
Public Trust Board of Directors’ Meeting 
Thursday 23 May 2024, 15:30 – 17.00  

Venue: Training Rooms 3 & 4, Education Centre, Freeman Hospital

Agenda

Item Lead Paper Timing

1. Apologies for absence and declarations of 
interest Kath McCourt Verbal 15:30 – 15:31

2. Minutes of the Meeting held on 28 March 2024 
and Matters Arising Kath McCourt Attached 15:31 - 15:32

3. Chair’s Report Kath McCourt Attached 15:32 – 15:37

4.
Chief Executive’s Report; including:

- CQC update Jim Mackey  Presentation 15:37 – 15:52

Strategic items:  
5. Patients: Patient Story Annie Laverty Attached 15:52 – 15:57

6. Patients: Cardiac Surgery Update Jim Mackey & Michael 
Wright

Presentation 15:57 – 16:15

7. People: Fuller Enquiry Update Lucia Pareja-Cebrian Attached 16:15 – 16:20

8. People: WRES & WDES [FOR APPROVAL] Christine Brereton Attached 16:20 – 16:25

9. Performance: Revised Integrated Quality and 
Performance Report 

Rob Harrison & Vicky 
McFarlane-Reid

Attached 16:25 – 16:30

10. Partnerships: GNH Alliance Jim Mackey Attached 16:30 – 16:35

Items to receive [NB for information – matters to 
be raised by exception only]: 16:35 – 16:45

11. Director reports:
a. Joint Medical Directors Report; including:

i) Consultant Appointments 

b. Executive Director of Nursing; including:
i) Maternity Update

c. Director of Quality & Effectiveness:
i) Maternity CNST – Year 6
ii) Learning from Deaths Q4 report 

d. Healthcare Associated Infections (HCAI)

Lucia Pareja Cebrian & 
Michael Wright

Ian Joy

Angela O’Brien

Julie Samuel

Attached

Attached

Attached 
 

Attached

Items to approve
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Professor Kath McCourt, Interim Chair

Sir Jim Mackey, Chief Executive Officer 

Mr Rob Harrison, Managing Director

Mr Ian Joy, Executive Director of Nursing

Dr Lucia Pareja-Cebrian and Dr Michael Wright, Joint Medical Director

Dr Vicky McFarlane-Reid, Director for Commercial Development & Innovation

Mrs Angela O’Brien, Director of Quality & Effectiveness

Ms Annie Laverty, Chief Experience Officer

Ms Julie Samuel, Director of Infection Prevention and Control

Mrs Caroline Docking, Director of Communications and Corporate Affairs

Mrs Kelly Jupp, Trust Secretary

12. i) Annual Committee Reports 2023/24, 
including Terms of Reference Reviews 
and Schedules of Business 2024/25

Kelly Jupp Attached 16:45 – 16:47

ii) Quality Account Angela O’Brien Attached 16:47 – 16:50

Any other business: 16:50 – 17:00

13. Board Assurance Framework (BAF) 2024/25 Caroline Docking Attached

14. Update from Committee Chairs Committee Chairs Attached

15. Meeting Action Log Kath McCourt Attached

16. Any other business All Verbal

Date of next meeting: 
Public Board of Directors – Wednesday 17 July 2024
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Agenda Item A2 

________________________________________________________________________________________________
Minutes of the Public Trust Board of Directors Meeting – 28 March 2024 [DRAFT]
Trust Board – 23 May 2024

PUBLIC TRUST BOARD OF DIRECTORS MEETING

DRAFT MINUTES OF THE MEETING HELD 28 MARCH 2024

Present: Professor K McCourt [Chair] Interim Chair 
Sir J Mackey Chief Executive Officer [CEO] 
Mr R Harrison Managing Director [MD]
Dr M Wright Joint Medical Director [JMD - MWr] 
Dr L Pareja-Cebrian Joint Medical Director [JMD - LPC]
Mrs J Bilcliff Chief Finance Officer [CFO]
Ms Maurya Cushlow Executive Chief Nurse [ECN]
Mr Ian Joy Executive Director of Nursing [EDN]
Dr V McFarlane Reid Director for Commercial Development & 

Innovation [DCDI]
Ms J Baker Non-Executive Director [NED]
Ms S Edusei NED
Mr J Jowett NED
Mr B MacLeod NED 
Miss C Smith NED
Mr G Chapman NED

  
In attendance:  
Mrs C Docking, Director of Communications and Corporate Affairs [DCCA]
Mrs A O’Brien, Director of Quality and Effectiveness [DQE] 
Mrs C Brereton, Chief People Officer [CPO]
Mr R C Smith, Director of Estates [DoE] 
Mrs K Jupp, Trust Secretary [TS]
Dr J Samuel, Director of Infection Prevention Control [DIPC]
Mrs A Laverty Chief Experience Officer [CXO]

Observers:
Mrs P Yanez, Lead Governor
Dr A Dearges-Chantler, Public Governor
Professor P Home, Public Governor 
Mrs C Watson, Public Governor

 
Secretary:  Miss J Richards Corporate Governance Officer and PA to 

the Chairman and Trust Secretary

Note: The minutes of the meeting were written as per the order in which items were 
discussed. 

24/05 STANDING ITEMS:

i) Apologies for Absence and Declarations of Interest
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Apologies were received from Mr M Wilson, Chief Operating Officer [COO], Mrs S 
McMahon, Chief Information Officer [CIO], Mrs L Bromley, NED, and there were no new 
declarations of interest.

It was resolved: to (i) receive the apologies for absence and (ii) note no declarations of 
interest. 

ii) Minutes of the previous meeting held on 25 January 2024 and matters arising 

The minutes of the meeting held on 25 January 2024 were accepted as a true record of the 
business transacted subject to a correction to note that Mrs J Samuel should be addressed 
as Dr.

It was resolved: to agree the minutes as an accurate record subject to the correction being 
made as highlighted, and to note there were no matters arising other than noted above.

iii) Interim Chair’s Report

The report outlined a summary of the Interim Chair’s activities and key areas of recent focus 
since the previous Board of Directors meeting.  

The Interim Chair noted she had been busy undertaking a number of activities since the 
previous meeting, this has included lots of work with the Governors, as well as the Members 
Event – End of Life which was a very successful event, to which the Interim Chair thanked all 
involved.  Two “Spotlight on Services” sessions on The Stroke Unit and Long Term 
Ventilation have also been held. 

The Interim Chair has undertaken a number of informal visits to wards during various shifts 
engaging with both staff, such as Security Staff and Patient Flow Coordinators, as well as 
patients. 

The Interim Chair along with MD and the CEO attended an Emergency Care Conference 
organised by the Great North Healthcare Alliance which was a real opportunity for the 
alliance organisations to focus on this key area of health and develop collaborative ideas 
and plans.

At a regional level, the Interim Chair continued to engage with both Foundation Trust Chairs 
and the Integrated Care Board (ICB). 

It was resolved: to receive the report.

iv) Chief Executive’s Report

The CEO delivered a short presentation highlighting key areas of focus, including the work 
on rewriting the governance system, changes in postholders such as the Freedom to Speak 
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Up Guardian, positive engagement with staff, the local staff survey and the work 
undertaken on developing the ‘Big Signals’. 

The implementation of the Patient Safety Incident Response Framework (PSIRF) was going 
well with very good engagement. The number of clinical incidents reported was rising, 
which demonstrated improvements in reporting and staff feeling confident to raise 
incidents.

There had been a positive reduction in the number of long waiting patients, as well as a 9% 
decrease in the overarching waiting list size for Newcastle Hospitals.

The second round of Chief Executive roadshows with staff were scheduled for April and May 
providing further opportunity for staff engagement and to provide feedback on issues raised 
previously.  

Mr J Jowett referred to recent feedback from staff members who had commented positively 
on the changes made by the CEO since his appointment. 

It was resolved: to receive the report.

24/06 STRATEGIC ITEMS:

i) Patients: Patient Story

The CXO gave an overview of a patient’s story which focussed on a 64-year-old gentleman 
diagnosed with advanced bowel cancer in 2017. The patient had emailed Trust Management 
in March 2024, having read the CQC report and was motivated to get in touch, because the 
shortfalls in care described in the report did not reflect his own experience and wanted to 
have his account of excellent care on record.

The CXO had visited the patient where they described the positive contributions of all 
members of the multidisciplinary team over ‘hundreds of interactions’ and the reasons why 
these encounters were so memorable. She highlighted how small things can have a positive 
lasting impact, particularly regarding care and compassion. 

It was resolved: to receive the people story.

ii)       Patients: Experience of Care Strategy [FOR APPROVAL]

The report provided an overview of the development of Experience of Care Strategy and 
outlined the plans for the launch of this strategy in April 2024. The EDN noted the following 
key points:

• A piece of work to deliver a public and patient experience strategy was 
commissioned in July 2023 with the organisation Stand, with funding received from 
the Trust Charity. 
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• There was a lot of engagement with a number of key stakeholders, carers, frontline 
staff, Senior Managers and Governors to develop a strategy that represented 
collective views.  

• Five key objectives have been identified which are outlined in the strategy.  
• Successful delivery is reliant on a really cohesive work plan which will be developed 

in the coming weeks.

Miss Smith questioned if there had been a previous strategy, and if there had what the key 
differences were with the previous strategy. The EDN noted that whilst the Trust had some 
key patient experience priorities/principles, an overarching strategy had not been 
developed. He added that the strategy signals an intent and approach to drive delivery and 
practice.

Mr MacLeod queried how the strategy would provide consistency across the Clinical Boards 
to which the EDN noted that workplans would be developed for each Clinical Board, with 
the CXO being the Executive lead. 

The CXO added that a real time pilot for staff / patient experience would be commencing in 
May, with the support of the Trust Charity, and the variation across Clinical Boards will be 
monitored.  The outcomes would also be widely publicised across the organisation providing 
full transparency.              

Ms Edusei welcomed the strategy but questioned if feedback should be sought with 
stakeholders prior to the launch to which the EDN advised that the strategy had been 
developed with full engagement of the stakeholders and the future feedback to be gathered 
would focus more on its delivery. 

In response to a query from the Interim Chair with regard to future updates, the EDN 
advised that the results from the real time pilot would be presented to the Quality 
Committee and Trust Board.

It was resolved to (i) note the process undertaken to develop; (ii) approve the Experience of 
Care Strategy and (iii) endorse the launch of the strategy in April 2024. 

iii)       People:  Staff Survey results / People Programme

The CPO delivered a short presentation highlighting the following points:
• There was a 42% response rate and the staff survey results are reported against a 

number of core domains.
• The Trust scored below average in each of the 9 staff survey domains – and was 

worst in the country for the “we are a team” The Trust scored worst nationally in 8 
questions aligned to leadership and line management. There were 10 areas of 
negative decline compared to 2022 and 2023.  

• Staff engagement ‘Advocacy’ showed a steady decline over the last 3 years.  
• The Trust sits above national average in two elements of advocacy and sits below the     

national average for recommending the Trust as a place to work.  
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The themes triangulated from the staff survey results, staff conversations and the CQC 
findings were being used to shape the People Strategy. Four main themes had been 
identified, being leadership and management, behaviours and civility, feeling valued and 
heard and Health and Wellbeing. 

All of the information/data from the Focus Groups and other sources was taken to an event 
held on 22 January 2024 where it was shared with the staff steering groups and those who 
attended the Focus Groups. Those in attendance confirmed that the key messages 
resonated with them, and an activity was held to agree the main asks from staff to take this 
forward. The seven key actions developed initially were shared and agreed, which now form 
the People Programme Action Plan. This will be used to create an overall People Strategy 
based on the four pillars. The action plan will shape the priorities for delivery in Year 1.  

Ms Edusei acknowledged how disappointing the results were however recognised this was 
also reflected in the CQC report.

Mr Chapman sought clarity as to whether the survey results could be disaggregated to first 
line manager level to which the CPO noted that more granular data was being triangulated 
to identify areas that needed some targeted support. At the moment the data could be 
disaggregated to a level of circa 10-12 individuals. 

Mr MacLeod noted that whilst acknowledging the disappointing results, positive 
achievements should also be celebrated. This was echoed by the CPO citing the Celebrating 
Excellence Awards as an example.

Mr Jowett noted that Ms Edusei would be chairing the People Committee moving forward 
but he would remain a member of the Committee adding that the Schedule of Business for 
the Committee would be developed to reflect the areas of focus identified in the CQC report 
and the Staff Survey results.

It was resolved: to receive the report. 

iv)       Performance: Performance Report

The report provided assurance to the Board on the Trust’s elective recovery progress as well
as performance against NHS England (NHSE) priorities for 2023/24 and key operational
indicators.

The DCDI highlighted the following metrics:
• Provisional data suggests activity delivery levels (volumes) in February were below 

both plan and the revised 103% target across all points of delivery except for Day 
Cases (105.3%). Cumulatively for 2023/24 to date total activity delivery stands at 
102.7% of the re-based 2019/20 baseline.

• Newcastle Hospitals delivered performance below the revised 4-hour Accident &
Emergency (A&E) arrival to admission/discharge target, with performance standing
at 74.9% against the 76% target. This was the fifth successive month that the Trust
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failed to hit the 76% target. February and March had been particularly challenging in 
relation to demand for the service. 

• The Trust failed all three newly consolidated cancer standards in January 2024, with
metrics having been simplified into three clear targets. The Trust was escalated into 
Tier 1 intervention and support measures by NHSE for cancer care in December due 
to below target performance delivery, having already been escalated into Tier 1 for 
elective care. 

• More positively, the volume of patients waiting over 62 days for treatment fell to
212 at the end of the month, with a high level of confidence that this will further
reduce to below the end of year target (200) by the end of March 2024.

• February saw the continued elimination of >104 week waits at Newcastle Hospitals,
as well as a significant reduction in the number of patients waiting over 78 weeks for
treatment (163 vs 308). The Trust had agreed a revised trajectory with NHSE to bring
the number of patients waiting this length of time down to 167 by the end of March
2024,. Whilst the ambition had been to eliminate 78 week waits by the end of March 
2024, it was anticipated that there would be 7 breaches. 

• The number of patients waiting over 65 weeks for elective treatment also improved
significantly over February, down from 1,362 to 1,096. The H2 planning reset
established an end of financial year target of 995, which the organisation is on track
to meet and exceed delivery against. From these results it is hopeful the Trust will be 
removed from Tier 1 for elective care.  

• Organisational performance against the six week diagnostic standard improved in
February, with 28.8% of patients now waiting over this length of time – although this
remains some way short of the national ambition to improve to under 5% by the end
of the financial year.

The MD added that in April there would be targeted focus within Emergency Care, following 
significant investment in the Clinical Board. A key focus would be on improving performance 
against waiting times, reducing crowding and improving outcomes for patients. Work in 
relation to the Outpatient Transformation Programme would also continue.

Mr Chapman questioned if there had been changes in the process for reducing the backlog 
in waiting patients to which the MD advised that there must be continued focus on the 
order of booking appointments to ensure that theatres can be fully utilised acknowledging 
the positive start. Some refinements had been made to processes and further work was 
needed. 

Miss Smith welcomed the significant improvement in performance for elective care 
recognising that the challenge now was to ensure it remained sustainable. 

It was resolved: to note the performance detailed within the month 11 performance report.

v)       Performance: Planning 2024/25

The DCDI presented the report which outlined the contents of the interim submission as it 
relates to activity and workforce.
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The operational planning guidance had been received on 27 March 2024 however planning 
activities have been ongoing in the absence of the national targets, but instead working to 
internal Newcastle Hospitals ambitions. She added that a draft submission was submitted 
on 15 March 2024 to the Integrated Care Board (ICB) for collation into the submission to the 
national team on the 21 March 2024. Final submission was expected to be on the 26 April 
2024 to the regional team to meet the national deadline of 2 May 2024.

The DCDI noted that the A&E target of 83% would be particularly challenging, along with the 
overarching activity target of 107%. Work was underway to identify schemes and 
investments to deliver the required activity. Activity targets would be set for each Clinical 
Board. 

It was resolved: to receive the report.

24/07 BUSINESS ITEMS:

i)       Director reports:

a.      Joint Medical Directors Report; including:

The JMD – MWr presented the first joint Medical Directors Board report following their 
appointment on 1 March 2024. The JMD – MWr formally thanked Mr Andy Welch for his 
leadership and commitment to the care of patients and wellbeing of staff in Newcastle 
Hospitals, throughout his tenure as the former Medical Director.

The JMD – MWr explained that a review of the existing Medical Director and Associate 
Medical Director (AMD) portfolios had been undertaken. He noted that both he and JMD - 
LPC will hold joint overall Medical Director responsibility and will each lead on specific areas 
of the portfolio which he outlined. 

Development of the Trust Clinical Strategy would be undertaken by both of the Joint 
Medical Directors along with the MD, COO and EDN. 

Along with the CEO, the Joint Medical Directors had attended the recent Local Negotiating 
Committee and Medical Staff Committee meetings. 

Mr Chapman questioned if there was  a link between the Quality Account and the Clinical 
Strategy to which JMD – MWr advised that the clinical strategy focuses on the clinical 
direction of the organisation whereas the Quality Account focuses on specific quality 
priorities and reflects on priorities over the last 12 months. The DQE added that the Quality 
Account is a regulatory document with very prescriptive requirements from the Department 
of Health and Social Care and NHS England. 

The DQE referred to the backlog of Serous Incident reports (SI) noted in the JMD’s report 
which stated that there were 65 outstanding of which 42 were overdue. There had been a 
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significant reduction with the current backlog of 38 outstanding reports of which 26 were 
overdue. 

The JMD – LPC highlighted the following points from the report:
• The Quality Oversight Groups for all of the Clinical Boards were now fully 

operational. Further refinements would be made in relation to oversight and 
reporting arrangements. 

• Implementation of PSIRF was progressing well with good and regular attendance at 
the Rapid Action Review meetings.

• There was good progress on the backlog of SI’s and it was anticipated that this work 
would conclude in April 2024. 

• An update on Martha’s Rule was noted, with a series of workstreams established. 
• Work was ongoing to improve the level of incident reporting.  

The JMC – MWr noted that cancer performance remained an area of significant focus for all 
of the clinical teams, particularly around the 62 day performance. Concern remained for 
some tumour groups including skin and urology however a significant improvement in lung 
cancer performance was envisaged.  

There was particular focus on the undertaking of harm reviews for those patients 
experiencing a delay for treatment. Gail Jones, Associate Medical Director and Trust Cancer 
lead was also leading on the corporate cancer governance framework within each Clinical 
Board across the organisation. A Cancer Strategy was being developed. 

In terms of Clinical Research activity, Newcastle Hospitals remains in the top 4 trusts in the 
country for the number of studies that have recruited one or more participants this year 
(2023/24). For Commercial research, the Directorate continues to be focussed on growing 
commercial activity and income in line with national priorities.

The JMD – MWr noted a further period of industrial action by junior medical staff from 24 to 
28 February inclusive. There was an excellent response from many staff once again to 
ensure that patients remained safe and received good care. Elective activity was reduced 
significantly to ensure that senior medical staff could be released to provide cover in other 
areas. The outcome of the ballot for further industrial action by consultants was still 
awaited.

It was resolved: to receive the report.

         (i)       Consultant Appointments

There had been 13 consultant appointments since the last report.

It was resolved: to receive the report.

         (ii)      Guardian of Safe Working Quarterly Report (Quarter 3 2023/24)
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The report outlined the number and main causes of exception reports for the period 27 
September to 26 December 2023. 

It was resolved: to receive the report.

Mr Chapman highlighted previous discussions of cancer referrals in the Quality Committee 
and questioned the process for tertiary referrals in the region noting that patients may 
come to harm if not treated in a timely matter to which the JMD-MWr advised that by 
working collaboratively with organisations within the Alliance, this provided an opportunity 
to reduce delays in treatment.

Mr Chapman noted the correlation between research and outcomes, and formally thanked 
those involved in the partnership with Academic Health Science Centre (AHSC) and 
questioned if there was an opportunity for more research to which the JMD – MWr advised 
that this is one of his defined responsibilities, and he has a primary relationship with 
Newcastle University but was also keen to develop relationships with other universities.  

Miss Smith referred to the consultant appointments and questioned the level of demand to 
which the JMD – LPC advised that demand depended upon the specialty. Attracting people 
to the North East was challenging however there was generally an average of 4 candidates 
per post.

