
Public Trust Board of Directors  

Friday 31 July 2026, 10:00 – 11:45 

Piano Room, Royal Victoria Infirmary (RVI) 

 

Agenda  

 Time Item Purpose Lead 

1. Introduction 

a.  10:00 Apologies for absence and 
declarations of interest 

For discussion  Paul Ennals 

b.  10:01 Minutes of the Public Board of 
Directors meeting held on 22 May 
2026 and matters arising 

 

For discussion & 
approval 

Paul Ennals 

c.  10:02 Chair’s Report For discussion & 
assurance 

Paul Ennals 

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

Jackie Bilcliff 

e.  10:20 Committee Triple A reports For discussion  Committee Chairs 

2. Joining up care – working together to give people better, quicker access to 
effective care 

a.  10:25 Board Visibility Programme 
 

For discussion & 
assurance  

 

Ian Joy 

b.  10:32 Integrated Board Report (IBR)  For discussion & 
assurance  

 

Patrick Garner & 
Executive Leads 

3. Advancing Care – improving patient care, effectiveness and quality through 
innovation, research, improvement and education 

 

a.  10:40 Patient and Colleague 
Experiences  
 

For discussion & 
assurance 

 

Ian Joy 

b.  10:45 Joint Medical Directors Report, 
including:  
i) Guardian of Safe Working 

report 
 

For discussion & 
assurance 

Michael Wright & 
Lucia Pareja-

Cebrian 

c.  10:55 Executive Director of Nursing, 
Midwifery and Allied Health 
Professionals (AHPs) report 
including Nurse Staffing Deep 
Dive 
 

For discussion & 
assurance 

Ian Joy 

d.  11:05 Maternity update including: 
i) Perinatal Quality 

Surveillance Report 
including Maternity Incentive 
Scheme progress report 

For discussion & 
assurance 

 
Jenna Wall 

 
 
 
 



 

 Time Item Purpose Lead 

ii) Maternity Safety Champion 
Report 

Liz Bromley 
 

4. Supporting great care – supporting everyone to do their job to the best of their 
ability with effective leadership, a just and learning culture and modern digital and 
physical environments 

a.  11:15 Lord Mann Review – Trust 
response  

For discussion & 
approval 

Caroline Docking 
& Lee-Ann 

Naidoo 

b.  11:22 Climate Emergency Plan For discussion & 
approval 

Vicky McFarlane-
Reid and James 

Dixon 

5. Items to approve  

a.  11:30 Accountability Framework 
 

For discussion & 
approval 

Patrick Garner & 
Kelly Jupp 

 

b.  11:35 Modern Slavery Declaration For approval 
 

Kelly Jupp 

c.  11:38 Charity Committee Annual Report For approval Caroline Docking 

d.  11:40 NHS England (NHSE) Post Death 
Care Board Assurance Statement 
 

For discussion & 
approval  

Michael Wright 

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

a.  11:43 Meeting Action Log  For receipt  Paul Ennals  

7. Any other business 

a.  11:44 Any other business 
 

For discussion All 

 
Date and Time of Next Meeting: Friday 25 September 2026, 10:15 – 12:15, Piano Room, 

Peacock Hall, RVI 

 

 

 

Sir Paul Ennals, Chair  

Mrs Liz Bromley, Non-Executive Director & Senior Independent Director (SID) 

Mrs Jackie Bilcliff, Acting Deputy Chief Executive Officer/Chief Finance Officer  

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

Dr Michael Wright, Joint Medical Director 

Dr Lucia Pareja-Cebrian, Joint Medical Director 

Mr Patrick Garner, Director of Performance and Governance 

Mrs Jenna Wall, Director of Midwifery  

Mrs Kelly Jupp, Trust Secretary  

Mrs Caroline Docking, Director of Communications and Corporate Affairs and Executive Lead on 

Equality, Diversity and Inclusion  

Ms Lee-Ann Naidoo, Improvement Programme Manager 

Mr James Dixon, Associate Director, Sustainability  
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PUBLIC TRUST BOARD OF DIRECTORS MEETING 
 

DRAFT MINUTES OF THE MEETING HELD 22 MAY 2026 
 
 
Present: Paul Ennals [Chair]  Chair   
 Rob Harrison  Acting Chief Executive Officer (CEO) 
 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  Interim Executive Director of People & 

Commercial Innovation 
 Sue Hillyard   Interim Executive Director of Operations  
 Anna Stabler   Non-Executive Director (NED)  
 David Weatherburn  NED 
 Liz Bromley   NED (left the meeting at 11.02) 
 Bernie McCardle  NED 
 Phil Kane  NED  
 Wendy Balmain   NED 
          
In attendance:   
Judith McKenna, Associate NED  
Paul Hanson, Director of Estates, Facilities and Strategic Partnerships 
Caroline Docking, Director of Communications and Corporate Affairs   
Rachel Carter, Director of Quality and Safety 
Martin Wilson, Director - Great North Healthcare Alliance (GNHA) & Strategy 
Patrick Garner, Director of Performance and Governance   
Amy Callow, Director for People and Organisation Development 
Kelly Jupp, Trust Secretary  
Jenna Wall, Director of Midwifery (for item 26/16 e. only)  
Nichola Kenny, Director of Improvement and Delivery (for item 26/15 c. only) 
Sam Richardson, Peer Representative for Improving Resident Doctors Working Lives (for 
item 26/17 a. only) 
Kathryn Smart, Freedom to Speak Up Guardian (FTSUG) (for item 26/17 b. only) 
Paula Dimarco, FTSUG (for item 26/17 b. only) 
 
Observers: 
Joanne Race, incoming Associate NED for People 
Tania Bell, Member of the Public  
Philip Home, Public Governor  
Andrew Scott, Access and Integrated Healthcare Manager, Almirall Ltd 
 
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.  
 
 

26/14 INTRODUCTION: 
  

a. Apologies for Absence and Declarations of Interest 
 
Apologies were received from NED’s Bill MacLeod and Hassan Kajee, and attendee Dave 
Elliott, Chief Digital Officer. 
 
It was resolved: to note the apologies for absence and to note that there were no new 
declarations of interest.  
 
b.  Minutes of the previous meeting held on 27 March 2026 and matters arising  
 
The minutes of the meeting held on 27 March 2026 were accepted as a true record of the 
business transacted.  
 
It was resolved: to agree the minutes as an accurate record and to note there were no 
matters arising.  
 
c. Approval of the Trust Strategy 
 
Patrick Garner reported that a “plan on a page” summarising the Trust Strategy had been 
circulated, with the full strategy included within the meeting papers. Board members 
approved the strategy in April 2026, and it was being formally launched today as a public 
document, with publication on the Trust website. 
 
The strategy sets out a clear and focused direction for the organisation and includes the 
vision, values, and strategic priorities. These were refreshed to ensure they remained 
relevant and meaningful. The document also outlined tangible actions to be taken, which 
would, over time, be supported by detailed delivery plans. A key priority was to embed the 
strategy across the organisation as this would form an important part of any forthcoming 
Well-Led review by the Care Quality Commission (CQC). 
 
The strategy would be incorporated into governance processes, for example through Board 
and Committee agendas. Further work was underway to ensure alignment with the Board 
Assurance Framework (BAF) and wider governance processes. 
 
Patrick Garner thanked colleagues for their contributions to the development of the 
strategy, with particular recognition to Lisa Jordan, Assistant Director – Business, Planning 
and Strategy Management, Caroline Docking and Martin Wilson for their support. 
 
A discussion ensued which covered the following areas: 

• Strong positive feedback on the Trust Strategy, which provided a clear direction, good 
design, and a consistent focus on care.  
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• The need to embed the strategy across the organisation, particularly through 
governance processes, committee agendas, and clear delivery plans, with Clinical 
Board and Corporate Department leaders playing a key role. 

• Ensuring alignment of other plans with the strategy, and making these easier to 
understand and connect. 

• Improving visibility and accessibility for staff and the public, supported by roadshows 
and communications. 

• Reviewing strategy delivery over time, including a 12-month check to assess 
understanding, impact and embeddedness across the organisation. 

 
It was resolved: to receive the Trust Strategy and approve to publicly endorse the Strategy.  
 
d. Chair’s Report  
 
The Chair’s Report was received for information. 
 
Paul Ennals thanked Gillian Elsender, PA to the Chair for drafting the report in his absence 
and noted the following points: 

• The Health Bill proposed the removal of formal roles for Governors and Members. The 
majority of the responsibilities would transfer to the Secretary of State for Health and 
Social Care.  
 
Emphasis was placed on developing more dynamic engagement models to 
complement forward-looking governance and decision-making processes. The 
approach aligned with and endorsed the Trust Board’s current direction of travel. 

• There was a need to strengthen future models for community engagement and staff 
involvement. Plans were to be developed by autumn to respond to these changes. 
This proactive approach would mean a smoother transition to the new arrangements 
when required. 
 
A suggestion was raised to ensure this was communicated to the Governors, 
particularly in response to feedback received following the decision to pause the 2026 
elections. This was scheduled to be discussed at a future Governor workshop.  

 
It was resolved: to receive the report. 
 
e. Chief Executive’s Report 
 
Rob Harrison highlighted the following points: 

• Progress against the findings of the independent Well-Led Review which included 
notable improvements in quality priority processes, providing a stronger foundation 
for consistent future performance. 

• Ongoing challenges included addressing the longest elective waits and considering the 
resultant impact on patients and the wider system. 

• Strong performance in patient surveys, supported by the real-time and right-time 
patient experience programme and associated improvement work. 
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• Successful step-down from all enhanced oversight arrangements with the Integrated 
Care Board (ICB).  

• Continued ambition to stretch performance, with a focus on ensuring appropriate 
resourcing, including for specialised services such as severe intestinal failure. 

• Progress on key clinical developments, including delivery of 24/7 mechanical 
thrombectomy by the year-end and increased transplant activity through the Organ 
Assessment and Recovery Centre (ARC). 

• Infrastructure and service expansions, including the Urgent Treatment Centre (UTC) 
and Emergency Department (ED) developments. 

• Longer-term improvements were underway in maternity and neonatal services. 

• Advancement of major initiatives such as the Sir Bobby Robson Institute, supported by 
charitable contributions. 

• Focus on improving colleague experience as part of the strategy, including expansion 
of the Accrediting Excellence (ACE) Programme to corporate teams. 

• Enhancements to patient experience, including work on patient food, with updates 
shared at the Quality Committee. 

• Redesign of outpatient models to improve access and move care closer to home. 

• Continued development of neighbourhood care and urgent and emergency care 
pathways. 

• Collectively, these programmes and improvements had informed and shaped the 
development of the Trust strategy. 

 
A discussion ensued which covered the following areas: 

• Concerns raised regarding securing appropriate commissioning and resources to 
support delivery of a 24/7 mechanical thrombectomy service. Sue Hillyard advised 
that the service opened on 8 June 2026, with full 24/7 provision anticipated by 
November 2026, supported by ongoing recruitment and regional collaboration. 
Communications would be issued once full arrangements were in place. 

• The Sentinel Stroke National Audit Programme (SSNAP) audit rating (Grade C), with 
recognition of changes in guidance affecting scoring and a need to improve standards. 

• Emphasis on collaborative, multidisciplinary working across Clinical Boards to drive 
improvement. 

• Recognition and thanks to colleagues for progress made during 2025/26, including 
exiting from enhanced regulatory oversight. 

• The importance of aligning resources appropriately to deliver strategic priorities, with 
further work underway by executive colleagues. 

• Launch of a Trust-wide communication to support the strategy, helping staff 
understand their role and contribution. 

• The need for clarity on deliverables for the current year and a phased approach to 
implementation. 

• Identification of potential risks, including feedback from ward visits. 
 
Paul Ennals noted that following the secondment of the Chief Executive to NHS England 
(NHSE), a remarkable amount of work had taken place. Formal thanks were expressed to 
the Executive Team and wider staff for their work and achievements over the past 12 
months. 
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It was resolved: to receive the report.  
 
f. Committee Triple A reports  
 
Paul Ennals advised that an experimental approach was being taken to position this item 
earlier in the agenda to support effective discussion. 
 
Jackie Bilcliff advised that there had been extensive discussion at the Digital and Data 
Committee and Trust Board in the previous month in relation to the Laboratory Information 
Management System. Work was underway to agree a Memorandum of Understanding 
(MoU) with Northumbria Healthcare, with an Expression of Interest document now issued 
to support progression to the next stage. 
 
In relation to the April Quality Committee, Anna Stabler referred to the strong presentation 
of the Facilities Management Change Programme. A significant, long-term transformation 
was underway, with six‑monthly progress updates planned as part of a wider ambition to 
modernise and improve facilities. A letter from NHSE regarding antimicrobial resistance was 
also noted, which would be monitored through the Committee going forward. For the May 
Committee, there were no new alerts required for reporting. 
 
At the March People Committee, Bernie McCardle advised the staff survey results update 
provided good assurance that staff feedback was being taken seriously, with deep dives and 
actions being progressed through Clinical Boards and ongoing oversight by the Committee. 
He also noted the national developments regarding the “fair deal” for nursing, including 
possible revaluation and re-banding, which may have an impact, although full details were 
not yet known. 
 
Judith McKenna advised that 62 day cancer performance was raised as an alert to the Trust 
Board from the May Finance and Performance Committee (F&PC). 
 
David Weatherburn reported that the Audit, Risk and Assurance Committee (ARAC) had held 
a constructive discussion on the Board Assurance Framework (BAF) and risk appetite 
framework. The discussion also reflected on CQC feedback and findings from the Well-Led 
Review. Further work was underway on mapping risks to committees in relation to the new 
strategy. It was clarified that the previous BAF remained in place whilst the new BAF was 
being developed. 
 
Wendy Balmain reported that the Charity Committee had no alerts to escalate. Approval in 
principle had been given to move towards charity independence, with due diligence work 
underway to support this transition. A session was planned for the end of June to build full 
understanding, including engagement with staff and trade unions. Thanks were also 
extended to the charity for its support, particularly in relation to the Sir Bobby Robson 
Institute funding. 
 
It was resolved: to receive the report.  
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26/15 JOINING UP CARE – WORKING TOGETHER TO GIVE PEOPLE BETTER, QUICKER ACCESS TO 

EFFECTIVE CARE: 
 
a. Board Visibility Programme  
 
Rachel Carter reported that the data presented covered March and April 2026, during which 
10 walkabouts were undertaken, being slightly more than usual, across inpatient, 
outpatient, and corporate areas. Whilst the report followed the usual format, consideration 
had been given to making it more engaging and impactful. Learning had been taken from 
Northumbria Healthcare colleagues, with their format replicated for discussion. The 
intention was to provide a richer account of discussions and resulting actions, and the Trust 
Board’s views were sought on reporting arrangements going forward. 
 
A discussion ensued which covered the following areas: 

• Positive feedback on the revised proforma, with recognition that elements of the 
current approach could be retained, including clarity on escalation routes. 

• Suggestion to present a small number of detailed walkabout reports, with remaining 
information made available in the reading room. 

• Value noted in identifying both common themes across visits and providing deeper 
insight into individual visits to inform improvements. 

• Example highlighted of a strong visit to Ward 9, with a positive environment, alongside 
a recurring theme of staff movement. 

• Importance of naming the visiting Board member to strengthen accountability and 
ensure issues raised were clearly followed up and assurance was received. 

 
It was resolved: to receive the report and approve the use of the alternative reporting 
format. 
 
b. Integrated Board Report (IBR)  
 
Paul Ennals highlighted that each section of the IBR had been scrutinised at the relevant 
Board Committee.  
 
Patrick Garner noted the following points: 

• Statistical process control (SPC) changes were formally highlighted. 

• Notable improvements in performance were recorded. 

• Two obstetric triage metrics were reviewed and discussed. 

• Headcount reduction schemes were currently below target however; this position was 
not unexpected at this point in the year. 

• F&PC members reviewed performance against the 62-day cancer target; this was also 
referenced within the Joint Medical Director’s report. 

 
It was resolved: to receive the report.  
 
c. Winter Plan evaluation  
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Nichola Kenny highlighted the following points: 

• Overall attendances had increased, reflecting growth across the wider system. 

