
Public Trust Board of Directors  

Friday 30 January 2026, 10:15 – 12:00 

Piano Room, Royal Victoria Infirmary (RVI) 

 

Agenda  

 Time Item Purpose Lead 

1. Formal meeting agenda 

a.  10:15  Apologies for absence and 
declarations of interest 

For discussion  Paul Ennals 

b.  10:16 Minutes of the Public Board of 
Directors meeting held on 28 
November 2025 and matters 
arising 

 

For discussion & 
approval 

Paul Ennals 

c.  10:17 Chair’s Report For discussion & 
assurance 

Paul Ennals 

d.  10:23 Chief Executive Report  For discussion & 
assurance 

Rob Harrison 

2. Focus on Fundamentals – Quality, Performance and Finance 

a.  10:30 Patient and Staff Stories 
 

For assurance  Ian Joy 

b.  10:35 Trust response to the Grant 
Thornton Well Led review 

For discussion & 
assurance  

 

Ian Joy  

c.  10:40 Board Visibility Programme 
 

For discussion & 
assurance  

 

Rachel Carter 

d.  10:45 Integrated Board Report  For discussion & 
assurance  

 

Patrick Garner & 
Executive Leads 

e.  10:55 Joint Medical Directors Report 
including:  
i) Guardian of Safe Working 

Report 
 

For discussion & 
assurance 

Michael Wright & 
Lucia Pareja-

Cebrian  

f.  11:05 Executive Director of Nursing, 
Midwifery and Allied Health 
Professionals (AHPs) Report  
 

For discussion & 
assurance 

Ian Joy 

g.  11:12 Maternity: 
i) Perinatal Quality Surveillance 

Report including Maternity 
Incentive Scheme progress 
report 

ii) Maternity Safety Champion 
Report  

For discussion & 
assurance 

 
Jenna Wall 

 
 
 

Liz Bromley 
 

 

h.  11:18 Developing the Service Review 
Programme in Newcastle 
Hospitals 

For assurance Sue Hillyard 



 

 Time Item Purpose Lead 

3. Make it better for colleagues – IT, People and Estate  

a.  11:24 Anti-racism framework For approval & 
assurance 

Caroline Docking, 
Lee-Ann Naidoo & 

Ilisha Purcell 

b.  11:32 Resident Doctors 10 point plan 
update 

For assurance  Sam Richardson 

4. Look to the future – Strategy, Neighbourhood Teams and GNCH 

5. Items to approve  

a.  11:42 Board Assurance Framework 
(BAF) 
 

For approval & 
assurance 

Patrick Garner 

6. Items to receive [To cover by exception only]  

a.  11:48 Committee Chairs Meeting Logs For receipt  Committee Chairs  
 

b.  11:53 Learning from Deaths  For receipt  Rachel Carter 

c.  11:56 Meeting Action Log  For receipt  Paul Ennals  

7. Any other business 

a.  11:57 Any other business 
 

For discussion All 

 
Date and Time of Next Meeting: Friday 27th March 10:15 – 12:15, Piano Room, Peacock 

Hall, RVI 

 

 

 

 

 

 

 

 

 

 

Sir Paul Ennals, Chair  

Mrs Liz Bromley, Non-Executive Director and Maternity Safety Champion 

Mr Rob Harrison, Acting Chief Executive Officer 

Mr Ian Joy, Executive Director of Nursing 

Dr Michael Wright, Joint Medical Director 

Dr Lucia Pareja-Cebrian, Joint Medical Director 

Mrs Sue Hillyard, Interim Executive Director of Operations   

Mrs Rachel Carter, Director of Quality and Safety  

Mr Patrick Garner, Director of Performance and Governance 

Mrs Caroline Docking, Director of Communications and Corporate Affairs  

Mrs Jenna Wall, Director of Midwifery 

Lee-Ann Naidoo, Improvement Programme Manager  

Ilisha Purcell, Equality, Diversity and Inclusion (EDI) Manager  

Sam Richardson, Chief Registrar 



Agenda Item A1(b)  

________________________________________________________________________________________________ 
Minutes of the Public Trust Board of Directors Meeting – 28 November 2025 [DRAFT] 
Trust Board – 30 January 2026 

PUBLIC TRUST BOARD OF DIRECTORS MEETING 
 

DRAFT MINUTES OF THE MEETING HELD 28 NOVEMBER 2025 
 
 
Present: Paul Ennals [Chair]  Chair   
 Rob Harrison  Acting Chief Executive Officer  
 Lucia Pareja-Cebrian   Joint Medical Director [JMD] 
 Michael Wright   JMD 
 Jackie Bilcliff  Chief Finance Officer 
 Ian Joy  Executive Director of Nursing, Midwifery 

& Allied Health Professionals (AHPs)  
 Vicky McFarlane Reid  Director for Commercial Development & 

Innovation / Interim Executive Lead for 
People & Organisational Development  

 Sue Hillyard   Interim Director of Operations  
 Bill MacLeod  Non-Executive Director (NED) 
 Liz Bromley   NED (joined from 10:31 to 11:38) 
 David Weatherburn  NED  
 Anna Stabler   NED 
 Bernie McCardle  NED 
 Hassan Kajee  NED 
 Phil Kane  NED  
 Wendy Balmain   NED 
          
In attendance:   
Nini Adetuberu, Associate NED  
Paul Hanson, Director of Estates, Facilities and Strategic Partnerships    
Caroline Docking, Director of Communications and Corporate Affairs   
Martin Wilson, Director - Great North Healthcare Alliance (GNHA) & Strategy 
Patrick Garner, Director of Performance and Governance   
Annie Laverty, Chief Experience Officer 
Kelly Jupp, Trust Secretary  
Jenna Wall, Director of Midwifery (for item 25/2 i) c)) 
 
Observers: 
Hugh McKendrick, Public Governor 
Dan Frend, Management Trainee – Newcastle Hospitals  
Mark Oxley, Videographer, Newcastle Hospitals 
Loredana Trevi, Trainee Healthcare Scientist: Visual Electrodiagnostics Service Newcastle 
Hospitals  
Tania Bell, Member of the public  
Paul Watson, Member of the public  
 
Secretary: Lauren Thompson      Corporate Governance Manager / Deputy Trust 
Secretary  
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Note: The minutes of the meeting were written as per the order in which items were 
discussed.  
 

25/26 STANDING ITEMS: 
 

i) Apologies for Absence and Declarations of Interest 
 
Paul Ennals welcomed all attendees to the meeting and advised that some agenda items 
had already been discussed at length in previous Board Committee meetings and therefore 
may not be covered in as much detail today. 
 
Apologies were received from attendees Rachel Carter, Director of Quality and Safety, Dave 
Elliott, Chief Digital Officer, and Amy Callow, Associate Director for People and Organisation 
Development.  
 
It was resolved: to (i) note the apologies for absence and that there were no new 
declarations of interest.  
 
ii)  Minutes of the previous meeting held on 26 September 2025 and matters arising  
 
The minutes of the meeting held on 26 September 2025 were accepted as a true record of 
the business transacted.  
 
Paul Ennals commended the Board of Directors for achieving 100% compliance with flu 
vaccinations.  
 
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’s Report was received for information. 
 
Paul Ennals highlighted the following points: 

• Despite the ongoing industrial action, delivery of almost all elective activity had 
continued. Appreciation was expressed to staff and resident doctors for their support 
during this period. 

• A report had recently been published into breast services at County Durham and 
Darlington NHS Foundation Trust (CDDFT) and the trust had issued an apology to 
those let down by those services. A review of processes within Newcastle Hospitals 
was underway in the light of learning from CDDFT, and any lessons learned or actions 
required would be acted upon.  
 

Bill MacLeod raised a question regarding the recent Supreme Court Judgment definition of 
biological sex to which Martin Wilson emphasised the need to prepare for potential 
developments, recognising their implications and confirming that staff were being fully 
supported. He noted that a Code of Practice was expected to be published which was 
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expected to prompt public and political debate, and stressed the importance of ensuring 
readiness for these discussions. Meetings were underway with several organisations to 
focus on sharing learning and best practice. Strong engagement and constructive 
conversations had taken place with staff and Governors.  
 
It was resolved: to receive the report. 
 
iv) Chief Executive’s Report, including Care Quality Commission (CQC) update 
 
Rob Harrison highlighted the following points: 

• Continued improvements on Referral to Treatment (RTT) performance, while focussed 
on addressing the ongoing challenges in cancer pathways. 

• The importance of creating the right conditions for colleagues to deliver high-quality 
care, ensuring a supportive and effective working environment. Positive feedback had 
been received regarding the roll out of new IT equipment. This had enabled enhanced 
system speed and hardware performance, providing staff with reliable IT equipment 
to enable them to carry out their roles more efficiently. 

• Newcastle ‘Place’ work was ongoing through the Integrated Care Board (ICB) sub-
committee. This was focussed on understanding and mapping existing community 
services and fostering collaborative working through neighbourhood models. 
 
Delivery plan information and further guidance was awaited. Martin Wilson was 
scheduled to join the next sub-committee meeting to assist with governance and 
decision-making. 
 
A comprehensive spreadsheet mapping current services and community assets was 
being developed to provide clarity and to support planning. 

• As part of the Medium Term Planning Framework, detailed work was underway to 
develop several plans which included a three-year revenue plan and a four-year 
capital plan. The deadlines for submission were short and work was progressing across 
the organisation to understand the delivery expectations and associated implications 
for the Trust. 
 
Focus was also placed on understanding the expected year-end financial position and 
the impact on the next financial year. 
 
Collaboration continued with the Trust Management Group (TMG) on planning 
requirements and transformation opportunities.  
 
Patrick Garner referenced the ongoing significant internal work regarding the planning 
submission and outlined the submission expectations with the draft submission due in 
December 2025 and the final submission due in February 2026. Robust governance 
arrangements had been established which included the initiation of weekly multi-
disciplinary team (MDT) meetings and updates to the Executive Team.  
 
A vast amount of planning information and guidance had now been published, with 
further detail awaited on the financial allocations and performance baselines.  
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Paul Ennals noted that it was expected that the first draft submission would be 
submitted to the Board of Directors for sign-off. Rob Harrison highlighted the 
significant number of national changes and reiterated the challenges associated with 
the tight submission deadlines. 
 
Jackie Bilcliff advised that at month 7 the Trust was reporting on plan and was 
forecasting to achieve the financial targets set. Workforce planning was underway, 
along with work to support achievement of Cost Improvement Programme (CIP) 
targets. Major changes had been made to the financial framework which would mean 
that an internal stretch target would be required, along with exploring commercial 
opportunities and engaging with commissioners regarding financial allocations. 
 
Bill MacLeod commended Rob Harrison, Jackie Bilcliff, and all involved for the progress 
made on financial recovery, however noted that the cash position remained 
challenging for 2026/27 and would require careful management. 

• The Integrated Quality Improvement Group oversight meetings continued bi-monthly, 
having been stood down from monthly meetings due to positive progress. To meet the 
exit criteria from the oversight meetings, the Trust was required to receive a 
satisfactory report from an independent external Well-Led review or a CQC 
reinspection. However, as a CQC visit was not expected in the near future it had been 
agreed that an external Well-Led review be undertaken. The review had now been 
completed with the draft report being checked for factual accuracy and the final 
report to be presented at the January Public Board of Directors meeting alongside a 
response to any recommendations and actions going forward. 

• As referred to in the earlier Chair’s update, the outcomes from the report into breast 
services at CDDFT would be mapped against the revised Trust governance system in 
Newcastle Hospitals to ascertain whether any further improvements were needed. 
Patrick Garner and Rachel Carter had been asked to undertake a joint piece of work in 
relation to this, with their findings to be presented to the Quality Committee in 
February 2026 [ACTION01]. This exercise would be a valuable test regarding the 
effectiveness of the Trusts’ governance framework.  

• The launch of the national centre for neurotechnology and neuro restoration, being 
the first centre of its kind in the United Kingdom (UK). The collaboration with 
researchers from the United States, and the benefits of being co-located with 
Newcastle University, were expected to deliver significant benefits to patients, 
creating a unique relationship. Gratitude was expressed to all involved and a detailed 
update would be shared with the Board [ACTION02].  

• The Trust had been selected as one of the pilot Assessment and Recovery Centre 
(ARC) locations for lung, liver and kidney transplants, being the only centre designated 
for all three organs. The aim was to increase organ transplant opportunities through 
improved organ management. Governance processes were being enacted, and it was 
noted that the Trust Transplantation Committee was established circa 12 months ago 
to lead the development of the organ utilisation strategy. 
 
Anna Stabler queried whether there would be any challenges in maintaining elective 
performance given the increased demand for transplantation and intensive care beds. 
She noted the importance of having a clear strategy to balance routine work with 
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transplantation activity. A discussion ensued regarding balancing capacity with 
demand, theatre utilisation and service reviews e.g. Cardiothoracic. Rob Harrison 
outlined that the purpose of the ARC was to preserve organs, therefore the 
transplants could take place in other locations which would have a lesser impact on 
Trust elective activity.  
 
Annie Laverty reported that in October, 16 patients and carers participated in an 
experience-based workshop focused on transplant care.  

 
Paul Ennals emphasised the practical implications in relation to governance 
arrangements and the need to reduce costs while continuing to grow areas of 
strength. 

 
It was resolved: to receive the report.  
 
 

25/27 STRATEGIC ITEMS: 
 
i) Patient and Staff Stories  
 
Paul Ennals reminded members of the importance of maintaining a balance between 
positive and more negative stories, for consideration at the Board.  
 
Annie Laverty shared a patient story highlighting the importance of seeing the person 
behind the patient. The story described how the patient felt that their care had become 
depersonalised and the patient, a retired nurse, provided valuable learning around 
fragmentation of care and the need for personalised approaches to avoid similar challenges 
in the future. 
 
Ian Joy reflected on the patient story, noting his concern on reading the patients’ experience 
and emphasised that personalised care was fundamental to professional practice. He 
highlighted the importance of learning from the story and sharing it more widely across the 
organisation. Further consideration was needed as to how issues could be addressed more 
promptly in ‘real-time’ and he highlighted that the patient voice was fundamental in the 
delivery of personalised and compassionate care. He advised that consideration would be 
given to how the lessons learnt could be incorporated into the governance framework e.g. 
through the Accrediting Excellence programme.  
 
A discussion ensued covering the following areas: 

• Recognition that compassionate care was everyone’s responsibility, including NEDs 
during visits, and the importance of asking patients how they felt when appearing 
distressed and listening carefully to understand patients’ conditions, experience and 
care. An example of a patient going to theatre was provided and how compassion and 
context should be built into that experience, whether it be a first or repeated 
procedure. 

• The need for learning to be shared e.g. with universities to influence nurse training, 
and reflected on in professional processes. 
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• The importance of the real-time patient experience programme in making immediate 
adjustments where necessary. 

• The reasons as to why the patients’ experience occurred and the learning undertaken 
by the team involved in the delivery of the patients’ care.  

 
Anna Stabler queried if assurance was sought from managers and matrons on what the data 
and patient feedback indicated, and whether any further concerns had been raised to which 
Annie Laverty advised there had been improvements on the ward regarding patient 
experience, noting the ward was included in formal evaluation and audit processes. 
 
Rob Harrison stressed the importance of focussing on compassionate care given that the 
patient experience programmes were embedded and could now highlight areas where 
patient experience was not as good as expected. He referred to the ACE programme, 
personal accountability, and the importance of improving and embedding good practice.  
 
Annie Laverty highlighted the staff story which demonstrated accountability in managing 
patient experience and safety, noting the staff pride in their daily work and the power of 
clinical leadership. 
 
Paul Ennals noted it was Annie Laverty’s last Public Board meeting before she moved on to a 
new role out with the Trust and thanked Annie for her work on establishing the patient 
experience programmes within the Trust.  
 
It was resolved: to receive the Patient and Staff Story.  
 
[Liz Bromley joined the meeting] 
 
ii) Board Visibility Programme  
 
Ian Joy explained that the Board Visibility Programme provided an informal sense check 
across wards and departments, identifying good practices and escalation points.  
 
There were no formal leadership walkabouts undertaken by Executive Team members and 
senior members from the Quality and Safety Team during the reporting period as the 
programme transitioned to the new model described in the paper presented to Trust Board 
in September 2025.  
 
Eleven informal visits were undertaken by NEDs during September and October. Ian Joy 
advised that any issues raised by the NEDs were addressed directly by Executive Directors, 
or through the Clinical Boards, with additional detail available in the Board Reading Room on 
AdminControl. 
 
It was resolved: to receive the report.  

 
iii) Cardiac Surgery update 
 
Michael Wright highlighted the following points: 
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• Work continued to address concerns previously raised by the CQC, particularly around 
departmental culture, with good progress being made. A detailed update would be 
provided at a future Board of Directors meeting. 

• A review of clinical services was underway, with positive team engagement, to ensure 
services were delivered in the best way to maximise patient care. 

• Recent BBC news coverage regarding the use of complex mechanical assisted devices 
both historically and currently within cardiac services. Such devices were noted to 
support critically ill patients, particularly those awaiting transplantation. 
 
A response had been submitted to the BBC to advise that the Trust had stopped using 
the devices in question as soon as a safety notification had been issued. The decision 
making had been reviewed, and assurance was provided that appropriate decisions 
were made based on good evidence available at the time, as well as in the best 
interests of the patient involved.  
 
Michael Wright advised that the organisation remained open to discussions with any 
concerned families/patients and noted that such matters were taken seriously. 

 
Paul Ennals sought clarification regarding the robustness of the Conflict of Interest 
policy to which Michael Wright advised that the standards of business conduct policy 
had been in place, and the appropriate guidance had been followed but the policy 
would be revisited in light of the recent concerns being raised. 

 
Rob Harrison stressed the importance of transparent decision-making.  

 
It was resolved: to receive the verbal update.  
 
iv) Integrated Board Report (IBR)  
 
Patrick Garner highlighted that the Statistical Process Control (SPC) variation / assurance 
slide within the IBR included changes from the previous month’s report, with eight negative 
and two positive changes in special cause variation noted. An overview of the ten changes 
was provided.  
 
A discussion ensued which covered the following areas: 

• An Infection Prevention and Control (IPC) Improvement Group had been established in 
response to the deterioration in Health Care Associated Infection (HCAI) performance. 
Compounding reasons had been identified for the performance deterioration which 
included nursing challenges, increased patient acuity and personal protective 
equipment perceptions. Focus had been placed on highlighting the importance of 
hand hygiene and associated training.  
 
It was noted that there had been a significant increase in Klebsiella bacteraemia cases 
since the previous month and these cases were being actively reviewed. The aged 
nature of some of the Trust estate impacted on the Klebsiella position.  

• Never events. Ian Joy highlighted that the never events had been discussed previously 
at Quality Committee and Board meetings. Clinical Boards had been asked to provide 
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an update on outstanding mortality reviews at the recent Quality Performance Review 
(QPR) meetings, with a focus on shared learning. As Quality Committee Chair, Anna 
Stabler advised that she was comfortable with the oversight and regular reports 
received.  

• Increased sickness absence, whereby Vicky McFarlane-Reid advised that sickness 
reviews were taking place within the Clinical Boards and Corporate Services. Reporting 
would be amended from next month to include the number of staff absent per day. It 
was noted that on average there were 885 staff absent each day. 

• Appraisal rates had decreased, and work was underway to review the areas where 
improvements were required such as for medical and dental staff.  

• Staff turnover and the need to consider the external environment, as well as 
availability of opportunities, both internally and externally. 

• The processes for ACE accreditation and whether these were being modified to reflect 
learnings regarding IPC. Ian Joy advised that acceptable levels were outlined as part of 
the ACE accreditation framework, with baseline assessments triangulating IPC 
information at the time of the assessment.  

• Avoiding Term Admission into Neonatal Units (ATAIN) had moved from showing 
‘common cause variation’ to ‘special cause variation of a concerning nature’ (high). 
Three maternity quality improvement workstreams had been identified, with the 
thermoregulation workstream brought forward to commence earlier. In addition, the 
neonatal nurse outreach pilot for theatre recovery started in August. 

• The impact on Trust delivery and on patients in terms of sickness absence and how 
this was measured. Sue Hillyard agreed to ascertain whether a report could be 
generated/data collated relating to when clinics/appointments were cancelled due to 
staff sickness absence to identify the impact on patients [ACTION03].  

• The increased volume of type 1 Emergency Department (ED) patients was noted to be 
of concern. This had resulted in a deterioration in performance despite significant 
efforts from staff members managing the situation. The Get It Right First Time (GIRFT) 
programme and improvement work continued.  

• Ambulance conveyances and whether assurance could be provided that where 
appropriate, patients were supported to stay at home when hospital admission was 
not deemed necessary. Sue Hillyard advised that circa 50% of ambulance arrivals did 
not result in admission. Work was taking place with the North East Ambulance Service 
NHS Foundation Trust (NEAS) and community response team to review the position. It 
was acknowledged that the opening of the Urgent Treatment Centre (UTC) would 
assist with appropriate patient streaming, however further work was needed on 
neighbourhood health.  

• The challenges faced regarding lung cancer performance, which included complex 
patient pathways and in some cases, difficulties with patient engagement. There was 
scope for improvement through streamlining pathways to reduce pathway length.  
 
It was noted that the Finance and Performance Committee received a deep dive into 
cancer performance 3-monthly. Annie Laverty suggested carrying out a patient 
engagement piece of work with cancer patients and it was agreed to discuss through 
the Executive Team meeting [ACTION04].  
Work continued collaboratively with the Northern Cancer Alliance on the timeliness of 
referrals and pathways for out of area referrals.   
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• The need to use data to identify key areas of change for the benefit of the patients 
and staff members. Curated cancer data would be provided by Flatiron in early 2026 
as part of the data partnership in place. This would support an increased focus on 
outcomes.  

 
It was resolved: to receive the report.  
 
v) The big picture – national and local perspectives on the 10 year plan 
 
Morag Burton highlighted the following points: 

• The changing research landscape which included research considerations in the NHS 
10 Year Plan and the Life Science Sector Plan. 

• Clinical trials generated £1.2 billion revenue for the NHS and supported circa 13,000 
NHS jobs nationwide. Research was known to improve patient care, provide access to 
innovative medicines and reduce sickness absence. 

• The UK was 5th nationally in the global rankings for clinical trials initiated and an 
investment programme was launched to improve the UK position further with 75% of 
funding allocated to expedite trial delivery. 

• There were 21 Commercial Research Delivery Centres (CRDCs) across the UK, with one 
in Newcastle. The aim being to increase participant recruitment, increase access to 
medicines, grow investment and enable larger-scale studies. 

• A key strategic ambition for the new National Institute for Health and Care Research 
(NIHR) Research Delivery Network (RDN) was to grow the amount of clinical research. 
Research inclusion and delivery of the right research in the right settings were 
priorities.  

• The Department of Health and Social Care (DHSC) has a 150-day timeline for trial 
setup and delivery, with a penalty regime in place for organisations failing to meet the 
timelines e.g. removal of funding and enforcement letters. The current Trust position 
was discussed, with an aim to improve.  

• The role of the Regional Delivery Network (RDN) and benefits for the Trust, which 
included contribution to job creation and workforce development, and enhanced 
patient care through early access to treatments. 

 
John Isaacs noted the following points: 

• Newcastle Hospitals was one of the UK’s leading Trusts for clinical trial delivery 
however achieving the 150-day target was challenging.  

• Strong partnerships were in place across the City, supported by high quality 
infrastructure within Newcastle.  

• Newcastle was aspiring to match/challenge leading collaborations such as King’s 
Health Partnership. 

• The current challenge of consultant numbers increasing while clinical academics were 
declining. 

• Resources were restricted which meant that time allocated to research was 
constrained, however highly skilled colleagues were present with innovative ideas that 
required support and development. Leadership and middle management training was 
critical. 
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• Research income supported the Trust’s financial position, with efficiency being 
essential. 

• The potential solutions being to maximise value from the existing infrastructure, 
invest in training for future NHS research leaders, strengthen partnerships and 
streamline processes. 

• Newcastle Hospitals was performing well but had significant opportunity to improve. 
 
Vicky McFarlane-Reid explained that a Research, Innovation and Commercial Committee 
was being established in the new year which would be chaired by Phil Kane, NED.  
 
A discussion ensued which covered: 

• The national 150-day target and barriers to achievement.  

• An area of focus for the new Research, Innovation and Commercial Committee would 
be relating to receipt of financial income from research.  

• The benefits of sharing/communicating patient stories from successful trials to aid 
learning. 

• The importance of research and utilising research to aid transformation. 

• The potential for future Alliance benefits and opportunities, wider collaboration and 
academic connections. 

• The important research relationship between Newcastle Hospitals and Newcastle 
University. 

 
It was resolved: to receive the report.  
 
[Liz Bromley left the meeting].  
 
 

25/28 ITEMS TO RECEIVE 
 
Paul Ennals highlighted that information included in this section has been discussed 
thoroughly within Committee meetings.  
 
i)       Director reports: 
a.      Joint Medical Directors (JMD) Report 
 
Lucia Pareja-Cebrian highlighted the following points: 

• Urgent and Emergency Care demand continued to rise, being an area of concern. 
Rising influenza and Covid cases were adding additional flow challenges with the need 
for isolation and estates cleaning. 

• In terms of industrial action, elective care was maintained with 95% of planned activity 
being delivered across the period of the industrial action. 

• With regards to the Patient Safety Incident Response Framework (PSIRF) Priority 
Project – Invasive Procedure, with a large proportion of the project being to refresh 
and overhaul of the major components of the National Safety Standards for Invasive 
Procedures.  
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• The resident doctors 10 point plan was progressing well, along with the actions for 
improvement identified from the General Medical Council (GMC) trainee and trainer 
survey. 

 
It was resolved: to receive the report. 
 
i) Guardian of Safe Working (GoSW) Report 
 
Lucia Pareja-Cebrian advised that the GoSW Report had been discussed at the latest People 
Committee meeting, and specific areas included within the report at the Quality Committee 
meetings. Forthcoming changes to the terms and conditions of service from February 2026 
were expected to result in an increase in exception reports. 
 
It was resolved: to receive the report. 
 
b.       Executive Director of Nursing Report  
 
Ian Joy highlighted the following points: 

• The Department of Health and Social Care (DHSC) target was to increase staff flu 
vaccination uptake by 5% compared to 2018–19 with an aim to achieve 72% overall. 
The Trust was expected to move to 55 – 60% once the figures for staff vaccinated 
elsewhere were added, which represented a significant improvement compared to 
last year. 

• The receipt of a Nursing Times workforce award.  
 
It was resolved: to receive the report. 
 
i) Nurse staffing review - deep dive 
 
Ian Joy noted the points below: 

• Safe staffing updates were required to be presented to the Board of Directors to 
provide assurance regarding nurse staffing levels. 

• Staffing levels were monitored locally, with effective day to day operational oversight.  

• Several areas remained under review. Despite the challenges, staffing establishments 
were broadly fit for purpose.  

• Actions were in place and workstreams outlined within the report. 
 
Anna Stabler referred to a recent Quality Committee discussion on the increase in red flags 
whereby Committee members had sought assurance on the management of red flag 
escalations.  
 
It was resolved: to receive the report. 
 
[Jenna Wall joined the meeting].  
 
c.  Maternity  
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i) Perinatal Quality Surveillance Report including Maternity Incentive Scheme progress 
report  

 
Jenna Wall highlighted the following points:  

• A Qualified in Speciality (QIS) options paper was discussed at the Northern Neonatal 
Network (NNN) Board meeting in October 2025, however due to a lack of clarity 
regarding funding a decision was not made. In the interim the NNN would commence 
a QIS element of the pathway via an e-learning platform from January 2026. To date, 
over 500 staff had been trained, which included all consultants.  

• The Trust has been impacted by three separate System C (BadgerNet) issues during 
August to October 2025, with some issues taking longer to resolve than desired.  

• The Trust had sought clarification on the Maternity and Neonatal Safety Investigations 
(MNSI) triage process as an increased number of cases had been accepted for 
investigation by MNSI. The matter had been escalated to the Integrated Care Board 
via the Quality Committee.  

• The Northern Neonatal Network (NNN) proposal to enact the recommendations of the 
Neonatal Critical Care Review (NCCR) was agreed at the NNN Board in October 2025. 
Sunderland Royal Hospital would be redesignated as a Local Neonatal Unit (LNU) and 
would no longer provide therapeutic cooling or long-term ventilation. Modelling 
indicated that 26 babies per year will need to be transferred to the Royal Victoria 
Infirmary (RVI) and the James Cook University Hospital, this increased activity could be 
accommodated within the existing commissioned cot capacity.  

 
A discussion ensued which covered the following areas: 

• The challenges in and impact of achieving the QIS requirements.  

• Ongoing monitoring and collaboration to address workforce and specialty gaps. 

• Concerns regarding the mixed economy model in place and the impact on 
personalised care for patients potentially suffering from a miscarriage being seen in 
the Maternity Assessment Unit (MAU). Jenna Wall advised that women continued to 
receive personalised care in individual cubicles in the MAU.  

• The patient experience programme response rate had been low and further work was 
needed on gynaecology pathways, with a gynaecology service review underway. 
Further work is required within gynaecology services which will be addressed through 
a future Quality Committee [ACTION05]. 

• There was a commitment to ensuring the patient voice was heard throughout. 
 
Jenna Wall highlighted the value of the Maternity Safety Champion role in driving 
improvements. Ian Joy referred to the Maternity Safety Champion Report and advised that 
the learnings from the report had been taken forward.    
 
It was resolved: to receive the report. 
 
ii) Maternity Safety Champion Report    
 
This item was discussed during the Perinatal Quality Surveillance Report including Maternity 
Incentive Scheme progress report (item 25/2 i) c)) 
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It was resolved: to receive the report. 
 
d.  People Update: Sexual Safety Audit  
 
Vicky McFarlane-Reid advised that the report included the audit results, a proposal to 
develop a People Review Panel and a request to carry out an additional questionnaire 
incorporating the ‘Surviving in Scrubs’ questions, which was discussed at the latest People 
Committee meeting. 
 
Annie Laverty highlighted this work was a priority and offered the services of the Experience 
Team to facilitate the survey. A discussion ensued regarding the importance of having a 
zero-tolerance approach.  
 
Anna Stabler raised difficulty in finding the lead for Sexual Safety on the staff intranet to 
which Vicky McFarlane-Reid agreed to ensure the intranet was updated to show the correct 
lead [ACTION06].  
 
It was resolved: to receive the update. 
 
ii) Provider Capability Assessment  
 
Patrick Garner advised that the Provider Capability Assessment declaration had been 
submitted confirming compliance with each of the six domains. Formal feedback was 
awaited.  
 
Rob Harrison explained that there were learning opportunities from the self-assessment 
exercise. He highlighted the benefit in reviewing how NHS England and the Trust were 
interpreting the framework and assessments, which would be a useful in strengthening 
understanding and consistency in future assessments. 
 
It was resolved: to receive the update. 
 
iii) Committee Updates 
 
a. Chair Meeting Logs 
 
The Trust Board received the Committee Chair Meeting Logs for information. The following 
additional points were noted:  

• Triple A reporting would be implemented in Board Committees from January 2026.  

• Charity Committee - Wendy Balmain explained that the Committee discussed 
development of the new Charity strategy which would be aligned to the Trust 
Strategy. 

• Digital and Data Committee - Hassan Kajee noted the positive direction of travel to 
ensure a more strategic focus and to ensure prioritisation.   

• Quality Committee - Anna Stabler advised that at the most recent meeting food and 
nutrition was discussed, along with an update on the Dental Hospital and 
complaints. 
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• People Committee - Bernie McCardle explained that appraisal rates, sickness 
absence rates, and statutory and mandatory training outliers were discussed in 
detail. 

• Finance and Performance Committee - Bill MacLeod highlighted that the Committee 
received an update on the Community Diagnostic Centre (CDC). 

• Audit, Risk and Assurance Committee - David Weatherburn advised that a 
comprehensive discussion took place relating to the risk validation group and good 
practice regarding learning which was encouraging. He noted that following receipt 
of the well-led report there may be a requirement for further refinement of 
processes.  

 
It was resolved: to receive the report and the associated verbal updates. 
 
b. Alliance Committees Update on progress 
 
The report noted the steady progress that had been made, with positive discussions 
underway amongst the Chairs and CEOs regarding strategic intent and making a collective 
difference for patients. All agreed that the Alliance represented a significant opportunity for 
Trusts to collaborate and achieve more together. 
 
A positive workshop had been held recently with clinical leaders across the Alliance. 
 
Martin Wilson advised that when the Joint Committee was established in January 2025 
individual NED attendance was due to be reviewed after 12 months. Whilst no substantive 
changes to the membership formulation of the Committee were proposed, a proposal was 
supported by the Alliance Steering Group that the attending NED members be updated to 
be Vice Chairs of the three ‘East Coast’ trusts. Gratitude was expressed to Anna Stabler for 
her attendance at the Joint Committee, with Bill MacLeod to attend the future Joint 
Committee meetings.  
 
It was resolved: to receive the report. 
 
iv) Health and Safety Annual Report 
 
Ian Joy explained that the report was reviewed at the recent Audit, Risk and Assurance 
Committee meeting, and all requested date amendments had now been validated and 
accurately updated. 
 
It was resolved: to receive the report. 
 