The Interim Chair noted that previous reports had included biographies of the successful 
candidates and it would be helpful to include in future reports to demonstrate 
diversification of expertise and skills. She agreed to discuss further with the JMD-LPC 
[ACTION01].   

b)        Executive Chief Nurse; including:

The report provided the Board with a summary of key issues, achievements, and challenges 
within the Executive Chief Nurse (ECN) portfolio. The following points were noted:

• The preceptorship offer has been fully reviewed, with the support of the CPOs team, 
and now offers a formal 5 day programme. Whilst the vacancy position has improved 
the skill mix is still very junior.  

• In February, the Trust was awarded the Nursing Preceptorship Quality Mark.  The 
dedicated Preceptorship Lead has been funded for one year initially within the Trust  
and will focus on evaluation of the preceptor and the preceptee.

• Three Wards of Concern had been reported to the Quality Committee, with one 
having been de-escalated since the meeting. 

• Registered nurse vacancy rate remains low at 2.59% and turnover has reduced 
although there is a higher vacancy factor in paediatric areas.  

• International recruitment has been very successful over the last 3-4 years a decision 
has been taken to pause international recruitment for the next year to support 
people in practice and to address the skill mix issues. The sacrifices international 
recruits make to gain employment with the Organisation was acknowledged.

9/16



Agenda Item A2 

________________________________________________________________________________________________
Minutes of the Public Trust Board of Directors Meeting – 28 March 2024 [DRAFT]
Trust Board – 23 May 2024

• The Quarter 3 summary update of Safeguarding and Mental Capacity Act activity 
highlighted the volume and complexity of cases presented to the team. 

• An overview of the recently released National Maternity Survey Results was 
provided. Results showed maternity services at Newcastle Hospitals were rated 
much better than most trusts for 1 question, better than most trusts for 4 questions 
and somewhat better than most trusts for 1 question.  This had been discussed in 
detail at the Quality Committee.

It was resolved: to receive the report.

 (i)      Maternity Update Report 

The report provided Trust Board members with an overview and update of the main
priorities and quality considerations for the Maternity Service. The following points were 
noted:

• The service has maintained its positive workforce position with a vacancy rate of 0% 
with focus on training and education. The report included an update following the 
Care Quality Commission (CQC) inspection of the Maternity Service in January 2023, 
whose findings were published in May 2023. 

The maternity service was graded ‘requires improvement’ against the domains of 
‘well-led’ and ‘safe’ as part of the national maternity inspection programme. 

The Trust met with the Integrated Care Board (ICB) on 12 February 2024 as part of 
the ongoing monitoring and assurance of progress against the action plan agreed as 
part of the System Oversight Framework (SOF) in December 2023. The report also 
included an update against the SOF action plan.

• Findings of the unannounced CQC core inspection of the Maternity Service in July 
2023 were published on 24 January 2024. An update on the findings and actions 
from the July inspection was detailed in the report to the Trust Board which includes 
a second action plan to be monitored as part of the continuing SOF. It was hoped 
that the meeting in May would focus on agreement of the exit criteria from the CQC 
oversight/reporting. 

Mr Chapman extended an invite for a staff member to attend a future Quality Committee to 
share their experience of preceptorship and also to undertake a deeper dive in to how that 
preceptorship is executed [ACTION02]    

The Interim Chair thanked the EDN for the comprehensive reports and highlighted the 
importance of retaining international nurses noting that some nurses had been with the 
Trust for over 20 years.  

Ms Baker referred to a recent NED informal visit whereby she met with some of the Trust 
internationally recruited nurses who shared some positive ideas about embedding future 
international recruits into the community. 
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Mr MacLeod noted the pause in international recruitment and questioned what impact this 
could have down the pipeline in 2-3 years’ time. He also questioned if the if the CQC rating 
had impacted on nursing recruitment and retention and if the retention rate was worse 
than in neighbouring trusts. The EDN advised that there was generally a lower level of 
turnover from international recruits. The decision to pause international recruitment for the 
next year was to support staff in practice and to address the skill mix issues. It was noted 
that in the longer term there could also be a targeted approach to apprenticeships.
In response to a question from Ms Edusei in relation to the experience of transgender 
patients, the EDN advised that there have been multiple cases of transgender patients 
requesting their name and gender marker on their hospital record be changed to the name 
and gender they identify as. These cases have highlighted multiple challenges for both 
patients and staff to ensure changes made are in line with the law, are safe and provides a 
good patient experience. A task and finish group has been established to progress this work 
to ensure that care and treatment is provided sensitively. 

The CXO added that by capturing data further learning will be gained about protected 
characteristics. 

The EDN noted that a new Director of Midwifery had been appointed with an expected start 
date of June 2024.
 
It was resolved: to receive the report.

c)        Learning from Deaths Q3 Report

The report provided assurance to the Board that the processes for Learning from Deaths 
across the organisation are in line with best practice as defined in the National Quality 
Boards (NQB) National Guidance on Learning from Deaths (LFD) March 2017, and guidance 
on working with bereaved families and carers (July 2018).

It also summarised the processes in place to provide assurance to the Board that all deaths 
are reviewed including those with potentially modifiable factors. All deaths that require a 
more in-depth review (level 2) are recorded into the mortality review database to ensure 
lessons are learned and shared. 

The DQE highlighted the following points:
• From October 2023 to December 2023 there were 545 deaths. 
• From January 2023 to December 2023 there were a total of 2003 deaths. 
• 720 patients were referred to the coroner and resulted in approximately 600 

inquests.  
• 49% of the deaths have been subject to a level 2 mortality review.  
• Of the 545 deaths 1 death was deemed preventable and is subsequently being 

reviewed as a serious incident.  
• The Crude mortality rate remains at less than 1% (this is the percentage of in-

hospital mortality from all hospital admissions).
• The standardised Hospital-level Mortality Indicator is less than the national average 

at 0.91.  
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• The Medical Examiner has continued to scrutinise all non-coronial deaths and is 
expanding their scope into community (GPs and community practitioners – to review 
community-based deaths) and there are examples of learning from reviews of 
deaths that were subject to serious incident review.

It was resolved: to receive the report.

d)        Healthcare Associated Infections (HCAI)

The DIPC discussed the bi-monthly report on Infection Prevention and Control (IPC) and 
summarised the position at the end of February 2024 highlighting the following:

•    One MRSA bacteraemia was attributed to the Trust in January 2024 which takes the 
Trust total to four against a target of zero.  

• This period identified HCAI themes relating to intra-vascular infections in patients on
parenteral nutrition; cancer patients on chemotherapy and patients with lower
Urinary Tract Infection (UTI). 

•    Reduction of avoidable urinary catheter insertion with a target of 5% reduction is a 
Newcastle Improvement initiative.

•    Work on the Patient Safety Incident Response Framework (PSIRF) was aimed at 
trying to make this easier to understand for staff.

•    There had been a sustained reduction in Clostridium difficile Infections (CDI), with a 
concerted effort from IPC and Estates. 

•    Bacteraemia’s – intravascular devices were an area of concern and improvements 
were required in the management of them.

•    Front of house audits on documentation were noted to be very good. 
•    MRSA bacteraemia – improvements were required on screening patients when they 

arrive.  
•    There are currently 3 cases of measles in the North East all of which are 

unvaccinated and highlighted an emerging risk.
• Antimicrobial Stewardship (AMS) teams continue to work collaboratively with IPC 

and provide quarterly updates to Clinical Boards through the oversight groups. 
Antibiotic guidelines with high risk and high cost drugs are also under review. 
Oversight for these processes requires strategic leadership from the AMS team 
which requires further investment in resources. An investment proposal for the team 
is currently being re-submitted.

The EDN noted that the Trust was 9th highest nationally delivering a successful vaccination 
programme for Covid and influenza.   

Ms Edusei questioned if a targeted approach could be undertaken to promote measles 
vaccination in communities with low uptake to which the DIPC advised that this was the first 
cluster identified. .

Mr Chapman questioned how difficult it was to baseline AMS to measure improvement to 
which the DIPC noted that due to competing priorities, monthly audit compliance was 
currently 30% with the target being 80%. Mr Chapman advised that he would welcome a 
more in-depth discussion at a future Quality Committee [ACTION03].
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It was resolved: to receive the report.

24/08 ITEMS TO APPROVE:

i)        Gender Pay Gap Report

The CPO presented the report which showed the Trust’s gender pay gap data for the 
‘snapshot’ date of 31 March 2023 and included a supporting narrative and action plan. 

The workforce is made up of 22% male and 78% female however there is a gender pay gap 
of 22.44%. The highest paid staff are in medical and dental and are male. 

In recognising more females were employed within the administrative and clerical sector 
Miss Smith sought clarity as to the large gap to which the CPO advised that those on higher 
pays bands within this section of staff were male.

Miss Smith therefore suggested that for future recruitment, real gender focus is required to 
look at attracting females into higher paid roles. She recommended that the number of 
actions be reduced if possible. 

It was resolved: to approve the report and its publication.

ii)       Effective Governance System 

The MD explained that during 2023/24, the Care Quality Commission (CQC) undertook 
several inspections of Trust services and imposed conditions on the Trust’s registration. One 
of the conditions required the Trust to implement an effective governance system. 

The MD summarised the recent work undertaken in conjunction with The Value Circle to 
implement an effective governance system.  

Following detailed discussion, the Board agreed to approve the recommendations contained 
in the report, subject to the following:

• Clarification of the position of  Vice Chair of Audit, Risk and Assurance Committee as 
well as Senior Independent Director.

• Amendment under 4.04 in the Terms of Reference for the Audit, Risk and Assurance 
Committee to read “not limited to.”

• A review of effectiveness of the Audit, Risk and Assurance Committee to be 
undertaken after six months rather than twelve.

It was resolved: to approve the recommendations in the report (subject to the clarification 
and/or amendments noted above) being to approve:

1. The new Committee structure.
2. The Updated Performance and Accountability Framework.
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3. The Terms of Reference and Schedules of Business for both the Digital and Data 
Committee, and the combined Audit, Risk and Assurance Committee. 

4. The Board Development Programme for 2024/25.

24/09 ITEMS TO RECEIVE AND ANY OTHER BUSINESS:

i)        Update from Committee Chairs

The report was received, with the following additional points to note:

People Committee
Mr Jowett noted that the schedule of business would be developed to reflect the areas of 
focus identified in the CQC report, actions required following the staff survey results as well 
as focusing on the staff and patient experience work undertaken by the CXO.

Quality Committee
Mr Chapman noted that as part of the new governance arrangements the Committee was 
now meeting monthly. 

Mr Chapman welcomed the new governance process which included representatives from 
the ICB attending the Quality Committee.  

Mr Chapman noted the increase in violence against staff particularly in the emergency 
department. It was agreed that a deep dive in to violence & aggression and its subsequent 
impact would be undertaken via the People Committee.

Digital & Data Committee
Mr Chapman noted the good attendance at the first meeting of this Committee. He 
highlighted 3 key component parts which are getting the basics right, strong partnership 
with our clinical colleagues around EPR, and data which allows us to develop a strategy for 
transformation.  

Finance Committee
Miss Smith noted no specific matters requiring escalation to the Trust Board other than the 
amount of business cases approved at the Committee which required subsequent Trust 
Board approval.

Charity Committee 
Ms Baker noted two updates. The first related to Nurses, Midwives & Allied Health 
Professionals (NMAHP) Research Programme which had secured a funding grant of £1M 
from the charity. A comprehensive update was provided on the work of the programme and 
all agreed this was a good example of Charity Funding being used to create ‘added value’.

An Investment Project Update was received and today the Board have reviewed the 
Investment Policy for the first time. The Charity Risk Statement and Connected Charities 
Checklist was also discussed.  

14/16



Agenda Item A2 

________________________________________________________________________________________________
Minutes of the Public Trust Board of Directors Meeting – 28 March 2024 [DRAFT]
Trust Board – 23 May 2024

The Charity Committee Grants meeting held on 11 March 2024 approved 3 grants.

It was resolved: to receive the update.

ii)       Integrated Board Report

The MD presented the report which provided assurance to the Board on the Trust’s 
performance against key indicators relating to Quality, People and Finance.

The CFO noted that the report covered the month 11 position with showed a deficit against 
plan, with a forecast to break even for the year end. 

It was resolved: to receive the report.

iii)     Meeting Action Log

The action log was received, and the content noted. Progress against the 1 open action 
would be documented prior to the next meeting. The actions proposed for closure were 
agreed. 

iv)     Any other business

The Interim Chair thanked everyone for their attendance and formally thanked the ECN on 
behalf of the Board and the organisation for all of the work and commitment during her 
career and wished her well on her retirement.

The meeting closed at 15:55.

Date of next meeting:
Public Board of Directors – Thursday 23 May 2024
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TRUST BOARD

Date of meeting 23 May 2024

Title Chair’s Report

Report of Professor Kath McCourt, Interim Chair

Prepared by 
Professor Kath McCourt, Interim Chair
Jayne Richards, Corporate Governance Officer and PA to the Chair and Trust Secretary

Public Private Internal
Status of Report

☒ ☐ ☒

For Decision For Assurance For InformationPurpose of 
Report ☐ ☐ ☒

Summary

This report outlines a summary of the Chair’s activity and key areas of recent focus since 
the previous Board of Directors meeting, including: 

• Board Activity 
• Spotlight on Services” 

• Genetics 
• End of Life Care 

• Governor and Member Activity
• Regional engagement with Foundation Trust Chairs of the North Integrated Care 

Partnership (ICP)
• Engagement with the NENC Foundation Trust Chair & CEO PwC Workshop 

Recommendation The Trust Board is asked to note the contents of the report.

Links to Strategic 
Objectives 

Patients – Putting patients at the heart of everything we do. Providing care of the highest 
standard focusing on safety and quality.
Pioneers – Ensuring that we are at the forefront of health innovation and research.

Quality Legal Finance Human 
Resources

Equality & 
Diversity SustainabilityImpact 

(please mark as 
appropriate) ☒ ☐ ☐ ☐ ☐ ☐

Link to the Board 
Assurance 
Framework [BAF]

No direct link however provides an update on key matters.

Reports 
previously 
considered by

Previous reports presented at each meeting.
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CHAIR’S REPORT

EXECUTIVE SUMMARY

This report outlines a summary of the Chair’s activity and key areas of focus since 
the previous Board of Directors meeting, including: 

• Board Activity
• “Spotlight on Services” 

• Genetics 
• End of Life Care 

• Governor and Member Activity 
• Regional engagement with Foundation Trust Chairs of the North Integrated 

Care Partnership (ICP)
• Engagement with the NENC Foundation Trust Chair & CEO PwC Workshop 

The Trust Board is asked to note the contents of the report.
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CHAIR’S REPORT

Work at the Trust continues at a pace, tackling issues raised by the CQC as well addressing 
performance and efficiency targets.

April and May have proved to be busy with a visit from Sir Steve Powis and the National 
clinical director for Stroke. They had a most useful discussion with Trust colleagues and visit 
to our Thrombectomy service at the RVI.

We held an Extraordinary Council of Governors on 29th April which I chaired. This was to 
discuss and update the Governors following a meeting Sir Jim and I had with the North East 
and North Cumbria Board Chair and the Regional Director of NHS England, to discuss the 
Trust Board composition and governance arrangements. This meeting was well attended by 
our Governors.

We interviewed for our new clinical NED and have appointed Philip Kane, and we will 
welcome him to the Board in due course.

The Great North Health Care Alliance held its first formal meeting of all Board members on 
2nd May. This was a well-received event with a positive atmosphere, and we made some real 
progress.

St James Park was the venue for our Annual Medical Education conference in April. Dr Ifti 
Hak, Director of Medical Education, and his team did an amazing job, attracting a large 
number of colleagues with Chris Turner, (Civility saves lives), as keynote speaker, alongside 
well attended workshops.  I also attended the medical staff meeting with Sir Jim to receive 
an update and progress of the work of the Local Negotiating Committee.

Within the Trust I have undertaken a series of clinical visits to the Great North Childrens 
Hospital, Freeman Mortuary, RVI Laboratories and the Patient Services Command Centre. 
These have all been most informative and display the huge amount of work that takes place 
across the organisation. 

Spotlight session with the NED’s continue and most recently we have heard from Genetics 
and End of life Care teams.

• Genetics – Michael Wright Consultant Geneticist/Joint Medical Director shared a 
presentation and discussed clinical genetics and what the national and regional 
opportunities are.  Michael discussed the human genome project and the 
development of the Genomic Medicine Service for England.  

• End of Life Care – Dr Alexa Clark, Dr Jen Vidrine, Elizabeth Zabrocki, Nurse Specialist, 
shared a presentation and discussions around supporting the delivery of high quality 
equitable palliative and end of life care across hospitals (RVI, FRH and NCCC) and 
Newcastle Community.    
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Governor and Member activity since our last meeting has included:

• The Quality of Patient Experience (QPE) Working Group which met on 7 May 2024, 
where a complaints update was given followed by a discussion regarding the visits 
process.  

• The Business & Development (B&D) Working Group met recently where two 
presentations were given, one on the patient hub and patient engagement, the other 
was an update on capital expenditure given by Jackie Bilcliff, Chief Finance Officer. 

• The People, Engagement and Membership (PEM) Working Group met on 9 April 
2024 and discussed that membership has increased significantly since February as a 
result of including work by Charlie Comms, upcoming elections and improvements in 
the membership materials by the Corporate Governance Team.  The members event 
had been successful. A guest speaker at the meeting was Jake Turnbull from the 
Integrated Care Board (ICB) who explained who the ICB are and what they do.  

The PEM Working Group met again on 14 May 2024 and discussed management 
training in detail, Celebrating Excellence and the People at our hearts awards.  
Updates were given from the outreach community groups and plans for future 
member events were discussed.

• The Council of Governors met on 18 April 2024 for a private workshop and covered 
the Governor Development Programme with representatives from the Value Circle 
discussing feedback from the Governor survey and the next phase. There was a Chief 
Executive update, discussions regarding the CQC report, the Trust’s financial position 
and the Governor’s plan for responding to the CQC report.

At a regional level, I attended FT Chairs Forum on 23rd April and also attended the NENC FT 
Chair & CEO PwC Workshop on 25th April.      

RECOMMENDATION

The Board of Directors is asked to note the contents of the report.

Report of Professor Kath McCourt
Interim Chair 
17 May 2024
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TRUST BOARD

Date of meeting 23 May 2024

Title Patient and staff story 

Report of Annie Laverty

Prepared by Annie Laverty

Public Private Internal
Status of Report

☒ ☐ ☐
For Decision For Assurance For Information

Purpose of Report
☐ ☐ ☒

Summary

Our patient story highlights the frustrations of a woman with autism as she accounts for her 
experience of care during 3 recent outpatient appointments in Ophthalmology. On each occasion 
communication was very poor and, at times, disrespectful. She describes a lack of compassion, 
with staff failing to see the person behind the patient or understand what reasonable 
adjustments needed to be made to ensure her care needs were met in the most effective way.  
The waste associated with a poor experience and repeated cancellations is evident. 

This story is shared recognising that improving patient safety and experience in Ophthalmology 
has been identified as a key quality priority for the Trust this year. 

In contrast, our staff story is a positive one. It is shared by one of the administrators in the 
Cardiothoracic team. A moving example of someone who is highly motivated to provide a 
person-centred service across directorates and departments. A proud advocate for patients who 
goes out of her way to support the needs of a father and his terminally ill son. 

Recommendation The Board are asked to receive both stories for information and note our commitment to 
learning and transparency by highlighting positive and negative experiences of care. 

Links to Strategic 
Objectives 

Putting patients at the heart of everything we do. Providing care of the highest standard 
focussing on safety and quality.

Quality Legal Finance Human 
Resources Equality & Diversity SustainabilityImpact 

(please mark as 
appropriate) ☒ ☐ ☐ ☒ ☒ ☐

Link to Board 
Assurance 
Framework [BAF] 

Linked to key areas in the BAF relating to Effective Patient Safety and Workforce, these stories 
are associated with strategic aims of putting patients at the heart of everything we do and 
providing care of the highest standard focussing on safety and quality.

Reports previously 
considered by

Patient and People stories are a recurrent feature of all Public Board meetings. The 
Ophthalmology experience was discussed at the Executive Team 15th May 2024. 
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PATIENT STORY

Background: A little bit about myself: I am Neurodivergent and Diabetic (Type2) medication 
controlled. I work 30 hours a week over 5 days as a Volunteer Coordinator and Complex 121 
Support Worker for Blue Sky Trust. It is a requirement of my work that I need to be able to 
drive. Until recently I have attended clinics on the 3rd floor of RVI which had been quite 
straightforward, in the sense that I turned up and checks were made on my eyes. My only 
issue with them was that I wasn't sure why I was there or why I had been referred into the 
RVI in the first place. The letters I received following visits I don't find very easy to decipher 
so I ended up asking my optician, so I have a general idea of what is going on. 

