decision Part 1 √
Board Committee Annual Reviews of Effectiveness and Terms of 
Reference Update

Company Secretary Item for Decision Part 1 √

CQC Statement of Purpose and Registration Chief Nurse Item for Decision Part 1 Deferred √
Items for Assurance Part 1 & Part 2
Board Committee Assurance Reports Committee Chairs Item for Assurance Part 1 √ √ √ √ √ √
Trust Strategic Objectives - quarterly updates Director of Strategy, Planning and 

Partnerships
Item for Assurance Part 1 √ √ √

Board Assurance Framework  - quarterly updates Company Secretary Item for Assurance Part 1 √ √
Organisational Risk Register Chief Nurse Item for Assurance Part 1 √ √ √ √ √ √
Annual Staff Survey Results Exec Director of People & OD Item for Assurance Part 1 √
Finance Report Group Director of Finance Item for Assurance Part 1 √ √ √ √ √ √
Integrated Oversight Report Chief Operating Officer Item for Assurance Part 1 √ √ √ √ √ √
Maternity Integrated Oversight Report Chief Nurse Item for Assurance Part 1 √ √ √ √ √ √
Nurse Staffing Exception Report Chief Nurse Item for Assurance Part 1 √ √ √ √ √ √
Bi-annual Inpatient Safer Nursing Care Staffing Report Chief Nurse Item for Assurance Part 1 √ √
Learning from Deaths (6 monthly report) Medical Director Item for Assurance Part 1 √ √
SIRO Report & Digital Update Group Director of Finance Item for Assurance Part 1 √
EPRR Core Standards Self-Assessment Report Chief Operating Officer Item for Assurance Part 1 √ √
CNST Maternity Compliance Report Chief Nurse Item for Assurance Part 1 √
Green Plan (formally Sustainable Development Management Plan) QEF Managing Director Item for Assurance Part 1 Annually F&P
QEF 6 monthly update report QEF Managing Director Item for Assurance Part 1 √ √
Freedom to Speak Up Guardian Report Exec Director of People & OD Item for Assurance Part 1 √ √
WRES and WDES Report Exec Director of People & OD Item for Assurance Part 1 √ √
Quality Accounts Priorities 6 monthly update Chief Nurse Item for Assurance Part 1 QGC
Items for Information Part 1 & Part 2
Register of Official Seal Company Secretary Item for Information Part 1   √
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Ad Hoc Items (i.e. items emerging during the year) Part 1 & Part 2
Staff survey results action plan update Exec Director of People & OD Item for Assurance Part 1   √
Thematic review updates Chief Executive Item for Assurance Part 1   √
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	= 100%
	These discussions must be held at least twice in the MIS reporting period at a Trust level quality meeting. This can be a Board or Directorate level meeting.
	100%
	Trusts/organisations should audit their compliance via Medical Human Resources and if there are occasions where these standards have not been met, report to Trust Board Trust Board level safety champions and LMNS meetings that they have put in place processes and actions to address any deviation. Compliance is demonstrated by completion of the audit and action plan to address any lapses.
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	1
	Safety Action 8 total
	A
	Maternity Incentive Scheme (MIS) Assurance Framework
	January 2024 – FINAL compliance report
	Executive Summary
	Summary
	Action Plan: to achieve continued compliance into Year 6 of MIS

	Trust Board sight of Trust legal services and maternity clinical governance records of qualifying HSIB//MNSI/EN incidents and numbers reported to HSIB//MNSI and NHS Resolution.
	Safety Action 9 total
	100%
	Yes 
	Midwives (Day 1/2/3)
	Has the Trust met the required standard for Safety Action 7?
	Evidence that the following deaths have been reviewed:
	= 100%
	Where relevant, the Board are assured that families have received information on the role of HSIB/MNSI and NHSR EN scheme; and there has been compliance, where required, with statutory regulations in respect of Duty of Candour
	8
	B
	Implementation of transitional care pathway in alignment with the BAPM Transitional Care Framework for Practice
	Safety Action
	Some evidence available
	A
	July 2023 data contained valid ethnic category (Mother) for at least 90% of women booked in the month
	D
	7
	A
	3
	Ensure a funded, user-led Maternity and Neonatal Voices Partnership (MNVP) is in place and is in line with the Delivery Plan/MNVP Guidance
	A
	7
	A local training plan is in place for implementation of Version 2 of the Core Competency Framework
	Evidence of 90% training compliance by relevant staff groups by the end of the 12 month period
	B
	Reporting of all qualifying cases to HSIB/ MNSI from 6 December 2022 to 7 December 2023
	C
	Required standard
	Element
	100%
	• Neonatal death from 22 weeks’ gestation (or 500g if gestation 
	100%
	100%
	A report should be received by the Trust Executive Board each quarter from 30 May 2023 that includes details of the deaths reviewed, any themes identified and the consequent action plans. 