 

25/29 ITEMS TO APPROVE 
 
i) Board Assurance Framework (BAF) 
 
Patrick Garner explained that the BAF had been discussed at each Board Committee 
meeting. In relation to Digital and Data Committee, a new strategic principal risk was 
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proposed and agreed on ‘Failure to deliver and improve the digital capability required to 
support the delivery of safe, effective and efficient patient care’, and it was noted that there 
was further work to be done in relation to the risk.  
 
Patrick Garner advised that principle risk 7.1 actions relating to partnerships and the 
Alliance formation team had now been completed.  
 
It was resolved: to receive the report and approve the Board Assurance Framework. 
 
 

25/30 ANY OTHER BUSINESS 
 
i)     Meeting Action Log 
 
The action log was received and the content noted. The actions proposed for closure were 
agreed as completed. 
 
ii)     Any other business 
 
Rob Harrison expressed appreciation on behalf of the Board of Directors to Annie Laverty 
for her significant contribution to advancing patient and staff experience, noting the 
inclusion of this in the national planning guidance and the 10 Year NHS Plan. He highlighted 
Annie Laverty’s national work would further develop the approach to patient experience, 
leaving a valuable legacy in Newcastle Hospitals. Ian Joy would assume Executive leadership 
responsibilities for patient experience.  
 
The meeting closed at 12.18pm.  
 
Date of next meeting: 
Public Board of Directors – Friday 30 January 2026  
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Trust Board 
  

Date of meeting 30 January 2026 

Title Chair’s Report 

Report of Sir Paul Ennals, Chair 

Prepared by  
Sir Paul Ennals, Chair 

Gillian Elsender, PA and Corporate Governance Officer  

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 meeting held in Public in November 2025:  

• Board Activity 

• Governor Activity 

• Informal Visits  

• Alliance 

• External Meetings 
 

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

Links to Strategic 
Objectives  

Focus on Fundamentals – Deliver high quality, safe and compassionate patient care, meet our 
Clinical Board and Trust quality priorities.  
Look to the Future – Develop our Clinical and Trust strategy, as a member of the Great North 
Healthcare Alliance. 
 

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 Public meeting. 



Agenda Item A1(c)   

____________________________________________________________________________________________________ 
Chair’s Report 
Trust Board – 30 January 2026 

CHAIR’S REPORT 
Happy New Year.  
 
I was lucky enough to join our first Alliance Christmas carol service in the beautiful 
surroundings of Newcastle Cathedral.  The first of what we hope will be an annual event. 
 
As part of our succession planning for Board, in early December we held interviews for an 
Associate Non-Executive Director with financial expertise.  I am pleased that following a 
robust interview process, which included additional Nominations Committee meetings in 
November and December, and Council of Governor approval on 17 December, we have 
offered the position to Ms Judith McKenna. Judith is likely to join us in early February subject 
to normal vetting procedures in line with the NHS England Fit and Proper Person Test 
Framework for Board members.   
 
BOARD ACTIVITY 
 
Our Board Development session in December focussed on three main areas: 
 

1. Finance & Productivity 
Reflections on draft planning, path towards financial sustainability, transformation 
and improvements in productivity/performance which covered: 

• A brief overview of our planning submission; 

• The finance and performance challenge moving forward; and  

• Transformation and productivity schemes.   
 

2. People Plan 
Stocktake on the current People Plan status, pre-mortem and agreement of 
priorities/next steps regarding the remainder of 2025/26 and into 2026/27. 
 

3. Well-Led 
Initial feedback from Board members on the Grant Thornton well-led report. 
 

ACTIVITY WITH GOVERNORS AND MEMBERS 
 
At our Governor Workshop in December, in addition to our standard reports, we had our 
regular update from Rob Harrison, Chief Executive Officer (CEO), on local matters, recent 
news and achievements, reports on patient and staff experience, performance and finance.  
We also heard about the work of two of our Non-Executive Directors (NED) from David 
Weatherburn, NED Chair of the Audit, Risk & Assurance Committee and Phil Kane, NED Chair 
of the Charity Committee and member of the Quality Committee.  
 
Lisa Jordan, Assistant Director of Strategy and Planning, provided an overview of the 2026-
29 Medium Term Planning Framework where we have been asked to prepare credible, 
integrated three-year plans and demonstrate how financial sustainability will be secured 
over the medium term.  
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It is the first time in many years that the NHS has re-introduced planning over a timeframe 
longer than a year. This is complex, but a welcome challenge, since it allows us to think more 
strategically about how we might change and develop some of our activities. We have 
recently been going through an Assurance process with the Integrated Care Board (ICB_ and 
NHS England, to demonstrate that our Board has been fully engaged in the complexities of 
the plan, that we are compliant in our financial plans and making good progress in our 
performance, and that we are balancing the demands of finance, quality and safety.  
 
Patrick Garner, Director of Performance & Governance also joined the meeting to present an 
overview of the Board Assurance Framework (BAF) process and its importance which is used 
as a strategic planning tool underpinning governance. I am pleased to report that a recent 
audit of our BAF confirmed that governance, risk management and control arrangements for 
the BAF provided a good level of assurance that the risks identified are managed effectively.  
A high level of compliance with the control framework was found.   
 
Our latest members’ event held on 4 December 2025 focussed on diabetes and technology. 
At the event we shared information on the latest technology being used to improve health 
outcomes and quality of life for people living with type 1 diabetes, particularly for pregnant 
women. We also heard from two patients with lived experience. The event was well 
attended with positive feedback received. 
  
INFORMAL VISITS & EVENTS  
 
I have continued with my informal visits across the organisation to meet with staff. 
Unfortunately, due to infection I had to postpone my normal Christmas ward visits (sharing 
my bugs might not have been the most welcome gift to staff or patients); however, I did have 
the opportunity to meet with Pauline Kelso, Director of Community services and join her and 
colleagues at the Kenton Centre for a community adult staff engagement session.  
Pauline is leading on some pivotal work with the potential to look at Intermediate Care from 
an Alliance perspective. This fits very clearly into ‘Standardising Community Services’ which 
is a key priority and core component of the 10 Year Plan.   
 
I attended the opening of Sycamore Place, which is a paediatric Sexual Assault Referral 
Centre based in our Great North Children’s Hospital at the Royal Victoria Infirmary (RVI). This 
is a very meaningful name for us in the North East as it speaks of resilience and regrowth 
which is particularly important for the very ethos of this service, and for the children, young 
people and families that the team supports in providing sensitive, holistic assessment and 
support following sexual abuse or sexual assault. 
 
On Wednesday 21 January, together with Northumbria Healthcare NHS Foundation Trust, we 
hosted a visit for Dr Penny Dash, Chair of NHS England who has focused her career on 
improving the quality and efficiency of health and care services in order to enhance life 
expectancy and quality of life.   
 
ALLIANCE  
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The momentum for joint working continues at pace, and each month we can see more 
evidence of positive outcomes from the collaborative work that we have initiated. There 
continues to be good progress with Alliance developments. 
 
Frequent meetings of the Joint Committee (of the 3 East Coast trusts) and the Committee in 
Common (all 4 partners) continue, where we receive regular reports on progress in the three 
workstreams (IT, finance and research), and consider progress on the range of bilateral 
collaborations. The Chief Executives have been working on developing an ambitious 
“strategic intent” for the Alliance over the coming period – focussing on ensuring we have 
outstanding tertiary services supported by outstanding local secondary services.  
 
OTHER MEETINGS AND INFORMATION 
 
I participated in the NHS Providers Chairs and Chief Executive's Network where: 

• We heard from their Chief Executive Daniel Elkeles who provided an overview of key 
policy issues impacting providers, including the recent Budget and its relation to 
healthcare, realities from the frontline including record demand going into winter 
and unprecedented levels of activity, finance performance and NHS reform. 

• We explored how trust leaders are taking meaningful action to tackle racism and 
build more inclusive cultures across the NHS. 
 
This coincides with the development of our own Anti Racism Framework which will 
set out how we will embed anti-racism into our culture, services, systems, and 
everyday behaviours. It is both a statement of intent and a plan for measurable 
change, co-produced with staff and community voices. 

• Colleagues from NHS England provided an overview of recent financial performance, 
discussing financial transparency, board-level focus of costings, current spending 
trends and the national costing dashboard.  They also explored NHS England's two 
"north stars" - the spending resettlement and the 10-year plan - before discussing 
the Medium-Term Planning Framework and understanding the cost of delivering 
services for accountability and public confidence. 

• Care Quality Commission (CQC)'s Chief Inspector of Hospitals, Dr Toli Onon, reflected 
on CQC's recent changes, and highlighted the key proposals in their open 
consultation on improving the way they assess and rate providers. 

 
I continue to meet with the Chair, CEO and senior officers of the ICB, along with other 
Foundation Trust Chairs, monthly to discuss issues of common interest. There is also a strong 
informal network between Chairs in recognition that some colleagues elsewhere in the 
region are facing some real organisational challenges. 
 
I continue my role representing the NHS on the Net Zero North East England Board. I have 
also retained my engagement and contributions to the work of the North East Child Poverty 
Commission, again on behalf of the NHS. 
 
 
RECOMMENDATION 
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The Trust Board is asked to note the contents of the report. 
 
Report of Sir Paul Ennals  
Chair  
22 January 2026 
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TRUST BOARD 
 

Date of meeting 30 January 2026 

Title Patient and Staff Stories 

Report of Ian Joy, Executive Director of Nursing, Midwifery and Allied Health Professionals 

Prepared by Marilyn Hodges – Associate Director Service Improvement 

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of Report 
For Decision For Assurance For Information 

☐ ☐ ☒ 

 
 

 
Summary 

Patient experience story: Gillian initially shared her experience as part of the Real Time 
Patient Experience Programme at the Royal Victoria Infirmary (RVI). In her patient story, 
Gillian highlights the emotional toll of navigating what she experienced as a fragmented 
healthcare system. After discovering a lump, she faced months of delays, repeated referrals 
across multiple hospitals, and conflicting information that left her feeling lost and powerless. 
Despite eventually receiving surgery at the RVI, the journey was marked by uncertainty, poor 
communication between trusts, and overwhelming anxiety. Her story underscores the 
impact of complex pathways and inconsistent communication. 
 
It is important that as we move forward, we use stories such as Gillian’s to frame our 
improvement work. As an organisation who cares for patients from across the region and 
nationally, many of our patients will have been through other trusts prior to receiving care 
here within Newcastle Hospitals and it is important to ensure that patient pathways are 
clear, communication is effective and the patient remains in control of their health and care 
journey. Using stories such as Gillian’s in pathway review and improvement work is 
extremely important and mechanisms to do this are being explored.  
 
This story also reflects the importance of meaningful discussion through the real time 
programme which often captures learning and experiences which are much broader than the 
care being received in that specific ward or department.  
 
Staff experience story: Our staff story is from Ken Marshall, who reflects on 21 years in his 
role as a Security Officer at the RVI. Ken highlights the importance of compassion, 
communication, and teamwork. From calming a distressed autistic child to supporting 
vulnerable adults, he emphasizes that talking and kindness go a long way. Ken advocates for 
the ‘We Can Talk’ training, urging new staff not to judge, and reminds us that every patient is 
a human being deserving respect. For him, the job is never about fear—it’s about care and 
making people feel safe. 
 
Ken’s story reminds us of the fundamental role all staff play in the delivery of high-quality 
care and the impact we can all have on the experience for patients and their relatives.  
 

Recommendation The Board is asked to receive both stories, for information and to note our 
commitment to learning from all experiences of receiving and providing care.  
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Links to Strategic 
Objectives 

Focus on Fundamentals - Deliver high quality, safe and compassionate patient 
care, meet our Clinical Board and Trust quality priorities.  

  
Quality Legal Finance 

Human 
Resources 

Equality & Diversity Sustainability 

☒ ☐ ☐ ☒ ☐ ☐ 

Link to Board 
Assurance 
Framework [BAF] 

Linked to key areas in the BAF relating to the quality and safety of care and workforce.  

Reports previously 
considered by 

Patient and People stories are a recurrent feature of all Public Board meetings. 
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Patient story 
 
Context: Gillian shared her story whilst an inpatient at the RVI. Originally her experience was 
captured as part of the Real Time Patient Experience Programme, and the powerful message 
she shared around the impact of navigating a complex healthcare system is important to 
share. 
 
‘I first noticed a lump and, feeling concerned, made an appointment with my GP. The 
practice had recently merged with another, so I ended up at a different medical centre on a 
Saturday morning. The doctor suspected a Bartholin’s cyst and said he would arrange a 
gynae appointment at a local hospital. 
 
In May, I received a text asking if I still wanted the referral. I replied yes. Then, at the 
beginning of August - after more than eleven weeks - I got another text asking the same 
question. By then, the lump had grown, so of course I said yes and explained that in my 
message. 
 
Finally, in early September, I was given an appointment at my local hospital with a 
gynaecology consultant. The doctor examined me and called for a second opinion as the 
lump was hard. The outcome was a referral to the specialist gynae team at a different 
hospital. That was unsettling - another hospital, another wait. 
 
In late October, I got a call from the hospital. The team were kind and reassuring, which 
helped, but the constant changes were unsettling. They booked me for an investigation the 
next day, then arranged a CT scan. I was also told I’d need a pre-operative assessment and a 
biopsy. Because I live alone, they said I’d have to stay overnight after the biopsy. 
 
The night before, I got a call from the hospital saying not to come until 11a.m. instead of 
07:15. I followed those instructions, but then at 09:15 on the day I got another call asking 
why I hadn’t arrived at 07:15. That moment was overwhelming - I felt completely lost in the 
system. 
 
After the biopsy, the consultant said they suspected cancer but didn’t know the origin. They 
hoped to have results by mid-November for the MDT [Multi-disciplinary Team] meeting, but 
then I learned the results weren’t ready. Later, nurses confirmed it was cancer and said I’d 
need a PET scan at the Freeman Hospital to find the origin. They promised to fast-track it, 
but even that felt uncertain. 
 
Then, on 28th November, I got a call from a Consultant Surgeon’s secretary at the RVI which I 
was not expecting saying that a consultant would call me that morning. When they did, they 
told me I needed major surgery with radiotherapy and chemotherapy. After that call I was 
shell shocked - I felt sick. Thirty minutes later, another call came from a different trust asking 
me to attend an appointment at one of the local hospitals. I had to explain I’d literally just 
been told I was going to the RVI for surgery. The conflicting messages were overwhelming - I 
felt pulled in every direction.
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Now, four weeks after my biopsy, I’ve had surgery at the RVI, and as of 4th December, no 
one has sat down to explain exactly what they found. I’m told a consultant will see me 
tomorrow. I also felt a tugging sensation and was worried, but a nurse said it was a 
dissolvable stitch that can take up to six weeks. I’m also worried about the PET scan - a 
different trust was arranging it, but I’m in hospital and afraid I’ll miss it. Today a nurse said 
there’s a backlog for PET scans, so I hope I haven’t missed it. A doctor admitted 
communication between different trusts at times isn’t as good as it should be and that was 
hard to hear. Finally, on 5th December, I had two one-to-one consultations and at last have 
some clarity. 
 
This whole experience has been emotionally draining weeks of waiting, conflicting 
information, and constant uncertainty. Every new message or call brings anxiety. I’ve felt 
lost, powerless, and exhausted by the lack of clear communication between different 
organisations. It’s not just the illness - it’s navigating a system that feels fragmented and 
overwhelming.’ 
 
Staff story 
 
Context: Our staff story is from Ken Marshall, who has worked for Newcastle Hospitals for 
twenty-one years as a security officer. Ken has particularly been praised for his kind and 
compassionate approach to supporting patients with additional needs and behaviours that 
might challenge. 
 
‘My favourite day was probably my start date. I never had a clue what this job entailed, but 
I’ve worked here twenty-one years now. Every day is different - I’ve never once got up for 
work and thought “oh no, I’m going back in there again” even after the more difficult days. 
There was this one day when we met a young autistic boy whose mother was frantic, as the 
little man was so scared and distressed in the car. I just talked to them like I would with my 
own grandbairns. I said, “are you going to come into this hospital and see all these lovely 
doctors and nurses with me?”, and then “well, if you come with me, I’ll get you an ice 
cream!”. He let me open the door, even took my hand, and walked with me onto the ward. 
Talking goes a long way. I like connecting with people. With adults, too, if someone’s 
distressed, I will always say “Hello, I’m Ken” and then ask, “can I approach you?”. Sometimes 
they’ll say no, and I just explain “if I can’t approach you, then I can’t help you”. I’ll ask “Do 
you want a brew?” - a lot of people start talking over a cuppa, not just about what’s brought 
them here, but about themselves. 
 
I’ve had many situations with vulnerable adult patients needing secure transport or support 
to safely access care. We met a vulnerable patient whose carers were worried about them 
absconding. They asked to go out for fresh air, so I spoke with them about going outside for 
just fifteen minutes in a wheelchair - they “pinky promised” that they’d stay with us, and 
they did! They were distressed having blood taken, so I said, “look at me, this doctor is a 
lovely doctor, they won’t hurt you, you squeeze my hand” and spoke to them gently. It 
turned out from speaking to them that they’d travelled a long distance, and their comfort  
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item had been left behind – I went to the shop and brought them a cuddly toy for after their 
procedure. Their carer said “that means they trust you, and they feel safe with you”. 
 
My advice to people new to a security role would be ‘don’t judge people’. You’ll come into 
contact with so many people, with different needs, addictions, fears - you need to 
understand nobody wants to be in that position in the first place. You can’t do the job 
without compassion - it doesn’t matter what ward someone’s on or where they’re going to, 
everyone we meet is a human being. It takes nothing to be kind. I also think the ‘We Can 
Talk’ training should be mandatory. It’s especially important for young people who have 
been brave enough to tell their family they’re not well, then have to explain again and again 
in triage - they only want to say it once. 
 
I do hear people say sometimes “oh no, not them again” about particular patients, but I feel 
there are always two sides to a story. Just because someone might present with behaviour 
that challenges doesn’t mean they’ll be the same the next day. Just because someone has 
[hand]cuffs on doesn’t make them a bad person, they may have just made the wrong choice.  
I don’t think I’ve ever been scared on the job though - even the times I got hurt. We always 
work in teams - that helps. You might sometimes be more cautious, but I don’t change how I 
treat people. The way I see it is - if I’m not trying to look after people, I may as well not be 
here.’ 
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TRUST BOARD   

Date of meeting 30 January 2026 

Title Trust Response to the Grant Thornton External Well Led Review  

Report of Ian Joy, Executive Director of Nursing, Midwifery and Allied Health Professionals  

Prepared by  Ian Joy, Executive Director of Nursing, Midwifery and Allied Health Professionals 

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of 
Report 

For Decision For Assurance For Information 

☒ ☐ ☒ 

Summary 

This report provides an overview of the Grant Thornton Well Led Review and proposes 
how to take the recommendations forward as part of the overall approach to ensuring 
the Trust is very well led.  
 
The following key points are noted: 
 

• The review has highlighted areas of improvement in the well-led domain since 
the Care Quality Commission (CQC) 2023 inspection findings. Detail is found 
within the report.  

• The review identifies 4 broad themes for development moving forward. These 
were discussed and agreed as part of a Board of Directors Development Session 
on the 23 October 2025.  

• The report outlines 26 recommendations over the 9 key lines of enquiry. 11 are 
rated as red (high priority), 12 as amber (medium priority) and 3 as green (low 
priority). These have been aligned to relevant Executive Directors and other 
Directors with the aim of agreeing clearly defined and measurable actions by the 
end of February. 

• The report outlines a recommended governance structure to ensure actions lead 
to evidenced improvement as the Trust continues on its journey to become very 
well led.  

• Since the review was completed and before the report was finalised, the Trust 
Board submitted its first Provider Capability Self-Assessment Declaration to NHS 
England (NHSE) and is awaiting feedback. The Board of Directors identified some 
areas for continued development in the self-assessment and there are several 
overlapping key lines of enquiry with the well-led review. These will be reviewed 
and amalgamated to produce a single overarching improvement plan.  

• It is important to recognise and thank internal and external stakeholders for their 
contributions during this review. 
 

Recommendation 
The Board of Directors is asked to: 
 

• Review and comment on this report and the review findings. 
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• Discuss and endorse the recommended governance structures outlined in this 
report.  

• Approve aligning this work with the NHSE Provider Capability Assessment 
Framework to deliver a single overarching improvement plan. 

 

Links to Strategic 
Objectives  

• Focus on Fundamentals - Deliver high quality, safe and compassionate patient 
care, meet our Clinical Board and Trust quality priorities. 

• Make it better for colleagues - Support colleagues through our People Plan with 
better psychology support and greater equality, diversity and inclusion. 

Impact  
(please mark as 
appropriate) 

Quality Legal Finance 
Human 
Resources 

Equality & 
Diversity 

Sustainability 

☒ ☐ ☐ ☒ ☒ ☐ 

Link to Board 
Assurance 
Framework [BAF]  

BAF risk ID 1.1 - 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 

Standalone report. 
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TRUST RESPONSE TO THE GRANT THORNTON EXTERNAL WELL LED REVIEW 

 
1. INTRODUCTION  
 
This paper provides a high-level overview of the Grant Thornton Developmental Well Led 
Review final report which was received by the Trust in January 2026. The report is an 
outcome of a review which was commissioned by the Trust and fieldwork undertaken 
between July and September 2025.  
 
The paper provides a high-level summary of the Trust response to the report and 
recommendations, including an overview of next steps as part of the overall approach to 
ensuring the Trust is very well led.  
 
The intention is that the Executive Team and Board use this report to take stock of progress 
and agree on priorities and timescales for further improving the organisation. 
 
 
2.         BACKGROUND  
 
In response to the CQC inspection in 2023 and subsequent report received in January 2024, 
significant work has been undertaken to address the concerns raised. Intensive external 
oversight of progress and action plans has been in place through an Integrated Quality 
Improvement Group, supported by colleagues from the Integrated Care Board (ICB), NHSE 
and the CQC.  
 
In the spring of 2025, nearly 18 months into this process, it was agreed by all parties that it 
was timely to commission an external well led review to understand progress with elements 
of the well led actions outlined in the Trust CQC action plan and provide a helpful external 
review to frame future improvement actions. This was driven by factors including: 
 

• The Trust wanting independent feedback on what progress had been made and 
where to focus effort going forward. 

• CQC indicating that they would not be prioritising the Trust for an early re-inspection 
due to their perception of reduced risk within the organisation and their need to 
focus their capacities on other trusts and their own internal organisational 
transformation.   

• A recognition that both CQC and NHSE were changing their approaches to assuring 
the quality of leadership and governance in organisations and therefore benefit in 
the Trust being better assured of well led governance across a range of domains. 

 
Following a Trust procurement process, Grant Thornton was commissioned to undertake a 
well led review.  
 
As noted on page 7 of the final report, the review was undertaken using the NHSE 
developmental well led framework (June 2017). The report also provides rationale for not 
utilising the CQC single assessment framework and instead ensuring alignment in the key 
lines of enquiry and findings.  
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A number of internal and external stakeholders were interviewed as part of this process 
alongside an extensive document review and observation of committees and meetings. The 
insights from a recent anonymous Trust pulse survey with feedback from over 4,000 staff 
fed into the report, recognising that culture and staff experience was a key finding during 
the original CQC inspection. The review also included interviewing and engaging with the 
Council of Governors which has provided valuable insight and reflection.  
 
 
3.  SUMMARY OF FINDINGS  
 
The review has identified that substantial progress has been made since the 2023 CQC 
inspection. The review identified many areas of improvement and good practice across the 
framework including: 
 

• Renewed leadership that has driven significant, positive change from the top of the 
organisation.  

• A cohesive, professional and collegiate Board which focuses on ensuring 
psychological safety and constructive challenge. 

• Non-Executive Directors (NED) that have a broad range of complementary skills and 
experience. 

• A clear focus on improving Board visibility.  

• Strong staff engagement in relation to development of the forthcoming Trust 
strategy. 

• Increased embedding of clinical leadership through the Clinical Board structure.  

• Strengthened risk management processes and supporting infrastructure.  

• A more open and transparent approach to engagement with partners. 

• Many core governance processes are coherent and generally functioning as we 
would expect.  

• Positive foundations in place to drive quality improvement.  

• Clear focus on staff engagement and strong response rates to recent staff surveys.  

• Accrediting Excellence (ACE) programme provides a strong foundation for 
improvement at ward level. 

• Commitment to patient engagement and feedback.  

• A strong strategic narrative in relation to environmental sustainability supported by 
strong staff engagement with around 1,000 Green Champions recruited. 

 
A full overview of areas of improvement aligned to the key lines of enquiry can be found in 
Section 2 (Summary Findings) of the report.  
 
The review identifies and justifies 4 key areas for development going forward: 
 

• Culture, line management and psychological safety  
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‘Leadership clearly recognises the need for an environment where colleagues feel 
supported and safe to speak up. However, cultural change is not yet embedded in the 
organisation’s ‘muscle’. Development should include strengthening line management 
capability and leadership development, prioritising good basics such as 1:1s and 360 
feedback, and ensuring appraisals assess how well managers know and engage their 
teams. There also needs to be clear accountability for poor leadership behaviours, 
and celebration of positive behaviours that promote the Trust’s values.’ 
 

• Strategy 
 
‘The interim 2025–26 strategy was a pragmatic approach, but the Trust recognises 
its longer-term plan needs to articulate its vision more clearly and embed golden 
thread from strategic aims through governance and frontline delivery. Quick wins 
include structuring agendas and papers around the strategy. The Trust should also 
accelerate work on the digital strategy.’ 
 

• Governance, management and performance  
 

‘Board and Committee remits and agendas should explicitly support strategy delivery. 
Supporting papers should adopt a consistent format focused on assurance and 
escalation, such ‘AAA’* reporting. Escalation and de-escalation processes need 
refreshing, particularly to and from ‘Tier 2’ Committees (sub-Committee level), to 
clarify decision-making and maintain ‘Tier 1’ Board Committees’ strategic focus. 
There is also scope to strengthen ownership and narrative around efficiency 
programmes and recurrent CIP delivery.’ 
 
*AAA - A Triple ‘A’ Report is a concise summary for reporting from a meeting or 
committee to its Board of Directors using an Alerting/Advising/Assuring approach.  
 

• Leadership 
 

‘Board relationships are positive and collegiate despite significant change. Clarifying 
leadership of key portfolios (notably People) and communicating this clearly will 
reinforce the Trust’s commitment to culture change.’ 

 
A full overview of areas for development aligned to the key lines of enquiry can be found in 
Section 2 (Summary Findings) of the report. 
 
 
4.  REVIEW RECOMMENDATIONS  
 
Section 3 of the report provides a comprehensive list of 26 recommendations over 9 key 
lines of enquiry. 11 are rated as red (high priority), 12 as amber (medium priority) and 3 as 
green (low priority).  
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The recommendations were discussed with the Trust Board at a Board Development session 
on 23rd October 2025. This development session provided an opportunity for the Trust 
Board to discuss and challenge key areas of development identified during the review and 
discuss practical recommendations to address these findings. 
 
 
5.  TRUST RESPONSE TO THE REVIEW RECOMMENDATIONS AND FINDINGS    
 
The Trust Board fully accept the contents of the report and the rationale provided for the 
areas for development. The following key points were noted: 
 

• Several of the recommendations were in tune with other feedback sources and 
relate to improvement work which is already underway. Examples include 
recommendations related to Freedom to Speak Up, Equality Diversity and Inclusion, 
Implementation of triple A reporting, Complaint Resolution and Sharing Learning 
from Incidents. 

• As we approach the end of Year Two of our People Plan, work has commenced to 
review and agree key areas of focus for year 3. The planned areas of focus align to 
several of the well-led review recommendations and work is already underway to 
ensure any additional learning from the external review informs this work.  

• It is noted that 9 of the recommendations relate to the future Trust strategy and 
how it will be embedded in governance structures. The new Trust strategy is due to 
be launched in April 2026 and therefore any agreed actions on the back of these 
recommendations will be to commence once the strategy is launched. 

• Recommendation 2.3 relates to the refresh of the Trust values and requires further 
discussion as part of the finalisation of the Trust strategy.  

Since the review was completed and before the report was finalised, the Trust Board 
submitted its first Provider Capability Self-Assessment Declaration to NHS England and is 
awaiting feedback. The Trust Board identified some areas for continued development in the 
self-assessment and there are several overlapping key lines of enquiry with the well-led 
review.  
 
 
6. NEXT STEPS AND AGREED ACTIONS  
 
Whilst the Grant Thornton recommendations have been fully accepted, they need to be 
cross referenced against open actions captured on existing improvement plans. Once 
external feedback is received on the Provider Capability Self-Assessment, this will be 
combined with the internally identified areas for development and the recommendations 
from the Grant Thornton review in a single overarching Well Led Improvement Action Plan.  
 
It is expected that this will be developed by the relevant Executives by the end of February.  
 
It is important to note that the actions will naturally align to a number of the Board 
Committees such as People, Quality, Digital and Data, and Audit, Risk and Assurance. 
Actions will be aligned to key Executives and Directors as outlined below and overseen by 
the appropriate Board Committee. 
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• Chief Executive Officer – 1.1, 2.1 

• Trust Chair – 1.3   

• Executive Director of Nursing, Midwifery and Allied Health Professionals – 5.1, 7.1, 
8.1 

• Trust Secretary – 4.1, 4.2, 4.3, 4.6 

• Director of Quality and Safety – 1.2, 3.4, 7.2, 8.2 

• Director of Performance and Governance - 2.2, 4.4, 5.2, 6.1, 9.1 

• Director for Commercial Development and Innovation and Interim Executive Lead for 
the People Directorate – 3.1, 3.2, 3.3, 3.5 

• Chief Digital Officer – 4.5 (in collaboration with other Directors), 6.2 
 
It is expected that the Audit, Risk and Assurance Committee provides oversight and 
assurance for delivery of the entirety of the Well Led Improvement Action Plan. 
 
 
7.   SUMMARY 
 
The Trust has welcomed the Grant Thornton Well Led Review of progress over the past 18 
months and their recommendations. The Trust Board recognises that there is more work to 
do with workstreams already underway, including ensuring all staff feel valued, safe to 
speak up and have a positive staff experience.  
 
The review will help provide focus for a revised Well Led Improvement Action Plan which 
will be monitored through appropriate Board committees.  
 
 
Report of Ian Joy 
Executive Director of Nursing, Midwifery and Allied Health Professionals 
20 January 2026 
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We have pleasure in enclosing a copy of our report in accordance with your instructions.  This 
document (the Report) has been prepared by Grant Thornton UK LLP (Grant Thornton) for 
Newcastle Upon Tyne Hospitals NHS Foundation Trust (the Addressee) in connection with the Well 
Led Governance review  (the Purpose).

We stress that the Report is confidential and prepared for the Addressee only. We agree that an 
Addressee may disclose our Report to its professional advisers in relation to the Purpose, or as 
required by law or regulation, the rules or order of a stock exchange, court or supervisory, 
regulatory, governmental or judicial authority without our prior written consent but in each case 
strictly on the basis that prior to disclosure you inform such parties that (i) disclosure by them is 
not permitted without our prior written consent, and (ii) to the fullest extent permitted by law we 
accept no responsibility or liability to them or to any person other than the Addressee.

The Report should not be used, reproduced or circulated for any other purpose, in whole or in 
part, without our prior written consent, such consent will only be given after full consideration of 
the circumstances at the time. These requirements do not apply to any information, which is, or 
becomes, publicly available or is shown to have been made so available (otherwise than through 
a breach of a confidentiality obligation). 

To the fullest extent permitted by law, we do not accept or assume responsibility to anyone other 
than the Addressee for our work, our Report and other communications, or for any opinions we 
have formed. We do not accept any responsibility for any loss or damages arising out of the use 
of the Report by the Addressee(s) for any purpose other than in relation to the Purpose. 

The data used in the provision of our services to you and incorporated into the Report has been 
provided by third parties. We will not verify the accuracy or completeness of any such data. 
There may therefore be errors in such data which could impact on the content of the Report. No 
warranty or representation as to the accuracy or completeness of any such data or of the 
content of the Report relating to such data is given nor can any responsibility be accepted for 
any loss arising therefrom.

We have shared the Report with Ian Joy on 11th November 2025 who confirmed its factual 
accuracy in all material respects.

Our fieldwork was performed in the period between July 2025 and September 2025. We have not 
performed any fieldwork since 30th September 2025 and, in agreement with the addressees of 
this Report, our Report may not take into account matters that have arisen since then. If you 
have any concerns in this regard, please do not hesitate to let us know.

Scope of work and limitations

Our work focused on the areas set out in the scope of work agreed with you. Our assessment of 
the affairs of the Trust does not constitute an audit in accordance with Auditing Standards and 
no verification work has been carried out by us; consequently we do not express an opinion on 
the figures included in the Report. The scope of our work has been limited both in terms of the 
areas of the business and operations which we have assessed and the extent to which we have 
assessed them. There may be matters, other than those noted in the Report, which might be 
relevant in the context of the Purpose and which a wider scope assessment might uncover.

 

 

FAO Rob Harrison, Interim Chief Executive
The Newcastle Upon Tyne Hospitals NHS Foundation Trust 
Royal Victoria Infirmary
Queen Victoria Road
Newcastle Upon Tyne
NE1 4LP

Grant Thornton UK  Advisory & Tax LLP
8 Finsbury Circus
London EC2M 7EA
+44 (0)20 7383 5100
+44 (0)20 7184 4301
grantthornton.co.uk

Dear Rob

13th January 2026
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Forms of report

For your convenience, the Report may have been made available to you in electronic as well as 
hard copy format, multiple copies and versions of the Report may therefore exist in different 
media and in the case of any discrepancy the final signed hard copy should be regarded as 
definitive.