Recently, my eyes worsened due to my diabetes not responding to the Metformin. My 
medication was adjusted and 50mg Sitagliptin were added to the Metformin and my blood 
sugar readings lowered. This year I was called in to Level 2 to see, as I understood it, a 
consultant to discuss what was happening with my eyes and potential solutions. Thus far I 
have had 3 appointments. I would now like to share my experiences with you, which, in my 
view, have been less than satisfactory.

Visit 1 - January 18th. I booked a morning off work to attend my appointment. I thought my 
plan to start work at 12.30pm should be possible given my appointment time of 10.15am. I 
turned up on time, paid for the maximum 2 hours parking that I was able to on Claremont 
Road (avoiding the roadworks on Victoria Road). I had travelled by car by myself as on no 
previous appointment at the RVI had eye drops been used. In addition, my son would need 
to book time off work if he was to accompany me, and I would need to book a full day off 
work as it usually takes 24 hours for the effect of the drops to wear off - meaning I cannot 
drive nor use a computer. 

Following booking in I went for the early checks and the staff doing them weren't happy to 
find out I had driven myself there as they wanted to use eye drops. I appreciate it's difficult 
to know if you are going to use eye drops or not, but for someone like me, it's vitally 
important that I know in advance so that I can make the appropriate arrangements. That 
issue aside, I had my pre-checks at which point we were told that the clinic was running an 
hour late - that was at 10.15am. I thought that wouldn't be a problem as I would be seen by 
11.15am. By 11.40, as my car parking time would be running out and I needed to get back to 
my car and then on to work, I asked how long it would be before I saw the Dr?  A nurse 
asked the Dr and had explained that I needed to leave. I was told that there were 2 people 
in front of me and then I would be the next person to be seen. Two people were called 
through and then a third. At that point I left as my car parking was running out, I needed to 
get to work, and more importantly I felt had been misled. I explained to the desk why I was 
leaving and asked them to make me a new appointment.

Visit 2 - April 18th: I received the appointment letter and, mindful as to what had happened 
last time, booked a day off work just in case eye drops were to be used, and my son booked 
time off work so that he could take me to the RVI. I arrived ahead of my appointment time 
and the receptionist couldn't find my notes. She asked if my appointment had been made in 
the last day or two. It hadn't, and I had received a reminder text on Tuesday 16th April. 
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Checking my electronic record she then told me that my appointment had been cancelled 
and a letter had been written but not sent. 

The Dr appeared and was clearly unhappy at the prospect of having to add me in to an 
already expanded clinic list as a further 6-8 people had already been added in. I wasn’t 
happy either - yet again I’d wasted my annual leave by attending an Eye Clinic appointment 
that wasn't going to happen. To add insult to injury the second receptionist told me that 
receiving a reminder text was just one of those things that happened regardless of whether 
an appointment had been cancelled or not? Seriously? I would suggest a text letting patients 
know that their appointment has been cancelled plus NOT sending out a reminder text for a 
cancelled appointment. The current system cannot be seen as exemplary customer care, it 
is in fact misleading.

I was then asked to wait. A nurse took me into a room to explain that the Dr would see me, 
but I would have to wait until the end of clinic once she had seen the 36 people before me. 
This was quite overwhelming news for a Neurodivergent person. With respect, the clinic had 
cancelled my appointment, did not let me know and then did not honour the appointment 
made that I turned up for in good faith having had myself and my son book time off work 
and rearranged my work commitments for the week. They then expected me to feel 
grateful, instead of overwhelmed and trying hard not to go into an autistic melt down. The 
nurse couldn't tell me how long the wait would be, I would just have to sit and wait and see. 
She also told me that even giving an appointment time, delays happen, so they weren't 
responsible for waiting times and effectively an appointment time is just a guideline. I went 
home feeling overwhelmed and very upset.

19th & 20th April - Further letters. Following the above incident on 19th April I received a 
copy of the previously unsent letter now dated 18 April advising me of the cancellation of 
the appointment on 18th April with a rescheduled appointment for 9.30am on 26th April. I 
also received a second letter on 20th April which was an exact copy as the one received the 
previous day. I believe I mentioned I work and need to book time off?

22nd April – I rang to cancel the appointment for 26th April as my work diary was full for that 
day and I was offered a cancelled appointment for 23rd April at 2.15pm. I accepted the 
appointment, although I knew I would be driving as I would be heading to the RVI straight 
from work following a training session. However, as I thought I was going to be seeing a 
consultant to discuss my options going forwards I didn’t think this would be a problem.

23rd April – I was 5 minutes late to my appointment as getting out of work and finding 
parking was a bit of an issue. The clinic was a bit triggering as it was very busy, but I worked 
on staying calm. I also decided that I would stay for as long as necessary this time as I really 
wanted to finally speak to the Consultant. Again, eye drops weren’t used but the member of 
staff assessing me mentioned that I had cancelled two previous appointments. I advised 
that I had turned up for them both, and that they were the ones who cancelled 18th April. I 
had photographs done and then some more. 

Finally, 2 hours or so after my appointment time I was taken through to a treatment room 
by a nurse and after an initial chat I was introduced to her colleague. It was only when I 
mentioned that I couldn’t have had eye drops for the imaging of my eyes, due to driving, 
that I found out that I was there for an eye injection! I believe I mentioned that I am 
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Neurodivergent. I explained to the two staff members that my autism means I need to 
process things, which they acknowledged and then continued regardless. 

I am pleased that I had driven there as it gave me a reason to defer treatment that I hadn’t 
been given the opportunity to make an informed choice about. One of the nurses told me 
that I have Diabetic Macular Oedema – no preparation nor lead in. Neither nurse could 
answer my questions about how the eye injections would affect me for being able to work 
or drive. They said that most of the people attending their clinics tend not to be in work! 
That isn’t helpful to me. I was also told that I would need to have 5 injections 1 per month 
for the next 5 months which would be reviewed. 

As part of the session, I was given a consent form to sign, which I did, but shouldn’t have as I 
was still in shock. So having been hijacked into having treatment I haven’t discussed nor 
agreed to, I was hustled into making an appointment to have my first injection next Friday 
3rd May at an injection clinic at 5.00pm. I should also add that I told the nurses about my 
raised blood sugar levels which would explain the November readings, I also explained 
about my modified medication and the subsequent lowering of my blood sugar – no one on 
any visit has asked. 

24th April – impact. I am still very upset as to what has happened to me. I am still processing 
what I’ve been told and the actions that were planned without my consent. I hadn’t signed a 
consent form prior to yesterday – I hadn’t discussed treatment options, and I still haven’t. 
No one should find out a diagnosis in the way I did with staff expecting to initiate treatment 
there and then.

Staff need to be more aware of working with people with autism and have training to 
improve their understanding of neurodiversity. I don’t believe anyone, at any time, asked if I 
was ok? In my terms yesterday I felt hijacked and hustled into something that I hadn’t had 
time to process.

I work with vulnerable people, and I would hate for someone else to have the type of 
experience that I have had so if any actions from this could be taken to enhance the patient 
experience, I would welcome that. 
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STAFF STORY 

I remember my involvement with a gentleman: switchboard put him through to me by 
mistake. He was ringing from the USA. His son was terminally ill with cancer and was being 
cared for here, with no immediate family to support him in the UK. The father was 
desperate to get to see his son but was unable to travel because he had less than 6 months 
on his passport. 

The father was ringing for information, the secretary in the cancer team was on annual 
leave, and he felt like he was being passed from pillar to post. He felt like no one was 
listening, I remember that first call was a long one. I was conscious of trying to save money 
so I took his email address and agreed that would be our format for future communication. 

I contacted the son’s cancer consultant and asked if I could see it through in his secretary’s 
absence. I wondered if a letter could be written on the gentleman’s behalf to explain the 
circumstances and the need to waive the airline restrictions and get him to the UK as soon 
as possible.  The Consultant agreed to write the letter and I was able to collect it without 
delay. 

I continued to communicate with the father via email. I was careful to ensure that patient 
confidentiality was never breached. Wasn’t for me to agree or disagree with what was 
happening. It was important to protect the son, but also possible to support the father. The 
airline responded positively to the Consultant’s letter and allowed him to travel to the UK on 
his current passport. He arrived in time for his son’s treatment. I knew it meant everything 
to him. 

What does a good day feel like? 

I get up in the morning and if I can go home and believe that I’ve made a difference, even 
for just one person, then that’s a good day for me. I take my role and responsibility seriously 
– I am an ambassador of the Trust in everything I do. The things I say, my actions and how I 
respond all reflect on the organisation that employs me. If a patient gets put through to 
someone who doesn’t seem to care, then that gives the trust a bad name.

What does a bad day feel like? 

Sometimes you have angry and verbally abusive patients on the phone, who shout “Don’t 
forget I’m paying your wages. All these rainbows in Covid, how much has that cost the 
NHS?” I try to understand that they’re angry for different reasons, not me. 

I’m very proud to make people feel important, feel listened to and that we’re willing to give 
them our time. These people aren’t with us because of something trivial, some are coming 
in for open heart surgery.  We’ve got to remember that, rather than appear too busy to 
listen to their concerns. 
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TRUST BOARD 

Date of meeting 23 May 2024  

Title Fuller Inquiry – Trust Response  

Report of Rob Harrison, Managing Director  

Prepared by  
Hannah Morrison, Personal Assistant, Caroline Docking, Director of Communications, Chris Shaw, 
Associate Director of Operations ILM 
 

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of Report 
For Decision For Assurance For Information 

☐ ☐ ☒ 

Summary 

On 28 November 2023, Sir Jonathan Michael, Chair of the Independent Inquiry into the issues 
raised by the actions of David Fuller, (the Inquiry) published the Phase 1 Report. The inquiry was 
set up to establish what happened in the Maidstone and Tunbridge Wells NHS Trust to allow 
Fuller to commit multiple crimes and to understand how his offending remained undetected for 
so long. 
 
The report and action plan sets out the recommendations, our response, and our progress. It 
highlights the remaining single action to complete which is in relation to the appointment of a 
permanent full time Mortuary Manager.   

Recommendation 
The Board are asked to receive this report and reflect on the specific assurances for Board 
Members in carrying out their duties.   
 

Links to Strategic 
Objectives  

Patients – putting patients at the heart of everything we do. Providing care of the highest 
standard focussing on safety and quality.  

Impact  
(please mark as 
appropriate) 

Quality Legal Finance 
Human 

Resources 
Equality & Diversity Sustainability 

☒ ☒ ☐ ☐ ☐ ☐ 

Link to Board 
Assurance 
Framework [BAF]  

Inability to maintain and improve patient safety and quality of care that delivers the highest 
standards of care and outcomes for our patients.  

Reports previously 
considered by 

New report.  
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FULLER INQUIRY – TRUST RESPONSE  
 

EXECUTIVE SUMMARY  
 
The report provides updates around the Trust’s response to the independent inquiry into 
issues raised by the David Fuller Case. It covers: 
 

• Introduction  

• Trust Response and Assurance  

• Human Tissue Authority Regulations 
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FULLER INQUIRY – TRUST RESPONSE  
 
 

1.  INTRODUCTION 
 

On 28 November 2023, Sir Jonathan Michael, Chair of the Independent Inquiry into the issues raised 
by the actions of David Fuller, (the Inquiry) published the Phase 1 Report. The inquiry was set up to 
establish what happened in the Maidstone and Tunbridge Wells NHS Trust to allow Fuller to commit 
multiple crimes and to understand how his offending remained undetected for so long. 
 
The Inquiry Report outlines the missed opportunities to question Fuller’s working practices. He 
routinely worked beyond his contracted hours, undertaking tasks in the mortuary that were not 
necessary or which should not have been carried out by someone with his chronic back problems. 
This was never properly questioned. There was little regard given to who was accessing the 
mortuary. Fuller entered the mortuary 444 times in a single year and this went unnoticed and 
unchecked.   
 
Failures of management, of governance, of regulation, failure to follow standard policies and 
procedures, together with a persistent lack of curiosity, all contributed to the creation of the 
environment in which he was able to offend, and to do so for 15 years without ever being suspected 
or caught. He is now serving a whole life sentence. 
 
The full Phase 1 inquiry report (Independent inquiry into the issues raised by the David Fuller case: 
phase 1 report (publishing.service.gov.uk)) is available for Board Members.  It should be noted that 
this is a distressing and disturbing report.  The Inquiry makes 17 recommendations for action for the 
Maidstone and Tunbridge Wells Trust, which are all relevant to NHS organisations more widely. 

 
 

2. TRUST RESPONSE AND ASSURANCE  
 
Providing safe and dignified services for the deceased must always be of the utmost importance, and 
it is vital that appropriate checks and balances are in place to provide assurance that our services are 
safe and well governed. 
 
Our Mortuary Service sits within the Clinical and Research Services Clinical Board, and a group has 
been established to oversee the recommendations, which is led through the Clinical Board. This 
includes representatives from other relevant areas of the hospital, particularly estates and security.   
 
The action plan enclosed sets out the recommendations, our response, and our progress. It 
highlights the remaining single action to complete which is in relation to the appointment of a 
permanent full time Mortuary Manager.   
 
Board members will note that there are specific recommendations for the Board of Directors in 
terms of assurance, these are: 
 
Recommendation 13: We have illustrated throughout this Report how Maidstone and Tunbridge 
Wells NHS Trust relied on reassurance rather than assurance in monitoring its processes. The Board 
must review its governance structures and function in light of this. 
 
Recommendation 14: Maidstone and Tunbridge Wells NHS Trust Board must have greater oversight 
of licensed activity in the mortuary. It must ensure that the Designated Individual is actively involved 
in reporting to the Board and is supported in this. 
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Recommendation 15: Maidstone and Tunbridge Wells NHS Trust should treat compliance with 
Human Tissue Authority standards as a statutory responsibility for the Trust, notwithstanding the 
fact that the formal responsibility under the Human Tissue Act 2004 rests with the 
Designated Individual. The Act will be subject to review in Phase 2 of the Inquiry’s work. 
 
Recommendation 16: The Chief Nurse should be made explicitly responsible for assuring the 
Maidstone and Tunbridge Wells NHS Trust Board that mortuary management is delivered in such a 
way that it protects the security and dignity of the deceased. 
 
Recommendation 17: Maidstone and Tunbridge Wells NHS Trust must treat the deceased with the 
same due regard to dignity and safeguarding as it does its other patients. 
 
Board members are asked to reflect on their personal responsibilities in this area, and in addition the 
action plan confirms that: 
- The Compliance and Assurance Group (CAG) will receive routine and exception reports from the 

‘Designated Individual;  
- Routes for reporting to Board (via Audit, Risk and Assurance Committee and Quality Committee) 

have been strengthened.  
- The Designated Individual will report annually to Quality Committee and will have open access 

as required to the Executive Chief Nurse who will be the lead director for security, privacy and 
dignity within the mortuary. 

 
The North East and North Cumbria Integrated Care Board have asked the Trust to provide assurance 
that all actions in relation to the inquiry have been undertaken, and that appropriate governance 
routes have been followed. This assurance was given to them on Friday 10 May 2024, noting that the 
Board would receive this update. 

 
 
3. OTHER ISSUES  

 
The Trust has recently received an inspection of its license by the Human Tissue Authority (HTA) 
which did identify some shortfalls in security at both mortuary sites. At the Freeman Hospital, the 
inspection found that there was no procedure for issuing the mortuary key out-of-hours, and staff 
had no knowledge of the number of keys in circulation. At the Royal Victoria Infirmary, one entrance 
to mortuary was opened without verifying who was attempting to gain entry. These failings were 
seen as a critical shortfall and urgent action was taken to address these issues. All actions are 
complete, apart from alterations to the door mechanism at the RVI, which will be addressed on the 
16 May and three additional CCTV cameras within the RVI Theatre which will be installed by the 15 

June. Following submission of our Corrective and Preventative Action (CAPA) plan on the 9 May a 
response from the HTA is anticipated within 21 days to provide further details on re-assessment 
timeframes. 

 
 

4. RECOMMENDATIONS  
 

The Board are asked to receive this report and reflect on the specific assurances for Board Members 
in carrying out their duties.   
 

Report of  
Mr Rob Harrison, Managing Director 
15 May 2024 
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Fuller Report Recommendation Local Context Interpretation Action Required
Action 

Assigned
RAG Progress Assurance

During working hours non-mortuary staff 

and contractors are supervised by the APT 

staff working in that area. 

Check Trust policy regarding 

contractors working out of hours to 

assure compliance. 
CK/TI

Completed - 30/04/2024 Policy is compliant. Mortuary staff 

are always present in working hours and no individuals are 

left unsupervised.

Operational Manager (CK) to confirm 

with security that all out of hours 

access to mortuary in undertaken in 

pairs, and permission sought for the 

contractors to access is approved via 

security and mortuary manager 

approval. 

CK/TI

Completed - 30/04/2024 assurances observed from CCTV 

audits of porters coming in pairs. Security request 

permission for any out of hours access to Mortuary 

Manager and Laboratory Manager.

Mortuary SOP updated to confirm all 

access for non-mortuary staff is in line 

with recommendation. CK

Mortuary security SOP to be updated to include the above 

processes are documented. Deadline 10/05/2024      

10/05/2024 SOP in place, action complete.

Deceased patients are only removed from 

the refrigerated storage before a post-

mortem (PM)/viewing and are always 

placed back into refrigerated storage when 

investigations/viewings are completed.

No action required for operational 

practice as we do not leave deceased 

people out of the mortuary fridges 

overnight or whilst maintenance 

conducted. 

19/03/2024. 

Compliant, deceased are never left out of freezers 

overnight or for periods other than to conduct PM and 

support viewings. Contractors only access for works outside 

of theatre hours. 

Maintenance work and other access cannot 

be undertaken when the theatre in in use.

Clearly define that maintenance in not 

undertaken whilst deceased in theatre 

or chapel of rest, and is documented in 

the access SOP to evidence compliance. 

19/03/2024     

SOPs under review to ensure that the action is included in 

the access SOP. Deadline 10/05/2024     

10/05/2024 SOP in place action complete. 

Confirm with all internal departments 

and contractors that DBS checks are in 

place according to Trust Policy. 

Visitor Policy  and security SOP 

provide evidence. Monthly CCTV 

and Swipe card audits will provide 

assurance process in place and 

compliant, with any deviations 

escalated accordingly. 

Revised access SOP will provide 

detail that maintenance is not 

conducted in chapel of rest or 

theatre whilst deceased patients 

are out of fridges. All visitors sign 

into visitors log and are 

supervised. Out of hours 

supported via swipe card and 

CCTV coverage and appropriate 

security access. 

DBS for all staff held by HR and 

can be provided. Can be 

requested from contractors. HR 

policy can be provided. 

TI

CK
DBS are undertaken as per Trust policy including external 

contractors. 

1. Maidstone and Tunbridge Wells NHS Trust must 

ensure that non-mortuary staff and contractors, 

including maintenance staff employed by the 

Trust’s external facilities management provider, 

are always accompanied by another staff member 

when they visit the mortuary. For example, 

maintenance staff should undertake tasks in the 

mortuary in pairs.

Out of hours contractors and porters work 

in pairs.

2. Maidstone and Tunbridge Wells NHS Trust must 

assure itself that all regulatory requirements and 

standards relating to the mortuary are met and 

that the practice of leaving deceased people out of 

mortuary fridges overnight, or while maintenance 

in undertaken, does not happen.

All staff are subject to DBS checks before 

being employed within the department. It is 

the responsibility of the staff member to 

declare any further convictions to the Trust. 

Re-checks are not routinely performed.

3.Maidstone and Tunbridge Wells NHS Trust must 

assure itself that it in compliant with its own 

current policy on criminal record checks and re-

checks for staff. The Trust should ensure that staff 

who are employed by its facilities management 

provider or other contractors are subject to the 

same requirements.
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Consider interim MM management and 

support

Determine how are Mortuary 

Manager’s supported and define 

pathways for escalation, reporting etc. 

governed and escalated. 
CK/SLN

Mortuary manager has clear line of accountability from 

department, directorate and clinical board. This is 

demonstrated in departmental organogram and evidenced 

at regular attendance meetings e.g. operational, 

performance and governance meetings. 