	The report should evidence that the PMRT has been used to review eligible perinatal deaths and that the required standards A), B) and C) have been met.
	= 100%
	= 100%
	Safety Action 2 total
	Safety action number
	100% 
	Safety Action 3A total
	ii
	Trusts/organisations should implement the RCOG guidance on engagement of long-term locums and provide assurance that they have evidence of compliance, or an action plan to address any shortfalls in compliance, to the Trust Board, Trust Board level safety champions and LMNS meetings. rcog-guidance-on-the-engagement-of-long-term-locums-in-mate.pdf
	Safety Action 4B total
	Neonatal Medical workforce:
	If the requirements had been met previously but are not met in year 5, Trust Board should develop an action plan in year 5 of MIS to address deficiencies. Any action plans should be shared with the LMNS and Neonatal Operational Delivery Network (ODN).
	Safety Action 4C total
	Element
	Evidence required 
	= 100%
	100%
	100%
	= 100%
	Safety Action 7A total
	100%
	Yes
	= 100%
	A
	Safety Action 8B total
	100%
	Safety action number
	9
	100%
	 Updates on the SCORE survey, or alternative when undertaken.
	 Updates on identified areas for improvement following the local diagnostic, along with any identified support required from the Board. 
	Evidence that in addition to the monthly Board review of maternity and neonatal quality, the Trust’s claims scorecard is reviewed alongside incident and complaints data. 
	 Progress with interventions relating to culture improvement work, and any further support required from the Board
	Yes 
	Safety Action 10B total
	 there has been compliance, where required, with Regulation 20 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 in respect of the duty of candour.
	Safety Action 10C total
	Yes 
	Has the Trust met the required standard for Safety Action 10?
	= 100%
	Safety Action 10 total
	= 100%
	100%
	Trust Board sight of evidence of compliance with the statutory Duty of Candour
	100%
	Trust Board sight of evidence that the families have received information on the role of HSIB/MNSI and EN scheme.
	 The family have received information on the role of HSIB//MNSI and NHS Resolution’s EN scheme; and
	For all qualifying cases which have occurred during the period 6 December 2022 to 7 December 2023, the Trust Board are assured that:
	C
	= 100%
	100%
	Reporting of all qualifying EN cases to NHS Resolution's Early Notification (EN) Scheme from 6 December 2022 until 7 December 2023
	B
	= 100%
	Safety Action 10A total
	100%
	0 eligible HSIB/MNSI cases in 2023
	Trust Board sight of Trust legal services and maternity clinical governance records of qualifying HSIB//MNSI/EN incidents and numbers reported to HSIB//MNSI and NHS Resolution.
	Reporting of all qualifying cases to HSIB/ MNSI from 6 December 2022 to 7 December 2023
	A
	10
	Gateshead Health NHS Foundation Trust
	Evidence required 
	Required standard
	Element
	Safety action number
	Has the Trust met the required standard for Safety Action 9?
	= 100%
	= 100%
	Safety Action 9C total
	100%
	Ongoing – report will be shared once programme completed
	A formal report following this work should be presented at Board by the Quadrumvirate
	100%
	 Plans to better understand their local culture. This will be use of the SCORE culture survey, or suitable alternative as agreed by the national NHS England team. 
	 Learning from the Perinatal Culture and Leadership Development Programme so far 
	Evidence in the Board minutes that the Board Safety Champion(s) are meeting with the ‘Quadrumvirate’ leadership team at a minimum of quarterly (a minimum of two in the reporting period) and that any support required of the Board has been identified and is being implemented. Discussions should include: 
	100%
	Evidence that both the non-executive and executive maternity and neonatal Board safety champion have registered to the dedicated FutureNHS workspace to access the resources available.
	100%
	G Findley, A Beeby & A Stabler all registered to NHSFutures platform
	Evidence that the Board Safety Champions have been involved in the NHS England Perinatal Culture and Leadership Programme. 
	understand and craft local cultures
	Evidence that the Maternity and Neonatal Board Safety Champions (BSC) are supporting the perinatal Quadrumvirate in their work to better 
	C
	= 100%
	Safety Action 9B total
	100%
	Progress with actions against concerns raised from staff engagement sessions are visible to both maternity and neonatal staff and reflects action and progress made on identified concerns raised by staff and service users from no later than the 17th July 2023.
