
Public meeting of the Board of Directors Agenda 
 (published items)  

Tuesday 20th May 2025, 8.30 – 12.45 
Boardroom, 1829 Building  

Chair Mr N Large, Interim Trust Chair 
Apologies 
In attendance Dr E Domanne, Consultant Dermatologist/Skin Cancer Lead (Item 3), Ms N 

Macdonald, Director of Midwifery (Item 11 and 12a), Ms M Kynaston, 
Deputy Director of Nursing & Quality (Item 12b) and Mr P Bamford, 
Director of Clinical Research (Item 23) 

Time Agenda 
No. 

Agenda item Lead Page 
No. 

Decision 
Required 

8.30 1. Welcome, apologies and Chair’s opening 
remarks (verbal) 

Interim Trust 
Chair 

For noting 

8.33 2. Declarations of Conflicts of Interest with 
agenda items (verbal) 

Interim Trust 
Chair 

For noting 

8.35 3. Service Showcase (to be presented on the day) 

9.05 4. Patient Story (to be presented on the day) 

9.15 5. Minutes of the previous meeting held on 
25th March 2025 (attached)  

Interim Trust 
Chair 

For 
approval 

9.20 6. To consider any matters arising and 
action log (attached)  

Interim Trust 
Chair 

For noting 

9.30 7. Chief Executive Officer’s Report 
(attached)  

Chief 
Executive 
Officer 

For noting 

9.40 8. Chairs Update (verbal) Interim Trust 
Chair 

For noting 

9.50 9. a) Board Assurance Framework 2025/26
(attached)

b) High Risks Report (attached)

Director of 
Governance, 
Risk & 
Improvement 

Director of 
Governance, 
Risk & 
Improvement 

For 
assurance 

For noting 

Quality of Care 
10.00 10. 2024 Patient-Led Assessment of the 

Care Environment (PLACE) Report 
(attached)  

Chief 
Finance 
Officer 

For 
decision & 
assurance 

10.10 11. Maternity Service Quarterly Update – 
Quarter 4 (attached)  

Director of 
Midwifery 

For 
assurance 

1

5 - 24

25 - 27

28 - 35

36 - 47

48 - 58

59 - 65

66 - 77
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10.20 12.* a) Bi-annual Safer Maternity and Neonatal
Staffing Report – July 2024 to December
2024 (attached)

b) Bi-annual Safer Nurse Staffing Report
- year-end establishment review and July
2024 to December 2024 (attached)

Director of 
Midwifery 

Deputy 
Director of 
Nursing & 
Quality 

For 
assurance 

For 
assurance 

10.23 13. Quarter 4 2024-2025 Mortality 
Surveillance Report (Learning from 
Deaths) (attached)  

Medical 
Director 

For 
assurance 

Comfort Break (10.33 – 10.40) 
10.40 14. Care Quality Commission (CQC) 

Improvement Plan including Well Led  
(attached)   

Director of 
Nursing & 
Quality / 
Deputy Chief 
Executive 

For 
assurance 

10.50 15. Quality & Safety Committee Chair’s 
Report – 1st May 2025 (attached) 

Non-
Executive 
Director 

For 
assurance 

Operational Performance 
10.55 16. Strategic Oversight Framework (SOF) – 

March 2025 (attached)  

Operational Performance     

Quality   

Safety  

Finance 

People 

Chief 
Operating 
Officer 

Director of 
Nursing & 
Quality 

Medical 
Director 

Chief 
Finance 
Officer 

Acting Chief 
People 
Officer  

For 
assurance 

11.10 17. Operational Management Board Chair’s 
Report – 24th April 2025 (attached)  

Chief 
Executive 
Officer 

For 
assurance 

Finance, Use of Resource and Performance 
11.15 18. Audit Committee Chair's Report – 22nd 

April 2025 (attached)  
Non-
Executive 
Director 

For 
assurance 
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102 - 143
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152 - 190

191 - 192

193 - 233

234 - 235

236 - 237
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11.20 19. Finance & Performance Committee 
Chair’s – 30th April 2025 (attached)  

Non-
Executive 
Director 

For 
assurance 

Strategic Change 
11.25 20. Equality, Diversity and Inclusion (EDI) 

Annual Report 2024/2025 (attached)   
Chief People 
Officer  

For 
assurance 

11.35 21. 2025/26 Annual plan (to follow) Chief 
Finance 
Officer 

For 
approval 

11.45 22. 2024-25 National Cost Collection (NCC) 
Pre-Submission Board Assurance Report 
(attached)  

Chief 
Finance 
Officer 

For 
approval & 
assurance 

11.55 23. a) Research & Innovation Committee
Chair’s Report – 9th May 2025 (to follow)

b) Research Update (to be presented on
the day)

Director of 
Clinical 
Research 

Director of 
Clinical 
Research 

For noting 

For noting 

12.05 24. Clinical Strategy (attached) Director of 
Strategic 
Partnerships 

For 
approval 

Leadership, Improvement Capability, Organisation Development and People 
12.15 25. People Committee Chair’s Report – 8th 

April 2025 (attached)  
Non-
Executive 
Director 

For 
assurance 

12.20 26. Fit and Proper Persons (FPPT) Report 
(attached)  

Director of 
Governance, 
Risk, and 
Improvement 

For 
assurance 

12.30 27.* Council of Governors Summary Report 
(attached)  

Director of 
Governance, 
Risk, and 
Improvement 

For noting 

Governance 
12.33 28.* Annual Committee Effectiveness Review 

2024/25:  
a) Finance and Performance (attached)
b) Audit Committee (attached)
c) Quality & Safety Committee

(attached)
d) People Committee (attached)

Director of 
Governance, 
Risk, and 
Improvement 

For 
assurance 

12.35 29.* Review of Register of Interests 
(attached)  

Director of 
Governance, 
Risk, and 
Improvement 

For 
assurance 

Items for noting 
12.33 30.* Items for noting and receipt (attached): 

Sent under separate cover: 

Minutes of Committee Meetings: 

Interim Trust 
Chair 

For noting 

3

238 - 239

240 - 260

261 - 265

266 - 306

307 - 308

309 - 312

313 - 314

315 - 323
324 - 330
331 - 339

340 - 347
348 - 361
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a) Approved minutes of the Quality & 
Safety Committee – 6th March 
2025 (attached)  

b) Approved minutes of the People 
Committee – 11th February 2025 
(attached)  

c) Approved minutes of the Finance 
& Performance Committee – 7th 
March 2025 (attached)  

d) Approved minutes of the 
Operational Management Board – 
27th February 2025 (attached)  

e) Approved minutes of the Audit 
Committee – 13th February 2025 
(attached)  

Other items: 
f) Draft Board of Directors Workplan 

2025/26 (attached) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

Other items  
12.35 31. Any Other Business (verbal) Interim Trust 

Chair 
 For noting 

12.40 32. Questions from Governors and members 
of the Public relating to items on the 
meeting agenda - Questions to be 
submitted in writing in advance of the 
meeting to: 
coch.membershipenquiriescoch@nhs.net 
by Thursday 15th May 2025 
 
Future Dates: 
29th July 2025 
30th September 2025 
25th November 2025 
27th January 2026 
31st March 2026  
 

Interim Trust 
Chair 

 For noting 

12.45 33. Closing remarks (verbal) 
 

Interim Trust 
Chair 

 For noting 

 
Next Meeting: Tuesday 29th July 2025 

*Papers are ‘for information’ unless any Board member requests a discussion 
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MINUTES OF THE PUBLIC BOARD OF DIRECTORS  

Tuesday 25th March 2025, 8.30am – 13.00pm, Boardroom – 1829 Building  
 

Members 04/06/24 30/07/24 24/09/24 26/11/24 28/01/25 25/03/25 

Trust Chair, Mr I Haythornthwaite ☑ ☑ ☑ ☑ ☑ N/A 

Interim Trust Chair, Mr N Large N/A N/A N/A N/A N/A ☑ 

Chief Executive Officer, Ms J 
Tomkinson OBE 

☑ ☑ ☑ ☑ ☑ ☑ 

Non-Executive Director, Mr D 
Williamson 

☑ ☑ ☑ ☑ ☑ ☑ 

Non-Executive Director, Mr P 
Jones 

⌧ ☑ ☑ ☑ ☑ ☑ 

Non-Executive Director, Mr M 
Guymer  

☑ ☑ ☑ ☑ ☑ ☑ 

Non-Executive Director, Mrs P 
Williams 

☑ ☑ ☑ ☑ ☑ ☑ 

Non-Executive Director, Professor 
A Hassell 

☑ ☑ ☑ ☑ ☑ ☑ 

Non-Executive Director, Mrs W 
Williams 

☑ ☑ ☑ ☑ ☑ ☑ 

Non-Executive Director, Mrs S 
Corcoran 

⌧ ☑ ☑ ☑ ☑ ☑ 

Chief Operating Officer, Ms C 
Chadwick 

☑ ☑ ☑ ☑ ☑ ☑ 

Medical Director, Dr N Scawn ☑ ☑ ☑ ☑ ☑ ☑ 

Director of Nursing & 
Quality/Deputy Chief Executive , 
Ms S Pemberton 

☑ ☑ ☑ ☑ ☑ ☑ 

Director of Strategic Partnerships, 
Mr J Develing 

☑ ☑ ⌧ ☑ ☑ ☑ 

Chief Digital & Data Officer, Mr J 
Bradley 

⌧ ☑ ☑ ☑ ☑ ☑ 

Interim Chief People Officer, Mrs 
D Herring 

⌧ ☑ ☑ ☑ N/A N/A 
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Chief Finance Officer, Mrs K 
Edge 

☑ ☑ ☑ ☑ ☑ ☑ 

Director of Governance, Risk & 
Improvement, Mrs K Wheatcroft 

☑ ☑ ☑ ☑ ☑ ☑ 

Acting Chief People Officer , Ms V 
Wilson 

N/A N/A N/A N/A ☑ ☑ 

In attendance 04/06/24 30/07/24 24/09/24 26/11/24 28/01/25 25/03/25 

Deputy Director of Governance & 
Risk, Mrs L Leadsom (Minutes) 

☑ ☑ ☑ ☑ N/A N/A 

Head of Corporate Governance, 
Mrs N Cleuvenot 

N/A N/A N/A N/A N/A ☑ 

Senior Project Administrator , Mrs 
R Butterworth (Minutes) 

N/A N/A N/A N/A ☑ N/A 

Director of Midwifery, Ms N 
Macdonald  

☑ ☑ (items 6b 
& 10) 

 
 (item 10) 

☑ 
(item 10) 

☑ 
(item 10) 

☑ 
(item 11) 

Development Non-Executive 
Director, Mr M Smith 

⌧ ☑ ⌧ N/A NA N/A 

Development Non-Executive 
Director, Mrs L Liang 

⌧ ☑ ☑ ☑ ☑ N/A 

Business Performance Manager - 
Diagnostics and Clinical Support 
Services Division, Ms. EJ Punter, 

N/A N/A N/A ☑ 
(item 3) 

N/A N/A 

Specialist Neurological 
Occupational Therapist, Ms K 
Cottrell 

N/A N/A N/A ☑ 
(item 7) 

N/A N/A 

Associate Director of Nursing – 
Corporate, Mrs S Edwards 

N/A N/A N/A ☑ 
(item 11) 

N/A N/A 

Head of Nursing – Urgent & 
Emergency Care, Mrs E Maxwell 

N/A N/A N/A ☑ 
(item 11) 

N/A N/A 

Associate Medical Director – 
Women’s and Children’s, Dr S 
Brigham  

N/A N/A N/A N/A ☑ 
(item 10) 

N/A 

Diabetes Team Lead - Dr S 
Williams  

N/A N/A N/A N/A ☑ 
(item 3) 

N/A 

LMNS SRO, Ms C McClennan via 
Microsoft Teams. 

