
   

 

Public Trust Board of Directors’ Meeting  

Friday 29 November 2024, 10.15 – 11.45    

Venue: Culture Centre Boardroom, RVI   

Agenda   

Item  Lead  Paper  Timing 

1.  Apologies for absence and declarations of 
interest  

Paul Ennals  Verbal 10:15 – 10:16  

2.  Minutes of the Meeting held on 27 September 
2024 and Matters Arising 
 

Paul Ennals   Attached 10:16 – 10:17  

3.  Chair’s Report Paul Ennals  
 

Attached 10:17 – 10:23  

4.  Chief Executive’s Report Jim Mackey   Dashboard  10:23 – 10:30 

Strategic items:    

  
 

5.  Relative and Staff Member Story 
 

Annie Laverty  Attached 10:30 – 10:35 

6.  Board Visibility Programme  Kelly Jupp 
  

Attached & 
Board Reading 
Room 
  

10:35 – 10:40 

7.  CQC update Rob Harrison  Attached & 
Board Reading 
Room 
   

10:40 – 10:50 

8.  Integrated Board Report  
 

Rob Harrison & Patrick 
Garner 
 

Attached  
 

10:50 – 10:55 

9.  Trust Strategy Patrick Garner & 
Martin Wilson  
 

Attached  10:55 – 11:05 

10.  Change NHS consultation response Caroline Docking & 
Martin Wilson   
 

Attached  11:05 – 11:15 

Items to receive [NB for information – matters to be raised by exception only]:                                            11:15 – 11:30 
 
11.  Director reports: 

a. Joint Medical Directors Report; including: 
i) Guardian of Safe Working  

 
b. Executive Director of Nursing Report; 

including: 
i) Nurse Staffing Six Monthly Deep 

Dive Report  
 

c. Maternity: 
i) Perinatal Quality Surveillance 

Report  

 
Michael Wright & Lucia 
Pareja-Cebrian  
 
Ian Joy 
 
 
 
 
Ian Joy & Jenna Wall 
 
 

 
Attached 
 
 
Attached & 
Board Reading 
Room 
 
 
 
Attached  
 

 
 



 

Sir Paul Ennals, Interim Shared Chair  

Sir Jim Mackey, Chief Executive Officer  

Mr Rob Harrison, Managing Director 

Mr Ian Joy, Executive Director of Nursing 

Dr Michael Wright, Joint Medical Director 

Mrs Lucia Pareja-Cebrian, Joint Medical Director   

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

Mr Martin Wilson, Chief Operating Officer  

Ms Annie Laverty, Chief Experience Officer 

Mrs Caroline Docking, Director of Communications and Corporate Affairs  

Mr Patrick Garner, Director of Performance and Governance  

Mrs Kelly Jupp, Trust Secretary  

Mrs Jenna Wall, Director of Midwifery 

ii) Maternity Incentive Scheme 
progress report  
 

iii) Maternity Safety Champion 
Report   

 
d. Director of Quality & Effectiveness; 

including: 
i) Health and Safety Annual Report 
ii) Learning from Deaths Report  

 

 
 
 
Liz Bromley 
 
 
Lucia Pareja-Cebrian 

Attached & 
Board Reading 
Room   
Attached 
 
 
 
 
Attached 
Attached 

12.  Committee Chair Meeting Logs  Committee Chairs Attached   

Items to approve :                                                                                                                                                          11:30 – 11:40 
                  
13.  Board Assurance Framework (BAF) 2024/25 Rob Harrison   

 
Attached 
 

 

     

Any other business: 
 

  11:40 – 11:45 

14.  Meeting Action Log Paul Ennals  Attached  

15.  Any other business 
 

All  Verbal 
 

 

Date of next meeting:  
Public Board of Directors – Friday 31 January 2025 
 

   



 

THIS PAGE IS INTENTIONALLY 
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PUBLIC TRUST BOARD OF DIRECTORS MEETING 
 

DRAFT MINUTES OF THE MEETING HELD 27 SEPTEMBER 2024 
 

 
Present: Sir Paul Ennals [Chair]  Interim Shared Chair   
 Sir J Mackey  Chief Executive Officer [CEO]  
 Mr R Harrison  Managing Director [MD] 
 Dr M Wright   Joint Medical Director [JMD-W]  
 Mrs J Bilcliff  Chief Finance Officer [CFO] 
 Mr Ian Joy  Executive Director of Nursing [EDN] 
 Dr V McFarlane Reid  Director for Commercial Development & 

Innovation [DCDI] 
 Mr M Wilson  Chief Operating Officer [COO] 
 Mr B MacLeod  Non-Executive Director (NED)  
 Mr P Kane  NED 
 Mrs L Bromley  NED 
 Mr D Weatherburn  NED  
 Mrs A Stabler  NED 
 Mr B McCardle  Interim NED  
  
        
In attendance:   
Mrs C Docking, Director of Communications and Corporate Affairs [DCCA] 
Mrs C Brereton, Chief People Officer [CPO] 

Mr R C Smith, Director of Estates [DoE]  
Mrs A O’Brien, Director of Quality & Effectiveness [DQE] 
Mrs K Jupp, Trust Secretary [TS] 
Mrs A Laverty, Director of Patient and Staff Experience [DPSE] 
Mrs J Wall, Director of Midwifery [DoM] 
Ms L Hall, Deputy Director of Quality and Safety [DDQS]  
Mr James Dixon, Associate Director – Sustainability [ADS] 
 
Observers: 
Mr R Purwal, Healthcare Director C2-ai  
Dr A Dearges-Chantler, Public Governor for Newcastle  
Mr S Volpe, Newcastle Chronicle  
Mr T Nolan, NED at the Integrated Care Board (ICB) for Buckinghamshire, Oxfordshire & 
Berkshire West 
 
 
Secretary: Mrs L Thompson      Corporate Governance Manager / Deputy Trust Secretary  
 
Note: The minutes of the meeting were written as per the order in which items were 
discussed.  
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24/20 STANDING ITEMS: 
 

i) Apologies for Absence and Declarations of Interest 
 
Apologies were received from Dr L Pareja-Cebrian, Joint Medical Director (JMD-PC).   
 
The following declarations of interest were made:  

• Sir Paul Ennals as the Chair at Northumbria Healthcare NHS Foundation Trust (NHFT).  

• Mrs Stabler as a substantive NED at Gateshead Health NHS Foundation Trust (GHFT)  
and as a Trustee at St Oswald’s Hospice.  

• Mr McCardle as a substantive NED at NHFT.  

• Mrs Jenna Wall as Midwifery Clinical Lead for the North East North Cumbria Local 
Maternity and Neonatal System (LMNS).  

 
It was resolved: to (i) note the apologies for absence and the declarations of interest.  
 
ii)  Minutes of the previous meeting held on 23 July 2024 and matters arising  
 
The minutes of the meeting held on 23 July 2024 were accepted as a true record of the 
business transacted.  
 
It was resolved: to agree the minutes as an accurate record and to note there were no 
matters arising.  
 
iii) Chair’s Report  
 
The Chair advised that the report outlined activity and meetings attended since the last 
Trust Board meeting in July 2024. In addition the report had been expanded based on 
feedback from Governors to include further detail as to the key issues that the Chair had 
been discussing.  
 
It was resolved: to receive the report. 
 
iv) Chief Executive’s Report 
 
The CEO highlighted the following key points: 

• There is a great deal of work taking place within the organisation in relation to 
improving the Trust performance position.  

• The Patient and Staff story on today’s agenda which describes the important steps 
taken to humanise healthcare for families of babies with Congenital Heart Disease 
(CHD).  

• The removal of the Care Quality Commission (CQC) licence conditions which is a huge 
step forward for the organisation.  

• A focus on the future to address the CQC regulatory concerns and ensure services are 
fit for purpose in the long term.  

• Due to a technological issue the performance infographic had not been included in the 
presentation but would be included for the next meeting.  
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It was resolved: to receive the report. 
 
 

24/21 STRATEGIC ITEMS: 
 

i) Patients: Patient Story 
 

The DPSE gave an overview of the patient story which focussed on care for the families of 
babies with Congenital Heart Disease (CHD). The Cuddle Project has thrived under the 
leadership of Rachel McConnell (Physiotherapist) and Catherine Forster (Occupational 
Therapist) who introduced an evidence-based approach of ‘Developmental Care’ to the 
Children’s Heart Unit at the Freeman Hospital. 
 
The JMD-W explained that this story highlights some of the innovations and positive work 
ongoing in this service area.   
 
The Chair highlighted the affect that missing human contact may have on babies.  
 
The MD advised that he had visited the Children’s Heart Unit and observed firsthand the 
timely interactions and efforts by staff, including Play Specialists, and the educational 
support provided.  
 
The EDN noted the positive use of leadership and quality improvement skills.   
 
It was hoped that UNICEF accreditation could be achieved in the future.  
 
The Chair referenced the positive impact the project had made on medical outcomes and 
thanked the team for their work.  
 
It was resolved: to receive the patient story. 
 
ii) Patients: CQC update  
 
The Chair explained that a detailed discussion took place at the Private Board of Directors 
meeting held earlier today.  
 
The MD highlighted the following key points:  

• An application was submitted to remove the conditions from the Trust licence in July. 
The Trust formally received notice on 3 September 2024 that all conditions had been 
removed following the implementation of an effective governance system. It was 
noted that the next phase of work was important in embedding the changes made to 
ensure safe, effective and high-quality care.  

• A number of internal reviews as well as an independent external review is taking place 
with the support of thevaluecircule (tvc) to prepare teams for a re-inspection. The 
process will also identify areas for improvement with live feedback and support.  

  



Agenda Item A2  

________________________________________________________________________________________________ 
Minutes of the Public Trust Board of Directors Meeting – 27 September 2024 [DRAFT] 
Trust Board – 29 November 2024 

The Chair queried departmental level assurance to which the EDN explained that the next 
step is to test impact at ward and department level and that rapid Quality and Safety 
reviews are now taking place across service areas. He highlighted the importance of learning 
from best practice which has been completed following the first review in Theatres and 
moving on to Outpatients. A review of the outcomes from the reviews will take place in 
October, and this will be presented to the Quality Committee in November.  
 
The Chair noted the positive removal of the licence conditions, the progress on the Clinical 
Board quality priorities and the Quality and Safety reviews to ensure full ward to board 
assurance.   
 
It was resolved: to receive the report.  
 
iii)       Performance: Integrated Board Report  
 
The MD highlighted the following key points on behalf of the Executive Directors: 

• Work is ongoing to ensure that the highlights from each key area within the report are 
clear, succinct and easy to understand.   

• In relation to elective performance, progress has been made with regards to reducing 
long waiters.  

• Some cancer standards are now being met however there is still further work to do.  

• The aim during the winter period is to reduce infection control markers, focus on 
health and wellbeing of staff, reduce sickness levels and increase resilience 
throughout the winter period.   

 
Mrs Stabler highlighted that Infection, Prevention and Control (IPC) is discussed in detail at 
the Quality Committee especially in relation to Clostridium difficile (c.diff) and looking at 
environmental standards as well as clinical practice.  The Chair queried if the Trust is an 
outlier to which Mrs Stabler confirmed that locally it is an outlier. Antibiotic compliance is 
also a regular discussion topic at the Quality Committee and has recently included a deep 
dive.  
 
The Chair noted the progress with regards to MSSA and noted that it is sometimes difficult 
to differentiate between what is an internal case and a case which initiated in the 
community.  
 
Mrs Stabler explained that a great deal of work has taken place with regards to c.diff 
however there is still work to be done to understand the decline in performance, and that 
funding was put into pharmacy to support this work. The EDN advised that avoidable and 
unavoidable cases were subject to detailed review.  
 
Mr McCardle reported the positive shift to Statistical Process Control (SPC) charts and 
dashboard reporting. He highlighted that the People Committee are looking at more 
targeted areas as to where there are trends and patterns.  
 
Mr MacLeod referred to the Health Inequalities section of the report and queried if there is 
anything to highlight to Trust Board. The MD confirmed that the reporting is in its early 
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stages of development. The COO advised that Health Inequalities is transitioning to JMD-PC 
as Executive Lead and that the Quality Committee received a detailed update at the 
September meeting. Work is taking place with the local Council and communities to reduce 
health inequalities.  
 
Mr Kane suggested for future reports to be more succinct, with clear mitigations for 
deteriorating areas of performance. He also recommended that the sufficient triangulation 
between reports is undertaken, citing for example the Medical and Dental appraisal 
information shows a more negative position in the Integrated Board Report but more 
positive in the Joint Medical Directors Report.    
 
The Chair summarised that there is good news and areas of concern in the report that the 
Trust Board are aware of however there has been real progress with regards to electives. 
Further work will take place in relation to IPC and deep dives with regards to people trends.   
 
It was resolved: to receive the report. 
 
 

24/22 ITEMS TO RECEIVE 
 
i)       Director reports: 
 
a.      Joint Medical Directors Report; including: 
 
The JMD-W highlighted the following points: 

• Ongoing work with regards to the implementation of the Patient Safety Incident 
Response Framework (PSIRF) and Serious Incidents (SI) backlog.  

• Concerns remain in relation to the 62-day cancer performance in several tumour 
groups however there is work taking place to improve the position.  

• Delivery against the Cardiothoracic action plan continues.  

• Positive work is ongoing in the Research and Innovation team. The Clinical and 
Research Services Clinical Board is being amended to move Research services to sit 
within a Corporate service.  

• With regards to patient safety and quality of care in pressurised services, the EDN, 
JMDs and MD oversee the progress on the action plan which includes challenges 
within Urgent and Emergency Care and ensuring to maintain core quality of care.  

• In relation to the Perfect Week exercise, there are ongoing discussions at the 
appropriate meeting forums, including the Trust Management Group (TMG) regarding 
the amount of learning.  
 
The Chair requested a brief explanation with regards to the outcomes of the Perfect 
Week. The JMD-W explained that Urgent and Emergency Care performance improved 
during the Perfect Week but then declined the following week. Some staff were 
redeployed on a voluntary basis to support flow throughout the hospital and out of 
the Emergency Department. The JMD-W highlighted that improvements need to be 
made with regards to communication. Jo McCallum, Senior Project Manager for 
Transformation was currently analysing the data from the Perfect Week.  
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The MD highlighted the importance of incorporating positive changes into daily 
practice, the discharge lounge and the escalation process. Some will be included in the 
Winter Plan as part of the escalation process going through that period. The MD 
advised that a review would be commenced to look at how clinical teams are 
supported by admin staff.  
 
A similar process would be adopted to take the key principles and apply to cancer 
pathways to develop the ‘Perfect Pathway’.  
 
The DPSE explained that patients that were inpatients, outpatients and users during 
the Perfect Week have been asked to feedback their experience compared to a 
normal week from the previous month.  
 
The DCDI advised that a discussion took place at the most recent Clinical Policy Group 
(CPG) in relation to taking key principles and applying them to communication, with 
consistency of application noted to be important.  

• Completion of the Appraisal and Revalidation Annual Report and Compliance 
Statement, was a regulatory requirement. The Concerns Oversight Group (COG) has 
been created which is chaired by the JMDs with input from senior Human Resources 
(HR) representatives and Quality and Safety representatives to discuss any matters 
regarding conduct and capability. This group will report into the People Committee. 
Overall compliance for appraisals was 77% however compliance for senior medical 
staff was 82% and 92% when allowance is made for absence due to sickness, 
maternity leave and other long-term absence. The Trust is working with the Medical 
Education team to streamline the absence process with regards to the Lead Employer 
Trust (LET) as this remains a challenge.  
 
It was noted that NHS England have requested specific data that they have not 
previously asked for. The data had been difficult to extract but had now been 
extracted and would be included.  
 
The JMD-W highlighted that there are ongoing issues ensuring appropriate 
engagement especially in relation to appraisals and this will be included in the new job 
planning process.  

 
The TS agreed to facilitate the signing of the agreed Appraisal and Revalidation Annual 
Report and Compliance Statement by the CEO [ACTION01]. 
 
Mr Nolan queried what is preventing the Trust from doing 52 Perfect Weeks. The JMD-W 
explained that many staff were redirected from their routine jobs and observers have 
helped collate the data which was sustainable for a period of time leading up to and during 
the Perfect Week. The question has been asked at the CPG as to the prioritisation of roles 
and responsibilities in relation to the lessons learned from the Perfect Week.  
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Mr McCardle referred to incident reporting and noted that it is encouraging to see the 
increasing number and that this highlights the value of being heard under the People Plan 
which is a key element of speaking up.   
 