General

The Report is issued on the understanding that the management of the Trust have drawn our 
attention to all matters, financial or otherwise, of which they are aware which may have an 
impact on our Report up to the date of signature of this Report. Events and circumstances 
occurring after the date of our Report will, in due course, render our Report out of date and, 
accordingly, we will not accept a duty of care nor assume a responsibility for decisions and 
actions which are based upon such an out-of-date Report. Additionally, we have no 
responsibility to update this Report for events and circumstances occurring after this date.

Notwithstanding the scope of this engagement, responsibility for management decisions will 
remain solely with the directors of the Trust and not Grant Thornton.  The directors should 
perform a credible review of the recommendations and options in order to determine which to 
implement following our advice.

Contacts

If there are any matters upon which you require clarification or further information, please 
contact Peter Saunders.

Yours sincerely

Grant Thornton UK Advisory & Tax LLP
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Summary findings

Overall conclusions

The Trust has made substantial progress since its CQC inspection, particularly at senior 
leadership level. During our review we identified many areas of improvement and good practice 
areas across the framework including:

✓ Renewed leadership that has driven significant, positive change from the top of the 
organisation. 

✓ A cohesive, professional and collegiate Board which focuses on psychological safety and 
constructive challenge.

✓ NEDs that have a broad range of complementary skills and experience.

✓ A clear focus on improving Board visibility. 

✓ Strong staff engagement in relation to development of the forthcoming Trust strategy.

✓ Increased embedding of clinical leadership through the Clinical Board structure. 

✓ Strengthened risk management processes and supporting infrastructure. 

✓ A more open and transparent approach to engagement with partners.

✓ Many core governance processes are coherent and generally functioning as we would expect. 

✓ Positive foundations in place to drive quality improvement. 

✓ Clear focus on staff engagement and strong response rates to recent staff surveys. 

✓ ‘ACE’ accreditation programme provides a strong foundation for improvement at ward level.

✓ Commitment to patient engagement and feedback. 

✓ A strong strategic narrative in relation to environmental sustainability supported by strong 
staff engagement with around 1,000 Green Champions recruited.

 

The Trust’s key areas of development areas relate to driving culture change throughout the 
organisation to ensure all staff are supported by their managers and feel safe to raise concerns. 
This needs to be supported by a clear strategic narrative for the organisation, with governance 
processes fully aligned to delivering on its objectives, creating a clear golden thread of reporting 
and accountability from ward to Board. 

1. Culture – embedding a positive and inclusive culture at all levels of the organisation is a key 
challenge for the Trust. The Trust has made a good start in building this culture at Board level 
but there is, at this stage, less evidence that this is embedded throughout the organisation. 
The Trust needs to improve the quality of line management and staff’s trust in the revised 
speaking up processes, and act to promote greater diversity and inclusion. 

2. Strategy – the Trust’s pragmatic decision to have a 1-year, interim strategy inevitably left a 
gap in terms of the medium-term vision for the Trust, and development of the Trust strategy 
is key to enabling all staff to articulate the outcomes the Trust is seeking over the next 5 
years. Development of the strategy is a clear opportunity to ensure the remits of the Trust’s 
Tier 1 Committees are aligned to the outcomes it is seeking. There is also scope to develop a 
more complete digital and data strategy to prioritise improvement and investment. 

3. Governance, risk and performance – relatedly, the Trust’s governance and accountability 
structures would benefit from clearer alignment to the Trust’s strategy. This will ensure that, 
more generally, the Trust’s reporting to Tier 1 Committees would benefit from a sharper focus 
on assurance against achievement of outcomes, clearer and more consistent executive 
summaries.

4. Leadership – while the Trust has made significant progress in improving leadership and the 
Board is developing well, the Trust’s leadership of some portfolios could be clearer. During 
conversations with stakeholders, a lack of clarity around the distributed roles and 
responsibilities for the people and culture agenda at executive level was highlighted as a risk, 
potentially sending an unclear message about the longer-term priority placed on this 
agenda. 
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Well-Led reviews

Well-Led reviews

Boards are responsible for all aspects of performance and governance of the organisation. The 
role of the Board is to set strategy, lead the organisation, oversee operations, and to be 
accountable to stakeholders in an open and effective manner.  

The Francis report led to major changes in the regulatory regime.  It has also resulted in even 
closer working relationships between the bodies responsible for regulation and oversight of 
Foundation Trusts, particularly around the sharing of information and intelligence. 

It is in this spirit regulators committed to developing an aligned framework for making 
judgements about how well led NHS providers are. 

The Well-Led framework for governance reviews considers 8 key lines of enquiry (KLOE):

1. Is there the leadership capacity and capability to deliver high quality, sustainable care?

2. Is there a clear vision and credible strategy to deliver high quality, sustainable care to 
people, and robust plans to deliver?

3. Is there a culture of high quality, sustainable care?

4. Are there clear responsibilities, roles and systems of accountability to support good 
governance and management?

5. Are there clear and effective processes for managing risks, issues and performance?

6. Is appropriate and accurate information being effectively processed, challenged and acted 
on?

7. Are the people who use services, the public, staff and external partners engaged and 
involved to support high quality, sustainable services?

8. Are there robust systems and processes for learning, continuous improvement and 
innovation? 

It is important to note that the Care Quality Commission (CQC) have updated the well-led 
framework under its Single Assessment Framework (SAF) in April 2024. At the time of undertaking 
the review, the developmental well-led framework and guidance had not been updated by NHS 
England (NHSE). The review did not therefore follow the CQC SAF. As part of the set-up of the 
review, we mapped the revised SAF with the developmental guidance to ensure areas were 
aligned and could be used to support any assessment CQC may undertake using the SAF. To 
ensure coverage of the CQC SAF areas an additional KLOE around environmental sustainability 
has been included as part of this review. 
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An introduction to Well-Led reviews 
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Background

Overview of the Trust 

The Newcastle Upon Tyne Hospitals NHS Foundation Trust (the Trust) is one of the largest NHS 
teaching hospital trusts in the UK. It provides a comprehensive range of acute, specialist, and 
community services to patients across Newcastle, the wider North East region, and beyond. The 
Trust operates two major hospital sites—Royal Victoria Infirmary (RVI) and Freeman Hospital—
and is internationally recognised for its research-led clinical care, particularly in areas such as 
cancer, transplantation, and neurosciences. It has a workforce of over 16,000 staff and serves a 
population of approximately 1.5 million people. It has a strong academic partnership with 
Newcastle University and is a leading centre for medical education and innovation. The Trust 
managed an annual budget exceeding £1.7bn in 2024/25. 

Key context - Summary of recent CQC inspections

Following inspections between June and December 2023, the Care Quality Commission (CQC) 
downgraded the Trust’s overall rating from Outstanding to Requires Improvement, with the Well-
led domain rated Inadequate. 

The inspections covered services at both Freeman Hospital and RVI, including surgery, medicine, 
maternity, critical care, and children’s services. While staff were consistently praised for their 
compassion and dedication, the CQC identified serious concerns around governance, 
leadership culture, and compliance with the Mental Capacity Act and Mental Health Act.

Key issues included poor documentation and oversight of patients with mental health needs, 
unsafe medicines management, and a lack of effective risk escalation. 

The Trust was also criticised for failing to foster a culture where staff felt safe to raise concerns, 
with reports of bullying and harassment. 

Despite these challenges, some services—particularly those for children and young people—were 
commended for outstanding practice.

In response to CQC’s findings, the Trust developed a comprehensive improvement programme 
under new executive leadership. This included the implementation of a revised governance 
framework, enhanced training on mental health legislation that focused on the Mental Capacity 
Act and strengthened incident reporting mechanisms. Monthly progress reports were submitted 
to the CQC, and conditions placed on the Trust’s licence have now been lifted. The Trust was 
placed in National Oversight Framework (NOF) segment 2 at the time of our review. 

Key context – the national picture

There are some important broader contextual points to consider:

• There is currently significant uncertainty across the NHS, resulting in a lack of clarity 
regarding the impact this will have on the system; including how this will be configured and 
how this will operate going forwards.

• Trusts across the NHS are operating in the context of extreme financial pressure. This has 
been a significant challenge for the Trust during 2024/25 and continues to be a significant 
challenge across the sector in 2025/26. As guidance emerges on plans for future financial 
settlements the Trust and other NHS bodies will be able to make longer term plans. 

• NHS organisations continue to face operational challenges including waiting list backlogs 
and staff shortages, in the context of the financial challenges and with an ageing 
population with evolving healthcare needs. 

8

Trust overview and important context to this review
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Our approach

This report sets out the findings from our independent review of leadership and governance 
arrangements at the Trust against NHSE’s developmental Well-Led Framework (June 2017). In 
addition, we have assessed the Trust against the environmental sustainability domain within the 
CQC Well-led guidance and framework. We emphasise that our review of KLOEs 1-8 was limited 
to the scope outlined in the NHSE Framework and did not assess whether clinical services 
provided by the Trust are safe, effective, caring or responsive.

For each of the 8 Well-Led framework key questions, and the additional KLOE on environmental 
sustainability, we have assessed the Trust and assigned a rating using the NHSE four-point 
scoring methodology. Definitions of the ratings are shown in the diagram 1 on the right.  These 
developmental ratings provide an assessment to help guide the Trust on where development 
actions should be prioritised. They do not represent an indicative inspection rating.

We undertook our work between July and September 2025, and followed the approach outlined 
below: 

Project set up: 

• Confirmation of areas to be covered in review.

• Set up of regular meetings to share emerging findings and monitor progress. 

• Identification of key stakeholders for interview and sharing of document request list.

Field work: 

• Over 40 internal and external 60–90-minute structured interviews, some involving multiple 
individuals, including Governor, partner trust, ICB, regional and other stakeholder input.

• Review of documents shared by the Trust.

• Review of survey data shared by the Trust. 

• Observing private and public Board, Board Committees and Clinical Board quality and 
performance reviews (QPRs).

Project set up Fieldwork
Feedback and 

reporting

9

An overview of our approach in conducting this Well-Led review

Feedback and reporting:

• Emerging themes shared at mid-point and towards the end of review with Chair and CEO.

• Development session with full Board including sharing key themes and co-development of 
actions.

• Formal reporting with factual accuracy check.

Note, we have summarised our evidence base on the next page, which we have used to 
triangulate our findings and determine our ratings. 
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Observation 
of  Executive 
Performance 
Reviews of 
Clinical Boards.

Face to Face Board 
development session 
co-developing actions.

Virtual 
observation 
of Board 
committees.

Mid-project feedback 
with key individuals to 
test emerging themes.

Over 100 documents, 
including committee 
papers and minutes 
reviewed.

Review of Trust Pulse Survey 
focusing on key areas which had 
been flagged through both internal 
and external interviews.

Our approach
Below is a summary of the evidence base we have gathered to support our developmental Well-Led review during the fieldwork phase. We have only raised issues and 
recommendations where these have been confirmed through multiple sources and triangulated with evidence. During the review, we have communicated emerging 
themes with key stakeholders and co-developed actions for improvement with members of the Board as part of a Board development session in October 2025.  

We would like to thank all of the individuals at the Trust who supported the completion of this review.

Over 40 interviews with internal 
stakeholders including the Executive 
Team, Non-executive Directors and 
individuals in specialist roles.

Interviews with external 
stakeholders including 
ICB, partner Trusts and 
region.

Face to face 
observation of 
Public Board, 
Private Board and 
Board development.
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Summary KLOE ratings
Overall, The Newcastle Upon Tyne Hospitals NHS Foundation Trust (the Trust) has made substantial leadership and 
performance improvements since its CQC inspection. The changes at the top of the organisation have been 
positive, reflected in a more open and transparent engagement with partners. However, embedding a consistently 
positive culture across all staff groups remains the most significant and challenging priority. This requires a clear 
strategy for leadership development, and visible accountability for leadership behaviours.

The key areas for development based on our review are:

1. Culture, line management and psychological safety – leadership clearly recognises the need for an 
environment where colleagues feel supported and safe to speak up. However, cultural change is not yet 
embedded in the organisation’s ‘muscle’. Development should include strengthening line management 
capability and leadership development, prioritising good basics such as 1:1s and 360 feedback, and ensuring 
appraisals assess how well managers know and engage their teams. There also needs to be clear 
accountability for poor leadership behaviours, and celebration of positive behaviours that promote the 
Trust’s values.

2. Strategy – the interim 2025–26 strategy was a pragmatic approach, but the Trust recognises its longer-term 
plan needs to articulate its vision more clearly and embed golden thread from strategic aims through 
governance and frontline delivery. Quick wins include structuring agendas and papers around the strategy. 
The Trust should also accelerate work on the digital strategy, now being progressed through its NED-led 
Digital and Data Committee.

3. Governance, management and performance – Board and Committee remits and agendas should explicitly 
support strategy delivery. Supporting papers should adopt a consistent format focused on assurance and 
escalation, such ‘AAA’ reporting. Escalation and de-escalation processes need refreshing, particularly to and 
from ‘Tier 2’ Committees (sub-Committee level), to clarify decision-making and maintain ‘Tier 1’ Board 
Committees’ strategic focus. There is also scope to strengthen ownership and narrative around efficiency 
programmes and recurrent CIP delivery.

4. Leadership – Board relationships are positive and collegiate despite significant change. Clarifying leadership 
of key portfolios (notably People) and communicating this clearly will reinforce the Trust’s commitment to 
culture change. 

These key developments resonated with Trust leaders. For some areas, plans were already being put into place 
to address these issues, although we have not been able to assess the impact of these. The table to the right 
summarises our assessment of the Trust’s performance against the 8 KLOEs outlined in the Well-Led framework, 
and the additional KLOE of Environmental Sustainability. Our summary of findings against each KLOE are 
presented in section 2. 
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NHS Well-Led framework CQC SAF

# KLOE
Provisional 

rating
CQC Well Led category  

1 Leadership Amber/Green
Capable, 
compassionate and 
inclusive leaders

2 Vision and Strategy Amber/Green Shared direction and 
culture

Freedom to speak up

Workforce equality, 
diversity and inclusion

3 Culture Amber/Red

4
Governance and 
management

Amber/Red
Governance, 
management and 
sustainability

5
Risk and performance 
management

Amber/Green

6 Information and data quality Amber/Green

7
Engagement – Patients, 
public and staff 

Amber/Green

7
Engagement – Partnership 
working

Amber/Green
Partnerships and 
communities

8 Improvement and innovation Amber/Green
Learning, improvement 
and innovation

9 Environmental sustainability Amber/Green
Environmental 
Sustainability
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KLOE 1: Leadership

Overview

The Trust has undergone a period of significant leadership transformation and renewal since 2024. Despite this, the Board is 
cohesive. Both the Executive and Non-Executive teams have well-balanced and complementary skills, with expertise across 
clinical, financial, commercial, digital, and partnership domains. The Trust’s substantive Chief Executive is currently on 
secondment to NHS England, and some staff expressed a desire for clarity over future leadership arrangements, though 
feedback on the leadership transition to the interim Chief Executive was positive. 

Relationships across the Board were consistently professional and constructive in the meetings and interactions we observed. 
There is a growing culture of psychological safety and supportive challenge, particularly at the Executive and Board levels. 
The Trust’s Chair – who also chairs two other Trusts within the system – sets a positive ‘tone from the top’ which has 
helped foster an environment where respectful debate is encouraged. As we set out below, there is scope to sharpen the 
Board’s focus through improving submissions to the Board, as well as to Tier 1 Committees. This will help the Trust 
demonstrate that time is allocated on Board agendas as effectively as possible. 

Board development is in place and covers relevant material. Members recognise more time is needed to fully embed a high-
performing team dynamic given the degree of turnover since 2024 and, over the next 12 months, there is a commitment to 
further strengthen Board cohesion and enhance collective leadership. 

The Trust has prioritised increasing Board visibility but needs to be sure this is having the effect needed. There is an active 
Board visibility programme of Executive and NED visits and walkabouts, reported to the Board and this is supported by 
initiatives such as the Chief Executive roadshows. The Trust would benefit from structured evaluation of the effectiveness of 
this in improving perceptions of Executive and Non-Executive visibility among frontline staff. 

The Trust needs to ensure clarity over executive leadership of the people and culture agenda. Executive responsibility for HR 
rests with the Director of Commercial Development and Innovation, who is also Executive Lead for People and 
Organisational Development. Key elements of the people agenda also rest with the Chief Experience Officer who has led 
development of processes to provide data, intelligence and insight and is one of two Joint Leads on Equality, Diversity and 
Inclusion (EDI). The Director of Communications and Corporate Affairs, is also Joint Lead for EDI. The Trust has appointed 
a new Associate Director with a formal HR background to support this agenda. The Trust needs to ensure that the 
leadership arrangements are clear to ensure appropriate accountability and signal the high priority placed on this key 
developmental challenge. It would also be beneficial to ensure clarity and stability in leadership arrangements across all 
portfolios, including Digital/Data. 
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Is there the leadership capacity and capability to deliver high quality, sustainable care?

Actions to address key areas of development

Capacity 

• Clarify the leadership of the people and culture agenda 
and communicate this clearly to staff and external 
stakeholders. 

• Clarify the leadership of shared portfolios - including 
digital and strategy. 

Cohesion of the Board

• Ensure Board agenda setting clearly demonstrates how 
the Board agenda is aligned to the Trust strategy and 
how time is allocated in a way that allows appropriate 
time for discussion and debate.

• Align Board development to longer-term strategy and 
related skills requirements at Board level (including 
succession planning).

Visibility 

• Assess the effectiveness of the Board visibility 
programme. 

Docusign Envelope ID: 9C413341-9641-456A-A433-B42AA277B826



|

Commercial in Confidence

© 2026 Grant Thornton UK Advisory & Tax LLP 

KLOE 2: Vision and strategy

Overview 

The Trust has an interim strategy for the period 2025–2026, following the conclusion of its previous five-year 
strategy in 2024. The Trust’s current vision is “achieving local excellence and global reach through compassionate 
and innovative healthcare, education and research.” The interim strategy itself is coherent and structured around 
eight “big signals,” aligned with four overarching strategic aims: improving safety, quality, and experience; 
delivering performance; ensuring effective governance; and strengthening systems and partnerships. The current 
strategy does not include a dedicated section on population health, though work is underway to address health 
inequalities through initiatives in prevention, maternity, children’s services, elective and urgent care, and research. 

The development of an interim strategy was a deliberate and pragmatic step that allowed the Trust to focus on core 
performance at a challenging time. The interim strategy allowed the Trust to focus on immediate priorities following 
the CQC report, while engaging staff, patients, and stakeholders in the development of a longer-term strategy. 

However, the sense from those we spoke to was that the current strategy did not always convey a unique vision for 
the Trust. The absence of a fully-bespoke, longer-term strategy has made it harder for staff at all levels to 
articulate the longer-term outcomes the Trust is seeking. For less mature portfolios, such as digital, the absence of 
an organisational strategy makes defining strategic goals, aligned to strategic aims, more challenging. 

The Trust is currently developing a five-year strategy, which is scheduled for publication in April 2026. The Trust is 
developing the strategy based on an extensive consultation process with staff and partners. There is also a need to 
ensure all supporting strategies are in place and clearly linked to the developing organisational and clinical 
strategies. The Trust should also refresh its values, which were developed in 2018/19. The Trust has undergone 
significant strategic and cultural shifts since then. At present, there is no dedicated workforce strategy, and limited 
reference to environmental sustainability within the interim strategy (although a Green Plan is in place). 

The Board engages with the strategy through regular updates and development sessions. Progress against the eight 
big signals is monitored through monthly CEO reports. However, the Trust’s annual report currently does not track 
strategic progress. Leadership responsibility for corporate strategy development lies with the Director of 
Performance and Governance, supported by the Director of Communications and Corporate Affairs, with Clinical 
Strategy the responsibility of the Director of the Great North Healthcare Alliance and strategy. 
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Is there a clear vision and a credible strategy to deliver high quality, sustainable care to people, and robust plans to deliver?

Actions to address key areas of development

Strategy development

Finalise development of the Trust 5-year Strategy.

Refresh the Trust’s values.

Leadership and accountability for strategy 

Implement clear monitoring of Trust progress against the 
strategy and use this methodology to support the 
monitoring of other strategies within the organisation.

Making use of the Trust strategy across the organisation

Create a targeted communications and engagement 
strategy for the new strategy, to ensure staff understand 
how it fits in with their day to day.

Support service lines to link their own strategies to the 
ambitions of the Trust strategy. 
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KLOE 3: Culture

Overview

The cultural improvement evident at Board level is not yet embedded throughout the organisation. Leadership and line 
management development needs to be a key priority for the Trust. The 2024 NHS Staff Survey and internal reviews 
highlighted line management quality as a key area for improvement, particularly within the Cardiothoracic clinical board. 
Concerns raised via the FTSU Guardian often relate to staff-manager interactions, and the 2025 Pulse Survey showed no 
significant progress in satisfaction with line management. The Trust needs a clear plan to strengthen line management 
capability and leadership development, prioritising good basics such as 1:1s and 360 feedback, and ensuring appraisals 
assess how well managers know and engage their teams. There also needs to be clear accountability for poor leadership 
behaviours, and celebration of positive behaviours that promote the Trust’s values.

The organisation has developed a 3-year People Plan (now in Year 2) but measuring the impact of this is a challenge. The Trust 
has developed an Impact Framework, but not all indicators are outcome-focused. The Trust has improved the response rate 
to its staff surveys, and this provides reliable data, but survey data have inherent limitations including time-lags and a lack 
of granularity at ward level. More leading indicators and robust evaluation are needed to assess the effectiveness of 
interventions under the plan. The Plan is overseen by the Non-Executive-led People Committee. Initiatives include a Civility 
Charter and training to embed respect and kindness across recruitment, induction, appraisal, and other processes. 

Staff confidence in raising concerns remains mixed and needs improvement. The 2024 NHS Staff Survey showed average 
results, and the July 2025 internal survey showed no notable improvement. The Trust has invested in Speaking Up 
arrangements, increasing Guardian capacity and appointing of FTSU Champions. However, the champion network is not 
yet fully embedded or representative of all staff groups, and monitoring of Champions’ activity needs formalising. The Trust 
seeks to identify and report on staff who experience detriment for speaking up, but processes are not standardised or 
documented in policy, limiting assurance. Reporting of FTSU themes and concerns is established, but there is little evidence 
that data on protected characteristics is collated and reported. 

The Trust needs to accelerate progress in relation to diversity and inclusion. The 2023/24 NHS Staff Survey shows the Trust 
scores below average on indicators linked to equality, diversity and inclusion, with limited progress over the past year. WRES 
and WDES compliance remains variable. Leaders acknowledge this and have increased focus through initiatives such as: 
Two Executive EDI leads, Board development sessions, and EDI objectives for Board members; An EDI action plan monitored 
by the EDI Steering Group, development of an Anti-Racism Policy; Active Staff Networks with direct Board engagement. 
Despite this, the 2025 Pulse Survey indicates declining staff confidence that the Trust is serious about improving EDI, 
suggesting a gap in communicating progress.
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Is there a culture of high quality, sustainable care?

Areas for development 

Line management

Develop a strategic and measurable plan for line 
management improvement. Create a dedicated 
improvement plan aligned with People Plan objectives. 
Include targeted interventions for key staff groups and 
clarify support/development needs. 

People plan 

Invest in robust evaluation of the People Plan and 
interventions. Assess pre-implementation logic and post-
implementation outcomes. 

Increase staff confidence that concerns will be addressed. 

Strengthen communication and training on Freedom to 
Speak Up (FTSU) processes. Enhance participation via FTSU 
Champions and improve Board oversight.

Build momentum on Equality, Diversity, and Inclusion (EDI) 
initiatives. 

Embed EDI clearly within Trust strategy and make 
leadership support visible. Ensure behaviours contrary to 
EDI are not tolerated and promote diversity in Champion 
networks. Leaders should share objectives and hold each 
other accountable for progress.
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KLOE 4: Governance and management

Overview

The Trust has established a governance framework based on a distributed leadership model. Significant 
operational and leadership responsibilities sit with eight Clinical Boards, while strategic oversight remains with 
the Board of Directors. Governance operates across four tiers: the Board of Directors, Council of Governors, 
Board Committees, and the Executive Team, with defined reporting lines. The Board retains ultimate 
accountability for strategic direction, performance, and compliance, while the Council of Governors provides 
public oversight. These arrangements are underpinned by a Performance and Accountability Framework.

Based on our observations, Tier 1 Committees function well with appropriate cross-membership of Executive and 
Non-Executive Directors. Committees all operate under current Terms of Reference and undertake annual 
effectiveness reviews. Meetings we observed were quorate, and Board papers followed a standard format. 
However, some could have been summarised more effectively to support discussion. Aligned to our 
observations under KLOE2, escalation and de-escalation processes need refreshing, particularly to and from 
‘Tier 2’ Committees (sub-Committee level), to clarify decision-making and maintain ‘Tier 1’ Board Committees’ 
strategic focus. There is also scope to strengthen ownership and narrative around efficiency programmes and 
recurrent CIP delivery.

To strengthen governance, clearer alignment between Tier 1 remits, reporting structures, and strategic priorities 
is needed, alongside a more standardised focus on assurance. This includes defined thresholds for escalation 
and de-escalation to sharpen Tier 1’s focus on strategic assurance rather than operational detail. Paper 
quality is variable—for example, an IPC paper focused on activity rather than outcomes, leaving gaps in 
assurance (which were appropriately) challenged. Executive summaries lack consistency, and some 
Committees remain more operational than strategic, reflecting a residual challenge transitioning from ‘grip 
and control’ post-CQC.

Quality and Performance Reviews (QPRs) are a key accountability mechanism for Clinical Boards, covering five 
domains: quality and safety, performance, people, finance, and strategy. Our observations showed QPRs 
foster constructive dialogue and identify performance issues, but we heard effectiveness of meetings can vary 
at times. Clinical Board leaders demonstrated clarity on core responsibilities but were less confident regarding 
information governance and data quality. Strengthening QPR consistency, clarifying escalation, and ensuring 
Clinical Board accountabilities fully reflect all strategic priorities would strengthen their role further.
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Are there clear responsibilities, roles and systems of accountability to support good governance and management?

Areas for development 

Strategic alignment

Tier 1 Committees’ remit and reporting should be linked to oversight 
of delivery of strategic goals once defined. 

The Strategy should be more clearly used to drive the Board’s 
agenda and key supporting tools such as the BAF. 

Sharper focus on assurance and strategic oversight

Committees would benefit from a sharper focus on assurance using 
a consistent structure (such as ‘AAA’), supported by clear criteria for 
escalation and de-escalation to and from Board, Tier 1 and Tier 2 
Committees. Similar structures and principles should also apply to 
Clinical Boards.

Embedding Clinical Board leadership 

Ensuring all QPRs are equally effective and aligned to key areas of 
assurance at Board level, and that local leaders are clear on their 
responsibilities regarding the digital and data agenda. 

Action tracking

Action tracking could be improved further, by including a log of all 
new actions (rather than just the ongoing action log). 
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KLOE 5: Risk and performance management

Overview

The Trust has established a clear risk management framework underpinned by a Risk Management Policy, effective 
from April 2025 to April 2027. Governance of risk is overseen by the Audit Risk and Assurance Committee (ARAC), 
which provides assurance on the Trust’s approach to risk management. The committee is chaired effectively and 
has transparent discussions, though there is some scope to clarify escalation points and actions required. Below 
this, risk identification begins at individual or team level, with directorate risk registers maintained locally. Risks are 
assessed using a decision tool and reviewed by governance leads, with escalation to the Quality Oversight Group 
or Board as necessary. However, in meetings we were unable to independently confirm if this was carried out. 

Mechanisms exist to track progress against Care Quality Commission (CQC) actions, with updates monitored 
through dedicated groups and committees. Clinical and internal audit processes are embedded, with audits 
monitored through the Clinical Audit and Effectiveness Group and ARAC. Internal audit services, provided by 
AuditOne, align with strategic objectives and the Assurance Framework, with regular updates on progress and 
implementation of recommendations. As noted above, Quality Performance Reviews (QPRs) are used to hold 
Clinical Boards to account, but there is scope to make escalation of issues and risks more consistent. 

The Board Assurance Framework (BAF) is well-used and maintained but could be more useful in supporting delivery 
of the Trust’s strategy. The BAF was redesigned in April 2024 and is currently based around strategic risks, which 
are then mapped to strategic objectives. Some objectives have more risks, and others less coverage, and the Trust 
should consider aligning the BAF primarily to strategic objectives before identifying the key risks to delivery of 
those objectives. The BAF includes detailed assurance lines, ratings, and action plans. However, some committees 
could improve clarity on action ownership versus items for escalation. 

There is scope to develop a more positive narrative on the Trust’s efficiency agenda. The Trust plans to break even in 
2025/26 with a £106m Cost Improvement Programme (CIP). Historical delivery of recurrent savings has not been 
an area of strength,  and cultural challenges persist around normalising financial discussions throughout the 
organisation. Senior leaders we spoke to attributed declining staff feedback in the 2025 pulse survey on 
perceptions of ‘quality being the Trust’s top priority’ to higher-profile leadership messaging around finance and 
this sense was replicated in our interactions with other stakeholders. The Trust needs to communicate clearly how 
such risks are managed. Public board reporting on finance is high-level, and greater transparency could help 
embed a clearer narrative around necessary savings. 
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Are there clear and effective processes for managing risks, issues and performance?

Areas for development 

Balancing financial pressures and quality of care

• Support a culture shift to create a more positive culture 
around efficiency and savings delivery throughout the Trust.

• Financial training to support financial fluency at all levels of 
the organisation could help to deliver savings goals, including 
training in the processes used to ensure efficiency is 
balanced with quality and safety. 

Focus on assurance

• Clarify around what is for escalation and what is for 
assurance. Make explicit in the BAF what is a gap in control 
vs. a gap in assurance. Align BAF more to strategic objectives 
to ensure even coverage and focus. 
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KLOE 6: Information and data quality

Overview

The Board IBR itself has significantly improved in recent months following collaboration with NHSE through the making 
data count programme. An Integrated Board Report (IBR) covering performance quality, and finance and people is 
presented to the Board. It was positive to see an intent to report on population health in the report, but this dimension 
was not yet populated at the time of our observation. The IBR is now more closely aligned to recognised good practice. 
Statistical Process Control (SPC) indicators are used appropriately within the IBR to distinguish statistically significant 
changes, whether positive or concerning, from routine variations in data. Tight Board agendas limited the opportunity 
for thorough interrogation of the information presented at the Board meetings we observed. In common with other 
Board papers, the IBR would benefit from a more effective overall summary, including a ‘heat map’ of indicators of 
concern or showing positive assurance as used by other Trusts. Benchmarking is used in Clinical Board reporting and 
at service level. The Trust also plans to include FTSU data within the IBR in future. 

There was a recognition that the Digital and Data Tier 1 Committee and portfolio leadership were still developing, and 
this extends to Clinical Boards’ leadership role. The Trust’s Chief Digital Officer post is a new role and has responsibility 
for 3 of the 4 trusts in the Alliance. Responsibility for information governance, meanwhile, rests with the Director 
of Performance and Governance and the Trust’s SIRO is the Director of Communications and Corporate Affairs. 
Clinical Boards would not be confident that they would know what action would follow from any breach reporting, or 
how lessons would be communicated. The Trust could develop clearer mechanisms to ensure effective feedback loops 
are in place and clearly communicated.  

There is a wealth of data available within the Trust and senior leaderships discussions show the Trust is aware of the 
opportunities and challenges of using data as an asset. The Trust clearly takes data quality seriously and a strong 
programme of assurance over data quality including multiple Internal Audit reviews, to back up its policies and 
procedures. Data Quality Assurance Indicators in the IBR would enhance the focus on assurance at Board and 
Committee level, as part of continued development of Integrated Reporting. 
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Is appropriate and accurate information being effectively processed, challenged and acted on?

Areas for development 

Integrated Board reporting

Consider introducing data quality assurance indicators 
within the IBR

Digital and data leadership and education

Clarify and communicate the roles and responsibilities of 
digital leadership, both at Board/Tier 1 and Clinical Board 
level 

Benchmarking

Add more benchmarking to performance reporting to 
provide a comparative perspective
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KLOE 7: Engagement

Overview

The Trust has worked hard to improve staff engagement. The 2024 NHS Staff Survey showed improved staff 
engagement with a response rate of 64%, compared to 42% in 2023. The 2024 report also shows there has been 
improvements made against all areas of the 9 People Promises. However, the Trust’s scores remained slightly below 
average compared with other Trusts in 8 of the 9 themed areas and it is acknowledged there is still significant work 
to be undertaken to regain the Trusts previous status. Our findings in relation to KLOE3 reflect this. 

External partners highlighted the improved engagement and transparency of communication with the Trust. 
The appointment of the Shared Chair provides a good opportunity to identify share and adopt good practice with 
partners. This marks a significant shift in the Trust’s approach to engaging with its partners locally. 

The Trust actively engages with staff and patients through the “Real Time” programme of structured ward visits and 
“Right Time” post-care survey programme. These programmes are well designed, have executive-level leadership 
and results are reported to the Quality and People Committees. The Real Time programme has not yet been fully 
embedded across all 45 of the clinical areas originally proposed, however. There has been positive engagement with 
the Right Time experience programme, which provides clear comparative insight into patient experience. Monthly 
Friend and Family Test (FFT) data is also collected - since the introduction of the ‘Right Time Programme there has 
also been a 500% increase in FFT responses. The Trust should clarify the sustainability of funding for these 
programmes. 