• In the context of winter pressures, maintaining protection of the elective programme 
remained a priority. 

• Marginal improvements had been observed in key performance indicators (KPIs), 
including the ED 4-hour performance and ambulance handover times. 

• A range of initiatives had been sustained throughout the year, alongside the core 
operating model, to support patient flow. 

• Key challenges anticipated for the coming year included improving uptake of the 
vaccination programme, with uptake of 64% achieved in the prior year, with further 
improvement required. 

• Ongoing challenges remained in relation to corridor care, as well as mental health 
demand and ED waiting times. These issues had also been highlighted through 
regional debrief processes. 

 
Sue Hillyard highlighted that the UTC was opened during the peak winter period however, 
subsequent analysis of performance data had highlighted some areas of performance 
concerns, prompting a reassessment of the actions currently in place. In response, targeted 
plans were being developed to recover approximately 5% performance, with a focus on 
strengthening delivery and addressing identified gaps. 
 
A discussion ensued which covered the following areas: 

• Whether expectations for the UTC had been realistic. It was noted that the current 
position reflected only phase one of the plan, with phase two incorporating system 
links and additional discharge capacity expected to drive significant improvement. The 
UTC remained one element of a wider ED model, with further work required on staff 
training and competencies, alongside mitigations such as ED support for paediatric 
demand. A full lessons learned report would inform the next phase, but slower-than-
anticipated progress was currently impacting performance, which stood at 88–89%. 

• There had been an increase in overall attendances, reflecting both the opening of the 
UTC and a broader upward trend in demand. The availability of improved clinical 
space had supported the management of higher patient volumes, and overall, this 
indicated a positive direction of travel. 

• The impact of the corridor link and wider building works on the forthcoming winter 
plan, including expected progress. Planning for the corridor link had commenced, with 
a target start date in November, with further preparatory work to continue ahead of 
winter. Whilst the works were not expected to impact the UTC space directly, they 
would affect the connecting corridor between areas. Plans included the addition of 
four triage rooms, with phase two focused on optimising use of the overall space 
while maintaining service continuity. It was also noted that delays to Ward 38 have 
had a consequential impact on plans for the Paediatric Intensive Care Unit (PICU). 
 
This had created challenges for both patients and staff, with quality and safety a key 
priority. Enhanced support had been provided to staff, and patient feedback had 
highlighted the impact, with key learning identified to inform improvements in patient 
experience going forward. 
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• Winter planning discussions focused on improving patient flow across pathways, from 
admission through to discharge, with recognition of contributions to this work. The 
‘call before you convey’ pilot was viewed as important despite currently low volumes, 
though there were questions around consistency of use, coverage across care homes, 
and the level of partner engagement. Work was ongoing to embed a more consistent, 
collaborative system approach, supported by developing business cases. 

• Support for staff between summer and the next winter period. It was noted that joint 
working had enabled significant change to be implemented under considerable 
seasonal pressures, with further efforts needed to strengthen staff engagement in the 
next phase. Additional investment had been made to enhance assessment capacity, 
though this presented challenges in balancing impact on staff morale while ensuring 
staff safety was maintained. 

• Alongside patient experience, consideration should also be given to staff experience, 
with teams encouraged to share and discuss plans through local forums such as town 
halls to help identify opportunities for further support. 

 
Paul Ennals noted the assurance provided and the commitment to learning, alongside 
recognition of the challenges faced by staff working under pressure. He acknowledged that, 
despite performing well in difficult circumstances, staff may feel they are not achieving the 
standard of care they aspire to deliver. Structural issues remained, some requiring 
collaboration with community partners, with evidence of progress and potential for further 
development in the coming year. 
 
It was resolved: to receive the report.  
 
[Nichola Kenny left the meeting]  
 
 

26/16 ADVANCING CARE – IMPROVING PATIENT CARE, EFFECTIVENESS AND QUALITY THROUGH 
INNOVATION, RESEARCH, IMPROVEMENT AND EDUCATION: 
 
a. Patient and Staff Stories  
 
Ian Joy explained that the strategy would be launched publicly with a focus on advancing 
care and showcasing flagship services, supported by powerful patient insight into lived 
experience within hospital settings. This perspective would be shared with staff to 
encourage new ways of thinking, reinforcing the importance of keeping patient experience 
at the heart of all activity, while recognising that staff themselves may also be patients. 
 
Paul Ennals reflected on Lexi’s Story, a previous story shared by a patient named Lexi.  
 
Anna Stabler noted the positive stories, including the opening of Ward 24a for longer-term 
patients, which provided an improved and more appropriate environment for their care. 
 
Vicky McFarlane-Reid highlighted that as Chair of the Enabled Network, she reinforced that 
the staff member detailed in the story made a positive contribution to the organisation, 
bringing enthusiasm to the role and giving back meaningfully through his involvement. 
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It was resolved: to receive the Patient and Staff Stories.  
 
b. Joint Medical Directors Report including: 
 
Michael Wright and Lucia Pareja-Cebrian highlighted the following points: 

• Ongoing concerns regarding cancer performance, with an emphasis on maintaining a 
strong organisational focus. Close working continued with the performance team and 
clinical leadership, including the reappointment of the Associate Medical Director for 
cancer services. 

• The 28-day faster diagnosis standard (FDS) remained a priority, with challenges noted 
in skin and breast pathways. 

• Significant improvements had been achieved in skin cancer pathways through 
collaboration with Northumbria Healthcare however, further work was required to 
secure long-term solutions. 

• Continued partnership working with County Durham and Darlington NHS Foundation 
Trust, particularly in breast care services. 

• The above challenges had driven a shift in approach, with ongoing monitoring 
required. 

• The 62-day standard remained a key performance concern, particularly in lung cancer. 

• While some improvements in radiotherapy had been seen over the past year, these 
had not been sustained, with workforce and demand pressures impacting delivery. 

• Focus remained on maximising existing capacity and understanding increasing service 
demand. 

• Delays in treatments such as ablation persisted, primarily due to equipment and 
workforce capacity constraints. 

• Extensive discussion relating to the above areas had taken place at the F&PC with 
future updates planned.  

• Work was ongoing to align with national standards for invasive procedures, 
incorporating learning from recent incidents to identify improvement opportunities. 

• Job planning has been completed, with the next annual cycle already underway. 

• An Associate Medical Director (AMD) restructure had been implemented, aligning 
roles to Tier 1 Board Committees, with five portfolios assigned to a combination of 
new and existing postholders. Appreciation was expressed to those AMDs who had 
stepped down for their valuable contributions. 

• Robotic surgery continued to be a significant area of strategic focus, with active 
involvement in the Shelford Group. 

• The ARC continued to support the assessment and recovery of organs for 
transplantation. 

• In response to the recent international alert regarding an outbreak of Andes 
Hantavirus on a cruise ship as had been reported in national media, the organisation 
had played an active role in the national response. 

 
A discussion ensued which covered the following areas: 

• Ablation, with ablation capacity currently managed within the Northern Centre for 
Cancer Care (NCCC) at the Freeman Hospital site, with rising demand including 
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referrals from other centres. Whilst short-term solutions existed without capital 
investment, longer-term sustainability would require both capital funding and ongoing 
support, with options for national funding being explored. 

• Improving lung cancer performance and the potential wider impact on other services. 
It was acknowledged that anticipated improvements over the past 12 months had not 
materialised, alongside an increase in demand, and that current performance 
remained below expectations. Lung cancer pathways therefore remained a key area of 
concern, with improvement expected towards the end of Quarter 2. 
 
The timeline for the business case would be firmed up, with confirmation provided 
that Radiology colleagues had developed an initial proposal to support this work. 

 
It was resolved: to receive the report. 
 
i) Emergency Preparedness, Resilience and Response (EPRR)  
 
Lucia Pareja-Cebrian advised that the EPRR annual report would be available in November. 
She noted that there were no significant changes at present; however, new standards 
published in August 2026 would prompt an assessment of any gaps and associated risks. 
Current focus was on strengthening business continuity plans. 
 
It was resolved: to receive the report. 
 
ii) Guardian of Safe Working (GoSW) reports 
 
Lucia Pareja-Cebrian explained that the GoSW reports were reviewed at the most recent 
People Committee meeting, with assurance received. Whilst national changes had occurred 
since February 2026, these had not been as significant as may have been anticipated, with a 
positive shift towards increased exception reporting. 
 
It was resolved: to receive the report. 
 
c. Antimicrobial resistance – NHS England (NHSE) response 
 
Lucia Pareja-Cebrian advised that a detailed discussion took place at the last Quality 
Committee meeting on the delivery plan. Anna Stabler noted that the Quality Committee 
would monitor progress throughout the year.  
 
It was resolved: to receive the report. 
 
d. Executive Director of Nursing, Midwifery and Allied Health Professionals (AHPs) 

report including Nurse Staffing Deep Dive 
 

Ian Joy highlighted the following points: 

• There was a collective responsibility to ensure the right staffing is in place at the right 
time. 

• Staffing reports were available within the Admin Control reading room. 
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• The six-month deep dive had been completed and formed part of a continual review 
process. 

• A triangulated approach to data and professional judgement was used to inform 
decisions. 

• Overall, the nursing establishment was broadly fit for purpose, with actions 
implemented where required. 

• Some areas required further improvement, with short-term mitigations in place. 

• Additional funding would be required to achieve full compliance. 
 
A discussion ensued which covered the following areas: 

• Quality Committee members had discussed that the 85% staffing standard had not 
consistently been met, primarily due to short-term sickness and limited ability to flex 
staffing levels overnight. Whilst appropriate ward-level structures were in place to 
support improvement, the importance of ongoing work to address staff absence was 
emphasised as a key factor in achieving compliance. 

• Feedback from NED visits indicated positive engagement from nursing staff, with 
teams actively preparing for assessments and demonstrating strong involvement in 
improvement work through the Accrediting Excellence (ACE) programme. 

• Engagement extended beyond nursing staff to include all clinical and multi-
professional groups, as well as non-clinical areas. A recent conference brought 
together 450 nurses, midwives and AHPs, featuring both external speakers and 
internal staff showcasing quality improvement work, with thanks expressed for Board 
member attendance and support. 

 
It was resolved: to receive the report. 
 

e. Perinatal Quality Surveillance Report including Maternity Incentive Scheme progress 
report 

 
Ian Joy highlighted the following points: 

• The fetal medicine service continued to face staffing pressures, with ongoing 
challenges in recruiting to key consultant roles. 

• A comprehensive action plan was in place, including estates improvements and 
enhanced electronic systems to support triage and patient risk management. 

• The Quality Committee had received updates regarding referral pathways and activity. 

• In response to a national alert, further actions were underway to maximise patient 
flow, including estates work. Some delays had been identified in the induction of 
labour pathway for example balloon catheter use, with improvements being made 
through staff competency development. 

• Digital risk assessment processes within the Electronic Patient Record (EPR) had been 
strengthened. 

 
[Sam Richardson joined the meeting]  
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• A robust review of all open pregnancy records had been undertaken to ensure 
appropriate prescribing of aspirin; affected patients had been contacted, and a Duty of 
Candour review was being completed to confirm no harm. 

• The Maternity Incentive Scheme (MIS) year 8 was progressing broadly on track under 
a revised framework, with one safety action currently at risk pending national 
guidance, and actions actively being tracked. 

• Updates would continue to be reported through the Quality Committee and to the 
Trust Board. 

 
It was resolved: to receive the report. 
 
 

26/17 SUPPORTING GREAT CARE – SUPPORTING EVERYONE TO DO THEIR JOB TO THE BEST OF 
THEIR ABILITY WITH EFFECTIVE LEADERSHIP, A JUST AND LEARNING CULTURE AND 
MODERN DIGITAL AND PHYSICAL ENVIRONMENTS: 

 
a. Resident Doctors 10 Point Plan 
 
Sam Richardson highlighted the following points: 

• The programme requirements were being progressed through the steering group, 
transitioning from initial mobilisation to delivery and action. 

• Early progress had been achieved, with some quick wins gaining traction. 

• Key challenges remained, including estates and facilities constraints, particularly 
identifying suitable space for Multi-Disciplinary Team (MDT) working. 

• Variability existed in processes such as annual leave and rota coordination, with partial 
use of systems such as Medirota and ongoing work to identify a digital solution. 

• Engagement challenges had been noted, including survey fatigue and the need to 
manage communications effectively to avoid over-saturation. Most engagement had 
been through the resident doctor forum, supported by surveys, recognising that some 
improvements would take time. 

• Additional team support was now in place to assist with delivery. 

• Appreciation was expressed for the work undertaken to date. 
 
A discussion ensued which covered the following areas: 

• People Committee members had received assurance regarding progress, noting strong 
work and effective processes in place. 

• Similar engagement challenges were being experienced across other trusts, 
particularly with rotational resident doctors who may not see changes materialise 
during placements. 

• Whilst progress was being made, engagement remained variable, and some staff were 
beginning to experience the impact of improvements. 

• Medirota was highlighted as a key enabler, with ongoing rollout to additional areas 
(including paediatrics), and confidence expressed in continued progress. No significant 
barriers to implementation had been identified. 

• The importance of identifying ‘hotspots’, where targeted Board-level focus may be 
required to improve the experience for resident doctors. 
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• Feedback from the General Medical Council (GMC) survey was being used to inform 
targeted improvement actions, supported by focus groups and ongoing 
communication efforts. 

• Broader observations included the complexity of delivery, competing operational 
pressures, and the need to balance engagement with day-to-day service demands. 

• Opportunities to gather feedback through wider forums and alternative 
communication channels were being explored. 

 
Paul Ennals highlighted that overall, good progress was being made, although further work 
was required to achieve the desired position. 
 
It was resolved: to receive the report. 
 
[Sam Richardson left the meeting. Paula Dimarco and Kathryn Smart joined the meeting]  
 
b. Freedom to Speak Up (FTSU) update 
 
Paula Dimarco and Kathryn Smart highlighted the following key points: 

• A significant programme of work had been undertaken to embed improved working 
practices and further develop the FTSU Guardian offer. 

• Progress had been made in strengthening governance around data, including the 
introduction of InPhase as a case management system. 

• Work was ongoing to improve data quality through refinement of subcategories and 
more consistent classification. 

• Collaboration with partners across the alliance was supporting alignment of categories 
and the sharing of improvement approaches. 

• Reporting routes had been formalised, with a clear line of sight through the People 
Committee to the Trust Board. 

• Some staff remained uncertain about how to access support or raise concerns, 
highlighting the need to strengthen visibility and trust. Improving organisational 
culture was recognised as a key enabler in addressing this. 

• Mechanisms for distributing themes and learning across the organisation were still 
developing and remained a work in progress. 

 
Bernie McCardle advised that People Committee members had received a FTSU update 
which highlighted significant development within the Speaking Up service, including the 
expansion from one part-time Guardian to two full-time Guardians to support a workforce 
of circa 16,000. Regular engagement with senior leaders was in place, and despite the 
relatively small team, the service was recognised as having a positive and valued impact. A 
strategic delivery plan was progressing well, although some challenges remained. A key 
priority was to strengthen confidence among staff to speak up, with recent staff survey 
results identifying areas for improvement, which were being explored further through 
detailed review and targeted improvement work. 
 
A discussion ensued which covered the following areas: 

• The importance of understanding workforce diversity, particularly in supporting staff 
from global majority backgrounds to feel confident in speaking up, including exploring 
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barriers that may prevent this. Engagement with the Race Equality Network was 
identified as a key mechanism to support this work, alongside recruitment into Speak 
Up champion roles. 

• The need to ensure data accuracy and representation, including consideration of 
‘work in confidence’ reporting and whether this reflected the wider organisation. 

• Direct contact with senior leaders was not currently captured, and consideration was 
being given to recording this to provide a more complete picture of engagement. The 
importance of capturing all forms of contact was highlighted, and ensuring trusted 
reporting routes, including the role of staff networks. 

• Organisational culture and confidence in speaking up remained central to this work. 

• People and OD partners were closely aligned with the FTSU function, providing 
oversight and enabling early intervention. 