It was resolved: to receive the report and approve the Appraisal and Revalidation Annual 
Report and Compliance Statement.  
 
i)       Consultant Appointments 
 
The JMD-W referred to action 114 on the action log which related to including biographies 
of the successful candidates in the Consultant Appointments report. A discussion ensued 
and the Board of Directors agreed to close this action and remove the report from the Public 
Board of Directors agenda going forward as the Board of Directors are not required to ratify 
the appointments.  
 
It was resolved: to (i) receive the report and (ii) endorse the Consultants Appointments 
made. 
 
ii)     Guardian of Safe Working  
 
The JMD-W explained that the Guardian of Safe Working (GoSW) report is included to 
monitor the Trust’s compliance with the requirements of the Junior Doctors contracts. The 
data is in line with what has been reported to Trust Board previously.  
 
Mr McCardle noted that he is keen to continue to see GoSW updates as part of the JMD 
report on a quarterly basis. The Chair said that it would be useful to receive a summary of 
trends in the report to show how the data differs to the previous quarter and the TS agreed 
to feedback to the GOSW [ACTION02]. 
 
It was resolved: to receive the reports. 
 
b.        Executive Director of Nursing 
 
The EDN highlighted the following points: 

• In relation to the Spotlight on Nursing, Midwifery Research, Research Development 
Institute (RDI) Fellowships have been funded through the Newcastle Hospitals Trust 
Charity. Research has been embedded within areas around the organisation such as 
Paediatrics, Dietetics, Clinical Outcomes, and also regionally and nationally.  

• With regards to Nursing and Midwifery Staffing, nurse staffing is currently at 
escalation level 2 and mitigations are in place. Two wards have required high level 
support which has been overseen through the Quality Committee and following a peer 
review, one ward has been de-escalated. There is a peer review scheduled with the 
aim of de-escalating the second ward in the coming weeks. 

• Datix and red flag reporting trends are closely monitored. There has been a reduction 
in both with a reciprocal increase in fill rates.  

• The Safeguarding and Mental Capacity Act (MCA)/Deprivation of Liberty Standards 
(DoLS) and Learning Disability quarter one reports have been discussed in detail at the 
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Quality Committee meeting. It was noted that the teams are dealing with increasingly 
complex issues and there has been an increase in referrals.  

• An overview is included in the report relating to statutory and mandatory training for 
Safeguarding Adults and Children and the Mental Health Act.  

• The winter vaccination programme will commence next week and a Steering Group is 
being established to maximise updates and communications.  

 
The CPO explained that work is underway in relation to safe staffing levels and how staff are 
feeling. The EDN highlighted the work that has taken place over the last year with regards to 
International Nursing recruitment. He explained that there has been an increase in the 
numbers of new staff which wards feel is a positive step however there is a great deal of 
focus on looking at skill mix.  
 
[The JMD-W left the meeting at 13:45].  
 
Mrs Bromley referred to the 15 apprentices in health and social care and queried if the 
organisation can make the apprenticeship model work better and for this to be included in 
the workforce planning. The EDN explained that work is taking place nationally with regards 
to finding a sustainable model to support apprenticeships particularly in relation to higher 
level apprenticeships. It was agreed that the EDN and CPO would share more detail 
regarding the work underway to maximise apprenticeships and some of the challenges 
faced in sustainable delivery with Mrs Bromley, and the Chair, the EDN, the CPO and Mrs 
Bromley meet to discuss how to increase the use of apprenticeships across the Trust.  
[ACTION03].  
 
The Chair sought clarification with regards to the increasing adult safeguarding numbers. 
The EDN advised that more patients are accessing services due to self neglect and domestic 
abuse, across a wider demographic. Mrs Stabler noted that she had attended a successful  
visit by the regional Learning Disability Network.  
 
It was resolved: to receive the report. 
 
[The DCCA left the meeting at 13:50].  
 
c.  Maternity  
 
i) Perinatal Quality Surveillance (PQSM) Report (formerly named the Maternity 

Update report) 
 
The DoM advised that the Board of Directors is asked to support the proposal to incorporate 
the PQSM measures into the Integrated Board Report. The report provides assurance in 
relation to the safety of the service and the national drivers of the Three-Year Plan and 
summaries the Trust’s compliance.  
 
The DoM highlighted the risks in relation to antenatal and newborn screening services and 
antenatal triage performance.   
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Maternity Services is making good progress with the CQC action plan and seeks support 
from the ICB and the Trust Board to approve the proposed enhanced surveillance exit 
criteria, with subsequent review in March 2025 with a view to returning to routine Local 
Maternity Neonatal System (LMNS) perinatal quality surveillance. 
 
Mrs Stabler confirmed that this has been discussed in detail at the Quality Committee 
meeting.  
 
It was resolved: to (i) receive the report and (ii) approve the proposal for incorporating the 
PQSM measures into the Integrated Board Report, with monthly minimum data measures in 
the interim and (iii) approve along with ICB Director of Nursing, the Oversight Framework 
enhanced surveillance exit criteria. 
 
ii) Maternity Incentive Scheme (CNST) Report (FOR APPROVAL)  
 
It was resolved: to receive the report and approve the self- assessment to date to enable 
the Trust to provide assurance that the required progress with the standards outlined are 
being met, and where there are risks of non-compliance note the actions. 
 
iii) Maternity Safety Champion Report 
 
Mrs Bromley highlighted the following key points: 

• Anonymous feedback was received from patients which included being well looked 
after, feeling safe and feeling cared for.  

• There has been a positive change in leadership, and this includes progress regarding 
staff and patient engagement.  

• Concerns were raised in relation to the Maternity Services estate.  

• Support is being provided to the Maternity Admissions Unit (MAU) due to the vacant 
consultant posts. 

• Examples were provided on very complex and challenging social and safeguarding 
cases, which understandably causes anxiety for the staff involved. 

• Overall, the department is very busy with a great deal of challenges however the staff 
are doing extremely well.  

 
Mrs Bromley advised that the People Committee has oversight from a people perspective.  
 
The DoM advised that a Consultant Obstetrician has been appointed this morning which is 
good news for the hard-working team. The DQE explained that she has visited the 
department recently and noted the optimism and positive impact of the new DoM. The 
DoM highlighted the positive progress made and that staff are looking forward to the future 
however noted the ongoing challenges.  
 
It was resolved: to receive the report.  
 
d.  Board Visibility Programme  
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The DQE advised that the Board Visibility Programme has been reviewed and revised since 
the CQC inspection. She noted that the programme is going well however there are some 
areas of improvement. The DQE suggested including a theme with each of the walkabouts 
for example complaints or staffing issues. The DPSE suggested having further detail within 
the Trust Board ‘Reading Room’ within Admin Control. The CEO said that it would be useful 
to expand on actions and issues raised. The Chair noted the importance of the Trust Board 
having a sense of the issues.  
 
It was agreed that the TS would feedback the request to include key themes in the main 
Public Board report to the report author and to ensure that the detailed Appendix is 
included in the Reading Room going forwards [ACTION04]. 
 
Mrs Stabler explained that she undertook a visit to Ward 34 at the Northern Cancer Care 
Centre (NCCC) and met a Health Care Assistant (HCA) called Millie Clough who 
demonstrated thorough knowledge and understanding of the Ward itself and in escalating 
patients where required. Mrs Stabler confirmed that she submitted a Greatix following this 
visit. The Chair suggested to contact the areas visited to thank them for their input into the 
visits after the visits have taken place.  
 
It was resolved: to receive the report.  
 
e.  Committee Chair Meeting Logs  
 
In relation to the Finance and Performance Committee, Mr MacLeod noted the continued 
financial and capital programme pressures and the work taking place to achieve the year 
end outturn.  
 
In relation to the Audit, Risk and Assurance Committee, Mr Weatherburn explained that a 
discussion took place in relation to ensuring the Committee Chair Meeting Logs contain 
specific narrative relating to the Board Assurance Framework (BAF).  
 
It was resolved: to receive the report. 
 
 

24/23 ITEMS TO APPROVE: 
 
i) Shine (Sustainable Healthcare in Newcastle) Update – Annual Shine Report 2023/24 

and Carbon Reduction Plan 
 
The Chair highlighted that he is the NED sustainability champion. 
 
The ADS highlighted the following key points: 

• An extract of the Shine Report is included within the Trust Annual Report. 

• The excellent work taking place is included within the report. 

• In relation to the Carbon Reduction Plan, if the Trust does not receive capital funding, 
it will be difficult to achieve but there are plans in place with some funding available.   
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• Funding was received to decarbonise Regent Point, use all-electric buses from the 
local operator Go North East for the staff hopper service and reduce emissions from 
anaesthetic gases which are potent greenhouse gases.  

• The eight Shine themes were discussed in detail.  

• The Born Green Generation at Newcastle Hospitals has been launched which is a 
movement to protect babies from harmful effects of plastic and chemicals.  

• Over the next three years, the Trust is embarking on a unique project with Health Care 
Without Harm Europe and European healthcare institutions and universities. 

• The carbon reduction has been embedded into the Trust’s procurement processes.  

• The challenges within the report relate to capacity, the lack of funding and the 
increase in annual energy costs.  

 
The report was presented at the September People Committee and requires Trust Board 
approval.  
 
The Chair highlighted that this work should be embedded in the medium-term plan/Big 
Build project. The CEO noted the constraints in the current environment and build but that 
the organisation could make this a real exemplar. The DoE advised that the work will be 
included as part of the Big Build project. The Chair noted that when planning a hospital 
programme for next 30 years, sustainability should be a core principle.  
 
Mrs Bromley sought clarification with regards to the Green Champions. The ADS advised 
that Green Champions are nominated and that there are several staff who obtain sign off 
from managers to have more dedicated time. The organisations also have 22 sustainability 
ambassadors however there is no funding in job planning. The aim is for the Clinical Boards 
to have sustainability leads.  
 
Mr Weatherburn noted that the Corporate Induction session was well received, and the 
sustainability champions presented well.   
 
Mr McCardle noted the positive recognition and clear risks within the report. He highlighted 
that there were no mitigations to the risks identified in the report and that there is a need 
to think about dedicated resources and budgets.   
 
The Chair requested that the Executive Team discuss the risks highlighted in the Shine 
Report presentation and feedback to Board members thereafter [ACTION05]. The DCDI 
explained that discussions are ongoing with regards to where sustainability updates sit as it 
is currently with the People Committee.  
 
The ADS highlighted the importance of champions having a voice at the Clinical Boards. The 
DCDI explained that it is a request from TMG to identify a champion and embed within the 
Clinical Board structure. The CPO said that there is an opportunity to utilise skills from each 
ambassador role as there are different ones within the Trust.  
 
The Trust Board approved the publication of the SHINE Annual Report and the Carbon 
Reduction Plan.  
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It was resolved: to (i) receive the report and (ii) approve the publication of the SHINE 
Annual Report and (iii) approve the Carbon Reduction Plan. 
 
ii) Board Assurance Framework (BAF) 2024/25 

 
The MD explained that the BAF has been revised as part of governance system changes 
made earlier in the year. He highlighted that each Committee is responsible for reviewing 
their associated risks. The recommendation for Trust Board is to review and approve the 
BAF.  

 
 Mr Weatherburn advised that the Audit, Risk and Assurance Committee recommended the 

BAF for Trust Board approval.   
 
It was resolved: to (i) receive the report and (ii) approve the Board Assurance Framework. 
 
iii) People Committee Schedule of Business (SoB) 
 
The proposed changes to the SoB were received. 
 
It was resolved: to approve the People Committee Schedule of Business.  
 
 

24/24 ANY OTHER BUSINESS: 
 
i)     Meeting Action Log 
 
The action log was received, and the content noted. The actions proposed for closure were 
agreed. Regarding action 122 [sharing key messages], the CPO advised that key messages 
were now being shared from the Staff Facebook page, increased staff communications and 
triangulated with other feedback mechanisms. The staff survey will launch on 7 October and 
the impact of the People Plan will be discussed regularly at the People Committee. All 
agreed that the action be closed as complete.   
 
ii)     Any other business 
 
On behalf of the Board of Directors, the JMD-W thanked the DQE for all her hard work and 
dedication to the organisation and individuals over the years. He highlighted the DQE’s 
extensive knowledge of the organisation and her helpful advice and wisdom. The JMD-W 
wished the DQE a happy retirement.  
 
The CEO thanked the DQE for her commitment and support.  
 
The Chair summarised the meeting and noted that feedback is welcome.  
 
The meeting closed at 14:21.  
 
Date of next meeting: 
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TRUST BOARD 
  
 

Date of meeting 29 November 2024 

Title Chair’s Report 

Report of Sir Paul Ennals, Interim Shared Chair 

Prepared by  

Sir Paul Ennals, Interim Shared Chair 

Gillian Elsender, Corporate Governance Officer and PA to Chair and Trust Secretary 

Kelly Jupp, Trust Secretary 

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of Report 
For Decision For Assurance For Information 

☐ ☐ ☒ 

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:  

• Spotlight on Services  

• Governor Activity  

• Trust Board  

• Alliance 

• Relationships with Primary Care 

• NHS Providers  

• Sustainability and Health Inequalities  

• Engagement with Regional Partners  

• Shared Chair Opportunities   

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. 

Impact  
(please mark as 
appropriate) 

Quality Legal Finance 
Human 

Resources 

Equality & 

Diversity 
Sustainability 

☒ ☐ ☐ ☐ ☐ ☐ 

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 
 
1. INTRODUCTION 

 
I am now into my fourth month with the Trust, during which time I have continued to visit 
various departments – clinical and back office - and meet with many staff members, as well 
as attending Town Hall events, and the full range of Board Committees, all of which has 
allowed me to understand emerging issues, risks, assurances and get a real feel for the 
organisation.  I was pleased also to meet with staff side – the collection of representatives 
from the various unions that operate within our Trust, and was given a warm welcome. 
  
I was delighted to attend our Celebrating Excellence Awards on 27 September where I had 
the privilege of presenting the awards to our staff who have displayed amazing examples of 
care, compassion and expertise to support our patients and colleagues.  
 
 
2. SPOTLIGHT ON SERVICES 

 
Since the last Trust Board meeting, we have continued with two Spotlight on Services events 
for Non-Executive Directors (NEDs), both of which were in person sessions to Maternity 
Services and to Rehabilitation Services. Feedback from our NEDs who attended the 
maternity visit highlighted that from the outset it was evident that we have great teams 
delivering expert care to mothers and babies.    
 
Our second visit was to Rehabilitation Services at the Royal Victoria Infirmary (RVI) where 
the NEDs and I visited a range of out-patient clinics, rehabilitation gyms and therapy 
treatment rooms, meeting several inspiring and passioned staff. Further details of our 
Leadership Walkabouts and NED informal visits are included in the Board Visibility 
Programme within the Public Board meeting papers for information.  
 
 
3. GOVERNOR ACTIVITY 
 

I continue to work collectively with our Council of Governors both formally and informally 
and during this period attended both the People, Engagement and Membership (PEM) 
Working Group (WG) and the Business & Development (B&D) WG. At the PEM WG we 
discussed how Governors could engage with their constituencies and the wider community 
to understand how we can better serve our patients and at the B&D WG we received an 
update on the Digital Innovation being undertaken within the Trust to help improve the 
patient experience.  
 
In addition to the above, other Governor and Member activity since our last Public Board 
meeting has included: 

• The Quality of Patient Experience (QPE) WG.  

• A formal Council of Governors meeting.  

• A briefing session on recent developments with the Great North Healthcare Alliance 
(the Alliance).  



Agenda Item A3   

____________________________________________________________________________________________________ 
Chair’s Report 
Trust Board – 29 November 2024 

• Monthly Governor “Drop In” Sessions. Early days for this new venture, but I am 
encouraged by the willingness of governors to discuss ideas in a more relaxed way, 
and to enable me to test ideas and emerging thoughts amongst trusted friends. 
 
 

4. TRUST BOARD 
 

As we continue on our journey of improvement we have been focussed as a Board on 
setting the priorities for the Board’s Development, reflecting on the outcomes of our recent 
mock inspection and the rapid development and improvement during 2024. Focus has also 
been on developing our Medium-term Plan, incorporating ambitious targets for 
performance recovery whilst always keeping quality and safety at the forefront. 
 