The Trust has processes for collecting complaints and compliments but needs to deal with complaints more promptly 
and effectively. The Trust reports the number of complaints, prevalent themes and location through its 
Integrated Board Report. However, the Annual Complaints report indicates low complainant satisfaction in the 
current year, and it is recognised at both Board and Clinical Board level that current processes need to be updated 
to ensure the Trust can deal effectively with complaints first time. In the most recent year only 30% of complaints 
are closed in line with the agreed timeframe with some Clinical Boards having over 100 overdue complaints waiting 
to be closed. This may impact the Trust’s ability to maximise learning, and this is also linked to embedding a 
speaking up culture (KLOE3). The Trust recognises that improvement is required to strengthen their arrangements 
and a complaints improvement group has been established to monitor and report progress on this work.          
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Are the people who use services, the public, staff and external partners engaged and involved to support high quality sustainable services?

Areas for development 

Patient and Staff Experience 

• Fully embed the Real Time Experience process across all 
proposed clinical areas to allow regular assurance of patient 
experience allowing trust wide themes for improvement to be 
identified in a timely manner. 

• Confirm the future funding arrangements for the Real Time 
and Right Time programmes. 

Complaints 

• Prioritise the development and introduction of new 
complaints management arrangements that will strengthen 
the quality assurance process of complaint investigations 
and support the timely closure of complaints in line with Trust 
target.  

The Trust’s Governors are passionate about their roles and are keen to engage with the Trust - both the Trust and Governors need to continue working together to ensure this adds as much value as 
possible. Relationships between the Board of Directors and Council of Governors are generally constructive. The way in which Governors’ work is changing in line with working practices more 
widely, and we heard a degree of nervousness among some Governors about the increase of virtual meetings, while others were positive about the increased efficiency and opportunities for others 
to engage. The Trust and Governors will need to work together effectively, to ensure that forums allow all participants equal opportunity to contribute their perspectives and expertise. 
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KLOE 8: Improvement and innovation

Overview

There is a commitment at Board level to embed continuous improvement and an intent to develop a culture of 
learning over blame. The National Staff Survey demonstrates improvement made by the Trust to support 
learning and we heard of a wide variety of forums where learning is being shared. 

The Trust has improved its capacity to share learning across the organisation but needs to improve participation. 
The Trust has a Quality Improvement methodology but not all staff we spoke to were aware of it or spoke 
confidently about it. Work is in progress to triangulate learning from multiple sources, following the introduction 
of the People & Culture MDT Group and the development of the In-Phase risk management system to allow the 
triangulation of risk, incidents, audit, external inspection and patient experience feedback to assists  the 
identification of common themes and trends. It was reported to us by staff that the introduction of the Clinical 
Board model had reduced silo working, and we heard evidence of learning being share across services. 
However, a number of Executives highlighted the need to further strengthen learning arrangements and 
participation, within areas such as Mortality Reviews and improved  engagement with national clinical audits. 

The Trust has invested in Quality Improvement Training for staff to improvement capacity and capabilities. 
Innovation is celebrated and promoted through the ACE ward accreditation programme, which provides a 
strong foundation for improvement activity, and at events such as the ‘People at our Heart’ and ‘Celebrating 
Excellence’ awards. 
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Are there robust systems and processes for learning, continuous improvement and innovation?

Areas for development 

QI approach and skills

• The Trust should consider documenting and publicising its 
Quality Improvement approach and develop a toolkit to 
equip staff to drive improvement with a standardised 
approach. 

Increase collaboration and shared learning

• Prioritise the introduction of Structured Judgement Reviews 
to allow a standardised approach to assessment and 
identification of improvement

• Formalise the dissemination of sharing learning/improvement 
on a Trust-wide and system wide basis and improve 
participation in national clinical audits. 
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Additional KLOE: Environmental sustainability

Overview

In 2019, The Trust was the first healthcare organisation in the world to declare a climate emergency. The Trust also 
participates in a wider Newcastle civic partnership with Newcastle City Council and Newcastle University, which 
is jointly committed to achieving carbon neutrality by 2040.

The Trust has a Green Plan in place covering the period to 2026 and has established a Sustainable Healthcare in 
Newcastle (SHINE) group which has an annual strategy, renewed by the Board. The Trust’s Executive Director of 
Commercial Development and Innovation is the Board level sponsor for the Trust’s Net Zero agenda, and we 
understand this agenda will be co-sponsored in future by the Director of Estates, Facilities and Strategic 
Partnerships. The Trust’s work is led by a dedicated Associate Director for Sustainability, who has relevant 
professional expertise. 

Sustainability is considered within governance and clinical pathways, and staff awareness is supported through a 
network of around 1,000 green champions and initiatives that help individuals understand their carbon footprint. 
The Trust has implemented a range of initiatives, including energy efficiency measures, waste reduction, and the 
removal of single-use plastics in perinatal and postnatal care. For example: 

• Teleclinics and PEP have been introduced to reduce paper use and travel. 

• Local projects such as the Green Endoscopy Group have replaced single-use plastics with reusable 
alternatives and are exploring greener medical gases, while the Theatre Sustainability Group focuses on 
reducing waste in operating theatres. 

• The ENT department is transitioning to more environmentally friendly cleaning systems. 

The Trust is currently not on track to deliver its net zero goals. It attributes this primarily to an absence of capital 
funding. Like many Trusts, there is a challenge in reducing the environmental impact of the Trust’s legacy estate, 
with the opportunities arising primarily when new facilities are built. However, the Trust was recently successful in 
bidding for a significant (c£40m) capital grant to convert the gas heating system at the Freeman site to Heat 
Pump technology. Transport also remains a challenge, partly due to low parking costs discouraging sustainable 
travel. 

21

Areas for development 

• Promote sustainability priorities by making sustainability 

more prominent in the forthcoming Trust Strategy. 
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This section of the report details our recommendations based on the findings from our 
developmental review. 

The recommendations were co-developed by Grant Thornton alongside the Trust’s Board at 
a Board development session in October 2025. This session provided an opportunity for key 
stakeholders to discuss and challenge key areas of development identified during our review 
and agree practical actions to enable the Trust to address these findings. 

Ownership has been applied to these by the Trust during the factual accuracy stage of 
reporting. 

The pages that follow include a brief summary of the background to, and rationale for, each 
recommendation followed by a clear recommendation to address the challenge identified. 

These have been RAG rated to enable the Trust to focus its time in the areas of highest 
priority as shown in the table below:

Introduction to recommendations

23

Priority rating for recommendation raised

High

Findings that are fundamental to the management of risk in the business area, representing a 
weakness in the design or application of activities or control that requires the immediate 
attention of management. 

Those identified with an asterisk (*) are those we feel the Trust should prioritise.

Medium

Findings that are important to the management of risk in the business area, representing a 
moderate weakness in the design or application of activities or control that requires the 
immediate attention of management.

Low

Findings that identify non-compliance with established procedures, or which identify changes 
that could improve the efficiency and/or effectiveness of the activity or control but which are 
not vital to the management of risk in the business area. 
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Recommendations (1 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

1 - 
Leadership

1.1 Leadership 
capacity

Strengthen Leadership Clarity Across Shared Portfolios

While the current distribution of responsibilities across People and Digital/Data portfolios has supported transitional 
continuity, it risks diluting accountability and strategic focus in some areas. A lack of clarity around leadership of the 
people and culture agenda could dilute accountability and/or lead to a perception of a gap in leadership capacity in 
this key area. 

Recommendation

The Trust should clarify and stabilise leadership arrangements in these areas to ensure clear ownership and 
accountability, reduce ambiguity, and support delivery of strategic priorities. 

High

1 - 
Leadership

1.2 Visibility of 
the Board 
throughout 
the Trust 

Evaluate the Effectiveness of the Board Visibility Programme

The Trust has made notable progress in prioritising Board visibility and cohesion. This includes an active Board Visibility 
Programme, on which activity is routinely reported to Board. The Trust needs to assess whether this is translating into 
improved perceptions of Board visibility - and perceptions of Board cohesion - among frontline staff. 

Recommendation

Embed a structured evaluation of Board visibility—particularly in relation to visibility and impact on frontline staff—to 
help assess progress, identify areas for improvement, and reinforce a culture of continuous learning and development.

Medium

1 - 
Leadership

1.3 Board 
development 

Evolve the Board Development Programme to Align with Strategy and Succession Planning

Linking the Board’s development agenda to the strategy will support strategic coherence, strengthen future leadership 
capacity, and reinforce the Trust’s commitment to inclusive and forward-looking governance.

Recommendation

Building on the Trust’s commitment to Board development, the current programme should be evolved to align closely 
with the longer-term organisational strategy. This should include a structured approach to succession planning across 
both Executive and Non-Executive roles, ensuring leadership continuity and resilience. 

Medium
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Recommendations (2 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

2 - 
Strategy

2.1 Strategic 
focus 

Agree the strategic focus of the organisation and communicate this clearly to staff on an ongoing basis

Given current changes in the NHS landscape the development of the Trust’s strategy is a key opportunity for the Trust to 
confirm its strategic direction both externally through its improving external relationships, and internally. 

Recommendation 

Linked to the leadership capacity recommendation 1.1, the identification of a dedicated senior leader (and additional 
short- and long-term support) with accountability for strategy delivery is important to ensure this receives sufficient 
Board level focus. The Trust should also develop a comprehensive communication plan to ensure the staff engagement is 
maintained as the strategy moves from development to implementation. 

High

2 - 
Strategy

2.2 Monitoring 
strategic 
progress

Implement clear monitoring of  progress against the Trust's strategy, and use this to support the monitoring of other 
strategies within the organisation

Whilst objectives are reviewed and reported through via CEO updates and the BAF, the Trust lacks alignment of 
monitoring to these objectives or the strategy. Further there was limited evidence of this in other supporting strategies 
and plans. 

Recommendation 
We recommend the Trust identify key performance indicators for tracking progress against the strategy. These should 
be supported with regular monitoring and discussion and aligned to the IBR. At lower levels of the organisation service 
lines should be supported to consider how they achieve and monitor progress against their own strategies. 

Medium
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Recommendations (3 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

2 - Strategy 2.3 Values Refresh the Trust’s values

The Trust’s vision and values were last refreshed in 2018/19 following extensive engagement. Since then, the 
organisation has undergone significant strategic and cultural shifts. 

Recommendation

Update the Trust’s vision and values shortly after finalizing the new strategy to ensure alignment and 
relevance. Build on the successful engagement methods used for the People Plan and strategy development to 
involve staff and stakeholders widely. Communicate the refreshed values clearly and embed them through 
leadership behaviours, performance frameworks, and recognition programs.

Medium

3 – Culture 3.1 Responding to 
concerns raised

Focus the Trust’s Year 2 People Plan agenda around developing a clear, strategic and measurable plan to 
improve line management throughout the organisation. 

The Trust recognises that improving line management is fundamental to promoting and embedding an 
improved culture at all levels of the organisation. There is a concern that the activity in this area in year 1 of the 
People Plan, while welcome, may not have been sufficiently well targeted. 

Recommendation 

We recommend the Trust makes clear that the second year of its people plan is focus on developing and 
implementing a dedicated line management improvement plan to supplement – and support delivery of -  the 
People Plan objectives. This should include a clear strategy (such as focusing on ‘hot spots’ of poor 
performance) and ensuring there is a programme of interventions that are targeted specifically at the support 
and development needs of staff in key groups, including medical staff. The Trust should also clarify its support 
and development offer where it finds instances of poor line management at both individual and Ward level (for 
example through Speaking Up or Ward Accreditation arrangements).

High*
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Recommendations (4 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

3 – Culture 3.2 Responding to 
concerns raised

Develop HR processes to ensure clearer accountability and support where leadership and management 
behaviours do not reflect the Trust’s values

Aligned to the need for a clear improvement strategy, the Trust needs to refresh and develop its core processes 
provide effective accountability and support where these are necessary. 

Recommendation 

We recommend the Trust develops clear statements of the line management and leadership behaviours that 
are expected at all levels. It should also clarify the support offer at both individual and team/Ward level to 
support those areas that do not exhibit these behaviours to support improvement and ensure there is 
accountability. The Trust should also develop ways to ensure there are ways to celebrate and promote positive 
and effective management and leadership and review its recruitment, promotion and appraisal processes to 
place a sufficient emphasis on leadership and development behaviours. 

High

3 – Culture 3.3 Improve EDI 
outcomes 

Invest in robust evaluation of the People Plan and supporting interventions

Aligned to recommendation 3.1, above, the Trust needs to be assured that the interventions it is putting in place 
through its People Plan are the right ones to deliver the outcomes intended. Robust evaluation would assess the 
pre-implementation logic model and evidence base for individual interventions (whether they should work), as 
well as the post-implementation impact (whether they did work). 

Recommendation 

We recommend the Trust commissions ongoing, professional evaluation support for the People Plan to provide 
both formative learning for improvement and refinement, and evidence of the impact of interventions. 

High
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Recommendations (5 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

3 – Culture 3.4 Responding to 
concerns raised

Increase confidence amongst staff that concerns raised will be addressed

The Trust has invested in its FTSU processes, but this has not yet been fully embedded and there remains 
significant work required  around promotion of a safe culture, and the response to concerns and the reporting. 

Recommendation 

Implement a structured communication and training programme to raise awareness of FTSU routes and 
outcomes. Include case studies and feedback loops to demonstrate action taken and build trust in the system.

Enhance participation and diversity among FTSU Champions, and reflect this role in the FTSU policy

Enhance Board oversight by integrating FTSU data with staff survey results, incident reports, and 
whistleblowing concerns into a consolidated dashboard. Ensure regular review and challenge at Board and 
Clinical Boards to identify emerging risks early.

High

3 – Culture 3.5 Improve EDI 
outcomes 

Build momentum in supporting, promoting and delivering EDI initiatives to ensure progress to drive better EDI 
outcomes

The NHS Staff survey highlighted that, while not an outlier nationally, the Trust showed limited progress in 
improving diversity, equality and inclusion. This is also evident in the Trust's WRES and WDES data. Leaders are 
aware of this, and the Trust has initiatives in place to address this moving forward.

Recommendation 

The Trust should clearly embed EDI within its strategy and support leaders to ensure the EDI agenda is 
actively promoted and visible to staff. For example, leaders should ensure that it is understood across that 
Trust that behaviours which do not support EDI will not be tolerated. The Trust should also monitor diversity 
among its Champion networks, such as FTSU Champions. 

We also recommend that leaders hold one another to account on progress made to support this agenda, for 

example, by sharing their EDI objectives with one another and monitoring the impact.

High
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Recommendations (6 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

4 – 
Governance 
and 
management 

4.1 Clarity, purpose 
and effectiveness 
of meetings

Refresh the Trust’s Board and Tier 1 committee terms of reference and align them to the Trust’s strategy, when 
developed

The Trust should align Tier 1 Committees’ remits and accountabilities should align to allocated strategic goals, 
and their reporting should reflect this. This should also be reflected in Clinical Board and lower-tier committees’ 
reporting. 

Recommendation 

We recommend that the Terms of Reference and agendas for all Board-level meetings be reviewed alongside 
development of the Strategy, to clarify the purpose of each forum in terms of strategic oversight. Strategic 
goals should be assigned to the relevant committee. The agenda and frequency meetings should be aligned to 
ensure they remain purposeful and facilitate constructive challenge among Board members, fostering public 
accountability.

High

4 – 
Governance 
and 
management 

4.2 Clarity, purpose 
and effectiveness 
of meetings

Sharpen Board and Tier 1 committees’ focus on strategic assurance 

A more consistent and standardised focus on assurance at Board Committees would support strategic 
oversight. This includes defined thresholds for escalation and de-escalation (both up to the Board and down to 
lower-tier committee) to sharpen the Tier 1 Committees’ focus on strategic assurance rather than operational 
detail. 

Recommendation 

The Trust should introduce a standardised form of assurance reporting throughout the organisation and 
particularly for escalations to the Board and Tier 1 Committees. A format such as ‘AAA’, now used at many 
Trusts may be appropriate. 

High
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Recommendations (7 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

4 – 
Governance 
and 
management 

4.3 Clarity, purpose 
and effectiveness 
of meetings

Refresh the interface between Tier 2 and Tier 1 committee terms reference to support appropriate escalation and 
focus

To strengthen governance, clearer protocols for escalation and de-escalation from Tier 1 Committees is 
required. 

Recommendation 

We recommend the Trust establishes clear thresholds for escalation and de-escalation, so that Board 
Committees are fully supported in maintaining strategic oversight and key risks and are delegating more 
operational matters and lower-risk matters to  Tier 2 committees. Tier 2 committees will need to be 
appropriately trained and supported to implement this approach and empowered to manage issues within their 
remit. 

High

4 – 
Governance 
and 
management 

4.4 Clarity, purpose 
and effectiveness 
of meetings

Maintain focus on QPR effectiveness

While QPR meetings we observed were well chaired and promoted and effective two-way conversation, the 
effectiveness of QPRs is ultimately dependent on the level of preparation and participation by clinical board 
leadership. Inconsistent engagement across boards could lead to uneven scrutiny of performance, missed 
improvement opportunities, and weaker assurance to the Finance and Performance Committee. The Trust 
needs to be assured this is working well across all Committees and over time. 

Recommendation

We recommend the Trust Introduce a standardised pre-QPR preparation checklist and timeline for all clinical 
boards, supported by clear expectations from leadership. Consider implementing a light-touch peer review or 
feedback mechanism between boards to share best practices and promote consistency in engagement.

Medium
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Recommendations (8 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

4 – 
Governance 
and 
management 

4.5 Shared 
accountability

Continue to develop Clinical Board leadership

The Trust needs to ensure Clinical Board leaders are clear on their responsibilities around the digital agenda, 
data and information governance. 

Recommendation

The Trust should refresh its accountability framework alongside development of the Strategy and Tier 1 
Committee remits to ensure adequate coverage of digital leadership, data quality and information governance. 

Medium

4 – 
Governance 
and 
management 

4.6 Papers, action 
logs and risks

Refine the use and writing of executive summaries and action summaries 

To help ensure key points within papers and the purpose of papers are clear to readers there has been a 
concerted effort to introduce executive summaries at the start of papers. The use and format of these varies 
across meetings. Actions are generally captured and tracked appropriately, but a summary table of new 
actions identified would make this even clearer. 

Recommendation 

The Trust should provide guidance and training for report writers on writing effective executive summaries. 
Additionally, review cover sheets to identify any appropriate enhancements, such as linking papers to relevant 
strategic pillars or risks. Introduce a standard table summarising new actions within Committee minutes. 

Low

5 – Risk and 
performance 

5.1 Balancing 
financial 
pressures and 
quality of care

Promote a positive and informed culture around efficiency and financial savings without compromising 
quality of care

The Financial Turnaround team have been fundamental in enabling the Trust to achieve a small surplus in 
2024/25. However, this was reliant on key individuals across the Trust leveraging their knowledge, experience 
and relationships to drive change at pace.

Recommendation 

We recommend the Trust reviews its processes for engaging with staff on the efficiency agenda to reduce 
the perception that savings are necessarily at odds with quality of care. To ensure that quality of care is 
not compromised, the QIA process must be embedded across the Trust and consistently applied.

Medium
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Recommendations (9 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

5 – Risk and 
performance

5.2 Board assurance 
framework

Align the BAF to the strategy 

Risks on the BAF are aligned to a number of principal risks (what may stop the Trust from achieving their 
strategic objective) and these are in turn aligned to the Trust’s strategic objectives for the current year. The BAF 
is aligned primarily to risks, with links then made to the relevant strategic objectives.

Recommendation

the Trust could consider aligning the BAF directly to its strategic objectives to support the focus on assurance 
and accountability for delivery we have recommended in KLOEs 2 and 4. 

Medium

6 – 
Information 
and data 
quality 

6.1 Integrated Board 
reporting

Evolve integrated board reporting

The Trust has improved integrated board reporting with a clear focus on improving this over the last year. As 
with other Board-level reports there is scope to continue improvement to maximise the usefulness of this report.  

Recommendation 

We recommend the Trust introduce a heat-map at the front of its IBR as part of a clearer executive summary 
focused on summarising assurance and escalations. The Trust could also include Data Quality Assurance 
Indicators or commentary as part of this, drawing on findings from relation internal audits, for example. Once 
this has been established at a Trust level these principles should be used to within Clinical Board reporting.

Low
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Recommendations (10 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

6 – 
Information 
and data 
quality 

6.2 Digital strategy Clarify the Trust’s Digital and Data strategy to prioritise improvement and investment

The Trust is aware it needs to invest in the digital agenda to support staff in accessing the data they need on a 
timely basis. However, the lack of a current strategy makes it harder to prioritise investment and effort 
effectively. 

Recommendation - Aligned to other recommendations, the Trust should progress development of its digital and 
data strategy to support effective prioritisation of digital and data project, support clarity in leadership of this 
agenda, set the strategic focus of the Digital and Data Committee and prioritise investment in digital 
infrastructure and skills. 

High

7 – 
Engagement

7.1 Patient 
engagement

Embed the Real Time and Right Time Experience process.  

Fully embedding the Real Time and Right Time Experience process provides valuable and actionable insight 
across clinical areas and the Trust should ensure this has the full coverage it originally planned. 

Recommendation
Fully embed the Real Time Experience process across all proposed clinical areas to allow regular assurance of 
patient experience allowing trust wide themes for improvement to be identified in a timely manner. The Trust 
should also confirm the future funding arrangements for the Real Time and Right Time programmes. 

Medium

7 – 
Engagement

7.2 Complaint 
resolution

Improve Complaints-resolution Performance

Delays in resolving complaints and lack of robust assurance processes could undermine compliance with Well-
Led standards on openness, transparency, and responsiveness. 

Recommendation
Prioritise the  work of the complaints improvement group in strengthening complaints management 
arrangements, including clear escalation routes and monitoring of overdue cases, to ensure timely closure and 
assurance reporting to the Board.

Medium
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Recommendations (11 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

8 - Learning, 
continuous 
improvement 
and 
innovation

8.1 QI approach and 
skills

Formalise the Trust’s Quality Improvement approach

The Trust has good foundations for quality improvement building on its engagement methodologies and the 
ACE Ward Accreditation programme. However, while the Trust has an improvement methodology not all staff 
we spoke to were aware of this or spoke confidently about it. 

Recommendation 

We recommend that the Trust clearly documents and promotes it QI approach, allowing more staff the 
opportunity to implement improvements. We also recommend that the Trust publicises to staff the outcomes 
of completed QI projects. This will raise confidence in the approach and empower more staff to take part.

Medium

8 - Learning, 
continuous 
improvement 
and 
innovation

8.2 Sharing learning Share learning from incidents more consistently 

The Trust continues to report to the Quality Committee on learning from deaths and serious incidents. 
However, learning is not consistently shared at all levels across the Trust which limits the opportunity to share 
learning on a Trust-wide basis.  

Recommendation

We recommend that the Trust establishes an appropriate forum (or makes better use of an existing forums 
such as the cross-cutting Boards) to share learning more widely.

We recommend that the Trust establishes effective ways to disseminate learning/improvement on a Trust-
wide basis.

Medium 
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Recommendations (12 of 12)

KLOE Reference Development 
area

Recommendation and supporting detail Priority Responsibility

9 - 
Environmental 
sustainability

9.1 Set a clear 
strategic 
direction

Reiterate the strategic direction for environmental sustainability 

The Trust has a Climate Emergency Strategy in place, but its current (interim) organisational strategy does not 
specifically include sustainability among its top-level commitments (big signals).

Recommendation

We recommend that the Trust use the opportunity presented in publishing its strategy in 2026 to refresh 
reiterate its strategic commitment to its environmental sustainability goals. 

Low

35

Docusign Envelope ID: 9C413341-9641-456A-A433-B42AA277B826



Detailed findings 4.

36

Docusign Envelope ID: 9C413341-9641-456A-A433-B42AA277B826



|

Commercial in Confidence

© 2026 Grant Thornton UK Advisory & Tax LLP 

KLOE 1: Is there the leadership capacity and capability to 
deliver high quality, sustainable care? 

1.1 - Leaders have the experience, capacity, capability and integrity to ensure that the strategy 
can be delivered and risks to performance addressed.

Board composition

The Board consists of the Chair, Vice Chair, seven further NEDs, and two Associate NEDs (who do 
not have voting rights) and 14 executive roles as listed below: 

Board turnover

The Executive Team has had a significant degree of turnover in recent months. The Trust’s acting 
Chief Executive, Rob Harrison, has been in post as interim CEO since March 2025 having 
previously been appointed as deputy Chief Executive in February 2024. The current substantive 
Chief Executive, Sir Jim Mackey, is on secondment to NHS England having joined the Trust in 
January 2024. 

The NED team has also had significant change. Trust’s Chair, Sir Paul Ennals, was appointed 
permanently July 2025 (having been interim since October 2024) and is also now Chair of two of 
the Trust’s key partners within the Great North Healthcare Alliance (Northumbria Healthcare NHS 
Foundation Trust and Gateshead Health Foundation Trust). A significant number of the other 
Non-executive have also either joined the Trust or been appointed to their current roles since the 
Trust’s last CQC report. 

At the time of our review, the Trust’s substantive Chief Executive Officer, Sir Jim Mackey, was on 
secondment to NHS England. 

Skills, Experience, Capacity and Cohesion

Despite the degree of change in the leadership team as a whole, the Board is united. We heard 
from Board members and observed directly a professional and constructive environment within 
Public and Private Board and Tier 1 Committee meetings. Perceptions of psychological safety at 
this level have significantly improved since the CQC review and this is an area the Board actively 
focuses on. The Board continues to evolve supported to by a clear development programme. 
Executives spoke highly of their peers, and of the substantive and acting Chief Executives and 
the Trust Chair. External partners noted the high calibre of recent appointments to the Trust

There is a diverse range of skills and experience present within the NED group, who come from 
backgrounds including: finance, audit, construction, nursing, medicine, HR, education, and legal 
professions. This was evident in the contributions each brough to Boards discussion and the 
challenge and support offered at meetings observed during our review. 
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Individual Role Voting  Member
Rob Harrison Acting Chief Executive ✓
Ian Joy Executive Director of Nursing ✓

Dr Lucia Pareja-
Cebrian

Joint Medical Director ✓
Dr Michael Wright Joint Medical Director

Jackie Bilcliff Acting Deputy CEO and Chief Finance Officer ✓
Dr Victoria 
McFarlane Reid

Director of Commercial Development and Innovation/Exec 
Lead for People and Organisational Development

✓

Sue Hillyard Interim Executive Director of Operations ✓

Annie Laverty
Chief Experience Officer and Joint Lead on Equality, 
Diversity and Inclusion

Caroline Docking
Director of Communications and Corporate Affairs and 
Joint Lead on Equality, Diversity and Inclusion

Martin Wilson Director of the Great North Healthcare Alliance Strategy

Paul Hanson 
Director of Estates and Facilities and Strategic 
Partnerships

Rachel Carter Director of Quality and Safety

Dave Elliott
Chief Digital Officer for the Great North Healthcare 
Alliance

Patrick Garner Director of Performance and Governance

Kelly Jupp Trust Secretary
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KLOE 1: Is there the leadership capacity and capability to 
deliver high quality, sustainable care? 

1.1 - Leaders have the experience, capacity, capability and integrity to ensure that the strategy 
can be delivered and risks to performance addressed. (continued)

A consistent messages we received was of the immediate and significant positive impact the 
substantive CEO’s arrival had on the Trust. This is triangulated by the uplift in many areas of the 
Trust’s NHS Staff Survey. It was equally clear that the Acting Chief Executive is also held in high 
regard throughout the organisation and by external stakeholders. Overall feedback was positive 
about the smooth transition between the Substantive and Acting Chief Executive Officers. Some 
stakeholders commented that clarity over the future arrangements would help ensure the pace of 
change was sustained, though others did not perceive a tangible difference. The Trust could, 
however, consider how to manage any uncertainty externally to ensure barriers to the pace of 
further progress at a strategic level, including in relation to the Alliance, are minimised. 

We noted some concern – both internally and externally - that the leadership and scope of some 
key portfolios require clarification or further development. It is important to note that this 
feedback did not reflect issues with the individual executive and non-executive leaders in post, 
but with the leadership structures and arrangements more widely. In particular, partners noted 
that the Trust’s executive leadership arrangements for the people and culture agenda were not 
clear, particularly to an outside observer. Executive responsibility for HR rests with the Director of 
Commercial Development and Innovation, who is also Executive Lead for People and 
Organisational Development. Key elements of the people agenda also rest with the Chief 
Experience Officer who has led development of processes to provides data, intelligence and 
insight and is one of two Joint Lead on Equality, Diversity and Inclusion (EDI). The Director of 
Communications and Corporate Affairs, is also Joint Lead for EDI. The Trust has appointed a new 
Associate Director with a formal HR background to support this agenda. This has led to some 
confusion around the permanence of current arrangements and concern among partners that 
current arrangements risk not sending a strong enough message about the Trust’s commitment to 
addressing its cultural challenges (see KLOE 3).  

1.2 The leadership is knowledgeable about issues and priorities for the quality and sustainability of 
services, understands what the challenges are and takes action to address them.

During our interviews, Board members were consistent in their understanding of the priorities for 
the Trust and the areas where challenges were prominent. These included managing the Trust’s 
financial challenges, accelerating progress in cultural change, continuing to move toward a more 
distributed leadership model in which the Clinical Boards take more ownership of decision-
making, the development of the Trust’s longer-term vision and strategy and, linked to this, a clear 
strategy to maximise of the benefits of the Alliance model. 

Consistent with a number of NHS providers, we heard of current challenges in aligning 
operational, clinical, and financial pressures. The Trust has struggled to deliver significant 
recurrent savings in recent years, delivering only £11m of £107m savings recurrently (10% of 
savings or 0.6% of expenditure) in 2024/25 at a point where recurrent savings of 2% of 
expenditure has become the norm for many Trusts. The Trust has a CIP target of £106m to 
support its financial plan for 2025/26. 

Our work indicated that Executives felt supported by their colleagues and that decisions were 
made equally. There was a positive and constructive tone within Committees and Chairs or 
Committees, and this generally ensured all voices were heard allowing a wide range of 
perspectives to be heard and provided opportunity to influence discussions. 
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KLOE 1: Is there the leadership capacity and capability to 
deliver high quality, sustainable care? 

1.3 Compassionate, inclusive and effective leadership is sustained through a leadership strategy 
and development programme and effective selection, development, deployment and support 
processes and succession-planning. 

There is evidence of some investment in leadership training among the Governing Body and 
among staff in Networks who told us that the Trust had invested in Leadership training with the 
provision of the LEO Couse, Compassionate Leadership Training.

The Trust’s People Plan is underpinned by 4 pillars which in Year one included Leadership and 
Management. A review of the progress in Year 1 Of the People Plan was presented to the People 
Committee in July indicated that all of the actions had been agreed as completed, including an 
assessment of current Leadership and Management offer. However, line management and 
leadership development more generally remains a key development area for the Trust – see KLOE 
3. 

In recognition of recent changes, with new Executives, NEDs and Associate NEDs joining, the 
Board has established an active programme of Board development, supported by external 
consultants (the Value Circle). We heard good feedback from the Board in relation to the 
development sessions; individuals found the insights work particularly helpful in developing a 
better understand their colleagues and their different approaches. 

1.4 Leaders at every level are visible and approachable.

The 2024 CQC Inspection Report for the Trust highlighted a lack of visibility of the Trust’s senior 
Executive as a key issue, noting that sentiment from staff feedback was “overwhelmingly 
negative”. Since the last inspection, however, the Trust has implemented an active, formal Board 
Visibility Programme, comprising: 

• Leadership walkabouts which include two senior leaders (who may or may not be a Board 
members) and 

• NED informal visits to specific areas or Clinical Board. During our observations of the Trust’s 
Board a number of NEDs spoke positively about this process. Each NED is also assigned to a 
particular service area. 

During the period of June 2024 to May 2025, a total of 262 leadership visits took place 
throughout the Trust, of which 59 were leadership walkabouts. 

Regular updates on the Board Visibility Programme are presented directly to the Board. The July 
2025 Board reported an overview of 15 walkabouts and visits in May and June. Based on these 
reports we note that of the nine leadership walkabouts reported, none were attended by 
members of the Executive Team, though reports from previous periods showed more executive 
team participation. 

During formal and informal interactions with staff we heard positive feedback about the 
improved visibility of NEDs both generally and as a result of the walkabouts. It is important that 
the Trust is also assured that the activity in this area is leading to improved perceptions of the 
Executive Team among frontline staff. The Trust should include specific questioning on this area 
in Pulse surveys and consider an evaluation of the current visibility programme to identify 
successes and areas for improvement. 
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KLOE 2: Is there a clear vision and a credible strategy to 
deliver high quality, sustainable care to people, and robust 
plans to deliver?
2.1 There is a clear statement of vision and values, driven by quality and sustainability. It has been 
translated into a robust and realistic strategy and well-defined objectives that are achievable and 
relevant.

Trust strategy and values 

The Trust has an interim strategy that covers the 12-month period from 2025-2026. The previous 
5-year strategy expired in 2024, and the Trust is currently using an interim 12-month strategy to 
focus on immediate priorities. The Trust Board chose to implement an interim strategy to allow 
time to collaboratively develop a meaningful new 5-year strategy with staff, patients, and 
stakeholders.