• Collaborative working across the alliance, with support offered to organisations at 
earlier stages of maturity, particularly in championing recruitment and data 
management. This was a key element of the Alliance’s strategic intent. 

It was resolved: to receive the report. 
 
[Paula Dimarco and Kathryn Smart left the meeting]  
 
c. Workforce Race Equality Standard (WRES) and Workforce Disability Equality 

Standard (WDES) Report/Survey Results 
 
Vicky McFarlane-Reid highlighted the following points: 

• The WRES and WDES data would be published on 31 May 2026 which showed 
performance not aligned with intended targets.  

• Evidence suggested staff experiences differed significantly, and negatively, compared 
to peers, with key areas of concern noted to include bullying, harassment, and 
inequitable progression opportunities.  

• Board members had approved the 12-point EDI action plan which was a positive step 
but did not fully capture the scale and breadth of the issues.  

• Additional detail was available within the full report in the AdminControl Reading 
Room. 

• The WRES report highlighted concerns around whether the organisation was truly 
representative for example global majority colleagues were 6.33 times less likely to 
progress from bands 1-5 to band 8a+ (lower to upper). 

 
Bernie McCardle noted that the data had been subject to thorough and robust challenge 
through the People Committee. There was a clear expectation to demonstrate tangible 
impact from the actions taken, with a focus on targeted priority areas and the strengthening 
of leadership development. Greater commitment and visibility was required at Executive 
level, alongside a stronger emphasis on identifying and implementing positive, practical 
actions to effectively address and reduce the issues identified. 
 
A discussion ensued which covered the following areas: 

• EDI priorities needed to be embedded within Clinical Boards, with the People team 
restructure and Business Partner model identified as a key opportunity to support this.  
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• Examples of good practice, including work in Maternity to challenge and improve 
quality approaches, should be scaled to support wider improvement across Boards.  

• Objectives relating to this work should be clearly reflected within senior management 
priorities.  

• Confidence was expressed in the rigour of improvement processes and the 
importance of using accurate information.  

• Ensuring that more complex cases received appropriate and consistent support. 

• Progress on the People restructure was estimated at 30–40%, with a deliberate and 
careful approach being taken to appointments despite challenges. A need was 
identified for greater assurance that current plans and resources would be sufficient 
to deliver a meaningful cultural reset [ACTION01]. Resource discussions were difficult, 
though some reallocation had already taken place, particularly within leadership.  
 
Whilst good foundations and building blocks were in place, this remained an active 
and ongoing area of focus.  

• Although improvements were being seen in some areas, the organisation was not yet 
where it aimed to be and must strengthen assurance around delivery and resourcing. 

 
It was resolved: to receive the report and approve the publication of the data in the public 
domain by 31 May 2026. 

 
d. Travel and Transport Plan 
 
Paul Hanson highlighted the following points: 

• A Trust-wide Travel and Transport Plan was being proposed following agreement of 
the Trust strategy, setting out a clear strategic direction for transport and travel 
needs. Approval was sought to support the plan, including its strategic context and 
associated delivery approach. 

• Transport was noted to be a significant issue, with the organisation generating 
approximately 9 million journeys per year and incurring around £4.4m in car park 
management costs, operating at a loss rather than generating profit. 

• Survey results from 2025 highlighted key challenges, particularly that public transport 
was perceived by some as unreliable and unaffordable. 

• Extensive engagement had been undertaken, including with Trust Management Group 
(TMG), Green Champions, Matrons Forum, Employment Partnership Forum, Town 
Halls, Brief the Chair sessions, and wider discussions on parking. 

• There was a recognised shortage of parking spaces across sites. 

• Active travel improvements were underway, including development of a cycle hub at 
the RVI and further enhancements at the Freeman Hospital site. 

• Work was ongoing with partners to improve public transport, including increased 
Metro frequency, though bus provision remained a national challenge. 

• Safe walking routes were in place, with continued collaboration with local authorities 
to enhance accessibility. 

• Key actions included refreshing the Trust Travel Group and undertaking a 
comprehensive review of the parking policy. 
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• Planned priorities included expanding cycle storage, engaging with North East 
Combined Authority (NECA) and Nexus to improve affordability and access to public 
transport, and creating a Transport Hub to improve efficiency. 

• Parking policy proposals included a formal review process with robust engagement, 
clear objective criteria, planned charging approach, regular review, time-limited 
permits, an online application system, and a streamlined appeals process. 

 
Rob Harrison noted that the overall package should take into account the full cost of travel 
for staff. Paul Hanson advised that consideration should be given to the financial impact of 
travel, particularly for more junior and lower-paid colleagues. Further work was needed 
with the People team to better understand and assess the daily cost of commuting to work 
for these staff groups.  
 
It was resolved: to receive the report and approve the Travel and Transport plan and 
support the implementation of the recommendations. 
 

 
26/18 ITEMS TO APPROVE: 

 
a. Quality Account 
 
Rachel Carter advised that following a 30-day consultation period, all feedback had now 
been received to inform the final draft.  
 
Anna Stabler highlighted that the Quality Account been reviewed through the Quality 
Committee and was being recommended to the Trust Board for approval. 
 
It was resolved: to receive the report and approve the Quality Account.  
 
b. Committee Annual Reports 2025/26 and Charity Committee Terms of Reference and 

Schedule of Business 2026/27 
 
Kelly Jupp explained that the Committee Annual Reports and the Charity Committee Terms 
of Reference (ToR) and Scheme of Business (SoB) had been reviewed across all relevant 
committees, with key updates highlighted in the cover sheet, including changes to the 
Charity Committee ToR and SoB. The Trust Annual Report was currently undergoing external 
audit review. 
 
It was resolved: to receive the report and approve the Committee Annual Reports 2025/26 
and Charity Committee Terms of Reference and Schedule of Business 2026/27.  
 
 

26/19 ITEMS TO RECEIVE: 
 

a. Learning from Deaths Report   
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Rachel Carter advised that the Learning from Deaths Report and presentation of data was 
discussed in detail at the most recent Quality Committee meeting.  
 
It was resolved: to receive the report. 
 

b. Meeting Action Log 
 
The action log was received and the content noted. The actions proposed for closure were 
agreed as completed. 
 
It was resolved: to receive the action log. 
 
 

26/20 ANY OTHER BUSINESS:  
 
a. Any other business 
 
Martin Wilson highlighted the recent Equality and Human Rights Commission (EHRC) 
announcement, emphasising the importance of treating individuals with dignity and respect. 
A new code of practice had been published following the Supreme Court ruling, with wider 
implications for organisations, and was due to become official in 39 days. Further guidance 
was expected from NHSE. Initial work in this area began last year, with plans now to 
reaccelerate activity through the relevant working group to fully understand and implement 
the implications, alongside continued liaison with Alliance partners to ensure alignment. 
 
On behalf of the Trust Board, David Weatherburn noted that this was Phil Kane’s final 
meeting and recognised his significant contributions over the past two years. His 
experience, confidence, and strong regional insight were particularly valued, especially in 
relation to the Charity Committee. His approach brought energy and authenticity to 
discussions, and his leadership and impact across the organisation were highly appreciated. 
 
Phil Kane reflected on the changes achieved during his tenure and emphasised the 
importance of carrying forward key learning into future roles. He acknowledged the 
substantial work undertaken within the Quality Committee and Tier 2 groups, and expressed 
appreciation for the charity team, recognising their impact and progress towards 
independence. 
 
The meeting closed at 12.54.  
 
Date of next meeting: Public Board of Directors – Friday 31 July 2026.    
 
Summary of actions: 

 
1. Progress on the People restructure is estimated at 30–40%, with a deliberate and careful 
approach being taken to appointments despite challenges. A need was identified for greater 
assurance that current plans and resources will be sufficient to deliver a meaningful cultural 
reset [ACTION01].
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TRUST BOARD 
  

Date of meeting 31 July 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 Trust Board meeting held in Public in May 2026:  

• Board Succession 

• Governor Activity 

• Informal Visits  

• External Meetings 
 

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

Links to Strategic 
Priorities 

Joining up Care Advancing Care Supporting great Care 

☐ ☐ ☒ 

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. 
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CHAIR’S REPORT 
 

Our succession planning for Board continues and I am pleased to welcome Joanne Race, 
Associate Non-Executive Director (NED) for People and Jeff Perring Clinical (NED) who both 
joined the Trust on 6 July following a robust interview process and compliance with all NED 
onboarding procedures in line with the NHS England Fit and Proper Person Test Framework 
for Board members.   
 
Joanne brings over 35 years of senior Human Resources (HR) and Organisational 
Development (OD) experience, most recently as Director of HR and OD at Durham 
University. Joanne holds an MA (Master of Arts) in Strategic HR Management and is a 
Chartered Fellow of the CIPD (FCIPD).  
 
Jeff is a Consultant Intensivist in Paediatric Critical Care with Sheffield’s Children’s NHS 
Foundation Trust. He became their Executive Medical Director and Responsible Officer in 
July 2018, with responsibility for patient safety, medical workforce standards, appraisal and 
revalidation and is also the Trust’s executive lead for quality, patient safety and mental 
health. 
 
Board Activity  
 
Our Board Development session in June focussed on three main areas: 

• Outpatients Transformation – We discussed establishing a clear vision for outpatient 
transformation focused on improving access, quality and financial sustainability. 
Areas of focus include oversight of key outcomes, including waiting times, patient 
experience and productivity, while ensuring the necessary digital, workforce and 
partnership arrangements are in place.  

• Board Assurance Framework (BAF) - Discussions highlighted opportunities to simplify 
and strengthen the new BAF, including clearer risk descriptions, reducing overlap 
between committees, addressing gaps in areas such as digital and research, and 
improving oversight of transformation and change.  

• Risk Appetite Statement (RAS) - The annual review of the Risk Appetite Statement 
identified a greater willingness to accept risk in areas such as people, culture and 
digital innovation, while recognising ongoing tensions between regulatory 
requirements, organisational capability and transformation ambitions. There was 
agreement that the RAS should be used more actively in decision-making and that 
governance and risk frameworks should be simplified where appropriate, and more 
closely aligned to the Trust’s strategic priorities and transformation programme. 

 
The annual round of appraisals of NEDs has now been completed for 2025/2026.  
Performance against the corporate and personal objectives for each NED were discussed. In 
addition, NEDs were asked to self-assess themselves using the self-assessment form within 
the NHS Leadership Competency Framework, and 360-degree feedback was obtained 
for each NED. I am delighted to advise that all NEDs have met, or exceeded, their objectives. 
 
In June I completed the Annual Fit and Proper Persons return and this was submitted to the 
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NHS England Regional Director by the 30 June 2026 deadline. Testing was conducted in 
accordance with the NHS England Fit and Proper Person Framework and the outcomes of 
the testing enabled me to submit a return which provided full assurance that all Board 
members were ‘fit and proper’. Board member references were completed for all leavers as 
appropriate and a detailed report will be considered at the Audit, Risk and Assurance 
Committee meeting on 28 July 2025. 
 
ACTIVITY WITH GOVERNORS AND MEMBERS 
 
At our Governor Workshop in June, in addition to our standard reports, we had our regular 
update on local matters, recent news and achievements, reports on patient and staff 
experience, performance and finance delivered by Rob Harrison, Acting Chief Executive. We 
also heard about the work of Anna Stabler (NED) and Chair of the Quality Committee, and 
Liz Bromley, Senior Independent Director and Maternity Safety Champion.  
 
Anna highlighted that the Quality Committee continues to oversee several improvement 
programmes and is developing approaches to better understand and monitor clinical 
outcomes. Liz shared the positive changes in maternity patient experience, improvements in 
service environments and noted encouraging progress in creating an open and supportive 
culture for both staff and families using our maternity services. 
 
Martin Wilson, Director - Great North Healthcare Alliance & Strategy, provided an update on 
the Great North Healthcare Alliance (‘the Alliance’), which reviewed achievements from the 
previous year and outlined future priorities. The Alliance's renewed strategic focus is on 
improving secondary and tertiary care services, bringing care closer to patients where 
possible, and strengthening collaboration across partner organisations. Cancer services have 
been identified as a priority area for joint working. Examples of the benefits delivered 
through the Alliance included improvements in audiology services, the development of 
Community Diagnostic Centres and the sharing of best practice to enhance patient 
experience. 
 
Vicky McFarlane Reid provided an opportunity for discussion on the results of the latest NHS 
Staff Survey. While response rates remained stable, there had been little overall 
improvement in staff engagement scores, and a notable gap remains between staff 
recommending the Trust as a place to receive care and recommending it as a place to work.  
 
She outlined plans to build on the new Trust strategy by focusing on culture, leadership 
development, recognition and reward, and the creation of a more open and learning-
focused environment. Governors emphasised the importance of listening directly to staff, 
ensuring colleagues feel heard and addressing concerns that affect their day-to-day 
experience at work. 
 
We continue our engagement with Governors in relation the NHS Ten-Year Plan’s intent to 
remove the formal powers of Councils of Governors from March 2027. As part of our 
ongoing work to develop a clear process for creating the Trust’s future engagement model, 
we held a workshop with Governors on 9 July which focused on the current status of the 
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Health Bill 2026 and potential future models of public accountability, engagement and 
involvement. 
 
Discussions focused on how the Trust can maintain strong public accountability and 
meaningful engagement in the future. Draft engagement principles emphasised co-
production, inclusivity, transparency, listening to feedback and engaging under-represented 
communities. 
 
Further work will be undertaken to develop possible engagement models, with 
consideration given to representation, accountability, recruitment, partnership working and 
wider community involvement. Feedback from the workshop will help shape proposals to be 
developed with stakeholders and the Alliance. 
 
In addition to our formal meetings, I continue to meet with Governors informally, the latest 
being on 2 June, providing a space for them to raise any issues arising between formal 
meetings and enabling me to update them on key regional and national developments. 
 
 
INFORMAL VISITS & EVENTS  
 
On 10 and 11 June I attended NHS ConfedExpo 2026 which focused on the challenge of 
turning NHS strategy into action. Key themes included the shift towards prevention and 
neighbourhood-based care, with greater emphasis on supporting people closer to home and 
improving population health. 
 
Digital transformation remained a priority, with discussions centred on the practical 
implementation of technologies such as Artificial Intelligence (AI) and data sharing to 
improve patient care and operational efficiency. Overall, the conference highlighted that 
while the NHS has a clear vision for the future, success will depend on effective delivery, 
collaboration and demonstrating measurable impact. 
 
On 16 June, I had the pleasure to welcome more than 30 of the Trust’s charity partners, 
many of whom have supported patients, families and services for many years. The event 
provided an opportunity to recognise and celebrate the significant contribution charities 
make through funding, volunteering and wider support, all of which play a vital role in 
enhancing patient and staff experiences across Newcastle Hospitals. Guests were thanked 
for their continued commitment and partnership, with the afternoon highlighting the 
strength of collaboration between the Trust and its charity partners.  
 
I received an invitation from the Vicar of Thockrington Church, Northumberland, where Lord 
William Beveridge is buried, to attend a service marking the 800th anniversary of the 
church's link with York Minster and the dedication of a new stained-glass window 
celebrating Beveridge's legacy and contribution to the founding principles of the NHS. Given 
the significance of the occasion, NHS representatives were invited to attend. Unfortunately, 
due to a prior commitment I was unable to do so; however, our Vice Chair, Bill MacLeod, 
attended on behalf of the Trust. 
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OTHER MEETINGS AND INFORMATION 
 

I continue to meet with the Chair, Chief Executive Officer (CEO) and senior officers of the 
Integrated Care Board (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 
 
The Board is asked to note the contents of the report. 
 