 
5. ALLIANCE 

 
The development of the Alliance continues, having been formed because the member 
Trusts believe that there is huge potential to work together to deliver significant benefits to 
patients and staff within each organisation and in the wider region. We report elsewhere on 
the progress developing the Alliance – here let me mention that I meet monthly with all the 
Chairs and Chief Executive Officers (CEOs), and additionally just with the Alliance Chairs. I 
also meet regularly with the two CEOs of Newcastle Hospitals and of Northumbria 
Healthcare NHS Foundation Trust (‘Northumbria FT’), to monitor and review progress on 
developing our strands of joint working. The Northumbria FT CEO meets also with 
Newcastle’s Deputy CEO to drive a Joint Board, who are now showing real progress in 
aligning clinical pathways in respiratory, cardiology, urology, audiology and other clinical 
areas. 
 
 
6. RELATIONSHIPS WITH PRIMARY CARE 

 
I have been focussing on exploring the relationship between our Trust and the primary care 
community within Newcastle. To that end I have met the key Integrated Care Board (ICB) 
lead for our patch on primary care, David Jones; with the Newcastle Federation of GPs Chair 
and CEO, and recently I spoke to 150 primary colleagues at a “GP time out” bringing 
together colleagues from the 29 GP practices across the city. The express interest of our 
CEO has also been evident wherever I go. Especially at a time when primary care has 
introduced collective action, our discussions as to how we can build a new and stronger 
relationship are somewhat cautious, but the early soundings are positive, and as we develop 
our new strategy, I am confident we can explore some new shared ambitions as to how 
primary care can work better with secondary and tertiary care as one NHS. 
 
 
7. NHS PROVIDERS 

 
I have attended an NHS Provider Conference in London, focussing in particular on models of 
collaboration (groups, mergers, collaborates etc), partly in order to meet other chairs who 
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span more than one trust. The conference also focussed on the potential for trusts to serve 
as anchor institutions, throwing up in particular the potential for wider partnerships with 
universities and with other public sector bodies. The relationships formed through these 
occasions gives me, and therefore the Trust, access to a wider range of expertise and views 
than we could otherwise hope to meet internally. 
 
 
8. SUSTAINABILITY AND HEALTH INEQUALITIES 

 
I have attended two meetings of the Net Zero North East England Board, on behalf of the 
ICB. As well as seeing the progress of this cross-sector coalition that has been founded, it is 
now an opportunity for the trusts to explore creative opportunities for collaborating with 
the major businesses within the region, and with the combined authority. The Board is now 
co-chaired by the Mayor Kim McGuiness and the CEO of Northumbrian Water Heidi 
Mottram. North East Combined Authority (NECA) has additional opportunities to bring 
inward investment to the region, which provides some opportunities for us to make greater 
progress in achieving our net zero goals, and sharing our own progress across a wider 
footprint. 
 
I now also serve on an Advisory Committee for NECA on the Environment, Rural Issues and 
Health Inequalities, chaired by the leader of Northumberland Council. Whilst this group is 
still in its infancy, it provides us with the chance to align our own activities around health 
inequalities with NECA. As NECA’s remit is negotiated with Government to extend its reach, 
our partnership with them provides extra opportunities for accessing additional funding and 
support from Central Government, in parts of the Whitehall jungle where our current 
contacts do not reach quite so effectively. 
 
 

9. ENGAGEMENT WITH REGIONAL PARTNERS 
 

During this period, I have met three times with the ICB Chair and CEO (and other senior ICB 
officers), along with the other ICB Foundation Trust (FT) Chairs. We have discussed national 
developments and their impact on our region; common approaches to leadership; the 
financial situation within the ICB, and other issues. These regular meetings – with regular 
pre-meetings just for chairs – has enabled the chairs to develop a friendship network which 
facilitates joint working across the patch. 
 
I am a member of the North East Child Poverty Commission, and in this guise have met with 
the Mayor Kim McGuiness to discuss how FTs can contribute to the drive to tackle child 
poverty in our region. Our status as a Real Living Wage employer means we have a good 
story to tell, but there is more we can do, as an anchor institution within the city, to impact 
much more widely on child poverty with all the impact it has on child health, learning from 
colleagues outside the Trust. 
 
 

10. SHARED CHAIR OPPORTUNITIES 
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Given this report focusses also on my interactions outside the Trust, it is appropriate to 
reference my role chairing Northumbria FT. My engagement there with the trust at every 
level, with its primary care partners, with the universities in the city and with many of 
Northumbria’s other partners enables me to promote the work of Newcastle Hospitals, 
share ideas, gain insights and encourage new partnerships, which are only partly captured in 
our regular reports on Alliance activities. 
 
 
11. RECOMMENDATION 

 
The Board of Directors is asked to note the contents of the report. 
 
 
 
Report of Sir Paul Ennals  
Interim Shared Chair  
20 November 2024 
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TRUST BOARD  

Date of meeting 29 November 2024   

Title Relative’s Story    

Report of Mrs Annie Laverty, Chief Experience Officer  

Prepared by  
Mrs Annie Laverty, Chief Experience Officer  
Ms Catherine Carr, Head of Nursing – Medicine and Emergency Care  

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of Report 
For Decision For Assurance For Information 

☐ ☐ ☒ 

Summary 

 

Our story this month describes a relative’s experience of emergency care. The relative is also a 
staff member of the Trust.  
 
The story highlights a department under extreme pressure with many areas for improvements 
including, support for and communication with patients and relatives from reception and nursing 
staff, pain management, infection control and patient safety.  
 
To provide some context, on this occasion, there was a significant incident underway which 
involved many members of the public in the department and a very significant police presence. 
This was in addition to having a large volume of patients in the department. It was a particularly 
challenging day for all staff on duty. 
 
The department has used this story, and others, as a focus for improvement. The team has also 
developed a patient charter, to support both patients and staff’s understanding of what 
standards are expected within the department. Some of these expectations are around what 
care we would not expect to happen on a corridor, even in the most difficult of circumstances. 
 
It is important to say that the team want to avoid corridor care as much as possible, but due to 
high levels of attendances and patient flow challenges this has been necessary. When patients 
are on the corridor they are placed in a designated space with a number on the wall and a call 
bell.  
 
Actions taken by the Emergency care leadership team: 

▪ Feedback to the teams around this individual patient feedback to aid reflection around 
compassion and communication, with the subsequent development of a team privacy 
and dignity charter.   

▪ Utilising feedback received from The Value Circle and their reflections on corridor care 
and other aspects of care delivery. 

▪ A workshop for the senior team planned for the 12 December 2024 to work through 
improvement plans on what further can be done to support the quality of care within the 
Emergency Department (ED), this will cover corridor care & waiting room in addition to 
other workstreams such as Triage. 
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▪ Work to improve flow through a daily rhythm of touchpoints throughout the day to 
support escalation and provide support to various teams. A second flow facilitator has 
been appointed to support this.   

▪ Our Doctor in charge and Nurse in charge have come together to support better and 
faster communication on patient management plans.   

▪ Guideline in place to aid improvements into specialities to support a more engaged 
process of reviewing patients who require this support.   

▪ The nursing team improving the way patients around the department to aid privacy and 
dignity where practically possible and to meet care needs as efficiently as possible. 

 

Recommendation 
The Board are asked to receive this story for information and to note our commitment to 
transparency and learning from all experiences of care. 

Links to Strategic 
Objectives  

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

Impact  
(please mark as 
appropriate) 

Quality Legal Finance 
Human 

Resources 
Equality & Diversity Sustainability 

☒ ☐ ☐ ☒ ☒ ☐ 

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 the 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. 
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A relative’s reflections on care in the Emergency Department in May 2024 
 
Patient A attended the Emergency Department (ED) initially on the Friday with chemical 
burns to both legs. They had a 4-hour procedure to treat their injuries and were sent home 
with painkillers.  
 
The patient returned to the ED the next day due to pain. He was taken in by friends, and his 
relative. It was extremely busy as there had also been a significant incident that day and 
there was a huge police presence.  
 
Patient A’s relative witnessed an altercation between a member of the public and a 
receptionist. The member of the public was with a gentleman and was asking for help.  They 
were concerned about the time this gentleman had already spent in the ED given his 
presenting symptoms.  She witnessed the receptionist responding in a way which lacked 
compassion and seemed aggressive and confrontational, alluding to the fact that there were 
more important things happening in the department at the time. The member of the public 
said they would be going to the press and the staff member again responded in a defensive 
and dismissive way. 
 
The relative was genuinely concerned by what she had witnessed as she felt this could have 
been addressed with more compassion to de-escalate the situation.  
 
The relative was also concerned that Patient A was in a great deal of pain. She approached 
the staff nurse in the ED who was at the reception desk and requested some analgesia.  The 
relative felt that this request was dismissed, and she was asked to wait. The relative 
persisted and the nurse said they would get some pain killers which was provided.  
 
The relative was struggling to move the chair that patient A was in and was asked to move 
out of the way. She wanted to explain to the receptionist (a different receptionist) why she 
was struggling to get out of the way, but the receptionist would not engage in a 
conversation and responded in a way which seemed aggressive. Patient A was booked in 
and returned to the main waiting area. A wait of 10 hours was registered on the board.  
 
The patient’s pain increased so the relative returned to the reception desk to request a 
stronger pain killer. The patient was then moved into the first corridor. The relative 
struggled to find a member of staff to help with providing pain killers and this took a 
considerable time. A nurse arrived with drugs for two patients. She identified another 
patient and gave them tablets. The relative did not think that the nurse had undertaken an 
appropriate check for these drugs. The nurse then walked up and down looking for patient 
A. The nurse recognised the relative of patient A and handed over the medication with the 
relative to give to the patient.  
 
Whilst waiting, a patient (‘Patient B’) was brought into the corridor accompanied by 
relatives. Patient B appeared to be experiencing seizure like activity. Initially a member of 
staff was present. Patient B continued to experience symptoms whilst sitting in a chair and 
her family requested some help and staff arrived and stood with patient B. When the 
symptoms settled the staff member left. A staff nurse stopped as patient B was having 
another episode of symptoms. Again, when it settled, the staff nurse left.  
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Patient A was transferred into a treatment room and waited for the plastic surgeon. A nurse 
removed and redressed the patients legs. However, the dressing fell off as patient A was 
moved back into the corridor to wait again.  
 
Patient A was seen by a resident doctor. He asked about the dressings and suggested that 
the dressings put on were inappropriate. The doctor took patient A back into the treatment 
room and re-dressed the wounds, however there was not an appropriate surface to put the 
dressing pack on.  
 
Patient A was in a lot of pain, so the doctor gave the relative a prescription for pain relief. 
Patient A wanted to go home as he was too distressed to stay. The doctor suggested that 
admission could have been considered on the Friday night attendance. 
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TRUST BOARD 

Date of meeting 29 November 2024 

Title Board Visibility Programme 

Report of Louise Hall, Deputy Director of Quality and Safety 

Prepared by  Fiona Gladstone, Clinical Effectiveness Advisor 

Status of Report 
Public Private Internal 

☒ ☐ ☒ 

Purpose of Report 
For Decision For Assurance For Information 

☒ ☒ ☐ 
Summary  

The content of this report outlines the process and focus of the Leadership Walkabouts and Non-
Executive Director (NED) informal visits, which are collectively known as the Board Visibility 
Programme.  
 
The Executive and Non-Executive Directors have, for many years, undertaken ‘Leadership 
Walkabouts’ throughout the organisation to enhance links between senior leaders and front-line 
staff. The walkabouts raise awareness of front-line issues and support the visibility and 
accessibility of senior leaders within the Organisation.   
 
In April 2024, following publication of the Trust’s most recent CQC report, a ‘refresh and refocus’ 
approach was agreed to build on the previous programme, providing opportunities for open 
communication and a fair and transparent culture, enabling staff to talk freely about the 
challenges they are facing, but also their achievements and what they are proud of. By creating 
this environment of psychological safety, the Trust aims to provide the highest quality care and 
experience for staff and patients. 
 
This report provides an overview of the leadership walkabouts and informal visits that were 
undertaken in September and October by Senior Leaders, Executives and NEDs. Eighteen 
walkabouts were conducted. It also provides a summary of key themes identified during the 
walkabouts/visits undertaken, as well as both positive feedback and areas for improvement.  
 
Overall, staff felt able to raise any concerns and report incidents and were proud of their work 
and the patient care they provide. Areas of improvement which were identified include staffing 
resource, space and capacity issues, outstanding Estates work and frustrations with lack of, or 
not fit for purpose equipment. 
 

Recommendation 
The Trust Board is asked to note the contents of this report in relation to both positive feedback 
from Trust staff, and concerns/suggestions raised for improvements. 

Links to Strategic 
Objectives  

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

Impact  Quality Legal Finance 
Human 

Resources 
Equality & Diversity Sustainability 
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(please mark as 
appropriate) 

☐ ☐ ☐ ☒ ☐ ☒ 

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 

The previous Leadership Walkabouts and NED Informal Visits Report was presented to the 
Quality Committee and Trust Board in September 2024.  

 

 
 

 
  



Agenda item A6  
  
  
   

____________________________________________________________________________________________________ 
Board Visibility Programme – Leadership Walkabouts 
Trust Board – 29 November 2024 

 

 
BOARD VISIBILITY PROGRAMME 

 
1. INTRODUCTION 
 
The objective of the Board Visibility Programme is to provide a structure to help identify 
areas of care delivery requiring improvement, and the support and expertise to address the 
more difficult issues that may be impacting on quality and safety of patients and staff.  
 
During 2023, NEDs commenced an informal visits programme to supplement the pre-
existing Leadership Walkabout Programme. The informal visits are unaccompanied visits to 
areas/services across the Trust, with the areas selected generally identified by the individual 
NED. In addition, Executive Team members also undertake informal visits.  
 
This report provides an overview of the findings from the 18 walkabouts and visits 
undertaken during September and October. During this time nine scheduled Leadership 
Walkabouts were cancelled due to an unexpected change in availability at short notice. 
 
 
2. PROCESS 
 
The leadership walkabout programme involves two ‘streams’ which run in parallel each 
month: 
 
Stream 1 [Leadership Walkabouts]: Two senior leaders (Executive Team, Directors of 
Operations, Board Chairs, Associate Directors of Nursing, other senior managers within the 
Trust (8C and above) and senior managers from the Clinical Governance and Risk 
Department (CGARD)) participate in a one-hour joint visit to a pre-defined clinical or 
corporate area. Within this the Director of Operations and Clinical Board Chair are allocated 
a visit within their own Clinical Board with the aim of increasing visibility of the Board 
Leadership Team to staff working in that area. 

 
Stream 2 [NED informal visits]: NEDs undertake informal visits to a specific area within a 
Clinical Board that they are aligned to, or to an area that they are interested in visiting. In 
addition, the Chair undertakes regular informal visits to various areas/services across the 
organisation and the feedback from those visits is included within this report.  
 
Management of the Leadership Walkabout schedule is co-ordinated by the CGARD (stream 
one) and the Corporate Governance Team (stream two).  
 
The leadership walkabouts are announced, with the ward or area being notified of the 
walkabout, the team visiting and the time of their visit. The aim is to provide this 
information approximately one week prior to the visit.    
 
A short guide is provided to the walkabout team/NED visits which offers a summary of the 
purpose of the visit and includes prompts to facilitate informal productive conversations. 
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For example: 

• What does a great day here look like? 

• What stops you having great days? 

• What could be done to make things even better? 
 
Following the visit, the walkabout team are asked to provide a free-text summary report 
which highlights what they felt were the most important themes from the staff they spoke 
to. The template allows the inclusion of brief details of any issues addressed during visits 
and if any further action is required. The data is then collated by the CGARD (combined with 
the NED visits information) and presented in this report.   
 
 
3. SUMMARY OF FINDINGS 
 
As part of the programme the aim is for a minimum of eight Leadership Walkabouts to take 
place each month. The table below summarises the 18 walkabouts undertaken at the Royal 
Victoria Infirmary (RVI) and Freeman Hospital (FH), eight within stream one and ten by the 
NEDs, as part of stream two. Further detail is provided in the Summary of Findings Report in 
the Board of Directors Reading Room. 
 