Update Mortuary Manager JD to reflect 

dedicated role
SLN

The job description for the new mortuary manager role is 

being reviewed to be a more managerial position. 

08/05/2024 JD is approved, awaiting panel to approve and 

issue VAF for advertising post 

Appointment of permanent full time 

Mortuary Manager
SLN

10/05/2024 Post being advertised, interviews being held 

14/06/2024. 

Seek Trust approval for dedicated 

Mortuary Manager
SLN

30/04/2024 Resource required: dedicated Mortuary 

Manager. RCG approved, Job description requires 

adaptation. SLN undertaking. 

08/05/24 JD approved Action complete

Review security access and visitor policy 

to reflect that access to mortuary in for 

legitimate use only and controlled. 

30/04/2024 Mortuary manager has undertaken a 

comprehensive review of all policies and SOPs. Update to 

security and access SOPs. Target completion date 

10/05/2024                                                             

10/05/2024 SOP in place action complete 

New Mortuary Manager JD and 

appointment to post can assure 

requirements will be met 

Review of access can be 

evidenced and audited for 

assurance using CCTV, visitor log 

book and swipe card access. 

No further action N/A

Holds correct qualification. No action required, compliant. Mortuary Manager qualifications 

can be evidenced. Job description 

can be evidenced. Mortuary 

manager attendance at 

departmental meetings can be 

provided to assure engagement 

and accountability.

6. Maidstone and Tunbridge Wells NHS Trust must 

review its policies to ensure that only those with 

appropriate and legitimate access can enter the 

mortuary.

Review local policies to ensure access to the 

mortuaries in restricted via swipe access 

and access logs are kept, reviewed and 

permit only individuals with a genuine 

reason to enter.

Mortuary policies are reviewed to ensure 

that access to the mortuary is included in 

the policy, e.g. security policy, use of 

external contractors etc.

CK/TI

4. Maidstone and Tunbridge Wells NHS Trust must 

assure itself that its Mortuary Managers are 

suitably qualified and have relevant anatomical 

pathology technologist experience. The Mortuary 

Manager should have a clear line of accountability 

within the Trust’s management structure and must 

be adequately managed and supported.

5. The role of Mortuary Manager at Maidstone and 

Tunbridge Wells NHS Trust should be protected as 

a full-time dedicated role, in recognition of the fact 

that this in a complex regulated service, based 

across two sites, that requires the appropriate 

level of management attention.

Current interim Mortuary Manager has 

other areas of responsibility. The 

department have mitigated by providing full 

time additional managerial support for the 

role, whilst at the same time advertising for 

the new dedicated position of Operational 

Mortuary Manager

The current acting mortuary manager has 

the relevant APT qualifications and 

experience. 
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Access policy to be reviewed

Revised policy to be completed 10/05/2024               

10/05/2024 SOP in place, action complete. 

Access Audit SOP to be updated

30/04/2024 Security/Access SOP is being updated but not 

yet completed. Deadline 10/05/2024                  

10/05/2024 SOP in place, Action complete

8. Maidstone and Tunbridge Wells NHS Trust 

should treat security as a corporate not a local 

departmental responsibility.

CCTV is managed by Trust security as a 

corporate function. Security provide 

monthly card swipe card access reports. The 

audit in conducted monthly as CCTV footage 

in line with current retention of images (1 

month) 

Trust security already support provision 

of CCTV and provide swipe card access 

reports. No further action required. 

CK

Compliant Can demonstrate Trust security 

provide access reports and CCTV 

available to show they take 

corporate responsibility for 

Mortuary security

9. Maidstone and Tunbridge Wells NHS Trust must 

install CCTV cameras in the mortuary, including the 

post-mortem room, to monitor the security of the 

deceased and safeguard their privacy and dignity.

CCTV has been installed in the mortuary for 

some time, covering the body store areas 

and the viewing rooms. This footage is 

accessible by the security team. Local CCTV 

has now been installed to cover the main 

corridors outside the mortuary, all access 

doors and the under croft. This footage can 

be accessed on screens installed in the 

mortuary.

Additional CCTV camera coverage is 

required to cover black spots including 

autopsy theatre and fridge doors.

CK/RS

30/04/2024 Completed.

Enhanced CCTV cameras installed in both mortuaries and all 

on wisenet system which can be accessed, via protected 

logins, by mortuary staff.

CCTV locations of both mortuaries 

can be provided and security 

access SOP and audit to provide 

assurance

Review of access can be 

evidenced and list of those with 

access provided. Security access 

and visitor policies will describe 

process. CCTV and swipe card 

access will assure processes 

followed, any issues escalated.

Audit will be documented and 

available to evidence. 

No further action, audit in place

Compliant.

10. Maidstone and Tunbridge Wells NHS Trust 

must ensure that footage from the CCTV in 

reviewed on a regular basis by appropriately 

trained staff and examined in conjunction with 

swipe card data to identify trends that might be of 

concern.

Security currently provide swipe card access 

reports for mortuaries and CCTV footage 

availed to conduct the required audit as per 

recommendation.

7. Maidstone and Tunbridge Wells NHS Trust must 

audit implementation of any resulting new policy 

and must regularly monitor access to restricted 

areas, including the mortuary, by all staff and 

contractors.

The current access policy to the mortuary is 

under review. A new SOP is required to 

describe the audit process of CCTV and 

swipe card conducted. 

CK
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14. Maidstone and Tunbridge Wells NHS Trust 

Board must have greater oversight of licensed 

activity in the mortuary. It must ensure that the 

Designated Individual in actively involved in 

reporting to the Board and in supported in this.

The DI was previously Governance lead for 

Cellular Pathology when he was Head of 

department. In this role he would attend 

both the local governance meeting and the 

Directorate Governance meetings. 

However, he has stepped down from this 

role of HoD. The DI in no longer actively 

involved in reporting to the Board.

Need to consider the mechanisms by 

which the DI reports directly to the 

Trust Board.

PNC

Joint Medical Directors and Managing Director have 

confirmed routes for DI reporting. DI will routinely report to 

Compliance and Assurance Group, chaired by Medical 

Director. In addition, an annual report for Audit, Risk and 

Assurance Committee and Quality Committee, who will 

then in turn report to Trust Board. Any immediate issues or 

concerns will be escalated to Trust Medical Directors. 

DI report will be available as 

evidence and Board meeting 

minutes available

15. Maidstone and Tunbridge Wells NHS Trust 

should treat compliance with Human Tissue 

Authority standards as a statutory responsibility for 

the Trust, notwithstanding the fact that the formal 

responsibility under the Human Tissue Act 2004 

rests with the Designated Individual. The Act will 

be subject to review in Phase 2 of the Inquiry’s 

work.

HTA compliance is considered a statutory 

responsibility of the Trust by accountability 

to Trust Board. 

No further action. PNC

No further action, active engagement in 

place. 
PNC/SLN

19/03/2024

Quarterly meetings take place with the councils involved in 

the regional coroner contract to review the KPI’s detailed in 

the contract. This includes incident reporting and 

performance against agreed targets. Minutes available for 

meetings held. 

HTA reports to be shared with 

organisations that rely on HTA licensed 

service provided to them. 

HTA reports have been shared with all organisations that 

rely on Human tissue authority licensing for assurance. 

Council and coroner contract in 

place and regularly reviewed with 

meetings, minutes available and 

circulated to those with 

governance responsibility via 

QPulse, and discussed in 

mortuary performance meetings. 

Assurance on provision of 

providing dignity and respect to 

all required from council as only 

Trust process in place. 

E-mail evidence can be provided 

on request.

PNC/SLN

12. Kent County Council and East Sussex County 

Council should examine their contractual 

arrangements with Maidstone and Tunbridge Wells 

NHS Trust to ensure that they are effective in 

protecting the safety and dignity of the deceased.

Quarterly meetings take place with the 

councils involved in the regional coroner 

contract to review the KPI’s detailed in the 

contract. This includes discussion of incident 

reporting including HTA reportable incidents 

and performance against agreed targets to 

ensure the safety and dignity of the 

deceased. Meeting minutes are retained 

and available. 

11. Maidstone and Tunbridge Wells NHS Trust 

must proactively share Human Tissue Authority 

reports with organisations that rely on Human 

Tissue Authority licensing for assurance of the 

service provided by the mortuary.

HTA reports and certificates are available on 

request but are not proactively shared with 

organisation’s that rely on the HTA licensing 

for assurance of service, e.g., Coroner, local 

councils.
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16. The Chief Nurse should be made explicitly 

responsible for assuring the Maidstone and 

Tunbridge Wells NHS Trust Board that mortuary 

management in delivered in such a way that it 

protects the security and dignity of the deceased.

Formal confirmation of The Executive 

Director of Nursing (Ian Joy) needs to be 

agreed and communicated as a Trust 

requirement to satisfy the 

recommendation. 

Define and confirm the appropriate 

governance mechanisms to support the 

Executive Director of Nursing in 

discharging their responsibilities. 

PNC/SLN

Appropriate governance route has been confirmed via 

executive. In the new governance route,  the DI reports to 

the quality committee annually, with open access to as 

required on security or dignity issues to the Executive 

Director of Nursing (lead director for the Quality 

Committee).

Arrangements confirmed with 

Director of Nursing and added to 

cycle of business for the Quality 

Committee

17. Maidstone and Tunbridge Wells NHS Trust 

must treat the deceased with the same due regard 

to dignity and safeguarding as it does its other 

patients.

The mortuary staff treat the deceased with 

dignity and respect.

Need to ensure that the importance of 

this in stressed to all involved with the 

deceased, including nursing and 

portering staff.

CK/TI

Action complete. The requirement to treat deceased with 

same dignity and respect in practised. The Trust have 

mortuary and bereavement task group meetings on a 

monthly basis, with representation across key departments 

all involved in care of deceased. 

SOPs, staff training and 

competency evidence in place. 

Audits support compliance and 

assurance. 
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TRUST BOARD

Date of meeting 23 May 2024

Title Workforce Race Equality Standard (WRES)

Report of Christine Brereton, Chief People Officer

Prepared by Karen Pearce, Head of Equality, Diversity and Inclusion (People)

Public Private Internal
Status of Report

☒ ☐ ☐
For Decision For Assurance For Information

Purpose of Report
☒ ☐ ☒

Summary
The purpose of this report is to provide the Trust’s position in relation to Workforce Race 
Equality Standards (WRES) metrics for 2023/24 which requires publication by 31 May 2024 on 
the Data Collection Framework website and the Trust’s website.

Recommendation

Trust Board Trust Board is asked to:

• Note the contents of this report.
• Provide approval to publish by 31 May 2024 on the Data Collection Framework website 

and the Trust’s website.

Links to Strategic 
Objectives 

People – Supported by our People Plan, we will ensure that each member of staff is able to 
liberate their potential.

Quality Legal Finance Human 
Resources Equality & Diversity SustainabilityImpact 

(please mark as 
appropriate) ☒ ☒ ☒ ☒ ☒ ☒

Link to Board 
Assurance 
Framework [BAF] 

Differences in staff experience could potentially breach legislation and lead to legal challenge 
resulting in significant financial and reputational consequences.

Reports previously 
considered by Trust Board 25 May 2023.  People Committee 16 April 2024.
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WORKFORCE RACE EQUALITY STANDARD (WRES) 2023 

Introduction

This report provides the Trust’s position in relation to the WRES report for 2023/24 which requires 
publication by 31 May 2024. 

The Workforce Race Equality Standard (WRES) is a set of nine specific measures which enables the Trust 
to compare the workplace and career experiences of black and minority ethnic (BME) and White staff.  
The Trust uses the data to develop and publish an action plan. Year on year comparison enables the Trust 
to demonstrate progress against the indicators of race equality. Five metrics are taken from the Electronic 
Staff Record (ESR) and the remainder are taken from the staff survey. All percentages relate to those who 
completed the staff survey. 

1. Name of organisation
The Newcastle upon Tyne Hospitals NHS Foundation Trust

2. Date of report 
Month:  May         Year: 2024

3. Name and title of Board lead for the Workforce Race Equality Standard
Christine Brereton – Chief People Officer

4. Name and contact details of lead manager compiling this report
Karen Pearce – Head of Equality, Diversity and Inclusion (People)

5. Unique URL link on which this Report and associated Action Plan will be found

https://www.newcastle-hospitals.nhs.uk/about/trust/equality-diversity-and-inclusion/workforce-race-
equality-standard/

6. This report has been signed off by on behalf of the board on
Date: 23 May 2024
Name:  Christine Brereton, Chief People Officer

Background narrative

7. Any issues of completeness of data
A comparatively small number of unknown/null data relating to ethnicity of current staff remain

8. Any matters relating to reliability of comparisons with previous years
None
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9. Total number of staff employed within this organisation at the date of the report (March 2023)
16,391 (excluding bank and agency staff)

10. Proportion of BME staff employed within this organisation at the date of the report?
16.25% (Full Time Equivalent (FTE))

11. The proportion of total staff who have self–reported their ethnicity?
98.65%

12. Have any steps been taken in the last reporting period to improve the level of self-reporting by ethnicity?
• Fully implemented Employee Self Service.
• Full roll out of the ESR employee portal complete.
• Employee Self-Service portal now includes a portlet to notify staff if they have not updated their equality and 

diversity details in the past 12 months and allows them to update their record directly from the portal.

13. Are any steps planned during the current reporting period to improve the level of self-reporting by ethnicity?
No

14. What period does the organisation’s workforce data refer to?
April 2023 - March 2024

Workforce Race Equality Indicators

15. Percentage of staff in each of the AfC Bands 1-9 and VSM (including executive Board members) compared with 
the percentage of staff in the overall workforce. Organisations should undertake this calculation separately for non-
clinical and for clinical staff

Non-Clinical Workforce 2023 and 2024 (headcount)

Ethnicity 2023 Ethnicity 2024
Band % White 

of whole 
Non-
Clinical 
Workforce

% BME of 
whole 
Non-
Clinical 
Workforce

% Not 
Recorded 
of whole 
Non-
Clinical 
Workforce

% White 
of whole 
Non-
Clinical 
Workforce

% BME of 
whole 
Non-
Clinical 
Workforce

% Not 
Recorded 
of whole 
Non-
Clinical 
Workforce

Band 1 0.08% 0.00% 0.00% 0.08 0.00 0.00
Band 2 28.70% 3.17% 0.53% 26.80 3.97 0.52
Band 3 20.84% 1.33% 0.56% 20.97 1.75 0.34
Band 4 16.68% 0.88% 0.24% 15.87 1.12 0.26
Band 5 9.62% 0.53% 0.11% 9.86 0.76 0.13
Band 6 5.38% 0.40% 0.03% 5.20 0.60 0.05
Band 7 4.64% 0.40% 0.05% 4.97 0.39 0.05

Band 8A 2.21% 0.13% 0.03% 2.48 0.08 0.03
Band 8B 1.49% 0.03% 0.00% 1.65 0.05 0.00
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Band 8C 0.93% 0.00% 0.00% 1.05 0.00 0.00
Band 8D 0.51% 0.03% 0.00% 0.29 0.03 0.00
Band 9 0.00% 0.00% 0.00% 0.21 0.00 0.00

VSM 0.45% 0.03% 0.00% 0.42 0.03 0.00
Totals 91.53% 6.93% 1.55% 89.83% 8.78% 1.39%

Clinical Workforce 2023 and 2024 (headcount)

Ethnicity 2023 Ethnicity 2024
Band % White 

of whole 
Clinical 
Workforce

% BME of 
whole  
Clinical 
Workforce

% Not 
Recorded 
of whole 
Clinical 
Workforce

% White 
of whole 
Clinical 
Workforce

% BME of 
whole  
Clinical 
Workforce

% Not 
Recorded 
of whole 
Clinical 
Workforce

Band 1 0.02% 0.00% 0.00% 0.02 0.00 0.00
Band 2 13.75% 1.28% 0.20% 8.10 0.65 0.07
Band 3 5.37% 0.47% 0.07% 10.28 1.54 0.12
Band 4 3.96% 0.29% 0.06% 3.98 0.31 0.06
Band 5 19.90% 8.41% 0.52% 18.72 10.29 0.44
Band 6 16.50% 1.54% 0.30% 16.23 1.71 0.17
Band 7 11.32% 0.45% 0.18% 11.30 0.52 0.15

Band 8A 2.79% 0.14% 0.07% 2.79 0.13 0.06
Band 8B 0.87% 0.02% 0.02% 1.02 0.02 0.02
Band 8C 0.40% 0.00% 0.01% 0.42 0.00 0.00
Band 8D 0.07% 0.00% 0.00% 0.06 0.00 0.00
Band 9 0.01% 0.00% 0.00% 0.02 0.00 0.00

VSM 0.03% 0.00% 0.01% 0.05 0.00 0.00
Consultants 5.74% 1.85% 0.19% 5.64 1.91 0.22

Senior 
Medical 
Manager 0.22% 0.06% 0.00% 0.21 0.05 0.00

Non-
Consultant 

Career 
Grade 1.49% 1.22% 0.07% 1.29 1.39 0.03

Trainee 
Grades 0.07% 0.04% 0.04% 0.02 0.00 0.00
Other 0.01% 0.00% 0.00% 0.00 0.00 0.00
Totals 82.51% 15.76% 1.73% 80.14 18.52 1.34

- 98.65% of staff have recorded their ethnicity.  

16. Relative likelihood of staff being appointed from shortlisting across all posts.
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Data for reporting year: 1.35
Data for previous year:  1.06

17. Relative likelihood of staff entering the formal disciplinary process, as measured by entry into a formal 
disciplinary investigation.

Data for reporting year: 0.47
Data for previous year: 0.87

Trust data identifies BME members of staff are less likely to enter formal disciplinary processes. 
Trust is now outside the non-adverse range of 0.8 - 1.25.  

18. Relative likelihood of staff accessing non-mandatory training and CPD

Data for reporting year: 1.41
Data for previous year: 1.21

Trust data identifies BME members of staff are less likely to access non-mandatory training and Continuing 
Professional Development (CPD).  

19. KF 25. Percentage of staff experiencing harassment, bullying or abuse from patients, relatives or the public in 
last 12 months

Data for reporting year:   White 22.34% BME 22.15%
Data for previous reporting year:    White 25.89% BME 28.13%

20. KF 26. Percentage of staff experiencing harassment, bullying or abuse from staff in last 12 months

Data for reporting year:    White 23.01%      BME 32.62%
Data for previous year: White 22.15%      BME 30.33%

21. KF 21. Percentage believing that trust provides equal opportunities for career progression or promotion.

Data for reporting year: White 57.01% BME 45.45%
Data for previous year: White 63.12%      BME 50.25%

22. Q17. In the last 12 months have you personally experienced discrimination at work from any of the following? 
b) Manager/team leader or other colleagues

Data for reporting year: White 7.58% BME 21.81%
Data for previous year: White 6.03% BME 20.3%

23. Percentage difference between the organisations’ Board voting membership and its overall workforce.

Data for reporting year: BME -12.1%
Data for previous year: BME -8.9%

24. Are there any other factors or data which should be taken into consideration in assessing progress?
None
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25. Organisations should produce a detailed WRES action plan, agreed by its board. It is good practice for this 
action plan to be published on the organisation’s website, alongside their WRES data. Such a plan would elaborate 
on the actions summarised in this report, setting out the next steps with milestones for expected progress against 
the WRES indicators. It may also identify the links with other work streams agreed at board level, such as EDS2. You 
are asked to provide a link to your WRES action plan in the space below.

https://www.newcastle-hospitals.nhs.uk/about/trust/equality-diversity-and-inclusion/workforce-race-equality-
standard/

26. Organisational Priorities Going Forward 

The Trust still has some significant challenges. Despite the initiatives put in place, the WRES data still 
identifies some areas that are concerning for the Trust specifically around compassionate leadership, 
cultural awareness, race discrimination and behaviours.

Culture/behaviours: Indicator 6 (percentage of staff experiencing harassment, bullying or abuse from 
staff in last 12 months) and Indicator 8 (percentage of staff experiencing discrimination at work from 
a manager/team leader or other colleagues). The People Priorities work for 2024/25 are linked 
directly to the NHS People Promise aimed at improving staff experience and retention. It is evident 
from the WRES data that there needs to be some specific focus around cultural awareness, race 
discrimination and behaviours.

In addition, through further development of the data we will look to identify hotspot areas through 
the newly developed clinical boards and introduce intense Organisational Development (OD) support 
as necessary. 