Report of Sir Paul Ennals  
Chair  
20 July 2026 
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Date of meeting 31 July 2026  

Title Committee Triple A Reports 

Report of 

Hassan Kajee, Chair of the Digital and Data Committee 
Anna Stabler, Chair of the Quality Committee 
Bernie McCardle, Chair of the People Committee 
Bill MacLeod, Chair of the Finance and Performance Committee 
David Weatherburn, Chair of the Audit, Risk and Assurance Committee 
Wendy Balmain, Chair of the Charity Committee  

Prepared by  Lauren Thomspon, Corporate Governance Manager/Deputy Trust Secretary  

Status of Report 
Public Private Internal 

☒ ☐ ☐ 

Purpose of Report 
For Decision For Assurance For Information 

☐ ☒ ☐ 

Summary 

The following Committee Triple A Reports/Chairs Logs are included since the last Public Trust 
Board meeting in May 2026: 

• Digital & Data Committee – 7 May 2026 

• Quality Committee – 14 May & 18 June 2026 

• People Committee – 12 May 2026 

• Finance & Performance Committee – 18 May & 22 June 2026 

• Audit, Risk & Assurance Committee – 19 May & 23 June 2026 

• Charity Committee – 7 May (Funding only) 

Recommendation The Trust Board is asked to note the contents of the Committee Triple A Reports/Chairs Logs. 

Links to Strategic 
Priorities  

Joining up care Advancing care Supporting great care 

☒ ☒ ☒ 

Impact  
(please mark as 
appropriate) 

Quality Legal Finance Human Resources 
Equality & 
Diversity 

Sustainability 

☒ ☐ ☒ ☒ ☐ ☐ 

Link to Board 
Assurance 
Framework [BAF]  

Detailed in the individual Committee Triple A Reports/Chairs Logs. 

Reports previously 
considered by 

Public Board meeting in May 2026. 
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Escalation and Assurance Report 

Name of Committee / Group: Digital and Data Committee 

Date of Committee / Group: 7th May 2026 

Chair of Committee / Group: Hassan Kajee 

 
Alert  

(matters of significant concern requiring escalation for further action or to bring to the 
attention of the full Board / Committee / Group e.g. breaches in legal or regulatory 

requirements, fraud, significant negative inspection/audit findings, unmitigated risks 
rated 20+, major changes in funding/commissioning, industrial action or risks to 

business continuity/emergency preparedness) 

No alerts were reported. 

Advise  
(areas subject to ongoing monitoring where some assurance has been noted / further 
assurance sought or emerging developments that the Committee / Group is seeking 

assurance over and list any decisions made/approvals) 

Director of Digital 
The Chief Nursing Information Officer (CNIO) informed the committee of the appointment of 
Joanne Todd as the new Director of Digital. Joanne is due to commence in late June. The 
Committee noted the appointment and welcomed her anticipated contribution to the Trust. 

Clinical Safety 
The Committee reviewed clinical safety arrangements for new and legacy systems. While 
assurance for new systems at implementation was considered robust, members agreed that 
oversight of legacy systems requires further strengthening. This led to an agreed action to 
provide a complete list of existing digital systems, outstanding clinical safety risk assessments 
and technical debt, together with a prioritised plan for addressing these risks. 

GLIMS 
The Committee received an update on the Genomics Laboratory Information Management 
System (GLIMS), a significant digital programme to support genomics laboratory processes. 
Members noted that the project has experienced delivery challenges over a number of years, 
including an earlier supplier-led approach that did not achieve the expected outcome. The 
Committee was advised that supplier engagement has strengthened, including senior executive 
involvement, and that confidence in delivery has improved. The current financial position 
remains indicative and will be subject to further validation through the business case process. 
The Committee was supportive of the proposed direction of travel, subject to the usual 
governance and assurance processes. 

Assure 
(key assurances received and any highlights of note such as best practice or innovation) 

 

Project Completions 
The Chief Digital Information Officer reported that the recent Millennium upgrade has been 
successfully completed. While similar upgrades have been undertaken previously on other 
platforms, this implementation resulted in minimal disruption. User impact was limited to a 
simple log out and log in, representing a significant improvement compared to earlier upgrades 
where downtime was more noticeable. The Digital Health and Technical teams were 
commended for delivering the upgrade effectively, drawing on previous experience while 
improving the approach and outcome. The Trust were the first in the country to implement the 
Millennium upgrade.  
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The Operational Director, Digital & Technology Services reported that a major Health 
Information Exchange upgrade was completed, representing one of the largest code changes 
undertaken. A minor issue was identified post-implementation, where data from Cumberland 
Infirmary and West Cumberland was not displaying in the Great North Care Record, this was 
quickly resolved. 
 
It was also noted that due to the Trust Board agreeing to the move to Oracle Cloud, one of the 
key benefits of this investment is the increased ability to undertake system upgrades with 
significantly reduced disruption to the organisation. 
 

Risks (any new risks / proposed changes to risk scores – include risk ID where known) 
 

No new risks.  

Cross-referrals to other Committees / Executive Director Leads  
 

No cross referrals.  

Agreed actions 
 

Responsibility / timescale 

Alliance Key Performance Indicator (KPI) 
document 
To present the Alliance KPI dashboard at the 
next committee meeting. 
 

Alliance Lead for Digital Governance and Risk 
Timescale: Committee meeting July 2026 

Care Quality Commission (CQC) Update 
To set out clear outcome measures and 
thresholds for CQC related actions, define 
what "good" looks like, and determine at what 
point CQC specific reporting can transition to 
business as usual, then report back to the 
committee. 

Chief Nursing Information Officer. 
Timescale: Committee meeting July 2026 

Clinical Safety Risk 
To compile and present a complete list of 
existing digital systems, indicating outstanding 
clinical safety risk assessments and technical 
debt, and propose a prioritised plan for 
addressing these risks to the committee. 

Clinical Safety Officer and Chief Digital 
Information Officer 
Timescale: Committee meeting July 2026 

Data Security and Protection Toolkit  
To raise at the Policy Review Group that a 
clear statement is needed, potentially within 
the Policy for Policies document, to confirm 
that policies currently under review remain 
valid and in force. 

Head of Corporate Risk and Assurance 
Timescale: Before next committee meeting 
July 2026 
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Escalation and Assurance Report 
Name of Committee / Group: Quality Committee 

Date of Committee / Group: 14 May 2026 

Chair of Committee / Group: Anna Stabler 

 

Alert  
(matters of significant concern requiring escalation for further action or to bring 

to the attention of the full Board / Committee / Group e.g. breaches in legal or 
regulatory requirements, fraud, significant negative inspection/audit findings, 

unmitigated risks rated 20+, major changes in funding/commissioning, industrial 
action or risks to business continuity/emergency preparedness) 

 
No issues for the Board to be alerted on. 

 

Advise  
(areas subject to ongoing monitoring where some assurance has been noted / 

further assurance sought or emerging developments that the Committee / Group 
is seeking assurance over and list any decisions made/approvals) 

• Deteriorating Child Improvement Group The Committee noted strong progress 
in bringing together key work areas and establishing actions, though measurable 
outcomes and timelines remain difficult to define. Transition to business-as-usual 
has begun, but further clarity is needed on digital developments. While progress 
was welcomed, reporting should focus less on transactional detail and better 
demonstrate risks, outcomes, and impact. Reporting will move to quarterly, with 
improved distinction between operational updates and assurance-level reporting 

• Emergency Department (ED) Improvement Group The Committee noted good 
progress in the Emergency Department Improvement Group, with strengthened 
governance, a targeted Quality Improvement approach, and steps toward 
business-as-usual. While some delays and estate-related problems remain, 
improvements in pathways, patient information, and experience were recognised. 
Clearer assurance reporting is needed, with a fuller update planned for September 
to support de-escalation and transition to routine reporting. 

• Integrated Board Report (IBR) The report provided assurance on performance 
across Quality & Safety, Access, People, and Finance, highlighting the need for 
improved data presentation. Key points included improved pressure ulcer 
reporting, no severe harm falls, and enhanced complaints data with ongoing KPI 
(Key Performance Indicators) development. Overall, the IBR continues to offer 
advisory insight, supported by SPC (Statistical Process Control) data to identify 
variation and emerging issues. 

• Invasive Procedures and Consent Update Progress on a PSIRF (Patient Safety 
Incident Response Framework) safety priority programme responding to previous 
never events was discussed. While early work has identified variation, gaps in 
standardisation, and engagement challenges, interim safety measures are in place 
and longer-term improvements are underway. The importance of standardisation, 
staff engagement, and a strong safety culture alongside clear accountability was 
noted. 
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• Learning form Deaths The Committee recognised the strong governance 
framework with progress evident, but residual risks remain in staffing levels, 
national compliance, and completion of review work.  

• Six-Month Nurse Staffing Review Deep Dive The report was presented, 
confirming it supports statutory assurance on staffing, safety, and quality, with 
models broadly fit for purpose and aligned to patient need. While there has been 
progress in recruitment, governance, and innovative approaches, pressures 
remain in areas such as the Emergency Department, specialist services, and 
overall staffing levels. The Committee noted strong progress acknowledging some 
risks in areas still in development. 

• Health Inequalities Annual Report Overall, good progress was acknowledged, 
with assurance that governance and engagement were strengthening, though 
further work is required to embed and sustain delivery.  

• Board Assurance Framework (BAF) Plans to refresh the BAF to better align with 
the Trust strategy and strengthen its role in assurance were noted, though 
challenges remain around risk alignment and governance. The Committee 
welcomed the progress but acknowledged further refinement was needed. 

• Quality Committee Annual Report The Committee reviewed and approved the 
Quality Committee Annual Report, noting it provided a comprehensive overview of 
responsibilities, activity, and performance over the past year. 

Assure 
(key assurances received and any highlights of note such as best practice or 

innovation) 

• Perinatal Quality Surveillance Report Including Maternity Incentive Scheme 
Ongoing service pressures from demand, staffing and supply issues, were 
highlighted but assurance was provided that safety is being maintained through 
active oversight. Despite challenges such as the national prostaglandin shortage 
and digital workload, patient experience remains broadly positive and progress 
continues on workforce and inclusion initiatives with recognition of strong 
leadership. 

• Quality Account Priorities The draft Quality Account was presented, noting that 
it provides a comprehensive overview of performance, improvements, and 
ongoing challenges, with priorities set for 2026/27. All statutory requirements 
have been met and external feedback has been positive. 

• End of Life and Palliative Care Significant progress in reshaping palliative and 
end-of-life care services, aligned to neighbourhood working, was noted. Work is 
underway to strengthen community pathways, improve coordination, and reduce 
avoidable admissions. Committee recognised strong leadership and progress, 
applying while noting some risks remain as developments continue. 

• Medicines Reconciliation There was consensus that the organisation can be 
considered assured on progress to date, reflecting confidence in the processes 
and improvements achieved, whilst acknowledging that further work is still 
required, but this is primarily a matter of ongoing progress rather than deficiencies 
in process. 

• Wards of Concern and Accrediting Excellence (ACE) Progress Report While 
ongoing operational pressures were acknowledged, these were recognised as 
challenges within normal operational delivery rather than systemic issues. 
Overall, the Committee agreed it was assured, noting that strong processes, 
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governance, and oversight are in place across wards and departments despite 
these pressures. 

  (any new risks / proposed changes to risk scores – include risk ID where known) 

 
No new risks identified. 

Cross-referrals to other Committees / Executive Director Leads  

 
No cross-referrals. 

Agreed actions Responsibility / timescale 

1. A more comprehensive update will be 
scheduled for September to support 
decisions on de-escalation of the ED 
Improvement Group and transition to 
routine reporting.  

1. Catherine Carr head of Nursing – 
Medicine & Emergency Care – 
September Committee. 

2. End of Life and Palliative Care - future 
updates to include data on the number of 
patients with learning disabilities 
receiving earlier, face-to-face advance 
care planning assessments, to better 
understand impact and progress 

2. Jennifer Vidrine, Clinical Director and 
Consultant in Palliative Medicine – 
November Committee. 
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Escalation and Assurance Report 
Name of Committee / Group: Quality Committee 

Date of Committee / Group: 18 June 2026 

Chair of Committee / Group: Anna Stabler 

 

Alert  
(matters of significant concern requiring escalation for further action or to bring 

to the attention of the full Board / Committee / Group e.g. breaches in legal or 
regulatory requirements, fraud, significant negative inspection/audit findings, 

unmitigated risks rated 20+, major changes in funding/commissioning, industrial 
action or risks to business continuity/emergency preparedness) 

 
There were no alerts discussed.  

 

Advise  
(areas subject to ongoing monitoring where some assurance has been noted / 

further assurance sought or emerging developments that the Committee / Group 
is seeking assurance over and list any decisions made/approvals) 

• Improvement Group update Infection, Prevention and Control (IPC) – The 
Committee was assured of the robustness of the processes in place and the 
progress achieved; however, it was emphasised that these initiatives now require 
measurable outcomes which will support the process of de-escalation. This will be 
progressed by the group and an update provided in future reports. 

• Improvement Group update Ophthalmology – Tight control and governance 
arrangements were confirmed to be in place with additional information provided in 
the comprehensive action plan. It was agreed that de-escalation criteria would be 
considered ahead of the next update. 

• Mental Health update - A substantial programme of work has been undertaken to 
strengthen mental health governance and structural arrangements since the CQC 
inspection in 2023. A number of key workstreams in place focus on estate, 
education and patient assessment. Appropriate mitigations are in place to manage 
environmental challenges and there are clear objectives for the year ahead. It was 
agreed that the committee would receive a 6 monthly report.  

• Integrated Board Report (IBR) – It was highlighted that a section on Harm Free 
Care - Venous Thromboembolism (VTE) assessments, has now been 
incorporated, with further detail to be provided at future meetings. One incident 
meeting the Never Events criteria occurred in April 2026, categorised as the 
administration of incorrect routine medication. In response, project work and staff 
engagement initiatives have commenced, and a patient safety incident 
investigation is currently underway. 

• Quality Priority 1 - Supporting staff to report incidents with an enhanced 
focus on shared learning and a systems-based approach to improvement – A 
reduction in reported incidents was noted in April 2026, likely influenced by bank 
holidays and junior doctor industrial action however efforts will continue to 
encourage comprehensive reporting. Patient Safety Incident Response Framework 
(PSIRF) work, including the invasive procedures priority group, is ongoing, 
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alongside a strong focus on strengthening safety culture through expanded 
training, with central coordination supported by Quality and Safety Leads. 

• Patient-Led Assessment of the Care Environment (PLACE) Inspection 
Update Report – The PLACE assessment was completed in October/November 
2025, with oversight from the Steering Group and Estates team. A cross-
organisational workplan is in place, and although volunteer participation was lower 
than in previous years, no new escalations were identified. Ongoing monitoring will 
continue. 

• Learning Disability and Safeguarding Quarter 4 reports – It was highlighted 
that referrals have increased however workforce risks have been mitigated with all 
posts filled. Progress continues in embedding the documentation of reasonable 
adjustments and the use hospital passport with a quarterly audit framework 
agreed, A phased rollout of the Oliver McGowan training has commenced, with 
ongoing monitoring to support improved understanding and patient care, despite 
implementation challenges at scale. 
 
Safeguarding capacity and workforce remain a concern, although mitigations are in 
place pending further assessment to inform future planning. A safeguarding 
governance review has been completed. The committee was informed regarding a 
recent change to the legal framework relating to Deprivation of Liberty Safeguards 
with work in place to understand the impact on clinical care and staff education. 

 

Assure 
(key assurances received and any highlights of note such as best practice or 

innovation) 

• Perinatal Quality Surveillance Report Including Maternity Incentive Scheme – 
The Trust is on track to meet the Maternity Incentive Scheme (MIS); however, risks 
remain in relation to medical staffing within fetal medicine. Some progress has 
been made through developments in the job planning process. Further work is 
underway to review referral pathways and explore opportunities to enhance local 
support. 

 

  (any new risks / proposed changes to risk scores – include risk ID where known) 

 
No new risks identified. 

Cross-referrals to other Committees / Executive Director Leads  

• Improvement Group update IPC - Power BI/ SharePoint, ICNet implementation 
to be discussed at the Digital and Data Committee.  

• Board Assurance Framework (BAF) - The first iteration of the 2026/27 BAF was 
discussed in detail, including potential shared objectives and principal risks. It was 
noted that the BAF is scheduled for further discussion at the June Board 
Development Workshop. 