Stream Area visited Site Membership of 
Walkabout Team 

Staff who took part in 
the conversations  

Stream 
One 

 

Ward 15 RVI Associate Director of 
Operations (DOps)   

Ward Sister, Staff 
Nurse, Domestic Staff 

Pre-assessment Unit RVI Director of 
Communications and 
Corporate Affairs and 
DOps  

Matron, Sister, 
Technical and Nursing 
Staff, Receptionist 

Catering RVI Associate DOps and 
Head of Facilities 

Catering Manager and 
Quality Monitoring 
Manager 

Catering FH Associate Director of 
Nursing and Patient 
Safety Incident Response 
Framework (PSIRF) 
Implementation Lead 

Catering Assistant, 
Cook, Deputy Catering 
Manager 

Ward 46 RVI NED, Deputy Director of 
Quality and Safety, 
Associate DOps  

Junior Sister 

Neuroradiology RVI Chief Operating Officer 
and Head of Nursing 

Head of Department, 
Radiographers, 
Consultant 

Pharmacy RVI Chief Information Officer 
and Deputy Director of 
Pharmacy 

Head of Operations 
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Stream Area visited Site Membership of 

Walkabout Team 
Staff who took part in 
the conversations  

Ward 1b RVI DOps and Deputy 
Director of Estates 

Sister, Staff Nurses, 
Domestic staff 

Stream 
Two 

Northern Medical 
Physics and Clinical 
Engineering 
 

FH NED Associate DOps and 
Business Manager 

Outpatients FH NED General Manager, 
Assistant Operational 
Manager and Matron 

Ward 34 and Coronary 
Care 

FH NED Nursing staff, HCA 

Ward 44/47 RVI NED Ward Sister, Nursing 
staff 

Mortuary RVI NED Not specified 

Cardiothoracic  FH NED Patients, Matron 
Medical staff, nursing 
staff and physiologists 

Paediatric Intensive 
Care Unit and Ward 23 

FH NED Head of Nursing, 
Consultants, Senior 
Sister 

Therapy Services RVI NED Associate DOps and 
various members of 
the team 

Palliative Care RVI NED Clinical Director, 
Senior Nurse and 
Nurse Specialist 

Rheumatology RVI NED Operational Service 
Manager, Sister, Ward 
Clerk 

 
There were several issues raised requiring immediate action or escalation: 

- A floor tile was cracked, and a door was broken in Catering, RVI. This had been 
reported several times. 

- Enquire about an issue regarding suitable mops on Ward 15. 
- Follow up the status of a business case for relocation of the GAIT laboratory. 
- Consideration about capacity for staff Christmas lunches. 
- Bathroom on Ward 46 awaiting work to be carried out for over a year to be escalated 

to Estates. 
- Follow up on reporting radiographer training and roles within the Clinical Board. 
- Digital Health and Delivery Teams to follow up issues identified on the Pharmacy visit 

related to automated alerts for Pharmacy when discharges are entered on Cerner, 
implementing the new DEPART process in Cerner that identifies medication changes 
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for discharge, closed loop medication process linked with Pharmacy stock control 
and the deployment of dispensing robots on all wards.  

- In Physiotherapy there are 15 permanent and 22 temporary posts. This requires new 
applications every three months (220 last time) and interviews. Each temporary post 
must be processed individually by Finance.  

- Discussed access (improved signage etc.) and requested this is considered when the 
Urgent Treatment Centre (UTC) is being built. 

- Consider deep dive into specific services for a future Quality Committee meeting e.g. 

Physiotherapy. 

- Review the 42-week funding model in community podiatry, for further discussion 

with the Integrated Care Board (ICB). 

 
Emerging Key Themes: 

- All wards visited were clean and tidy with a calm feel. 
- Overall, staff are proud to work in Newcastle Hospitals and work together to deliver 

an outstanding level of service. 
- All staff were aware of Freedom to Speak Up and would feel comfortable doing so. 
- There were mixed responses to the Perfect Week. In some areas it had worked well, 

and staff felt positive. In other areas they found it more stressful and felt it did not 
give a true reflection of usual activity. 

- There were frustrations with lack of available and fit for purpose equipment. 
- Some nursing staff were unaware of PSIRF. 
- Technology issues were raised in several areas. 
- Staffing challenges are ongoing. 
- Space and capacity remain an issue in all areas.  

 
 
4.  RECOMMENDATION 

 
To receive the report and note the content. 
 
Report of Louise Hall, Deputy Director of Quality and Effectiveness 
Prepared by Fiona Gladstone, Clinical Effectiveness Advisor 
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PUBLIC TRUST BOARD  

Date of meeting 29 November 2024   

Title CQC Update  

Report of 
Rob Harrison, Managing Director  
Ian Joy, Executive Director of Nursing  

Prepared by  Ellspeth Marshall, Project Manager  

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of Report 
For Decision For Assurance For Information 

☐ ☒ ☐ 

Summary 

This report provides a summary of key highlights including:  
- Improvement planning moved into Phase 2 with a focus on testing impact at all levels 

across the organisation.  
- The second cycle of the Rapid Quality and Safety Peer Reviews has commenced with a 

focus on areas not included in the first cycle to ensure the majority of the organisation is 
covered.    

- The independent review carried out by ‘thevaluecircle’ (TVC) focused on the Emergency 
Department and Surgery. The Trust is awaiting the final report whilst initial feedback of 
key themes is being shared with teams and improvement workstreams being 
established.  

- The next step is to integrate the current working arrangements into a business-as-usual 
framework which is being mapped at present.  

 

Recommendation 

The Board of Directors is asked to note:  
1. The highlighted areas of progress.  
2. The organisation is testing the impact of the improvement workstreams at all levels 

through various mechanisms and acting upon the findings appropriately.  
 

Links to Strategic 
Objectives  

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]  

1.2 – Failure to implement effective governance systems and processes across the Trust to 
assess, monitor and drive improvements in quality and safety.  

Reports previously 
considered by 

Regular report. The detailed report that was shared with the Quality Committee has been 
included within the Board Reading Room on AdminControl.  
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Key Highlights 
• Improvement planning moved to Phase 2 with a focus on testing impact across the 

organisation. 

• AuditOne, the Trust Internal Auditors, are carrying out further reviews in relation to 

service specific action plans and clinical board governance.

• The second cycle of Rapid Quality and Safety Peer Reviews commenced on 12 

November, supported by external partners.

• Clinical Boards:

• Movement to quality and safety priority plans reported through existing 

governance mechanisms.

• Clinical Board Leadership Development Programme moving into the next 

phase. 



Rapid Quality and Safety Peer Reviews 

• 20 ward areas covered on 12 November.

 

• Focus placed on areas that were not included in the first cycle and 

giving real time feedback on the day. 

 

• Additional visits planned to community sites.

• Further work to do on staff being able to verbalise changes in relation 

to lessons learnt.



Independent review by The Value Circle 

Approach:

• Document and data review.

• On-site service line inspections (Emergency Department and Surgery).

• Well led interviews with the Clinical Board triumvirates (Clinical Board 

Chair, Director of Operations and Head of Nursing). 

Next steps 

• Sharing initial themes with teams. 

• Feedback sessions and action planning to commence. 

• Awaiting final report. 
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Rob Harrison, Managing Director 
Patrick Garner, Director of Performance & Governance 
Louise Hall, Deputy Director of Quality & Effectiveness 
 

Prepared by  Elliot Tame, Senior Business Development Manager (Performance) 

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of Report 
For Decision For Assurance For Information 

☐ ☒ ☐ 

Summary 
This report is to provide assurance to the Board of Directors on the Trust’s performance against 
key Indicators relating to Quality & Safety, Access, People, Finance and Health Inequalities. 
 

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]  

 

Reports previously 
considered by 

This is a regular report provided to the Trust Board.  
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Executive Summary

Quality

• 26 Clostridioides difficile infections (CDIs) were recorded in September 2024, with this metric flagging 
concerning variation of a deteriorating nature (though within process limits). Cases deemed avoidable 
were attributed to poor stool documentation, delay in sampling/isolation/treatment and antimicrobial 
stewardship. Other Trusts both regionally and nationally have reported seeing an increase in CDIs.

• A further reduction in adult falls was recorded in September, with this metric highlighting special cause 
variation of an improving nature. Falls per 1,000 bed days have also reduced to 3.9, remaining 
significantly under the Trust target of 6.0. 

Performance

• Performance against the 62 Day cancer standard in August was 61.2%, continuing the trend of improving 
special cause variation, although there remains a consistent failure to hit the target. Consultants have 
been recruited into both Upper Gastrointestinal (GI) and Gynae services where capacity has been in 
deficit to demand.

• Performance improved slightly against the 5% diagnostic standard in September, with 36.7% of patients 
waiting longer than six weeks for their test, however there is special cause variation of a concerning 
nature identified from the data and the target is consistently failed. A whole service review is ongoing 
within Audiology whereby the waiting list has been split into age groups with additional resource initially 
being dedicated to improve the waiting times of paediatric patients.



Executive Summary
People

• Total sickness absence remained at 5.42% in September against a target of 4.50%. Whilst common cause variation is 
identified within the data the Trust continues to consistently fail to meet target. The Executive Team have approved 
proposals for funding to address gaps in the wellbeing offer to staff.

• The 12-month rolling average turnover for the Trust is now highlighting special cause variation of an improving nature, 
and has fallen below the target of 10%, having been routinely missed throughout the last 12 months. Offers of flexible 
working are in place and encouraged, whilst a pilot to encourage exit interviews (and facilitate stay conversations) was 
recently completed in Surgery & Associated Services and is to be evaluated to consider potential wider roll-out.

Finance

• As at Month 6 the Trust is reporting an overspend of £0.3 million against the planned deficit of £6.4 million (after the 
Control Total). This variance relates to the additional cost of the Junior Doctors Strike. The financial information includes 
the costs of the Consultant Pay Reform agreement for 2023/24 paid in May, with a pressure on drugs, partly off-set with 
income.

• There is reliance on non-recurrent measures to bridge the recurrent Cost Improvement Programme (CIP) gap of £13.5 
million.

Health Inequalities

• The November 2024 Health Inequalities update contains information on tobacco dependency in patients on acute 
inpatient pathways. Less than 20% of inpatient smokers referred to the Tobacco Dependency Treatment Service (TDTS) 
opt in for a treatment plan and onward referral to the Community Stop Smoking Service. Understanding the barriers to 
uptake of the offer and interventions to improve are being undertaken as part of the review of the TDTS.



SPC Assurance Matrix

Pass Flip flop Fail No Target

• Number of MRSA Cases
• Number of C. diff Cases

• Number of Klebsiella Cases
• Diagnostic 6 Week Performance

• Number of level 2 mortality reviews undertaken
• Diagnostic Waiting List Size

• Registerable (Maternal) Deliveries
• Registerable Births

• Pregnancy Bookings

• Maternal Re-admissions (Total) 
• Neonatal Re-admissions (Total)

• Moderate incidents
• BSOTS Initial Triage within 15 minutes

• Total number of inpatient deaths
• Proportion of inpatient admissions where death 

occurred
• RTT Waiting List Size

• Short-term Sickness Absence

• Mandatory Training

• Inpatient Acquired Pressure Ulcers
• Number of MSSA Cases
• Number of E. coli Cases

• Number of Pseudomonas aeruginosa Cases
• Never Events

• ATAIN
• Proportion of level 1 mortality reviews undertaken

• ED Performance - All Types (%)
• ED Arrival to Admission / Discharge >12 hours

• ED Trolly Waits >12 hours
• Cancer 28 Day Faster Diagnosis Standard

• Percentage of Verbal Duty of Candour Completed 
• RTT 18 Weeks Performance (%)

• RTT >65 Week Waits
• Trust Sickness Absence

• Pressure ulcers per 1,000 bed days
• Patient Safety Incidents per 1,000 bed days

• Severe/Fatal Patient Safety Incidents per 1,000 bed 
days

• Percentage of Written Duty of Candour Completed
• Number of Verbal Duty of Candour Not Complete 

within 10 Days
• Stillbirths

• Early neonatal deaths (0-7 days)
• Perinatal Mortality cases

• Caesarean section Deliveries (Total)                                   
• Elective Caesarean Deliveries

• Emergency Caesarean Deliveries
• Overall "Induction Of Labour"

• Blood Loss >1500ml (per 1,000 deliveries)
• Maternal deaths
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• Adult Patient Falls
• Cancer 62 Day Referral to Treatment Standard

• Trust Turnover
• Appraisal Compliance

• Falls per 1,000 bed days
• Long-term Sickness Absence

• EDI - Disability
• EDI - Ethnicity



Quality



Quality Overview

Health Care Acquired Infections (HCAI)

• The number of MSSA cases is now above the mean and monthly 
standard, with 12 recorded in September. 

• September saw a slight decrease in CDI cases compared to the previous 
month (22 v 26) – but there remains special cause variation of a 
concerning nature.

Harm Free Care

• There was a slight increase in September in the number of acute pressure 
ulcers reported from 49 to 59. However, the improving trend since 
December 2023 has been maintained.

• In September there was a further reduction in falls compared to the 
previous month (176 v 201).

Perinatal Quality Surveillance

• In October 2024 there were two early neonatal deaths. These infants 
were born extremely prematurely before 24 weeks of pregnancy. These 
figures were previously reported for term infants only. There was one 
stillbirth in October 2024 following a therapeutic termination for fetal 
anomaly.

• In 2023 the Trust was highlighted as an outlier for postpartum 
haemorrhage >1500ml per 1,000 births, this is no longer the case and the 
Trust has a Postpartum Haemorrhage (PPH) rate less than England and 
the North East and North Cumbria (NENC) average, and the lowest rate 
for 5 months.

• There were 43 term admissions in October 2024. The Trust previously 
reviewed cases where admission time on Neonatal Intensive Care Unit 
(NICU) was >4hours. The Trust is now reviewing all admissions including 
those babies who required minimal intervention leading to any period of 
separation from the mother and has commenced a deep dive into the 
admissions of the infants of diabetic mothers.

Metric Period Actual Target Variation Assurance

HCAI - 
MSSA

Sep-24 12 9

HCAI – C. 
Diff

Sep-24 22 12

Harm Free Care 
– Inpatient (IP) 

Acquired 
Pressure Ulcers

Sep-24 59 69

Harm Free Care 
– Adult Patient 

Falls
Sep-24 176 203

Stillbirths Oct-24 1

Blood Loss 
>1500ml

Oct-24
24

ATAIN Oct-24 43



Healthcare Associated Infections (1/2)
Standards

• Zero MRSA cases. 
• No more than 98 MSSA cases across the financial year (local target - 10% reduction from 2023/24). 
• No more than 136 CDIs, 247 E. coli cases, 108 Klebsiella cases or 39 Pseudomonas aeruginosa 

cases across the financial year.

Current Position

• September 2024 saw a slight decrease in CDI cases compared to the previous month (22 v 26). 
These cases are predominantly spread across three large Clinical Boards with complex cohorts of 
patients. From the 17 hospital-onset healthcare associated (HOHA) cases investigated (community-
onset healthcare associated (COHA) cases are not routinely reviewed), 6 were deemed 
unavoidable, 4 avoidable and the remaining 7 cases are awaiting final multi-disciplinary team 
(MDT) review.

• Cases deemed avoidable were attributed to poor stool documentation, delay in sampling/  
isolation/treatment and antimicrobial stewardship. This increase can be seen as multifactorial, 
attributed to the complexity of the patients requiring multiple broad-spectrum antibiotics, however 
Trusts both in the Northeast and nationally have reported seeing an increase in CDIs.

• September saw 2 MRSA bacteraemia cases (1 HOHA and 1 COHA) one of which was deemed 
avoidable (HOHA) and the other unavoidable - as the patient was not screened for MRSA in line 
with policy missing the opportunity to start eradication therapy, which would have reduced the 
burden of infection on the skin, reducing the risk of a bacteraemia occurring.

• The number of MSSA cases is now above the mean and monthly standard, with 12 recorded in 
September. Of these there were 10 HOHAs and 2 COHA. Investigations into the HOHA cases 
determined that 7 were deemed unavoidable and the remaining 3 are under investigation.

• In September there was an increase seen in E. coli bacteraemia cases (25 v 18), taking the total 
above the mean and monthly standard. Factors that lead to E. coli bacteraemia include 
hepatobiliary complexities, GI or intraabdominal collections or lower urinary tract. Of these five 
were COHA cases and 20 HOHA, of which 16 were deemed unavoidable as no lapses in care were 
identified, with the remaining 4 under investigation.