	100%
	Ongoing schedule of Safety champion engagement sessions
	100%
	100%
	Scorecard data is used to agree targeted interventions aimed at improving patient safety and reflected in the Trusts Patient Safety Incident Response Plan. This should continue to be undertaken quarterly as detailed in MIS year 4.
	improvement plan utilising the Patient Safety Incident Response Framework are reflected in the minutes of Board, LMNS/ICS/ Local & Regional Learning System meetings.
	Evidence that discussions regarding safety intelligence; concerns raised by staff and service users; progress and actions relating to a local 
	B
	= 100%
	Safety Action 9A total
	100%
	include the number of incidents reported as serious harm, themes identified, and actions being taken to address any issues; SUV feedback; staff feedback from frontline champions’ engagement sessions; minimum staffing in maternity services and training compliance. The dashboard can also include additional measures as agreed by the Trust.
	Maternity and Neonatal dashboard he dashboard can be locally produced, based on a minimum data set as set out in the Board level measures. It must 
	100%
	To review the perinatal clinical quality surveillance model in full and in collaboration with the local maternity and neonatal system (LMNS) lead and regional Chief Midwife, provide evidence to show how Trust-level intelligence is being shared to ensure early action and support for areas of concern or need
	Evidence that a monthly review of maternity and neonatal quality is undertaken by the Trust Board, using a minimum data set to include a review of thematic learning of all maternity Serious Incidents (SIs)
	100%
	Minimum metrics included in monthly Maternity IOR report presented to Trust board
	Monthly safety champion walkabouts & action plan
	Anna Stabler in post since 2021
	Evidence that a non-executive director (NED) has been appointed and is working with the Board safety champion to address quality issues
	All six requirements of Principle 1 of the Perinatal Quality Surveillance Model must be fully embedded.
	A
	Gateshead Health NHS Foundation Trust
	Evidence required 
	Required standard
	Element
	Has the Trust met the required standard for Safety Action 8?
	= 99%
	= 96%
	Safety Action 8D total
	96%
	Paediatricians (NLS)
	95/91%
	HCA/MSW (Day 1/3)
	Anaesthetists (Day 3)
	93/90/98%
	96/96/100%
	Obstetricians (Day 1/2/3)
	Evidence of 90% training compliance by relevant staff groups by the end of the 12 month period
	D
	= 100%
	Safety Action 8C total
	100%
	Evidence that the training plan was developed based on the “How to” Guide developed by NHS England.
	The training plan is developed based on the “How to” Guide developed by NHS England.
	C
	= 100%
	100%
	100%
	The Trust training plan has been agreed with the Quadrumvirate before sign-off by the Trust Board and the LMNS/ICB.
	The plan has been agreed with the Quadrumvirate before sign-off by the Trust Board and the LMNS/ICB.
	B
	Safety Action 8A total
	100%
	Gateshead key members of the NENC training faculty – development & implementation of agreed TNA
	A local training plan is in place.
	A local training plan is in place for implementation of Version 2 of the Core Competency Framework.
	8
	Gateshead Health NHS Foundation Trust
	Evidence required 
	Required standard
	Element
	Safety action number
	= 100%
	Safety Action 7 total
	= 100%
	Safety Action 7C total
	Multiple examples, eg 15 steps, family days, social media surveys, individual feedback
	staff.
	Minutes of meetings demonstrating how feedback is obtained and evidence of service developments resulting from coproduction between service users and 
	Ensuring neonatal and maternity service user feedback is collated and acted upon within the neonatal and maternity service, with evidence of reviews of themes and subsequent actions monitored by local safety champions.
	C
	= 100%
	Safety Action 7B total
	Progress against the action plan monitored by safety champions and LMNS Board.
	100%
	CQC action plan in place
	Evidence of a coproduced action plan following annual CQC Maternity Survey.
	Ensuring an action plan is coproduced with the MNVP following annual CQC Maternity Survey data publication (due each January), including analysis of free text data, and progress monitored regularly by safety champions and LMNS Board.
	B
	= 100%
	100%
	Evidence that the MNVP is prioritising hearing the voices of neonatal and bereaved families as well as women from Black, Asian and Minority Ethnic backgrounds and women living in areas with high levels of deprivation.
	Evidence that MVP service users receive out of pocket expenses, including childcare costs and receive timely payment for these expenses.
	100%
	The MNVP have a work plan. Evidence that it is fully funded, minutes of the meetings which developed it and minutes of the LMNS Board that ratified it.