N/A N/A N/A N/A ☑ 
(item 11) 

N/A 
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Qi & Safety Lead LMNS, Ms D 
Gould via Microsoft Teams. 

N/A N/A N/A N/A ☑ 
(item 11) 

N/A 

Freedom to Speak up Guardian, 
Mrs H Ellis 

N/A N/A N/A N/A ☑ 
(item 23) 

☑ 
(item 13) 

Lead Nurse (GI Cancer), Ms K 
Holloway  

N/A N/A N/A N/A N/A ☑ 
(item 3) 

Head of Operations for Cancer 
and Outpatients, Ms S Davies 

N/A N/A N/A N/A N/A ☑ 
(item 3) 

Clinical Nurse Specialist, Ms Z 
Hodgkinson 

N/A N/A N/A N/A N/A ☑ 
(item 3) 

Faster Diagnosis Admin Support, 
Mr B Vimalachandran 

N/A N/A N/A N/A N/A ☑ 
(item 3) 

Colorectal Consultant, Mr C 
McFaul 

N/A N/A N/A N/A N/A ☑ 
(item 3) 

Director of Pharmacy and 
Medicines Optimisation and 
Controlled Drugs Accountable 
Officer, Ms K Adams 

N/A N/A N/A N/A N/A ☑ 
(item 15) 

 
 

Formal Business 

Agenda 
Item 
Number 

Item Lead 

PB1/ 
03/25 

Welcome, apologies and Chair’s opening remarks 
 
Mr N Large (NL), the new Interim Trust Chair opened the meeting. He shared that 
there would be a formal recruitment process over the next six months to recruit a 
permanent Trust Chair. He welcomed all those in attendance including public 
observers.  

 

PB2/ 
03/25 

Declarations of Conflicts of Interest with agenda items 
 
There were no declarations of interest raised in relation to agenda items. 

 

PB3/ 
03/25 

Service Showcase – Implementing a faster diagnosis team 
  
Ms K Holloway (KH), Lead Nurse - Gastrointestinal Cancer introduced her 
colleagues in the Faster Diagnosis Team. She shared an overview of the service 
which was established two years ago and how this came to fruition following 
patient feedback. The implementation of FIT negative had seen a reduction in 
suspected cancer referrals. They have also implemented ‘straight to test’ which 
has drastically improved the pathway and demonstrated improved 28 Day Faster 
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Diagnosis Compliance (FDS) with COCH being the best in the region. The Trust 
are now achieving diagnostic imaging withing 14 days. It was highlighted that other 
Trusts are meeting with CoCH to adopt their FDS model. FDS is now being used 
across urgent and routine work to speed up the process. 
 
Mrs S Pemberton (SP), Director of Nursing Quality and Safety/ Deputy Chief 
Executive, reiterated the importance and power of listening to patient feedback and 
how exceptionally this work had been delivered. KH noted that patient experience 
surveys are going to be sent out along with patient letters once they reach the end 
of the pathway. The team is also supporting GP education. 
 
Ms J Tomkinson (JT), Chief Executive Officer, commended the team’s excellent 
work in achieving faster diagnosis. She asked if there was scope to do this in the 
follow up pathway too. KH confirmed that although this pathway is influenced by 
tertiary providers, they are indeed looking at the 31 and 62 day pathways. 
 
Mr A Hassell (AH), Non-Executive Director, said that it was good to see that there 
is communication with GPs but questioned what the team are doing to liaise with 
other departments that could benefit from their practices. KH shared that they are 
working closely with the operational teams, urology and that the breast service has 
set up a one-stop shop. However, she noted that this was not appropriate for the 
haematology service, but they had still shared ideas that might be beneficial to 
them. Ms S Davies, Head of Operations for Cancer and Outpatients, shared that 
the operational teams had received excellent leadership from KH and the team. 
 
Mr N Large (NL), Interim Trust Chair commented that one of the Trust’s objectives 
is to address population health inequalities and asked if referrals reflected this and 
if there was a way to monitor this. KH shared that they undertake an audit 
supported by the Cancer Alliance who are looking at the referral criteria and 
undertake work around health inequalities. The Cancer Alliance are also working 
with the CNS team and have already implemented adaptations to the needs of the 
population e.g. the average reading age of liver cancer patients is aged 10 and 
therefore reading materials have been adapted to this. 
 
NL asked the team members in attendance to introduce themselves and share 
their thoughts on the service. Ms S Davies Head of Operations, Ms Z Hodgkinson 
Clinical Nurse Specialist, Mr B Vimalachandran Admin Support and Mr C McFaul 
Colorectol Consultant all introduced themselves. They agreed that the work from 
the team and nursing staff has been incredible and that they are proud of the 
impact and improvement of Faster Diagnosios. 
 
The Board noted the FDS service update. 
 
The team left the meeting after this item. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PB4/ 
04/25 

Patient Story 
Mrs S Pemberton (SP), Director of Nursing and Quality/ Deputy Chief Executive, 
read out a letter from a patient. The patient had attended the rheumatology clinic 
following a chest infection that had developed into pneumonia. The patient had 
stopped taking Methotrexate during this period. When attending the clinic the 
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nurse, Alison Houdak had explained the pros and cons of taking and not continuing 
to take the medication and suggested a review in 3 months’ time. However, she 
questioned the patient further about their health, which resulted in blood tests and 
scan where they discovered temporal arthritis. The patient expressed gratitude for 
the nurse’s diligence, further questioning, pre-emptive action, excellent bedside 
manner and shared that she deserved recognition. 
 
Mr J Develing (JD), Director of Strategy and Partnerships, commented that this 
was a great example of the Trust’s approach to care. 
 
The Board noted the patient story. 

PB5/ 
03/25 

Minutes of the previous meeting held on the 28th January 2025 
 
Mr M Guymer (MG), Non-Executive Director, noted that on page 12, ‘Capital 
Improvement Programme’ should be amended to the ‘Cost Improvement 
Programme’. 
 
The minutes of the previous meeting held on the 28th January 2025 were formally 
approved as a true and accurate record of the meeting subject to the above 
amendment. 

 
 
 
 
 
 

PB6/ 
03/25 

To consider any matters arising and action log  
 
The open actions were discussed and the following updates provided. 
 
Action 30 Integrated Incidents, Complaints, Claims and Inquests Quarter 4 
2023/2:  
Work is ongoing to ascertain benchmarking data for numbers of complaints by the 
Deputy Director of Nursing and Governance. 
Mrs S Pemberton, Director of Nursing and Quality/ Deputy Chief Executive shared 
that this data could potentially be implemented into the SOF. 
Mr M Guymer, Non-Executive Director commented that benchmarking data should 
be reviewed by the Board to understand if this is feeding into improvement plans 
and being utilised effectively.  
Mrs K Wheatcroft (KW), Director of Governance, Risk and Improvement shared 
that the Finance and Performance Committee also have a focus on benchmarking 
data and that there was work ongoing on Getting It Right First Time (GIRFT). It 
was recognised that it would be important to tangibly demonstrate the co-ordination 
of the work done with benchmarking data. 
Action 42: JD representing Trust on the reset of a new collaborative and 
paper will be provided to Board to detail new governance arrangement:  
Mr J Develing, Director of Strategic Partnerships confirmed that an update on 
provider collaborative arrangements was included in the CEO report. He shared 
that there is likely to be a new provider collaborative for acute and mental health 
services and this will come to Board once concluded.  
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All other actions on the action log were closed. 
The Board noted the updates. 

PB7/ 
03/25 

Chief Executive Officer’s (CEO) Report  
 
Ms J Tomkinson, Chief Executive Officer highlighted the following from the CEO 
Report:  

• Closure of NHS England (NHSE) and integration with the Department of 
Health and Social Care. It was noted this will take time to come into effect 
but to be mindful of colleagues working in these areas and the impact of the 
planning process. 

• Change in leadership in NHS England (NHSE), to be headed by Sir James 
Mackie. JT noted that his team have an extensive history in managing 
provider organisations.  

• Appointment of Cathy Elliott as CEO of the Cheshire and Merseyside ICB. 
• CMAST Leadership Board meeting updates include options appraisal for 

configuration of catheter laboratories. COCH are keen to deliver this service.  
• Update regarding the Mental health, Learning Disability and Community 

Service collaborative. 
• Partnership work is ongoing with Cheshire and Wirral Partnership Trust with 

further collaborative opportunities being identified. 
• The Urgent and Emergency Care Department had received an 

unannounced CQC inspection between 24th and 26th February 2025 but the 
final report is yet to be received. 

• The Trust has submitted their closing statements to the Thirlwall Inquiry. 
The Trust supported the continuation of the Inquiry to ensure learning is 
shared and actions taken. The Board will be kept informed.  

 
Mrs P Williams (PW), Non-Executive Director, asked if any work had been done on 
the establishment of subsidiaries. JT shared that Sir James Mackie had been 
successful with this in a previous role. However, the Trust would require clarity on 
the role and benefits of a subsidiary before progressing this further. 
 
Mr D Williamson (DW), Non-Executive Director referred to the Pathology Target 
Operating Model (TOM) work between COCH and Wirral University Teaching 
Hospital NHS Foundation Trust and asked about the risks to this workstream. Ms C 
Chadwick (CC), Chief Operating Officer, responded that she was aware that there 
are a lot of changes within pathology with limited resources, however they are 
working on the TOM first then the One Hub with potential to use LIMS to support 
this. Mr J Bradley (JB), Director of Digital and Data, also shared that digital 
governance is in place to work with partner organisations including primary care 
providers. He reassured the Board that he and CC were working together to 
ensure effective communication with partners. 
 
Ms S Corcoran (SC), Non-Executive Director, asked if Call 4 Concern/ Martha’s 
Rule had been implemented elsewhere and what was the impact on clinical teams. 
Ms S Pemberton, Director of Nursing and Quality/ Deputy CEO shared that this 

 

10



7 

initiative has just recently been launched and not many calls have been received 
yet, nor has there been any feedback from other providers. 
 
The Board noted the contents of the report. 

PB8/ 
03/25 

Chair’s Update 
Mr N Large (NL), Interim Trust Chair delivered the Chair’s Update, acknowledging 
the organisation's challenges while commending the ongoing dedication to 
providing safe and compassionate care. He noted the positive shift in staff culture 
as evidenced by the staff survey results. 
 
NL provided an update following the informal governors' meeting last week. It has 
been decided that the Chair will hold informal monthly meetings with governors to 
gather feedback and improvement engagement and communication. Formal 
Council of Governors meetings could then be utilised better to address the needs 
of the Governors, ensuring that they feel valued and able to contribute effectively. 
Governor elections proposals are in progress and are due to be held this summer. 
 
The Board noted the Chair’s update. 