Key activities going forward include;

 People Programme Board - Our People Programme Board was formed to guide and ensure 
the success of the NHS People Plan and our people priorities, emphasising a cultural focus.  It 
drives delivery, identifying priorities and planning transformative initiatives in line with the 
Trust's people agenda. Key priorities involve workforce planning, culture change, supporting 
future-ready Clinical Boards and reshaping the People Directorate to prioritise people.  

 People Plan – Year 1 Action plan - Developed, aligned to our People Priorities and assured 
through the People Programme Board.

 Civility Charter - In partnership with our Staff Networks and Staff Side colleagues we have 
developed a civility charter with the intention of embedding it across the Trust and the 
employee life cycle. 

 Incivilities/Micro-aggressions training - Continue to roll out (and develop and improve based 
on feedback) training for staff on civilities/micro-aggressions, supporting the roll out of our 
People Programme and raising awareness of poor behaviour.
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 Just and learning approach - a review of HR processes, practises and approach are being 
prioritised to ensure an increase in autonomy and flexibility and a reduced focus on rules, 
violations, and consequences. 

 Staff and patient experience - A focus on staff and patient experience, tailored to individual 
needs to improve staff outcomes and staff morale, attract and retain talent, nurturing a 
positive culture.

 Staff Networks - Through the Equality, Diversity and Inclusion (EDI) Steering Group we 
continue to work with staff networks on key projects to ensure all are mindful of lived 
experience. An important part of change is changing attitudes and increasing understanding 
around impact but it’s also about improving the ‘experiences’ of minority groups within the 
Trust and the most effective way is to enable staff to influence the design and delivery of our 
People Priorities, providing an authentic voice and unique insights that challenge assumptions 
and motivate us to do things differently.

 Values based recruitment (VBR) for senior roles - VBR questions will be incorporated into 
competency-based interviews with a recommendation that two value-based questions are 
asked as part of interview which are underpinned by other supplementary  questions for each 
value.

 EDI Improvement Plan; The NHS EDI Improvement Plan contains targeted measures to 
combat prejudice and discrimination, both direct and indirect, manifested through 
behaviours, policies, practices, and cultures against specific groups and individuals within the 
NHS workforce. The plan has an aim of improving the culture and equity and the experiences 
of our workforce. Additionally, ‘belonging’ is a key theme highlighting the need to address 
poor behaviours, reduce discrimination and ensure opportunities for progression are 
equitable. The plan supports the delivery of the Trust’s People Strategy. 

Trust Board is asked to:
• Note the contents of this report.
• Provide approval to publish by 31 May 2024 on the Data Collection Framework website and the 

Trust’s website..

Report of Karen Pearce
Head of Equality, Diversity and Inclusion (People)
10 May 2024
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TRUST BOARD 

Date of meeting 23 May 2024

Title Workforce Disability Equality Standard (WDES)

Report of Christine Brereton, Chief People Officer

Prepared by Karen Pearce, Head of Equality, Diversity and Inclusion (People)

Public Private Internal
Status of Report

☒ ☐ ☐
For Decision For Assurance For Information

Purpose of Report
☒ ☐ ☒

Summary
The purpose of this report is to provide the Trust’s position in relation to Workforce Disability 
Equality Standards (WDES) metrics for 2023/24 which requires publication by 31 May 2024 on 
the Data Collection Framework website and the Trust’s website.

Recommendation

Trust Board Trust Board is asked to:

• Note the contents of this report.
• Provide approval to publish by 31 May 2024 on the Data Collection Framework website 

and the Trust’s website.

Links to Strategic 
Objectives 

People – Supported by our People Plan, we will ensure that each member of staff is able to 
liberate their potential.

Quality Legal Finance Human 
Resources Equality & Diversity SustainabilityImpact 

(please mark as 
appropriate) ☒ ☒ ☒ ☒ ☒ ☒

Link to Board 
Assurance 
Framework [BAF] 

Differences in staff experience could potentially breach legislation and lead to legal challenge 
resulting in significant financial and reputational consequences.

Reports previously 
considered by Trust Board 25 May 2023. People Committee 16 April 2024.
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WORKFORCE DISABILITY EQUALITY STANDARD (WDES) 2023/2024

Introduction

This report provides the Trust’s position in relation to the WDES report for 2023/24 which requires 
publication by 31 May 2024.  

The Workforce Disability Equality Standard (WDES) is a set of ten specific measures which enables 
the Trust to compare the workplace and career experiences of disabled and non-disabled staff.  
The Trust uses the data to develop and publish an action plan. Year on year comparison enables 
the Trust to demonstrate progress against the indicators of disability equality. Three metrics are 
taken form Electronic Staff Record (ESR), and the remainder are taken from the staff survey. All 
percentages relate to those who completed the staff survey.

1. Name of organisation
The Newcastle upon Tyne Hospitals NHS Foundation Trust

2. Date of report 
Month:  May Year: 2024

3. Name and title of Board lead for the Workforce Disability Equality Standard
Christine Brereton – Chief People Officer

4. Name and contact details of lead manager compiling this report.
Karen Pearce – Head of Equality, Diversity, and Inclusion (People)

5. Unique URL link on which this Report and associated Action Plan will be found.

https://www.newcastle-hospitals.nhs.uk/about/trust/equality-diversity-and-inclusion/workforce-
Disability-equality-standard/

6. This report has been signed off by on behalf of the board on
Date: 23rd May 2024
Name:  Christine Brereton, Chief People Officer

Background narrative

7. Any issues of completeness of data
12.73% of staff have not declared their disability status.

8. Any matters relating to reliability of comparisons with previous years.
None

9. Total number of staff employed within this organisation at the date of the report (March 2023)
16,391 (excluding bank and agency) 
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10. Proportion of Disabled staff employed within this organisation at the date of the report?
5.16%

11. The proportion of total staff who have self–reported their disability status?
87.25%

12. Have any steps been taken in the last reporting period to improve the level of self-reporting by 
Disability?
Fully implemented Employee Self Service.
Full roll out of the ESR employee portal complete.

13. Are any steps planned during the current reporting period to improve the level of self-reporting 
by Disability?
We will work with the enabled network and EDI steering group to establish how we might increase 
self-reporting to declare disability.

14. What period does the organisation’s workforce data refer to?
April 2023 - March 2024

Workforce Disability Equality Indicators

15. Percentage of Disabled staff in each of the Agenda for Change (AfC) bands 1-9, VSM (including 
executive board members), medical/dental and other staff compared with the percentage of non-
disabled staff in the overall workforce.

Non-Clinical Workforce 2023 and 2024 (headcount)

% Disability 2023 % Disability 2024
Band Disabled Non-

Disabled
Not 

Recorded
Disabled Non-

Disabled
Not 

Recorded
Band 1 0.05 0.00 0.03 0.05 0.00 0.03
Band 2 1.78 22.94 7.51 2.07 22.75 6.48
Band 3 1.35 17.15 4.14 1.67 18.04 3.35
Band 4 0.74 11.79 5.20 0.94 12.26 4.05
Band 5 0.66 8.42 1.14 0.68 8.86 1.20
Band 6 0.37 4.86 0.56 0.47 4.99 0.39
Band 7 0.16 4.30 0.61 0.26 4.73 0.42

Band 8A 0.05 2.04 0.24 0.10 2.30 0.18
Band 8B 0.05 1.38 0.08 0.05 1.57 0.08
Band 8C 0.03 0.82 0.08 0.00 0.94 0.10
Band 8D 0.00 0.45 0.08 0.00 0.24 0.08
Band 9 0.00 0.00 0.00 0.03 0.21 0.00

VSM 0.00 0.32 0.13 0.00 0.42 0.00
Other 0.00 0.32 0.13 0.00 0.00 0.00
Total 5.26% 74.80% 19.94% 6.33% 77.35% 16.32%
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Clinical Workforce 2023 and 2024 (headcount)

% Disability 2023 % Disability 2024
Band Disabled Non-

Disabled
Not 

Recorded
Disabled Non-

Disabled
Not 

Recorded
Band 1 0.02 0.00 0.00 0.02 0.00 0.00
Band 2 0.87 11.31 2.13 0.77 6.78 1.29
Band 3 0.29 3.97 1.31 0.70 9.63 1.64
Band 4 0.17 3.31 0.56 0.23 3.56 0.56
Band 5 1.29 22.80 3.10 1.43 25.34 2.76
Band 6 0.68 14.64 1.96 0.94 15.62 1.60
Band 7 0.35 9.24 1.69 0.42 10.11 1.47

Band 8A 0.09 2.37 0.37 0.13 2.54 0.33
Band 8B 0.01 0.66 0.18 0.02 0.88 0.16
Band 8C 0.02 0.29 0.07 0.02 0.31 0.09
Band 8D 0.00 0.05 0.02 0.00 0.05 0.01
Band 9 0.00 0.00 0.01 0.00 0.01 0.01

VSM 0.00 0.02 0.02 0.00 0.03 0.02
other 0.00 0.01 0.00 0.00 0.00 0.00

Medical and 
Dental 

Consultants

0.06 5.54 5.54 0.09 6.17 1.54

Non-
Consultant 

Career 
Grades

0.05 2.37 2.37 0.04 2.51 0.18

Trainee 
Grades

0.01 0.10 0.10 0.00 0.02 0.02

Totals 3.90 76.68 19.41 4.81 83.54 11.66

16. Relative likelihood of non-disabled staff compared to Disabled staff being appointed from 
shortlisting across all posts.

Data for reporting year: 1.13
Data for previous year: 1.20

17. Relative likelihood of Disabled staff compared to non-disabled staff entering the formal capability 
process.

Data for reporting year: 1.59
Data for previous year: 1.13
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18. Percentage of Disabled staff compared to non-disabled staff experiencing harassment, bullying or 
abuse in the last 12 months from patients, service users or the public.

Data for reporting year: Non-disabled 29.82% Disabled: 19.41%
Data for previous reporting year: Non-disabled 23.98% Disabled: 32.57%

19. Percentage of Disabled staff compared to non-disabled staff experiencing harassment, bullying or 
abuse in the last 12 months from a line manager.

Data for reporting year: Non-disabled 8.79% Disabled 16.00%
Data for previous year: Non-disabled 7.31% Disabled 15.79%

20. Percentage of Disabled staff compared to non-disabled staff experiencing harassment, bullying or 
abuse in the last 12 months from other colleagues.

Data for reporting year: Non-disabled 16.98% Disabled 26.12%
Data for previous year: Non-disabled 16.46% Disabled 26.98%

21. Percentage of staff who reported harassment, bullying or abuse the latest time it happened.

Data for reporting year: Non-disabled 45.11% Disabled 46.21%
Data for previous year: Non-disabled 47.14% Disabled 44.78%

22. Percentage of Disabled staff compared to non-disabled staff believing that the trust provides 
equal opportunities for career progression or promotion.

Data for reporting year: Non-disabled 57.92% Disabled 49.77
Data for previous year: Non-disabled 63.53% Disabled 56.48

23. Percentage of staff who have felt pressure from their manager to come to work despite not 
feeling well enough to perform duties.

Data for reporting year: Non-disabled 24.00% Disabled 33.52%
Data for previous year: Non-disabled 21.78% Disabled 32.4%

24. Percentage of staff satisfied with the extent to which their organisation values their work.

Data for reporting year: Non-disabled 40.78% Disabled 28.51%
Data for previous year: Non-disabled 43.10% Disabled 30.90%

25. Percentage of disabled staff who said their employer has made adequate adjustments to enable 
them to carry out their work.

Data for reporting year: 72.79%
Data for previous year 76.76%
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26. Staff Engagement

Data for reporting year: Non-disabled 6.35% Disabled 6.75%
Data for previous year: Non-disabled 6.92% Disabled 6.49%

27. Percentage difference between the organisations’ Board voting membership and its overall 
workforce.

Data for reporting year: Non-disabled 18% Disabled -5%

28. Are there any other factors or data which should be taken into consideration in assessing 
progress?
No

29. Organisations should produce a detailed WDES action plan, agreed by its board. It is good practice 
for this action plan to be published on the organisation’s website, alongside their WDES data. 
Such a plan would elaborate on the actions summarised in this report, setting out the next steps 
with milestones for expected progress against the WDES indicators. It may also identify the links 
with other work streams agreed at board level, such as EDS2. You are asked to provide a link to 
your WDES action plan in the space below.

Workforce Disability Equality Standard - Newcastle Hospitals NHS Foundation Trust (newcastle-
hospitals.nhs.uk)

30.
31. Organisational Priorities Going Forward 

The Trust still has some significant challenges. Despite the initiatives put in place, the WDES data 
still identifies some areas that are concerning for the Trust specifically around compassionate 
leadership, equity of opportunity, reasonable adjustments and Disabled staff feeling valued and 
heard.

Culture/behaviours: The People Priorities work for 2024/25 are linked directly to the NHS People 
Promise aimed at improving staff experience and retention. It is evident from the WDES data that 
there needs to be some specific focus around leading with compassion, taking a person-centred 
approach to reasonable adjustments and providing individual support.

In addition, through further development of the data we will look to identify hotspot areas 
through the newly developed Clinical Boards and introduce intense Organisational Development 
(OD) support as necessary. 

Key activities going forward include.

 People Programme Board - Our People Programme Board was formed to guide and ensure 
the success of the NHS People Plan and our people priorities, emphasising a cultural focus. It 
drives delivery, identifying priorities and planning transformative initiatives in line with the 
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Trust's people agenda. Key priorities involve workforce planning, culture change, supporting 
future-ready Clinical Boards and reshaping the People Directorate to prioritise people.  

 People Plan – Year 1 Action plan - Developed, aligned to our People Priorities and assured 
through the People Programme Board.

 Civility Charter - In partnership with our Staff Networks and Staff Side colleagues we have 
developed a civility charter with the intention of embedding it across the Trust and the 
employee life cycle. 

 Incivilities/Micro-aggressions training - Continue to roll out (and develop and improve based 
on feedback) training for staff on civilities/micro-aggressions, supporting the roll out of our 
People Programme and raising awareness of poor behaviour.

 Just and learning approach - a review of HR processes, practises and approach are being 
prioritised to ensure an increase in autonomy and flexibility and a reduced focus on rules, 
violations, and consequences. 

 Staff and patient experience - A focus on staff and patient experience, tailored to individual 
needs to improve staff outcomes and staff morale, attract and retain talent, nurturing a 
positive culture.

 Staff Networks - Through the Equality, Diversity and Inclusion (EDI) Steering Group, we 
continue to work with staff networks on key projects to ensure all are mindful of lived 
experience. An important part of change is changing attitudes and increasing understanding 
around impact but it’s also about improving the ‘experiences’ of minority groups within the 
Trust and the most effective way is to enable staff to influence the design and delivery of our 
People Priorities, providing an authentic voice and unique insights that challenge assumptions 
and motivate us to do things differently.

 Values based recruitment (VBR) for senior roles - VBR questions will be incorporated into 
competency-based interviews with a recommendation that two value-based questions are 
asked as part of interview which are underpinned by other supplementary questions for each 
value.

 EDI Improvement Plan - The NHS EDI Improvement Plan contains targeted measures to 
combat prejudice and discrimination, both direct and indirect, manifested through 
behaviours, policies, practices, and cultures against specific groups and individuals within the 
NHS workforce. The plan has an aim of improving the culture and equity and the experiences 
of our workforce. Additionally, ‘belonging’ is a key theme highlighting the need to address 
poor behaviours, reduce discrimination and ensure opportunities for progression are 
equitable. The plan supports the delivery of the Trust’s People Strategy. 

 Reasonable Adjustment Guidance - for managers and staff to raise awareness and increase 
understanding. 

Trust Board Trust Board is asked to:
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• Note the contents of this report.
• Provide approval to publish by 31 May 2024 on the Data Collection Framework website and the 

Trust’s website.

Report of Karen Pearce
Head of Equality, Diversity and Inclusion (People)
10 May 2024
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TRUST BOARD 

Date of meeting 23 May 2024 

Title Integrated Quality and Performance Report 

Report of Rob Harrison, Managing Director 

Prepared by  

Joanne Field, Senior Information Manager 
Elliot Tame, Senior Business Development Manager (Performance) 
Keith Wheldon, People Systems and Data Manager 
Pauline McKinney, Quality & Assurance Lead 

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of Report 
For Decision For Assurance For Information 

☐ ☒ ☐ 

Summary 

This paper is to provide assurance to the Board on the Trust’s performance against key 
Indicators relating to Quality, HR and Finance. In addition it also provides assurance to the Board 
on the Trust’s progress against NHS England (NHSE) performance priorities and key operational 
indicators. 

Recommendation For assurance. 

Links to Strategic 
Objectives  

Patients – Putting patients at the heart of everything we do. Providing care of the highest 
standard focussing on safety and quality. 
Performance – Being outstanding now and in the future. 

Impact  
(please mark as 
appropriate) 

Quality Legal Finance 
Human 

Resources 
Equality & 
Diversity 

Sustainability  

☒ ☐ ☒ ☒ ☐ ☐ 

Link to Board 
Assurance 
Framework [BAF] 

Details compliance against national access standards which are written into the NHS standard 
contract. 
Details compliance against key quality targets. 

Reports previously 
considered by 

Regular report. 
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INTEGRATED QUALITY AND PERFORMACE REPORT 

 
EXECUTIVE SUMMARY  
 
The Board of Directors is asked to receive the report. 
 

1. Development of the report 
 
Prior to the May 2024 meeting the Trust Board has received two separate reports a) an 
Integrated Board Report covering key quality, Human Resources (HR) and finance metrics 
and b) a Trust Performance report covering the key access targets and other performance 
targets as set put in the NHSE planning guidance, or within the NHS standard contract. As 
part of the response to the CQC report the Trust continues to look at ways to strengthen the 
approach to more integrated governance structures and reporting, combining these two 
reports into a single Integrated Quality and Performance Board Report (IQPR) is part of this 
work. 
 
Whilst this first integrated report is an important step, it will need to develop and iterate 
and become not only a report to provide the Board assurance, but also be used by the 
Clinical Boards within their governance arrangements. A summary of how the report will 
develop is shown below. 
 

 
 
Planned improvements in Phase 1b include: 
 

a) Expansion of the use of Statistical Process Control Charts and other aspects of the 
‘Making Data Count’ guidance. 

b) Better use of benchmarking data (at the Alliance, ICB and national levels). 
c) Ensuring alignment with the outcome of the current consultation on the revised NHS 

Oversight and Assessment Framework. This will also provide an opportunity to 
potentially consolidate the number of metrics being reported. The implementation 
of the new framework is expected in July 2024.  
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d) Further development of metrics including: Health Inequalities reporting in 
accordance with NHSE statement on Health Inequalities and associated metrics; 
addition of a quality metric in relation to medicines reconciliation (percentage of 
patients having an emergency admission who have their medicines reconciled by 
pharmacy staff within 24 hours); and inclusion more timely patient and staff 
experience data, starting with the real time patient experience pilot work being 
rolled out to 13 wards with comparative data expected in September 2024.  

e) Develop triangulation of the narrative across all four domains, picking up related 
issues to highlight. 

f) Introduction of sub-section summary pages to more clearly highlight areas where 
improvement is required. 

 
The phases of development of the report are being coordinated by a Task and Finish Group 
with representatives from each of the corporate team responsible for the different domains 
within the report and is being led by the Deputy Director, Business Development and 
Enterprise. 
 

2. Summary points to note – contents of the report 
 
Quality: 

• Throughout the month of April 2024, the number of Trust onset Pseudomonas bacteraemia 
have increased since the previous publication in March 2024. MSSA, C. Difficile, E.Coli and 
Klebsiella have all decreased. MRSA bacteraemia remains the same with zero reporting. 

• March 2024 showed a decrease in inpatient acquired pressure ulcers and falls since the 
previous publication in February 2024. The number of pressure ulcers causing serious harm 
has also decreased from six in February 2024 to three in March 2024. 

• The number of moderate and above harmful incidents increased from March 2024 to April 
2024 with the majority of incidents being reported by Therapy Services. One Never Event 
was reported in April 2024. 

• The latest Mortality “SHMI” publication, shows the Trust to be at 0.92. This is within 
“expected limits” and one of the lowest within the region. 

• The Trust received 48 formal complaints in April 24 with clinical treatment (General 
Medicine) n=9, being the most common category of complaint. 

• Throughout the month of April 2024, the Maternity Unit reported an increase in emergency 

caesareans since the last publication in March 2024, whilst a decrease was reported for 
elective caesareans. 
 
People: 

• Total sickness absence reduced from 5.72% (May 2022 to April 2023) to 5.31% (May 2023 to 
April 2024). 