	100%
	2023/24 MNVP workplan approved by LMNS including financial statement
	Evidence that MNVPs have the infrastructure they need to be successful. Workplans are funded. MNVP leads, formerly MVP chairs, are appropriately employed or remunerated and receive appropriate training, administrative and IT support.
	Ensure a funded, user-led Maternity and Neonatal Voices Partnership (MNVP) is in place which is in line with the Delivery Plan and MNVP Guidance (due for publication in 2023).Parents with neonatal experience may give feedback via the MNVP and Parent Advisory Group.
	A
	7
	Gateshead Health NHS Foundation Trust
	Evidence required 
	Required standard
	Element
	Safety action number
	Yes 
	Has the Trust met the required standard for Safety Action 6?
	= 85.5%
	Safety Action 6 total
	= 100%
	Safety Action 6B total
	Hold quarterly quality improvement discussions with the ICB, using the new national implementation tool
	B
	= 71%
	Safety Action 6A total
	71% at end of Q3
	Compliant with requirements for MIS, action plan below to achieve full implementation by March 2024
	To evidence adequate progress against this deliverable, providers are required to demonstrate implementation of 70% of interventions across all 6 elements overall, and implementation of at least 50% of interventions in each individual element. These percentages will be calculated within the national implementation tool.
	Providers should use the new national implementation tool to track compliance with the care bundle and share this with the Trust Board and ICB.
	Provide assurance to the Trust Board and ICB that you are on track to fully implement all 6 elements of SBLv3 by March 2024
	A
	6
	Gateshead Health NHS Foundation Trust
	Evidence required 
	Required standard
	Element
	Safety action number
	Yes 
	Has the Trust met the required standard for Safety Action 5?
	= 100%
	Safety Action 5 total
	Safety Action 5E total
	100%
	6 monthly staffing report to include details of planned versus actual midwifery staffing levels and evidence of mitigation/escalation for managing a shortfall in staffing as well as the Midwife to birth ratio, and the percentage of specialist Midwives employed and mitigation to cover any inconsistencies. BirthRate+ accounts for 8-10% of the establishment, which are not included in clinical numbers. This includes those in management positions and specialist midwives.
	Submit a Midwifery staffing oversight report that covers staffing/safety issues to the Board every 6 months, during the Maternity Incentive Scheme Year Five reporting period
	E
	= 100%
	Safety Action 5D total
	Evidence that all women in active labour receive one-to-one Midwifery care.
	All women in active labour receive one-to-one Midwifery care
	D
	Safety Action 5C total
	100%
	Acuity monitored & reported in 6-monthly midwifery staffing reports to Trust board
	Evidence from an acuity tool (may be locally developed), local audit, and/or local dashboard figures demonstrating 100% compliance with supernumerary labour ward coordinator status and the provision of one-to-one care in active labour. Must include plan for mitigation/escalation to cover any shortfalls.
	The Midwifery Coordinator in charge of Labour Ward must have supernumerary status; (defined as having no caseload of their own during their shift) to ensure there is an oversight of all birth activity within the service.
	C
	= 100%
	Safety Action 5B total
	100%
	The plan to address the findings from the full audit or table top exercise of BirthRate+ or equivalent undertaken, where deficits in staffing levels have been identified must be shared with the local commissioners.
	Where Trusts are not compliant with a funded establishment based on BirthRate+ or equivalent calculations, Trust Board minutes must show the agreed plan, including timescale for achieving the appropriate uplift in funded establishment. The plan must include mitigation to cover any shortfalls.
	In line with midwifery staffing recommendations from Ockenden, Trust Boards must provide evidence (documented in Board minutes) of funded establishment being compliant with outcomes of BirthRate+ or equivalent calculations.
	Trust Board to evidence Midwifery staffing budget reflects establishment as calculated in a) above.
	B
	Safety Action 5A total
	100%
	Birthrate+ completed 2021, repeat assessment in progress January 2024
	calculated.
	A Board report showing a clear breakdown of BirthRate+ or equivalent calculations to demonstrate how the required establishment has been 
	A systematic, evidence-based process to calculate Midwifery staffing establishment is completed.
	A
	5
	Gateshead Health NHS Foundation Trust
	Required standard
	Safety action number
	Yes 
	Has the Trust met the required standard for Safety Action 4?
	= 100%
	Safety Action 4 total
	= 100%
	Safety Action 4D total
	100%
	BAPM compliance met on day-to-day basis, x3 occasions when not met – action plan developed including business case to add resilience to the neonatal nursing team. Approved by LMNS & NED
	For units that do not meet the standard, the Trust Board should agree an action plan and evidence progress against any action plan previously developed to address deficiencies. A copy of the action plan, outlining progress against each of the actions, should be submitted to the LMNS and Neonatal Operational Delivery Network (ODN).