• The number of recorded Klebsiella bacteraemia cases increased to 22 in September (22 v 15) - 14 
HOHA cases and 8 COHA case. Upon investigation of the HOHA cases, 10 were deemed 
unavoidable, with the remaining 4 under investigation.

• Two Pseudomonas aeruginosa cases were registered in September - one COHA and one HOHA . 
The HOHA case was deemed unavoidable upon investigation. No special cause variation is noted.



Healthcare Associated Infections (2/2)
Action taken

• In order to tackle this rise in Clostridioides difficile infections (CDIs, a task and finish group has been 
established. Membership includes representation from the three clinical boards with the highest 
incidence. Outcomes from which include:

o Formulation of clinical board specific action plans, addressing themes from their CDI cases. 
These action plans will be monitored within clinical boards with oversight from the Infection 
Prevention and Control Committee (IPCC).

o A Trust wide action plan is being developed to address themes from cases of CDI, this includes 
the introduction of CDI/diarrhoea management eLearning package, which will be available from 
the end of December. In addition, the recent introduction of the end of shift nursing digital 
assessment document, will aid improvement in documentation.

o The IPC team are raising awareness regarding isolation, and encouraging clinical teams to report 
incidents whereby isolation cannot be achieved due to a lack of isolation facilities due to high 
occupancy levels. These incidents continue to be reviewed in the IPC operational group, with 
escalation to board when required.   

o The Patient Safety Incident Response Framework (PSIRF) process of investigating a case of CDI, 
has been reviewed, to provide closer collaboration with the clinical teams, and IPC. 

• A structured robust process for antimicrobial review in CDI cases with Antimicrobial Pharmacist 
continues. The in-depth review supports real time feedback to clinical teams and implementation of 
rapid improvement actions to facilitate safe and high standards of care.  

• The IPC Team continues to monitor, investigate and report all HCAIs. Findings are shared Trust wide via 
Clinical Board, Quality and Safety meetings, Quality Oversight Groups (QOGs), Matrons and Clinical 
Leaders forums.

• Action logs to focus on quality improvement initiatives in relation to healthcare associated infection are 
monitored by Clinical Board Matrons and reported through their QOGs (attended by the Director of 
Infection Prevention Control (DIPC) and IPC Matron). 

• IPC Operational Group continues to review any IPC incidents reported in datix such as lack of availability 
of isolation facilities due to high patient occupancy levels.

• Collaboration continues between IPC / Facilities / Estates Teams to ensure safe water provision.
• Work continues with Clinical Boards to improve compliance with invasive devices’ digital dashboards. 
• Antimicrobial Stewardship (AMS) and medicine management continue to work together to develop and 

implement AMS strategies. Stakeholders Strategic meeting continues as a subgroup of the Patient Safety 
Group which reports into Medicines Management Optimisation Group. 

• The DIPC continues to chair AMS strategic and operational group.



Harm Free Care: Pressure Damage
Standard

• A reduction target has been set at 20% year on year for pressure ulcers at Category II and above.

Current position

• There was a slight increase in September in the number of  acute pressure ulcers reported from 
49 to 59. The chart has been adapted to reflect a sustained reduction, therefore highlighting no 
special cause variation.

• There were four hospital acquired, or hospital deteriorated pressure ulcers identified as causing 
serious harm in September 2024, all of which were category III. Themes from these investigations 
include the identification of patient risk factors, the lack of use of the Trust pressure ulcer 
prevention framework, awareness within clinical teams of correct pressure ulcer categorisation, 
and lastly staff knowledge of pressure ulcer prevention measures with medical devices such as 
Non-Invasive Ventilation. The Tissue Viability team are providing education to address. 

Action taken

• Preparation is under way for ‘Stop the Pressure Ulcer’ week which is 18-22 November 2024.  The 
aim is to involve as many wards and departments as possible, to raise awareness and promote 
education around pressure ulcer prevention. Focused work will be done with those areas who 
report the highest number of pressure ulcers, as well as the tissue viability team sharing 
educational resources across the Trust.

• A  new part time Podiatrist post will join the Harm Free Care team, working collaboratively on 
Quality Improvement (QI) initiatives.

• Following a concern with the integrity of mattresses within critical care areas, this resulted in the 
undertaking of a Trust wide audit to ascertain the position. An action plan was initiated to ensure 
future monitoring and assurance, this included as follows:

• IPC are reviewing and renewing decontamination guidelines
• Mattress passports
• Monthly Mattress audits
• All Mattresses to have an asset ID added by Electronic Medical Engineers (EME)
• Covers labelled and transported as a pair for cleaning

• The areas who have participated in the Purpose T roll out have been audited, to review 
compliance. The results of this are currently being compiled.



Harm Free Care: Falls
Standard

• A reduction target has been set at 20% year on year for adult patient falls.

Current position:

• In September there was a further reduction in falls compared to the previous month (176 v 201), 
with falls with moderate or above harm recorded as 6.8% (12) of all falls (10 of which were 
categorised as moderate harm). Of the 2 categorised as major, both were head injuries.

• Falls per 1,000 bed days has also reduced to 3.9, remaining significantly under the Trust target of 
6.0. 

Action taken

• The Falls Prevention Coordinator (FPC) is actively identifying inpatients who have suffered 
multiple falls whilst in hospital. The FPC is liaising with the clinical areas where the patient 
resides, discussing with clinical staff, and providing advice on patient specific falls reduction 
strategies. Additionally, this information is documented in the patient’s notes, to ensure staff 
have access to recommendations to enhance further falls reduction.  

• Compliance with mandatory Falls Prevention training remains high at 97.5%.
• A Trust wide Enhanced Care Observation (ECO) audit  took place in September 2024, the audit 

shows improved compliance with the Trusts ECO policy, accuracy in assessment and 
documentation, with an increase in staff knowledge in assessing ECO levels. Work is still required 
to continue this improvement, with the roll out of Trust wide ECO bitesize training by the clinical 
educators. Trust wide ECO audits are planned as an ongoing schedule of twice per year to ensure 
monitoring and assurance. 

• Three wards have been identified to commence a project to identify if reducing caffeine has an 
impact in reducing falls. This project will start in January 2025.



Incident Reporting
Standards

• Continued trend of increased incident reporting across the Trust.
• Aim to achieve a target of zero Never Events.

Current Position

• The total number of patient safety incidents per 1,000 bed days reported in September 2024 has 
decreased for the second consecutive month – no special cause variation noted. A similar data 
trend was seen between August and September 2023. 

• The number of severe/fatal safety incidents per 1,000 bed days has decreased.
• No never events were declared in September 2024.
• 1 After Action Review was declared in September 2024.
• 1 Patient Safety Incident Investigations (PSII) was declared in September 2024.

Action taken

• Incident reporting remains a mandatory element of Trust induction.
• Clinical Boards have access to incident reporting rates and have identified areas of low reporting, 

implementing targeted plans to address this. 
• Raising awareness of incidents and dissemination the learning continues to take place through 

the Patient Safety Message of the week, the Patient Safety Bulletin and the Patient Safety 
Briefings.

• The position on Never Events continues to be monitored Trust wide, with a specific improvement 
focus in Ophthalmology which is reported on as part of the Quality Account.



Duty Of Candour
Standards

• Statutory Duty of Candour (notification of the relevant person of suspected or actual notifiable 
safety incidents) to be undertaken for all notifiable safety incidents.

• To encourage openness and a timely apology, the trust’s policy outlines verbal and written duty 
of candour should be completed within 10 days of the reported incident. 

Current Position

• Verbal duty of candour compliance taken as of 4 November 2024, shows there has been a slight 
reduction in completion following a high in May 2024. Written duty of candour compliance 
shows a similar trend.

• Compliance will continue to improve as incidents are reviewed, and an apologies provided to 
patients and their families. 

Action taken

• Learning Lab module on duty of candour being developed in conjunction with Technology 
Enhanced Learning  team. 

• Wider sharing of duty of candour compliance data at Trust-wide meetings. 
• Improvements made to simplify recording of duty candour completion within Datix and the  

opportunity to simplify recording in e-record with Digital Health Team being explored. 



Mortality Indicators (1/2)

Standards

• Due to the recent changes nationally to the Medial Examiner (ME) process, from September 2024 
it is now a statutory requirement all deaths are reviewed by either the Coroner or ME (level 1 
mortality review criteria). 

Current Position

• There were 153 inpatient deaths in total reported in September 2024, which is the same amount 
as reported 12 months previously. 

• The crude rate in September 2024 is 0.70%. 
• Out of the 153 inpatient deaths reported, 139 (91%) patients have received a level 1 mortality 

review and there are 36 level 2 mortality reviews entered into the Trust mortality review 
database. 

• In September 2024, there were no patient deaths with a high HOGAN grading. 
• In September 2024, there was 1 death with an identified learning disability. 

Action taken

• All inpatient deaths are continually monitored. 
• The number of level 2 mortality reviews will rise significantly over the coming months as 

Mortality & Morbidity (M&M) meetings continue to take place. 



Mortality Indicators (2/2)

Summary Hospital-level Mortality 
Indicator (SHMI)

Within the latest published SHMI 
data (June 2023 – May 2024) the 

Trust SHMI is at 0.92. This is within 
the "as expected” category.

Observed & Expected deaths 
Between June 2023 – May  2024 the 
Trust has 2,810 observed deaths and 

3,070 expected deaths. 

All data rolling 12 month periods. Data as reported by NHS England 
(NHSE).

Coding Depth
Coding depth has a substantial 
impact on mortality indicators. 

Within the latest published SHMI 
data the Trust has an elective coding 

depth of 6.8 and a non-elective 
coding depth of 6.2.

Spells with palliative code
Between June 2023 – May  2024 the 

Trust has a 2.1% palliative care 
coding rate. 

* An issue with the Trust’s Secondary Users Services data 
flow affected clinical coding completeness (now resolved). 



Friends & Family Test / Complaints

Current Position

• There were 4,887 responses to the Friends and Family test from the Trust in September 2024 under the pilot collection system.  
• The infographic shows the proportion of patients who give a positive or negative rating of the care they received. The response rates are shown in black.

• The Trust has opened 60 formal complaints In October 2024. The average number of complaints opened this financial year is 54, which is six complaints 
higher than the Trust average for the previous financial year.



Patient Experience Surveys
�Z�W���Œ�(�����š���t�����l�[���~�õ-16th September) Responses

• Newcastle Hospitals carries out monthly surveys of all inpatients attending the Trust and patients attending the Emergency Departments/Outpatients. The 
surveys have been designed to include all of the key questions from the questionnaire used in the Care Quality Commission (CQC) national patient survey 
programme and the NHS England Friends and Family Test.

• The survey methodology is predominantly online – surveys are sent out by SMS to patients within a month of their attendance. Patients are offered the 
opportunity to opt out of the survey or request a paper copy of the questionnaire by post. 

• This report includes all responses from patients attending or discharged during the ‘Perfect Week’ (9-16th September).

Inpatient Results

• The inpatient results for the perfect week are very good.  On average the Trust is in the top 20% of all Trusts in England. It is in the top 20% of questions for 
33 questions, middle 60% for eight and bottom 20% for one. The average score is 80%, 1% below the baseline. The threshold for the top 20% is 76%.

• 90% of patients rate the Trust as very good or good (The FFT Question), and overall scores by the two main sites are very similar: Freeman Hospital 80% (133 
respondents), The Royal Victoria Infirmary 79% (127). Overall results continue to be excellent in all areas, including waiting, noise a night, communication 
with staff, cleanliness, pain management, discharge planning, overall ratings and respect and dignity. Results could be improved in asking patients for their 
views on the quality of care.

Outpatient Results

• The outpatient results for the perfect week are very good.  On average the Trust is in the top 20% of all Trusts in England. It is the top 20% of questions for 
29 questions, middle 60% for one and bottom 20% for one. The average score is 90%, 1% above the baseline.  The threshold for the top 20% is 84%. 

• 96% of patients rate the Trust as very good or good (The FFT Question), and overall scores by the two main sites are very similar: Freeman Hospital 90% (857 
respondents), The Royal Victoria Infirmary 89% (1,074). Overall results continue to be excellent in all areas, including all aspects of communication between 
doctors and patients (and information about discharge), cleanliness, involvement in decisions, discharge planning, letters copied to patients, overall ratings 
and respect and dignity. The one area for improvement is in information to patients about the length of the waiting time and the reason for the wait.

Emergency Department (ED) Results

• Emergency Department results for the perfect week are very good.  Results are marginally up from the baseline measure, although there are no statistically 
significant changes. The Trust is in the top 20% of Trusts. It is in the top 20% on 14 questions, middle 60% on 10 questions and bottom 20% on 3 questions.  

• The average score is 79%, up from 76% at the baseline. Overall results are good in the following areas: information about waiting, communication with 
doctors and nurses, leaving the hospital, overall ratings. Results could be improved in pain management, amount of information given, patients feeling 
bothered or threatened by other patients.



Perinatal Quality Surveillance: Births

Deliveries/Births

• There were 605,479 live births in England and Wales in 2022, a 3.1% decrease from 624,828 in 2021 
and the lowest number since 2002. The impact of the reduced birth rate has been augmented by a 
reduction in market following the suspension of the Newcastle Birth Centre (NBC) services. This has 
had a significant impact on activity in other units and on patient safety. Mutual aid has been provided 
by Newcastle to neighbouring Trusts on a weekly basis. The NBC will provide services from December.

Stillbirths

• Newcastle is a tertiary referral Fetal Medicine Unit, providing care to the most complex cases from 
across NENC. This data includes termination for fetal anomalies >24 weeks gestation. There was one 
stillbirth in October 2024, this was following therapeutic termination. This case does not meet the 
criteria for review through the Perinatal Mortality Review Tool process or the Maternity and Newborn 
Safety Investigation (MNSI) process. (Average per 1000 births: England 3.2, NENC 3.6).

Early Neonatal Deaths

• These figures were previously reported for term infants only. The Trust are now reporting for liveborn 
infants from 20 weeks of pregnancy/weighing >400g (if unknown gestation) who received care by the 
Trust and sadly died within the first week of life, which accounts for the noted increase from 
September. The Trust has the highest level of neonatal intensive care provision supporting extremely 
premature babies. These deaths are reported to the Child Death Review panel who will have oversight 
of the investigation and review process. In October 2024 there were two early neonatal deaths of 
extremely premature babies (born under 24 weeks of pregnancy). 



Perinatal Quality Surveillance: Deliveries

Caesarean section deliveries

• There is no defined national metric for caesarean section rates.
• National reports, including Ockenden and Reading the Signals (East Kent) have highlighted lower 

caesarean section rates do not reflect patient safety or the importance of offering individualised 
and personalised care where women's voices are heard.

• In England 42.9% of births are caesarean section, in the NENC this is 39.2%.  The Trust is 
comparable with a caesarean section rate of 40.5% in October. 

Elective Caesarean section

• The average England elective caesarean rate is 18.2%. 
• The Trust elective caesarean rate was 19% in October.
• The rise in elective caesarean rates is partially due to an increasing proportion being undertaken 

due to maternal request in accordance with the NICE guidance. 
• The Trust has 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

• NHS Digital data for January 2024 47% of deliveries were spontaneous vaginal births, 10% had 
instrumental assistance, 19% were elective caesarean sections and 24% were emergency 
caesarean sections, the Trust is comparable with this national data.

• The Trust emergency caesarean rate in October was 21%.
• 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. 



Perinatal Quality Surveillance: Labour

Induction of Labour

• The number of women being induced during pregnancy has increased due to changes in national 
guidelines. Evidence suggests that inducing women in additional risk groups would improve 
outcomes and has driven a further increase in the induction rate, for example women with 
hypertension, diabetes in pregnancy and advanced maternal age.  England average for induction 
of labour Q1 2024-25 29.7% and NENC 33.8%. The Trust induction of labour rate was 42% in 
October 2024. 

Blood Loss >1500ml

• In 2023 the Trust was highlighted as an outlier for postpartum haemorrhage (PPH) >1500ml per 
1000 births. The average PPH rate for England is 30 per 1000 and NENC average is 27 per 1000. 
The Trust rate was 24 per 1000 in October, lower than previous 5 months. 

 Maternal Deaths

• Maternal deaths are reported to MBRRACE-UK and an annual national report is provided. Early 
maternal deaths are 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 to 365 
days of pregnancy. Direct deaths result 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 MNSI, investigation is dependent on certain criteria. There have been no maternal deaths 
reported in October 2024.