Within the strategy are eight “big signals” which serve as the underpinning pillars for the 
strategy, which were based on feedback from over 1,000 staff. The big signals are the key issues 
for improvement that staff can use to hold leadership accountable. Progress on these signals is 
reported monthly by the Chief Executive at public Board meetings and through internal 
dashboards. The pillars are summarised below: 

1. Quality of care will be our main priority.

2. We will be a great place to work where everyone feels supported.

3. We will focus on excellence in all that we do.

4. Our technology will support our work and patients’ care.

5. Our buildings will be fit for purpose.

6. We will take our responsibilities as a public service seriously, carefully managing our money 
and performance.

7. We will make sure we deliver our commitments to the communities who depend on us.

8. We will be honest, open, and transparent about our challenges and our progress.

Each big signal maps to the Trust’s strategic aims (below) and defines what success would look 
like and how the Trust would get there: 

1. Improving safety, quality, and experience

2. Performance delivery

3. Effective governance

4. Systems and partnerships 

In alignment with national plans, there is a focus on community healthcare and neighbourhood 
models. Broadly the strategy covers the areas expected, however there is minimal mention of 
commitments to environmental sustainability though the Trust overall has a positive narrative on 
sustainability and Net Zero (see KLOE 9). 

The Trust’s current vision is “achieving local excellence and global reach through compassionate 
and innovative healthcare, education and research.”

The value statements are: 

1. We care and are kind: we care for our patients and their families, and we care for each other 
as colleagues.

2. We have high standards: we work hard to make sure that we deliver the very best standards 
of care in the NHS. We are constantly seeking to improve.

3. We are inclusive: everyone is welcome here. We value and celebrate diversity, challenge 
discrimination and support equality. We actively listen to different voices.

4. We are innovative: we value research, we seek to learn and to create and apply new 
knowledge.

5. We are proud: we take huge pride in working here and we all contribute to our ongoing 
success.
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KLOE 2: Is there a clear vision and a credible strategy to 
deliver high quality, sustainable care to people, and robust 
plans to deliver?
Strategy leadership

The Trust’s Director of Performance and Governance, supported by the Director of 
Communications and Corporate Affairs, are responsible for corporate strategy, while the 
Director of the Great North Healthcare Alliance and strategy is responsible for developing the 
Trust’s clinical strategy and wider strategy development in relation to the Alliance (see KLOE 7). 

The Board was engaged with the development of the interim strategy through regular updates 
and three separate development sessions. The Strategy was also developed through the Trust’s 
Planning and Strategy Group, the Trust Management Group and the Council of Governors. The 
Board will continue to be kept up to date on the development of the longer-term 5-year strategy 
through the rest of the 2025/26 financial year, with the strategy itself scheduled for publication 
in April 2026. 

The Trust has launched a major ‘conversation’ around the development of its longer-term strategy. 
It has established the foundation of a broad clinical strategy outline and has begun testing this 
with the senior clinical team. The next step is a comprehensive, six-month engagement exercise 
to further develop the strategy. There has been a significant and positive shift in recognising 
Newcastle as both the core community and District General Hospital (DGH) provider for the 
Newcastle locality, as well as a leading tertiary centre. 

Collaboration with partners is a key element of ongoing strategy development. This includes 
developing the Trust’s relationship with the ICB in its evolving role and understanding how this 
aligns with place-based priorities. Specific chapters on the development of community services 
will be co-authored with the ICB. The Trust has also applied to become a pilot site for this work; 
preparing the submission and securing the necessary approvals has been an important 
milestone.

Strategic focus

2.2 The strategy is aligned to local plans in the wider health and social care economy, and services 
are planned to meet the needs of the relevant population. 

Seven out of the eight “big signals” in the current strategy are externally facing. The interim 
strategy notes that one of the Trust’s key deliverables is working with partners to streamline 
pathways, ICB and local authority work around carers, and Urgent Treatment 
Centre/Emergency Department ongoing work, and alliance and regional work. 

The key deliverables for 2025/26 include: culture, communication and engagement, digital, 
estates, workforce, quality improvement, finance, performance, and service development. There 
do not appear to be any notable omissions in the strategy. It was too early for us to assess 
whether the Trust’s longer-term strategy was similarly broad in scope but based on our interviews 
with senior leaders we would expect this to be the case. 

There is currently no dedicated workforce strategy in place and it is recognised that the current 
People Plan is not a replacement for a workforce strategy.

The Trust’s current strategy does not have a dedicated section on population health, though the 
section on the Great Northern Healthcare Alliance notes at multiple points the Trust’s aspirations 
to improve patient outcomes and reduce inequalities, and for the Trust to do more for their 
economy, environment, and communities through local and national partnerships. 

The Trust has clearly signalled an intent to ensure its forward strategy is focused on the needs of 
its population and recognises the role the Trust plays within its place. There has been a 
recognition at Board level of the key roe the Trust plays within the Newcastle are the core 
community and District General Hospital (DGH) provider for the Newcastle locality, as well as a 
major tertiary care centre.
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KLOE 2: Is there a clear vision and a credible strategy to 
deliver high quality, sustainable care to people, and robust 
plans to deliver?

The Trust is currently developing a Clinical Strategy aligned with the NHS England 10-year plan, 
while operating under an interim strategy during finalisation. A key priority is addressing health 
inequalities, led by a dedicated group chaired by the Joint Medical Director. Initiatives include 
improving ethnicity data capture, tackling diabetes and cardiovascular health, and promoting 
prevention and self-management programmes for patients on waiting lists. The Trust is also 
engaging with the local authority, embedding a public health consultant, and working with the 
ICB and NHS England to ensure system alignment. 

2.3 Staff in all areas know, understand and support the vision, values and strategic goals and how 
their role helps in achieving them.

Understanding the Trust vision, values and goals

The development of an interim strategy was generally recognised by leaders we spoke to as a 
pragmatic approach that allowed the Trust to focus on improving the fundamental issues 
identified within the 2024 CQC report. 

However, some leaders we spoke to also expressed a view that, as a result of its broad focus and 
short time-span the interim strategy does not convey a unique vision for the Trust though we note 
others were more positive about the interim strategy and the plans for the full strategy.

The Trust’s pulse survey indicated that just under half of staff (49%) agreed or strongly agreed 
that “the Trust’s vision and goals are clear to me”, substantively unchanged from a year before. 
While this may reflect the current strategy’s interim status, it is clearly important that the Trust 
builds on its current engagement exercise and articulates the refreshed strategic narrative clearly 
and consistently to staff. 

Helping to achieve the goals

The Trust is currently working on a refresh of its clinical strategy and in the meantime using a 
document called “Towards a clinical strategy” which has been endorsed, though not formally 
approved, by the Board, and will form part of the new strategy by the end of the financial year. 
The document states that the final clinical strategy will be “the central tenet on which the other 
Trust plans are built” and is clearly intended as a long-term (10-15 year) strategy. This indicates 
an intent to use clinical strategy as the foundation of broader organisational strategy. 

Clinical Boards have also been asked to engage with their teams as part of strategy development 
and involvement of frontline clinical staff in the strategy development. It also mentions the 
involvement of a Clinical Strategy Steering Group that is composed of various stakeholders, 
indicating a multidisciplinary approach that integrates clinical perspectives into organisational 
decision-making. 
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KLOE 2: Is there a clear vision and a credible strategy to 
deliver high quality, sustainable care to people, and robust 
plans to deliver?
Communication of the strategy occurs through staff bulletins, executive roadshows, and Clinical 
Board reviews, with executive performance monitoring linked to strategic objectives. While 
progress has been made, further work is needed to fully align the Trust’s strategy with wider 
system plans. 

2.4 The vision, values and strategy have been developed through a structured planning process 
in collaboration with people who use the service, staff and external partners.

The Trust’s existing vision and values were set following extensive staff and stakeholder 
engagement in 2018/19. Our engagement with Board members indicated that these should be 
updated as, or shortly after, the Trust sets its new Strategy. As noted above, the eight “big 
signals” in the 2025/26 strategy were based on feedback from over 1,000 staff. Over 8,000 
staff also contributed to shaping the Trust’s People Plan by sharing their experiences through a 
variety of engagement channels including CEO roadshows, focus groups, collaboration with 
staff networks and staff-side representatives, input from the Freedom to Speak Up Guardian, 
as well as feedback from both the NHS Staff Survey and the Trust’s internal staff survey. 

The Trust has recently launched a major ‘conversation’ around the development of its longer-
term strategy. This is a comprehensive, six-month engagement exercise to further develop the 
strategy. Collaboration with partners is a key element of this work. This includes developing the 
Trust’s relationship with the ICB in its evolving role and understanding how this aligns with 
place-based priorities. Specific chapters on the development of community services will be co-
authored with the ICB. The Trust has also applied to become a pilot site for this work; preparing 
the submission and securing the necessary buy-in from has been an important milestone.

Communications 

The Trust does not currently have a dedicated communications strategy, but anticipate 
addressing this once the Interim Trust Strategy is replaced. In the meantime, an agreed 
communication approach is in place to support organisational objectives. 

2.5 Progress against delivery of the strategy and local plans is monitored and reviewed, and there 
is evidence of this. Quantifiable and measurable outcomes support strategic objectives, which are 
cascaded throughout the organisation. The challenges to achieving the strategy, including 
relevant local health economy factors, are understood and an action plan is in place.

Annual report

The CEO provides an update on progress against the eight big signals regularly at the Board 
meetings held in public, and other management meetings. It does not appear however that the 
annual report tracks progress against the strategy. We recommend clarifying reporting 
arrangemetns to provide clear view of progress against the strategy each year. 

Other strategies

Environmental sustainability is underpinned by a five-year strategy concluding in 2026, which 
has driven significant progress in energy use, waste management, and carbon reduction, 
although transport remains a challenge. These insights reflect a multi-faceted strategic focus 
spanning commercial, operational, and environmental domains. Further detail is covered in the 
environmental sustainability section. The Trust has co-produced a mental health strategy for 
acute care patients and is collaborating with system partners to shape future strategic direction.
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KLOE 3: Is there a culture of high quality, sustainable care

3.1 Leaders at every level live the vision and embody shared values, prioritise high quality, 
sustainable and compassionate care, and promote equality and diversity. They encourage pride 
and positivity in the organisation and focus attention on the needs and experiences of people 
who use services. Behaviour and performance inconsistent with the vision and values are acted 
on regardless of seniority.

In response to the CQC report, the Trust developed a Three-Year People Plan in collaboration 
with staff. The Plan incorporates four: Health & Wellbeing, Behaviours & Civility, Valued & Heard 
and Leadership & Management. Each year a set of annual objectives are developed based on 
progress against the milestones. Progress is reported from the People Programme Board 
through the People Committee and Trust Board. 

Tone from the top

We saw substantial evidence of positive leadership at Board level with a clear focus on quality. It 
was also evident from our interviews with Clinical Board Leaders and observations of Clinical 
Boards’ monthly Quality Performance  Reviews (QPR) that quality underpins the daily business 
of the Clinical Boards. The chairing responsibilities of the monthly QPR meetings for each 
Clinical Board are  rotated between the Executives  and were observed to follow a standardised 
agenda. The meetings we observed were well attended and outcome focused, seeking outcomes 
that would improve both patient safety and experience. 

Civility

In response to the Regulator’s findings, the Trust has undertaken significant work to improve 
staff behaviours  with the introduction of a Civility Charter. The Charter was co-produced with 
staff and outlines clear expectations of how staff are required treat one another with the aim of 
promoting a culture where respect and kindness are non-negotiable. The Charter has been 
embedded through training, and team discussions and work is ongoing to embed the Charter’s 
principles into wider practices, policies and procedures, such as recruitment, induction, 
appraisal, training and celebration. Incivility training is reported to have been rolled out to over 
13,000 between Nov 2024 and June 25. 
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However, inappropriate attitudes and behaviours remained a theme  in an overwhelming majority 

of the concerns raised with the FTSU Guardian  particularly between staff and their direct line 
manager in the last 12 months (see below).

Line management 

The quality of line management below the Trust’s top management tiers was a key theme in the 
CQC’s 2024 report and remains a key challenge for the Trust. The Trust’s own reviews into 
aspects of poor culture, such as those within the Cardiothoracic Clinical Board, highlighted that 
line management quality is key to individuals’ daily experience at work and that this, in turn, 
directly influences individual and organisational performance. The “tipping point” at which 
improvement in perceptions of line management translate into more positive outcomes is not 
reached until individuals’ experience of line management is generally good.  

The NHS Staff survey 2024 showed results consistently below the national average and, on some 
indicators close to the worst-performing trusts. The Trust’s Pulse survey from 2025 showed no 
significant improvement from the year prior in relation to the line management dimensions 
included. While these two data points are not directly comparable, the Trust is clear that there 
needs to be more visible progress in this area. 

Docusign Envelope ID: 9C413341-9641-456A-A433-B42AA277B826



|

Commercial in Confidence

© 2026 Grant Thornton UK Advisory & Tax LLP 

KLOE 3: Is there a culture of high quality, sustainable care

. 
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3.1 Leaders at every level live the vision and embody shared values, prioritise high quality, 
sustainable and compassionate care, and promote equality and diversity. They encourage 
pride and positivity in the organisation and focus attention on the needs and experiences of 
people who use services. Behaviour and performance inconsistent with the vision and values are 
acted on regardless of seniority (continued)

Feedback from the Trust’s 2025 Pulse Survey indicates that some staff also continue to feel 
that there is a disconnect between managers and clinical staff, though the focus of this may 
have shifted to confusion around the role of clinical board and clarity of management roles. 

Overall, it is clear that the Trust has prioritised positive culture change and put in place 
tangible measures to improve line management. However, at the time of our reviews there was 
not enough measurable progress for us to conclude at this point - that the Trust’s People Plan 
and its related interventions are having the effect required. This may reflect the relatively early 
stage in delivery of the Trust’s People Plan at the time of the most recent Staff surveys, but it 
is critical that the Trust assures itself that the interventions it is making should lead to the 
outcomes it is seeking, and the depth and reach into the organisation required to make a 
measurable impact. Some leaders we spoke to suggested that some service leads  in their 
areas may not have received foundational training in line management, and that the focus of 
some the Trust’s training in compassionate leadership, for example, may be ‘too much too 
soon’ for those needing more fundamental support in their leadership roles. 

People Plan measurement and reporting

Measuring the impact of the People Plan more generally is a challenge. The Trust has an 
Impact Framework though at the time of our review, not all the indicators were aligned to 
outcome measures. Impact measurement also relies significantly on staff survey data. While 
good quality survey data are producing reliable data which are key to outcome 
measurement, there are inherent limitations to survey data in terms time-lags and sensitivity 
to changes at sub-Clinical Board level. The Trust needs more leading indicators to show where 
its interventions are having the intended effect. 

A professional evaluation could support the Trust assess the logic model for the People Plan 
and assessing the impact of individual interventions robustly. 

The Trust is aware of – and accepts - these issues. Improving culture - and specifically line 
management - was consistently highlighted by stakeholders we spoke to – both internally 
and externally, as the most pressing and also the most difficult challenge the Trust currently 
faced. The Trust acknowledges that shifting the culture of the organisation could take several 
years. 
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KLOE 3: Is there a culture of high quality, sustainable care

3.2 Candour, openness, honesty, transparency and challenges to poor practice are the norm. The 
leadership actively promotes staff empowerment to drive improvement, and raising concerns is 
encouraged and valued. Staff actively raise concerns and those who do (including external 
whistleblowers) are supported. Concerns are investigated sensitively and confidentially, and 
lessons are shared and acted on. When something goes wrong, people receive a sincere and timely 
apology and are told about any actions being taken to 
prevent the same happening again.

Raising concerns – Freedom to Speak Up (FTSU)

There is evidence the number of concerns being raised through the FTSU process are increasing 
however remain  low for the size of the organisation. The Trust has a FTSU policy aligned to the 
National Guardian guidance, which outlines its FTSU systems and processes. Speaking up is also 
well embedded within the wider People Plan.

The Trust has recently increased its provision of FTSU Guardian capacity now supports 1 WTE 
post, shared between two individuals. The Trust has also introduced  a network of Speak Up 
champions to promote and increase the visibility of the service (though this is not reflected in its 
Policy). The Champions receive formal  training - however Champions are not currently 
embedded within every Clinical Board, and it is recognised work is needed to improve the 
representation and diversity among Champions in terms of ethnicity, staff grade and professional 
group to further assist with accessibility. In addition, there are no arrangements in place to 
capture the activity of champions. 

The FTSU service is promoted through  a variety of routes such as staff inductions,  regular 
teaching slots at the harm free care forum, attendance at Clinical Boards and the Clinical Risk 
Group and ad-hoc walk rounds

Between April 2024 and January 2025, the FTSU Guardian managed 142 cases which required 
intervention beyond advice and support being given to the complainant. This was an increase of 
67% against the same period in the previous year (57 cases in 2023 Q1-Q3 compared to 142 cases 
in Q1-Q3 2024). This increase is encouraging, given the need to develop a more positive Speaking 
Up culture, though it was also noted that the majority of the concerns raised continued to reflect 
working relationships such as concerns around mismanagement and fairness in the application 
of policies and procedures, and a lack of trust in management and formal processes to resolve 
issues. 

The Freedom to Speak Up Guardian provides a quarterly update  to the People Committee and 
has recently started to provide a quarterly report to the Patient Safety meeting. The  Board 
receives a biannual Freedom to Speak Up report. The reports provide oversight on the total 
number of speak up incidents raised and reflects the theme of the concerns being raised. 

A biannual report to Board provides detail on the number of anonymous speak up referrals, the 
staff group and  the clinical board where the concerns were raised. This allows the Trust to target 
support and training more appropriately and alerts them to potentially emerging issues. 

A Freedom to Speak Up dashboard has been established though until recently visibility was 
restricted to minimise risk of identifying the individual who had raised concerns in smaller areas. 
However, the dashboard is now visible to Clinical Boards and managers. FTSU data is currently 
not incorporated into the Integrated Board Report. It was also identified that current data does 
not accurately capture concerns related to race and it was seen as to challenge to ask. The FTSU 

Guardian does not currently attend network meetings, and this may assist to promoting the 
service and improving links with the EDI agenda. In addition, we were informed that, to 
strengthen triangulation and bring together the various  strands of the People & Culture agenda, 
an MDT group has been established which includes Patient Safety, FTUS Guardian and Human 
Resources. This is supported by a draft terms of reference and sources information about people 
that includes but is not limited to: anecdotal concerns, staff engagement, F2SPU, staff 
experience networks, case management, mediators, Work in Confidence.
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KLOE 3: Is there a culture of high quality, sustainable care

3.2 Candour, openness, honesty, transparency and challenges to poor practice are the norm. The leadership actively 
promotes staff empowerment to drive improvement, and raising concerns is encouraged and valued. Staff actively raise 
concerns and those who do (including external whistleblowers) are supported. Concerns are investigated sensitively and 
confidentially, and lessons are shared and acted on. When something goes wrong, people receive a sincere and timely 
apology and are told about any actions being taken to prevent the same happening again (continued)
Guardian of safe working hours

The Trust has an established Guardian of Safe Working Hours. This role is undertaken by a medical staff representative. 
The Guardian is responsible for overseeing compliance with the safeguards outlined in the terms and conditions of 
service (TCS) for doctors in training. The role is to identify and either resolve or escalate problems, and act as a champion 
of safe working hours for junior doctors. The Guardian provides assurance to People Committee, that issues of 
compliance with safe working hours are being addressed, as they arise. The Guardian is accountable to the Board and 
reports on key issues as required. It was identified by the Freedom to Speak that Junior Doctors may be more likely to 
raise issues with the Guardian for Safe Working Hours. 

The FTSU Guardian and the Guardian of Safe Working Hours both have important but unique roles however they work 
separately. There are benefits in networking to share and capture important data, and regular meetings should be 
scheduled. 

National staff survey 

The most recent (2024) NHS Staff Survey results showed signs of improvement in relation to staff’s perception of Speaking 
Up in 2024. Scores across the four key indicators (see opposite show a reversing the broad trend of worsening score from 
2021 to 2023 and moving toward the average benchmark. However, staff remained less confident that those concerns will 
be addressed. The lack of confidence that the Trust would address concerns raised by staff was also highlighted the 
Trust’s 2025 Pulse survey which indicated only 29.7% of the staff who responded to the survey expressed confidence the 
Trust would address concerns they raised, although a breakdown of data to clinical boards indicated better confidence in 
arrangements in the Family Health Clinical Board.

In addition, the FUTSG’s annual report to Board indicated that one of the identified themes associated with the concerns 
raised through FTSU arrangements was that staff did not feel heard. The Trust needs to ensure that there is 
communication of actions and outcomes when a concern is raised to build confidence that the system is working 
effectively.

NHS Staff Survey results in respect of raising concerns shown below: 
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KLOE 3: Is there a culture of high quality, sustainable care

3.3 There are processes for providing all staff at every level with the development they need, 
including high-quality appraisal and career development conversations.

Appraisal rates

The NHS Staff Survey results for 2024 indicated that 87.72% of staff had had an appraisal, 
annual review, development review or Knowledge and Skills Framework (KSF) development review 
in the previous 12 months. This shows an improving trajectory and remains slightly above the 
national average of 85.08% though short of the Trust target of 90%.

In line with its People Plan, the Trust has redesigned and piloted a new appraisal process across 
a number of clinical boards with the aim of  improving the value and impact of the annual 
review. It was recognised the previous tool was not linked to wider Trust objectives. The new 
appraisal tool has been simplified and is centred on values, behaviours and meaningful 
conversations about personal and professional development. It was reported to have been 
evaluated well at the July 2025 People Committee.

Oversight of appraisal compliance is monitored through the Clinical Boards and there was 
evidence from the meetings we observed that non-compliance with the agreed target  is 
challenged to understand what mitigations have been put in place to address challenges with 
staffing capacity raised in a Family Health QPR meeting. This metric is also incorporated in the 
Integrated Board Report and escalated through the People Committee and  workforce 
oversight Committee to Board.

Mandatory training 

The Trust monitors and reports mandatory training levels at Clinical Board level via the monthly 
Quality Performance Reviews. Training compliance data is included in the Integrated Board 
Report that is reviewed at each Quality Committee.  During 2024/25, the Trust’s systems and 
processes associated with Statutory and Mandatory training were reviewed by Internal Audit 
provider and received an assurance rating of ‘Good’.

Our observation of Clinical Boards’ Quality Performance Review indicates training compliance is 
a standard agenda item reviewed and escalated as appropriate. 

The Trust reported in its July 2012 IBR that 12-month rolling compliance with mandatory training 
was 91.64%. We note this aligns with the regional benchmark and compliance with the Trust’s 
target of 90%. However, level of compliance with mandatory training appeared in some cases to 
be on a downward trajectory with the IBR  highlighting  in June two mandatory courses 
(Paediatric and Adult basic life support) were below 80% compliance and  in July the number of 
mandatory courses below 80% compliance  had increased to eight.

Career development 

There is evidence of some investment in leadership training among the Governing Body and 
among staff in Networks who told us the Trust invested in Leadership training with the provision 
of the LEO Couse and Compassionate Leadership Training.

A review of the progress in Year 1 Of the People Plan that was presented to the People Committee 
in July indicated all of the actions had been agreed as completed, This suggests the Trust has 
completed an assessment of current Leadership and Management offer completed to inform 
future development programme, explored leadership and development tools to support leaders 
such as coaching and 360 leadership feedback and implemented value- based recruitment with 
a focus on Leadership competency for leadership roles.

Many of the Trust’s leaders that we spoke to identified that further focus was needed to support 
the development of some Service level managers (as set out above). In addition, we note that the 
Pulse survey reflected that some staff felt the opportunities for staff development and progression 
were limited and were concerned that the current financial climate may further impact this.
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KLOE 3: Is there a culture of high quality, sustainable care

3.4 Leaders model and encourage compassionate, inclusive and supportive relationships among 
staff so that they feel respected, valued and supported. There are processes to support staff and 
promote their positive wellbeing.

Health and wellbeing

The Trust has various initiatives in place to address a range of health and wellbeing issues, 
including both formal and informal methods:

• Occupational Health Service: that provides staff with support for mental health, 
physiotherapy, and other health concerns.

• Sickness Support Programme:  to better support staff during sick leave and those staff with 
high levels of absence

• Better Health at Work (BHAW): that promotes various schemes and activities, such as running 
groups and mental health training various benefits, including salary sacrifice schemes, car 
and cycle-to-work schemes, and discounts on various service such as food, travel, childcare 
and 

• Provision of Wellbeing education sessions that staff can access independently addresses 
areas such as anxiety, sleep and low mood

• Free access for Eye tests 

• Benefits Everyone: A program that offers

• Counselling services and the planned introduction of Staff Psychological support services that 
is aimed a specifically improving staff well-being.

3.5 Equality and diversity are actively promoted, and the causes of any workforce inequality are 
identified and action taken to address these. Staff, including those with protected characteristics 
under the Equality Act, feel they are treated equitably. 

The Trust has recently increased activity and focus on the EDI  but there remains more to do in this 
area. A recent Board report on the Trust’s Equality Delivery System provided an overall 
assessment the Trusts performance against the National EDS as ‘developing’. 

NHS Staff Survey 2024

56.3% of respondents to the NHS Staff Survey in 2024 felt that the Trust acts fairly with regard to 
career progression/promotion, regardless of ethnic background, gender, religion, sexual 
orientation, disability or age, compared with an average of 56.02%.

6.02% of respondents to the NHS Staff survey in 2024 had experienced discrimination at work 
from patients/ service users, their relatives or other members of the public, compared with an 
average of 8.75%. 8.42% had personally experienced discrimination at work from manager/ team 
leader or other colleagues in the last 12 months, which reflected a positive reduction in numbers 
(9.17%) compared to 2023. 

These metrics highlight that the Trust is generally slightly above the average but needs to 
maintain its focus on EDI matters to ensure this position does not deteriorate. Staff will need to 
see actionable change if the Trust is to see improvements in this area.

Trust 2025 pulse survey

The most recent results showed 53.7%of staff completing the survey agreed the Trust was serious 
about improving equality, diversity and inclusion compared to 56% a year earlier. 

The Trust has recently appointed two joint Executive Leads on Equality, Diversity & Inclusion (EDI) 
who are now leading work to address recognised workforce inequalities across the Trust. 

In line with the guidance from the NHS Equality Diversity & Inclusion Improvement Plan, the CEO, 
Chair and board members each have a specific and measurable EDI objective that are aligned to 
the 6 high impact actions outlined in the NHS EDI Improvement Plan. Executives are  individually 
and collectively accountable for the delivery of these objectives and provide updates through the 
EDI Steering Group that has representation from all the Networks.
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KLOE 3: Is there a culture of high quality, sustainable care

Executive sponsors are allocated to each of the Trust’s staff networks to allow timely oversight of 
the networks emerging issues and staff networks are promoted at staff induction and on the 
Trust’s intranet. There has been an EDI update recent CEO ‘roadshow’ updates to staff and all 
staff have received a communication from the CEO on the Trusts commitment to tackle racism 
following Trust-wide anti-racism workshops. In addition, there has been Executive representation 
at a ‘Blue Light Breakfast’ network event and Executive attendance at the Northern Pride Parade 
in July 2025.

To assist in maintaining the Board focus on EDI the Trust are currently agreeing a Board reporting 
schedule to ensure EDI becomes a feature of all Board business. The Trust is also developing 
an EDI Framework incorporating Education, Representation, Cultural Change and Actions and 
Accountability. An EDI Development plan has also been developed in collaboration with the 
Network Groups and monitored through the EDI Steering Group and regular updates against the 
EDIs six high impact actions. EDI updates are reported into the People Programme Board and the 
People Committee on a quarterly basis. 

Staff networks

The Trust has established 5 EDI network meetings for: Armed Forces, Women, Race Equality, Pride 
and  Enabled. Each network has an executive sponsor who routinely attends the meetings. The 
Chairs of each network meet and collaborate regularly on an informal basis. There is a monthly 
meeting with the CEO to share updates. Network leads we spoke to felt that this showed progress 
and a genuine sense that the Board wanted to hear their perspective and were supportive of 
improvement to the EDI agenda. The network groups are promoted to new employees at 
induction and advertised via the intranet and Attendance at each network is variable. 

The Race Equality Network has led a Board Development session: ‘Let's Talk about Race’ which 
was reported to be well attended by both Executives and Non-Executives. There have also been 
presentations to the Clinical Board leadership and to Governors. The Race Equality Network 
Chair is also part of a wider EDI group ‘Anti Racism Cumbria’ that provides an external lens to 
anti-racism actions. 
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The Trust considers its WRES and WDES data at its People Committee and publishes 
EDI action plan on the Trusts website. The Trusts Networks are  in the process of 
developing a formal report that will feed into the People Committee and Trust Board 
annually. The summary of the latest data, for 2024, was presented to the Trust 
Board in July and In relation to WRES, data it was noted that six out of nine indictors 
had improved however indicators two and three were of concern. Demonstrating the 
need for the Trust to maintain on going EDI focus to allow sustained and 
demonstratable evidence to be provided

Workforce Race Equality Standard (WRES) 

The annual Workplace Race Equality Standard (WRES) reports were presented and 
ratified for Trust Board approval in May 2025. It was noted that  WDES results have 
improved, but there remains significant scope for improvement. The Trust measures 
its performance against nine indicators. The areas of more limited or declining 
progress related to the relative likelihood of staff being appointed from shortlisting 
across all posts (which showed white staff are 1.81 times more likely to be appointed 
to a role). In addition, BAME staff are 1.50 times more likely to likely to enter formal 
disciplinary processes.

Workforce Disability Standard (WDES)

Since the introduction of WDES, the Trust recognise that, although there has been 
some progress there is no evidence yet of sustained overall improvement. The Board 
received an annual Workforce Disability Equality Update in May 2025, which 
indicated that the Trust had seen improvement in nine of the ten indicators, the most 
significant of which was a reduction in the percentage of Disabled staff compared to 
non-disabled staff entering the formal capability process on the grounds of 
performance. However, there remains scope for further improvement on equity for 
disabled staff. For example, the percentage of Disabled staff who believe the trust 
provides equal opportunities for career progression or promotion is 51.15% which is 
6.57% lower than non-disabled staff and 0.15% lower than benchmark data.
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KLOE 3: Is there a culture of high quality, sustainable care
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3.6 There is a culture of collective responsibility between teams and services. There are 
positive relationships between staff and teams, where conflicts are resolved quickly and 
constructively and responsibility is shared.

Many interviewees - both internal and external - commented on an improving culture within 
the organisation indicating a greater openness to share their challenges and to hear and 
address emerging issues. 

There was widespread recognition of key risks within the organisation at both Executive and 
Clinical Board level and  the interviews with the Clinical Boards reflected their awareness of 
their individual ownership and responsibility to monitor and address issues within the 
Clinical Board and escalate as needed. 

The introduction of the Clinical Board structure has also supported an improved the culture of 
collective responsibility, and was reported to have allowed the breakdown in individual 
services  working in silos. An example of this was described by staff in the Family Health 
Clinical Board that has looked to share learning the  improvement in arrangements for 
recognising and escalating the deterioration in children’s experiences with those specialist 
services which also see children, such as dental, ophthalmology and cardiothoracic. In 
addition, we heard of the collaborative approach taken by clinical boards to support those 
clinical areas that struggled to meet the Trust’s ‘ACE’ ward accreditation standards. 

Recent Pulse survey results showed that a majority (62.4%) of staff completing the survey felt 
a strong attachment to their team – though this was a slight deterioration on the prior year’s 
result. This indicates that the Trust cannot afford to take progress for granted, in line with 
our recommendations in this area. 
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KLOE 4: Are there clear responsibilities, roles and systems of 
accountability to support good governance and 
management?
4.1 Structures, processes and systems of accountability, including the governance and management 
of partnerships, joint working arrangements and shared services, are clearly set out, understood and 
effective.

The Trust has a governance framework in place, supported by an accountability framework (the 
Performance and Accountability framework) which reflects the Trust's move to a distributed 
leadership model which places substantial leadership responsibility with eight Clinical Boards. We 
observed the following Committee meetings: 

✓ Board (Public and Private)
✓ Audit, Risk and Assurance Committee (ARAC)
✓ Finance, and Performance Committee
✓ Quality Committee
✓ People Committee 
✓ Quarterly Performance Review – Family Health Clinical Board
✓ Quarterly Performance Review 

Common observations across Committees

Papers for the committees are generally shared a week ahead of the committee meeting. One NED 
raised a concern regarding the timeliness of some of the reports ahead of the Quality Committee 
specifically, but this was not a widespread concern. 

All the Committees we observed had a cross-membership of Executive and Non – Executive 
Directors. This assisted with ensuring consideration of the impact of decisions on adjacent 
portfolios. 

An annual effectiveness assessment is undertaken for each Committee. All Committees were 
quorate and had current Terms of Reference and had been allocated appropriate areas to review 
and monitor. We were told significant work had been undertaken to review and update the Terms of 
Reference for the Quality Committee to allow improved oversight and focus on quality issues.
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It was not always clear from our observations of committees how items were identified for 
escalation to Committees or Boards, or whether papers were offering assurance and to 
what extent. 