 

Agreed actions Responsibility / timescale 

1. Improvement Group update IPC – The 
Quality Committee to receive an update 

1. Lucia Pareja-Cebrian, Joint Medical 
Director / August 2026 
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as to when the Power BI/ SharePoint, 
ICNet will be implemented in Clinical 
areas. 

2. Mental Health update – It was agreed 
that the Quality Committee will receive a 
further update in 6 months’ time.  

2. Lucia Pareja-Cebrian & Rachel 
Gregory, Associate Director of Nursing 
/ January 2027  
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Escalation and Assurance Report 
 

Name of Committee / Group: People Committee  

Date of Committee / Group: 12 May 2026 

Chair of Committee / Group: Bernie McCardle, Non-Executive Director (NED) 

 

Alert  
(matters of significant concern requiring escalation for further action or to bring 

to the attention of the full Board / Committee / Group e.g. breaches in legal or 
regulatory requirements, fraud, significant negative inspection/audit findings, 

unmitigated risks rated 20+, major changes in funding/commissioning, industrial 
action or risks to business continuity/emergency preparedness) 

• Freedom to Speak Up (FTSU) – The Staff survey indicators for speaking up have 
decreased across all relevant measures between 2024/25 and 2025/26. While this 
mirrors national trends, it represents an ongoing cultural risk requiring targeted 
intervention, particularly in low scoring departments.  

Advise  
(areas subject to ongoing monitoring where some assurance has been noted / 

further assurance sought or emerging developments that the Committee / Group 
is seeking assurance over and list any decisions made/approvals) 

• People Plan overview and action plan tracker – The Committee suggested a 
refocus to help ensure the programme remains meaningful and impactful, with 
support from the People Programme Board. It was noted that clearer messaging 
and accountability for delivering actions would be beneficial. Some further clarity 
around terminology and timelines would also support delivery. Alignment between 
the new Trust Strategy and Year 3 of the People Plan was encouraged. 

• Leadership Development Programme – The Committee received good 
assurance and noted that the direction of travel is appropriate, with progress 
underway. However, further progress is required, and greater clarity, including 
defined timescales.  

• Equality Diversity and Inclusion (EDI) high impact action plan – The 
Committee noted the inclusion of EDI as a positive step, with continued progress in 
embedding it within organisational objectives and values. An update was provided 
on the people restructure and the evolving role of HR Business Partners (HRBPs), 
which are expected to support EDI work. The support of the Executive Team was 
acknowledged, and the importance of aligning EDI, WRES, and WDES reporting 
with the new Trust Strategy and People Plan was highlighted to support a more 
integrated overview. 

• Freedom to Speak Up (FTSU) – The Committee noted the significant work 
undertaken in line with FTSU requirements and governance arrangements, 
including the development of an enhanced dashboard. However, further work is 
ongoing in relation to the implementation of the FTSU Guardian Service Delivery 
Plan and staff engagement. Reported concerns continue to centre on safety, 
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inappropriate behaviours, bullying, and harassment, all of which are being taken 
seriously. 

• Resident doctor 10 point plan – Significant progress has been made, with bi-
weekly meetings in place to discuss emerging matters. Work is ongoing with NHS 
England (NHSE) and the Deanery in relation to rotas. It was noted that the Chief 
Resident Registrar will attend the May 2026 Public Trust Board meeting to provide 
a further update. 

• Integrated Board Report – The Committee received good assurance and noted 
that performance is being regularly reviewed, with particular focus on areas of low 
compliance in statutory and mandatory training. Areas of concern remain in 
relation to appraisal compliance and sickness absence, which continue to be 
closely monitored. 

• Workforce Race Equality Standard (WRES) and Workforce Disability Equality 
Standard (WDES) - The Committee was assured that reporting is compliant; 
however, performance data is not yet at the expected level and will be addressed 
through ongoing monitoring and oversight. The Committee ratified the reports for 
Trust Board approval.  

 

Assure 
(key assurances received and any highlights of note such as best practice or 

innovation) 

• Staff psychology support service – The Committee were assured of the 
progress that has been made however there is an element of risk in relation to 
funding. Evaluation and alignment of some existing structures are still required to 
ensure maximum impact. 

Risks (any new risks / proposed changes to risk scores – include risk ID where 
known) 

• No new risks or prosed changes to risk scores.  

Cross-referrals to other Committees / Executive Director Leads  

• No new cross-referrals.  

Agreed actions Responsibility / timescale 

1. Staff psychology support services - 
An update will be provided at the 
November Committee meeting, 
including further detail on the 
service’s needs, available data, and 
triangulation across Psychology, 
Human Resources (HR), and 
Occupational Health.  

1. Ian Joy, Executive Director of 
Nursing, Midwifery and Allied Health 
Professionals (AHPs) & Ashley 
Tiplady, Consultant Clinical 
Psychologist, Working Well / 
November 2026 
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Escalation and Assurance Report 
 

Name of Committee / Group: Finance and Performance Committee  

Date of Committee / Group: 18 May 2026 

Chair of Committee / Group: Hassan Kajee, Non-Executive Director (NED) 

 

Alert  
(matters of significant concern requiring escalation for further action or to bring 

to the attention of the full Board / Committee / Group e.g. breaches in legal or 
regulatory requirements, fraud, significant negative inspection/audit findings, 

unmitigated risks rated 20+, major changes in funding/commissioning, industrial 
action or risks to business continuity/emergency preparedness) 

• Integrated Board Report (IBR) – Concerns were noted in relation to 62-day cancer 
metric with the latest unvalidated data showing a 10% deterioration since December 
2025. Outliers include Lung, Urology, Upper Gastrointestinal (GI) and Lower GI. 
Pathway analysis, supported by targeted actions, is being undertaken to drive 
measurable improvements in performance and reduce waiting times. An escalation 
meeting led by the Executive Lead for Cancer is being set up. 

 

Advise  
(areas subject to ongoing monitoring where some assurance has been noted / 

further assurance sought or emerging developments that the Committee / Group 
is seeking assurance over and list any decisions made/approvals) 

• Cardiothoracic and Haematology Clinical Board update – A comprehensive 
update on financial performance was received; however, it was noted that the 
2026/27 Cost Improvement Programme (CIP) target of 5.32% (£5.77m) remains 
stretching. While CIP schemes are underway and continuing to develop across 
multiple areas, including commercial procurement and pharmacy, there is an 
ongoing need to strengthen delivery plans to ensure the target is achieved. 

• Month 1 revenue report including Cash - The month 1 position shows a £391k 
deficit, which is in line with the financial plan. However, there is a £1,577k shortfall 
against Clinical Board and Corporate Services CIP in month 1 compared to plan. 
Additional pressures arising from industrial action and increased drug costs have 
been identified, although these have been mitigated through the use of non-
recurrent measures.  

• Capital - The Trust’s capital allocation for 2026/27 was £54.7m including private 
finance initiative (PFI) Lifecycle costs. As at month 1, the Trust had spent £1m 
against a plan of £3.9m. The forecast for the year is currently £72.5m once adjusted 
for schemes funded from donations this mean the capital programme is currently 
over-committed by £13.1m.  

• Veolia – The Committee received an update on future energy provision for the 
Trust. Engagement with providers, discussion with partners and comparisons across 
the NHS have informed a set of recommendations which were discussed in detail 
prior to the May Private Trust Board meeting.  
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• IBR – Emergency Department (ED) performance across all types reached 79.82% 
in March 2026, representing a 4.27% improvement compared to February 2026. 
There was also a significant reduction in 52-week waits, decreasing by 198, 
resulting in only 0.7% of the total Referral to Treatment (RTT) waiting list exceeding 
52 weeks and remaining comfortably below the national target of 1%. Performance 
against the 5% standard improved in March 2026, and the 28-day Faster Diagnosis 
Standard (FDS) was achieved in February 2026. However, the 62-day cancer metric 
continues to be highlighted as an area of concern. 

• Winter Plan Evaluation – The Committee received an update on the 2025/26 
winter plan which was developed earlier than in previous years and presented to the 
Trust Board in July 2025. The plan largely mirrored the previous year’s approach, 
with key elements including the provision of additional bed capacity on Winter Ward 
12 at the Freeman, alongside strengthened workforce support both front of house 
and back of house to effectively manage outlying patients. Key successes and 
lessons learned from this years’ experience will be reviewed and incorporated into 
the planning for winter 2026/27 to support continuous improvement. 

 

Assure 
(key assurances received and any highlights of note such as best practice or 

innovation) 

 
There were no items categorised as assure.   
 

Risks (any new risks / proposed changes to risk scores – include risk ID where 
known) 

 
No new or proposed changes to risks noted. 
 

Cross-referrals to other Committees / Executive Director Leads  

 
No cross-referrals noted. 

 

Agreed actions Responsibility / timescale 

1. Cardiology Service Review will be 
presented to the Finance and 
Performance Committee & Trust 
Board at a future meeting. 
 

1. Sue Hillyard, Interim Executive 
Director of Operations & Chris 
Wright, Director of Operations / 
Date to be confirmed (TBC) 

2. To check the governance route and 
oversight for Children’s Weight 
Management Services.  

2. Patrick Garner, Director of 
Performance and Governance / 
June 2026 
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Escalation and Assurance Report 
 

Name of Committee / Group: Finance and Performance Committee  

Date of Committee / Group: 22 June 2026 

Chair of Committee / Group: Bill MacLeod, Non-Executive Director (NED) 

 

Alert  
(matters of significant concern requiring escalation for further action or to bring 

to the attention of the full Board / Committee / Group e.g. breaches in legal or 
regulatory requirements, fraud, significant negative inspection/audit findings, 

unmitigated risks rated 20+, major changes in funding/commissioning, industrial 
action or risks to business continuity/emergency preparedness) 

• Cancer Performance – In April 2026, performance against the 62-day standard 
was 65.0%, below both trajectory and standard, with recent deterioration driven by 
multiple factors, particularly within Lung pathways, and with most backlog in Lung, 
Upper Gastrointestinal (GI), Lower GI, and Urology services. The Committee was 
updated on the immediate key actions aimed at reducing the 62 day patients 
backlog and improving performance. 

 

Advise  
(areas subject to ongoing monitoring where some assurance has been noted / 

further assurance sought or emerging developments that the Committee / Group 
is seeking assurance over and list any decisions made/approvals) 

• Cancer and Haematology Clinical Board update – A comprehensive update 
was received and at month 2 the Clinical Board reported a £398k adverse variance 
against the budget. At the start of 2026/27 the Clinical Board had Cost 
Improvement Programme (CIP) plans totalling £2,345k against a full year target of 
£2,974k. Work is ongoing to improve the CIP position and investigate medical 
overspend.  

• Month 2 revenue report including Cash - The month 2 position reflects a £1.2m 
deficit, which is broadly in line with the financial plan. There is a £1,645k shortfall 
against the Clinical Board and Corporate Services CIP in Month 2 compared to 
plan, alongside pressures relating to industrial action and drugs. These have been 
partly offset through non-recurrent measures and a reduction in the run rate of 
clinical supplies. Key actions will focus on further developing and strengthening 
CIP delivery plans to support delivery of the overall financial plan. 

• Capital - The Trust’s capital allocation for 2026/27 was £54.7m including Private 
Finance Initiative (PFI) lifecycle costs. As at month 2, the Trust had spent £3.1m 
against a plan of £6.2m. There is a significant amount of work underway, although 
a couple of more complex areas remain. 

• Integrated Board Report (IBR) – Performance has declined across key areas 
including the 62-day cancer standard, Referral To Treatment (RTT), and 
diagnostics, with Emergency Department (ED) also worsening slightly in May 2026 
due to increased demand. While RTT and Faster Diagnosis Standard (FDS) show 
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some improvement, the year has started challenging for ED and RTT. Focus is on 
strengthening recovery plans, particularly for 62-day performance and ED 
pressures. 

• A number of business cases and procurement reports were approved.  

 

Assure 
(key assurances received and any highlights of note such as best practice or 

innovation) 

 
There were no items categorised as assure.   
 

Risks (any new risks / proposed changes to risk scores – include risk ID where 
known) 

 
No new or proposed changes to risks noted. 
 

Cross-referrals to other Committees / Executive Director Leads  

 
Cancer Performance – This matter is already included within the Quality Committee’s 
Schedule of Business; however, it would be appropriate to highlight its possible 
implications for patient harm. 
 

Agreed actions Responsibility / timescale 

1. Quarter 4 NHS Oversight 
Framework outcome – A further 
update to be provided at the July 
Finance and Performance 
Committee meeting.  
 

1. Patrick Garner, Director of 
Performance and Governance / July 
2026  
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Escalation and Assurance Report 
 

Name of Committee / Group: Audit, Risk and Assurance Committee  

Date of Committee / Group: 19 May 2026 

Chair of Committee / Group: David Weatherburn, Non-Executive Director (NED) 

 

Alert  
(matters of significant concern requiring escalation for further action or to bring 

to the attention of the full Board / Committee / Group e.g. breaches in legal or 
regulatory requirements, fraud, significant negative inspection/audit findings, 

unmitigated risks rated 20+, major changes in funding/commissioning, industrial 
action or risks to business continuity/emergency preparedness) 

No ‘alert’ items identified during the meeting.  

Advise  
(areas subject to ongoing monitoring where some assurance has been noted / 

further assurance sought or emerging developments that the Committee / Group 
is seeking assurance over and list any decisions made/approvals) 

• Board Assurance Framework (BAF) – In terms of triple A reporting Committee 
members agreed an “Advise” position with the new BAF approach agreed however 
further work needed to finalise the new 2026/27 BAF with input from all Tier 1 
committees. 

• Risk Appetite – recorded as Advise pending further development of the Risk 
Appetite Statement. 

• Grant Thornton Well-Led Review – A triple A rating of Advise was recorded, 
reflecting ongoing progress with no immediate concerns but work not yet complete. 
The work was positively received as comprehensive and well-structured, 
supporting wider governance improvements. Committee members approved the 
updated plan. 

• External Review Process and Governance - A triple A rating of Advise was 
recorded reflecting strong work in progress requiring further development and 
implementation. 

• Draft Trust Annual Financial Statements and Trust Accounts Consolidation 
(TACs) including financial details of accounting estimates and key 
judgements - In terms of triple A reporting a rating of Advise was recorded being 
mindful that the audit was ongoing with active discussion with external auditors. 

• Internal Audit Progress Report - A triple A rating of Advise was recorded being 
mindful of the ongoing work required in relation to the internal audit plan, including 
further discussion and refinement (particularly around HR audits), and optimisation 
of resources to address backlog and programme delivery. 

• Internal Audit Charter - The document was considered clear, standard, and 
appropriate, with no concerns raised and was approved by the Committee. In 
terms of triple A reporting a rating of “Advise” was recorded to notify the Board that 
the Charter had been approved. 
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• Committee Self-Assessment of Effectiveness and Audit Committee Annual 
Report - Overall, the committee was content with the findings and agreed to 
approve the self-assessment. In terms of triple A reporting a rating of “Advise” was 
recorded to notify the Board that the self-assessment and Committee Annual 
Report had been approved. 

• TCWG Response (Those Charged with Governance) - No concerns or issues 
were raised by members, and the Committee members confirmed its satisfaction 
and approved the document for submission to the external auditors. In terms of 
triple A reporting a rating of “Advise” was recorded to notify the Board that the 
TCWG response had been approved. 
 

Assure 
(key assurances received and any highlights of note such as best practice or 

innovation) 

• Risk Management Report – A triple A rating of Assure was recorded, recognising 
a well-evidenced process with ongoing refinement as part of business as usual. 
 

Risks (any new risks / proposed changes to risk scores – include risk ID where 
known) 

No new risks identified.  

Cross-referrals to other Committees / Executive Director Leads  

No cross referrals. 

Agreed actions Responsibility / timescale 

1. Progress update in relation to new 
External Review Process and 
Governance to be added to agenda 
and schedule of business for every 
second month starting July 2026. 
 