Perinatal Quality Surveillance: Admissions
Avoiding Term Admission into Neonatal Units (ATAIN)

• All unplanned admissions of term babies (37 – 41 weeks) into the neonatal unit are reviewed at a 
regular multi-disciplinary meeting and quality improvement themes identified. The Trust 
previously reviewed cases where admission time on NICU was >4hours. The Trust is now 
reviewing all admissions including those babies who a short period of separation from the 
mother, 12 of the 43 babies fell within this group. National benchmark for term admissions is 5%. 
The Trust are currently benchmarking term admission rates with other Tertiary units to 
understand our performance against similar units for this metric, and has commenced a deep 
dive to review the admission of infants of diabetic mothers.

Maternal Readmissions

• This is a new metric, work is ongoing to benchmark performance with national parameters. From 
National Maternity & Perinatal Audit (NMPA) Report (2022) the maternal postnatal readmission 
rate for England was 3.3%, with rates being higher following c/s compared with vaginal birth 
(4.3% vs 2.9%).  Maternal readmission rate for October was 1%.

Neonatal Readmissions

• This is a new metric, work is ongoing to benchmark performance with national parameters. 
Clinical Quality Improvement Metrics (CQIM) for ‘Babies readmitted to hospital who were under 
30 days old’ data is available for this indicator from March 2024- June 2024. The national rate for 
this period ranges from 5.3- 5.5%. Neonatal readmission rate for October was 8%.



Perinatal Quality Surveillance: Incidents, Bookings & Triage

Incidents

• There was one moderate (and above) incident reported in maternity this month, this met the 
referral criteria for Maternity and Newborn Safety Investigations (MNSI).

• There are national requirements for Trusts to refer specific cases to MNSI for external review. 
These include cases involving neonatal brain injury - Hypoxic Ischaemic Encephalopathy (HIE),  
Term Intrapartum Stillbirths, Early Neonatal deaths and Maternal deaths. 

Pregnancy Bookings

• The number of women choosing to book for care and delivery at the Trust has fallen steadily 
since January 2024. The Trust is aware that this decision has been influenced by the closure of 
the Newcastle Birthing Centre, this metric will be monitored closely following the re-opening of 
the service in December.

Birmingham Symptom Specific Obstetric Triage System (BSOTS)

• The Trust implemented the BSOTS triage system in January 2024. Performance has been 
improving with initial triage times, further metrics are being developed regarding ongoing care 
and medical review, which remains challenged. Comprehensive action plan for improvement in 
place.

• NENC are implementing a regional dashboard for BSOTS compliance for future reporting and 
oversight.



Perinatal Quality Surveillance: Antenatal & NIPE Screening

• 3 PSII Underway.
• Comprehensive action plan in place. Incident oversight group with NHSE & ICB  colleagues meeting fortnightly. 

Infectious 
Diseases  

FA2 
20 week 

anomaly scan 

FA3 T21,T18,
T13 Screening

ST2 
Timeliness of 

Antenatal 
Screening

ST3 
Completion of  
Family Origin 

Questionnaire
(FOQ) 

ST4a ST4b NB2 Avoidable 
Newborn blood 
spot screening 
(NBBS) repeats 

Acceptable >95% >95% Not set >50% >95% TBC TBC <2%

Achievable >99% >99% Not set >75% >99% TBC TBC <1%

Q3 99.6% 98.6% 100% 65.5% 96.7% 66.7% 100% 2.5%

Q4 100% 99.5% 99.9% 65.1% 91.8% 0% 50% 3.8%

Q1 99.6% 99.7% 100% 61.2% 95.5% 100% 100% 4.0%

Quarter 4 2023/24 S01 �t Percentage screen 
compliant <72 hours of 

age 

S02 �t Percentage eye 
abnormality suspected 

seen <14 days of 
examination

S03 �t Percentage hip 
ultrasound scan (USS) 
attended between 4 

and 6 weeks 

S04 �t Percentage of hip 
referral outcome decision 
made (<6 weeks corrected 

age) 

S05 �t Percentage 
suspected bi-lateral 
undescended testes 

seen <24 hours 

Acceptable 95% 95% 90% TBC 100%

Achievable 97.5% 100% 95% TBC -

Q2 92.9% n/a no babies 49.1% 56.5% 0% (n=3)

Q3 94.1% n/a no babies 67.3% 74.5% 100%

Q4 95.6% n/a no babies 74.5% 76.4% 100%

Q1 95.2% n/a no babies 76.4% 79.8% 100% (75% reported 
due to error)

Antenatal Screening

Newborn and Infant Physical Examination (NIPE) Screening



Perinatal Quality Surveillance: Patient Experience

Ward Experience Surveys

Work ongoing regarding patient experience across the maternity services. Current QI focus on postnatal ward experience from both a service user and staff 
perspective. Perinatal Inclusion and Engagement Group established to review and share patient experience data and inform improvements alongside 
Maternity Neonatal Voice Partnership. 

100% of the patients surveyed would recommend their overall experience on the ward during October.

Patient Comments

‘’It has been a really pleasant experience. The staff are really supportive. My mum did find it hard to find the ward as she came in at the other side of the 
hospital - maybe a map for visitors would be helpful.’’

‘’It is excellent here. The staff are so accommodating and approachable.’’



Performance



Performance Overview
Emergency Care

• Type 1 and overall performance in September fell from August to 60.7% (-
1.8%) and 75.0% (-1.5%) respectively. Monthly fluctuations in performance 
are in line with common cause variation.

• In September the target for less than 2% of patients to wait over 12 hours 
from Accident and Emergency (A&E) arrival to admission/discharge was 
achieved (1.2%). However, the target lies between the SPC process limits, 
meaning there is not yet assurance this target will be hit consistently.

Elective Waits

• September saw considerable decreases in the number of >65 & >52 week 
waits at Newcastle Hospitals, though these changes remain in line with 
common cause variation. The total number of patients waiting >78 weeks 
reduced to 21, with the number of patients waiting >65 weeks fell to 199. 

• The total waiting list (WL) size decreased slightly, in part due to additional 
administrative validation of patient pathways, but remained within the 
parameters of normal variation, albeit after a period of deterioration. 

Cancer Care

• In August the 77% 28 Day Faster Diagnosis Standard (FDS) was failed for the 
second successive month as performance dropped to 69.2%. This is within 
the level of natural variation to be expected given recent historical trends, 
as the target has only been sporadically achieved.

• 62 Day compliance in August was 61.2%, a continuing trend of improving 
special cause variation despite a consistent failure to hit the target.

Diagnostics

• Performance against the 5% standard improved slightly in September, with 
36.7% of patients waiting longer than six weeks for their test compared to 
38.3% in August. However, there is special cause variation of a concerning 
nature in the data and the target is consistently failed.

Metric Period Actual Target Variation Assurance

A&E Arrival to 
Admission / 
Discharge

Sep-24 75.0% 78%

A&E Trolley 
Waits

Sep-24 6 0

RTT 18 
Weeks

Sep-24 67.3% 92%

>65 Week 
Waiters

Sep-24 199 0

Cancer 28 
Day FDS

Sep-24 69.2% 77%

Cancer 62 
Day

Sep-24 61.2% 70%

Diagnostic 
6 Weeks

Sep-24 36.7% 5%



Emergency Care
Standards

• 78% of patients to be admitted/transferred/discharged from A&E in <4 hours (by Mar-25).
• No ambulance handovers to A&E exceeding 60 minutes.
• Less than 2% of patients to wait over 12 hours from A&E arrival to admission/discharge.

Current position

• Type 1 and overall performance in September fell from August to 60.7% (-1.8%) and 75.0% (-
1.5%) respectively. Monthly fluctuations in performance are in line with common cause variation.

• In September the target for less than 2% of patients to wait over 12 hours from A&E arrival to 
admission/discharge was achieved - performance was 1.2%. However, the target lies between 
the SPC process limits, meaning there is not yet assurance this target will be hit consistently.

• There were 6 Trolley waits >12 hours, well below the monthly average (50) in the last 12 months
• Handovers >60 minutes almost doubled with 71 in September compared to 36 in August. There 

were 424 handovers >30 mins, which was a 35% increase from the previous month.
• The current configuration of the Emergency Department (ED) estate contributes to issues with 

flow and was not designed for the current volume of attendances. Estate issues in the 
Assessment Suite are also causing challenges from a patient experience perspective.

Action taken

• The Emergency Department action plan is being refreshed based on learning gained from the 
Trust’s recent Perfect Week initiative which focused on improving patient flow and discharge. 
The plan is that any service improvements identified will be embedded into business as usual.

• Staffing - Changes have been made to the level of medical staffing and matron coverage within 
ED. Additionally, the ED has recruited to a patient flow coordinator role and the number of shifts 
covered by GPs within Paediatrics ED is improving.

• A workforce review has taken place and business case approved for additional medical staff to 
reduce waits to see a clinician, with full impact expected during the third quarter.

• The North East Ambulance Service NHS Foundation Trust (NEAS) will be completing a review of 
ED and will be sharing this with the department. 

• The development of a co-located Urgent Treatment Centre (UTC) and the re-design of Same Day 
Emergency Care (SDEC) are both progressing to help address estates issues. 



Elective Waits
Standards

• 92% of patients on incomplete RTT pathways to be waiting less than 18 weeks.
• Zero tolerance on incomplete RTT waits over 65 weeks (by Sep-24).

Current position:

• September saw considerable decreases in the number of >65 & >52 week waits at Newcastle 
Hospitals, though these changes remain in line with common cause variation. The total number of 
patients waiting >78 weeks fell to 21 (compared to 32 in August) including 11 patients waiting for 
corneal graft surgery - for which there is a national tissue shortage. The total number of patients 
waiting >65 weeks reduced to 199 (-74). 

• Whilst significant progress has been made over the financial year to reduce the number of long 
waiters, there have been challenges that have impacted the Trusts ability to meet the ambition of 
reaching zero patients waiting >65 weeks by the end of September 2024, including:

• Limited capacity for Mohs Micrographic surgery in Dermatology.
• Demand outstripping capacity within Trauma & Orthopaedics (T&O)/Spinal Surgery
• The identification of non-RTT patients appropriate for conversion to an RTT pathway and 

resulting prioritisation of treatment for these patients. 
• The total waiting list (WL) size decreased slightly, in part due to additional administrative 

validation of patient pathways, but remained within the parameters of normal variation, albeit 
after a period of deterioration. The total number of patients waiting >18 weeks stood at 33,056, 
with Referral to Treatment (RTT) 18-week performance recorded at 67.3% (-0.4%).

Action taken

• 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 Foundation 
Trusts (FTs) in the repatriation of referrals back to these providers where that it is clinically 
appropriate. 

• The improvements that have been seen over recent months have been driven by:
• Improved engagement in the development and monitoring of trajectories.
• Enhanced provision of progress reporting to the operational teams.
• More rigorous validation and application of the Trust’s access policy.
• Improved pooling of patients across the consultant teams in some specialties.



Cancer Care
Standards

• 77% of patients on a suspected cancer or breast symptomatic pathway to receive 
results/diagnosis within 28 days of referral (by Mar-25).

• 70% of patients to wait no more than 62 days from urgent/screening referral to first cancer 
treatment (by Mar-25).

• 96% to wait no more than 31 days from diagnosis to first cancer treatment.

Current position:

• In August the 77% 28 Day FDS was failed for the second successive month as performance 
dropped to 69.2%. This is within the level of natural variation to be expected given recent 
historical trends, as the target has only been sporadically achieved.

• 62 Day compliance for August was 61.2%, continuing the trend of improving special cause 
variation despite an overall consistent failure to hit the target.

• 31 Day performance continues to be short of the national target – 89.6% in August.
• Diagnostic delays remain within Pathology, Radiology and Endoscopy - Radiology are unable to 

meet the MRI request to report time of 10 days and CT request to report time of 7 days required 
to support the timely diagnosis of suspected cancers. MRI capacity shortfalls are particularly 
impacting Urology and there have been delays for cystoscopies.

• Various tumour groups have limited theatre capacity due to staffing shortages and ongoing 
theatre refurbishments.

• Workforce gaps are significantly impacting Gynae and Upper GI cancer performance.

Action taken

• Mobile units for MRIs and PET CT scans have been extended to provide extra temporary capacity.
• Head and Neck: The service are risk stratifying patients to ensure they are seen in priority order. 

Gynae: New consultants joined the service in September to increase capacity.
• Upper GI: Two additional Upper GI consultants have now been appointed, which will ensure 

additional capacity is secured in the medium to long-term.
• Lung: A number of improvement projects have commenced. There is also particular focus on the 

endobronchial ultrasound (EBUS) diagnostic element of the pathway.
• The refreshed monthly Quality & Performance Reviews for each Clinical Board are being used to 

monitor tumour group performance improvement trajectories and accompanying action plans.

62 Day Performance by Tumour Group �t August 2024

Brain 100% Head & Neck 66.7% Skin 88.2%

Breast 91.8% Lower GI 48.1% Testicular 100%

Gynae 77.8% Lung 33.5% Upper GI 39.8%

Haem 81.8% Sarcoma 76.9% Urological 44.6%

Newcastle Hospitals Total 61.2%



Diagnostics
Standards

• <=5% of patients on incomplete diagnostic pathways waiting six weeks or longer.

Current position:

• Performance against the 5% standard improved slightly in September, with 36.7% of patients 
waiting longer than six weeks for their test compared to 38.3% in August. However, there is 
special cause variation of a concerning nature in the data and the target is consistently failed.

• The volume of activity delivered per working day has remained static for 3 successive months. 
• The total WL size grew slightly by 122 patients from August’s figure and there continues to be 

special cause variation of a concerning nature due to the growing WL. 
• However, the number of 6 week breaches on the WL fell by 212 patients. There were 3,098 

patients waiting >13 weeks, which was very similar to in August. 
• Echocardiogram (ECHO) performance has declined considerably in the past 2 months, worsening 

from 12.3% in July to 45.5% in September. This follows a reduction in insourcing.
• Staffing deficits continue to constrain the volumes of activity several of our diagnostic services 

can undertake, particularly within Audiology.

Action taken

• The Community Diagnostic Centre (CDC) at the Metrocentre opened during October and this will 
increase capacity in numerous tests. Dependency on mobile CT units will be immediately 
reduced. Recruitment to posts at the CDC is ongoing to reduce reliance on insourcing in ECHO.

• Radiology have had approval to continue utilising additional mobile MRI units. 
• Utilisation and efficiency gains have been made through a dedicated improvement programme in 

main radiology booking and scheduling, which has improved both booking systems and 
processes. Additionally, the booking teams are holding daily huddles and the service is also 
implementing Dr Doctor to offer improved communication with patients.

• A data analyst has been appointed to specifically focus on improving diagnostics performance 
reporting and data quality, which should increase awareness and prominence across the Trust

• A whole service review is being undertaken within Audiology, including ensuring that patients are 
being referred appropriately into the service. The waiting list has been split into age groups with 
additional resource being dedicated to improve the waiting times of paediatric patients initially, 
whilst there are also plans being developed to introduce patient-initiated follow-up guidelines 
into the service, with regular reviews being discontinued after three years.