Chair’s Logs accurately summarised issues discussed by each committee. However, it was 
not  clear what issues, if any were being formally escalated to the Board. Similarly, during 
the observation of the ARAC  “items for escalation” was noted to provide a useful update 
from Committee chairs but it was unclear what if any  items were actually escalated. 

Some Committees remain more operational than strategic in focus. The Chair of the Digital 
and Data committee made this observation in respect of their own committee. It was 
acknowledged  that following the CQC inspection the trust had place increased focus on 
strengthening the Committees oversight and effectiveness of quality and that now that 
they had regained improved grip and control, they were in the process of transitioning to a 
more sustainable approach where the Committee was focusing on assurance and strategic 
issues. It was acknowledged there had been progress in this area but continued to evolve. 
Some papers particularly to the Quality Committee did not provide the assurance sought 
by the Committee. Specifically, a paper on Infection Prevention and Control presented to 
a Committee we observed focused on activity, rather than outcomes, leaving gaps in 
assurance. This was challenged robustly by the Chair of the Committee.  

To strengthen governance, clearer alignment between Committee's remits, reporting 
structures, and strategic priorities is needed, alongside a more standardised assurance 
style of reporting. When its longer-term strategy is developed, the Trust should ensure that 
the remits and focus of the Tier 1 Committees is aligned directly to the delivery of defined 
strategic goals. A structured approach to reporting and escalation, such as ‘Alert, Assure, 
Advise’ would support this, alongside includes defined thresholds for escalation and de-
escalation to sharpen Tier 1’s focus on strategic assurance rather than operational detail. 
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KLOE 4: Are there clear responsibilities, roles and systems of 
accountability to support good governance and 
management?
4.2 The board and other levels of governance in the organisation function effectively and interact 
with each other appropriately.

The governance of the Trust is organised into four main tiers, each with distinct responsibilities 
and reporting relationships. The Board of Directors holds ultimate accountability for the Trust’s 
strategic direction, performance and compliance, and receives reports from all Board Committees 
and the Executive Team. The Council of Governors provides oversight and represents the interests 
of members and the public. Governors work alongside the Board of Directors and observe some 
Board Committees. The committees report directly to the Board of Directors, with the exception 
of the Nominations Committee which reports only to the Council of Governors.

The Executive Team reports into the Board of Directors and oversees the operational delivery. 
They also receive input from the Clinical Policy Group, Quality and Performance Reviews, and 
Trust Management Group allowing clear and timely oversight of emerging issues. 

The individual Clinical Boards report into monthly Quality and Performance Reviews that are 
chaired by a Board Executive and attended by the Board's triumvirate Executives. This again 
provides timely oversight and promotes local ownership of the Clinical Boards issues, cutting 
across all services and feeding directly into the Executive Team. 

From our observations and engagement with stakeholders, the Quality and Performance Reviews 
appears to provide an effective means of governance and reporting, and an Internal Audit review 
of these arrangements and provided a good level of assurance of the controls and process in 
place. There was however an action raised for the Trust to refresh risk appetite statements in a 
timely manner. 
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Quality Performance Reviews (QPRs)

QPRs are the key mechanism through which the Trust executive holds clinical boards to 
account for quality and performance. They enable a two-way dialogue and tailored 
performance discussions between the clinical boards and the Trust leadership. They are used 
as a tool to flag performance ‘hotspots’ and drive improvement. 

We observed the Quality and Performance Review for Family Health on the 18th of September 
2025 and the Quality and Performance Review for SAS on the 19th of September 2025. 

We made the following observations in relation to these meetings: 

• Both meetings were well chaired and ensured time was available to recap discussion and 
where it was important to reiterate the agreed decision. The meetings ran to time; however, 
some agenda items were skirted through more quickly than would be ideal. 

• Attendees engaged by asking questions and challenging where appropriate.

• Time was devoted to the financial position within each QPR; and our observation of the 
Family & Health QPR dedicated a focused session on finances. We were told that the area 
of focus would rotate across each of the domain to periodically provide a  greater insight 
into performance and local areas of potential concern.

• The slides noted items for escalation and emerging issues that required discussion. The 
slide format could be further strengthened by noting the action required. 

The QPRs follow a standard agenda but allow for flexibility as needed. There are 8 clinical 
boards and the QPRs are unique to each Board. From our engagement, it was noted that the 
Boards that prepare more thoroughly tend to benefit more from the process. The QPRs sit 
above the Patient Tracking List meetings which handle the operational detail. The results of 
QPRs are fed into the Finance and Performance Committee (F&PC), with a highlight report 
presented to Board. The Tier 2 groups (for example: trust wide improvement groups for 
surgery, emergency care, diagnostics, and cancer) now also report formally in the F&PC. 
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KLOE 4: Are there clear responsibilities, roles and systems of 
accountability to support good governance and 
management?

4.3 Staff are clear on their roles and accountabilities.

Staff we interviewed at all levels were generally clear on their roles and accountabilities, though 
as set out above there was scope for more clarity in relation to the People and Digital portfolios 
at executive level. We observed a good understanding of the delineation between Executive and 
Non-Executive Director roles. The Board and its Committees have up-to-date and appropriate 
terms of reference. 

Each Clinical Board has a clearly defined leadership team comprising the operational, nursing and 
clinical director triumvirate. Each Clinical Board has in place its own governance structure to 
support the performance management and oversight – which includes quality, finance, 
workforce and risk. There are a host of Core Services, for example, pathology, pharmacy, HR 
and Finance that centrally support each Clinical board.

At Clinical Board level, leaders were clear on responsibilities for performance, quality, and 
finance, people and staff and public engagement matters within their domain. This reflects 
the QPRs domains of quality and safety, performance – including activity and access targets, 
people issues and progress in the implementation of the People Plan, finance including current 
year position and financial recovery and strategy and service developments. Based on our 
conversations, leaders were less clear on their responsibilities regarding information governance 
and data quality. Ensuring Clinical Board remits reflect all areas of the Trust’s strategy and Tier 1 
committees would support consistency of leadership and oversight across all key areas in which 
the Board requires assurance.
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The strength of the QPR process is in promoting a two-way conversation, with the Chair providing 
feedback and challenge on the reports presented in terms of the mitigations put in place and the 
impact on outcome. This leads to continuous improvement. Areas for future development was 
acknowledged to be the variability in QPR effectiveness across the clinical boards based on the 
maturity of the Clinical Board and the level of engagement. It was noted by one of the members, 
that the QPR is as “effective as its members’ participation.” 
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KLOE 5: Are there clear and effective processes for 
managing risks, issues and performance? 

5.1 There is an effective and comprehensive process to identify, understand, monitor and 
address current and future risks.

The Trust has a refreshed Risk Management Policy in place that sets out key duties, 
accountabilities and responsibilities in relation to risk management. The policy also sets out 
the Trust’s governance of risk and how risk is managed through the Committee structure. This 
was originally ratified in April 2025 and is effective until April 2027. Under this scheme, risk 
identification, escalation and monitoring functions as follows:

1. Any individual who identifies a potential or actual risk can report their concerns directly to 
the quality committee. 

2. Depending on the need for escalation and continued monitoring, these may feed into 
extraordinary meetings, feed into the BAF, or remain on the quality committee risk 
register.

3.  ARAC is used as a risk monitor of last resort. ARAC requires reassurance of risk 
management, rather than providing the assurance that risks are managed. The primary 
risk management is done by the quality committee.  

There is an established Audit and Risk Committee (ARAC) that has overall responsibility to for 
providing assurance for the Trust’s approach to risk management. The current Chair has 
worked to streamline the Committee’s terms of reference and frameworks used for the ARAC 
meetings, and reduce the number of people attending ARAC, as it was previously noted that 
the large amount of people attending ARAC could make it intimidating, particularly clinical 
attendees, to speak up, especially when less familiar with the language used. 

Representatives from all Tier 1 committees attend ARAC and the BAF is a standing agenda item. 
Our observation of this committee indicated that it was well chaired, kept to the agenda and 
time, and there was appropriate challenge from the members. The Committee spent time 
discussing the risk management policy, noting its importance in the Trust’s overall governance 
structure. 

The 2024/25 risk management internal audit report provided a good assurance rating, with no high-
risk recommendations

As with other Committees, and as noted above, though there was allocated time for escalations to 
the Committee, it was unclear what points, if any were tabled for formal escalation - as opposed to 
general updating or flagging issues that were being raised by Committees to the Board - and any 
action was required from ARAC. A sharper focus on assurance and clarity on what is being escalated 
and what is for assurance would clarify this, as set out in KLOE 4, above. 

The Trust moved from Datix to InPhase for incident reporting on 1st May 2025 and this has supported 
improved. As at the time of our review, work is ongoing to support the Clinical Boards in closing the 
remaining incidents on the legacy system, but recent months had shown rapid progress in closing 
these down. 

Directorate level risk registers

Through our engagement Clinical Boards, we were made aware that local risk registers are in place. 
Risks are initially identified by individual staff members or teams operating within the Directorate. 
Upon identification, the Risk Register Decision Tool is used to assess the nature, severity, and 
potential impact of the risk. Once a risk has been assessed using the decision tool, it is reviewed by 
the Clinical Governance Lead or Matron. At this stage, a decision is made regarding whether the risk 
can be resolved within the Directorate. If the risk is deemed manageable internally, a risk rating is 
assigned and a proposed action plan is developed. The outcome of this review is then communicated 
back to the Clinical Governance Lead. If the risk cannot be resolved at this level, it is escalated to the 
next tier of governance, the Quality Oversight Group (QOG). The QOG evaluates the grading and 
determines whether the risk should be added to the Risk Register. An action plan is proposed to 
address the risk. New risks were presented and discussed at the SAS Board Meeting we observed. The 
Board reviewed the proposed actions and determines whether further escalation is required. Decisions 
made at this level are documented and communicated to ensure alignment with strategic objectives 
and regulatory requirements.
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KLOE 5: Are there clear and effective processes for 
managing risks, issues and performance? 

Board Assurance Framework

The Board Assurance Framework is, overall, appropriately presented and well-maintained. 
The BAF was re-designed in April 2024 to improve capture of relevant information and to 
allow for effective discussion to take place at Committees, to allow them in turn to make 
informed judgements as to the level of assurance they recommend to the Audit, Risk and 
Assurance Committee and Trust Board.

Risks on the BAF are aligned to a number of principal risks (what could stop the Trust from 
achieving their strategic objective) and these are in turn aligned to the Trust’s strategic 
objectives for the current year. The BAF is aligned primarily to risks, with links then made to 
the relevant strategic objective and, while this is an approach we see at other organisation, 
the Trust could consider aligning the BAF directly to its strategic objectives to support the 
focus on assurance and accountability for delivery we have recommended in KLOEs 2 and 
4. 

The BAF sets out:

• The risk, including description of the risk

• Risk appetite

• Initial, current and target rating on a 5x5 risk assessment scale

• Associated strategic objective

• First, second and third lines of assurance

• Executive Lead

• Action plan to address gaps in control/assurance.

As with risk management, the 2024/25 and BAF internal audit reports received a good 
assurance rating, with no high-risk recommendations.

5.2 Financial pressures are managed so that they do not compromise the quality of care. Service 
developments and efficiency changes are developed and assessed with input from clinicians so that 
their impact on the quality of care is understood.

The Trust has struggled to deliver significant recurrent savings in recent years, delivering only £11m of 
£107m savings recurrently (10% of savings or 0.6% of expenditure) in 2024/25 at a point where 
recurrent savings of 2% of expenditure has become the norm for many Trusts. The Trust has a CIP 
target of £106m to support its financial plan for 2025/26. The target includes savings of £48m in 
Clinical Board savings, £10m in Corporate Services savings, £17m of Subsidiary savings and £30m in 
non-recurrent measures to support the Trust's overall financial position. At the end of M6 (September 
2025), £42m of savings had been delivered, Clinical Boards delivering £12m against their target of 
£17m, Corporate Services have £3m against their target of £5m. £26m of technical adjustments had 
been actioned to close the gap on Clinical Boards, Corporate Service and Subsidiaries, suggesting an 
ongoing challenge. 

There is work required  to embed a more positive culture around efficiency and savings delivery 
throughout the organisation. We heard from leaders at multiple levels that normalising discussions 
around finances has been difficult for the Trust. For example, during some interviews it was noted 
that it was “only within the last two years” the Trust has  been in a challenging financial situation, 
however, others were clear that the Trust has had an underlying deficit for a longer period and it is 
only recently that staff beyond Executive level have had to engage with the topic. Some interviewees 
also noted that the associated charity has historically supported with operational challenges. This 
was reflected in a statistically-significant decline in the proportion of staff who agreed that “Care of 
patients/service users was the organisations ' top priority” between the Trust’s April 2024 and July 
2025 Pulse surveys – a finding that was widely attributed by senior leaders to the increased focus on 
finance and efficiency in corporate messaging. 

Financial information presented to public board is relatively limited and high level within the Integrated 
Board Report. More information and discussion were evident at Private Board but more prominent 
reporting and discussion in public would help normalise this agenda.  CIP is clearly recognised as a 
strategic risk on the BAF - but this received limited discussion time at the Board and Tier 1 Committees 
we observed. More prominent reporting and discussion in public – including positive case studies – 
could help normalise the savings and efficiency challenge. 
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KLOE 5: Are there clear and effective processes for 
managing risks, issues and performance? 

5.3 The organisation has the processes to manage current and future performance.

Performance issues are escalated from Clinical Boards via the Quality Performance Reviews 
(QPRs) and an appropriate Integrated Board Report (IBR) covering performance quality, and 
finance and people is presented to the Board. We make observations on the QPR process under 
KLOE4, above, and on integrated reporting under KLOE 6, below. 

5.4 Performance issues are escalated to the appropriate committees and the board through clear 
structures and processes.

The Trust has strengthened its performance management arrangements in recent years. 
However, there remain areas for further development to ensure there is consistent visibility and 
escalation of performance issues. 

Quality Performance Reviews (QPRs) are the primary mechanism for holding Clinical Boards to 
account, providing a forum for discussion of operational and quality performance. As set out 
above, these reviews have standard agendas and allow for two-way dialogue, but we heard the 
effectiveness of the QPR can vary at times and is recognised as an area for further improvement.

The Finance and Performance Committee (F&PC) undertakes cyclical deep dives into key 
performance areas (e.g., cancer, diagnostics, emergency care) but the links between these and 
specific escalations QPRs could be clearer. 

Tracking progress against CQC actions

The Trust has mechanisms in place to monitor their progress against its CQC actions. Examples 
include the Cardiac Oversight Group and the CQC Compliance Group, which recently reviewed 
progress against the Learning Disability and Autism Action Plan in May 2025. Updates are also 
tracked through the Quality Committee. The June 2025 Quality Committee shows progress 
against the CQC plans for Mental Health, Nectar, Emergency Department, and incorporates 
feedback from the Integrated Quality Group.  

To gain additional assurance the progress reported against CQC actions is being embedded and 
sustained a Peer review programme has been developed and rolled out.
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5.5 Clinical and internal audit processes function well and have a positive impact on quality 
governance, with clear evidence of action to resolve concerns.

The Trust actively participates in clinical audit, monitored through the clinical audit programme, 
which reports into the Audit, Risk, and Assurance Committee (ARAC). 

A Clinical Audit and Effectiveness Group is in place, which reports into broader governance 
structures such as the Quality Governance and Clinical Governance Committees. Clinical audit 
responsibilities are embedded within the Quality Governance Team. The Trust’s Quality Account 
summarises its participation in clinical audit, as well as quality improvements identified and, 
where appropriate, implemented. 

At the July 2025 Quality Committee, which we observed, it was reported  there had been limited 
resource available to support the participation in National Clinical Audits, which had resulted in 
clinicians being unable to collect the required data.  It was agreed that moving forward,  high 
consequent audits should be prioritised. A limited capacity to engage with the programme of 
National clinical audits may impact the Trust’s ability to maximise learning opportunities.

Internal Audit services are provided to the Trust by Audit One. The internal audit programme is 
aligned to the strategic objectives of the Trust and Assurance Framework and includes a range of 
clinical and non-clinical areas. The July 2025 ARAC papers provided an update on the internal 
audit progress, detailing that two final reports were issued for the 2024/25 internal audit plan 
since the last ARAC meeting in June and four audits are currently in draft/review stage. Five 
audits at fieldwork/planning stage were carried forward into the 2025/26 internal audit plan. 
One final report has been issued from the 2025/26 internal audit plan so far. There were only a 
small number of higher-priority recommendations outstanding. 
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KLOE 6: Is appropriate and accurate information being 
effectively processed, challenged and acted on?

6.1 Quality and sustainability both receive sufficient coverage in relevant meetings at all levels. Staff 
receive helpful data on a daily basis, which supports them to adjust and improve performance as 
necessary.

We observed a clear focus on quality at Board level. An Integrated Board Report (IBR) covering 
performance quality, and finance and people is presented to the Board. While the population health 
dimension was not yet populated at the time of our review, it was positive to see health inequalities 
explicitly covered as a core dimension in the report. The Board meeting we observed demonstrated 
clear discussion of the related nature of  different dimensions of performance, with active 
contributions from both NEDs and the Executive Team aligned to each individual’s areas of 
responsibility and expertise. Where appropriate we noted triangulation of clinical, performance, 
people and finance perspectives ahead of approval of particular items. Quality issues are also 
discussed frequently at other committees of the Board including ARAC and the People Committee. 

It was also evident from our interviews with Clinical Board Leaders and observations of Clinical 
Boards’ monthly Quality Performance  Reviews (QPR) that quality underpins the daily business of 
the Clinical Boards. The chairing responsibilities of the monthly QPR meetings for each Clinical 
Board are  rotated between the Executives  and were observed to follow a standardised agenda. 
The meetings we observed were well attended and outcome focused, seeking outcomes that would 
improve both patient safety and experience. 

At Clinical Board level, reporting we reviewed covered performance, quality, and finance, people 
and staff and public engagement matters in line with the Trust’s accountability framework. As noted 
above in relation to KLOE5, recent staff survey have indicated that there may be a tension in the 
Trust’s necessary increased focus on efficiency, and staff perceptions of the balance between 
finance and quality in decision-making. 

6.2 Integrated reporting supports effective decision-making. There is a holistic understanding 
of performance, which sufficiently covers and integrates the views of people, with quality, 
operational and financial information. 

Integrated reporting 

The Trust has an Integrated Board Report (IBR). The Integrated Board Report (IBR) has recently 
been refreshed to provide a more holistic view of Trust-wide performance, incorporating 
financial, operational, and quality metrics. This is a positive development, supported by 
feedback loops from Committee Chairs, and reflects a shift towards a more integrated 
approach. The Director of Performance and Governance has also expressed an ambition to 
embed benchmarking and align the IBR with the new oversight framework, which would 
strengthen external comparability and internal accountability.

There is also consideration for the future incorporation of FTSU data within the IBR. This will 
allow increased opportunity for Executive and the Clinical Board triumvirate to triangulate 
metrics and identify potentially emerging areas of concern.

Interviewees noted that the data quality and format of IBRs has improved, making the 
information more useful. The IBR is broadly aligned to recognised good practice. Statistical 
Process Control (SPC) indicators are used appropriately within the IBR to 
distinguish statistically significant changes, whether positive or concerning, from routine 
variations in data. 

In common with other Board papers, the IBR would benefit from a more effective overall 
summary and clarity over any action requested from Board, potentially including a ‘heat 
map’ of indicators of concern or showing positive assurance as used by other Trusts.  
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KLOE 6: Is appropriate and accurate information being 
effectively processed, challenged and acted on?

6.2 Integrated reporting supports effective decision-making. There is a holistic understanding of 
performance, which sufficiently covers and integrates the views of people, with quality, operational 
and financial information (continued)

There is use of benchmarking, for example Model Hospital, within the organisation. We were shown 
multiple examples of benchmarking reports both at Trust level and benchmarking integrated into 
Clinical Boards’ reporting via the QPR process. 

The Trust employs a mixed approach to data presentation, with some reports (such as the IBR) 
using Statistical Process Control (SPC) while others use different formats, such as run rates, or a 
mix. 

6.3 Performance information is used to hold management and staff to account.

As noted in KLOE 5, Quality Performance Reviews (QPRs) are the primary mechanism for holding 
Clinical Boards to account, providing a forum for discussion of operational and quality 
performance. As discussed earlier in KLOE 5, the current approach to QPRs lacks a fully 
standardised structure, resulting in some variability in the information presented and its use within 
meetings. A significant amount of data is included in meeting papers, which can make it difficult for 
stakeholders to locate key information quickly. To address this issue, efforts have been made to 
implement and improve executive summaries. While some progress has been made, the 
effectiveness of the summaries remains varied. 

In addition to significant work to develop the IBR and QPR processes, there has been an 
emphasis on using information to hold staff to account at Tier 1 Committees. An example of 
this is the response to the quarterly Infection Control Report presented in July 2025, which 
provided no assurance of the actions and mitigations being taken to deterioration  in 
Infection Control Performance. This is a key performance metric, yet the report presented to 
the Quality Committee provided limited assurance on actions taken to address the 
recognised performance issues. In response an IPC Oversight Group has been established  
chaired by the Medical Director who was previously the DIPC. This will allow increased 
scrutiny on the deteriorating IPC rates and will provide assurance to the Quality Committee  
on the impact of the actions being taken.

The Quality Committee now meets for 3 hours each month indicating the focus the Trust 
has placed on gaining assurance on the quality of care. There is acknowledgement that the 
focus  of the reports presented at the Committee remains variable with some focus on detail 
rather highlighting the  key issues and escalations. We address this under KLOE 4, above. 
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KLOE 6: Is appropriate and accurate information being 
effectively processed, challenged and acted on?

6.4 The information used in reporting, performance management and delivering quality care is 
usually accurate, valid, reliable, timely and relevant, with plans to address any weaknesses.

Data quality is integrated into the Trust’s governance, with assurance spanning the 3 lines of 
defence. The Trust has a dedicated Data Quality function within its Trust Information Services 
Department that leads routine and ad-hoc data quality analysis, reporting and root cause 
analysis. The Trust’s non-statutory, Non-Executive-led Digital and Data Committee has an explicit 
responsibility to provide assurance to the Trust’s Board in relation to the governance of the Trust’s 
data quality. 

The Committee receives reports from the Executive-led Digital and Data Governance Group, 
which is chaired by the Director of Communications and Corporate Affairs, who is the Trust’s 
Senior Information Risk Officer (SIRO). There is both a Chief Clinical Information Officer and a 
Chief Nurse Information Officer currently in post at the Trust. 

Internal Audit covers data quality as a specific audit category and has a number of reviews of 
data quality planned as part of the 2025/26 Internal Audit Plan. These cover patient experience, 
diagnostics, Waiting List Management, Patient Level Tracking Data Validation and Theatre 
Utilisation data. 

The Trust does not currently use data quality assurance indicators within its within key reports 
such as the IBR and including these would these would could inform users about any data quality 
risks and assurances that impact decision-making. 

6.5 Information technology systems are used effectively to monitor and improve the quality of 
care.

At times, staff can experience problems accessing the information they need efficiently. 
Operational inefficiencies were evident, for example, reports of laptops taking up to two hours to 
start. These delays could directly impact productivity and patient care and may reflect problems 
with system operability and infrastructure. 

During the September 2025 ARAC meeting, it was noted that Digital services were experiencing a 
backlog of requests (upwards of 500 requests are sitting in the queue). This was flagged as a risk 
from the Chief Digital Officer to the committee. 

At present, there is no single, overarching data strategy that defines how data should be used, 
governed, and maintained. In the absence of this, the Trust’s scheme of prioritisation for its 
investment in digital projects is unclear. The Trust needs to set a clear digital strategy to support 
and prioritise necessary investment. 
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KLOE 6: Is appropriate and accurate information being 
effectively processed, challenged and acted on?

6.6 Data or notifications are consistently submitted to external organisations as required

Currently, not all elements of data submissions within the Trust are automated. Efforts are 
underway to reduce the amount of manual work involved in these processes. The degree of 
automation varies depending on the specific requirements of each return. Additionally, weekend 
data returns are quality-assured during the working week before the final submission. There are 
occasional gaps in the data submissions, which are typically identified by the Integrated Care 
Board (ICB) or regional authorities. However, it is anticipated that these gaps will decrease as 
automation efforts progress. By streamlining these submissions and increasing automation, the 
Trust aims to enhance efficiency and reduce the potential for human error.

The Trust is also focused on maintaining compliance with the Data Security and Protection 
Toolkit, which is essential for safeguarding sensitive information. 

6.7  There are robust arrangements for the availability, integrity and confidentiality of patient 
identifiable data, records and data management systems.

The Trust’s Director of Communications and Corporate Affairs, assumed responsibility as SIRO in 
March 2025. The Head of Risk and Corporate Assurance is the Deputy SIRO.

Responsibility for assuring the Board over compliance with legislation and regulations for 
information governance, cyber security and information security rests with the Digital and Data 
Committee. As noted above, the Committee has a specific responsibility for assuring the board 
over the Trust’s governance in relation to data quality. 

It was reported to the Digital and Data Committee in May 2025 that all the of the Trust’s 
Information Asset Owners (IAOs) have completed online IAO training provided by Templar 
Executives. 

The Digital and Data Committee receives assurance on the performance of data security and 
integrity from the Digital Health and information governance teams 

Data breaches are reported on the Datix system, and the Trust reported 414 data incidents in 
2024-25. This is noted to be a small decline since 2023-24, four less data incidents reported. Of 
the 414 incidents, 265 were reported with the 72 hours timescale set by UK GDPR, providing a 
compliance rate of 64%. Seven data incidents met the criteria for the Trust to report to the 
external incident portal.  No incident met the threshold to self-report to the Information 
Commissioner.

In June 2024 the Trust’s internal auditors completed the annual independent assessment of the 
Data Security and Protection Toolkit with findings submitted to NHS England. A substantial level 
of assurance was reported to NHS England. 
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KLOE 7: Are the people who use services, the public, staff 
and external partners engaged and involved to support high 
quality sustainable services?
7.1 A full and diverse range of people’s views and concerns is encouraged, heard and acted on to 
shape services and culture.

Patient and public engagement 

Patient and staff stories feature at all public Board meetings. Patient and staff experience results 
are reported to the Council of Governors and are shared at the Chief Executive roadshows for 
staff, Management Groups, and Quality Committee. The Trust has an Experience of Care Team, 
led at Executive-level by the Chief Experience Officer. 

The Trust has an active program to engage with both staff and its service users to gain insight in 
a number of formal and informal ways. Some recent and regular activities are summarised below:

• Real Time Programme – members from the Experience of Care team visit wards bimonthly and 
speak to 50% of the patients on the ward using a standardised tool to assess the patients 
experience of their stay in hospital. The outcome of the visit is shared with the ward team 
immediately, to enable them to address issues in a timely manner. As at July 2025 work had 
been undertaken on 30 wards out of the 45 originally proposed and two additional Feedback 
Facilitators had been appointed to increase capacity for real time measurement.

• Right Time questionnaires are also sent to both inpatients and outpatients two weeks after 
they are seen or discharged to gain the patient reflection on their experience of care and use 
it to inform learning. Data from both activities are shared with the Clinical Board and 
discussed through the QPR process.

• Monthly Friend and Family data is collected and shows that since the introduction of the 
‘Right Time Programme there has been a 500% increase in FFT responses. This 
indicates increased confidence by patients that the Trust wants to hear and improve 
experiences for their patients

• During the Trust’s ‘Perfect Week’ initiative in September 2024, all patients receiving care 
during that week were asked to complete a survey in relation to their experience of care in 
either inpatient/outpatient services or the emergency department and resulted in feedback 
from 2,903 individuals.

There are formal routes for compliments, complaints and PALS to be reported at both a Clinical 
Board and Board level. However, it is recognised further work is needed around complaints 
management arrangements  as the Trust has seen an increased backlog in the number of 
delayed responses to complaints. To address this a monthly Task& Finish Group has been 
introduced that has the timely completion of complaints as one of the quality workstreams to 
improve arrangements. There has been a 13% increase in the number of new complaints and in 
the number of complaints that have been reopened in 2024/25 along with delays in providing 
response times  in line with targets. 

Governors 

Currently, there are 34 Governors within the Trust, who convene at bi-monthly with at the 
Council of Governors (COG) meeting and this alternates  with a bi-monthly Governors 
workshop meeting. The Lead Governor participates in agenda-setting meetings for the Council 
of Governors, incorporating input from Governors and Trust members. However, some 
Governors noted that the breadth of the Council’s agenda can lead to important items being 
overlooked, and the Governors may wish to have oversight of the recommendations we make 
more widely about aligning agendas to the Trust Strategy to help prioritise. Governors also 
observe some Board Committees and conduct service walkabouts, completing observation 
sheets that feed into discussions at Working Groups and inform the Lead Governor’s report to 
the Council.

Governors do not hold formal constituency meetings but gather public views through informal 
discussions, community forums such as Healthwatch, patient practice groups, member events, 
emails and the Annual Members meeting. To support the Trust’s Equality, Diversity, and 
Inclusion (EDI) agenda the  People, Engagement and Membership working group goes into 
community networks to try and increase engagement and membership among less well 
represented groups within the community with the aim of increasing the recruitment 
of members from diverse backgrounds. There are also efforts underway to establish regular 
meetings of Lead Governors across the Great North Healthcare Alliance to strengthen 
the collaboration among partner organisations.
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KLOE 7: Are the people who use services, the public, staff 
and external partners engaged and involved to support high 
quality sustainable services?
The Governors we spoke to reported that there has been noticeable improvement in the 
visibility and the communications with the Trust’s non–executives and the relationships with the 
Board are more positive. Some governors referred to ongoing challenges with workforce 
culture in pockets of the organisation. We address this under KLOE 3. 

There are three Governor Working Groups that are aligned to Tier 1 Committees. The working 
groups are open to all Governors and are attended by NEDs. Governors observe Tier 1 & 2 
Committees and the Trust Board. The new Lead Governor assumed her role in March 2025 and 
reports receiving strong support from both the Chair and the CEO during her transition into the 
position. 

Governors’ work is changing in line with working practices more widely, and we heard a degree 
of nervousness among some Governors about the increase remote meetings, for example, with 
others positive about the increased efficiency and opportunities for other to engage. The Trust 
and Governors will need to work together effectively to ensure that forums allow all participants 
equal opportunity to contribute their perspectives and expertise. 

7.2 The service proactively engages and involves all staff (including those with protected equality 
characteristics) and ensures that the voices of all staff are heard and acted on to shape services 
and culture.

NHS Staff Survey

In 2024, 10,371 individuals completed questionnaires in both paper and electronic form, giving 
the Trust a response rate of 64%. This response rate is significantly higher than the median of 
49 % and demonstrated a 50% increase to the response rate on the prior year. There is 
evidence of statistical gains across all elements of the People promises however the Trust still 
falls below the national average when compared to other NHS Trusts. The previous pattern 
experience by the Trust of a year-on-year decline seen in many of the Trust’s responses was 
reversed and in the 2024 survey there were  improved scores seen in 83% of questions staff 
responded to.

Feedback from the survey has been used to directly informed the Trust’s  People Plan actions and 
there is evidence that the results of National staff survey have been fed back to staff via the CEO 
Roadshows and service specific results shared back through the Clinical Board structure.

One area highlighted by the survey for additional focus related to the percentage of staff that 
report experiencing discrimination and unwanted behaviour from members of the public. Between 
2023 to 2024 an increased percentage of staff reported that ‘in the last 12 months they had 
personally experience discrimination at work from patients/service users, their relatives or other 
members of the public’. The data showed that the discrimination against white members of staff 
had improved there had been a 2.51% increase among BME staff. This is further enforced with the 
notable rise of 7.43% in reports of discrimination specifically related to ethnicity. Increasing from 
35.21% in 2023 to 42.64% in 2024. Smaller rises were also reported in staff experiencing 
discrimination on the basis of gender and religion. 
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KLOE 7: Are the people who use services, the public, staff 
and external partners engaged and involved to support high 
quality sustainable services?
7.2 The service proactively engages and involves all staff (including those with protected equality 
characteristics) and ensures that the voices of all staff are heard and acted on to shape services 
and culture (continued)

In addition to the annual National Staff Survey  the Trust has carried out an internal Pulse survey 
in both 2024 and 2025. This provides the Trust additional insight on the impact of the work being 
implemented  on staff and their general morale. Approximately 4.500 staff completed the most 
recent survey, and the results have been analysed and compared with prior year results. While 
the scores in both surveys were similar for motivation and teamwork, there was a slight but 
statistically significant decline reported in 2025 in four of the 14 comparable questions. The most 
concerning of these was the 7.9% deterioration in confidence staff had that patient care was a 
top priority for the Trust – we cover this under KLOE 6. In addition, the 2025 survey does not 
identify any areas where the Trust performance has statistically improved on the prior year (see 
KLOE 3). 

64

Other staff communication and engagement events

Beyond the National Staff Survey the Trust seeks to engage staff through a number of events 

and channels including: 

- Programme of Executive and Non-Executive walk rounds 

- Tri annual all-staff CEO Roadshows chaired by the Chief Executive. These are live events 

but can also be accessed via MS Teams and allow anonymous staff feedback 

- CEO does a monthly Business Briefing to Service managers that includes key information 

on finance and performance from these briefings is cascade back into the Clinical Boards.