 

PB9/ 
03/25 

a) Board Assurance Framework (BAF) – Quarter 4 2024/25  
 
Mrs K Wheatcroft, Director of Governance, Risk and Improvement advised the 
Board that the BAF for Quarter 4 has been reviewed through a full review by the 
Executive Team and updates have been aligned with delivery against strategic 
objectives. 
 
The report provides an update on each risk and corresponding actions. There are 8 
risks above the appetite level, with ongoing progress and additional actions being 
taken. The aim is to reduce the risk score over time, as improvement plans are 
implemented and improvement outcomes embedded. Key actions have been 
included and will align with the Board agenda. The BAF will be rolled into 2025/26 
and does not require full re-vision. 
 
Mr D Williamson, Non-Executive Director asked if there was a missing cause 
regarding productivity under BAF 3.  Ms C Chadwick, Chief Operating Officer 
shared that productivity has improved since 2019. However, this would include all 
specialties so this could be specified in the BAF if required. 
 
Mr N Large, Interim Trust Chair queried how the medium-term financial stability is 
reflected in the BAF and suggested that the Finance and Performance Committee 
considered this. 
 
Action: Finance and Performance Committee to consider how the delivery of 
medium-term financial stability is reflected in the BAF. 
 
Regarding the delivery of NHS planning standards, NL enquired about the 
expected deliverables and the remaining challenges. CC stated that an Urgent and 
Emergency Care (UEC) improvement plan is being implemented. The action plan 
is divided into five sections, with one section designated for external partners and 
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deadlines being established. Actions are intended to be embedded by the specified 
deadlines before progressing to the next set of actions, with movement expected 
on UEC indicators. 
 
Mr D Williamson expressed his concerns about the Guardian of Safe Working 
Hours report, indicating that he did not feel assured by its content. He asked 
whether safer working hours should be incorporated as a cause under BAF 2. Dr N 
Scawn (NS), Medical Director, responded that he did not believe this should be 
included in the BAF specifically as the Trust is effectively managing the situation 
and only a small number of infringements need to be addressed. 
 
The Board of Directors:  

• approved the updates to the Board Assurance Framework at Quarter 4. 
• noted the progress in delivering the 2024/25 strategic objectives. 

 
b) High Risks Report – March 2025 
 
KW gave an overview of the high risks report and confirmed the risk management 
improvement plan is progressing to strengthen risk management across the Trust. 
The report reflects risks on Datix with a residual risk rating of 15 and above. Some 
of these risks are reflected in the BAF and some are being operationally managed. 
 
Ms S Corcoran, Non-Executive Director acknowledged that scoring accuracy has 
not been consistent yet noted significant progress. While this serves as a valuable 
management tool, further improvements are still needed. 
 
Mr P Jones (PJ), Non-Executive Director, stated that the paper is currently for 
noting and suggested it should be an assurance document. He asked about the 
timescale for it to become an assurance document. KW agreed that this should be 
convert to an assurance document, and work is ongoing with the Divisions to 
develop risk maturity. This will be accomplished over the next twelve months. 
 
The Non-Executive Directors agreed that excellent work has been done so far. 
 
Mrs P Williams, Non-Executive Director referenced the risk related to CIP targets in 
Planned Care and asked if this meant that other departments have not raised risks 
relating to this. KW confirmed that there are risks that apply across multiple 
departments, but we do not use the functionality in Datix to bring this together yet. 
 
NL asked if there should be a deadline against each action and mitigation. KW 
responded that mitigations are not fully captured on Datix and therefore this is 
being manually updated but as we strengthen the processes then this needs to be 
included. The Risk Management Committee will oversee management of risk 
updates and deadlines going forward. 
 
The Board of Directors noted the current high-level risks and the continued work 
on local risk registers to ensure these reflect the organisation’s risk profile. 

PB10/ Quarterly Report on Safe Working Hours  
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03/25 Dr N Scawn presented an overview of the responsibilities of the Guardian of Safe 
Working (GOSW) and announced that Dr. Rebecca Gale has been appointed to 
this position. The Board previously received an annual report but will now receive 
this on a quarterly basis. NS highlighted the exceptions within the report which had 
predominantly taken place in general surgery, Care of the Elderly (COTE) and 
Urology. Reviews have been undertaken in each area and mitigating actions 
implemented.  
 
The report identified that the Trust does not have a fines account. When the Trust 
commits a breach, they are typically required to pay a fine, which is subsequently 
used towards the education of junior doctors. The GOSW is aiming to resolve the 
issue this quarter. 
 
Mr D Williamson, Non-Executive Director stated that the report did not reference 
patient harm, and he sought assurance on the impact the breaches had had on 
patient safety. He also noted the issues raised about the new computer system 
and this clearly had not been implemented effectively. 
 
NS responded that the impact on patient safety can be difficult to quantify. Majority 
of breaches consist of an additional hour at the end of a shift which should not be 
the cause of any patient harm. DW asked for this to be clarified in the report in 
future. NS noted that there is still substantial learning required with the new 
computer system, and expressed optimism that this will improve over time. He also 
acknowledged that GOSW is initiating this work from scratch. 
 
Ms J Tomkinson, Chief Executive Officer noted that the breaches have not been 
associated with any recorded patient harm incidents on Datix. This is the first 
instance that the Board has received this data in this format, and it was requested 
that any significant issues be reported to the Board between the quarterly updates. 
She recommended that the implementation of fines be reviewed in light of the 
current financial climate.  
 
Mr A Hassell, Non-Executive Director commented that Urology appeared to be the 
biggest area of concern. NS confirmed that two consultants have recently been 
appointed. 
 
Ms S Corcoran, Non-Executive Director asked whether the data within the report 
correlated with Junior Doctor Survey results. NS shared that they would hope to 
see an improvement in survey results but also to note that there are compounding 
factors that influence this. He also noted that there has been a significant reduction 
in feedback from the BMA and JLNC.  
 
Mr P Jones asked if the report is for noting or assurance. NS shared that the report 
provided re-assurance and would aim to provide assurance in the next quarter. 
 
The Board noted the report. 

PB11/ 
03/25 

Maternity Services Quarterly Update – Quarter 3  
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The Chair welcomed Ms N Macdonald (NM), Director of Midwifery, to present the 
Maternity Services report. 
Key Highlights include: 

• Ongoing monitoring through the Perinatal Surveillance Tool and 
improvements in the Saving Babies’ Lives Care Bundle (SBLv3). 

• Review of serious incidents, lessons learned, and actions to enhance 
patient safety. 

• Focus on leadership visibility, staff engagement, and addressing concerns 
raised through Freedom to Speak Up (FTSU). 

• Strengthened collaboration with the Maternity and Neonatal Voices 
Partnership (MNVP) to improve service user involvement. 

• Governance structures ensuring continued oversight and reporting to the 
Trust Board. 

• The Trust has signed off on Year 6 and declared compliance against all 
Maternity Incentive Scheme (MIS) standards. 

• Good compliance with Cerner. 
• Transition to electronic patient records 
• Areas of improvement include junior staff training, smoking cessation dates, 

optimisation work and performance clarity and leadership & governance. 
 

Ms J Tomkinson, Chief Executive Officer asked if we have not formally exited 
MSSP, will we still be serving the meetings. NM confirmed that we will still have 
joint oversight with LMNS. 
Mrs P Williams, Non-Executive Director referred to the Freedom to Speak Up 
(FTSU) issue related to chronic understaffing and asked if this has been captured 
within the safer staffing report. NM shared that this is possibly a matter of 
perception and an area to address with staff. 
Ms C Chadwick, Chief Operating Officer commented on the positive progress with 
FTSU work and asked how actions will be monitored. NM confirmed this will be 
monitored by the Perinatal Improvement Board. 
Wendy Williams (WW), Non-Executive Director, asked what happens with these 
issues once the FTSU process ends. NM clarified that she would continue to report 
on FTSU issues and actions and that this was not a report from FTSU. 
Mr N Large, Interim Trust Chair asked about identifying trends and themes from 
the maternity deaths overview. NM confirmed that these are reviewed, and an 
action plan is implemented accordingly. 
 
The Chair thanked NM for her attendance and asked if the Board could provide 
any further support. NM shared that Maternity Services are very fortunate to have 
excellent support. 
The Board noted the assurance provided by the Maternity Services Quarterly 
Update. 

PB12/ 
03/25 

Care Quality Commission (CQC) Improvement Journey 
Mrs S Pemberton, Director of Nursing and Quality/ Deputy CEO delivered a 
presentation on the CQC improvement journey. The Board had previously 
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reviewed a detailed update regarding the CQC action plan. In preparation for the 
CQC engagement meeting on 5th March 2025, the Trust had compiled the 
improvement journey which was well received. It was noted that there is a new 
CQC regulatory framework which the action plan would need to be transferred to.  
 
Mr M Guymer, Non-Executive Director referred to the Finance and Performance 
slides and said that that he did not feel that financial value for money is monitored 
adequately. JT noted that the CQC had not provided any feedback following their 
value for money assessment. SP confirmed that this matter had been pursued and 
would follow up again. PW commented that the gaps in the estate’s strategy may 
align with value for money. SP confirmed that this would be included. 
Action: SP to chase up CQC for feedback on value for money assessment. 
Mr P Jones, Non-Executive Director commended the presentation and thanked SP 
for compiling such vast accomplishments so succinctly.  
Mr N Large, Interim Trust Chair noted that he had reviewed this alongside the 
recent CQC UEC feedback and requested clarification on the specific assurances 
the Board should receive and what falls within the purview of the assurance 
committees. SP acknowledged a gap in the Quality and Safety Committee but 
mentioned that efforts are ongoing to align the reporting and monitoring processes 
from sub-committees to assurance committees. 
 
Ms S Corcoran, Non-Executive Director noted that this was an impressive 
document and very useful for providing context to the progress made. However, 
she noted that it would be beneficial to include a slide detailing milestone events. 
 
The Board noted the CQC improvement journey update. 

PB13/ 
03/25 

Freedom to Speak Up  (FTSU) Update Report   
 
Ms H Ellis (HE), Freedom to Speak Up Guardian presented the FTSU update. The 
Trust has observed an increase in Freedom to Speak Up (FTSU) cases compared 
to the previous year, which HE noted may be attributed to individuals raising 
concerns at an earlier stage. 
 
There is 92.43% compliance with mandatory training modules albeit lower 
compliance in staff groups who have limited access to computers. The FTSU 
network now has 70 champions with a total of 80 colleagues having completed the 
training since January 2023. HE mentioned that there are potentially 12 additional 
colleagues interested in joining the network and emphasized the importance of 
having a large and diverse network. 
 
Mrs K Wheatcroft, Director of Governance, Risk and Improvement sought 
assurance on the diversity of the FTSU Champions. It was confirmed that there 
was good representation, although not all champions have disclosed their 
protected characteristics upon recruitment. HE also shared that there has also 
been an increase in male and international champions and that there is more 
representation across bands and workstreams now. It was noted that it would be 
good to see the posters and communication material updated to reflect this. 
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Mrs W Williams, Non-Executive Director appreciated the work involved in 
managing the Champion network. WW requested that FTSU reporting was timed to 
report to the People Committee for further discussion and analysis before reporting 
to Board. 
 
Action: Align committee workplans to enable FTSU to report to the People 
Committee then Board of Directors. 
 
WW asked what the next steps are for the FTSU service. HE shared that she 
would like more guardian hours to enable her to visit more wards and departments 
and talk to staff. 
 