1. Kelly Jupp, Trust Secretary – June 
2026 

2. Review and adjustment of the audit 
plan for 2026/27 following deferral of 3 
HR audits 

2. Jackie Bicliff, Chief Finance Officer – 
June 2026 

3. To provide further details in relation to 
historical breach of Standing Financial 
Instructions  

3. Jackie Bicliff, Chief Finance Officer – 
June 2026 

4. Health Research Authority contracts – 
write off report alongside proposals for 
managing this risk in future to be 
prepared for future Committee  

4. Chris Haynes - Assistant Finance 
Director, Financial Services 
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Escalation and Assurance Report 
 

Name of Committee / Group: Audit, Risk and Assurance Committee  

Date of Committee / Group: 23 June 2026 

Chair of Committee / Group: David Weatherburn, Non-Executive Director (NED) 

 

Alert  
(matters of significant concern requiring escalation for further action or to bring 

to the attention of the full Board / Committee / Group e.g. breaches in legal or 
regulatory requirements, fraud, significant negative inspection/audit findings, 

unmitigated risks rated 20+, major changes in funding/commissioning, industrial 
action or risks to business continuity/emergency preparedness) 

No ‘alert’ items identified during the meeting.  

Advise  
(areas subject to ongoing monitoring where some assurance has been noted / 

further assurance sought or emerging developments that the Committee / Group 
is seeking assurance over and list any decisions made/approvals) 

• Board Assurance Framework (BAF) – Committee members recognised that the 
BAF remained at an early stage of development and that further refinement was 
required to ensure risks, controls, mitigations and Committee ownership were 
appropriately aligned, particularly where risks spanned multiple Committees. 
Committee members took assurance from the progress made to date and noted 
the AAA rating of "Advise", recognising that development of the BAF remained 
ongoing. 

• Standards of Business Conduct Report – Committee members noted improved 
compliance with declarations of interests, gifts and hospitality. While assurance 
was taken from this progress and no significant concerns were identified, members 
recognised the need to strengthen understanding of declaration requirements, 
improve oversight of potential conflicts of interest and clarify arrangements for 
managing non-compliance. Ongoing work to enhance transparency and assurance 
was noted, and the item remained rated "Advise". 

• Annual Accounts 2025/26 – Committee members received assurance on the 
2025/26 Annual Accounts. Members noted that the Trust had delivered a strong 
financial performance, exceeding its planned break-even position, supported by 
additional deficit funding linked to achievement of financial targets. Following 
review by the Finance & Performance Committee and completion of the external 
audit process, Committee members agreed to recommend the Annual Accounts to 
the Trust Board for approval. 

• Internal Audit Progress Report - Committee members received assurance from 
the Internal Audit Progress Report, noting an improved trend in audit outcomes 
compared with previous years. Lessons from audit findings would be applied 
across the organisation and monitored through established governance processes. 
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• Annual Governance Statement – Committee members received assurance from 
the Annual Governance Statement 2025/26, noting that it was supported by a 
range of evidence, including Internal and External Audit findings, regulatory 
reviews and external assessments. Members were assured by the Trust’s 
governance arrangements, the Head of Internal Audit’s Reasonable Assurance 
opinion, and the progress made in addressing outstanding actions. Committee 
members approved the statement and noted that no significant control issues had 
been identified during the year. 

• Annual Report 2025/26 – Committee members reviewed the Annual Report 
2025/26, noting that only minor amendments had been made following the external 
audit process. Members welcomed the report as a comprehensive and balanced 
reflection of the Trust’s achievements, challenges and commitment to continuous 
improvement, recognising the significant contribution of all those involved in its 
preparation. Committee members agreed to recommend the Annual Report 
2025/26 to the Trust Board for approval. 

Assure 
(key assurances received and any highlights of note such as best practice or 

innovation) 

• Final Head of Internal Audit Opinion - The Committee received assurance from 
the Head of Internal Audit Opinion, which concluded that the Trust had a 
Reasonable Assurance framework in place. Members noted positive progress in 
audit outcomes, and a high rate of implementation of agreed audit actions. 
Committee members agreed that the opinion provided a fair reflection of the 
Trust’s current position and was assured that further progress would be made 
during 2026/27. 

• Management Letter / ISA260 Report to the Trust - Committee members 
received assurance from the External Audit Completion Report, noting that an 
unqualified audit opinion was expected and that no significant issues had been 
identified in relation to the financial statements, key audit risks or internal controls. 
Members welcomed the positive findings, which reflected the significant 
governance and quality improvements made by the Trust, and agreed to place the 
report in the “Assure” category, subject to completion of the final audit procedures. 

Risks (any new risks / proposed changes to risk scores – include risk ID where 
known) 

No new risks identified.  

Cross-referrals to other Committees / Executive Director Leads  

It was suggested to strengthen the reporting framework for Quality and Equality Impact 
Assessments associated with service reviews, including consideration of routine 
reporting to the Quality Committee and the role of Clinical Boards in oversight and 
implementation. 

Agreed actions Responsibility / timescale 

1. Standards of Business Conduct Annual 
Report / Declarations - The report was 
noted, with further work to be 
undertaken through executive routes to 

1. Natalie Yeowart, Head of Corporate 
Risk and Assurance – July meeting 
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consider the process for non-
compliance with declaration 
requirements and learning from others 
to seek assurance that declarations 
were captured appropriately. Natalie 
Yeowart agreed to provide an update at 
a future Committee meeting. 
 

2. An update on proposed contract 
management arrangements would be 
brought back to the Committee by 
Jackie Bilcliff later in the calendar year. 
 

2. Jackie Bilcliff, Chief Finance Officer – 
November meeting 

3. Tracking of alerts/escalations - whilst 
escalation arrangements were already 
in place to Trust Board through existing 
governance processes, further 
discussion would take place outside the 
meeting regarding how tracking of 
alerts could be strengthened. Kelly 
Jupp agreed to follow up. 
 

3. Kelly Jupp, Trust Secretary – July 
Committee  
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Charity Committee - Chair’s Log 
 

Meeting: Charity Committee – Funding only Date of Meeting: 7 May 2026 

Connecting to: Audit, Risk & Assurance Committee 

/ Trust Board 

Date of Meeting: 23 June 2026 /  

31 July 2026 

Key topics discussed in the meeting  

• Funding proposals were discussed and the outcomes were as follows: 
o Trustwide/Corporate - Upgrade to breast feeding/expressing spaces and moving baby 

changing stations - £94,273 – the proposal was deferred pending feedback from 
Clinical Boards regarding collaborative use of funds. 

o Trustwide/Corporate - Beechwood House Furniture - £104,457 – the proposal was 
supported with conditions of seeking external funding. 

o Trustwide/Corporate - Accrediting Excellence Programme - £266,583 – the proposal 
was deferred pending feedback from Clinical Boards regarding collaborative use of 
funds. 

o Trustwide/Corporate - Deciding Right: Advanced Care Planning Clinical Educator 
(Band 7), 12 Month Fixed Term - £70,384 - the proposal was deferred pending 
feedback from Clinical Boards regarding collaborative use of funds. 

o Family Health – TYA/Rare Tumours Nurse Specialist - £140,768 – the proposal was 
supported with conditions. 

o Peri-op - Purchase Equipment to Allow Continuous EEG Monitoring for Critically Ill 
Patients - £30,000 - the proposal was supported. 

o Cardiothoracic Services – XVIVO EVLP Servicing - £22,000 – the proposal was supported 
with conditions as suggested in the assessment, including the acknowledgement of the 
Charity’s support. 

o Family Health - Resident Parent Snack Bags as part of Sophie’s Legacy - £89,863 – the 
proposal was supported with conditions suggested in the assessment including work to 
begin with regard to the future funding position - as well as acknowledgement of 
Newcastle Hospitals Charity’s support and data around sustainability. 

o Medicine – Living well with HIV Project - £25,000 – the proposal was supported. 
 

• The summary of funding agreed since the last meeting was received (bids up to £20k). 

Actions agreed in the meeting  Responsibility / timescale 

No actions from these applications.  

Escalation of issues for action by connecting group Responsibility / timescale 

Not applicable.   

Risks  (Include ID if currently on risk register) Responsibility / timescale 



  
None identified.   
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TRUST BOARD 

Date of meeting 31 July 2026 

Title Board Visibility Programme 

Report of Rachel Carter, Director of Quality & Safety 

Prepared by  Anne Marie Troy-Smith, Quality Development Manager  

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 the twenty-four walkabouts by Executive Directors (n=10) and Non-Executive 
Directors (NEDs) (n=14) undertaken during May and June 2026.  
 
Alert 

• There are no current alerts to Trust Board from the May – June 2026 walkabouts 
 
Advise 

• The strongest positive themes were high staff engagement, compassionate care, 
excellent teamwork, visible & positive leadership, pride in delivering patient care, a 
commitment to continuous improvement. There were also consistent themes relating 
to Multidisciplinary Team (MDT) collaboration, and a proactive focus on innovation and 
patient flow improvement.  

• Where any concerns were raised which required further action, these were shared 
with relevant executives and service leads, detail is provided within this report.  

 
Assure 

• The most common areas of concern or improvement related to continued workforce 
pressures, infrastructure limitations, and ensuring concerns raised by staff lead to 
visible action and organisational support. There were also consistent themes related to 
space constraints, service integration, and operational pressures associated with 
delivering increasingly complex care. 
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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. It is also asked 
to review the new reporting format which has now been implemented.  
 

Links to Strategic 
Priorities  

Joining up care Advancing care Supporting great care 

☒ ☒ ☐ 

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 May 
2026.  
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BOARD VISIBILITY PROGRAMME 

 
1. INTRODUCTION 
 
This report provides an overview of the findings from the twenty-four walkabouts by Executive 
Directors (n=10) and Non-Executive Directors (NEDs) (n=14) undertaken during May and June 
2026.  
 
 
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).  
 
After consideration by Trust Board in May 2026, a new Board visibility template, based on a 
similar proforma from Northumbria Healthcare was introduced in June 2026. This offers a 
summary of the purpose of the visit and includes prompts to facilitate informal productive 
conversations. The walkabout teams/NEDs also use this as a guide to undertake their visits and 
capture: 

• First impressions  

• Observations of staffing, patients, environment 

• Summary  

• Potential actions identified.  
 
Following each visit, members of the walkabout team are asked to provide a summary 
highlighting the key themes identified through their conversations with staff. The reporting 
template also enables the inclusion of brief details of any issues addressed during the visit, 
along with any actions required. The information is subsequently summarised by the Quality 
and Effectiveness Team and is presented within this report.  
 
As part of the new reporting process one Executive Team Member and one NED will present 
their walkabout findings at the Trust Board meeting (Appendix 1 & 2).  
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All other reports are collated by month and can be found in the Reading Room for 
consideration. As the new format was not introduced until June 2026 some reports remain in 
the old format for May/early June.  
 
 
3. SUMMARY OF FINDINGS 
 
The table below summarises the walkabouts undertaken throughout May and June 2026.  Six 
walkabouts were carried out by Executive Directors in May and four in June. Nine walkabouts 
were carried out by Non- Executive Directors in May and five in June. In total 24 Leadership 
Walkabouts were undertaken with a further two cancelled during this timeframe due to staff 
availability and competing pressures. Four reports have not yet been received and are 
therefore not included in this report.  
 
Further detail is provided in the Summary of Findings Report in the Board of Directors Reading 
Room. 

 

Stream Area visited Date  Site Membership of 
Walkabout Team 

Staff who took 
part in the 
conversations  

 
 
 
 
 
 
 

 
 

Stream 
One 

 
 
 
 
 
 
 
 
 
 
 
 

Dental Hospital– 
Radiology  

01.05.2026  Royal 
Victoria 
Infirmary 
(RVI) 

Director of Quality 
and Safety,  
Patient Safety & Risk 
Manager.  

Operational Service 
Manager, 
Administration 
staff, Radiographer, 
Assistant 
Practitioner  

Ward 12 Great 
North Children’s 
Hospital (GNCH)  

05.05.2026  RVI Director Great North 
Healthcare Alliance & 
Strategy, Quality 
Development 
Manager  

Nursing staff, Ward 
Sister, 
Administration 
staff, Domestic 
staff, 
Physiotherapists 
x2, Registrar x1.  

Ward 17  06.05.2026 FH  Director of Pharmacy, 
Clinical Effectiveness 
Advisor 

Staff Nurse, 
Healthcare 
Assistant, Matron, 
Operational 
Manager 

Ward 17  07.05.2026  RVI  Director of 
Communications and 
Corporate Affairs, 
Clinical Effectiveness 
Advisor 

Sister, Staff Nurse, 
Domestic 
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Stream Area visited Date  Site Membership of 
Walkabout Team 

Staff who took 
part in the 
conversations  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Neuroradiology 22.05.2026  RVI Director of 
Improvement and 
Delivery, Clinical 
Effectiveness 
Manager 

MRI Technician, 
Student 
Radiographer, 
Senior 
Radiographer, 
Reporting 
Radiographer, 
Fellow – CT Control 
Room, 
Neuroradiology 
Registrar, 
Rotational 
Registrars 

Newcastle Loan 
Equipment Service  

 

28.05.2026 Geoffrey 
Rhodes 
Centre  

Executive Director of 
Finance/Acting 
Deputy Chief 
Executive Officer, 
Patient Safety 
Manager  

Head Occupational 
Therapist, Loan 
Equipment lead, 
Loan Equipment 
operational and 
secretarial staff 

Community 
Diagnostics Centre 
(CDC) 
Metrocentre 

Cancelled due to lack of staff availability at the CDC. 

Assessment Suite  01.06.2026 RVI Director of 
Performance and 
Governance, Clinical 
Effectiveness Advisor 

Staff Nurse, 
Healthcare 
Assistant, 
Pharmacy 
Technician, F1 

Chest Clinic 04.06.2026 RVI Director of Estates, 
Facilities and Strategic 
Partnerships, 
Integrated 
Governance Manager  

Sister, Lung Cancer 
Nurses, Respiratory 
Nurse 

Ward 7 GNCH 09.06.2026 RVI Executive Director of 
Nursing, Midwifery 
and Allied Health 
Professionals, Quality 
Development 
Manager 

Sister, Staff Nurse, 
Student Nurse 
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Stream Area visited Date  Site Membership of 
Walkabout Team 

Staff who took 
part in the 
conversations  

Ward 19  16.06.2026 Freeman 
Hospital 
(FH) 

Director Great North 
Healthcare Alliance & 
Strategy, Quality 
Development 
Manager 

Sisters x2, Staff 
Nurses x2, 
Physiotherapist, 
Associate 
Practitioner, 
Occupational 
Therapist, Resident 
Doctor, Nurse 
Practitioners x2, 
Ward Clerk 

Ward 35 RVI  Cancelled by Executive due to urgent meeting. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Stream 
Two 

 
 

Children’s Weight 
Management  

06.05.2026 RVI Non-Executive 
Director 

Consultant, 
Dietician, 
Psychologist, 
Patients 

Ward 42  06.05.2026 RVI Non-Executive 
Director 

Sister, Operational 
Service Manager 

Ward 49 06.05.2026 RVI Non-Executive 
Director 

Sister, Matron, 
Operational Service 
Manager, 
Consultant 

Renal Outpatients, 
Wards 31&32 

07.05.2026 FH Non-Executive 
Director 

Consultant, 
Department Head, 
Matron, 
Operational Service 
Manager  

Sterile Services 
Department  

11.05.2026  RVI  Non-Executive 
Director 

Quality Manager, 
Manager 

Newcastle 
Hospitals In-House 
Tobacco 
Dependency 
Treatment Service  

13.05.2026 FH Non-Executive 
Director 

Report awaited  

Wards 21,24,24A 
& 30  

14.05.2026 FH Non-Executive 
Director 

Matron, Nursing 
staff 
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Stream Area visited Date  Site Membership of 
Walkabout Team 

Staff who took 
part in the 
conversations  

Great North 
Children’s Hospital  

18.05.2026 RVI Non-Executive 
Director 

Director of 
Operations 

Estates 18.05.2026 RVI Non-Executive 
Director 

Management Team 
Presentation 

Human Resources 04.06.2026 Regent 
Point  

Non-Executive 
Director 

Not specified  

Cardio Theatres 19.06.2026 FH  Non-Executive 
Director 

Nursing staff, 
Matron,   
Operational 
Services Manager 

Out-Patients Desk 
areas  

29.06.2026  FH & 
Cramlington 

Non-Executive 
Director 

Report awaited  

Palliative Care  30.06.2026 FH  Non-Executive 
Director 

Report awaited  

Wards 13,14 & 15 30.06.2026 FH Non-Executive 
Director 

Report awaited  

 
Key themes identified include: 
 

• The strongest positive themes were high staff engagement, compassionate care, 
excellent teamwork, visible & positive leadership, pride in delivering patient care, a 
commitment to continuous improvement. There were also consistent themes relating to 
Multidisciplinary Team (MDT) collaboration, and a proactive focus on innovation and 
patient flow improvement.  