• Top three reasons for sickness absence are ‘anxiety/stress/depression/other psychiatric 
illnesses’, ‘other musculoskeletal problems’ (11.30%) and ‘Gastrointestinal problems’. 

• Staff in post increased by 3.80% compared to the previous year with the biggest increase in 
nursing & midwifery, allied health professionals. 

• Retention of staff with over 1-year service increased from 85.99% to 87.67% (March to April 
2024). 

• Turnover has been reducing since May 2023 and stands at 10.41% (April 2024) compared to 
target of 8%. 

• Top reason for leaving was ‘work-life balance’ 17.22%. 
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• Top destinations on leaving were: ‘no employment’ 38.9% (half were accounted for by 
retirement, health and temporary contract); and other ‘NHS organisation’ 31.0%. 

• Mandatory training compliance is 92.84% compared to target of 95%. 

• Lowest rate of compliance is medical and dental staff 86.53%. 

• Mandatory training courses below 80% compliance: ‘local induction’ 76.23%; ‘moving and 
handling level 2’ 79.98%. 

• Appraisal compliance is 85.3% compared to target of 95%. 
 
Performance: 

• March 2024 saw the continued elimination of >104 week waits at Newcastle Hospitals and 
significant reductions in >78 week waits - just 7 by the end of March. 

• The number of patients waiting over 65 weeks for elective treatment also improved 
significantly over March, down from 1,096 to 622. The H2 planning reset established an end 
of financial year target of 995, one that the organisation has significantly exceeded delivery 
against. 

• The Trust achieved the 28-day faster diagnosis standard for the first time in seven months, 
with performance of 83.2% against the 75% target. Whilst the organisation failed to meet 
the other two newly consolidated standards in March, significant improvements were made 
(31-day performance 88%, +5.5%, and 62-day performance 61.1%, +5.2%).  

• The end of March position for patients waiting over 62 days without receiving a diagnosis or 
starting treatment for cancer was 186, this back to pre-pandemic levels and below the 
system allocated target of 200. 

• The improvements in performance for elective and cancer waits has resulted in 
confirmation that the Trust has been de-escalated from the mandated NHSE tiered support 
process. 

• Organisational performance against the six week diagnostic standard declined in March, 
with 33.1% of patients now waiting over this length of time. 

• The Trust also delivered performance below the revised 4-hour Accident & Emergency 
(A&E) arrival to admission/discharge target for April, with performance standing at 73.2% 
against the 78% target.  
 
Finance: 

• As at month 1, the Trust is reporting delivery against the planned deficit of £2m.  

• From an income perspective the in-month position is an overall favourable variance, partly 
due to over-performance on matched drugs and devices. 

• For expenditure the variance on employee expenses mainly relates to the impact of the 
Consultant Pay Reform expenditure accrued for April. The overspend on drugs expenditure 
is partly matched with income and an increase on the 2023/24 levels that will be monitored.   

• Agency costs are at 0.8% of the gross staff costs. This is below the national target set at 
3.2%. Although overall positive, there continues to be medical agency usage across a 
number of specialties where it is proven difficult to recruit on a permanent/substantive 
basis, resulting in cost pressures at a speciality level. 
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Executive Summary (i)

The Trust has experienced unusual pressure in April. Following closure of the winter ward and ceasing of the overnight transfer vehicle funded 
through Winter, there has been recurring Norovirus outbreaks across several wards on both acute sites, reducing bed availability and increasing 
the demand for specialist cleans, all directly impacting on patient flow and ambulance handovers.  There has been where elective activity that has 
had to be cancelled in advance to help manage emergency demand but this has been minimal. 

Quality Summary:
• Throughout the month of April 2024, the number of Trust onset Pseudomonas bacteraemia have increased since the previous publication in 

March 2024. MSSA, C. Difficile, E.Coli and Klebsiella have all decreased. MRSA bacteraemia remains the same with zero reporting.
• March 2024 shows a decrease in inpatient acquired pressure ulcers and falls since the previous publication in February 2024. The number of 

pressure ulcers causing serious harm has also decreased from six in February 2024 to three in March 2024.
• The number of moderate and above harmful incidents increased from March 2024 to April 2024 with the majority of incidents being reported 

by Therapy Services. One Never Event was reported in April 2024.
• The latest Mortality “SHMI” publication, shows the Trust to be at 0.92. This is within “expected limits” and one of the lowest within the region.
• The Trust received 48 formal complaints in April 24 with clinical treatment (General Medicine) n=9, being the most common category of 

complaint.
• Throughout the month of April 24, the Maternity Unit reported an increase in emergency
• caesareans since the last publication in March 2024, whilst a decrease was reported for elective caesareans.

People:
• Total sickness absence reduced from 5.72% (May 2022 to April 2023) to 5.31% (May 2023 to April 2024)
• Top three reasons for sickness absence are ‘anxiety/stress/depression/other psychiatric illnesses’ (28.46%), ‘Other musculoskeletal problems’ 

(11.30%) and ‘Gastrointestinal problems’ (10.36%)
• Staff in post increased by 3.80% compared to previous year with biggest increase in nursing & midwifery, allied health professionals
• Retention of staff with over 1-year service increased from 85.99% (April 2023) to 87.67% (April 2024) 
• Turnover has been reducing since May 2023 and stands at 10.41% (April 2024) compared to target of 8%
• Top reason for leaving was ‘work-life balance’ 17.22%
• Top destinations on leaving were: ‘no employment’ 38.9% (half were accounted for by retirement, health and temporary contract); and other 

‘NHS organisation’ 31.0%
• Mandatory training compliance is 92.84% compared to target of 95%
• Lowest rate of compliance is medical and dental staff 86.53%
• Mandatory training courses below 80% compliance: ‘local induction’ 76.23%; ‘moving and handling level 2’ 79.98%
• Appraisal compliance is 85.3% compared to target of 95%
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Executive Summary (ii)

Performance:

• March 2024 saw the continued elimination of >104 week waits at Newcastle Hospitals and significant reductions in >78 week waits - just 7 by 

the end of March.

• The number of patients waiting over 65 weeks for elective treatment also improved significantly over March, down from 1,096 to 622. The H2 

planning reset established an end of financial year target of 995, one that the organisation has significantly exceeded delivery against.

• The Trust achieved the 28-day faster diagnosis standard for the first time in seven months, with performance of 83.2% against the 75% target. 

Whilst the organisation failed to meet the other two newly consolidated standards in March, significant improvements were made (31-day 

performance 88%, +5.5%, and 62-day performance 61.1%, +5.2%). 

• The end of March position for patients waiting over 62 days without receiving a diagnosis or starting treatment for cancer was 186, this back to 

pre-pandemic levels and below the system allocated target of 200.

• The improvements in performance for elective and cancer waits has resulted in confirmation that the Trust has been de-escalated from the 

mandated NHSE tiered support process.

• Organisational performance against the six week diagnostic standard declined in March, with 33.1% of patients now waiting over this length of 

time.

• The Trust also delivered performance below the revised 4-hour A&E arrival to admission/discharge target for April, with performance standing 

at 73.2% against the 78% target. 

Finance:

• As at month 1, the Trust is reporting delivery against the planned deficit of £2m. 

• From an income perspective the in-month position is an overall favourable variance, partly due to over-performance on matched drugs and 

devices.

• For expenditure the variance on employee expenses mainly relates to the impact of the Consultant Pay Reform expenditure accrued for April. 

The overspend on drugs expenditure is partly matched with income and an increase on the 2023/24 levels that will be monitored.  

• Agency costs are at 0.8% of the gross staff costs. This is below the national target set at 3.2%. Although overall positive, there continues to be 

medical agency usage across a number of specialties where it is proven difficult to recruit on a permanent/substantive basis, resulting in cost 

pressures at a speciality level.
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Quality: Healthcare Associated Infections  

*

*

*

* National thresholds for 2024/25 are not yet available.
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Quality: Harm Free Care – Pressure Damage

Current position:

• Since April 2023, there has been a sustained decrease in Trust acquired pressure ulcers, with the exception of December, whereby a rise 
occurred. This is consistent with winter months in  previous years.   

• Pressure ulcers per 1000 bed days in March was 1.02, this is the lowest rate since January 2020. 

• The number of pressure ulcers causing serious harm also decreased from six in February 2024 to three in March.

• The Trust has not reported an inpatient acquired Category IV or above pressure ulcer since June 2022.

Current actions in place:

• Tissue Viability have implemented a structured programme of education for 2024 reflecting the themes identified through RCA. This 

includes both E-learning and face to face sessions.

• The Patient Safety Incident Response Framework (PSIRF) framework has been introduced in February for Pressure Ulcer’s. The Tissue 

Viability team will identify Trust wide themes and quality improvement initiatives for implementation in line with the PSIRF framework . 

The first PSIRF pressure ulcer reviews identified some improvement and learning around documentation and staff training.

•  Mattress Champion training has been reintroduced, there was excellent engagement from clinical teams, with 29 attendees in   January 

. Further training is planned on a 3 monthly basis
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Quality: Harm Free Care - Falls

Current position:

• Total falls reported in the Trust have fallen for the third consecutive month, in March there were 237. Of the total falls reported there 

were 218 in inpatient areas. A peak in falls did occur in January, however, this is consistent with previous years, with increased numbers 

of falls in the winter months.

• The National target for falls per 1000 bed days is 6.6. The Trust local target for falls per 1000 bed days is 6.0. In March 2024 the Trust 
reported 4.7 falls per 1000 bed days and an 18-month average of 5.4. 

Current actions in place:

• The Falls Prevention Co-ordinator (FPC) continues to review ward level data on a monthly basis.  Wards with the highest incidence of 

falls are reviewed to identify contributory factors and understand any learning or potential quality improvements. 

• In February, the Patient  Safety Incident Response Framework (PSIRF) was implemented for falls. The first PSIRF falls review took place 

in February, the clinical team were able to identify the need for some improvement work around Falls Risk Assessment, the correct 

assessment of Enhanced Care Observations and the use of flat lifting equipment post fall. An action plan has been developed with the 

ward. Themes and trends will be shared at the Clinical Boards Quality Oversight Group. Trust wide themes will be collated by the FBC, 

quality improvement initiatives will be commenced. 
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Quality: Incident Reporting

All patient incidents:  The number of patient safety incidents per 
1000 bed days reported in April 2024 has increased again from 
March.

Work  remains ongoing around the Trust to improve incident 
reporting rates and support staff in this process. This includes 
- Asking clinical boards to review their incident data and identify 3-

5 areas that are potentially lower reporters in order to work with 
them to promote incident reporting.

Moderate and above harm incidents: The number of moderate 
and above harmful incidents increased again in April 2024. This 
may be due, be in part, to the increased number of Datixes (one 
in March and seven in April submitted by Therapy Services in 
relation to  reduced service capacity In the Disablement Service 
Centre leading to patient harm.
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Quality: PSIRF and Never Events

Duty of Candour has been initiated for all cases that meet the mandatory requirement.  Please note under the new PSIRF guidance, the Trust may wish to 
investigate incidents to enhance learning and improve patient safety where the requirement to carry out Duty of Candour is not met. 

The number of Patient Safety Incident Investigations and After Action reviews along with the themes identified in April 2024 can be found below:

After Action Reviews April 2024 (March 2024: n=4)

Theme Number of cases

Treatment delay 3

Diagnosis delay 1

Failure to follow up patient 1

Medication incident 1

Never Events April 2024 (March 2024: n=0)

Theme Number of cases

Wrong lens surgery 1

Patient Safety Incident Investigation April 2024 (March 2024: n=4)

Theme Number of cases

Never Event: Wrong lens surgery 1

Treatment delay 1

Failure to act on test results 1
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Quality: Mortality Indicators    1/3
In-hospital Deaths: In total there were 177 inpatient deaths reported in April 2024, which is higher than the amount reported 12 months previously 
(n=142). Nationally the deaths were high in December 2022, with influenza reported to be the main cause of death. The crude rate in April 2024 is 
0.87%. 

Learning from Deaths: Out of the 177 deaths reported in April 2024, eight patients have, to date, received a level 2 mortality review.  However, these 
figures will continue to rise due to ongoing M&M meetings held over the forthcoming months. All figures will continue to be monitored and modified 
accordingly. One patient who died as an inpatient in April 2024, had an identified learning disability. 
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Quality: Mortality Indicators    2/3

SHMI: Within the latest published quarterly SHMI data (December 
2022 – November 2023) shows the Trust has scored 0.92. This is 
within the "as expected” category.

SHMI Trend Analysis – rolling 12 months
January 2019 – December 2019 to December 2022 – November 2023

Coding depth (codes/spell):  Coding depth has a substantial impact on 
mortality indicators. Within the latest published quarterly SHMI data 
(December 2022 – November 2023), the Trust has an elective coding 
depth of 6.5 and a non-elective coding depth slightly below of 5.9.

The following graphs published by NEQOS, replace the historic graphs showing HSMR data.  HSMR data is no longer monitored nationally or published in local 
NEQOS reports.  This is primarily due to the data source for HSMR data being Dr Foster Intelligence, who no longer monitor the mortality performance within 
NHS Hospitals.

Data Source: NHS Digital 
Monthly SHMI publication
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Quality: Mortality Indicators    3/3

* Trust data is as reported by NHS Digital, there was an issue with the Trust’s SUS data flow which affected the clinical coding.  
This issue has now been resolved

Observed/Expected deaths – Within the latest published quarterly 
SHMI data (December 2022– November 2023) the Trust has 2665 
observed deaths and 2890 expected deaths. 

Spells with palliative care coding – Within the latest published 
quarterly SHMI data (December 2022 – November 2023) the Trust has 
a 1.9% palliative care coding rate. 

Data Source: NHS Digital 
Monthly SHMI publication
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Quality: FFT and Complaints

Friends and Family Test

There were 1,464 responses to the Friends and Family test from the 
Trust in February 2024 (published April 2024) compared to 1,344 in the 
previous month.  

The infographic shows the proportion of patients who give a positive or 
negative rating of the care they received. The national average results 
are shown in brackets for comparison.

All data is available at: www.england.nhs.uk/fft/friends-and-
family-test-data/

Formal Complaints

The Trust has opened 48 formal complaints In 
April 2024. This is the same as the Trust average 
for the last financial year 23/24.

The chart opposite summarises the complaints 
for April 24, with Clinical Treatment (General 
Medicine) (n=9) Clinical Treatment (Obs & 
Gynae) (n=6) and Patient Care (n=6) being the 
top three themes.

*numbers too small to publish
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Quality: Maternity      1/3

Stillbirths
As NuTH is a tertiary referral Fetal Medicine Unit, complex cases are often referred 
to the Trust from other units within the region, with women opting to deliver here 
rather than return to their local unit.  This data therefore includes termination for 
fetal anomalies > 24 weeks gestation. All cases undergo an initial local review and 
then a more detailed multidisciplinary team review including external input. 
Findings and actions required, as a result of reviewing each case, are then shared 
with the family involved.  There were two stillbirths in April 2024.

Early Neonatal Deaths 
These figures are for term infants (born between 37 and 41 weeks) who delivered 
at the Trust but sadly died within the first week of life.  These deaths are reported 
to the Child Death Review panel (as are all neonatal deaths regardless of gestation) 
who will have oversight of the investigation and review process. Neonatal deaths of 
term infants are also reported to Maternity and Newborn Safety Investigations 
(MNSI was HSIB) and the Coroner. A post-mortem examination may be requested 
to try and identify the cause of death.  In April 2024 there were no term early 
neonatal deaths.  

Maternal Deaths
Maternal deaths are reported to MBRRACE-UK and a national report is provided 
annually. Early maternal deaths are categorised as the death of a woman while 
pregnant or within 42 days of pregnancy (including termination of pregnancy).  Late 
maternal deaths are reported from 42 days and within a year of pregnancy.  Direct 
deaths are those resulting from obstetric complications of the pregnant state.  
Indirect deaths are those from pre-existing disease or disease that developed but 
has no direct link to obstetric cause and was aggravated by pregnancy.  
Early maternal deaths are also reported to Maternity and Newborn Safety 
Investigations (MNSI previously known as HSIB), investigation is dependent on 
certain criteria.  There have been no maternal deaths reported in 2024.   
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Quality: Maternity      2/3

Elective Caesarean section 
Maternity at the Trust is an outlier for elective Caesarean section compared to 
other UK Trusts. However, the rates are comparable to that of other tertiary 
centres in the UK. 

The service also has at its heart a shared decision-making philosophy and offers 
informed, non-directive counselling for women over mode of delivery. There is an 
obstetrician/midwifery specialised clinic to facilitate this counselling and patient 
choice. 

Emergency Caesarean section 
The emergency Caesarean section rate is comparable to other Trusts. Maternity is a 
consultant led service with dedicated consultant presence on Labour Ward 8am-
10pm daily, consultant led multi-disciplinary ward rounds occur twice daily.  The 
majority of obstetric consultants remain onsite overnight, from 10pm-8am and are 
involved with all decisions for emergency Caesarean section.  

Avoiding Term Admission into Neonatal Units (ATAIN) 
All unplanned admissions of term babies (37 – 41 weeks) into the neonatal unit are 
currently reviewed at a regular multi-disciplinary meeting and a quarterly report is 
produced and learning shared. Analysis for Quarter 4 (Jan-Mar) term admissions 
highlighted  8 avoidable admissions from a total of 89, with a rate of 8.9%, a rise from 
the previous quarter of 6.7%. The number of unplanned admissions has stayed the 
same as Quarter 3, however the birth rate has decreased hence the increased rate.  
There were 24 term admissions in April 2024. New maternity and neonatal services 
guidance recommends that Trusts now focus audit and quality improvement work 
toward transitional care admissions for babies born from 34 weeks to 36+6 weeks 
gestation.  This is mandated through implementing the Saving Babies Lives Care 
Bundle version 3 (SBLCBv3) and a requirement of the Year 6 NHS Resolution 
Maternity Incentive Scheme.
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Quality: Maternity      3/3

Serious Incidents    
Working within the newly implemented Patient Safety Incident Response 
Framework (PSIRF), the Trust no longer uses the classification of ‘Serious 
Incident’.  These cases include outcomes involving potential or 
confirmed Hypoxic Ischaemic Encephalopathy (HIE), neonatal death, 
intrapartum stillbirth, antepartum intrauterine death and maternal 
death. There are national requirements for Trusts to refer cases involving 
HIE,  Term Intrapartum Stillbirths, Neonatal deaths and Maternal deaths 
to Maternity and Newborn Safety Investigations (MNSI was previously 
known as HSIB) for external review.  There have been no MNSI referrals 
in April 2024.

Moderate incidents
There was one moderate (and above) incident reported in Maternity this 
month involving  the unexpected deterioration of a newborn baby.  
Working within the newly implemented Patient Safety Incident Response 
Framework (PSIRF), all moderate and above incidents will be reviewed by 
the maternity governance team and a multidisciplinary team rapid 
review undertaken.  These cases will then be presented to a weekly Trust 
‘Response Action Review’ meeting to agree grading, identify immediate 
learning/action and agree a proportionate response to each incident 
which may include local review, after action review of for more 
significant incidents a Patient Safety Incident Investigation (PSII).  
Thematic learning from incidents will also be gathered through this 
process. 
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People

Agenda Item A9

22/46



People: Sickness absence     1/3

Sickness absence by Staff Group and Clinical Board
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People: Sickness absence     2/3

Sickness – Long Term %6.09%

Sickness absence April 2024 (target 3%)
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People: Sickness absence     3/3

S13 Cold, Cough, Flu – Influenza (inc. COVID)

Top three sickness reasons May 2023 to April 2024 (%FTE)
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Recruitment

People: Equality and diversity 
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People: Sustainable workforce planning   1/3

Staff in post and staff retention
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People: Sustainable workforce planning   2/3

Workforce turnover (target 8%)
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People: Sustainable workforce planning   3/3

Top 5 Leaving Reasons

Workforce turnover - reasons and destination
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People: Sustainable workforce planning   1/2

Bank (Whole Time Equivalent  - wte)

Metric Variation

Bank WTE
Common 

cause

Bank Staff Group Variation

Admin & Clerical Bank Common cause

AHP Bank Common cause

Band 2 Nurse Bank
Special Cause Improving 

Variation

Band 3 Nurse Bank
Special Cause Concerning 

Variation

Band 4 Nurse Bank
Special Cause Improving 

Variation

Band 5 Nurse Bank Common cause

Band 6 Nurse Bank Common cause

Band 7 Nurse Bank Common cause

Band 8 Nurse Bank
Special Cause Improving 

Variation

Healthcare Scientist Common cause

Scientific, Therapeutic & Technical
Special Cause Improving 

Variation

Support Staff Common cause

Staff Group Variation

Band 3 
Nurse Bank

Special Cause 
Concerning 
Variation

Outlier(s)

Bank wte is demonstrating ‘Special 
Cause Concerning’ Variation. This is 
present when a random pattern of 
variation with all points within the 
control limits. 