Ms Cathy Chadwick, Chief Operating Officer and Executive Lead for FTSU noted 
that while HE has established the service, the perspective on FTSU should be 
adjusted to reflect that it is everyone’s responsibility. It is necessary to consider 
how Human Resources can support and enhance the skills of managers. 
 
Ms S Corcoran, Non-Executive Director asked if there was appetite for champions 
to join the NED/ Governor walkabouts. HE shared that the walkabouts were not an 
ideal opportunity for people to be truly transparent and that the FTSU network 
needs to be seen as independent to the leadership team. 
 
Ms V Wilson, Interim Chief People Officer concurred that it would be beneficial for 
the People Committee to review the FTSU report to assess the insights and 
determine any necessary actions. VW asked how we are supporting teams that are 
struggling with training compliance. HE responded that she has communicated with 
managers in these areas about how they support their staff to complete training 
and that she has previously held drop-in sessions to support training. Ultimately it 
was the manager’s responsibility to support them with access to training. 
 
Karen Edge (KE), Chief Finance Officer, joined the meeting from an urgent system call she 
had needed to attend at short notice. 
 
KW asked if there was an opportunity for a Deputy Guardian to be developed from 
the pool of FTSU Champions to provide resilience to resources and support the 
work of the FTSU Guardian, having seen this model work well elsewhere. HE 
confirmed that deputies have a role to play but should be paid for additional 
responsibilities. 
 
Mr N Large, Interim Trust Chair asked how many concerns would be expected for 
a hospital of this size. HE shared that this can vary drastically across 
organisations. NL asked WW to address FTSU benchmarking data (numbers of 
concerns and themes) through the People Committee. 
 
Action: People Committee to receive FTSU benchmarking data (number of 
concerns and themes). 
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Ms S Pemberton, Director of Nursing and Quality/ Deputy CEO reminded the 
Board that the Trust has multiple routes for raising concerns and that it maybe 
useful for other sources to be integrated with the reporting. 
 
NL noted that Staff Governors had reviewed the staff survey and observed the low 
response rate. It was suggested that this might be due to concerns about 
anonymity, indicating a need for efforts to build trust and ensure confidence in the 
survey's anonymity. 
 
The Board noted the FTSU report. 

PB14/ 
03/25 

Quality & Safety Committee Chair’s Report – 6th March 2025  
 
Mr A Hassell, Non-Executive Director presented the Quality & Safety Committee 
Chair’s report which included areas to Alert the Board to, areas where Assurance 
had been received, areas to Advise to Board and any new risks discussed. 
 
Mrs S Pemberton, Director of Nursing and Quality/ Deputy CEO commented on 
one the areas of alert regarding Hospital Acquired Pressure Ulcers. The statistics 
are not great but there has been a 15% reduction in pressure ulcers. Efforts are 
underway to enhance the availability and flow of equipment and mattresses. Body 
mapping should be conducted electronically upon admissions, and the tissue 
viability team is currently testing suitable mattresses and conducting Braden skin 
assessments. 

SP noted that compliance with MUST assessments is not sufficient and these have 
not historically been conducted in the Emergency Department (ED). Although 
waiting times in ED have improved, they remain less than ideal for proper skin 
care. The Trust has established the correct principles which need to be 
implemented in ED. SP stated that she meets with the ED team weekly to ensure 
these principles are applied. 
 
Friends and Family Tests have resumed this year and themes include waiting 
times, not being updated, cleanliness of toilets, staff attitude and parking. It was 
noted that waiting times and communication is a theme across departments. The 
PALS team conduct monthly analysis, but SP has also requested progress against 
actions each month. 
 
The Board noted the Quality and Safety Committee Chair’s report. 

 

PB15/ 
03/25 

 Self-Assessment and Designated Body Controlled Drugs Accountable Officer 
(CDAO) Improvement Framework for 2025 
 
Mrs K Adams (KA), Director of Pharmacy and Medicines Optimisation and 
Controlled Drugs Accountable Officer (CDAO) presented the Self-Assessment and 
CDAO Improvement Framework report. KA stated that the CDAO is a statutory 
appointment, and she participates in cross-intelligence networks, which supports the 
sharing of learning. As CDAO, she expressed confidence in the Trust’s compliance 
with regulations but acknowledged that there is still an opportunity for improvement. 
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Actions have already been implemented but are awaiting audit in order to asses the 
impact.  
 
Mr P Jones, Non-Executive Director queried that the response to some of the self-
assessment questions stated ‘somewhat’ and asked what the gap was between 
‘somewhat’ and ‘yes’. Mrs W Williams, Non-Executive Director concurred with this 
and asked what other audits compliment the self-assessment. KA responded that 
there is a quarterly external audit, incident data audit, ward managers and matron 
weekly and monthly audit as well as the audit conducted by KA’s team. It was noted 
that small changes could made a big difference. 
 
WW asked how the self-assessment can prove that the Trust has a uniform 
approach. KA shared that there are general themes, and these will be reported to 
the Board via the annual controlled drugs report. 
 
Ms S Corcoran, Non-Executive Director asked how induction attendance logs are 
quality assured and if people understood how this needs to be done. KA shared that 
this was reliant on staff raising concerns and knowing how to raise concerns. SC 
asked if they would be targeting other groups. KA confirmed that they would be and 
that they would also link in with FTSU. 
 
Mr A Hassell, Non-Executive Director asked what is being done to address the 
training gap. KA confirmed that they will be reviewing the medications and controlled 
drugs policy in Q1 which would determine how training is delivered. They would also 
assess other training resources and see if this aligns with our policies. 
 
Mr N Large, Interim Trust Chair noted that if this had been considered a high risk it 
would have already been alerted to the Board and thanked KA for the good report. 
 
KA left the meeting after this item. 
 
The Board noted the update. 

PB16/ 
03/25 

System Oversight Framework – February 2025 
The system oversight framework demonstrated positive assurance across all 
executive portfolios. 

 
Ms C Chadwick, Chief Operating Officer highlighted the following with regards to 
Operational Performance: 
 

• Improvements in 4-hour performance 
• Type 1 improved by 3.7% 
• Significant improvement in ambulance handover metrics 
• New SOP to reduce long waits in ED has enabled flow and had a significant 

role in reducing waiting times. 
• Non-criteria to reside (NC2R) remains high. Traction with action plan is 

required from partners. CC continues to review long stays on a weekly basis 
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and escalates where required. Majority of NC2R patient have social care 
needs. 

• Best DM01 performance in past 2 years. 
• Sustained FDS compliance 

 
Mr N Large. Interim Trust Chair asked if there is an agreed timeframe for transfer 
with partners. CC shared that they had requested data regarding social worker 
numbers and allocation to support this. NL acknowledged the difficulties of the 
current situation and inquired as to how improvements will be achieved with 
partners.  CC shared that the Local Authority have been asked to provide a 
trajectory for improvement, but the Trust have not been privy to this yet.  All actions 
are otherwise monitored through the System Oversight Group. 
 
Mrs S Pemberton, Director of Nursing and Quality/ Deputy CEO shared the 
highlights related to Nursing Quality of Care indicators.  

• Reduction in moderate and above harm incidents 
• Reduction in overall incidents in February but related to February being a 

shorter month and half term (trend generally during school holidays) 
• Reduction in CDIFF rates in February 
• Work continues to undertake baseline assessments across all wards and 

departments using the ‘Striving for Excellence’ ward accreditation 
framework 

•  Continued Trust wide focus on deconditioning work to start getting patients 
safely mobilised and sitting out and getting dressed 

• Continued Trust wide focus on patient flow 

An update had already been provided regarding hospital acquired pressure ulcers 
under Item 14. 

Dr N Scawn, Medical Director shared that the HSMR score has decreased and is 
below national ratings. A new sepsis lead has been appointed, and the Cerner 
sepsis package is ready for testing by end of this month. 

 
Mrs K Edge, Chief Finance Officer presented Finance highlights: 

• Month 11 planned deficit of £9.2m 
• Month 11 forecast reflects additional pay, industrial action and pay award 

funding  
• Risk that CIP delivery is less than assumed in forecast 
• Pay is at underspend except medical pay 
• Mitigations in place to support delivery of financial position including 

acceleration of CIP delivery 
 

Ms V Wilson, Interim Chief People Officer presented the People and 
Organisational Development highlights: 
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• Turnover continues to be below the 10% target 

• Stress and anxiety continue to be the highest cause of sickness. There will 
be a deep dive at the next People Committee. 

• Reduction in mandatory training and appraisal compliance. A local oversight 
group has been established to review renewal requirements which should 
support improvement in compliance rates. 

• CIP and variable pay controls in progress to reduce pay costs. 

 
There were no further questions. NL commended the fact that the Trust remains on 
track to deliver the financial plan despite the deficit and challenges faced. 

 
The Board of Directors noted the contents of the report. 

PB17/ 
03/25 

Operational Management Board (OMB) Chair’s Report – 27th February 2025  
 
Ms J Tomkinson, Chief Executive Officer presented the Operational Management 
Board Chair’s report which included areas to Alert the Board to, areas where 
Assurance had been received, areas to Advise to Board and any new risks 
discussed. 
 
JT highlighted the following: 
 

• OMB supported the gastroenterology business case which included 
investment in additional consultant capacity and nurse consultant with 
planned income exceeding the costs.  

• OMB supported the plastics business case which included investment in 
consultant capacity to address on call rota gaps, improve service resilience 
and reduce extra duty cost. Additional administrative hours were also 
supported to replace the on-going spend on overtime and bank. 

• OMB supported the Dexa (bone density) service business case to introduce 
a new service with the identified capital (successful NHS England bid) and 
revenue linked to the Community Diagnostic Centre plan. 

 
The Board noted the OMB Chair’s report. 

 

PB18/ 
01/25 

Audit Committee Chair’s Report – 13th February 2025  
 
Mr M Guymer, Non-Executive Director presented the Audit Committee Chair’s report 
which included areas to Alert the Board to, areas where Assurance had been 
received, areas to Advise to Board and any new risks discussed. 
 
MG shared that the committee had reviewed the draft Annual Governance 
Statement, Provider Licence compliance, Code of Governance compliance and 
Standing Financial Instructions revisions. There were no areas to alert. 
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The Board noted the Audit Committee Chair’s report. 

PB19/ 
03/25 

Finance and Performance Committee Chair’s Report – 7th March 2025  
 
Ms P Williams, Non-Executive Director presented the Finance and Performance 
Committee Chair’s report which included areas to Alert the Board to, areas where 
Assurance had been received, areas to Advise to Board and any new risks 
discussed. 
 
Acknowledgement should be given for delivering the plan despite a challenging 
deficit position. The underlying position presents challenges for the coming year. 
The achievement of the Cost Improvement Programme (CIP) remains an ongoing 
concern, indicating a need to pursue more transformational approaches. The 
Emergency Department continues to be an area for improvement. 
 
The Board noted the Finance and Performance Committee Chair’s report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

PB20/ 
03/25 

NHS Green Plan Guidance Update 
 
The report briefed the Board on refreshed net zero guidance published by NHS 
England in February 2025. 
 
The Board noted the update. 