6 Week Diagnostic Performance by Modality �t September 2024

MRI 38.6% CT 9.1%

Non-obs US 1.2% DEXA 31.1%

Audiology 78.2% ECHO 45.5%

Electrophysiology 0.0% Neurophysiology 28.7%

Sleep Studies 71.9% Urodynamics 7.5%

Colonoscopy 17.9% Flexi-Sig 25.5%

Cystoscopy 0.0% Gastroscopy 19.8%

Newcastle Hospitals Total 36.7%



Contractual & Planning Standards (1/2)

Activity & Elective Care

Day Case 96.3% 96.5% 102.4% 96.8% 10,742 11,102 98.8%

Elective Overnight 103.3% 95.1% 103.0% 91.3% 1,670 1,829 98.3%

Outpatient New 93.2% 95.3% 95.2% 92.7% 24,633 26,561 95.2%

Outpatient Procedures 108.3% 104.4% 105.7% 100.4% 20,076 19,992 104.8%

Outpatient Review 111.1% 110.3% 112.7% 112.0% 64,737 57,786 112.8%

Non-Elective 87.7% 91.0% 82.8% 90.0% 946 1,051 87.6%

Emergency 102.9% 105.2% 97.1% 106.0% 6,153 5,807 103.9%

RTT 18 Week Wait 92% 68.9% 68.7% 67.7% 67.3% 68,106 101,162 68.4%

>78 Week Waiters Zero 15 18 32 21 21

>65 Week Waiters Zero (by Sep-24) 236 222 273 199 199

>52 Week Waiters As per submitted trajectory 2,357 2,499 2,560 2,420 2,420

RTT Waiting List Size As per submitted trajectory 101,810 102,763 102,589 101,162 101,162

Diagnostic Activity 120% of 19/20 activity 111.7% 114.7% 112.5% 112.7% 20,797 18,552 133.9%

Diagnostic 6 week wait <=5% (local target of <=15%) 36.0% 35.9% 38.3% 36.7% 5,882 16,035 35.8%

Day case rates (BADS procedures) 85% 86.4% TBC TBC TBC

Capped Theatre Util isation 85% 76.8% 74.1% 78.1% TBC

Urgent Ops. Cancelled Twice Zero 0 0 0 0 0 0

Cancelled Ops. Rescheduled >28 Days Zero 9 10 16 8 8 64

OP Activity Ratio: New/Procedure 46% 42.7% 42.4% 37.8% 41.8% 43,174 103,254 42.0%

>12 Week Waiters Validated 90% 63.6% 70.2% 79.5% 75.6% 24,204 32,028 67.6%

Outpatient Review Reduction 25% reduction vs 19/20 baseline 107.9% 109.6% 108.9% 109.6% 85,401 78,008 135.8%

PIFU Take-up (%) >=5% of all  OP atts. (by Mar-25) 2.1% 2.2% 2.2% 2.2% 2,549 115,191 2.1%

100% of 24/25 Plan (equivalent to 107% of 19/20 

value-weighted activity)

N/A

Theme Standard 24/25 YTDNum. Den.Jun-24 Jul-24 Aug-24 Sep-24



Contractual & Planning Standards (2/2)

Cancer Care

28 Day Faster Diagnosis 77% (by Mar-25) 79.2% 73.0% 69.2% TBC 1,940 2,803 77.5%

31 Days (DTT to Treatment) 96% 90.6% 88.9% 89.6% TBC 1,162 1,297 88.7%

62 Days (Referral to Treatment) 70% (by Mar-25) 65.3% 60.0% 61.2% TBC 240 392 61.1%

>62 Day Cancer Waiters 190 172 211 223 223

Urgent & Emergency Care

>=78% under 4 hours (by Mar-25) 73.9% 75.5% 76.5% 75.0% 14,658 19,552 74.3%

<=2% over 12 hours 2.1% 1.9% 1.3% 1.2% 239 19,552 2.2%

A&E Decision to Admit to Admission Zero over 12 hours 37 14 3 6 6 247

Adult General & Acute Bed Occupancy <=92% 80.2% 87.3% 83.7% 94.5% 1,363 1,442 87.2%

Ambulance Handovers <15 mins 65% 54.6% 56.3% 59.9% 53.0% 1,704 3,133 55.0%

Ambulance Handovers <30 mins 95% 84.2% 86.6% 88.8% 84.2% 2,737 3,133 85.8%

Ambulance Handovers >60 mins Zero 73 47 36 71 71 370

Urgent Community Response Standard >=70% under 2 hours 80.1% 75.7% 77.3% 86.5% 313 362 79.9%

Safe, High Quality Care

Mixed Sex Acommodation Breach Zero 99 83 78 70 70 544

VTE Risk Assessment 95% TBC TBC TBC 

Sepsis Screening Treat. (Emergency) TBC TBC TBC 

Sepsis Screening Treat. (All) TBC TBC TBC 

A&E Arrival to Admission/Discharge

>=90% (of sample) under 1 hour

Theme Standard 24/25 YTDNum. Den.Jun-24 Jul-24 Aug-24 Sep-24

57.0%

61.0%

87.9%



People



People Overview

Sickness

• Total sickness absence remained at 5.42%; target 4.50%.
• Slight increase in total sickness in September compared to August.
• Top reasons for sickness: anxiety/stress/depression 31%; cold/cough/flu 

10%; gastrointestinal 9%, 
• Short-term sickness increased in September to 1.86%.
• Long term sickness decreased in September to 3.17%.

Retention & Turnover

• Total turnover reducing since May 2023 to 9.59%; target 10%.
• Top reason for leaving: work-life balance 18.35%.
• Top destinations: no employment 39%; other NHS organisation 32.90% 

(includes retire-return).

Mandatory training

• Performance declined August to September to 92.38%; target 90%.
• Lowest performance in Medical and Dental 83.92%.
• Paediatric basic life support only mandatory training below 80%.

Appraisal

• Performance declining since July to 83.31%; target 90%.

Bank & Agency

• Bank expenditure £16,767,519.
• Agency expenditure £4,026,185.

Equality & Diversity

• Disabled staff increased to 5.45%.
• Black, Asian and Minority Ethnic (BAME) staff increased to 17.03%.

Metric
12-Month 

Rolling
Actual Target Variation Assurance

Sickness Sep-24 5.42% 4.5%

Short-term Sep-24 1.86%

Long term Sep-24 3.17%

Turnover Sep-24 9.59% 10%

Mandatory 
training

Sep-24 92.38% 90%

Appraisal Sep-24 83.31% 90%

Disabled 
staff

Sep-24 5.45%

Ethnicity 
(BAME staff)

Sep-24 17.03%



Sickness Absence 

• 12-month average to September 5.42%.
• September total sickness: 5.03%; short-term 

1.86%; long-term 3.17%.
• Top reasons for sickness:

o Anxiety/stress/depression 31%
o cold/cough/flu 10%
o Gastrointestinal 9%

• Main reason for staff sickness is anxiety/ 
stress/depression which accounts for 31% of 
all sickness absence and has an upward 
underlying trend since May 2023.

• Total full time equivalent days lost 280,131.
• Total cost of sick pay £29.6m.
• CS Estates has highest sickness 7.58%; short-

term sick 1.96%; long term sick 5.61%.
• Variation in sickness rates across Clinical 

Boards: 
o lowest is Clinical and Research Services 

4.34%; short-term sick 1.61%; long term 
sick 2.73%

o highest is Family Health 6.56%; short-term 
sick 1.99%; long term sick 4.57

• Health and Wellbeing Offer (HAWB) offer – Exec Team 
approved proposals for funding to address gaps in 
wellbeing offer including: mental health and 
psychological support; rapid access; leadership/ 
management training.  Proposals to be taken forward.

• Vaccine programme (flu and Covid) in process.
• Better Health at Work Award (Maintaining Excellence) 

– assessment visit 17 December; health needs 
assessment planned in January.

• Application of policy training being delivered across 
the Trust by Head of Culture and Head of Workforce 
Advisory Services.

• Monitoring – daily information available to managers 
via People Dashboard; monthly performance reviews 
held with Clinical Boards; monthly meetings held 
between HR and Clinical Boards (CB)/Corporate 
Services (CS).



Sickness Absence �t Absence reasons 



Sickness Absence �t FTE working days lost & Formal Action

280,131

FTE Working Days Lost 
due to sickness
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Turnover (1/2)

Recruitment

• 12-month average to September 9.59%.
• Chart shows performance is now meeting 

target with consistent downward trajectory. 
• September 2024 shows reduction of 0.11% 

from August which is illustrated by continued 
positive outlier flags (red dots).

• 1,568 leavers in 12-months to September 
2024: 23% were Nursing & Midwifery (368) 
and Administrative and Clerical 20% (316).

• Top destinations – No Employment (610, 
39%); Other NHS organisation (515, 33%).

• Top reasons – Work life Balance (286, 18%); 
Relocation (204, 13%) Retirement Age (202, 
13%)

• Flexible working – offer in place and 
encouraged.

• Exit process – under review; and ‘stay 
conversations’ being explored.  Pilot to 
encourage exit interviews (and facilitate stay 
conversations) completed in Surgery & 
Associated Services and to be evaluated to 
consider potential wider roll-out.

• Monitoring – daily information available to 
managers via People Dashboard; monthly 
performance reviews held with Clinical Boards; 
monthly meetings held between HR and 
Clinical Boards/Corporate Services.



Turnover (2/2)

Recruitment



Mandatory Training (1/2)

Recruitment

• Chart shows improvement with overall target 
consistently hit.

• Medical and Dental – have lowest overall compliance 
(84%) with low compliance in Adult Basic Life Support 
(68%), Fire Safety (74%); Paediatric Basic Life support 
(77%).

• Paediatric Life Support – overall compliance low at 
76% for September 2024.

• Safeguarding Level 3 – courses being re-assessed for 
content; concerns delivery must be face-to-face, 
multi-agency and continuous;  Safeguarding team no 
longer have a trainer post. 

• Venous Thromboembolism (VTE) – now live; on 3-
yearly update; part of Tier 3 (Trust-level) mandatory 
training.

• Oliver MacGowan – awaiting national instruction/ 
guidance. 

• Low compliance – automated email reminders and 
escalation route via managers in place; subject areas 
subject to a focussed improvement project.

• Resus – additional staffing capacity identified and team 
targeting hotspot areas.

• Statutory & mandatory national review – awaiting 
outcome and next steps. 

• Moving & handling – under review to improve 
capacity.

• Monitoring – daily information available to managers 
via People Dashboard; monthly performance reviews 
held with Clinical Boards; monthly meetings held 
between HR and Clinical Boards/Corporate Services.



Mandatory Training (1/2)

Recruitment



Appraisal Compliance

• Chart shows performance is not meeting 
target. 

• April-July 2024 showed consistent performance 
illustrated by positive outlier flags (red dots) 
with a reduction since August.

• 2,290 appraisals are overdue with highest 
numbers in Nursing and Midwifery (704) and 
Admin and Clerical (412).

• Clinical Board percentage compliance ranges 
from 77.00% to 89.79%.

• Corporate Service percentage compliance 
ranges from 57.69% to 100.00%.

• Audit report – rated compliance with policy as 
‘Reasonable’; action plan in place to address 
recommendations including launch of a new 
policy and approach April 2025.

• Monitoring – daily information available to 
managers via People Dashboard; monthly 
performance reviews held with Clinical Boards; 
monthly meetings held between HR and Clinical 
Boards/Corporate Services.
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Equality, Diversity and Inclusion (EDI) - Disability

Charts show percentage of staff in post each month by those 
disclosing a disability.

Percentage of staff employed disclosing a disability continues to 
demonstrate a month-on-month increase with the latest reporting 
period increasing to 5.45%.

Percentage of staff who have not disclosed their status is 11%.  An 
EDI campaign is in place from October to encourage staff to update 
their EDI record in Electronic Staff Record (ESR)



Equality, Diversity and Inclusion (EDI) - Ethnicity

Charts show percentage of staff in post each month by ethnicity 
(BAME).

Percentage of BAME staff continues to demonstrate a month-on-
month increase with the latest position reflecting BAME staff at 
17.03% of the workforce.

Percentage of staff who have not disclosed their status is very low 
at 1%.  An EDI campaign is in place from October to encourage staff 
to update their EDI record in ESR.



Finance



Finance Overview

Income & Expenditure

• Total income is £25.7 million ahead of plan, with pass through drugs, devices 
and deferred income at £13.3 million ahead of plan. 

• Total expenditure is £26million ahead of plan, off-set by income above and 
pressure of Industrial Action, drugs growth and CIP.

Cost Improvement

• There is reliance on non-recurrent measures to bridge the recurrent CIP gap 
of £13.5 million.

Elective Income

• The trust is slightly ahead on the ERF income by around £1.3 million.

Metric Period Actual Plan

Income Sep-24 £818.2m £792.5m

Expenditure Sept-24 £824.9m £798.9m

Surplus /(Deficit) Sept-24 (£6.7m) (£6.3m)

I&E Margin Sept-24 (0.8%) (0.8%)

Cost Improvement 
– Recurrent

Sept-24 £14.8m £29.7m

Cost Improvement 
– Non-Recurrent

Sept-24 £28m £10.2m

Elective Income Sept-24 £153.1m £151.8m

Capital (CDEL) Sept-24 £12.9m £11m



Overall Finance Position (1/4)

This page summarises the financial position of the Trust for the period ending 30th September 2024. The Trust has agreed a Financial Plan for 2024/25 with a break-
even position. As at Month 6 the Trust is reporting an overspend of £0.3 million against the planned deficit of £6.4 million (after Control Total). This variance relates 
to the additional cost of the Junior Doctors Strike. The financial information includes the costs of the Consultant Pay Reform agreement for 2023/24 paid in May, with 
a pressure on drugs, partly off-set with income. Delivery of the plan has a significant Cost Improvement Plan (CIP) and includes a number of non-recurrent factors.  

Capital Expenditure - The Plan for September is £12.9 million and the year to date expenditure is £11 million creating a variance of £1.9 million to date. 

Risks
• Delivery of the required levels of activity compared with 2019/20 activity levels - Red
• Reliance on non-recurrent income and expenditure benefits   - Amber 
• Achievement of CIP targets     - Amber
• Assumptions relating to inflation, subject to change and unfunded  - Amber

Financial Overview as at 30th September 2024

 

Income Expenditure Cost Improvement Analysis

0

20

40

60

80

100

120

2024/25 Income - Plan vs Actual £m 

Plan Plan ERF Actual Actual ERF

0

10

20

30

40

50

60

70

80

90

Apr May Jun July Aug Sept Oct Nov Dec Jan Feb Mar

2024/25 Pay & Non Pay - Plan vs Actual £m 

Plan - Non Pay Plan - Pay Actual - Non Pay Actual - Pay

 £-

 £20

 £40

 £60

 £80

 £100

 £120

 £140

£m

CIP Delivery vs Target

Recurrent Non-Recurrent Target



Overall Finance Position (2/4)

The reported performance for September 2024 is as follows:- 

Income 
• The in-month position is an overall favourable variance of £5,335k partly due to over-performance on matched drugs and devices and an over achievement on 

Non-recurrent income CIP. ERF income is on plan despite the impact of industrial action.
Expenditure
• Pay costs are £6m over plan at month 5 and include the costs associated with industrial action.  Total operating expenditure is £21.5m above plan due to increased 

costs relating to drugs and clinical supplies (including circa £9.3m that is matched with income) and unachieved CIP (£4.2m behind on expenditure).  

Plan Actual Variance Plan Actual Variance

Income & Expenditure Statement £000's £000's £000's £000's £000's £000's

Operating income from patient services 113,766 118,276 4,510 686,249 699,488 13,239

Other Patient Care - & Non NHS 2,271 2,148 (122) 13,623 15,811 2,188

Non Patient Care - Other Income 15,588 16,535 947 91,100 97,630 6,530

TOTAL OPERATING INCOME (WITHIN EBITDA) 131,625 136,960 5,335 790,972 812,930 21,958

Employee expenses 72,473 72,933 461 435,012 441,064 6,052

Drugs 23,187 23,958 771 137,832 146,872 9,040

Supplies & Services Clinical 13,116 14,740 1,624 80,567 85,303 4,736

Operating expenses excl. employee expenses 17,071 18,830 1,759 104,832 112,566 7,734

TOTAL OPERATING EXPENSES (WITHIN EBITDA) 125,846 130,462 4,615 758,244 785,806 27,562

NET FINANCE COSTS 5,174 4,584 (590) 52,276 42,456 (9,820)

OPERATING SURPLUS/(DEFICIT) 604 1,914 1,309 (19,548) (15,332) 4,216

Control Total & IFRS16 PFI Adjustments 1,070 1,279 208 (13,114) (8,599) 4,515

SURPLUS/(DEFICIT) FOR THE PERIOD/YEAR - CONTROL 

TOTAL (466) 635 1,101 (6,434) (6,733) (300)

Year To Date (September)In Month (September 2024)



Overall Finance Position (3/4)

Agency
• This  shows the  overall trend in agency usage over the last two years. This is running at around 0.5% of the gross staff costs. This is below the national target set at 

3.2%. Although this is positive compared with the national target, 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, with a 
decrease in September (Month 6) compared to previous months. 
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Overall Finance Position (4/4)

Elective Recovery Performance

Background
• Elective income (Ordinary Elective, Day Case, Outpatient New and Outpatient Procedure Income) is paid on a tariff basis.
• The clinical boards have committed to deliver a plan of £307m which is £4m higher than the nationally set target for elective activity. The graph above shows 

estimated performance against this plan.
• There is a time lag in recognising income relating to outpatient procedures - outpatient procedures attendances in review appointments default to outpatient 

reviews (which are outside of the Elective Recovery Fund (ERF) tariff payment) until they coded.