	The Trust is required to formally record to the Trust Board minutes compliance to BAPM Nurse staffing standards annually using the Neonatal Nursing Workforce Calculator (2020). 
	If the requirements had been met previously but are not met in year 5, Trust Board should develop an action plan in year 5 of MIS to address deficiencies. Any action plans should be shared with the LMNS and Neonatal Operational Delivery Network (ODN).
	If the requirements have not been met in year 3 and or 4 or 5 of MIS, Trust Board should evidence progress against the action plan developed previously and include new relevant actions to address deficiencies.
	The neonatal unit meets the BAPM Neonatal Nursing standards. 
	Neonatal Nursing workforce:
	D
	= 100%
	100%
	Rotas for tiers 1-3 plus ANNPs to evidence 
	The Trust is required to formally record in Trust Board minutes whether it meets the relevant BAPM recommendations of the neonatal medical workforce. If the requirements are not met, Trust Board should agree an action plan and evidence progress against any action plan developed previously to address deficiencies. A copy of the action plan, outlining progress against each of the actions, should be submitted to the LMNS and Neonatal Operational Delivery Network (ODN).
	If the requirements have not been met in year 3 and or 4 or 5 of MIS, Trust Board should evidence progress against the action plan developed previously and include new relevant actions to address deficiencies.
	The neonatal unit meets the relevant British Association of Perinatal Medicine (BAPM) national standards of medical staffing. 
	C
	= 100%
	100%
	Rotas to evidence on-call anaesthetist available for Obstetrics only 24/7
	The rota should be used to evidence compliance with ACSA standard 1.7.2.1.
	care of their non-obstetric patients in order to be able to attend immediately to obstetric patients. (Anaesthesia Clinical Services Accreditation (ACSA) standard 1.7.2.1)
	A duty Anaesthetist is immediately available for the Obstetric unit 24 hours a day and should have clear lines of communication to the supervising Anaesthetic Consultant at all times. Where the Duty Anaesthetist has other responsibilities, they should be able to delegate 
	Anaesthetic Medical workforce:
	B
	= 100%
	Safety Action 4Aiv total
	100%
	Quarterly audits completed with action plan in place for any non-compliant episode
	The Trusts position with the requirement should be shared with the Trust Board, the Board-level safety champions as well as LMNS.
	Trusts/organisations should monitor their compliance of Consultant attendance for the clinical situations listed in the RCOG workforce document ‘Roles and responsibilities of the Consultant providing acute care in obstetrics and gynaecology’ into their service https://www.rcog.org.uk/en/careers training/workplace-workforce-issues/roles-responsibilities-consultant-report/ when a consultant is required to attend in person. Episodes where attendance has not been possible should be reviewed at unit level as an opportunity for departmental learning with agreed strategies and action plans implemented to prevent further non-attendance.
	Obstetric Medical workforce: 
	iv
	= 100%
	Safety Action 4Aiii total
	100% 
	Rota planning undertaken – compliant with compensatory rest period guidance from 1 September 2023. Rotas to evidence compliance
	Evidence of compliance could also be demonstrated by obtaining feedback from Consultants and SAS Doctors about their ability to take appropriate compensatory rest in such situations.
	Trusts/organisations should provide evidence of standard operating procedures and their implementation to assure Boards that Consultants/Senior SAS Doctors working as non-resident on-call out of hours are not undertaking clinical duties following busy night on-calls disrupting sleep, without adequate rest. 
	are working as non-resident on-call out of hours and do not have sufficient rest to undertake their normal working duties the following day. Services should provide assurance that they have evidence of compliance, or an action plan to address any shortfalls in compliance, to the Trust Board, Trust Board level safety champions and LMNS meetings.
	Trusts/organisations should implement RCOG guidance on compensatory rest where consultants and senior Speciality and Specialist (SAS) doctors 
	Obstetric Medical workforce: 
	iii
	Safety Action 4Aii total
	Trusts/organisations should use the monitoring/effectiveness tool contained within the guidance (p8) to audit their compliance and have a plan to address any shortfalls in compliance. Their action plan to address any shortfalls should be signed off by the Trust Board, Trust Board level safety champions and LMNS.