 

PB21/ 
03/25 

People Committee Chair’s Report – 11th February 2025 
 

Mrs P Williams, Non-Executive Director had chaired the meeting and presented the 
People Chair’s report (on behalf of WW) which included areas to Alert the Board to, 
areas where Assurance had been received, areas to Advise to Board and any new 
risks discussed. 
 
No alerts had been raised, and any issues had already been discussed under the 
SOF agenda item. 
 
The Board noted the People Committee Chair’s report. 

 

PB22/ 
03/25 

Standing Financial Instructions (SFIs) Review 2025 
 
The Audit Committee had reviewed the updated SFIs and Variable Pay Policy 
(VPP). The key changes were listed in the report. 
 
The Board noted the changes and ratified the SFIs and VPP. 

 

PB23/ 
03/25 

Gender Pay Gap Report  
The paper provided an overview of the Trust’s Gender Pay Gap (GPG) report for 
2024.   It included data insights and demonstrated that the Trust understands the 
need to reduce workplace gender inequalities, promote equality and work to 
eliminate discrimination.  
The Board noted the report. 
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PB24/ 
03/25 

NHS Staff Survey 2024 – Results and High-Level Actions 
The NHS staff survey results and associate actions were shared with the Board in 
advance. 
The Trust has attained a 46% response rate, the highest in 11 years.  
 
Although the Trust remains below the average for our comparator group across all 
People Promise elements and themes, our 2024 results indicate improvement in 8 
out of 9 elements/ themes. This represents a significantly enhanced benchmarking 
position compared to the 2023 results, where we were among the lowest 
performing Trusts in 7 out of 9 elements/ themes. 
 
Ms V Wilson, Interim Chief People Officer presented a breakdown of responses to 
questions where significant improvements or significant decline had been found. 
Survey results are being evaluated per division and a big difference has been 
noted in the corporate non- clinical and clinical responses. Actions have been 
devised to tackle key areas including negative experiences with violence and 
aggression, sexual safety, supporting line managers, supporting flexible 
working/work-life balance and reducing stress, anxiety & burnout. 
 
Mrs W Williams, Non-Executive Director noted that the results are encouraging and 
highlighted the impact of the new executive team. The new leadership has 
collectively demonstrated their vision for the organization and the next steps 
include onboarding and supporting managers in adopting this new approach. WW 
acknowledged the advancements achieved in Equality, Diversity, and Inclusion 
(EDI) and emphasized the significant importance and positive impact of 
maintaining a diverse workforce. 
 
Ms S Corcoran, Non-Executive Director referred to the questions regarding 
violence &aggression and unwanted sexual behaviour and asked if this is reflective 
of a societal issue or just our organization. VW responded that this is reflective of 
the national picture and new guidance has been released which shows this is a 
widespread issue. Staff are encouraged to speak up about their concerns and 
sexual safety training was rolled out at the last Operational Management Board 
meeting. Although this remains a societal issue the Trust will continue to embed 
work practices to improve sexual safety and address violence and aggression from 
patients and public. 
Mrs S Pemberton, Director of Nursing and Quality/ Deputy CEO noted that patients 
exhibiting violent and aggressive behaviour are often those who have experienced 
long waiting times, confusion, or issues related to medication. Additionally, many 
wards require 1:1 care, which may not be a positive environment for patients. 
Violence and aggression towards staff are not tolerated; however, it is 
acknowledged that further efforts are required to address and eliminate the 
underlying causes of such behaviour. 
Mr A Hassell, Non-Executive Director asked what proportion of patients exhibiting 
this behaviour have capacity issues and SP confirmed that it is the majority. 
Mr N Large, Interim Trust Chair noted that a change in culture requires time, but 
improvements are already evident. He also acknowledged that survey results might 
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reflect historical issues. The Board’s visibility has positively contributed to shifting 
the culture and empowering management and local teams. 
 
The Board noted the 2024 staff survey results and associated actions.  

PB25/ 
03/25 

Equality Delivery System (EDS) Assessment Report 2024/25 
 
The report set out the assessment against Equality Delivery System. The 
assessment results for 2024/25 demonstrate good progress across the EDS 
framework’s 3 domains and 11 outcomes, with 10 outcomes rated as “Achieving” 
and 1 as “Developing.”  The Trust is committed to addressing these gaps through 
the development of detailed action plans aimed at improving processes, enhancing 
data collection, and ultimately improving service quality and staff experience. 
The Board noted the EDS Assessment report. 

 

PB26/ 
03/25 

Council of Governors Summary Report 
 
The report summarised the key topics presented and discussed at the last Council 
of Governors meeting in February 2025. 
 
The Board noted the Council of Governors Summary Report. 

 

PB27/ 
03/25 

Code of Governance Compliance 2024/25 
 
The report set out the Trust’s compliance with the Code of Governance. The Trust 
remains compliance with majority of the areas set out within the code. 
 
The Board noted the Code of Governance Compliance. 

 

PB28/ 
03/25 

Provider Licence Compliance 2024/25 
 
The report set out the Trust’s compliance with Provider Licence conditions. The 
assessment confirms ongoing compliance with the Provider Licence in 2024/25.  
 
The Board noted the Provider Licence Compliance. 

 

PB29/ 
03/25 

Use of Trust Seal: Renewal of Lease for Tarporley War Memorial Hospital and 
Countess of Chester Hospital 
 
The Board were asked to approve the application of the Trust Seal in retrospect. 
 
Mr D Williamson, Non-Executive Director asked how often the Trust Seal is used. It 
was confirmed that this was rare but governance arrangements around this have 
been strengthened. 
 
The Board approved the use of the Trust Seal in retrospect. 

 

PB30/ 
03/25 

Items for noting and receipt 
 
Minutes of Committee Meetings:  
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a) Approved minutes of the Quality & Safety Committee – 9th January 2025 
(attached)  

b) Approved minutes of the People Committee – 10th December 2024 
(attached)  

c) Approved minutes of the Finance & Performance Committee – 21st January 
2025 (attached)  

d) Approved minutes of the Operational Management Board – 28th November 
2024 and 23rd January 2025 (attached)  

e) Approved minutes of the Audit Committee – 15th October 2024 (attached)  
Other items: 

f) Board of Directors Workplan 2024/25 (attached) 
 

PB31/ 
03/25 

Questions from Governors and members of the Public relating to items on 
the meeting agenda  
 
The Chair invited questions from the members of public in attendance. There were 
no questions raised. 

 

PB32/ 
03/25 

Closing remarks 
 
Mr N Large, Interim Trust Chair asked if everyone was pleased with the conduct of 
the meeting. No issues were raised and the Chair thanked everyone for their 
attendance. 

 

 Date & Time of next meeting 
 
Tuesday 20th May 2025 
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Public Board of Directors Action Log 
Updated May 2025 

Action 
Number 

Meeting 
Date 

Allocated to Agenda 
Item 
Number 

Issue/Action Raised Action Details Action Update/ 
Outcome 

Due Date Status 

1 4th June 
2024 

Director of 
Nursing & 
Quality / 
Deputy Chief 
Executive and 
Director of 
Governance, 
Risk & 
Improvement 

PB9/06/2
4 

Integrated Incidents, 
Complaints, Claims 
and Inquests Quarter 
4 2023/24  - The Trust 
Chair, Mr I 
Haythornthwaite, also 
acknowledged the 
improvements to date, 
however, queried how 
the figures reported 
compare to other 
Trusts. 

Ms S Pemberton 
explained that the Trust 
needs to further 
understand the data 
being collated and 
provided to enable this 
to be benchmarked 
against other Trusts, 
noting this also links to 
the requirements for the 
targeted improvement 
for concerns. It was 
agreed this reporting 
would be discussed with 
the Director of 
Governance, Risk & 
Improvement, Mrs K 
Wheatcroft, for a future 
report. 

The Trust reports 
national data yearly to 
NHS England ( KO41) 
the data of number of 
requests. This data is 
currently being 
uploaded with a 
submission date of June 
25. The report will then
be available publicly in
August 25 and the
results will be included
in the Safety
Surveillance Committee
Paper. Previous years
the Countess of Chester
have been in the middle
of the national tables. In
2023/24 the Countess
were flagged as the
trust that had seen the
biggest reduction in
complaints. This was
due to a variety of
reasons – mainly the

Sept-25 Open 
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Action 
Number 

Meeting 
Date 

Allocated to Agenda 
Item 
Number 

Issue/Action Raised Action Details Action Update/ 
Outcome 

Due Date Status 
 

Trusts Improvement 
plan, which included the 
utilisation the PALS and 
concerns process more. 
This is turn did show an 
increase in the number 
of concerns raised and 
a deep dive of concerns 
has been completed 
and presented. 

2 26th Nov 
2024 

Director of 
Strategic 
Partnerships 

PB7/ 
11/24 

Chief Executive 
Officer’s (CEO) 
Report  
 

The Director of Strategic 
Partnerships, Mr J 
Develing, is 
representing the Trust 
on the reset of a new 
collaborative and a 
paper will be provided to 
a future Board of 
Directors meeting to 
detail the new 
governance 
arrangements. 

Updates are being 
provided through the 
CEO report.  
Further report to be 
provided following 
update to joint working 
arrangements and 
Leadership Board terms 
of reference. 
 

July-25 Open 

3 25th 

March 
2025 

Chair of 
Finance and 
Performance 
Committee/ 
Director of 
Finance 

PB9/ 
03/25 

Board Assurance 
Framework – Quarter 
4 2024/25  
 

Finance and 
Performance Committee 
to consider how the 
delivery of medium-term 
financial stability is 
reflected on the BAF. 
 

To be considered at Q1 
review. 

July-25  
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Action 
Number 

Meeting 
Date 

Allocated to Agenda 
Item 
Number 

Issue/Action Raised Action Details Action Update/ 
Outcome 

Due Date Status 
 

4 25th 

March 
2025 

Director of 
Nursing & 
Quality / 
Deputy Chief 
Executive 

PB12/ 
03/25 

Care Quality 
Commission (CQC) 
Improvement Journey 

 

SP to chase up CQC for 
feedback on value for 
money assessment 

 

   

5 25th 

March 
2025 

Chair of 
People 
Committee 

PB13/ 
03/25 

Freedom to Speak Up  
(FTSU) Update 
Report   

 

Align committee 
workplans to enable 
FTSU to report to the 
People Committee then 
Board of Directors. 

Workplans are being 
reviewed and updated 
to ensure appropriate 
timing for reporting. 

May-25 Closed 

6 25th 

March 
2025 

Chair of 
People 
Committee 

PB13/ 
03/25 

Freedom to Speak Up  
(FTSU) Update 
Report   

 

People Committee to 
receive FTSU 
benchmarking data 
(number of concerns 
and themes). 

This will be managed 
through the People 
Committee. 

May-25 Closed 

 
 

 

27



                                                                         

   

 
PUBLIC - Board of Directors 

20th May 2025 
 

Report Agenda Item  
7. 

Chief Executive Officer’s Report 
 

Purpose of the 
Report 

Decision  Ratification  Assurance  Information X 

Accountable 
Executive Jane Tomkinson OBE Chief Executive Officer 

Author(s) Karan Wheatcroft 
 

Director of Governance, Risk & 
Improvement 

Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

X 
X 
X 
X 
X 
X 
X 
X 
X 
X 

Relevant across all BAF areas. 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

 
 
X 
 
 
  

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

 
 
 
 
X  

Previous 
considerations 

Not applicable. 