- Townhall meetings

- an established programme of walkarounds undertaken by both the Executive and Non-

Executives both in and outside of normal working hours (see KLOE 1). 
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KLOE 7: Are the people who use services, the public, staff 
and external partners engaged and involved to support high 
quality sustainable services?
7.2 The service proactively engages and involves all staff (including those with protected equality 
characteristics) and ensures that the voices of all staff are heard and acted on to shape services 
and culture (continued)

Staff networks

The Trust proactively engages  with its staff  through a variety of forums networks to support 
Armed Forces, Women, LGBTQ and BAME and Disabled communities. Each network has an 
Executive Sponsor who attends the meetings that generally, happen bimonthly apart from the  
Race Equality Network meets biweekly. Following the CQC report arrangements to engage with 
staff networks has strengthened and improved lines of communication have been established 
with the Trust Board, Network meetings are reported to have structured agendas, but meetings 
are not minuted.

As set out under KLOE 3, The Trust does not currently have an EDI Strategy. However, they are 
currently working collaboratively with the Race Equality Network to develop an Anti-Racism 
framework. In addition,  there is an EDI Improvement Plan that is updated annually to ensure it 
reflects current areas for development as highlighted by the national staff survey and is mapped  
to the work being undertaken in the People Plan.  Progress against the Improvement Plan are 
reported through the EDI Sterring Group Network  this is also discussed in KLOE 3. 

It was highlighted by several Executives and Non-Executive that in prior years the  EDI agenda 
has not received sufficient focus. However, following the  most recent National Staff Survey the  
Trust has appointed two executive EDI Leads and all the Executives on the Board have  EDI 
objective to increase ownership and visibility of the EDI agenda at Board level. l

In addition, we have been told of initiatives within Clinical Boards such as the Family Health 
Board, which has established an anti-racism task force and undertaken work to improve to 
access to translation services and introduce Cultural Competency training for all maternity staff 
demonstrating a commitment to improving staff knowledge and  help address inequalities 
quality-of-service provision.

The National Staff Survey also highlighted concern that career progression is not always 
equitable. In the 2024 NHS staff survey 47.2% of staff that identified themselves as from an 
ethnic background agreed with the statement ‘Does your organisation act fairly with regard to 
career progression / promotion. While there is an improvement from the 2023 NSS results to the 
same question, the Trust’s responses remains below the average result of 49.7% that is seen in 
similar organisations.
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KLOE 7: Are the people who use services, the public, staff 
and external partners engaged and involved to support high 
quality sustainable services?

There is an awareness that the Trust Board and the Council of Governors does not fully represent 
the diversity of the local community. Recently the Trust has appointed a Non-Executive Director 
and an Associate Non-Executive Director from diverse backgrounds, marking a positive step 
toward enhancing representation at the leadership level and as previously mentioned to support 
the Trust’s Equality, Diversity, and Inclusion (EDI) agenda the People, Engagement and 
Membership working group continue to access community networks  to try and engage and 
increase membership among less well represented groups of the community.

7.3 The service is transparent, collaborative and open with all relevant stakeholders about 
performance, to build a shared understanding of challenges to the system and the needs of the 
population and to design improvements to meet them.

The Trust recently appointed a new Chairman of the Board who is shared with neighbouring 
trusts, Northumbria Healthcare NHS FT and Gateshead Health NHS FT, two other key acute 
partners in the Alliance. In addition,  there are some shared back-office processes associated 
with the use of bank and agency staff and a shared Chief Digital Officer for the Alliance has 
been appointed.

The Trust is a part of the Great North Healthcare Alliance, a partnership between the NHS Trusts in 
Gateshead, Newcastle, Northumbria and North Cumbria. We heard from Trust leaders that there 
was now a higher degree of trust between the partners, and  partners all reported significant 
improvement in the working relationships with Newcastle and the other organisations in the 
Alliance and wider system. 

In addition, there are individual connections between members of the Trust Board and the wider 
system such as  education and police. However, the strength of the relationships  is recognised to 
vary and the relationship with the Local Authority needs additional focus. It is recognised each 
contact provides an opportunity to explore potential collaborative projects that will further enrich 
the Trust future impact across the wider system.

External leadership visibility

There is an embedded programme of NEDs walkarounds of clinical services. We cover the Board 
Visibility Programme further under KLOE 1, above.

The NEDs are allocated as a Champion to specific specialities such as Maternity and 
Cardiothoracic  services. This consistency of oversight can help to build relationships and trust 
and allows increased assurance that progress and improvements are being addressed in services 
It has also provided clinical staff an increased opportunity to raise concerns allowing 
greater confidence among  Board members that they are sighted on service level concerns. 

There is evidence of attendance by external leaders such as CQC and the ICB at the Trusts Public 
Board and examples of observations of Public Board from representatives of the neighbouring 
Trusts and professional media reporters. This indicates a willingness to be transparent in terms of 
the Trusts challenges and to share the plans they have agreed to address them.

We heard from some external stakeholders that while the roles of the Chief Executive, Director of 
Nursing  and Chief Finance Officer are visible, engagement at service level was less well 
established in comparison to similar positions in other organisations and would further strengthen 
clinical leadership.
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KLOE 8: Are there robust systems and processes for learning, 
continuous improvement and innovation?

8.1 There is a strong focus on continuous learning and improvement at all levels of the 
organisation, including through appropriate use of external accreditation and participation in 
research.

During our engagement with internal stakeholders, a commitment to  sharing learning and 
to  strengthen existing processes was evident. In January 2024 the Trust introduced the Patient 
Safety Incident Response framework that outlined processes for the review and escalation of 
incidents. The data themes and learning from the incidents is reported annually through the 
Quality Committee and Trust Board

There is evidence from interviews that incident reports and associated learning are discussed at 
monthly Clinical Board Quality Oversight Groups and there is evidence that in some areas 
learning is also incorporated in monthly newsletter and staff briefings.

There are Patient Safety communications, such as the Patient Safety Bulletin and Patient Safety 
Briefing, that incorporate learning of both good practice and areas for improvement, and 
these are disseminated Trust wide. However, we were told the attendance at some learning 
forums is low and it is recognised this could impact the Trust’s ability to effectively cascade 
learning.  

The 2024 NSS results indicate some improvement in the People’s Promise ‘We are always 
learning’ and in the recent internal Pule Survey 50.8% of staff who responded indicated that they 
received feedback regarding changes that were made in response to reported errors, near misses 
and incidents suggesting there are processes in place that need further embedding. 

Supporting staff to report incidents, with enhanced focus on shared learning is one of the Trusts 
Quality Priorities and to help guide this a  new Communication Plan is being developed as part of 
QP1 requirement for (2025/26). It is anticipated this will allow processes to share learning to  
embed and become standardised across the Clinical Boards.

Learning from Deaths 

The Trust is currently reviewing and monitoring Mortality Policy for Adult and executives reported 
that  there was improvement work to strengthen under way to strengthen the existing Learning 
from Deaths arrangements. 

There is a  quarterly Mortality Surveillance Group that allows a  systematic approach to mortality 
monitoring and to sharing learning around mortality associated to all Trust inpatient deaths with 
a recently reviewed Terms of Reference. In addition, mortality data is presented monthly within 
the Trust Integrated Board Report. 

The Quality Committee receives a quarterly Learning from Deaths Report that provides details on 
mortality quality metrics from inpatient deaths to provide assurance to the Quality Committee 
and Trust Board of the monitoring and review processes in place, and this incorporates identified 
learning from those deaths where problems in care are identified. A review of the report indicates 
mortality reviews are undertaken in 2 stages, and the progress of reviews and identified learning 
is incorporated in the quarterly report. The Trust has not yet introduced structured judgement 
reviews but has invested in an In-phase app that going forward will provided  improved oversight 
of mortality performance and will support the development of a mortality dashboard.

Where concerns in care are currently identified, the cases are escalated to the Trust’s weekly 
Rapid Action Review Meeting (RARM) for review, and  since May 2025 any patient death is 
recorded as a patient safety event via Datix or In-Phase  and completed PSII investigations are 
presented to the Trust’s monthly Patient Safety Incident Forum (PSIF) for scrutiny and final report 
approval. These arrangements should provide timely oversight pf emerging themes and concerns
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KLOE 8: Are there robust systems and processes for learning, 
continuous improvement and innovation?
8.2 There is knowledge of improvement methods and the skills to use them at all levels of the 
organisation. 

The Trust is seeking to promote a culture where improvement is everyone’s business. There is a 
lack of clarity among some staff as to whether the Trust has  a single Quality Improvement (QI) 
methodology. The Trust does not have a single QI methodology  however it does advocate the 
use of a PDSA approach to improvement and has  invested in Quality Improvement training for 
staff. In addition, the Trust has merged its Programme Management Office and QI Team into a 
single Service Improvement team. This refreshed operating model has integrated QI team 
members into the eight Clinical Boards who are responsible  for embedding a culture of 
improvement across the organisation via training, education and support. Discussion 
with Clinical Board leaders indicated that a variety of tool are used to drive improvement. 

In addition, there is a Trust intranet page that has documents and guidance for staff undertaking 
improvement projects. However, there is no central document pulling this information together. 
We were told this would be incorporated within the Trust strategy.

Oversight of QI is undertaken by the Quality Committee via a variety of Management and 
Oversight Groups such as:

• Patient Safety

• Patient Experience and Engagement

• Clinical Outcomes and Effectiveness including updates from the Clinical Ethics Advisory 
Group

• People Committee receive a Learning and Development update 

In addition, there are multiple Improvement Groups such as the one introduced to address 
quality issues within the NECTAR service

The Trust has identified its quality priorities, such as the safer and more effective use of 
medicines. In addition, our observation of the Family Health Clinical Board indicated that Clinical 
Boards have their own quality priorities such as the improvement of the Paediatric Early Warning 
Score (PEWS) and Martha’s Rule seeking to ensure babies, children and young people are safely 
cared for with monitoring in place and the safe, timely escalation and response to concerns.

8

Engagement with improvement in clinical effectiveness was evident in discussion with the Clinical 
Boards who report that this underpins the work of the Quality Oversight Group and is considered 
within the ACE Ward Accreditation Framework which  includes ‘Engagement for Improvement’ as 
one of the 5 pillars, with the aim of embedding continuous quality improvement (QI) staff 
engagement in locally created and owned quality improvement projects. 

8.3 The service makes effective use of internal and external reviews, and learning is shared 
effectively and used to make improvements. 

National Clinical Audit

At the Quality Committee observed in  July 2025 is was reported is that, in terms of support for 
participation in National Clinical Audit there had been limited resource which had resulted in o 
clinicians being unable to collect data, usually with very large date sets. It was agreed that 
moving forward, high consequence audits would be prioritised and that the Quality Committee 
would be provided with increased oversight of nonparticipation to provide additional assurance. 
Limited capacity to engage with the programme of National clinical audits may impact the 
Trust’s ability to maximise learning opportunities. 

We heard of  a variety of internal initiatives employed by the Trust to encourage learning, some 
examples include:

• Ward accreditation process to improve up standards where the accredited wards support 
those wards working towards accreditation.

• Patient safety bulletin.

• Patient Safety Incident Response Framework which allows scrutiny of every clinical incident.

• Clinical Risk Group

• Learning slides shared in Clinical Boards Quality Oversight Groups 

There are also communication channels for sharing learning, for example, Roadshows and   
patient safety meetings and a ward sister in one area has developed a Blog to share learning 
with staff. 
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KLOE 8: Are there robust systems and processes for learning, 
continuous improvement and innovation?

CQC Arrangements

In response to the 2024 CQC report, an action plan was developed in collaboration with services 
to ensure actions to be realistic and relevant.  The service  specific actions were shared with staff 
and progress in addressing actions was reviewed at a fortnightly CQC Quality Delivery Group

A compliance review was completed of the original action plan by internal audit which 
received substantial assurance that arrangements provided evidence actions had been 
implemented and evidence to demonstrate they had been appropriately addressed. 

Phase 1 of the action plan has now been closed, and Phase 2 is focused on ensuring actions 
remain sustained and embedded. We were told it was anticipated a further action plan would 
evolve to incorporate actions to address further learning associated with external reviews or 
incidents 

A Peer Review Process has been developed that is monitored centrally. These arrangements 
provide additional assurance improvement is being embedded and sustained and allows timely 
identification of slippage. The Clinical Boards are provided with an overview of 
compliance  following a Peer Review and areas for further improvement that they monitor 
through the Clinical Boards Quality Oversight Group. 

We heard examples within the Clinical Boards of improvements being shared within the services 
such as the work to improve  Paediatric Early Warning Scores (PEWS) and the sharing of 
this learning with the specialist services who treat children e.g. Cardio thoracic Board and Dental 
services.

8.4 Staff are encouraged to use information and regularly take time out to review individual and 
team objectives, processes and performance. This is used to make improvements.

The observation and interviews with the Clinical Boards indicated that  leaders of the Clinical 
Boards  have access to appropriate sufficient, accurate, and timely data that  informs the day-
to-day decision making. As noted under KLOE6, there are some operational barriers to front-line 
staff accessing data in a timely way. It was reported that developments to further improve 
oversight are on-going with the increased utilisation of the IN-Phase tool and the development 
and introduction of dashboards at a service level such as the Freedom to Speak Up 
dashboard. However, it was acknowledged access will be strengthened with further digital 
investment such as the work to further develop IN Phase so it can triangulate risk, incidents, 
complaints,  audit results and external inspections.

Following incidents a rapid quality and safety peer reviews are undertaken and reported back to 
the Quality Committee. These arrangements provide individuals or ward teams an opportunity to 
review their processes and performance and consider areas for future improvement or 
development, it can also provide quality assurance of arrangements in place at the time of the 
incident.
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KLOE 8: Are there robust systems and processes for learning, 
continuous improvement and innovation?

8.5 There are organisational systems to support improvement and innovation work, including staff 
objectives, rewards, data systems and ways of sharing improvement work.
The Trust has a range of systems to promote improvement. Key to this is the "Accrediting 
Excellence" (ACE) program for wards and departments. This was launched in 2024 and is a six-
step assessment of clinical areas that focuses on quality of care and continuous improvement in 
patient outcomes. It is designed to support staff to take pride in their work and to recognise and 
celebrate the care delivered. It is reported to have been positively received by staff in the Board 
Visibility Report in September 2025.

Staff recognition and reward is proactively promoted by the Trust and there  are individual 
recognition rewards awarded by the Trust such as :

Celebrating Excellence Awards: that are have a dedicated page on the Trust's website and 
includes categories such as:

• Team of the Year

• Quality Improvement and Patient Safety

• Unsung Hero Award (Support and Corporate Services)

• Clinician of the Year; and

• Innovation, Transformation and Research award which in 2025 by the AI work to improve the 
identification and management of thromboembolism

70

People at our Heart Awards: This is a separate  program from the main "Celebrating Excellence" 
awards but also recognises staff and help to identify and celebrate colleagues who are 
considered to best represent the Trust values The judging panel is made up of clinical and non-
clinical staff, patient and governor representatives each quarter.

We were told innovation projects had previously been fed back to the Quality Committee but 
are now being reported separately to Board. 

Some Executives considered more work is needed to support innovation and, as set out above, it 
is recognised that there the arrangements to embed  trust wide learning arrangements need 
strengthening as indicated in the recent internal staff survey that highlights the need for better 
development opportunities for ENT nurse practitioners, particularly in relation to their link with 
ENT outpatient services. 
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Environmental sustainability 

9.1 - The trust’s leaders demonstrate a commitment to environmental sustainability. The trust has 
appropriate governance and support from leaders, with a board member who is responsible for 
approving and delivering their net zero targets and Green Plan. These targets are also represented 
in the Integrated Care Board Green Plan.

Leadership

The Trust has demonstrated a clear commitment to environmental sustainability at a leadership 
level. In 2019, it was the first healthcare organisation globally to declare a climate emergency. 
Environmental progress is reviewed twice a year at board level, indicating that sustainability is 
embedded within the Trust’s governance structures. The confirmed that he has an environmental 
professional in place to support the delivery of this agenda, further reinforcing the Trust’s 
commitment.

The Trust’s Executive Director of Operations is the Board level sponsor for the Trust’s Net Zero 
agenda, and we understand this agenda will be co-sponsored in future by the Director of 
Estates, Facilities and Strategic Partnerships. The Trust’s work is led by a dedicated Associate 
Director for Sustainability, who has relevant professional expertise. 

Strategy and Governance

The Trust has a Green Plan in place covering the period to 2026 and has established a Sustainable 
Healthcare in Newcastle (SHINE) group which has an annual strategy, renewed by the Board. The 
Trust’s Executive Director of Operations is the Board level sponsor for the Trust’s Net Zero 
agenda, and we understand this agenda will be co-sponsored in future by the Director of 
Estates, Facilities and Strategic Partnerships. The Trust’s work is led by a dedicated Associate 
Director for Sustainability, who has relevant professional expertise. 

While the Trust is performing well in areas such as energy and waste, transport remains a 
challenge. One issue identified is the low cost of parking at the hospital, which may discourage 
staff and visitors from choosing more sustainable travel options. The presence of green 
champions within the organisation supports the governance framework by promoting 
sustainability across operational teams.

9.2 - The trust can demonstrate that it has taken all reasonable steps to minimise the adverse 
impact of climate change on health. It does this through processes and interventions to 
simultaneously improve patient care and reduce carbon emissions and environmental harm, while 
tracking their progress. The trust communicates these actions to its workforce, patients and 
partners in the system.

The Trust has integrated sustainability considerations into its clinical pathways, such as the 
removal of single-use plastics from perinatal and postnatal care. Beyond system wide initiatives 
within the Trust, there are local level initiatives in place within the Trust. For example:

• The Green Endoscopy Group has made several changes to reduce environmental impact. 
They have stopped using plastic bags for patients' clothing and have introduced reusable 
baskets instead. The group has also replaced single-use plastic valve baskets with reusable 
metal baskets. Furthermore, they are exploring the possibility of switching from Entonox to 
Pentorex, which may help reduce the use of environmentally harmful medical gases.

• A Theatre Sustainability Group has been established to lead improvements in operating 
theatre practices, focusing on reducing waste and promoting greener alternatives.

• In the ENT department, the team is transitioning away from Tristel wipes and chemical 
sterilisation methods, moving towards the use of Sterad cleaning systems, which are more 
environmentally friendly.

• The Trust is also promoting the use of PEP and teleclinics, which help reduce paper usage and 
minimise travel, contributing to a lower carbon footprint.

9.3 - The trust makes its workforce aware of their individual carbon footprint in the context of their 
role and enables and supports them to reduce this.

Staff awareness of environmental sustainability is supported through the use of Green 
Champions, who help promote understanding and engagement across the workforce. Recent  
reporting indicates that there are now over 1,000 Green Champions. Environmental progress is 
reviewed at board level, with sustainability included in the IBR. 
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TRUST BOARD 

Date of meeting 30 January 2026 

Title Board Visibility Programme 

Report of Rachel Carter, Director of Quality & 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 objective of the Board Visibility Programme is to provide a structure that enables 

identification of areas where care delivery may require improvement, support and expertise to 
address the more difficult issues that may be impacting on the quality and safety of patients 
and staff. The walkabouts raise awareness of front-line issues and support the visibility and 
accessibility of senior leaders within the organisation.   
 
This report provides an overview of the findings from seventeen walkabouts by Non-Executive 
Directors (n=9) and Executive Directors (n=8) undertaken throughout November and December 
2025.  
 
An evaluation, via survey, is currently underway to evaluate the outcomes and effectiveness of 
the Board Visibility Programme.  
 

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  

Focus on Fundamentals - Deliver high quality, safe and compassionate patient care, meet our 
Clinical Board and Trust quality priorities. 
Make it better for colleagues - Support colleagues through our People Plan with 
better psychology support and greater equality, diversity and inclusion. 

Impact  
(please mark as 
appropriate) 

Quality Legal Finance 
Human 

Resources 
Equality & Diversity Sustainability 

☒ ☐ ☐ ☒ ☐ ☐ 

Link to Board 
Assurance 
Framework [BAF]  

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

Reports previously 
considered by 

The previous Board Visibility Programme Report was presented to the Trust Board in 
November 2025.  
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BOARD VISIBILITY PROGRAMME 
 
1. INTRODUCTION 
 
This report provides an overview of the findings from the seventeen walkabouts by Executive 
Directors (n=8) and Non-Executive Directors (NEDs) (n=9) undertaken during November and 
December 2025.  
 
Since 2023, Non-Executive Directors have 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, supported by the Quality and 
Safety Department.  
 
 
2. PROCESS 
 
The leadership walkabout programme involves two ‘streams’ which run in parallel each month: 
 
Stream 1 [Leadership Walkabouts]: Executive Team members and senior managers from the Quality 
and Safety Department participate in a one-hour joint visit to a pre-defined clinical or corporate 
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 Quality and Safety 
Department (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. 
 
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 Quality & Effectiveness Team (combined with the 
NED visits information) and presented in this report.   
 
 
3. SUMMARY OF FINDINGS 
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The table below summarises the seventeen walkabouts undertaken at the Royal Victoria Infirmary 
(RVI), Freeman Hospital (FH), and community sites throughout November and December 2025. Eight 
walkabouts were carried out by Executive Directors as part of stream one and nine walkabouts were 
carried out by Non-Executive Directors 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 

Birthing Centre  RVI Director of Quality and 
Safety, Clinical Effectiveness 
Advisor 

Band 6 midwife (shift 
lead), maternity support 
worker, domestic 
assistant, band 7 senior 
sister, band 5 midwife 

Institute of Human 
Genetics 

Centre for 
Life 

Chief Experience Officer, 
Patient Safety Manager 

Head of laboratory, 
consultant clinical 
geneticist, business 
manager, clinical 
scientists, admin 
support 

Renal Services and 
Outpatients 

FH Director of Estates, Facilities 
and Strategic Partnerships, 
Health, Safety and Risk Lead 

Senior sister, charge 
nurse, matron, 
consultant nephrologist 

Plastics Outpatients RVI Director of Communications 
and Corporate Affairs,  
Head of Risk, Compliance and 
Assurance 

Sister, nurse specialist, 
physiotherapist, 
reception staff 

Same Day Urgent 
Response 
Team/Frailty Force 

Community Director of Finance, 
Integrated Governance 
Manager – Patient Safety  

Head of Nursing, 
administration staff, call 
handlers, staff nurse, 
physiotherapist, team 
lead 

Ward 15 RVI Director of Improvement and 
Delivery, Clinical 
Effectiveness Advisor 

Sister, staff nurse, 
healthcare assistants, 
student physiotherapist 

Ward 20 RVI Director of Pharmacy, Quality 
Development Manager 

Healthcare assistant, 
staff nurse, sister, 
domestic 

Ward 31 RVI Director of Quality and Safety 
Head of Quality Assurance 
and Clinical Effectiveness  
 

Senior sister, band 5 
staff nurses, student 
nurse, healthcare 
assistants, ward clerk, 
housekeeper, 
physiotherapist  

 
 
 
 
 
 
 
 
 
 

Sterile Services FH Non-Executive Director Operational service 
manager, deputy 
manager, sterile 
services technician, 
housekeeper 

Outpatients RVI Non-Executive Director Outpatient manager, 
sister, others not 
specified 

Ward 30 and 48 RVI Non-Executive Director Operational service 
manager, deputy 
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Stream Area visited Site Membership of Walkabout 
Team 

Staff who took part in 
the conversations  

 
 
Stream 
Two 

matron, sister/charge 
nurse 

Outpatients  FH Non-Executive Director General manager, 
assistant operational 
service manager, 
matron, sister, staff 
nurse, assistant medical 
records manager, 
administration team, 
volunteer 

Catering FH Non-Executive Director Chef, assistant chef, 
assistant manager, 
deputy manager 

Community Heart 
Failure Team 

Arthurs Hill Non-Executive Director Nursing team band 6 
and 7, administrative  
team 

Paediatric Theatre FH Non-Executive Director Consultant anaesthetist, 
surgeon, fellow, nursing 
staff, perfusionist, 
recovery team, 
housekeeper 

Community Services The Curve Non- Executive Director Matron, head of 
nursing, team lead 

Cancer and 
Haematology 

Cumbria 
Cancer 
Centre  

Non- Executive Director Director of operations, 
therapeutic radiography 
team, administrative 
manager, receptionist, 
senior chemotherapy 
nurse 

 
 
Key themes identified include: 
 

- Overall staff enjoy their jobs. They are proud of the work they do and proud to work for the 
Trust.  

- Staff feel supported and confident to raise concerns. 
- Staff are eager access development opportunities within their roles.  
- Staff are enthusiastic about the Accrediting Excellence (ACE) programme. 
- All area’s visited gave a warm welcome and patient care was a priority. 
- Reports of incivility were received in some areas. These were acted on during the visit.  
- Lack of space and storage remains challenging for teams. In addition to an aging estate 

across areas at the Freeman Hospital in particular.  
- Frustration with some Trust systems was reported for example the volume of scanned 

documents in outpatients and the ability to send text messages to patients using SystmOne. 
- There were reports of estates issues which have been reported and remain unresolved, as 

well as security concerns were raised in different areas.  
- Patient transport issues were a concern in some areas. 
- Staff were anxious in relation to winter pressures and having the right knowledge, skills and 

equipment to provide safe care for patients. This also extended to patients who were 
boarded away from their speciality ward.  
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Issues addressed during the visits: 
 

- Where examples of incivility were raised the visiting Executive/Non-Executive Directors 
ensured that action was either underway or raised to the appropriate leadership team at the 
time. Advice where required, was also provided.  

- Security concerns in Renal Services were escalated to the Associate Director of Estates. 
- Advice was given on Ward 15 in relation to seeking advice and support for a Quality 

Improvement (QI) project. 
- Head of Nursing (Medicine) contacted regarding communication of leadership changes at 

matron level. 
 
Further action required: 
 
Where it was identified that further action was needed following the visit, this was highlighted to the 
relevant Clinical Board or Corporate Services Leadership team to consider next steps. This included: 
 

- Review progression opportunities for Healthcare Assistants such as Nursing Associate Roles.  
- Investigate opportunities to improve the functionality of Trust systems such as E-Obs 

implementation, single label printing and text message communication with patients. 
- Explore opportunities to reduce inefficiencies in areas such as room bookings and clinic 

cancellations.  
- Reports of incivility to be reviewed and monitored.  
- Review of security and safety controls for both in-hospital and community staff in areas that 

have reported concerns.   
- Reports of delays to discharge involving patient transport, repatriation and administration to 

be reviewed. 
- Ensure where patients are boarded away from their speciality ward that a contact number is 

provided for medical advice and review.  
 

 
4.  EVALUATION OF THE BOARD VISIBILITY PROGRAMME  
 
In response to the Care Quality Commission inspections in 2022 to 2023 several changes were made 
to the Leadership Walkabout Programme, including a refocus to a Board Visibility Programme that 
included Non-Executive Director visits. Following the recent well-led review by Grant Thornton it has 
been agreed that it is important to evaluate the impact and outcome of this programme. As a result, 
a survey has been designed by the Trust Secretary, Director of Quality and Safety and Head of 
Quality Assurance and Clinical Effectiveness, to seek the views of senior leaders in relation to the 
programme, in addition to gathering ideas for improvements. The survey is currently in the design 
phase. The results and any suggested changes will be reported in future Board Visibility Programme 
reports.  
 
 
5.  RECOMMENDATION 

 
The Trust Board is asked to note the contents of this report in relation to positive feedback from 
Trust staff and concerns escalated/suggestions raised for improvements. 
 
 
Report of Rachel Carter, Director of Quality & Safety 
Prepared by Fiona Gladstone, Clinical Effectiveness Advisor and Victoria Smith, Head of Quality 
Assurance and Clinical Effectiveness.   
19 January 2026 
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TRUST BOARD 

Date of meeting 30 January 2026 

Title Integrated Board Report 

Report of 
Patrick Garner, Director of Performance & Governance 
Rachel Carter, Director of Quality & Safety 

Prepared by  Elliot Tame, Head of Performance 

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of Report 
For Decision For Assurance For Information 

☐ ☒ ☐ 

Summary 

This paper is to provide assurance to the Board of Directors on the Trust’s performance against 
key indicators relating to Quality & Safety, Access, People and Finance. 
 
Quality 

• Methicillin-susceptible staphylococcus aureus (MSSA) increased in October (13 v 9) 
compared to the previous month, but the rate remains within the parameters of 
common cause variation. An Infection Prevention and Control (IPC) improvement group 
has been established to provide oversight and reports to the Quality Committee.  

• Klebsiella cases have moved from showing special cause variation of a concerning nature 
(high) to common cause variation. The Surgery and Associated Specialties (SAS) Board is 
reviewing hepatobiliary infections associated with Gram-Negative Bloodstream 
Infections (GNBSI), focusing particularly on post-ERCP pancreatitis. The Assessment Suite 
at the Royal Victoria Infirmary (RVI) has also shown great improvement in in stool 
documentation. 
 

Performance 

• November 2025 witnessed a further decrease in >52-week waiters at Newcastle 
Hospitals, falling to 966 (-46). The number of >65 week waits also decreased to 49 (-7). 
The total waiting list size decreased significantly in November, to 86,575 (-2,719).  

• In November, the 80% 28 Faster Diagnosis Standard (FDS) target was not achieved 
(65.6%) and shows a sustained decline. 31-day performance remains stable at 92.0% in 
November, whilst 62-day performance continues to show special cause variation of an 
improving nature (71.5% for November). Work is ongoing with the Northern Cancer 
Alliance to facilitate development of a regional plans for skin services going forward. 
 

People 

• Short-term sickness has moved from showing special cause variation of a concerning 
nature (high) to common cause variation. 

• Turnover has moved from showing special cause variation of an improving nature (low) 
to common cause variation.  
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Finance 

• At month 8 the Trust is reporting a £0.6m deficit which is in line with the plan, however 
in delivering this position, the Trust has had to bring forward technical savings to offset 
new pressures and under delivery of the Cost Improvement Programme (CIP).  

• The CIP of £106m is phased over the year with a plan of £61.7m to month 8. Year to date 
Clinical Boards and Corporate Services have delivered £26.9m (of which £23.7m is 
recurrent). A further £6m of other CIP has been actioned as well as £29m of non-
recurrent technical measures which is £10m more than planned for and required as a 
result of slippage on CIP plans including the impact of the subsidiary company. 
 

Recommendation For assurance. 

Links to Strategic 
Objectives  

Focus on Fundamentals – Improve performance, cancer, diagnostics and emergency care; and 
Deliver high quality, safe and compassionate patient care, meet out Clinical Board and Trust 
Quality Priorities.  

Impact  
(please mark as 
appropriate) 

Quality Legal Finance 
Human 

Resources 
Equality & Diversity Sustainability 

☒ ☐ ☒ ☒ ☐ ☐ 

Link to Board 
Assurance 
Framework [BAF]  

6.2 Failure to achieve NHS performance standards impacting on our ability to maintain 
high standards of care. 

Reports previously 
considered by 

This is a regular paper provided to Trust Board.  
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SPC Variation / Assurance �t Changes from previous month
Statistical Process Control (SPC) Variation 
�x Four high level metrics have displayed changes in special cause variation 

from October to November 2025.
�x NB2 Avoidable Newborn Blood Spot (NBBS) repeats �t has moved from 

showing special cause variation of an improving nature (low) to common 
cause variation. 

�x Emergency Department (ED) Arrival to Admission /Discharge >12 hours 
(Type 1) �t has moved from showing special cause variation of an improving 
nature (low) to common cause variation.

�x Short-term sickness �t has moved from showing special cause variation of a 
concerning nature (high) to common cause variation.

�x Turnover �t has moved from showing special cause variation of an improving 
nature (low) to common cause variation. 

SPC Assurance 
�x One high level metric has displayed changes in special cause assurance from 

October to November 2025.
�x NB2 Avoidable NBBS repeats �t has moved from showing special cause 

assurance of a negative nature (consistently failing the target) to random 
variation in compliance. 

Oct-25 Nov-25

NB2 Avoidable NBBS repeats

NB2 Avoidable NBBS repeats

ED Arrival to Admission / Discharge >12 hours (Type 1)

Short-term Sickness

Turnover
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Quality
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Quality Overview
Health Care Acquired Infections
�‡ Methicillin-susceptible staphylococcus aureus (MSSA) decreased in 

November (11 v 13) compared to the previous month, remainingwithin 
the parameters of common cause variation.

�‡ Clostridioides difficile (C.Diff) Infection (CDI) cases decreased in November 
(14 v19), again remaining within the parameters of common cause 
variation.

Harm Free Care
�‡ Acute (Category 2 & above) pressure ulcers (PU) reported in November 

�������Œ�����•�������~�ð�ð���À���ð�ò�•�X��
2
2
�‡ In November there was a decrease in falls (220 v 241).

Perinatal Quality Surveillance
�x There were 3 stillbirths in November 2025. The Trust has triggered a safety 

alert for the number of stillbirths on the Clinical Indicators Dashboard. In 
accordance with the Local Maternity and Neonatal System (LMNS) safety 
signal process this instigated a review of the data - further analytics have 
been performed by the NHS England (NHSE) analytics team which indicate 
duplicate counting - when these cases were removed the Trust returned to 
within a 95% confidence limit. 

�x The National benchmark for term admissions is 5%. The Trust rate remains 
consistently above the national 5% target with 9% term admission rate in 
November. Three quality improvement workstreams have been identified - 
care of infants of diabetic mothers, thermoregulation and respiratory 
issues following delivery by elective caesarean section. Progress is 
monitored by the Quality and Safety Group and is linked to compliance 
with Safety Action 3 of Maternity Incentive Scheme.