Current Position
• To week 22, total delivery is £904k away from the agreed plan (on the basis of the weekly model), however this is expected to improve back to target as outpatient 

procedures are coded. 



Health Inequalities



Overview: Tobacco Dependency in Acute Inpatient Pathways

• Smoking is a leading cause of morbidity and mortality and a key driver of health inequality in our population. 
• In October 2021 funding received from NHSE and the ICB (top up funding) supported the establishment and delivery of in-house tobacco dependence 

treatment services (TDTS) in the trust in maternity and in inpatients in 2022 in line with the NHS Long Term Plan (LTP) commitments around prevention. 
• Establishing tobacco dependency treatment services in provider trusts meets the recommendations in NICE guidance particularly guidance (PH48)  and the 

British Thoracic Society (BTS) audit as well as Saving Babies Lives Version 3 in Maternity. 
• A regulatory requirement for NHS providers is to demonstrate compliance with NICE guidance and national audit requirements. There are also expectations 

for publishing performance data and metrics with the recent NHSE statement on Health Inequalities duty under section 13SA of the NHS Act 2006 requiring 
NHS providers to report and publish in their annual report key metrics such as Tobacco Dependency Treatment data disaggregated by age, sex, ethnicity and 
deprivation.

• This report focuses on data relevant to the in-house Tobacco Dependency Treatment Service in the acute pathways. A better understanding of the 
demographic profile of smokers accessing the service and how this compares to all smokers admitted as well as all admitted patients in the same period 
(here chosen as April 2023-September 2024) allows us to use an equity lens to inform future delivery of the service and where resource needs to be 
prioritised.  

• The data sources used for this section include when mentioned Office for Health Improvement and Disparities (OHID) data on Trust catchment population, 
otherwise it would be and extracts from the inpatient Commissioning Data Sets (CDS). For the trust data these were presented by financial year 2023/2024 
and 2024/2025.

Table 1 - Inpatient hospital admissions where smoking 
status is recorded (April 2023 to September 2024)

Table 2 - Inpatient smokers and smokers seen by TDTS April 2023 -
September 2024 by local authority of residence 

Number Percentage 

Total number of 
smokers

14,884 16.3%

Non-smokers 76,470 83.7%

Total Admission 
where smoking 
status is recorded

91,354 100%

Patients consented 
to treatment by the 
TDTS

4207 18.2%

Newcastle residents Non- Newcastle 
residents 

Total 

Admitted 
smokers

10,988 49% 11,529 51% 22,471 100%

Inpatient 
smokers 

consented 
to be seen 

by TDTS 

1,974 47% 2,233 53% 4,207 100%



Age/Sex profile - Admitted patients (Apr 2023 - Sep 2024)

Figure 1: Total number of admissions Figure 2: Total percentage of admissions



Age/Sex profile �t NuTH Admitted smokers (Apr 2023 - Sep 2024)

Figure 3: Total number of smokers Figure 4: Total percentage of smokers



Age/Sex profile �t Smokers seen by TDTS (Apr 2023 - Sep 2024)

Figure 5: Total number of smokers seen by TDTS Figure 6: Total percentage of smokers seen by TDTS



Trust catchment population by Index of Multiple Deprivation (IMD) quintiles

Figure 7

Includes only Middle layer Super Output Areas (MSOAs) 
where the majority of patients are admitted to the Trust 

IMD Quintile 1 (most deprived) catchment 110,140 (36.22%) 
IMD Quintile 2 catchment 79,741 (26,23%)
IMD Quintile 3 catchment 39,597 (13.2%)
IMD Quintile 4 catchment  21,648 (7.12%)
IMD Quintile 5 catchment 52,927 (17.41%)



Smokers admitted/accepted referral to TDTS by IMD quintile 

Figure 8 Figure 9

Figure 10 Figure 11



Patient smokers engaging with TDTS by electoral ward

Figure 12

Figure 13



Trust Catchment by Ethnicity

Figure 15

White: 262,829 (86.44%)
Asian: 27,519 (9.05%)
Black: 5,184 (1.7%)
Mixed: 4,448 (1.46%)

Figure 14 �t Trust Catchment by Ethnicity (2020)



Health Inequalities Summary (1/2)

• Despite evidence (not shown here) that 2 out of 3 smokers referred from Newcastle Hospital to Newcastle Stop Smoking Service – Change Grow Live (CGL) 
have been referred from the Trust Tobacco Dependency Treatment Service (TDTS) in the acute inpatient pathways less than 20% (or 1 in 4 inpatient smokers 
referred to the service) opt in for a treatment plan and onward referral to Community Stop Smoking Service (Table 1). Understanding the barriers to uptake 
of the offer and interventions to improve is being undertaken as part of the review of the TDTS.

• It is worth noting that all patients identified as smokers on admission are given Very Brief Advice (VBA) by frontline staff and supported for temporary 
abstinence by prescribing Nicotine Replacement Therapy (NRT) or supplying an NRT patch as per Trust NRT Protocol.

• The crude prevalence of smoking in the inpatient population in the period April 2023 to September 2024 is 16.3% (Table 1) which is higher than that in the 
general population of the North East of England and Newcastle. It is also over three times as high as the target set by Fresh and the ICB to reduce smoking 
prevalence to 5% or less by 2030. 

• The Age and Sex Pyramid for all admissions between April 2023 and September 2024 and inpatient smokers are somehow comparable. However, this is not 
the case for smokers who accepted a treatment plan by the TDTS in April 2023-September 2024. The highest proportion of smokers engaging with the 
service is from males in the 70-74 age category and those between 50-59 years old. A very low proportion of patients in the 60-64 age category seem to 
have engaged with the service in the period April 2023-September 2024. 

• Inpatient smokers admitted in the period between April 2023-September 2024 are more socioeconomically disadvantaged compared to the Trust catchment 
population and that applies to all age categories especially the 18-64 year olds (Figures 8-9). Smokers aged 18-64 and 65-74 accepting the TDTS offer 
between April 2023-September 2024 are comparable to inpatient smokers in socioeconomic disadvantage (i.e. over 50% reside in the 20% more deprived 
areas nationally based on the index of multiple deprivation). However, inpatient smokers aged 75-84 that engaged with the TDTS in this period were more 
socioeconomically deprived than the same age group in inpatient smokers (53% living in the 20% most deprived areas nationally compared to 42%). 



Health Inequalities Summary (2/2)

• Patients who live in Newcastle and who have engaged with the TDTS in April 2023-September 2024 were considerably more socioeconomically deprived 
than those from outside Newcastle (67% lived in the 20% most deprived areas compared to 41% for those from outside the area) (figure 12).

• For the smokers who engaged in the service in this period and were referred onwards to the community Stop Smoking Service in Newcastle the majority 
came from electoral wards with considerable socioeconomic disadvantage such as Elswick, Byker and Walker. Insights from these data will help inform 
service development in collaboration with the Commissioners of the Community Stop Smoking Service and with NHSE for the uptake of the Advanced 
Pharmacy Offer maximising referrals when possible to community pharmacists in these wards and hence giving patients more choice to get support in 
quitting smoking. 

• Figure 15 shows that ethnicity for patients admitted to Newcastle Hospitals in the period April 2023-September 2024 compares to admitted smokers and 
smokers who took up the offer by the TDTS. The ethnic profiles are similar in that the majority (over 95%) are White British. These differ from that of the 
catchment population for NuTH (based on the OHID data in 2020 but also that of the population in Newcastle that is ethnically more diverse with 86% White 
British).  

• There is no patient level data to allow us to look at the cohorts of patients who quit at 4 and 12 weeks (outcome data). These data are collected by the 
Community Stop Smoking Service and reported to us as aggregate figures. Currently the in TDTS in the acute inpatient pathways and the Community Stop 
Smoking Service commissioned by Public Health at Newcastle City Council are undergoing a service review in anticipation of recommissioning. The contracts 
have been extended until end of September 2025. This offers an opportunity to plan our services in a way that takes into account population needs and 
equity of uptake and outcomes. 
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SPC Icons & How to Interpret (1/4)

Variation/Performance Icons

Icon Technical Description What does this mean? What should we do?

Common cause variation, NO 
SIGNIFICANT CHANGE.

This system or process is currently not changing 
significantly.  It shows the level of natural variation you 
can expect from the process or system itself.

Consider if the level/range of variation is acceptable.  If 
the process limits are far apart you may want to change 
something to reduce the variation in performance.

Special cause variation of an 
CONCERNING nature where the 
measure is significantly HIGHER.

�^�}�u���š�Z�]�v�P�[�•���P�}�]�v�P���}�v�J��Your aim is to have low 
numbers but you have some high numbers – 
something one-off, or a continued trend or shift of high 
numbers.

Investigate to find out what is happening/ happened.
Is it a one off event that you can explain?
Or do you need to change something?Special cause variation of an 

CONCERNING nature where the 
measure is significantly LOWER.

�^�}�u���š�Z�]�v�P�[�•���P�}�]�v�P���}�v�J��Your aim is to have high 
numbers but you have some low numbers - something 
one-off, or a continued trend or shift of low numbers.

Special cause variation of an 
IMPROVING nature where the 
measure is significantly HIGHER.

Something good is happening!  Your aim is high 
numbers and you have some - either something one-
off, or a continued trend or shift of low numbers.  Well 
done! Find out what is happening/ happened.

Celebrate the improvement or success.
Is there learning that can be shared to other areas?Special cause variation of an 

IMPROVING nature where the 
measure is significantly LOWER.

Something good is happening! Your aim is low 
numbers and you have some - either something one-
off, or a continued trend or shift of low numbers. Well 
done!

Special cause variation of an 
increasing nature where UP is not 
necessarily improving nor 
concerning.

�^�}�u���š�Z�]�v�P�[�•���P�}�]�v�P���}�v�J��This system or process is 
currently showing an unexpected level of variation  – 
something one-off, or a continued trend or shift of high 
numbers.

Investigate to find out what is happening/ happened.
Is it a one off event that you can explain?  
Do you need to change something?
Or can you celebrate a success or improvement?

Special cause variation of an 
increasing nature where DOWN is 
not necessarily improving nor 
concerning.

Something’s going on! This system or process is 
currently showing an unexpected level of variation  – 
something one-off, or a continued trend or shift of low 
numbers.



SPC Icons & How to Interpret (2/4)

Assurance Icons

Icon Technical Description What does this mean? What should we do?

This process will not consistently HIT 
OR MISS the target as the target lies 
between the process limits.

The process limits on SPC charts indicate the normal 
range of numbers you can expect of your system or 
process. If a target lies within those limits then we 
know that the target may or may not be achieved. The 
closer the target line lies to the mean line the more 
likely it is that the target will be achieved or missed at 
random.

Consider whether this is acceptable and if not, you will 
need to change something in the system or process.

This process is not capable and will 
consistently FAIL to meet the target.

The process limits on SPC charts indicate the normal 
range of numbers you can expect of your system or 
process. If a target lies outside of those limits in the 
wrong direction then you know that the target cannot 
be achieved.

You need to change something in the system or process 
if you want to meet the target. The natural variation in 
the data is telling you that you will not meet the target 
unless something changes.

This process is capable and will 
consistently PASS the target if 
nothing changes.

The process limits on SPC charts indicate the normal 
range of numbers you can expect of your system or 
process. If a target lies outside of those limits in the 
right direction then you know that the target can 
consistently be achieved.

Celebrate the achievement.  Understand whether this is 
by design (!) and consider whether the target is still 
appropriate; should be stretched, or whether resource 
can be directed elsewhere without risking the ongoing 
achievement of this target.
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SPC Icons & How to Interpret (3/4)

Assurance
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Excellent                                                                  
Celebrate and Learn

• This metric is improving. 
• Your aim is high numbers and you have 

some.
• You are consistently achieving the target 

because the current range of performance 
is above the target.

Good                                                              
Celebrate and Understand

• This metric is improving. 
• Your aim is high numbers and you have 

some.
• Your target lies within the process limits so 

we know that the target may or may not be 
achieved.

Concerning                                                   
Celebrate but Take Action

• This metric is improving. 
• Your aim is high numbers and you have 

some.
• HOWEVER your target lies above the 

current process limits so we know that the 
target will not be achieved without change.

Excellent                                                                                      
Celebrate

• This metric is improving. 
• Your aim is high numbers and you have 

some.
• There is currently no target set for this 

metric.

Excellent                                                                  
Celebrate and Learn

• This metric is improving.
• Your aim is low numbers and you have 

some.
• You are consistently achieving the target 

because the current range of performance 
is below the target.

Good                                                              
Celebrate and Understand

• This metric is improving. 
• Your aim is low numbers and you have 

some.
• Your target lies within the process limits so 

we know that the target may or may not be 
achieved.

Concerning                                                   
Celebrate but Take Action

• This metric is improving. 
• Your aim is low numbers and you have 

some.
• HOWEVER your target lies below the 

current process limits so we know that the 
target will not be achieved without change.

Excellent                                                                                      
Celebrate

• This metric is improving. 
• Your aim is low numbers and you have 

some.
• There is currently no target set for this 

metric.

Good                                                              
Celebrate and Understand

• This metric is currently not changing 
significantly. 

• It shows the level of natural variation you 
can expect to see.

• HOWEVER you are consistently achieving 
the target because the current range of 
performance exceeds the target.

Average                                                      
Investigate and Understand

• This metric is currently not changing 
significantly. 

• It shows the level of natural variation you 
can expect to see.

• Your target lies within the process limits so 
we know that the target may or may not be 
achieved.

Concerning                                                
Investigate and Take Action

• This metric is currently not changing 
significantly. 

• It shows the level of natural variation you 
can expect to see.

• HOWEVER your target lies outside the 
current process limits and the target will not 
be achieved without change.

Average                                                                                    
Understand

• This metric is currently not changing 
significantly. 

• It shows the level of natural variation you 
can expect to see.

• There is currently no target set for this 
metric.

Concerning                                                
Investigate and Understand

• This metric is deteriorating.
• Your aim is low numbers and you have 

some high numbers.
• HOWEVER you are consistently achieving 

the target because the current range of 
performance is below the target.

Concerning                                               
Investigate and Take Action

• This metric is deteriorating.
• Your aim is low numbers and you have 

some high numbers.
• Your target lies within the process limits so 

we know that the target may or may not be 
missed.

Very Concerning                                      
Investigate and Take Action

• This metric is deteriorating.
• Your aim is low numbers and you have 

some high numbers.
• Your target lies below the current process 

limits so we know that the target will not be 
achieved without change

Concerning                                                                                
Investigate

• This metric is deteriorating.
• Your aim is low numbers and you have 

some high numbers.
• There is currently no target set for this 

metric.



SPC Icons & How to Interpret (4/4)
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Concerning                                                
Investigate and Understand

• This metric is deteriorating.
• Your aim is high numbers and you have 

some low numbers.
• HOWEVER you are consistently achieving 

the target because the current range of 
performance is above the target.

Concerning                                                
Investigate and Take Action

• This metric is deteriorating.
• Your aim is high numbers and you have 

some low numbers.
• Your target lies within the process limits so 

we know that the target may or may not be 
missed.

Very Concerning                                      
Investigate and Take Action

• This metric is deteriorating.
• Your aim is high numbers and you have 

some low numbers.
• Your target lies above the current process 

limits so we know that the target will not 
be achieved without change

Concerning                                                                                
Investigate

• This metric is deteriorating.
• Your aim is high numbers and you have 

some low numbers.
• There is currently no target set for this 

metric.

Unsure                                                       
Investigate and Understand

• This metric is showing a statistically 
significant variation.

• There has been a one off event above the 
upper process limits; a continued upward 
trend or shift above the mean.

• There is no target set for this metric.

Unsure                                                       
Investigate and Understand

• This metric is showing a statistically 
significant variation.

• There has been a one off event below the 
lower process limits; a continued 
downward trend or shift below the mean.

• There is no target set for this metric.

Unknown                                                                       
Watch and Learn

• There is insufficient data to create a SPC 
chart.

• At the moment we cannot determine either 
special or common cause.

• There is currently no target set for this 
metric
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