Executive 
summary 

The purpose of this report is to provide an overview of the relevant local, 
regional, and national issues for consideration alongside the strategic 
objectives and wider Board agenda. 

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

Corporate Impact Assessment 
Statutory/regulatory 
requirements 

Meets the Trust compliance with Foundation Trust status. 

Risk Alignment with the Board Assurance Framework and Corporate Risk 
Register. 

Equality & Diversity Meets Equality Act 2010 duties & PSED 2 aims and does not directly 
discriminate against protected characteristics 

Communication Document to be published on the Trust’s website as part of the agenda 
pack. 
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Chief Executive Officer’s Report (May 2025) 
 
This report provides an update on local Trust matters and wider national, regional and system 
updates. 
 
1. National Updates 

NHS reform has been signalled with the dissolution of NHS England (NHSE) and an ask of 
integrated care boards (ICBs) to reduce operating costs of 50% by October of this year. This 
follows more than a decade of the NHS – via NHS England (formally, the NHS Commissioning 
Board) – having a degree of operational independence from the government following the 2012 
Health and Social Care Act reforms.  

• Headcount across both NHSE and DHSC is expected to be cut by around 50% with savings 
of circa £500 million.  

• The only clarity we have at this stage is that integrated care boards will need to reduce their 
running costs by 50% by Q3 2025/26 

• And that provider trusts will need to make further reductions in their corporate costs.   
 
The transition team have outlined the development of the new operating model which in 
summary includes: 

 
NHSE Centre and Regions 
• Transformation programme bringing together NHSE and DHSC 
• National and Model ICB work influencing regional functions 
• Clear Regional role to include direct provider oversight and strategic planning at scale 

 
Integrated Care Boards  
• Clear role as Strategic Commissioner 
• Operating costs to be within £18.76 ceiling by Q3 
• Some roles transfer to Regions, some to providers and some duplicative work to cease. But 

we must keep the show on the road during the transition 
 

Providers  
• Clear performance accountability to regions and contractual delivery accountability to ICBs 
• Provider Board accountability for performance and finance 
• Rules based, earned autonomy, freedom to operate where proven 
• Financial (productivity) incentives 
• 10 Year Plan will outline range of delivery models 

 
 
2. Regional Updates 

The Trust Board is asked to note that Mandy Nagra has been appointed as the Cheshire & 
Merseyside ICB Interim Director of Improvement. 

 
3. CMAST Leadership Board meeting 
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Key highlights to note from the March 2025 meeting of the CMAST Leadership Board include:  

• The financial deficit position of Cheshire and Merseyside and actions being taken to 
address the gap and obtain National deficit support.  

• Year end reports from CMAST workstreams: 
a. Mental Health, Learning Disability and Community services collaborative (MHLDC)  
b. Diagnostics 
c. Clinical Pathways 
d. Elective program 
e. Data and digital  

 
4. Cheshire & Merseyside Provider Collaborative (CMPC) Leadership Board meeting   

The CMPC Leadership Board met on Friday 2nd May. This was the first single provider 
collaborative meeting for Cheshire and Merseyside. A meeting where all providers joined 
together, informally, to meet as the Cheshire and Merseyside Provider Collaborative (CMPC). 
This inaugural meeting discussed several system wide issues and included Trust CEOs being 
joined by Chairs.  

The Leadership Board received an update on the work being progressed by the ICB with 
NHSE on the system’s financial plan and additional provider and ICB actions required to 
reduce current system expenditure plans to the available financial envelope. A revised plan 
had been shared with NHSE with further discussions at a regional and national level expected. 
Additional scrutiny and intervention is expected, and further control and standardisation was 
relayed as necessary. 

The Board was introduced to Mandy Nagra, who has been appointed as Cheshire and 
Merseyside System Improvement Director. Mandy commented on the amount of good work 
going on within C&M but also the need for this to be spread widely. This message was coupled 
with a wider expectation of more and continuous improvement, tough choices and delivery at 
pace. It was noted that there is an opportunity for improvement in every organisation in the 
system. 

Further areas of discussion related to a quarterly review of programme delivery and discussion 
on the work plans for each of the programmes in the year ahead. These deliverables and 
commitments are summarised in supporting information shared with meeting attendees. 

Update papers were also provided on the following areas: 

• System financial report  
• System performance update  

The Terms of Reference and Joint Working Agreement for the new Provider Collaborative are 
being developed and will be brought to the Trust Board for review and approval. 

 

5. Cheshire and Wirral Partnership NHS Foundation Trust (CWP) and Countess of Chester 
Hospital NHS Foundation Trust (COCH) Collaborative  
This local collaborative has been established to facilitate the delivery of an integrated 
community service, and other key clinically interdependent service such as psychiatric liaison 
services in the COCH Emergency department.  
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CWP are developing a new in-patient Mother and Baby Unit opening later this year and a new 
Urgent Care resource center at Upton Lea  on the Health Park campus. New clinical pathways 
will be developed to ensure seamless transfer of care as appropriate. The latter should reduce 
emergency care pressures for mental patients at the Countess of Chester Hospital.  

 
6. Employee and Team of the Month  

February: 
The Trust recognised two Employees of the Month in February, Vicky Guratsky and Jenny 
Loughnane.  They were nominated for their outstanding contribution to neonatal education and 
multidisciplinary team learning and developing and championing the ‘Neonatal Skill of the 
Week’ initiative.  Their work was recognised at the North West Neonatal Operational Delivery 
Network conference where they were awarded Conference Presentation Winners—a 
testament to the impact and innovation of this programme.                     
 
The Team of the Month for February was the Stroke Rehab Team at Ellesmere Port Hospital. 
They were nominated by a colleague with firsthand knowledge of the progress the patients 
make in their rehabilitation in the care of this team.  The staff are professional in their 
approach, approachable and friendly delivering excellent patient experience.  

 
March: 
Our Employee of the Month for March was Kevin James. Kevin is part of our Estates Team and 
has been at the Trust for over 45 years. The colleague who nominated him said, he ensures 
that our hospital is safe for patients and staff and that HSDU is operational for theatres and 
helps where he can, even on Christmas Day. His colleague went on to say that Kevin has 
become the most knowledgeable and kindest person that they have ever worked with and his 
work affects every single person on the Site. 
 
Our Team of the Month for March was our Clinical Site Coordinators team. Described as an 
exceptional team that goes above and beyond and works tirelessly to keep the hospital 
organised, efficient, and safe, allowing others to focus on their roles. The team was nominated 
because ‘without them, the hospital wouldn't function as smoothly or safely’. 
 
April: 
Our Employee of the Month for April was Bismark Adjei. Bismark is a Plastics Registrar, he 
fosters a collaborative environment by promoting kindness and respect among colleagues. He 
is also instrumental in mentoring students, which has led to numerous Hand Therapy students 
expressing interest in working within the therapies department. Bismark consistently goes 
above and beyond to provide compassionate care for our patients. 

Our Team of the Month for April was the Theatre Recovery Team. The recovery staff always 
go above and beyond for our patients, providing care, comfort and ensuring they are pain free. 
The effectiveness of the teamwork has recently been seen when members of recovery team 
supported other work to ensure the prompt transfer of patients from one area to another. 

 
7. Main Entrance Refurbishment 
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New vinyls have been installed on the main entrance doors and wall opposite Costa in the 
main entrance of the Countess of Chester Hospital. This is part of a wider upgrade to the main 
entrance which includes improvements to the lighting and signage so that it is a brighter and 
more inviting area for patients and staff. 

8. Milk Bank shortlisted for NHS Wales Sustainability Award
The North Wales Neonatal Network Donor Milk Hub (a collaboration of organisations including
The Milk Bank at Chester – which serves 60 areas across the UK) has been shortlisted for the
NHS Wales Sustainability Awards in the Sustainability Network or Community category.

They have been shortlisted for the work they have done to cut down on delivery miles since the
opening of the hub at Ysbyty Glan Clwyd in September 2024. In the five months of being open,
deliveries have reduced by 1,000 miles, reducing emissions, and making milk access faster
and more sustainable.

9. RCP Launch of Prescription for Outpatients

Dr. Theresa Barnes, in her role as Clinical Lead for Outpatients at the Royal College of 
Physicians (RCP), recently announced the launch of the Prescription for Outpatients: a 
response to Lord Darzi. This document offers key recommendations to transform outpatient 
care, making it more sustainable, patient-focused, and responsive. Collaborating with NHS 
England, the Patient’s Association, and patients themselves, Dr. Barnes is proud to contribute 
to national policy changes and improve the patient experience. The launch of this new 
document from the RCP comes ahead of the government’s 10 Year Health Plan, providing a 
meaningful opportunity to inform the new plan. 

10. RCP Launch of Prescription for Outpatients
In March 2025 we performed the first hearing implant using Sentio in an adult patient in the
North West of England. The Sentio System is a cutting-edge implant placed under the scalp for
a completely invisible and infection-free solution. This is a new technology which increases the
choice for patients who are looking for advanced hearing solutions. Again, COCH are leading
the way with new procedures that advance and improve patient care.

11. Expanding Liver Screening Services
We have been significantly expanded our liver screening service and patients are now
benefitting from the addition of a second handheld ultrasound-like device (known as a
FibroScan) and community-based clinics. The purpose of this service is to encourage people
who are less likely to go to hospital to get scanned. The focus is on individuals who could be at
a higher risk of illness with scanning and early detection. We have already tested 25% more
patients in the last year, which has cut down on GP referrals.
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We expanded scanning to our staff through our wellbeing events, with 85 staff scanned, and 
one in ten were found to potentially have previously unknown liver fibrosis and referred for 
further investigations. 

 

12. Performance Assessment Framework 
In March 2025, NHS England published a new Performance Assessment Framework for 
2025/26 with testing planned in quarter 1 and the first ‘ratings’ to be reported in July 2025. 
Integrated Care Boards (ICBs) and Provider Trusts will be evaluated against four domains: 

• operating priorities,  
• finance and productivity metrics 
• public Health and patient outcome metrics 
• quality and inequalities metrics 
Leadership capability will form part of the assessment. The framework will also assess ICBs 
against whole system performance metrics. 

 
13. NHS England Tier 

On the 6th May the Trust was notified that NHS England had assessed the Trust and placed it 
into Tier 1 for Quarter 1 2025/26 (see appended letter). We will be working with NHS England 
to understand the criteria applied and the improvements required to move from Tier 1.  
 

 
14. Board Member Appraisal Guidance 

NHS England published a new framework for Board member appraisals on the 1st April 2025. 
This includes guidance, multisource assessment forms and a summary appraisal template. 
Trust’s are expected to adopt the principles of the new guidance and we have reviewed and 
updated our 2024/25 appraisal documentation to incorporate these requirements. 
 

 
15.  Board Leadership update 

The recruitment process for a permanent Trust Chair is progressing, with interviews to take 
place in June 2025 led by our Vice Chair, Lead Governor, Governors and system 
representatives. 
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To: Jane Tomkinson 

Chief Executive Officer 

Countess of Chester Hospital NHS 

Foundation Trust  

Cc:  Cathy Chadwick 
Chief Operating Officer 
Louise Shepherd 
Regional Director (North West) 
Sam James 
Regional Chief Operating Officer 
(North West) 

 

NHS England 
Wellington House 

133-155 Waterloo Road 
London 

SE1 8UG 

6 May 2025 
 

 
Dear Jane 
 
Thanks to you and your teams, over the last three years we have all but eliminated two-year 
waits and 78 week waits whilst significantly reducing the number of patients waiting over 65 
weeks. We now however need to quickly turn our focus to meeting the constitutional 18 
week RTT standard of 92% by 2029. As of February 2025, our current performance 
nationally is 59.2%. 
 