Metric Period Actual Target Variation Assurance

HCAI - 
MSSA

Nov-25 11 9

HCAI �t C. 
Diff

Nov-25 14 �í�í
2

Harm Free Care 
�t IP Acquired 

Pressure Ulcers
Nov-25 44

Sustained 
reductionHarm Free Care 

�t Adult Patient 
Falls

Nov-25 220

Stillbirths Nov-25 3

Blood Loss 
�H�í�ñ�ì�ì�u�o��
(per 1,000)

Nov-25 35 per 
1000

Avoiding Term 
Admission into 
Neonatal Units 

ATAIN

Nov-25 9% 5%
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Healthcare Associated Infections (HCAIs) (1/2)
Standards

�‡ Zero MRSA �����•���•�X��
2
�‡ No more than 115 MSSA cases across the financial year (local target - 10% reduction from 

�î�ì�î�ð�l�î�ñ�•�X��
2
�‡ No more than 136 CDIs, 225 E. coli cases, 108 Klebsiella cases or 34 Pseudomonas aeruginosa 

�����•���•�������Œ�}�•�•���š�Z�����(�]�v���v���]���o���Ç�����Œ�X
2

Current Position

�‡ Clostridioides difficile (CDI) cases decreased in November (14 vs 19) but remain within the 
parameters of common cause variation. There were 2 Community Onset Healthcare Associated 
(COHA) cases and 12 Hospital Onset Healthcare Associated (HOHA) cases.Investigations are still 
ongoing. Identified themes for learning in previous months: delay/absence of appropriate medical 
reviews of patients with diarrhoea, delays in treatment administration and antibiotic stewardship. 

�‡ Methicillin-Sensitive Staphylococcus aureus (MSSA) cases decreased in November (11 v 13), but 
the rate is within common cause variation. There were 2 COHA and 9 HOHA cases. Themes 
identified were poor compliance with intravascular devices .

�‡ Methicillin-Resistant Staphylococcus aureus (MRSA) there was 1 case in November, bringing the 
financial year total to 6. Identified gaps: Admission screen completed but no screen of clinical sites 
taken.

�‡ Escherichia coli (E. coli) bacteraemiacases increased compared to the previous month (17 vs 16). 
There were 3 COHA and 14 HOHA cases, with 3 HOHA cases attributed to the Hepatobiliary (HPB) 
service. Investigations are still ongoing.

�‡ Klebsiella bacteraemia adecrease was seen (9 vs 10), with the rate remaining within common 
cause variation. There were 0 COHA and 9 HOHA. 5 out of the 9 cases were device related. 1 
�]�v�À���•�š�]�P���š�]�}�v���•�Z�}�Á�������‰�}�š���v�š�]���o���]�v�š�Œ���À���v�}�µ�•���o�]�v�����]�v�À�}�o�À���u���v�š�X
2

�‡ Pseudomonas aeruginosa cases decreased (4 vs 6), 1 HOHA required investigation and was 
deemed unavoidable. 
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Healthcare Associated Infections (HCAIs)  (2/2)
Action taken

�‡ Hand Hygiene & Glove Use:An ongoingprogramis in place to improve hand hygiene compliance and 
reduce unnecessary glove use, supporting healthcare-associated infection(HCAI) reduction strategies.

�‡ Quarterly Infection, Prevention and Control (IPC) audits continue for wards that have completed the 
Accrediting Excellence (ACE) Programmeto provide assurance inhigh standards of IPC inpractice.

�‡ A new structure aligning IPC nurses to Clinical Boards has been agreed and will take effect in mid-
January 2026.

Incident Management

�‡ The IPC team is collaborating with theInPhaseteam to strengthen incident management processes. 
This aims to improve HCAI investigations, ensuring timely conclusions and effective reconciliation of 
�š�Z���u���•�����v���������š�]�}�v�•�X
2

Policy and Implementation
 

�‡ �/�W�����‰�}�o�]���]���•�����v�����P�µ�]�����o�]�v���•�����Œ�����µ�v�����Œ���Œ���À�]���Á�U�����v�������}�v���]�•�����^�W�}�o�]���Ç���}�v�������‰���P���_���•�µ�u�u���Œ�]���•�����Œ���������]�v�P��
developed to simplifykey messages and enhance staff knowledge in IPC.

�‡ An updatedTrustwidescreen saver display is being developed to highlight key IPC messages, 
particularly invasive device management.

�‡ The blood culture (BC) collection policy has been finalised and ratified by the Clinical Policy Group (CPG), 
with implementation scheduled to begin soon.

�‡ A new Practice Development Nurse has been appointed for IPC, with a plan to identify key areas of 
focus across the organisation..

�‡ Work is underway to optimise the ICNET system for invasive device monitoring and Surgical Site 
Infection (SSI) surveillance.

Specific Clinical Reviews
 

�‡ Targeted hand hygiene and ANTT education delivered by RVED IPC and Practice Development Nurse 
(PDN) teams has contributed to reducing blood culture contamination rates from4.9% (May 
2025)to 4.3% (November 2025). This initiative remains ongoing, with the current goal to reduce 
the contamination rate to2�t3%�X
2
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Harm Free Care: Pressure Damage
Standard

Following the sustained reduction in pressure ulcers over the last two years, targeted reductions 
have not been set. Instead, a sustained reduction demonstrated through statistical process control 
will be sought. 

Current Position

Reduction in Cases:
�‡ Acute pressure ulcers (Category II and above) decreased slightly from 46 in October to 44 in 

November.
�‡ The rate per 1,000 bed days has remained stable at 1.0 for the third consecutive month.
�‡ SPC charts indicate a sustained reduction with no special cause variation.

Severity Breakdown
�‡ No Category Intravenous (IV) pressure ulcers reported.
�‡ Five Category III pressure ulcers reported.
�‡ All cases are currently under investigation to identify contributory factors and learning.

Key Areas for Improvement
�‡ Timely capture of images for pressure ulcer documentation
�‡ Completion of skin and pressure ulcer risk assessments
�‡ Completion of pressure ulcer prevention and categorisation training
�‡ Implementation of mattress champions and regular mattress audits

Actions Taken
�‡ World Stop Pressure Ulcer Day (20th November 2025): The Tissue Viability Team delivered 

multiple events, including mattress champion training and a pressure ulcer masterclass.
�‡ Methods of Wound Debridement Training was held in November, attracting participants from 

both the Trust and external providers.
�‡ The Tissue Viability Team collaborated with other Harm-Free Care teams to plan training and 

�����µ�����š�]�}�v���]�v�]�š�]���š�]�À���•���(�}�Œ���î�ì�î�ò�X
2
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Harm Free Care: Falls
Standard
Following the sustained reduction in falls over the last two years, targeted reductions have not been 
set. Instead, a sustained reduction demonstrated through statistical process control will be sought. 

Current position

�‡ Inpatient falls reduced to 220 from 241 in October
�‡ Falls per 1,000 bed days decreased from 5.4 to 5.1

Harm Levels
�‡ 6 inpatient falls (3%):

�‡ 5 moderate harm within inpatient areas
�‡ 1 severe harm within inpatient areas

�‡ �������]�š�]�}�v���o���]�v���]�����v�š�•�W
2
�‡ 1 moderate harm in Medical Outpatients Department (MOPD) areas
�‡ 1 moderate harm in ED
�‡ 1 severe harm in Royal Victoria Infirmary (RVI) Building Services

Investigations
�‡ All moderate and above harm falls investigated onInPhasevia the  Patient Safety Incident 

Response Framework (PSIRF) process
�‡ Falls Prevention Coordinator supports teams to identify learning and implement actions
�‡ Trust-wide themes and trends from PSIRF reviews monitored bi-annually, directly influencing 

improvement projects

Key Areas for Improvement
Completion of multifactorial assessment to optimise safe activity, including:
�‡ Lying/standing blood pressure
�‡ 4AT (Delirium screening)
�‡ Vision checks
�‡ Medication reviews related to falls

Actions Taken
�‡ Falls Prevention Coordinator (FPC) working with Digital Team to update falls assessment, care 

bundle and care plan
�‡ FPC is working in collaboration with Ophthalmology to design a Trust-specific process for vision 

checks
�‡ Post-fall protocol currently under review
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Harm Free Care: Hospital Acquired Thrombosis (HAT)
Standards

�x 95% of VTE (Venous Thromboembolism) assessments undertaken within 24 hours of admission 
(external target).

�x To reduce the number of HATs (Hospital Acquired Thrombosis) for review (these are HATs that 
have been associated with sub-optimal VTE prevention)

Current Position
�x 37% of HATs were identified as needing further review in November 2025.
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Medicines Reconciliation
Standards

�x Target 40% with existing staffing; 50-60% after approval of phase 1 of staffing 
business case; 80% after approval of phase 3 of the staffing business case

Current Position

�x Maintaining rates above 40% since June 2025.

  Med rec within 24 hours  Total Med Rec before discharge
  Total Number / %    Total Number / % 
Dec 2024 1280 27%    2065 46% 
Jan 2025 1696 34%    2353 51% 
Feb 2025 1718 39%    2103 52%
Mar 2025 1692 34%    2261 48%
April 2025 1811 37%    2305 50% 
May 2025 1809 38%    2335 52% 
June 2025 1974 42%    2393 54%
July 2025 2099 43%    2488 52%
Aug 2025 1882 40%    2446 52%
Sept 2025 2006 40%    2567 53%
Oct 2025 2064 41%    2681 54%
Nov 2025 2105 49%    2564 59%
Dec 2025 2111 51%    2563 61% 

Action taken

�‡ New on-call / out of hours service started 7th Nov; 1 extra person around until 10.30 at 
night and at weekends to support med rec out of hours

�‡ Staff establishing in new posts approved as phase 1 in business case (Accident & 
Emergency, Peri-op, O&T) 
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Incident Reporting
Standards

�x Continued trend of increased incident reporting across the Trust.
�x Ensure learning from safety events is shared across the organisation. 

Current Position

�x The total number of patient safety incidents per 1,000 bed days reported in November 
2025 decreased compared to October 2025.

�x The number of severe/fatal safety incidents per 1,000 bed days increased in November  
2025, compared with October 2025. 

�x Five After Action Reviews and three Patient Safety Incident Investigations were recorded 
in November 2025.

Action taken

�x Incident reporting dashboards are now available in the reporting hub providing daily 
updates to all Clinical Boards and departments on key incident reporting metrics, including 
incident rates. 

�x Raising awareness of incidents and dissemination of learning continues to through the 
Patient Safety Bulletin and Clinical Risk Group.

�x Questions relating to patient safety are included in the Trustwide peer reviews and the 
Accrediting Excellence Programme. 

�x Psychological support services being developed to support staff involved with patient 
safety events. 



Never Events 
Standards

�x Never Events are serious, preventable patient safety incidents that should never 
occur if existing guidance and safety recommendations are followed. The Trust 
target is for zero Never Events to occur.

Current Position

�x No Never Events were recorded in November.
�x A total of seven Never Events have been recorded for the 25/26 period. 

Action taken
�x Trust PSRIF priority is being introduced to successfully implement National Safety 

Standards for Invasive Procedures (NatSSIPS2) into the organisation, led by a 
�W�Œ�}�i�����š�����}���Œ�����Á�]�š�Z���������]�����š�������Œ���•�}�µ�Œ�����•���š�}�����Œ�]�À�����]�u�‰�Œ�}�À���u���v�š�X
2

�x NatSSIPs 2, or the National Safety Standards for Invasive Procedures 2, is a set of 
guidelines designed to improve patient safety during invasive procedures and to 
�Œ�����µ�������š�Z�����}�����µ�Œ�Œ���v�������}�(���E���À���Œ�����À���v�š�•�X
2

�x A newly established Invasive Procedures Group has been introduced to strengthen 
the governance of invasive procedures and support the PSIRF priority. 

�E���À���Œ�����À���v�š�•���î�ñ�l�î�ò
2Ref Clinical Board Speciality Never Event

���‰�Œ�]�o���î�ñ
2 �õ�ì�ï�í
2 Surgery & Specialist Services Orthopaedics Wrong site surgery

�D���Ç���î�ñ
2 �õ�ô�ï
2 Surgery & Specialist Services �K�Œ�š�Z�}�‰�������]���•
2 Wrong implant /prothesis

June�î�ñ
2 �ï�í�ò�ô
2 Cardiothoracic Cardiology Wrong site surgery

July 25 �ò�ï�í�í
2 Surgery & Specialist Services Orthopaedics Wrong site surgery

August 25 �ô�ð�î�ò
2 Surgery & Specialist Services Orthopaedics Wrong implant / prothesis

August 25 �õ�ð�ñ�ô
2 Perio-Operative & Critical Care Theatres Wrong implant / prothesis

August 25 �í�ì�ì�ï�ì
2 Cardiothoracic �����Œ���]�}�š�Z�}�Œ�����]�����^�µ�Œ�P���Œ�Ç
2Wrong implant / prothesis
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Duty of Candour

Standards

�x Statutory Duty of Candour (DoC) to be undertaken for all notifiable safety incidents.
�x �d�}�����v���}�µ�Œ���P�����}�‰���v�v���•�•�����v���������š�]�u���o�Ç�����‰�}�o�}�P�Ç�U���š�Z�����š�Œ�µ�•�š�[�•���‰�}�o�]���Ç���}�µ�š�o�]�v���•���À���Œ�����o�����v����

written duty of candour should be completed as soon as reasonably practicable. 

Current Position

�x Data for overall Trust compliance is taken from records of completion in the incident 
module of InPhase / Datix.  Additional assurances for compliance with the statutory 
requirements of Regulation 20 are undertaken through audits reported to Patient 
Safety Group and Quality Committee.  

�x Audit data highlights gaps in some areas of DoC completion, including 
documentation of verbal discussions.  Work is ongoing to support improvements in 
this. 

�x Incident reporting moved to InPhase in May 2025 and Datix was changed to read 
only from 14th July 2025 to allow data migration to take place. Any updates to DoC 
compliance for datix incidents prior to July 2025 will not be represented in the 
graphs until migration to InPhase has been completed. 

�x Compliance with verbal and written DoC was below the trust average in October. 
Compliance will continue to improve as incidents are reviewed, and investigations 
completed.  

Action taken

�x Ongoing work to update and reintroduce DoC compliance dashboards across the 
trust. 

�x Changes implemented to InPhase to support more accurate compliance recording. 
�x Continuation of newly introduced DoC quality and compliance audit to support 

improvements in the quality of DoC responses. 
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Mortality Indicators (1/2)
Standards

�x Due to the recent changes nationally to the Medical 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

�x There were 168 inpatient deaths in total reported in November 2025. This is a decrease of 14 on 
the previous month

�x The crude mortality rate in November 2025 is 0.8%. This is unchanged from the previous month 
and is in line with the Trust average

�x Out of the 168 inpatient deaths reported, there are 34 completed level 2 mortality reviews 
entered into the Trust mortality review database to date

�x 55 Level 2 reviews were completed in November 2025 for patients who died prior to this date
�x None of the completed reviews undertaken in November have been scored with a high HOGAN 

score (indicator of preventability of death) or a high National Confidential Enquiry into Patient 
Outcome and Death (NCEPOD) score (quality of care provided)

�x Two patients with a confirmed learning disability died in November 2025

Action taken

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

Morbidity and Mortality (M&M) meetings continue to take place
�x Monthly reports to each Clinical Board detailing the position of outstanding mortality reviews 

have now been implemented
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Mortality Indicators (2/2)
SHMI (Summary Hospital-level 

Mortality Indicator)
Within the latest published SHMI data 
(August 2024 �t July 2025) the Trust 
SHMI is at 0.87. �d�Z�]�•���]�•���Á�]�š�Z�]�v���š�Z�����Z���•��

���Æ�‰�����š�����[�������š���P�}�Œ�Ç�X

Observed & Expected deaths Between 
August 2024 �t July 2025, the Trust has 

2,800 observed deaths and 3,225 
expected deaths. 

All data rolling 12-month periods. Data as reported by NHS England/ NEQOS.

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 7.3 and a 
non-elective coding depth of 6.7*.

Spells with palliative code
Between August 2024 �t  July 2025, the 
Trust has a 1.8% palliative care coding 

rate. 

*  ���v���]�•�•�µ�����Á�]�š�Z���š�Z�����d�Œ�µ�•�š�[�•���^�h�^�������š�����(�o�}�Á�����(�(�����š������
clinical coding completeness (now resolved). 

Invalid Primary Diagnosis
SHMI is calculated based on the primary 

diagnosis coded from admission. The 
Trust has a 0% invalid primary diagnosis 

rate, indicating excellent and timely 
coding accuracy.
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Formal Complaints

�x The Trust has had 51 formal complaints In November 2025. The average number of complaints opened for the previous financial year is 54.

�x The main theme for complaints this month was Communication, accounting for 18% of the complaints (9).

�x Clinical treatment accounts for the most complaints collectively across the specialties with 47% of complaints opened this month (24).

�x The most complaints were opened for the following three Clinical Boards, collectively accounting for 61% of complaint this month:

�x Surgery & Specialist Services 14 (27%)
�x Medicine & Emergency Care 10 (20%)
�x Family Health 7 (14%)
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Freedom to Speak Up (FTSU)
Standards

�x There is zero tolerance to detriment.

Current Position

�x There were a total of 19 speak up encounters made to the FTSU Guardian in November, of which 
2 were as a result of the targeted staff experience work being carried out in ophthalmology (SSS).

�x 3 speak ups were raised anonymously.
�x The most frequently reported category of concern reported was worker quality and safety (18), 

followed by inappropriate attitudes and behaviours (12) bullying and harassment (10) and patient 
safety and quality (1). No cases of detriment, racism or sexual harassment were reported to the 
Guardian.

�x There are currently 25 trained FTSU Champions.

Action Taken

�x Attendance and presentation at community engagement sessions at Molineux and Kenton.
�x Informal visit to community services at Geoffrey Rhodes, including loan equipment services.
�x Presented at admin managers meeting, Newcastle Hospitals critical care study day and MEC 

clinical leaders forum.
�x Attended first meeting with other FTSUG in the Great North Alliance �t learning in relation to 

service development shared and peer support given.
�x Adhoc meetings with Execs to escalate concerns where appropriate.
�x Guidance and support for managers to help resolve staff issues.
�x Ongoing champion recruitment.
�x HR concerns escalated directly to Head of Workforce Advisory Service where appropriate.

Row Labels Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Total
CB Surgery and Specialist Services RVI 16 20 4 40

CB Peri-operative and Critical Care 1 3 5 5 3 1 18
CB Clinical and Diagnostic Services 2 1 3 3 1 4 14
CB Medicine and Emergency Care 5 2 3 10
CB Clinical and Research Services 3 6 9

CB Family Health 1 2 1 1 1 1 1 1 9
CS Business Development 1 1 4 1 1 8
CB Cardiothoracic Services 1 3 1 1 1 7

(blank) 2 3 2 7
CS Estates 1 2 1 1 1 6

CB Surgical and Associated Services FH 2 3 5
CB Surgical and Specialist Services RVI 1 3 1 5

CS Information Management and Technology 1 1 2 4
CB Cancer and Haematology 1 1 1 3

CS Unknown 3 3
CS Human Resources 1 1 2

CS Chief Executive 1 1
CS Patient Services 1 1

CS Unkown 1 1
Grand Total 6 16 19 18 13 32 30 19 153

Row Labels Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Total
Inappropriate behaviour and attitudes 2 5 10 4 13 6 8 48

Worker safety and quality 4 2 5 7 11 10 1 40
Bullying and harassment 2 3 3 1 1 6 13 9 38

Poor management 2 5 5 12
Patient safety and quality 2 1 1 2 1 1 8

(blank) 2 2 1 5
Civility 1 1

Disadvantageous demeaning treatment as a result of speaking up 1 1
Grand Total 6 16 19 18 13 32 30 19 153
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Perinatal Quality Oversight: Births

Deliveries/Births

�x There were 594,677 live births in England and Wales in 2024, a 0.6% increase from 2023. This is the 
first increase since 2021. Several regions, including the North-East, saw a decline in live births, the 
overall increase in births has been in the West Midlands and London. There is concern that there 
has been a reduction in the market share of the Trust following the long-term suspension of the 
Birthing Centre, the current birth rate is stable, but a communication plan is in development to 
increase booking numbers.

 
Stillbirths

�x This data includes termination for fetal anomalies >24 weeks gestation. There were three stillbirths 
in November 2025. Two cases meet the criteria for review using the Perinatal Mortality Review Tool 
(PMRT) process. The Trust has triggered a safety alert for the number of stillbirths on the Clinical 
Indicators Dashboard. In accordance with the Local Maternity and Neonatal System (LMNS) safety 
signal process this instigated a review of the data. Further analytics have been performed by the 
NHSE analytics team which indicate duplicate counting, when these cases were removed the Trust 
returned to within a 95% confidence limit. (Average per 1000 births: England 3.2, North East and 
North Cumbria (NENC) 3.6). 

Early Neonatal Deaths

�x 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. There were no early neonatal deaths in November 2025. 
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Perinatal Quality Oversight: Deliveries
Caesarean section deliveries

�x In England 42.9% of births are caesarean section, in the NENC for Q1 this was 43.4%. There is no 
defined national metric for caesarean section rates.

�x The Trust Q2 average was 40.3% and Q1 average was 38.1%.
�x The Trust has had a comparable caesarean section rate of 41.0% in November 2025, however, it 

should be noted that the caesarean section rate for the Trust, and nationally, is challenging 
operationally and there has been an associated impact on the perioperative staffing 
requirements to maintain a safe service which is being reviewed by the leadership teams. 

�x National reports, including Ockenden and Reading the Signals (East Kent) have highlighted lower 
caesarean section rates do not reflect improved patient safety or the importance of offering 
individualised and personalised care where women's voices are heard.

Elective Caesarean section

�x The average England elective caesarean rate in Q1 was 19.8% and in NENC 20.2%.
�x The Trust elective caesarean rate is stable at 19% in November 2025.
�x The national rise in elective caesarean rates is partially due to an increasing proportion being 

undertaken due to maternal request in accordance with the National Institute for Health and 
Care Excellence (NICE) guidance. 

�x 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

�x The England average for Q1 2024/25 was 23.6%, and NENC mean 20.5%
�x The Trust emergency caesarean rate was 22% in November. There is dedicated consultant 

presence on Labour Ward 8am-10pm daily, consultant led multi-disciplinary ward rounds occur 
twice daily. Most obstetric consultants remain onsite overnight, from 10pm-8am and are 
involved with all decisions for emergency caesarean section births. 
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Perinatal Quality Oversight: Labour
Induction of Labour

�x The number of women being induced during pregnancy has increased due to changes in national 
guidelines as part of the Saving Babies Lives Care Bundle and other NICE and Royal College of 
Obstetricians and Gynaecologists (RCOG) guidance.

�x England average for induction of labour Q1 2025/26 was 29.3% and NENC 35.3%. The Trust  
induction of labour rate for November is 35% (stable since August). The Induction of Labour 
Quality Improvement Plan (QIP) reviewing pathways and patient experience is making good 
progress as the Trust is aware that the current facilities offered to women undergoing induction 
of labour require improvement.

���o�}�}�����>�}�•�•���H�í�ñ�ì�ì�u�o

�x The average Post Partum Haemorrhage (PPH) rate for Q1 2025/26 in England is 32 per 1000 and 
NENC average is 26 per 1000. The Trust PPH rate for November is 35 per 1000.  Q1 average was 
35 per 1000 and Q2 average 43 per 1000.

�x Higher rates are indicative of the complexities of the high-risk patient group and provision of the 
Placenta Accreta Spectrum service as confirmed by the previous review.

Maternal Deaths

�x Maternal deaths are reported to Mothers and Babies: Reducing Risk through Audits and 
Confidential Enquiries across the UK (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 Maternity & Newborn Safety Investigations (MNSI), investigation is dependent on certain 
criteria. There have been no maternal deaths reported between July 2024 and November 2025. 
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Perinatal Quality Oversight: Admissions
Avoiding Term Admission into Neonatal Units (ATAIN)

�x The National benchmark for term admissions is 5%. The Trust rate remains consistently above the 
national 5% target; in November this was 9%. Three quality improvement workstreams are 
ongoing. The workstreams are care of infants of diabetic mothers, thermoregulation and 
respiratory issues following delivery by elective caesarean section, progress is monitored by the 
Quality and Safety Group and is linked to compliance with Safety Action 3 of Maternity Incentive 
Scheme. The neonatal nurse outreach pilot for theatre recovery commenced in August 2025 and 
has prevented 5 admissions.

Maternal Readmissions

�x National Maternity & Perinatal Audit (NMPA) Report (2025) the maternal postnatal readmission 
rate for England was 3.08% in 2023, rates varied by provider (Inter-Quartile Range (IQR): 2.57�t
5.02% in Wales; 2.14�t3.59% in England). The LMNS are benchmarking against the national mean 
readmission rate, hence an internal target against the national average of 3% has been set. 
Maternal readmission rate for the Trust is consistently below the national average and has been 
1% or less from June to November 2025.  

Neonatal Readmissions

�x �d�Z�������o�]�v�]�����o���Y�µ���o�]�š�Ç���/�u�‰�Œ�}�À���u���v�š���D���š�Œ�]���•���~���Y�/�D�•���(�}�Œ���Z�������]���•���Œ�������u�]�š�š�������š�}���Z�}�•�‰�]�š���o���Á�Z�}���Á���Œ����
�µ�v�����Œ���ï�ì�������Ç�•���}�o���[�������š�����]�•���µ�•���������•���������}�u�‰���Œ�]�•�}�v���š�}���d�Œ�µ�•�š���‰���Œ�(�}�Œ�u���v�����U���Z���v�������š�Z�����š���Œ�P���š���}�(���ò�9�X��

�x In November the readmission rate was 9%.
�x The neonatal team are currently reviewing the management of jaundice guidance which is 

impacting the readmission rate and exploring the coding for the cases.
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Perinatal Quality Oversight: Incidents & Bookings
Pregnancy Bookings

�x The number of women choosing to book for care and delivery at the Trust had fallen since 
January 2024 and although is currently stable there has been no improvement in the number of 
bookings since the re-opening of the Birthing Centre. The number of bookings is a concern, and 
whilst reflects the reduced total fertility rate nationally, is also impacted by a reduction in market 
share. A communication officer is now supporting a project to address this.

Incidents

�x Moderate incidents are now separated from externally reported MNSI cases which were 
previously grouped together. There was one moderate or above harm incident reported in 
November. Incidents are discussed at a multi disciplinary rapid review and presented to the Trust 
Response Action Review Meeting (RARM) to agree a proportionate learning response.

�x Perinatal incidents referred to MNSI for external review are now detailed separately. These 
include cases involving neonatal brain injury - Hypoxic Ischaemic Encephalopathy (HIE),  Term 
Intrapartum Stillbirths, Early Neonatal deaths and Maternal deaths. There were two cases 
involving HIE in November. One case was accepted for MNSI review, the other case has not yet 
progressed due to lack of parental consent. MNSI reviews are usually completed within 6 months 
from referral. 

�x There have been no CQC/MNSI concerns or requests for action in the last 12 months.
�x There have been no regulation 28 notices in the last 12 months.
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Perinatal Quality Oversight: Triage - Midwifery Care Timings

Birmingham Symptom Specific 
Obstetric Triage System (BSOTS)

�x The Trust implemented the BSOTS 
triage system in January 2024. 
Midwifery triage and subsequent 
review has improved considerably 
and has exceeded the Trust and 
LMNS target.

�x Good performance continues to be 
sustained across every category for 
midwifery review. 

�x The triage within 15 minutes 
metric is subject to close scrutiny 
to monitor the impact of early 
pregnancy referrals from 
Emergency Department being 
supported by Maternity 
Assessment Unit following the 
cessation of the gynae overnight 
pathway from ED.
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Perinatal Quality Oversight: Triage - Medical Review Timings

Birmingham Symptom Specific 
Obstetric Triage System (BSOTS)
�x There has been significant 

improvement in performance in the 
last 12 months.

�x Unfortunately, the business case for a 
project to commence call recording 
and capturing patient experience for 
the triage services has been paused. 
This has been a safety 
recommendation from MNSI and 
PMRT investigations.

�x Medical review for women in the 
orange category remains challenging, 
performance has remained at baseline 
level throughout Q2 2025. Further 
assurance regarding time interval for 
review, and the reason for 
attendance, is reviewed monthly at 
Q&S.
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Perinatal Quality Oversight: Antenatal Screening

Antenatal Screening
�x QIP to review antenatal clinic patient flow, 

failsafe and administration processes is 
making good progress but is impacted by 
consultant capacity to provide cross cover.

�x Improvement in newborn blood spot repeats.
�x Screening tracker has been developed by 

analysts and deployed to support failsafe 
processes and reporting as per the 
recommendation in the patient safety 
incident investigation (PSII)
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Perinatal Quality Oversight: NIPE Screening

Newborn and Infant Physical 
Examination
�x Improved performance across all 

elements.
�x Screening tracker has been developed by 

analysts and deployed to support failsafe 
processes and reporting as per the 
recommendation in the patient safety 
incident investigation (PSII)

�x Focus on hips screening has resulted in 
month on month improvement
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Perinatal Quality Oversight: Patient Experience

Patient perspective �t Ward 33, Postnatal
82% of patients surveyed rated their overall experience on the ward as either good or very good.
Number of patients on new medication: 4
Number of respondents: 11
�‡ ���À���Œ�Ç�š�Z�]�v�P���Z���•�����o�o���������v���š�Z�����•���u�������v�������}�v�•�]�•�š���v�š�X���d�Z�����•�š���(�(���Á�}�Œ�l���À���Œ�Ç���Á���o�o���š�}�P���š�Z���Œ�V���/�[�À�����������v���Œ�����o�o�Ç���o�}�}�l���������(�š���Œ�X���t�]�š�Z���š�Z������lea�v�o�]�v���•�•�U���š�Z���Œ���[�•�������o�}�š���}�(��

stains around. Last night got a little noisier, but not too bad. 
�‡ Things have been inconsistent once or twice. The day shift work well together, and the night shift work well together. I find th���Œ���[�•�������•�o�]�P�Z�š���o�����l���}�(��

���}�u�u�µ�v�]�����š�]�}�v�������š�Á�����v���š�Z�����š�Á�}���•�Z�]�(�š�•���Á�]�š�Z���Z���v���}�À���Œ�����v�����š�Z�]�v�P�•�X���/�[�À�����Z�����Œ�����‰���}�‰�o�����•���Ç�U���^�š�Z���š�[�•�����������Ç���•�Z�]�(�š�l�v�]�P�Z�š���•�Z�]�(�š���‰�Œ�}���o���u�_�X���/�š�[�•���š�Z�]�v�P�•���o�]�l�����/�����•�l������
�����u���u�����Œ���}�(���•�š���(�(���}�v�����v�]�P�Z�š���(�}�Œ���•�}�u�����•�µ�‰�‰�}�Œ�š���•�}���l�•�����v�����š�Z���Ç�����}�µ�o���v�[�š���(�]�v�����š�Z���u�U�����µ�š���Á�Z���v���/�����•�l�������š�Z���������Ç���•�Z�]�(�š�U���š�Z���Ç���Á���Œ���������oe to find them in 10 
�u�]�v�µ�š���•�X���/�[�À�����������v�������o�����š�}���•�‰�����l���š�}���•�š���(�(�U�����v�����š�Z���Ç�[�À�������o�o���������v���o�}�À���o�Ç�������}�µ�š���]�š�X���d�Z�����•�š���(�(���Z���À�����������v���Œ�����o�o�Ç���P�}�}�����Á�]�š�Z���u�������v����the baby, so I do have 
confidence in them. The food has no flavour. I had the honey and mustard chicken and it looked disgusting. There are a lot of ba���]���•�����Œ�Ç�]�v�P�U�����v�����]�š�[�•��
�‹�µ�]�š�����Z���Œ�����Á�Z���v���/���š�Z�]�v�l���]�š�[�•���u�Ç���������Ç�����Œ�Ç�]�v�P�X�����À���Œ�Ç�š�Z�]�v�P���Z���•���������v�������•�}�o�µ�š���o�Ç���(�]�v���X

�‡  Definitely [respect and dignity]. There have been no inconsistencies yet. The staff work very well together from what I can see�X���z���•�U���/�[�À�����������v�������o�����š�}��
�š���o�l�������}�µ�š���u�Ç�����}�v�����Œ�v�•�U���š�Z���Ç�[�À�����������v���À���Œ�Ç���P�}�}���������}�µ�š���š�Z���š�X���z���•�������(�]�v�]�š���o�Ç���€���š�š���v�š�]�}�v���Á�Z���v���v�����������•�X��
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Perinatal Quality Oversight: Training (Maternity Incentive Scheme)
Obstetric Emergency Training by Staff 
Group:
In accordance with the Clinical Negligence 
Scheme for Trusts Maternity Incentive 
Scheme (CNST MIS) Year 7 guidance, safety 
action 8 requires 90% attendance in each 
relevant staff group at:
�‡ Multi-professional maternity 

emergencies training 
�‡ Neonatal resuscitation training
�‡ Fetal monitoring training 

The fetal monitoring and obstetric 
emergencies training account for one whole 
day respectively. 

An additional requirement is to ensure at 
least one emergency simulation is 
performed within a clinical area  (not 
simulation suite) during the MIS reporting 
period to capture attendance from the 
wider professional team, the Trust are 
compliant with this requirement.

The Trust is compliant with the obstetric 
emergency training across all staff groups.
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