When a control chart shows common 
cause variation, a process measure is 
said to be in statistical control or stable.

There is ‘Special Cause Concerning’ Variation 
for Band 3 Nurse Bank staff. 

Special causes are a signal to act to make 
the process improvements necessary to 
bring the process measure back into control.

Note, increase is due to Band 2 Nurse bank 
staff being re-banded to Band 3 Nurse Bank 
since July 23.

Bank/Agency
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People: Sustainable workforce planning   2/2

Bank Utilisation (£) Internal Medical & Dental Bank Utilisation

Metric Variation

Trainee Grades
Special Cause 

Improving Variation

Metric Variation

Non-Consultant Career 
Grade

Special Cause 
Improving Variation

Agency Utilisation (£)

Staff Group May 22 - Apr 23
May 23 - Apr 

24
Difference

Admin & Clerical
£1,311,184 £330,033 -£981,150

Ancillary
£361,319 £1,147,304 £785,985

Estates -

Nursing & Midwifery 
(Registered)

£6,784,623 £5,738,089 -£1,046,533

Nursing & Midwifery 
(Unregistered)

£8,065,001 £9,024,629 £959,628

Professional & Technical
£1,446,256 £946,736 -£499,520

Staff Group May 22 - Apr 23
May 23 - Apr 

24
Difference

Admin & Clerical
£850,643 £719,690 -£130,953

Ancillary
£40,649 £15,801 -£24,848

Estates
£107,914 £55,806 -£52,107

Nursing & Midwifery 
(Registered)

£108,165 £78,549 -£29,616
 

Nursing & Midwifery 
(Unregistered)

£2,563,343 £2,789,146 £225,803

Professional & Technical
£855,301 £936,579 £81,277

Bank/Agency (continued)
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People: Excellence in education and training  1/3

Mandatory Training Compliance (standard 95.00%)

Mandatory Training Compliance 
Mandatory Training Compliance 

Mandatory training
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People: Excellence in education and training  2/3

Compliance % (standard 

95.00%)

Mandatory training (continued)
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People: Excellence in education and training  3/3

Appraisal Compliance (Standard 95.00%)

Appraisal compliance
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Performance: Elective Waits

32

Current position: 
• March saw the continued elimination of >104 week waits at Newcastle Hospitals.
• The total number of patients waiting >78 weeks dramatically reduced to just 7 compared 

to 163 in February, with the number of patients waiting over 65 weeks also falling 
significantly to 622. This is the lowest level for these two metrics since 2020.

• The total waiting list (WL) size remained largely stable compared to February - 99,884 
overall. The total number of patients waiting >18 weeks stood at 32,413, with RTT 18 week 
performance standing at 67.5%.

Underlying Issues:
• The inability to deliver a full elective care programme throughout the pandemic, persistent 

staffing gaps, growth in demand for non-elective and cancer care, increased cancellations 
and higher DNA rates have all contributed to an increased backlog of patients waiting to 
receive treatment over recent years. Previous industrial action has also been a factor.

• Whilst considerable progress continues to be made in the reduction of long waiters, there 
are number of issues that continue to hamper progress. These include:
• Consultant vacancies in Urology, T&O and Ophthalmology.
• Short-term sickness in sub-specialties within Ophthalmology and Gynaecology.
• Increased cancer demand generally, but particularly in Dermatology.
• Increased urgent cases taking clinical priority, particularly in Plastic & Spinal Surgery.

Actions undertaken:
• The implementation of the spinal business case outlined in previous reports, continues to 

see the improvement in the numbers of patients waiting for spinal surgery.
• The Trust also continues to work with both South Tees and Northumbria Healthcare FTs in 

the repatriation of referrals back to these providers where that it is clinically appropriate. 
• A new consultant Foot and Ankle surgeon has started in February (previously flagged a key 

workforce gap).
• The recent improvements that have been seen have been driven by a combination of:

• Improved engagement in the development and monitoring of trajectories.
• Enhanced provision of progress reporting to the operational teams.
• Better use of targeted additional sessions.
• More rigorous validation and application of the Trust’s access policy.
• Improved pooling of patients across the consultant teams in some specialties.
• Additional scrutiny around booking patients in order for surgery.

Reporting Month: March 2024 RAG Rating
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Performance: Cancer Care

Current position: 
• The 75% 28 Day Faster Diagnosis Standard (FDS) was achieved for the second successive 

month (84.6%), increasing by 1.4% from February.
• 62 Day compliance was 61.9% in March. Lower GI, Lung, Upper GI and Urological tumour 

groups delivered the lowest performance levels – all below 52%.  
• 31 Day performance improved by 1.1% to 89.1% in March.

Underlying Issues:
• Diagnostic delays including within Pathology, Radiology and Endoscopy mean that the 

majority of patients waiting 40-62 days are still awaiting diagnosis. CT capacity is 
particularly impacting Urology performance and there have been delays for cystoscopies.

• Circa 50% of tertiary cancer referrals are received from Trusts after the 38 day deadline, 
with Lung the most heavily affected tumour group. 

• Various tumour groups have limited theatre capacity and staff shortages – there is a 
limited appetite from staff to undertake additional theatre work, whilst theatre 
refurbishments have also impacted Lung in particular.

• Workforce gaps are significantly impacting Gynae and Upper GI cancer performance, with 
Gynae capacity further impacted by annual leave.

Actions undertaken:
• Radiology: The service continue to push to shorten MRI request to report times to 10 days 

and CT request to report times to 7 days. Mobile units for MRIs and PET CT scans have 
been extended to provide additional temporary capacity.

• Urology: Staff are currently being trained to be able to provide specialist TURT processes. 
The service are also risk stratifying patients to ensure patients are seen in order of urgency.

• Head & Neck: Risk stratifying referrals into high & low-risk groups and managing high risk 
into <7day waits with the aim to shorten the diagnostic pathways for patients with cancer.

• Skin: Additional theatre sessions, supported by the Plastics team, took place in 
February/March. The waiting list team was been instructed to solely book cancer backlog 
patients onto these lists where clinically appropriate. In addition the team continue to 
validate all long waiters to ensure all are fit for treatment, with demonstrable 
improvements in performance in recent months.

Reporting Month: March 2024 RAG Rating

62 DAY PERFORMANCE – MARCH 2024

Brain 100% Head & Neck 75.4% Skin 88.3%

Breast 82.9% Lower GI 51.9% Testicular 100%

Gynae 60.0% Lung 41.5% Upper GI 26.7%

Haem 83.3% Sarcoma 52.4% Urological 50.86%

Newcastle Hospitals Total 61.9%
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Performance: Diagnostics

34

Current position: 
• Performance against the 5% standard declined compared to February, with 33.1% of 

patients waiting longer than six weeks for their test (-4.3%). 
• The volume of activity delivered per working day increased by 2.3% from February. 
• The total WL size grew by 268 patients from the previous month, with the total 6-week 

breaches increasing by 811 over the same period (5,637, +16.8%). The volume of patients 
waiting >13 weeks fell by 50 to 1,817. 

Underlying Issues:
• Staffing deficits continue to constrain the volumes of activity several of our diagnostic 

services can undertake. ECHO have been short of physiologists due to maternity leave and 
Audiology have had long standing issues with staffing levels.

• Endoscopy have seen a shift in diagnostic requests towards tests that require longer slots 
per patient following a recent change in GP referral processes and direct to test 
availability.

• Throughout 23/24 MRI have experienced an increase in referrals across both inpatient 
and outpatient settings that has far exceeded expectations, resulting in deteriorating 
waiting time performance. The complexity/casemix of requested scans has also impacted 
waits, such as Cardiac & GA MRIs which are increasingly referred to NuTH by other DGHs, 
as has the need to prioritise suspected cancer cases at the expense of more routine 
referrals.

Actions undertaken:
• A whole service review is being undertaken within Audiology to determine the actions 

required to establish a long-term sustainable service and reduce the number of 
inappropriate referrals received. The team are also working with Newcastle Improvement 
to test and measure a variety of pathway changes.

• ECHO continue to utilise insourcing providers to increase capacity. Clinic schedules are 
presently being amended to maximise efficiency. 

• Endoscopy have stepped up their outsourcing provision to minimise waiting times as well 
as mitigate against the negative impacts of industrial action. 

• Radiology continue to share use of the CT and MRI scanners at the CDC, as well as utilising 
two additional MRI vans at the Freeman. An internal capacity and demand exercise 
continues to definitively establish the level of additional resource required to reduce long 
waits on a sustainable basis.

Reporting Month: March 2024 RAG Rating

MARCH 2024 Total WL Breaches Compliance

Imaging

MRI 5,777 2,496 43.2%

CT 1,817 251 13.8%

Non-obs Ultrasound 3,669 106 2.9%

Barium Enema 1 0 0.0%

DEXA 428 6 1.4%

Physiological 
Measurement

Audiology 3,324 2,242 67.4%

ECHO 735 319 43.4%

Electrophysiology 37 22 59.5%

Periph. Neurophysiology 367 70 19.1%

Sleep Studies 58 29 50.0%

Urodynamics 29 5 17.2%

Endoscopy

Colonoscopy 287 31 10.8%

Flexi sigmoidoscopy 99 10 10.1%

Cystoscopy 52 5 9.6%

Gastroscopy 346 45 13.0%
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Performance: Emergency Care

Current position: 
• Type 1 and overall performance slightly improved from the previous month to 57.1% 

(+0.2%) and 73.2% (+0.4%) respectively.
• Handovers >60 minutes reduced from a high of 75 in March to 54 in April. There were 342 

handovers >30 mins.
• Trolley waits >12 hours dramatically increased from March (122 vs 32).

Underlying Issues:
• Waits to be seen by a clinician continue to be one of the primary delays in a patient’s ED 

attendance due to a capacity and demand imbalance between the current workforce and 
volume of attendances.

• Exit block due to lack of bed availability contributes to breaches and overcrowding. 
• The current configuration of the ED estate contributes to issues with flow and was not 

designed for the current volume of attendances.
• High numbers of patients with mental health issues are seeking help in the department, 

with no improvement in waiting times for crisis/mental health beds. CNTW staffing issues 
continue to exacerbate this.

Actions undertaken:
• A workforce review has taken place and business case approved for additional medical 

staff to reduce waits to see a clinician - recruitment commencing from April 2024. 
• A number of initiatives have been implemented to improve flow front of house. These 

include a consultant “See and Treat” shift, streaming patients to alternative services (e.g. 
SDEC and SAU), additional nursing resource to reduce time to assessment at peak times, 
and ambulatory cardiology pathways. 

• A workstream has been established to review discharge lounge provision with a view to 
this being made permanent.

• Review of ED, AS and SDEC estates has taken place to review if any changes can be made in 
the short term to improve flow.

• An ICB commissioned Mental Health “Crisis Hub” is due to open in Spring 2024.

Reporting Month: April 2024 RAG Rating
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Activity & Elective Care

Total Activity (Elective Recovery) 99.1% 100.1% 97.2% 91.3% 49,360 54,089

Day Case 93.1% 98.7% 98.4% 98.7% 10,954 11,103

Elective Overnight 66.9% 75.5% 83.5% 98.3% 1,762 1,792

Outpatient New 99.5% 98.7% 99.0% 101.4% 23,079 22,764

Outpatient Procedures 106.4% 105.9% 96.1% 70.1% 13,565 19,361

Outpatient Review 114.5% 107.6% 111.0% 110.6% 59,102 53,437

RTT 18 Week Wait 92% 67.3% 67.5% 67.5% TBC 67,471 99,884

>78 Week Waiters Zero 308 163 7 TBC 7

>65 Week Waiters Zero (by Sep-24) 1,362 1,096 622 TBC 622

>52 Week Waiters As per submitted trajectory 4,009 3,478 3,017 TBC 3,017

RTT Waiting List Size As per submitted trajectory 100,624 99,066 99,884 TBC 99,884

Diagnostic Activity 120% of 19/20 activity 110.9% 111.3% 118.3% TBC 20,319 17,828

Diagnostic 6 week wait <=5% (local target of <=15%) 32.9% 28.8% 33.1% TBC 5,637 17,026

Urgent Ops. Cancelled Twice Zero 0 0 0 TBC 0

Cancelled Ops. Rescheduled >28 Days Zero 9 3 8 TBC 8

OP Activity Ratio: New/Procedure 46% 41.3% 41.9% 38.7% TBC 37,812 97,804

>12 Week Waiters Validated 90% 54.2% 56.6% 62.4% 61.2% 18,789 30,676

Outpatient Review Reduction 25% reduction vs 19/20 baseline 106.2% 106.4% 109.5% 93.4% 78,236 79,743

PIFU Take-up (%) >=5% of all OP atts. (by Mar-25) 2.5% 2.6% 2.7% 1.7% 1,341 78,236

Apr-24 Num. Den.Feb-24 Mar-24Jan-24Theme Standard

100% of Plan (equivalent to 107% of 19/20 value-

weighted activity)

Performance: Access & Outcomes    1/2
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Cancer Care

28 Day Faster Diagnosis 77% (by Mar-25) 72.0% 83.2% 84.6% TBC 1,946 2,299

31 Days (DTT to Treatment) 96% 82.5% 88.0% 89.1% TBC 1,185 1,330

62 Days (Referral to Treatment) 70% (by Mar-25) 55.9% 61.1% 61.9% TBC 251 406

>62 Day Cancer Waiters 264 212 186 167 167

Urgent & Emergency Care

>=78% under 4 hours (by Mar-25) 74.3% 74.9% 72.8% 73.2% 14,152 19,332

<=2% over 12 hours 3.1% 1.8% 2.2% 3.6% 703 19,332

A&E Decision to Admit to Admission Zero over 12 hours 102 12 32 122 122

Adult General & Acute Bed Occupancy <=92% 91.2% 90.2% 89.8% 91.0% 1,294 1,422

Ambulance Handovers <15 mins 65% 57.2% 58.6% 55.8% 52.7% 1,589 3,018

Ambulance Handovers <30 mins 95% 88.5% 89.3% 86.7% 86.9% 2,622 3,018

Ambulance Handovers >60 mins Zero 36 26 75 54 54

Urgent Community Response Standard >=70% under 2 hours 79.9% 80.4% 82.0% 82.0% 337 411

Safe, High Quality Care

Mixed Sex Acommodation Breach Zero 114 89 78 TBC 78

VTE Risk Assessment 95% 95.5% 95.9% 95.1% TBC

Sepsis Screening Treat. (Emergency) 66.0% 66.0% 66.0% TBC

Sepsis Screening Treat. (All) 64.0% 64.0% 64.0% TBC

Apr-24 Num. Den.Feb-24 Mar-24Jan-24Theme Standard

A&E Arrival to Admission/Discharge

>=90% (of sample) under 1 hour

Performance: Access & Outcomes   2/2
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Finance
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Finance: Overall Financial Position   1/3

Financial Overview as at 30th April 2024

 

Commentary

 As at Month 2 the Trust is meeting the Plan, however there is pressure being felt in relation inflation and the impact if the Industrial Action. 

Risk

 - Delivery of required levels of activity compared with  2019/20 activity levels.

 - Reliance on non-recurrent income and expenditure benefits

 - Achievement of CIP targets

 - Assumptions relating to inflation, subject to change and unfunded

Capital Expenditure 

The Plan for April is £0.7 million and the year to date expenditure is £0.8 million creating a variance of £0.1 million to date. 

This page summarises the financial position of the Trust for the period ending 30th April 2024. The Trust has agreed a Financial Plan for 2024/25 with a break-even position. As at 

Month 1 the Trust is reporting delivery against the planned defiict of £2 million (after Contol Total). The financial information includes the costs of the Consultant Pay Reform 

agreement for 2023/24 accrued for the April estimated impact of arpound £760k, which is contributing to the overspend on pay, with a pressure on drugs, partly off-set with income. 

The delivery of the plan has a siginficant Cost Improvment Plan (CIP) and a number of non-recurrent factors. 

Income Expenditure Cost Improvement Analysis
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Finance: Overall Financial Position   2/3

The reported performance for April 2024 is as follows:- 
Income 
• The in-month position is an overall favourable variance of £480k, partly due to over-performance on matched drugs and devices and miscellaneous income 

behind plan currently. 
Expenditure
• The variance on employee expenses mainly relates to the impact of the Consultant Pay Reform expenditure accrued for April. There is an overspend on 

drugs expenditure partly matched with income and an increase on the 2023/24 levels that will be monitored.  
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Finance: Overall Financial Position   3/3

Agency
• The above chart provides the overall trend in relation to agency usage over the last couple of years. This is running at around 0.8% of the gross staff costs. 

This is below the national target set at 3.2%. Although the analysis is positive, there continues to be medical agency usage across a number of specialties 
where it is proven difficult to recruit on a permanent/substantive basis. This will continue to be managed and monitored on an ongoing basis to reduce the 
reliance on agency.  
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Agenda item A10 

TRUST BOARD

Date of meeting 23 May 2024

Title Great North Healthcare Alliance – Update

Report of Sir James Mackey, Chief Executive 

Prepared by Martin Wilson, Chief Operating Officer and other members of the Alliance Formation Team

Public Private Internal
Status of Report

☒ ☐ ☐
For Decision For Assurance For Information

Purpose of Report
☐ ☐ ☒

Summary

This paper provides an update on the ongoing work to form and develop the planning for the 
Great North Healthcare Alliance, which brings together:

o Gateshead Health NHS Foundation Trust;
o North Cumbria Integrated Care NHS Foundation Trust;
o Northumbria Healthcare NHS Foundation Trust; and
o The Newcastle upon Tyne Hospitals NHS Foundation Trust.

There are clear opportunities and benefits for patients from closer working, whilst recognising 
there are also benefits that come from each individual Trust’s identities and integrity as a 
separate organisations.

Our plan is to work towards formally establishing the Alliance early in this financial year.  

Recommendation The Trust Board is asked to note the progress made.

Links to Strategic 
Objectives Patients, People, Performance, Partnerships, Pioneering

Quality Legal Finance Human 
Resources Equality & Diversity SustainabilityImpact 

(please mark as 
appropriate) ☒ ☒ ☒ ☒ ☐ ☒

Link to Board 
Assurance 
Framework [BAF] 

Potential links to all areas of the Board Assurance Framework which is currently under review.

Reports previously 
considered by

This is a new report for the Board of Directors and builds on updates provided at recent 
meetings.
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GREAT NORTH HEALTHCARE ALLIANCE UPDATE 

EXECUTIVE SUMMARY

This paper provides an update on the ongoing work to form and develop the planning for 
the Great North Healthcare Alliance, which brings together:

o Gateshead Health NHS Foundation Trust;
o North Cumbria Integrated Care NHS Foundation Trust;
o Northumbria Healthcare NHS Foundation Trust; and
o The Newcastle upon Tyne Hospitals NHS Foundation Trust.

There are clear opportunities and benefits for patients from closer working, whilst 
recognising there are also benefits that come from each individual Foundation Trust’s (FT) 
identities and integrity as a separate organisations.

Our plan is to work towards formally establishing the Alliance early in this financial year.  

The Trust Board is asked to:
o Note the progress made.
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GREAT NORTH HEALTHCARE ALLIANCE UPDATE

1. OVERVIEW

The Newcastle upon Tyne Hospitals NHS FT, Gateshead NHS FT, Northumbria Healthcare 
NHS FT and North Cumbria Integrated Care NHS FT have agreed to work more closely 
together to as a Great North Healthcare Alliance. The Trusts believe that there is huge 
potential to work together to deliver significant benefits to our patients and staff within our 
own organisations and in the wider region. 

The overarching vision of the Alliance is to deliver:

i. Improved patient outcomes and reduced inequalities by optimising and simplifying 
existing pathways and clinical services, and by jointly tackling existing service 
resilience issues;

ii. The best staff experience, recruitment and retention, through workforce 
opportunities; 

iii. Pioneering innovation, transformation, research and development, maximising our 
academic and commercial opportunities; 

iv. Greater economic, environmental and social impact, reducing health inequalities 
alongside clearer partnership working with local and national stakeholders; and

v. An improved and sustainable financial position with value for public money that 
maximises resources for front-line care.

vi. Short-term priorities include working together to stabilise fragile clinical services to 
ensure that patients always have access to the best possible care. The Trusts will 
also explore opportunities for closer working on support services and 
estates/facilities management, collaborate on data collection and analysis, and 
share expertise in organisational development, technology, research, commercial 
activities and innovation. 