We have set out the first step to this in 25/26 planning guidance, asking providers to deliver 
improvements to RTT performance so nationally we achieve 65% whilst also reducing the 
proportion of patients over a year to a maximum of 1% by March 2026. Alongside this, the 
expectation is that improvements in cancer performance continue against the 62-day and 28-
day Faster Diagnosis Standard (FDS) measures to 75% and 80% respectively. Whilst there 
is no formal measure around diagnostics performance, improvement in diagnostic waiting 
times and growth in activity are critical enablers to the successful delivery of the elective and 
cancer priorities.  
 
As we confirmed in the Elective Reform Plan, the tiering programme remains a core part of 
our national oversight and support infrastructure and will continue in 25/26 with a refreshed 
focus on delivering improvements in RTT and Cancer performance standards. Many 
providers have delivered significant improvements in reducing long waits in 24/25, and we 
are very grateful for all your hard work. However, we now need to shift the focus of tiering to 
the planning guidance metrics for improving both 18-week RTT and Cancer performance, 
and we know this presents different challenges for providers, particularly those with greater 
improvements to make over the year. Our approach to assessing providers for tiering in 
Quarter 1 reflects this shift. From Quarter 2 onwards, we will be using delivery against 
agreed operational plans to inform tiering review conversations for the remainder of the year.  
 
This letter confirms that following a review of elective, cancer and diagnostic performance, 
and in agreement with the regional team, Countess of Chester Hospital NHS Foundation 
Trust will be in Tier 1 for Elective for Quarter 1 of 25/26.    
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Being in Tier 1 will involve appropriately regular meetings (the frequency of which will be 
agreed with your Region) with Regional and National colleagues to discuss delivery progress 
and any required support from NHS England, including through the new national 
improvement offer(s). Performance progress will continue to be formally reviewed and 
agreed on a quarterly basis between National and Regional NHS England teams however in 
exceptional circumstances, changes to Tiering status can be made within quarters. Tiering 
status will be ratified through the new NHS England transformation Executive. Given the 
importance of the RTT standard, we are also required to report progress on tiering, as well 
as national performance against plans, to government in weekly meetings with the Secretary 
of State and regular meetings with the Prime Minister.  
 
Please share this email with your Trust Board and relevant committees and do 
email england.electivepmo@nhs.net should you have any questions. 
 
Yours sincerely, 
 

 
 
Mark Cubbon,  
National Director for Elective, Cancer and Diagnostics 
NHS England 
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PUBLIC - Board of Directors  
20th May 2025 

 
Report Agenda 

Item 9a. 
Board Assurance Framework 2025/26 

Purpose of the 
Report 

Decision  Ratification  Assurance X Information  

Accountable 
Executive 

Karan Wheatcroft 
 

Director of Governance, Risk & 
Improvement 

Author(s) Nusaiba Cleuvenot 
 

Head of Corporate Governance 

Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

X 
X 
X 
X 
X 
X 
X 
X 
X 
X 

Linked to all BAF areas. 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

X 
X 
X 
X 
X 
X 

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

X 
X 
X 
X 
X 

Previous 
considerations 

Not applicable 

Executive 
summary 

The BAF was reviewed and approved by the Board in March 2025. This 
paper provides for continued triangulation with the Board agenda. The 
quarterly review and update of the BAF will be reported to the Board in July 
2025. 
 
The BAF risks and residual risk scores are: 
 
• BAF1 - quality of care (16) 
• BAF2 - safety and harm (16) 
• BAF3 - operational planning standards (16) 
• BAF4 - workforce (15) 
• BAF5 - financial plan (16) 
• BAF6 - capital programme (15) 
• BAF7 - digital transformation and IT resilience (15) 
• BAF8 - corporate governance (12) 
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• BAF9 - system working (12) 
• BAF10 - research and innovation (12) 

Recommendations The Board of Directors is asked to note the Board Assurance Framework 
as aligned to the Board agenda and papers received. 

 
Corporate Impact Assessment 
Statutory/regulatory 
requirements 

Trust compliance with the CQC regulatory framework, Provider Licence 
and Code of Governance. 

Risk Various risks included on Board Assurance Framework (BAF) and risk 
registers. 

Equality & Diversity Meets Equality Act 2010 duties & Public Sector Equality Duty 2 aims and 
does not directly discriminate against protected characteristics. 

Communication To be issued as part of the agenda pack. 
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Framework 
2024 - 25
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LINKS TO STRATEGIC 
GOALS:

Internal sources of assurance External sources of 
assurance

Overall 
assurance level

Planned action Progress update

C1) Quality and Safety Strategy priorities.

Control Owner: Director of Nursing and Quality

- Safety Surveillance Quarterly report
- Quality and Safety Committee reports 
- Quality Governance Group via Q&S Committee
- Patient Experience Operational Group via Q&S 
Committee
- Operational Management Board

National inpatient survey 
results.
Healthwatch reports.
Internal audit reviews.
NHS Staff survey results.
CQC Inspection Outcomes.
Family and friends test results.

Partial Quality & Safety Strategy 
refresh.

Quality and Safety Strategy to be refreshed in 2024/25.
Patient and Family experience startegy to be embedded.

Action Owner:  Director of Nursing and Quality
Due date: Q4

Work commenced on overarching Quality and Safety 
Strategy refresh and update provided at the Board 
Strategy Day Feb 2025.
Patient and family experience strategy being implemented 
with local consideration of actions needed to embed. All 
areas have now implemented 6 steps for patient and 
family experience, and we are developing an approach to 
seek feedback on these steps through the family and 
friends test.
ED and UEC, and Maternity inpatient survey results 
received and share with the Board.

C2) Quality Governance Structures

Control Owner: Director of Nursing and Quality

- Consolidated CQC and Well Led Action Plan reported to 
each Board of Directors
- Quality and Safety Committee
- Quality Governance Group via Q&S Committee

Commissioner reviews of 
quality (quarterly).
CQC reports.

Acceptable Review of work plans of 
reporting sub committees/ 
groups to strengthen assurance 
coverage.

To review sub committee/ group reporting structures and 
workplans for Q&S Committee.

Action owner: Director of Nursing and Quality
Due Date: Update Q4

Full review of Quality Governance Structures completed. 
Comprehensive combined CQC action plan in place and 
progressing with updates provided to Executive Directors 
Group monthly and to each Board of Directors. Sub 
committee reporting to Quality and Safety Committee is 
now embedded from Quality Governance Group.
QGG Workplan reviewed for 2025/26. Q&S Committee 
effectiveness review in progress.

C3) Infection Prevention and Control.

Control Owner: Director of Nursing and Quality

- SOF 
- Infection, Prevention & Control Quarterly Report via Q&S 
Committee
- Quality Governance Group via Q&S Committee
- Annual Quality Account (featuring IPC section re 
objectives)

CQC reports Partial Assurance gap re cleaning 
standards.
IPC compliance assurance and 
improvements.
Infection rates are exceeding 
the expected targets.

(i) To improve compliance assurance through harms 
improvement (ecoli and cdiff), and campaigns (e.g. 
Gloves off).
(ii) To establish assurance reporting on cleaning 
standards.

Action Owner:  Director of Nursing and Quality
Due date: Quarterly updates

Harms improvement priorities agreed for 2024/25 and 
programmes progressing. Gloves off campaign 
established and successful outcomes demonstrated. 
Concerns regarding C Difficile sampling processes and 
practices, with an improvement plan in place and 
progressing. 
Good progess on joint working with the Facilities Team 
regarding cleaning standards with an update reported to 
Quality and Safety Committee in November 2024. 
Improvement priorities being developed for 2025/26.

C4) CQC regulatory compliance

Control Owner: Director of Nursing and Quality

- Consolidated CQC and Well Led Action Plan reported to 
each Board of Directors
- Quality and Safety Committee
- Quality Governance Group via Q&S Committee
- Ward accreditation reporting via Q&S

Commissioner reviews of 
quality (quarterly).
CQC reports.

Acceptable To deliver the programme of ward accreditation across 
the Trust.

Action owner: Director of Nursing and Quality
Due date: Complete

Good progress with new ward accreditation programme 
roll out, with all wards planned to be completed in 2024/25 
and a full report to the Board of Directors at the end of Q4. 
Update provided at the Board Strategy Day Feb 2025.

C1) Safety priorities.

Control Owner: Medical Director

- SOF
- Quality Governance Group via Quality and Safety 
Committee  

CQC Inspection Outcomes Partial Delivery of quality improvement 
outcomes.

To deliver harms improvement programme outcomes.

Action owner: Medical Director
Due date: Quarterly updates

Reviewed 23/24 acheivements, and revised programme 
for 24/25. Continued updates to Quality Governance 
Group and presentations through Harms Improvement 
Oversight meeting.

C3) Organisational learning 

Control Owner: Medical Director/ Director of Governance Risk and 
Improvement

- Safety Surveillance Quarterly report
- Quarterly Mortality report via Q&S Committee
- Quality Governance Group via Q&S Committee

Partial Organisational Learning Policy 
and embedding of approach.

The production of an Organisational Learning Policy, 
including range of activity, forums and reporting.

Action Owner:  Director of Governance, Risk and 
Improvement
Due date: Q4

The Trust has developed a range of organisational 
learning through PSIRF, learning from deaths, national 
inquiries, clinical audit, patient safety summits etc. The 
policy is being developed to capture all these 
opportunities, and consider how sharing of learning can 
continue to be maximised. Early draft shared with Deputy 
Medical and Nursing Directors for feedback (Jan 25).

C4) Review of deaths

Control Owner: Medical Director

- Quarterly Learning from Deaths report and annual 
mortality report via Q&S Committee
- Quality and Safety Committee  
- Quality Governance Group  via Q&S Committee

Telstra Health (Dr Foster) 
benchmarking

Partial Continued improvement to learning from deaths reporting 

Action Owner:  Medical Director 
Due date: Quarterly updates 

Work ongoing to develop improved reporting 

C5) Development and implementation of Clinical Strategy

Control Owner: Medical Director

Partial Refresh of the Clinical Strategy 
aligned to the Trust Strategy.

The Medical Director will work closely with the Director of 
Strategic Partnerships and Clinical leaders to ensure the 
Clinical Strategy is aligned to the Trust Strategy and 
reflective of the new clinically led divisional infrastructure.

Action owner: Medical Director                                              
Due Date: Q4

Discussions with the Clinical Directors and Divisional leads 
has taken place. Strategy days took place with Clinical 
Leads in October and December 2024 to drive forward the 
development of the Clinical Strategy. Specialty proposals 
were developed to support this and quarterly clinical leads 
strategy days planned to drive this forward. Clinical 
strategy update to Board (Jan 25). Further Clinical Leads 
day planned March 2025.

C6) Mental Health review 

Control Owner: Director of Strategy and Partnerships 

CEO Report to Board. Mental Health, Learning 
Disability and Communuty 
collaborative updates

Partial Education and training in 
mental health awareness and 
mental health first aid training.
An understanding of the roles 
and responsibilites of a 136 
place of safety and continuity of 
care when handing over 
between acute and mental 
services.