	Obstetric Medical workforce:
	= 100%
	Safety Action 4Ai total
	100%
	Locums not utilised – rotas to evidence any shift gaps filled by existing workforce
	or             c. hold a Royal College of Obstetrics and Gynaecology (RCOG) certificate of eligibility to undertake short-term locums
	or             b. have worked in their unit within the last 5 years on the tier 2 or 3 (middle grade) rota as a postgraduate doctor in training and remain in the training programme with satisfactory Annual Review of Competency Progressions (ARCP) 
	a. currently work in their unit on the tier 2 or 3 rota 
	NHS Trusts/organisations should ensure that the following criteria are met for employing short-term (2 weeks or less) locum doctors in Obstetrics and Gynaecology on tier 2 or 3 (middle grade) rotas:
	Obstetric Medical workforce:
	i
	A
	4
	Gateshead Health NHS Foundation Trust
	Evidence required 
	Required standard
	Element
	Safety action number
	Yes 
	Has the Trust met the required standard for Safety Action 3?
	= 100%
	Safety Action 3 total
	= 100%
	100%
	Transitional Care guideline meets requirements – confirmation received from LMNS
	Guideline for admission to TC to include babies 34+0 and above and data to evidence this is occurring
	C
	= 100%
	Safety Action 3B total
	100%
	Evidence that the action plan has been signed off by the Trust Board, LMNS and ICB with oversight of progress with the plan
	100%
	Evidence that the action plan has been signed off by the DoM/HoM, Clinical Directors for both obstetrics and neonatology and the operational lead and involving oversight of progress with the action plan
	100%
	Evidence of an action plan agreed by both maternity and neonatal leads which addresses the findings of the reviews to minimise separation of mothers and babies born equal to or greater than 37 weeks
	100% 
	Monthly ATAIN audit meetings with leads in place for midwifery, obstetric, neonatal and paediatric input. NHSE ATAIN proforma in use.
	Evidence of joint maternity and neonatal reviews of all admissions to the NNU of babies equal to or greater than 37 weeks
	A robust process is in place which demonstrates a joint maternity and neonatal approach to auditing all admissions to the NNU of babies equal to or greater than 37 weeks. The focus of the review is to identify whether separation could have been avoided. An action plan to address findings is shared with the Quadrumvirate as well as the Trust Board, LMNS and ICB.
	B
	= 100%
	100%
	The policy has been fully implemented and quarterly audits of compliance with the policy are conducted
	100%
	The local policy is signed by maternity/neonatal clinical leads and should have auditable standards
	100%
	There is an explicit staffing model 
	100%
	Admission criteria meets a minimum of at least one element of HRG XA04 
	Local policy/pathway available which is based on principles of British Association of Perinatal Medicine (BAPM) transitional care where there is evidence of neonatal involvement in care planning
	Pathways of care into transitional care (TC) have been jointly approved by maternity and neonatal teams with a focus on minimising separation of mothers and babies. Neonatal teams are involved in decision making and planning care for all babies in transitional care
	A
	3
	Gateshead Health NHS Foundation Trust
	Transitional Care guideline meets requirements – confirmation received from LMNS
	Evidence required 
	Required standard
	Element
	Yes 
	Has the Trust met the required standard for Safety Action 2?
	= 100%
	= 100%
	Safety Action 2E total
	100%
	Two registered people
	.
	Trusts to have at least two people registered to submit MSDS data to SDCS Cloud who must still be working in the Trust
	E
	= 100%
	Safety Action 2D total
	100%
	Trusts to make an MSDS submission before the Provisional Processing Deadline for July 2023 data by the end of August 2023.
	D
	= 100%
	Safety Action 2C total
	100%
	100%
	ii. Over 5% of women recorded as being placed on a CoC pathway where both Care Professional ID and Team ID have also been provided.
	i. Over 5% of women who have an Antenatal Care Plan recorded by 29 weeks and also have the CoC pathway indicator completed.
	Midwifery Continuity of carer (MCoC)
	Metrics:
	Trust Boards to confirm to that they have passed the associated data quality criteria in the “Clinical Negligence Scheme for Trusts: Scorecard” in the Maternity Services Monthly Statistics publication series for data submissions relating to activity in July 2023 for the following 
	C
	= 100%
	Safety Action 2B total
	100%
	B
	Safety Action 2A total
	100%
	Confirmation received from NHS Digital that July 2023 submission meets all the criteria
	Trust Boards to assure themselves that at least 10 out of 11 Clinical Quality Improvement Metrics (CQIMs) have passed the associated data quality criteria in the “Clinical Negligence Scheme for Trusts: Scorecard” in the Maternity Services Monthly Statistics publication series for data submissions relating to activity in July 2023. Final data for July 2023 will be published during October 2023.