Work to form and iterate closer working between the four Foundation Trusts is progressing 
positively. The partners have agreed guiding principles, including:

i. Working together where it makes sense, where there is clinical leadership and 
agreement , and the proposed activity is supported by data and/or patient voice;

ii. The independence and interdependence between partners is recognised – with all 
partners retaining the autonomy to move at the pace, phasing and degree that is 
appropriate to them and their communities;

iii. Resources can be shared where the opportunities arise and where it contributes to 
achieving the overall vision; and

iv. Honest and constructive challenge will be crucial to building trust. 

The principal focus has been to prioritise alliance working on shared areas of interest, as 
well as beginning to establish the ways of working that will be central to the success of the 
Alliance and the work that it takes forward in future.

This is directed through monthly Alliance Steering Group meetings, made up of the Chairs 
and CEOs from the four organisations, as well as more regular meetings of the CEOs who in 
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turn work with their Boards, Governing Bodies and Executive Teams to input and shape the 
Alliance formation work. This input is central to building the momentum of alliance working, 
and ensuring that the views of a wide range of colleagues within the organisations is an 
integral part of shaping the strategy and work plan as it develops. The input from Governors 
and Non-Executive Directors in particular has been helpful.

2. AREAS OF FOCUS

The main areas of focus have been to prioritise alliance working in specific areas where the 
Steering Group are agreed that there is value to be obtained from early alliance working. 
Each is led by a trust Chief Executive and specifically include:

i. Patient and staff experience – sharing learnings to provide consistency of approach 
and expanding programmes.

ii. Urgent and emergency care – hosting a joint conference on 22 March 2024 to bring 
together Emergency Department leaders and wider teams to examine where 
improvements can be made, and where best practice sharing and strengthened 
mutual support can best help. 

iii. Paediatric services – bringing together paediatric teams to identify opportunities to 
improve pathways of care between local and regional services and address capacity 
pressures. 

iv. Urology – strengthening collaboration, communication and cooperation across the 
Alliance members to improve performance and resilience of the services as a whole. 
The underlying objective is to ensure equity of access to a safe, high quality services 
for all patients regardless of location.

v. Initial scoping discussions are also intended for obstetrics and gynaecology, 
cardiology and neurology. 

vi. Corporate services – scoping where specific resilience issues exist in trusts, and 
what options exist to improve and optimise services. 

vii. Subsidiaries – exploring where benefits can be achieved from closer working 
between subsidiaries. 

viii. Alliance governance – exploring what options exist to formalise the Alliance Steering 
Group to ensure clear governance over the development and delivery of the 
Alliance work plan.

3. DEVELOPING THE WORK PROGRAMME IN COLLABORATION

Work has been also underway to bring together Board level colleagues in similar roles 
across the four trust Boards to identify what should be in the Alliance work plan. 

Peer groups of relevant Executive Director leads from across the Alliance have been coming 
together to collectively review and prioritise potential collaboration opportunities in their 
areas and to develop shared pieces of work. 

Where this was not already in place informally, Non-Executive Directors who chair Board 
Committees in the four trusts are also linking together at the request of trust Chairs. These 
discussions are intended to provide an opportunity for colleagues to build relationships 
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across our Non-Executive teams, to generate ideas on how closer collaboration through the 
Alliance may lead to opportunities relevant to their areas, and to identify any concerns or 
risks which may arise from the Alliance work.  

All Board members were invited to attend a Great North Healthcare Alliance leadership 
event on 2 May 2024. This event intended to bring together colleagues from all four trust 
Boards as a positive, forward-looking session to strengthen team working and further 
establish the Alliance work plan. 

4. RECOMMENDATION

The Board is recommended to note the progress made.

Report of Martin Wilson
Chief Operating Officer & Member of the Great North Healthcare Alliance Formation Team
14 May 2024

Note paper jointly prepared by Great North Healthcare Alliance Formation Team:
Martin Wilson, Newcastle; Nicola Bruce, Gateshead; Stephen Park, North Cumbria; and 
Andrew Edmunds, Northumbria
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TRUST BOARD

Date of meeting 23 May 2024

Title Joint Medical Directors Report

Report of Lucia Pareja-Cebrian / Michael Wright

Prepared by Lucia Pareja-Cebrian / Michael Wright, Joint Medical Directors

Public Private Internal
Status of Report

☒ ☐ ☐
For Decision For Assurance For Information

Purpose of Report
☐ ☒ ☒

Summary The Report highlights issues the Joint Medical Directors wish the Board to be made aware of.

Recommendation The Board of Directors is asked to note the contents of the report.

Links to Strategic 
Objectives 

Putting patients at the heart of everything we do and providing care of the highest standard 
focusing on safety and quality. 

Quality Legal Finance Human 
Resources

Equality & 
Diversity Sustainability Impact 

(Please mark as 
appropriate) ☒ ☐ ☐ ☐ ☐ ☐

Link to Board 
Assurance 
Framework [BAF]

No direct link. 

Reports previously 
considered by This is a regular report to Board.  Previous similar reports have been submitted.
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JOINT MEDICAL DIRECTORS REPORT

EXECUTIVE SUMMARY

The following items are described in more detail within this report:

i) Quality & Patient Safety Update
ii) Cancer Update

iii) Research Update

The Board is asked to note the contents of the report.
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JOINT MEDICAL DIRECTORS REPORT

1. QUALITY AND PATIENT SAFETY

2.1 Patient Safety Incident Response Framework (PSIRF)/ Serious Incident (SI) Backlog

Following PSIRF implementation on the 31 January 2024, two new groups were
established to support the process. These groups are the weekly Response Action Review
meeting and the monthly Patient Safety Incident Forum.

Key changes have been made to Datix (our incident reporting system) that has enabled PSIRF 
dashboards, reporting on completed rapid reviews, proportionate learning responses 
identified and completed learning responses.

Since the 31 January 2024 until the end of April 2024:

• 123 Rapid Reviews have been completed and discussed at the Response Action Review 
meeting.

• Rapid Reviews have been completed within the 5 working day target on 82 (67%)
occasions.

• Proportionate learning responses have included 9 Patient Safety Incident 
Investigations (PSIIs), 14 After Action Reviews (AARs) and 1 PSIRF priority.

Emergent risks are presented, notably the existing capacity to support the process in addition 
to other governance work within the Clinical Boards and centrally within the temporary PSIRF 
team.

The PSIRF dashboards are now providing assurance on Rapid Response completions,
proportionate learning responses identified and completion of the learning responses within
agreed timescales. Over time, as learning responses are completed it will also provide an
update on where learning has been shared. These outputs are monitored by the PSIRF team
and discussed weekly. Organisation wide sharing occurs via Clinical Safety meetings and 
Patient Safety Group as well as Patient Safety Bulletins. 

The process whereby the Clinical Governance leads run the Rapid Reviews in their own areas 
as soon as possible is more mature in some areas than others, dependant on available 
resource. There is an ongoing review across Clinical Board to evaluate where differences are. 
Whilst Quality and Safety leads prioritise PSIRF and incident reporting, the outputs from all 
Quality Oversight Groups will be reviewed in due course for assurance and monitoring.

2.2 Martha’s Rule

Martha’s Rule comprises a set of safety standards based on clear and easy mechanisms for
patients and their families/representatives to raise concerns regarding an acute deterioration 
in a patient’s condition that, in the view of the patient or family, have not been acted upon 
adequately by the home team.
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The first phase of the introduction of Martha’s Rule will be implemented in the NHS from
April 2024. Once fully implemented, patients, families, carers and staff will have round-the 
clock access to a rapid review from a separate care team if they are worried about a
person’s condition.

Martha’s rule came into being following the case of Martha Mills, a 13 year-old who died in 
2021 after developing sepsis in hospital, where she had been admitted to with a pancreatic 
injury after falling off her bike. Martha’s family’s concerns about her deteriorating condition 
were not responded to; in 2023 a coroner ruled that Martha would probably have survived 
had she been moved to intensive care earlier. In response to this and other cases related to 
the management of deterioration, the Secretary of State for Health and Social Care and NHS 
England committed to implement ‘Martha’s Rule’: “to ensure the vitally important concerns 
of the patient and those who know the patient best are listened to and acted upon.”

Martha’s rule requires that:

• All staff in NHS trusts must have 24/7 access to a rapid review from a Critical Care
Outreach Team (CCORT), who they can contact should they have concerns about a
patient.

• All patients, their families, carers, and advocates must also have access to the same 
24/7 rapid review from a critical care outreach team, which they can contact via 
mechanisms advertised around.

• The NHS must implement a structured approach to obtain information relating to a
patient’s condition directly from patients and their families at least daily. In the first
instance, this will cover all inpatients in acute and specialist trusts.

Our ability to provide a responder service, meeting Martha’s Rule components 1 and 2 within 
paediatrics, presents the greatest immediate challenge to Newcastle Hospitals principally as 
we do not have a paediatric CCORT within Great North Children’s Hospital (GNCH) nor at 
Freeman Hospital Cardiothoracic Board.

Initial discussion and proposals for Martha’s rule within GNCH have taken place, and 
alternative responders considered include:

• North East Children’s Transport and Retrieval (NECTAR) acute practitioners.
• Paediatric Intensive Care Unit (PICU) specialty trainees.
• Senior Nurse coordinator for GNCH.

A paediatric sub-group is being set up presently to explore the feasibility of different options.

2.2.1 Adult

There are well established CCORT covering all in-patients on the RVI and FRH sites.

The challenges in implementing Martha’s rule will include but not be limited to:
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• Agreeing the mechanism by which a patient or family would raise their concern to the 
outreach team.

• Agreeing how outreach staff will be supported in managing a given situation.
• Considering the possible implications to work load over and above current duties of 

the outreach team.
• Education and information to all staff – this will need to be regular, ongoing and 

permanent.
• Considering how best to inform patients and families of the existence of this service – 

e.g. as part of admission information, posters and permanent displays and 
information in clinical areas. Describing the service to users is challenging and 
distinguishing it from other forms of complaint or concern will be important.

• Considering the optimal means of implementation based on improvement
methodology e.g. initial implementation on one site or other sensible testing area.

• Considering how best to data collect and integrate with current safety insights at trust 
and board level.

2.2.2. Component 3

This element presents challenges – whilst communication with patients and families
is of course routine in all areas, this differs from a structured daily mechanism by
which direct communication occurs for every patient on every occasion discussion. It is hoped 
that this can be developed in coordination with parallel work on patient engagement and 
experience in the Trust.

3 CANCER UPDATE 

3.1 Cancer Performance

Apr 
23

May 
23

Jun 
23

Jul 
23

Aug 
23

Sep 
23

Oct 
23

Nov 
23

Dec 
23

Jan 
24

Feb 
24

Mar
24

2ww 
(93%)

76.1 75.8 77.2 49.8 65.6 66.3 48.8 75.4 74.2 76.8 85.3 83.2

28D 
Faster 
Diagnosis 
Standard 
(FDS) 
(75%)

81.9 83.1 80 74.7 68.8 69.8 68.5 68.7 70..1 81.5 83

62D 
(85%)

61.1 53.9 47.2 55.2 56.5 53.7 52.6 53.1 55.7 56.7 55.6 66.6

The cancer performance remains a very significant challenge against targets as shown above 
although there has been progress particularly around 28D FDS standard. The current 62 day+ 
backlog is gradually falling; currently 181 patients. This compares to 450 patients in 
September 2023 and 307 in December 2023.
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The backlog is the principle focus of the cancer teams and all teams are working to provide 
treatment dates to the patients; minimisation of backlog should improve overall pathway 
performance. The main specialities contributing, numerically, to the backlog are urology (55), 
upper Gastrointestinal (GI) including hepatobiliary (31), lower GI (31) and skin (20).

The current lung backlog over 62 days comprises 19 patients. This is of particular note as the 
majority of cancer harm reviews undertaken, where harm has been deemed to have 
occurred, affected patients with lung cancer (6 of 7 cases of harm). The need for repeat 
imaging prior to thoracic cancer surgery, if there has been a delay in getting to surgery, has 
been highlighted and there is a protocol enacted to minimise risk. There is also a 3 month trial 
of increased clinical review of the patient tracking list for lung cancer which has commenced.

Discussions are underway in respect of best pathways for patients from the Durham area who 
have lung cancer, including the increased referrals expected from the roll out of targeted lung 
health checks in County Durham. There is new capacity for lung cancer surgery at South Tees 
hence current work to redesign the surgical pathway. 

3.1.1 Harm Reviews

104 day harm reviews remain challenging for a number of reasons; clinical time is limited and 
clinicians are rightly concentrating on trying to reduce the backlog and improve the pathways 
prospectively, many of our patients have pathways which cross organisations, the harm 
reviews are not yet fully embedded in the PSIRF pathways in each Board. Papers regarding the 
challenges in this area have been discussed at the Quality Committee in March and April 
2024.

The current position on harm reviews is:

• Harm Reviews Undertaken June 2023 - end February 2024: 431
• Datix Required June 2023 - end February 2024: 7 (6 Lung and 1 

Head and Neck)
• Outstanding Harm Reviews June 2023 - end February 2024: 56

There is a planned meeting facilitated by the Northern Cancer Alliance to discuss regional 
strategy in regard to harm reviews. There may be useful cross fertilisation of ideas as to how 
we complete the reviews. The meeting will also facilitate discussion as to how we undertake 
cross-organisational reviews and how we feedback to patients generally, but particularly in 
the case where several organisations / teams have been involved in the patient’s treatment 
pathway.

3.1.2 Cancer Governance Framework

We continue to work to re-embed the principles of the cancer peer review programme. Each 
Multi-disciplinary team (MDT) has been asked to respond to audits planned, treated vs 
delivered treatment, alongside a review of MDT operational policy and their work plans for 
2024/25. We hope to have responses from all teams by June 2024. In 2025 we aim to further 
develop this framework with submission of an annual review from each MDT highlighting 
areas of excellence and areas of difficulty. We would anticipate the reports would cover 
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capacity, demand, performance and training needs in addition to identifying specific areas for 
and barriers to improvement.

3.1.3 Cancer Strategy

A first draft of the 5-year cancer strategy is out for consultation. It will be important to align 
this work with plans for a clinical strategy for the organisation.

4 RESEARCH

4.1 Activity Including Commercial Research

Analysis of the year end research activity position (March 2024) is as follows:

7/11



Agenda item A11(a)

____________________________________________________________________________________________________
Joint Medical Directors Report
Trust Board – 23 May 2024

Information supplied by Lesley McShane, Research Information Manager

4.2 Some notable highlights in the last quarter

• The Respiratory Research team recruited the first patient in the world to a study, led 
by Tony De-Soyza, which is testing a treatment for bronchiectasis, a long-term lung 
condition.

• We have received confirmation from the National Institute for Health and Care 
Research (NIHR) that the Clinical Research Facility (CRF) contract has been extended 
for 19 months until 31 March 2029 to the value of an additional £1,700,669.

• The Urology research team have secured a £2 million award from NIHR.
• Gareth Southgate, England Football team manager, visited the Sir Bobby Robson 

Cancer Trials Unit on 30 April 2024 emphasising the continued strong links between 
football and cancer research in Newcastle.

• STOP-D study launched. This study is investigating if an anti-depressant taken shortly 
after a traumatic brain injury can prevent later depression.

• The John Walton Muscular Dystrophy Research Centre (JWMDRC) recruited the first 
patient into the FORTIFY trial. This trial is evaluating the safety and efficacy of a 
treatment for patients with Limb Girdle Muscular Dystrophy.

• National media coverage of the Natasha Allergy Research Foundation included the 
story of 5-year-old Grace who has a milk allergy. She is participating in the study at 
Newcastle, led by Dr Louise Michaelis and Grace can now drink 120ml of milk per day 
– which means that she can enjoy a daily hot chocolate! 

4.3 Other News

• We have advertised for both the NIHR Patient Recruitment Centre (PRC) and NIHR CRF 
Director positions – PRC Director interviews to be held May 2024 and CRF Director 
interviews June 2024.

• The Clinical and Research Services Board have approved the business case for 
electronic Investigator Site Files, utilising budget from within Clinical Research, and 
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this will now proceed to Executives for final approval. If approved, we will be the first 
site in the UK to adopt this technology which, in addition to improving regulatory 
compliance, saving staff time and reducing paper and printing, would make us very 
attractive to commercial companies and allow us to increase the amount of 
commercial research studies. This would also align with the Trust’s clinical research 
strategy and sustainability objectives.

• Promotion of the new Industry Brochure continues and this has been well received by 
commercial partners. 

4.4 Research Challenges in the Last Quarter

• The relocation of the PRC from the CAV site to the RVI remains on hold, with 
timescales and next steps to be clarified. The space identified at the RVI is within 
existing research space in the NIHR CRF and requires only minor refurbishment.

• The Directorate received the National Staff Survey 2023 results and, whilst there were 
several areas where Clinical Research outperformed, there were also areas of concern. 
Disappointingly, results for the Directorate have decreased across all themes over the 
past 3 years: 

Further analysis of specific questions identified some areas for further action 
including:

o Feeling part of a team and treating each other with respect.
o Tackling Discrimination.
o Making Appraisals meaningful.

Our What Matters to you facilitator group are leading on actions in this regard.

5 APPENDED DOCUMENTS

Appended to this report are the following documents to note: 

i) Consultant Appointments
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6 RECOMMENDATION

The Board is asked to note the contents of the report.

L Pareja-Cebrian/ M Wright
Joint Medical Directors 
15 May 2024
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TRUST BOARD

Date of meeting 23 May 2024

Title Consultant Appointments

Report of Michael Wright, Medical Director and Lucia Pareja-Cebrian, Medical Director

Prepared by Claudia Sweeney, Senior HR Advisor

Public Private Internal
Status of Report

☒ ☐ ☐
For Decision For Assurance For Information

Purpose of Report
☐ ☐ ☒

Summary The content of this report outlines recent Consultant Appointments.

Recommendation The Board of Directors is asked to review the decisions of the Appointments Committee.

Links to Strategic 
Objectives 

Patients – Putting patients at the heart of everything we do. Providing care of the highest 
standard focusing on safety and quality.
People – We will ensure that each member of staff is able to liberate their potential.

Quality Legal Finance Human 
Resources Equality & Diversity SustainabilityImpact 

(please mark as 
appropriate) ☐ ☐ ☐ ☒ ☐ ☐

Link to Board 
Assurance 
Framework [BAF] 

Ensuring the Trust is sufficiently staffed to meet the demands of the organisation.

Reports previously 
considered by

Consultant Appointments are submitted for information in the month following the 
Appointments Panel.
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CONSULTANT APPOINTMENTS

1. APPOINTMENTS COMMITTEE – CONSULTANT APPOINTMENTS

1.1 Appointments Committees were held between 21 March 2024 to 3 May 2024 and by 
unanimous resolution, the Committees were in favour of appointing the following:

Name Job title Start Date
Dr Akram Ali Consultant Clinical Oncologist interest in Breast and Skin Cancers 01-May-24
Dr Eve Hamilton Consultant Medical Microbiologist 01-May-24
Dr Celia Alcalde Consultant Ophthalmologist - Glaucoma 11-Aug-24
Mr Justin Ong Consultant Colorectal Surgeon 02-Sep-24
Mr Fady Hatem Consultant Colorectal Surgeon 02-Sep-24
Mr Fergal Marlborough Consultant Plastic Surgeon 16-Sep-24
Mr Chad Chang Consultant Plastic Surgeon 01-Oct-24
Mr Aidan Rose Consultant Plastic & Reconstructive Surgeon ASAP
Dr Shuyang Xia Consultant Radiologist - Musculoskeletal Imaging ASAP
Dr Maha Zarroug Consultant Clinical Oncologist with interest in Lung Cancers ASAP
Mr Maziar Navidi Consultant General Surgeon with Interest in Upper GI Surgery ASAP
Mr Joshua Brown Consultant General Surgeon with Interest in Upper GI Surgery 01-Apr-25

2. RECOMMENDATION
           1.1– For the Board to receive the above report.

Report of Michael Wright and Lucia Pareja-Cebrian
Medical Directors
14 May 2024
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