• The most common areas of concern or improvement related to continued workforce 
pressures, infrastructure limitations, and ensuring concerns raised by staff lead to visible 
action and organisational support. The were also consistent themes related to space 
constraints, service integration, and operational pressures associated with delivering 
increasingly complex care. 

 
Where any concerns were raised which required further action, these were shared with 
relevant Executives and Service Leads. A number are noted below for reference. 
 

• Radiology Dental Department require clarification from Estates in relation to an 
unknown/unpleasant smell of sulphur in department – what is it and how it will be 
resolved. Estates team investigating.  
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• In the Chest Clinic at the RVI there is a smoky smell entering vents from the roadworks 
on Leazes Road. There is a concern amongst some staff that the hydrogenated 
vegetable oil condenser behind the Urgent Treatment Centre could cause emission 
issues to the Clinic when it is in use. Estates are currently involved and working on a 
solution. 

• The Walkabout Team suggested that Ward 17 FH take forward “over recruitment” as a 
strategy to mitigate against the challenges of staff shortages. This is in place for Band 5 
and band 3 staff and will be discussed further with the local leadership teams. 

• A review of discharge prescription turnaround times was expressed as a concern on 
ward 19 FH. The Quality Development manager contacted pharmacy who are reviewing 
the turnaround times issues with ward 19.  

• Repatriation issues regionally with some staff concerned regarding the impact on beds 
and delays to treatment. This is continuously being monitored and actioned by the 
operational team. 
 
 

4.  RECOMMENDATION 
 

The Trust Board is asked to note the contents of this report in relation to the positive feedback 
from Trust staff and concerns escalated/suggestions raised for improvements. It is also asked to 
review the alternative reporting format used this month. 
 
Report of Rachel Carter, Director of Quality & Safety 
Prepared by Anne Marie Troy-Smith, Quality Development Manager.  
13 July 2026 
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Appendix 1. Non-Executive Director walkabout overview  

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Walkabout Stream: Non-Executive Director 

Members of the Walkabout Team:  Anna Stabler 

Site/ Ward/ Department: Cardio Theatres FH 

Job Title of staff spoken to (staff names are not required): Band 7, Matron, Band 6, Operating Department 

Practitioner (ODP), Consultants        

Date: 19/6/26 

 First Impressions 

Observations 

i.e. 

Environment/ 

Staffing/ 

Patients 

Summary 

Potential 

Actions 

Identified 

Area was well organised, clean. Work ongoing to facilitate more storage space. 

Morning Safety Huddle- Very well attended by staff, discussion regarding the theatre 
cases today clear and made all aware of the proposed running order and lists that had 
been stood down. The huddle provided updates regarding any Infection Prevention and 
Control (IPC) issues, complaints and incidents. Staff were also asked for volunteers to 
cover the transplant list later in the day. Staff told me they valued the meeting, however 
that due to ongoing bed / staffing issues things could change throughout the day.  
 
8am Consultant meeting – Frustration regarding consultants due to lack of beds 
therefore patient cancellations, negotiation between them as to who was doing what 
when. Consideration given to wait times and cancer diagnosis, linked to Intensive 
Treatment Unity (ITU) / High Dependency Unit (HDU) bed availability. Nursing staff 
remain concerned that patients are sometimes waiting a long time for procedures.  
 
Observation theatre 4 – Staff voiced concerns regarding the delays in start times in 
theatre but noted this was surgeon dependant. They also raised issues about not having 
access to IT, to assist them in their role since word went on the cloud (need to type up 
assessments) also access to systems to do audits and not having to pull data manually.  
World Health Organisation (WHO) checklist observed, error noted with patient ID and 
they stopped the proceedings until it was sorted. In phase completed.  
  

 

 

 

Frustrations remain regarding staffing and bed availability; this has not changed in the 
two years I have been visiting. Staff remain committed and proud to work there.  

Were there any issues you needed to address during your visit?      ⃝ Yes    X ⃝ No 
 
If yes, what was the issue(s)? Not applicable  
 
Responsible person: Not applicable 
 
When should this action be completed by: Not applicable 
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Appendix 2: Executive Director walkabout overview 

 

 

 

 

 

 

 

 

 

 

 

 

 

Walkabout Stream: Executive Director 

Members of the Walkabout Team: Ian Joy, Executive Director of Nursing, Midwifery and Allied Health 

Professionals & Anne Marie Troy-Smith, Quality Development Manager  

Site/ Ward/ Department: Ward 7 GNCH RVI 

Job Title of staff spoken to (staff names are not required): Ward Sister, Staff Nurse and student nurse.  

Date: 09/06/2026 

 
First 

Impressions 

Observations 

i.e. 

Environment/ 

Staffing/ 

Patients  

Summary 

The ward was quiet with one patient at the time following a very busy morning clinic. 
Area clean, tidy and well kept. Staff were welcoming and willing to engage.  

The ward was described as welcoming, supportive, and very patient-oriented, with good 
communication and visible, approachable leadership. Staff across roles (Sister, staff nurse 
and student nurse) generally felt well supported and valued teamwork and learning 
culture.  
 
For the delivery of high-quality care, close working relationships with the nurse specialist 
team was described as essential, collaborative and highlighted as a strength. It was noted 
that as a small and highly specialised unit, local successes can often be missed and the 
Sister plans to celebrate success in a different way moving forward which was discussed. 
Staff are encouraged to attend Nursing Roadshow with plans in place to enable staff time 
to attend.  
 
Ward Sister explained a clear pathway for patient transition from paediatric to adult 
services which starts at aged 14 supported by ‘Ready Steady Go’ programme supported 
by a Young Adult Co-Ordinator. The Ward on list to undertake Accrediting Excellence 
(ACE) (awaiting completion of estates work to create new treatment room space, 
currently treatment room and drug room in one space).  
 
Key challenges included: 

• Scheduling of patient care – mornings can be very busy with afternoons less so, 
ward sister is working on this currently with key stakeholders.  

• Feeling connected to the wider Board and Trust. As area is so specialised can at 
times feel isolated. Not part of staff rotation programme due to complexity of 
care and training needed for dialysis. Work is underway to address this locally.  

• Training for Paediatric Dialysis takes six months. Base inpatient ward for this 
patient group is ward 1a. Patients on ward 1a come to Dialysis unit if needing 
dialysis. Due to nature of ward 1a being general care as opposed to Renal there is 
not an opportunity for staff to rotate into the Dialysis unit to gain experience in 
dialysis.   

Overall, morale is good, with a strong team culture. Areas of challenge were noted and in 
the process of being addressed and supported locally. No areas of escalation. 
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Potential 

Actions 

Identified 

There were no issues that required immediate action during the visit.  
Estates improvement work is planned this has stopped ACE accreditation which I Joy 
feels could be managed and will discuss with the ACE Lead.  
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TRUST BOARD 

Date of meeting 31 July 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 

Quality 

• Methicillin‑Sensitive Staphylococcus aureus (MSSA) cases increased (17 vs 14) but 
remained within common cause variation. There were 2 Community-Onset, Healthcare-
Associated (COHA) cases and 15 were Hospital-Onset, Healthcare-Associated (HOHA). Of 
the 14 cases, nine were selected for investigation. To date, learning opportunities have 
been identified in two cases, with contributory factors relating to intravascular device 
documentation and management noted in one case. 

• Clostridioides difficile Infection (CDI) cases decreased (12 v 15) and remains within the 
parameters of common cause variation. A system-based investigation process has been 
implemented within InPhase, with early insights currently under review ahead of formal 
evaluation. 

• There were three stillbirths in May 2026. 

• The National benchmark for term admissions is 5%. The Trust rate remains consistently 
above the national 5% target with 6% term admission rate in May. Further analysis is in 
progress of infants born within 37th week of pregnancy as this group represent 40% of 
admissions. 

 
Performance 

• Emergency Department (ED) Performance (All Types) in May was 76.5%, a decrease of 
2.1% compared to April (79.0%). ED attendances increased in May to 24,767, 1,650 
patients more than April, with Type 1 Major attendances at 9,507, also the highest seen 
in years.  

• Referral to Treatment (RTT) 18-week compliance increased to 73.5% in May (+1.2% from 
April). Performance improvement was linked to a further rebound in the waiting list size 
following the conclusion of the Trust’s participation in an NHS England sponsored 
validation sprint at the end of March.  

• In May, the 80% 28 Faster Diagnosis Standard (FDS) target was achieved, performance 
sat at 85.0% and demonstrates special cause variation of an improving nature.  

 
People 

• Staff in post - total is 15,884.94 Full-Time-Equivalent (FTE) including bank/agency. Total 
substantive is 15,470.75 FTE, 17,691 headcount. 

• Top reasons for sickness: anxiety/stress/depression 32.85% (-0.58%); other 
musculoskeletal problems 11.24% (+0.71%); gastrointestinal 9.70% (-0.02%). 
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• Average working days lost is 1,036 (headcount) per day for the reporting period. 

• Mandatory training completion reduction of 0.05%. Lowest is Medical and Dental 79.91% 
(+0.74%). A Task & Finish Group has been commissioned to look at ‘process and 
provision’. 
 

Finance 

• The Trust delivered a deficit of £1.1 million in month 2, in line with the financial plan. The 
deficit is anticipated to grow until Cost Improvement Programme (CIP) delivery increases 
from month 4 onwards. 

• There is a shortfall of £1,645k on Clinical Board and Corporate Services CIP in month 2 
when compared to financial plan. 

• Due to a higher than planned cash balance, interest receivable is higher than plan by 
£724k. 

• There is an overspend on Block and tariff drugs, offset by an underspend on matched 
drugs and overspends on pay emerging, however in May this has been offset by 
underspends on Clinical Supplies, which is due to lower patient activity. 

 

Recommendation 

This paper is received to provide assurance to the Board on the Trust’s performance against key 
indicators relating to Quality & Safety, Access, People and Finance, and actions ongoing to 
address key issues preventing the recovery or sustainability of performance delivery. 
 

Link to Strategic 
Priorities  

Joining up care Advancing care Supporting great care 

☒ ☒ ☒ 

Impact  

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 report is delivered on a monthly frequency. 



1

Integrated Board Report

July 2026
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SPC Variation / Assurance �t Changes from previous month

SPC Variation 

�x Five high level metrics have displayed changes in special cause variation 
from April 2026 to May 2026.

�x Special cause variation of an improving nature (low) to common cause 
variation):

�x Inpatient Falls per 1,000 bed days
�x Emergency Department (ED) Arrival to Admission/Discharge <12hrs

�x Special cause variation of an improving nature (high) to common cause 
variation:

�x Maternal deaths
�x Neonatal re-admissions

�x Common cause variation to special cause variation of an improving nature 
(high):

�x Referral To Treatment (RTT) 18 weeks performance

SPC Assurance 

�x No high-level metrics have displayed changes in special cause assurance 
from April 2026 to May 2026.

Apr-26 May-26

Inpatient Falls per 1,000 bed days

ED Arrival to Admission/Discharge <12hrs

Maternal deaths

Neonatal Re-admissions (Total)

RTT 18 Weeks Performance
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Quality
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Quality Overview

Health Care Acquired Infections

�x Methicillin-Sensitive Staphylococcus aureus (MSSA) cases increased (17 vs 
14) but remained within common cause variation. There were 2  
Community-Onset Healthcare-Associated (COHA) cases and 15 were 
Hospital-Onset Healthcare-Associated (HOHA). Of the 14 cases, nine were 
selected for investigation. To date, learning opportunities have been 
identified in two cases, with contributory factors relating to intravascular 
device documentation and management noted in one case.

�x Clostridioides difficile Infection (CDI) cases decreased (12 v 15) 
and remains within the parameters of common cause variation. A system-
based investigation process has been implemented within InPhase, with 
early insights currently under review ahead of formal evaluation.

 

Harm Free Care

�x Acute (Category 2 & above) pressure ulcers (PU) reported in May 
�]�v���Œ�����•�������~�ñ�ð���À���ð�ò�•�X��
2
2
2
2
2
2

�x In May there was an increase in falls (226 v 177) and has returned to 
common cause variation.

 

Perinatal Quality Surveillance

�x There were three stillbirths in May 2026.
�x The National benchmark for term admissions is 5%. The Trust rate remains 

consistently above the national 5% target with 6% term admission rate in 
May. Further analysis is in progress of infants born within 37th week of 
pregnancy as this group represent 40% of admissions.

 

Metric Period Actual Target Variation Assurance

HCAI - 
MSSA

May-26 17 �í�ì
2
2
2

HCAI �t C. 
Diff

May-26 12 TBC

Harm Free Care 
�t Inpatient (IP) 

Acquired 
Pressure Ulcers

May-26 54
Sustained 
�Œ�����µ���š�]�}�v
2
2

Harm Free Care 
�t Adult Patient 

Falls
May-26 226

Stillbirths May-26 3

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

May-26 22 per 
1000

ATAIN May-26 6% 5%
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Harm Free Care: VTE Assessments
Standards

�x 95% of Venous Thromboembolism (VTE) assessments undertaken within 24 hours of admission (external target).

Current Position

�x 96% VTE risk assessment completion during admission.
�x 87% VTE risk assessment completion within 24 hours of an admission
�x 77% VTE risk assessment completion within 14 hours of an admission.

�x The accuracy of the VTE risk assessment compliance data is limited as:
�x It provides only a snapshot view and does not allow analysis over time.
�x Inclusion of inappropriate patient groups that should be excluded (e.g. dental hospital patients).

�x A test version of a VTE dashboard has been created that allows a review of VTE risk assessment over time. 
�x We are awaiting an update to the Hospital-Acquired Thrombosis (HAT) identification system so we can begin reporting how many Inphases are reported each 

month.

Clinical Board VTE risk assessment compliance at 24 hrs

Cancer and haematology 73.69%
Cardiothoracic services 78.51%
Family health 66.67%
Medicine and emergency care 93.42%
Perioperative and critical care 84.33%
Surgical and associated services 85.5%
Surgical and specialist services 87.42%
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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 May 2026 
increased compared to April 2026.

�x The number of severe/fatal safety incidents per 1,000 bed days decreased in May 2026, 
compared with April 2026. 

�x Two After Action Reviews and four Patient Safety Incident Investigations were recorded in 
April 2026. 

Action taken

�x Incident reporting dashboards are 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, Safety Spotlights and The Quality, Safety and Learning Forum.

�x Questions relating to patient safety are included in the Trustwide peer reviews and the 
Accrediting Excellence Programme. 

�x Psychological support services are 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 Reporting of Never Events has been updated; these are now reported by 
the date the incident occurred. The data has been updated to reflect this 
change. 

�x A total of one incident met the Never Events criteria in May 2026. An 
After-Action review is being completed to learn from this event. 

�x Two Never Events have been recorded in 26/27, 10 Never Events were 
recorded in 25/26.

Action taken

�x Trust Patient Safety Incident Response Framework (PSRIF) priority is being 
introduced to successfully implement National Safety Standards for 
Invasive Procedures (NatSSIPS2) into the organisation, led by a Project 
Board with dedicated resources to drive improvement. 

�x Project work has commenced with staff engagement sessions (surveys 
and in-person conversations) to review and amend current checklists to 
ensure they are relevant and proportionate and allow the project board 
to identify barriers to compliance with checklist completion. 