	A
	2
	Gateshead Health NHS Foundation Trust
	Evidence required 
	Required standard
	Element
	Safety action number
	Yes
	Has the Trust met the required standard for Safety Action 1?
	Safety Action 1 total
	= 100%
	Safety Action 1D total
	100%
	100%
	Quarterly PMRT reports should be submitted to the Trust Executive Board from 30 May 2023
	D
	= 100%
	Safety Action 1C total
	100%
	% of PMRT reviews published within 6 months (target >60%)
	% of PMRT reviews completed to the draft stage within 4 months (target >60%)
	% of PMRT reviews started within two months of the death (target >95%)
	100%
	unknown) (up to 28 days after birth)
	• All stillbirths (from 24+0 weeks’ gestation)
	gestation)
	• All late miscarriages/ late fetal losses (22+0 to 23+6 weeks’ 
	multi-disciplinary reviews using the PMRT should be carried out from 30 May 2023. 95% of reviews should be started within two months of the death, and a minimum of 60% of multi-disciplinary reviews should be completed to the draft report stage within four months of the death and published within six months. 
	For deaths of babies who were born and died in your Trust,
	C
	= 100%
	Safety Action 1B total
	100%
	Evidence that parents have had an opportunity to give their perspectives on care and ask any questions they may have.
	100%
	Following the death of their baby, before they leave the hospital, evidence that all parents were informed that a local review of their care and that of their baby will be undertaken by the Trust. If, for any reason, this does not happen and parents cannot be reached after three phone/email attempts, evidence that the Trust sent parents a letter informing them of the review process and inviting them to be in touch with a key contact, if they wish.
	For 95% of all the deaths of babies in your Trust eligible for PMRT review, parents should have their perspectives of care and any questions they have sought from 30 May 2023 onwards.
	B
	Safety Action 1A total
	Quarterly PMRT reports presented to mortality & morbidity steering group.
	Evidence that notifications of deaths were made, and surveillance forms completed using the MBRRACE-UK reporting website in accordance with the timeframes.
	All eligible perinatal deaths should be notified to MBRRACEUK within seven working days. For deaths from 30 May 2023, MBRRACE-UK surveillance information should be completed within one calendar month of the death. 
	A
	Gateshead Health NHS Foundation Trust
	Evidence held
	Evidence required 
	Safety Action number
	10
	Reporting of all qualifying EN cases to NHS Resolution's Early Notification (EN) Scheme from 6 December 2022 until 7 December 2023
	B
	10
	A
	10
	Evidence that Board Safety Champions are supporting the Quadrumvirate in their work to better understand and craft local cultures
	C
	9
	Progress and actions regarding safety intelligence and PSIRP are reflected in the minutes of Board, LMNS/ICS/Learning System meetings
	9
	All six requirements of Principle 1 of the Perinatal Quality Surveillance Model must be fully embedded
	A
	9
	D
	8
	The training plan was developed based on the “How to” Guide developed by NHS England
	C
	The training plan has been agreed with the Quadrumvirate before sign-off by the Trust Board and the LMNS/ICB
	B
	8
	A
	8
	Ensure neonatal and maternity service user feedback is collated and acted upon, with themes and actions monitored by safety champions
	C
	Ensure an action plan is coproduced with the MNVP following annual CQC Maternity Survey and monitoring arrangements are in place
	B
	7
	Hold quarterly quality improvement discussions with the ICB, using the new national implementation tool
	B
	6
	Provide assurance to the Trust Board and ICB that you are on track to fully implement all 6 elements of SBLv3 by March 2024
	6
	A Midwifery staffing oversight report that covers staffing/safety issues is shared with the Trust Board every 6 months
	E
	5
	All women in active labour receive one-to-one Midwifery care
	D
	5
	The Midwifery Coordinator in charge of Labour Ward must have supernumerary status
	C
	5
	Trust Board to evidence Midwifery staffing budget reflects establishment as calculated in 5A above
	B
	5
	A systematic, evidence-based process to calculate Midwifery staffing establishment is completed (BirthRate+)
	A
	5
	Neonatal Nursing workforce planning meets the BAPM Neonatal Nursing standards
	D
	4
	Neonatal Medical workforce planning meets the British Association of Perinatal Medicine (BAPM) national standards of medical staffing
	C
	4
	Anaesthetic Medical workforce planning including confirmation that a duty Anaesthetist is immediately available for the Obstetric unit 24 hours
	4
	Four elements related to Obstetric Medical workforce planning including those on short term/locum rotas; implementation of the RCOG guidance on engagement of long term locums and guidance on compulsory rest periods; and monitoring compliance of Consultant attendance
	4
	C
	3
	A robust process is in place which demonstrates a joint maternity and neonatal approach to auditing all admissions to SCBU of babies >37 weeks, identifying whether separation could have been avoided with an action plan shared with the Quad, Trust Board, LMNS and ICB