�x A sub-group of the project team is looking at improving implant safety 
using a similar staff engagement methodology and a further subgroup has 
begun to review and analyse Local Safety Standards for Invasive 
Procedures (LocSSIPs) that are currently used throughout the Trust.

Incident 
Date 

Ref Clinical Board Speciality Never Event  Category

April 26 33286 Medicine & 
Emergency Care 

Acute 
Medicine 

Wrong route medication 
administration

May 26 36916 Surgery & Specialist 
Services 

Major 
Trauma

Unintentional connection of a 
patient requiring oxygen to an air 
flowmeter
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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�����d�Œ�µ�•�š�[�•���‰�}�o�]���Ç���}�µ�š�o�]�v���•���À���Œ�����o��
and 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 Compliance with verbal and written DoC was below the trust average in April 
2026.

�x Changes to the way DoC is recorded since the transition to InPhase has helped 
to improve the accuracy of the compliance data. This is likely to be reflected in 
the reduction in compliance seen. 

Action taken
�x Clinical Board compliance is monitored through Quality Performance Reviews. 
�x Work is underway with the IPC team to ensure accuracy of harm grading and 

more timely review of incidents to support improvements in the Trusts duty of 
candour position. 
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Formal Complaints

�x The Trust had 62 formal complaints In May 2026. The average number of complaints opened for the previous financial year is 54 and continues to show a 
fluctuation of variation above and below the target.

�x Clinical treatment accounts for the most complaints collectively across the specialties with 42% of complaints opened this month (26). The top 3 relating 
to: Surgical 8 (13%); Accident & Emergency (A&E) 5 (8%); and Obstetrics & Gynaecology 5 (8%); 

�x The most complaints were opened for the following three Clinical Boards, collectively accounting for 66% of complaints this month:

�x Surgery & Specialist Services 18 (29%)
�x Medicine & Emergency Care 12 (19%)
�x Surgery & Associated Specialties 11 (18%)

�x In May there were 55 formal complaints closed and 36 (65%) were on time, within negotiated timescales This shows continuing substantial improvement 
towards the internal Key Performance Indicator (KPI) of 85% with 5 positive moves in percentages, following the introduction of re-negotiated timescales 
and we will continue to monitoring this alongside further service improvements .
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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. 

Stillbirths

�x This data includes termination for fetal anomalies >24 weeks gestation. There were three stillbirths 
in May 2026; all cases meet criteria for review through the Perinatal Mortality Review Tool (PMRT). 
The PMRT quarterly report is submitted to Trust Board in accordance with the Maternity Incentive 
�^���Z���u�����~�D�/�^�•���Œ���‹�µ�]�Œ���u���v�š�•�X���d�Z�����d�Œ�µ�•�š�[�•���‰�Œ���À�]�}�µ�•���•���(���š�Ç�����o���Œ�š���Z���•���������v���•�š�}�}�������}�Á�v���(�}�o�o�}�Á�]�v�P��
further analytics which indicated this was duplicated data, when these cases were removed the 
Trust returned to within a 95% confidence limit. (Average per 1000 births: England 3, North East 
North Cumbria (NENC) 3). 

Early Neonatal Deaths

�x The Trust has the highest level of neonatal intensive care provision supporting extremely premature 
babies. Early neonatal deaths are classified as death within 0-7 days of life (late neonatal deaths are 
those from 7-28 days). 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 May 
2026. Early neonatal deaths often include extremely premature infants born before 24 weeks 
gestation and may also include babies with complex congenital anomalies. 
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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 Q3 average was 41%, Q2 average was 40.3% and Q1 average was 38.1%.
�x The Trust had a caesarean section rate  of 45% in May. 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. A quality case has been submitted, with a 
comprehensive action plan jointly owned by Peri-operatives and Maternity leadership team.

Elective Caesarean section

�x The average England elective caesarean rate in Q4 2025/26 was 20.9% and in NENC 21.3%.
�x The Trust elective caesarean rate was 19% in May.
�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 2025/26 was 23.6%, and NENC mean 20.5%.
�x The Trust emergency caesarean rate was 25% in May 2026. 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: 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 March, April and May, this was 6%. Three quality improvement 
workstreams are ongoing. The neonatal nurse outreach pilot for theatre recovery commenced in 
August 2025 and has prevented less than 20 admissions in the first 6 months due to the stringent 
criteria for inclusion.  Further analysis is in progress of infants born within the 37th week of 
pregnancy as this group of patients represent 40% of term admissions, whilst all neonatal 
admissions were clinically indicated, further analysis of the antenatal care and decision to deliver 
is ongoing.

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 (IQR: 2.57�t5.02% in Wales; 2.14�t
3.59% in England). The Local Maternity and Neonatal System (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 May 2026.  

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 The perinatal patient safety team are working with the data analyst to understand the reason for 
readmission; whether this is a true reflection of this metric or related to coding and data 
extraction.  Early learning indicates that readmissions within this metric include well babies 
admitted with their mother or twin sibling and transfers from another special care baby unit, as 
well as planned admissions to the Great North Childrens Hospital. Review of jaundice 
readmissions as previously reported also continues.

�x In May the readmission rate was 6%.
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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 the perinatal service 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 May. 
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 include cases involving neonatal brain 
injury - Hypoxic Ischaemic Encephalopathy (HIE),  Term Intrapartum Stillbirths, Early Neonatal 
deaths and Maternal deaths. There were no MNSI cases in May.

�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 was subject to scrutiny to 
monitor the impact of early 
pregnancy referrals from 
Emergency Department (ED) being 
supported by Maternity 
Assessment Unit following the 
cessation of the gynae overnight 
pathway from ED, analysis has 
demonstrated there has been no 
impact, this subsequently returned 
to the Gynaecology service in May 
2026.
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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 As previously highlighted, the business 
case to commence call recording for 
the triage services has been paused. 
This remains a risk within the service 
and is subject to ongoing discussions. 

�x The national BSOTS team have 
recommended that women within the 
�Z�}�Œ���v�P���[�������š���P�}�Œ�Ç�����Œ�����(�µ�Œ�š�Z���Œ�����Œ�}�l���v��
���}�Á�v���]�v�š�}���Z�µ�Œ�P���v�š�[�����v�����Z�v�}�v-�µ�Œ�P���v�š�[�X��
The Trust are currently scoping the 
reporting of this in the IBR.

�x A national toolkit was published in July 
2026, benchmarking against the 
standards are underway.
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Perinatal Quality Oversight: Antenatal Screening

Antenatal Screening
�x A 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). The screening KPI 
tracker supports visibility and oversight of 
performance and regional returns.
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Perinatal Quality Oversight: Newborn and Infant Physical Examination (NIPE) 
Screening

Newborn and Infant Physical 
Examination
�x A 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 A deep dive into S03 and S04 has been 
undertaken to understand reduction in 
compliance with a trial of appointment 
reminders introduced to improve Did Not 
Attend (DNA)/Was Not Brought (WNB) 
rate. 
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Perinatal Quality Oversight: Patient Experience

Patient perspective �t Delivery Suite 

100 % of patients surveyed rated their overall experience on the ward as either good or very good.

The midwives have literally gone over and beyond when it comes to respectfulness, they always ask permission before they do anything, they keep
me covered as much as possible, they are absolutely amazing. Our midwife Alex was a dream, so kind and caring. The Dr was very clear this
morning with explaining what the plan was, totally put my mind at ease. Now we just have to wait for baby to arrive.

We had a really good experience here when we had our other child. So, I feel in safe hands. We have been here 24 hours now and our overnight stay was 
really quiet. I have been offered loads of snacks which has been great. All of the staff have been lovely and supportive.
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Perinatal Quality Oversight: Training (Maternity Incentive Scheme)
Fetal Wellbeing Training by Staff Group: 
The Fetal Wellbeing training is essential training to ensure 
compliance with the implementation of the Saving Babies Lives Care 
Bundle version 3 (SBLCBv3) which aligns to the Clinical Negligence 
Scheme for Trusts (CNST)/MIS.
Rolling monthly compliance for Midwives and Obstetric Trainees 
above 90%.
Action plan in place to ensure recovery to 90% compliance for 
Consultant Obstetricians, in line with MIS requirements.
Planning in place for mandatory training for new Medical trainees 
in August rotation, to ensure we remain compliant.

Newborn Life Support by Staff Group:
The newborn life support training is essential to ensure compliance 
with MIS Year 8. 
Rolling monthly compliance for Midwives and Neonatal 
Consultants and Trainees are above 90%.
Action plan in place to ensure recovery to 90% compliance for 
Neonatal Nurses ,in line with MIS requirements.

Saving Babies Lives Training by Staff Group:
�d�Z�����Z�^���À�]�v�P���������]���•���>�]�À���•�[���š�Œ���]�v�]�v�P�����v���}�u�‰���•�•���•�����•�•���v�š�]���o��
training, such as smoking cessation and preterm birth to 
ensure compliance with the implementation of the Saving 
Babies Lives Care Bundle version 3 (SBLCBv3). This features in 
Safety Action E Care Bundle.
Pre-April 2026 training was delivered as part of a core 
�Z�W�Œ�}�(���•�•�]�}�v���o�•�������Ç�[�����š�š���v�����������Ç���•�}�u�����•�š���(�(���P�Œ�}�µ�‰�•�X���d�Œ���]�v�]�v�P��
from April 2026 will be accessed by all staff and weekly 
attendance reporting oversight is in place to ensure progress 
to compliance at the mid and mandatory checkpoints in MIS 
Year 8.
Action plan in place to ensure recovery to 90% compliance 
for all staff, in line with MIS requirements.
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Perinatal Quality Oversight: Staffing fill rates

Antenatal Ward (41)
The qualified night and day fill rates have been 
stable, up to December. Birthrate Plus staffing 
templates for 3 qualified staff on nights are 
expected to go live late 2026. The ward 
opened escalation beds in an additional bay 
on 11 occasions in May with midwifery fill 
rates exceeding the staffing establishment to 
maintain appropriate staff to patient ratios. 

Postnatal Ward (33)
The fill rates for the postnatal ward were 
impacted by sickness and escalation to 
support antenatal inpatient and 
intrapartum care in September, however 
from October the updated Allocate 
template has been introduced and the fill 
rate is measured against Birthrate Plus. 
There have been no associated patient 
safety incidents nor an impact on the 
patient experience metrics, but staff 
experience has been impacted by the 
increased activity and staffing fill rates. The 
safety huddle process is used to support 
redeployment of staff based on risk or 
clinical need.
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Perinatal Quality Oversight: Staffing fill rates

Intrapartum (Delivery Suite and Newcastle 
Birthing Centre)
The midwifery fill rates for the intrapartum team 
remain stable despite the staffing position which is 
impacted by sickness and maternity leave. There 
were no red flags relating to the provision of one-to-
one care in labour. There were no occasions when 
the co-ordinator was not supernumerary on Delivery 
Suite. The updated Allocate staffing template is now 
measuring fill rate against Birthrate Plus staffing 
recommendations.

Transitional Care Ward (34)
The fill rates for Transitional Care ward for qualified 
staff are stable. The escalation standard operating 
procedure to support appropriate nursing ratios has 
been agreed with the Neonatal Intensive Care Unit. 
The variance in fill rates seen above 100% reflects  
staff redeployment to support increased activity and 
acuity.

40.00%
50.00%
60.00%
70.00%
80.00%
90.00%
100.00%
110.00%
120.00%
130.00%
140.00%

40%
50%
60%
70%
80%
90%

100%
110%
120%
130%
140%

Ap
r-

25

M
ay

-2
5

Ju
n-

25

Ju
l-2

5

Au
g-

25

Se
p-

25

O
ct

-2
5

No
v-

25

De
c-

25

Ja
n-

26

Fe
b-

26

M
ar

-2
6

Ap
r-

26

M
ay

-2
6

Ju
n-

26

Ju
l-2

6

Au
g-

26

Se
p-

26

O
ct

-2
6

No
v-

26

Delivery Suite un/qualified staffing rates

WOM Delivery Suite/ NBC Qualified - Days WOM Delivery Suite/ NBC Qualified - Nights

WOM Delivery Suite/ NBC Unqualified - Days WOM Delivery Suite/ NBC Unqualified - Nights

40.00%
50.00%
60.00%
70.00%
80.00%
90.00%
100.00%
110.00%
120.00%
130.00%
140.00%

40%

60%

80%

100%

120%

140%

160%

Ap
r-

25

M
ay

-2
5

Ju
n-

25

Ju
l-2

5

Au
g-

25

Se
p-

25

O
ct

-2
5

No
v-

25

De
c-

25

Ja
n-

26

Fe
b-

26

M
ar

-2
6

Ap
r-

26

M
ay

-2
6

Ju
n-

26

Ju
l-2

6

Au
g-

26

Se
p-

26

O
ct

-2
6

No
v-

26

Transitional Care RVI un/qualified staffing rates

WOM Transitional Care RVI Qualified - Days WOM Transitional Care RVI Qualified - Nights

WOM Transitional Care RVI Unqualified - Days WOM Transitional Care RVI Unqualified - Nights



30

Perinatal Quality Oversight: OPEL
NICE Red Flags

There were no occasions in May when the co-ordinator was not supernumerary, 
secondary to operational pressures. There were no occasions in May when one to one 
care in labour was not provided.

Operational Pressures Escalation Levels (OPEL) Maternity and Neonatal  
Framework

The neonatal service maintained Operational Pressures Escalation Level (OPEL) 1 for 27 
days in May and OPEL 2 for 3 days, OPEL status was not submitted for 1 day due to 
technical issues. There were no staffing InPhase reports or delays to admissions or 
transfers out of region.

The maternity service maintained Operational Pressures Escalation Level (OPEL) 1 for 25 
days in May and OPEL 2 for five days. There were no staffing InPhase reports and no 
community escalations to support the acute service. There were no gaps in obstetric or 
anaesthetic cover for the Delivery Suite during May 2026.
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Performance
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Performance Overview
Emergency Care

�x Emergency Department (ED) Performance (All Types) in May was 76.5%, a 
decrease of 2.1% compared to April (79.0%). ED attendances increased in 
May to 24,767, 1,650 patients more than April, with type 1 Major 
attendances at 9,507, also the highest seen in years. 

�x ED Arrival to Admission / Discharge > 12 hours (Type 1) in April was 1.17%, 
this rose to 2.03% in May. 

Elective Waits

�x Referral To Treatment (RTT) 18-week compliance increased to 73.5% in May 
(+1.2% from April). Performance improvement was linked to a further 
�Œ�����}�µ�v�����]�v���š�Z�����Á���]�š�]�v�P���o�]�•�š���•�]�Ì�����(�}�o�o�}�Á�]�v�P���š�Z�������}�v���o�µ�•�]�}�v���}�(���š�Z�����d�Œ�µ�•�š�[�•��
participation in an NHS England sponsored validation sprint at the end of 
March. 

�x The waiting list increased to 86,198 in May (+2,989). Training to stop errors 
at source has been provided across specialties to mitigate against further 
waiting list increases. 

Cancer Care

�x In May, the 80% 28 Faster Diagnosis Standard (FDS) target was achieved, 
performance sat at 85.0% and demonstrates special cause variation of an 
improving nature. 

�x 31-day performance rose slightly to 83.4% in May, whilst 62-day 
performance rose slightly to 65.1%. It is too soon to tell whether the slight 
rises against 31-day and 62-day performance are a trend or natural 
variation.

Diagnostics

�x Performance against the 5% standard declined in May �t 20.5% of patients 
were waiting over six weeks. The target continues to be consistently failed 
but performance remains within common cause variation.

Metric Period Actual Traj.
Target 

(by Mar-
27)

Variation Assurance

A&E Arrival 
to Admission 
/ Discharge

May-26 76.5% 81.9% 82%

RTT 18 
Weeks May-26 73.5% 75.5% 81.1%

>52 Week 
Waiters May-26 693 485 0

Cancer 28 
Day FDS May-26 85.0% 79.5% 80%

Cancer 31 
Day May-26 83.4% 88.3% 94%

Cancer 62 
Day May-26 65.1% 69.3% 80%

Diagnostic 6 
Weeks May-26 20.5% 14.7% 2.1%
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