	B
	Pathways of transitional care (TC) have been jointly approved by maternity and neonatal teams with a focus on minimising separation of mothers and babies. Neonatal teams are involved in decision making and planning care for all babies in transitional care
	A
	3
	Trusts to have at least two people registered to submit MSDS data to SDCS Cloud who must still be working in the Trust
	E
	2
	Trusts to make an MSDS submission before the Provisional Processing Deadline for July 2023 data by the end of August 2023
	2
	Trust Boards to confirm they have passed the associated data quality criteria in Midwifery Continuity of Carer metrics relating to July 2023
	C
	2
	B
	2
	Trust Boards to assure themselves that at least 10 of 11 Clinical Quality Improvement Metrics (CQIMs) have passed the associated data quality criteria in the “Clinical Negligence Scheme for Trusts: Scorecard” publication series for data submissions relating to July 2023
	A
	2
	Quarterly PMRT reports should be submitted to the Trust Executive Board
	D
	1
	95% of MDT PMRT reviews should be started within two months of the death, >60% should be completed to the draft report stage within four months and published within six months
	C
	1
	For 95% of all the deaths of babies eligible for PMRT review, parents should have the opportunity to engage and ask any questions
	B
	1
	All eligible perinatal deaths notified to MBRRACEUK within seven working days and surveillance information completed within one month
	1
	No evidence available
	All evidence available 
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	15. STANDING FINANCIAL INSTRUCTIONS
	15.1 General
	16.2.1 The Group Director of Finance & Digital is responsible for:
	16.2.2 The Group Director of Finance & Digital or designated auditors are entitled without necessarily giving prior notice to require and receive:
	Except where the exceptions set out in SFI 21.5.3 apply and permit the use of a single tender action, the Trust shall ensure that for all invitations to tender, whether regulated by the Public Contracts Regulations 2015 or not, the tender process ado...
	If in the opinion of the Chief Executive and the Group Director of Finance & Digital or the Director with lead responsibility for clinical governance it is impractical to use a potential contractor from the list of approved firms/individuals (for exa...
	21.7  Quotations: Competitive and non-competitive
	21.7.2  Competitive Quotations
	(a) Quotations should be obtained from at least three firms/individuals based on specifications or terms of reference prepared by, or on behalf of, the Trust.
	(b) Quotations should be obtained using the electronic tendering portal or in writing to the Chief Executive or his nominated officer unless it is determines that it is impractical to do so in which case quotations may be obtained verbally. Confirmat...
	(c)       All quotations should be treated as confidential and should be retained for inspection.  The Chief executive or their nominated officer should evaluate the quotation and select the quote which gives the best value for money.  If this is not...

	23.2.1 The workforce plans incorporated within the Trusts annual budget will form the recurring funded establishment.
	26.1.2 For capital expenditure proposals the Chief Executive shall ensure:
	26.1.3 For capital schemes where the contracts stipulate stage payments, the Chief Executive will issue procedures for their management, incorporating the recommendations of “Estatecode”.
	26.1.4 The Group Director of Finance & Digital shall assess on an annual basis the requirement for the operation of the construction industry tax deduction scheme in accordance with HMRC guidance.
	26.1.5 The Group Director of Finance & Digital shall issue procedures for the regular reporting of expenditure and commitment against authorised expenditure.
	26.1.6 The approval of the Trust’s capital programme will require specific additional approvals for each capital scheme to enable:
	(a) authorisation to commit expenditure in accordance with these standing orders and within approved budget;
	(b) approval to award a contract in accordance with these standing orders.
	The Chief Executive will issue a Reservation and Delegation of Powers for capital investment management in accordance with "Estatecode" guidance, Procure 21+ and the Trust’s Standing Orders.
	26.2.8 The Group Director of Finance & Digital of the Trust shall calculate capital charges as specified in ‘The asset register and disposal of assets: guidance for providers of commissioner requested services’ guidance.
	33.1 The Chief Executive shall be responsible for maintaining archives for all records required to be retained in accordance with Department of Health & Social Security guidelines.
	33.3 Records held in accordance with latest NHS England guidance ie”Records Management Code of Practice” Practice” shall only be destroyed at the express instigation of the Chief Executive. Detail shall be maintained of records so destroyed.
	Records Management Policy IG05
	The programme of risk management shall include:
	1.   INTRODUCTION