Action Plan developed including reintroducing the mental 
health collaboative between CWP and the Trust for 
liasion psychiatry services, with an aim to reduce delays in 
the process for people with MH crisis in ED, and 
supporting Children and Young People with Mental 
Health needs in an Acute Paediatric Setting.

Action owner: Director of Strategy and Partnerships                                           
Due Date: Quarterly updates

Ligature risk well embedded in A&E and being rolled out 
across ward areas. Plan in place for every patient to have 
a safegaurding risk assement. Workplan for 2024/25 
developed.
Mental Health review has been completed by a member 
of the psychiatrict liaison service on secondment from 
CWP for 6 weeks. An interim report was reviewed at EDG 
in December and further update including action plan 
expected March 2025.  

Inherent risk 
score
(C x L)

Gaps in Control / Assurance
(Identified weaknesses in 

current management 
arrangements/  how we assure 

ourselves - or not enough 
information or lack of scrutiny

SG1: Patient and Family Experience; SG:3 Leadership; 

Target risk 
score

9

Risk Theme: Quality & Patient Experience

BAF1
Failure to maintain quality of 
care would result in poorer 
patient & family experience

Executive Risk Lead:
Director of Nursing and Quality

Assurance Committee:
Quality and Safety Committee

Last Update: 
March 2025

Causes:
- Longer patient waiting lists 
- Inconsistent compliance with 
standards
- Emergency Department capacity not 
supportive of the high volume of 
patients presenting to the Emergency 
Department.                                                  
- Lack of clinical engagement..            

Consequences:
- Quality of care
- Unintended harm
- Poor patient experience
- Regulatory compliance

RISK APPETITE: CAUTIOUS - Upper tolerance limit 9

4 x 5 = 20 4 x 4 = 16 Mar-25NO

ActionsBoard Assurance
(The mechanisms we know the controls are working - reports, scrutiny meetings, committees, internal & 

external audits and reviews)

Residual risk 
score
(C x L)

Estimated date 
of achievement 
of target score

Within risk 
tolerance?

Risk description & 
information

Causes & consequences Key controls 
(Actions taken to manage the risk)

9 Mar-25BAF2
Failure to maintain safety and 
prevent harm would result in 
poorer patient care and 
outcomes

Executive Risk Lead:
Medical Director

Assurance Committee:
Quality and Safety Committee

Last Update:
March 2025

Causes:
- Longer patient waiting lists.
- Underdeveloped partnership 
working arrangements to support 
clinical strategy delivery.                                                              
- Lack of reciprocal engagement in 
the wider health system (including 
ICB, Place).
- Need to review of mental health 
service provision in A&E and across 
all Trust sites  

Consequences:
- unintended harm
- Extended length of stay
- De-conditioning of patients

4x 5 = 20 4 x 4 = 16 NO
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LINKS TO STRATEGIC 
GOALS:

Internal sources of assurance External sources of 
assurance

Overall 
assurance level

Planned action Progress update

C1) Annual plan with clear activity and 
performance reporting against 
trajectories and focussed improvement 
plans as required.

Control Owner: Chief Operating 
Officer

- System Oversight Framework to 
Board  (each meeting), including 
enhanced reporting on RTT.
- Finance and Performance 
Committee
- Divisional Performance via 
Operational Management Board
- Operations and Performance 
Executive Led Group via OMB
- Quarterly Divisional Performance 
Reviews
- Bi-weekly patient flow meetings.       

North West performance report 
overseen by ICB.
Contract review meetings.
System Oversight Group.

Partial Management of flow, consistent 
application of discharge 
requirements and significant NC2R 
patients requiring wider system 
response.

UTC/ SDEC restricted opening 
hours.

(i) ED - Whole system approach to hospital avoidance 
and supported primary care function.  Continued focus at 
SOG.

(ii) ED - Continued MADE (weekly)  super MADE (bi-
monthly) multidisciplinary discharge events.
                                                                                                                                                                                                  
(iii) Explore options to extend Same Day Emergency Care 
Unit opening hours. 

(iv) Flow improvement plan integrated with UEC 
imporvement plan to drive forward clear priority actions 
and assess the impact. 

Action Owner:  Chief Operating Officer
Due date: Quarterly updates

The Trust continues to meet the long waiting 
RTT targets and the reduction in suspected 
long waiting cancer patients. 
Access to UEC services remains as above and 
is challenged due to high ED attendances and 
lack of progress with the reduction of patients 
that no longer have the criteria to reside. There 
is a full UEC improvement programme in 
progress with improved metrics of 12 hour 
DTAs, ambulance handover delays  and time to 
triage. The Trust continue to work with the wider 
systems and local authorities to enable an 
improved number of complex discharges. 
The Trust continues to explore options to 
extend SDEC opening hours.
Flow improvement plan being aligned with UEC 
improvement plan to ensure clear priorities and 
a focus on assessing the impact of the actions 
taken.
Final operational planning guidance for 2025/26 
published and activity planning underway with 
finance and workforce.

C2 Performance management 
framework and Governance Structure

Control Owner: Chief Operating 
Officer

- System Oversight Framework to 
Board  (each meeting), including 
enhanced reporting on RTT.
- Finance and Performance 
Committee - including System 
Oversight Framework
- Divisional Performance via 
Operational Management Board
- Operations and Performance 
Executive Led Group via Finance and 
Performance Committee  
- Quarterly Divisional Performance 
Reviews     

Acceptable Some gaps in validation (non RTT) 
and data quality issues remain.

Increased focus on Non RTT follow up data quality, 
clinical validation and delivery

Action Owner:  Chief Operating Officer
Due date: Quarterly updates

CMAST resources secured and have supported 
validation. Continue to focus on non RTT follow 
up and progressing opportunity to use AI 
solution at final stages for EDG sign off March 
2025.

12 Mar-25BAF3
Inability to deliver  operational 
planning standards, inability to 
address the backlog of patients 
waiting could result in poorer 
patient outcomes,  and result in 
financial consequences to the 
Trust.

Executive Risk Lead:
Chief Operating Officer 

Assurance Committee:
Finance and Performance 
Committee

Last Update:
March 2025

Cause:
- Unable to meet the demand for 
services within available resources
- Increased demand in suspected 
cancer referrals and ED attendances
- Increased number of patients that do 
not meet the criteria to reside

Consequences:
- Increased patient waits for access to 
services impacting on patient safety, 
potential harm and patient 
experience.
- Failure to meet key targets and 
regulatory requirements in some 
areas
- Sub-optimal service provision 
- Increased ambulance handover 
delays
- Potential increase in complaints from 
family, friends and carers.

4 x 5 = 20 4 x 4 = 16 NO

Risk Theme: Operational Effectiveness

RISK APPETITE: OPEN - Upper tolerance limit 12

SG4: Adding Value

Risk description & 
information

Causes & consequences Inherent risk 
score
(C x L)

Key controls Board Assurance Residual risk 
score
(C x L)

Within risk 
tolerance?

Gaps in Control / Assurance Actions Target risk 
score

Estimated date 
of achievement 
of target score
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LINKS TO STRATEGIC 
GOALS:

Internal sources of assurance External sources of 
assurance

Overall 
assurance level

Planned action Progress update

Enhanced workforce controls required, 
including vacancy control measures, and 
pay controls aligned to system oversight 
expectations.
Lack of digital workforce systems, 
processes and reporting.

(i) Establish and embed enhanced vacancy control 
measures aligned to ICS headcount expectations.

(ii) Continue to explore and progress digital systems

Action owner: Chief People Officer
Due date: Quarterly updates

Executive led vacancy control group including variable 
pay measures established in Q1. Pay Control Goup in 
place. 
Plan being developed to roll out e'rostering for AfC 
staff to commence feb 2025. Medical e'rostering 
procurement underway with demos planned Jan 2025 
and implementation Q1 25/26.

Workforce plan underpinned by 
professional group workforce reviews and 
plans.

Professional group workforce plans to be developed and 
reviewed.

Action Owner:  Chief People Officer
Due date: Quarterly updates

Review of nurse staffing complete and actions agreed. 
Workforce planning session at People Committee and 
Board development day in October 2024. Workforce 
planning will need to be aligned to 2025/26 operational 
planning as well as the Clinical Strategy.
Band 2/3 and apprenticeships work continuing to 
progress. 

Staff survey action plan delivery and 
assurance on delivery of Divisional action 
plans.

Delivery of staff survey action plan including listening 
channels, respect and civility work, and engagement 
strategy.

Action Owner:  Chief People Officer
Due date: Quarterly updates

Civility statement developed through wide 
engagement, approved by the Board (May 24). And 
rolled out.
New staff survey launched along with a you said we 
did timeline. Current focus includes zero tolerance and 
tackling poor behaviours.
High level staff survey results 2024 received and  
development of action plans (March 2025).

Clear and comprehensive wellbeing offer. Improving the Trust wellbeing offer.

Action Owner:  Chief People Officer
Due date: Quarterly updates

Staff hub opened (Q1) and wellbeing offer developing 
to include physical, mental and financial. Continuing to 
understand the wellbeing needs within the Trust and 
improve specific wellbeing support. Focus is also on 
the underlying challenges and improving working 
arrangements.

C3) Equality, Diversity and Inclusion

Control Owner: Chief People Officer

- Staff survey  
- WRES/WDES Reports via POD
- CPO report to People Committee

NHS staff survey results.
WRES/ WDES.

Partial Well established staff networks and 
feedback.
Poor experience.
Diversity of workforce at all levels.
Lack of clear metrics for improvement.

(i) Establish and develop staff networks.

Action Owner:  Chief People Officer
Due date: Complete

(ii) Data analysis to understand postion and set 
improvement targets.

Action Owner:  Chief People Officer
Due date: Q4 2024/25

Executive leads identified for staff networks and initial 
meetings taking place.New EDI lead appointed and 
active work being done across the networks. EDI also 
a key part of the strategy, staff survey, wellbeing, and 
development plans.
Data analysis being undertaken to understand position 
and set future improvement targets.
Additional specialist resource to be used in Q4 to 
support development of an integrated EDI action plan.

Delivery of talent and succession 
planning including scope for growth.

Delivery of talent and succession planning including roll out 
of Scope for Growth.

Action Owner:  Chief People Officer
Due date: Quarterly updates

New appraisal framework developed and being used 
for appraisals.
Reviewing use of talent conversations.
Board level succession plan being further developed 
and return made to NHS Leadership Academy Q3.

Enhanced onboarding process and 
experience.

Redesign of onboarding processes and improve experience.

Action Owner:  Chief People Officer
Due date: Complete

Onboarding welcome event improved for all staff 
groups.
Evaluation of event ongoing to look at further 
opportunity to enhance. Also improving TRAC 
experience for candidates (Q2 25/26).

C5) Education and Development, including leadership and 
management capabilities

Control Owner:  Chief People Officer

- L&D Reports via POD
- Guardian of Safe Working reports
- GMC survey via POD
- Preceptorship survey via POD

NHS Staff survey results.
GMC Survey results
Preceptorship survey results

Acceptable Training needs analysis.
Delivery of leadership and management 
development.

Leadership and management programmes to be rolled out at 
all levels. Training needs analysis to be developed following 
appraisals.

Action Owner:  Chief People Officer
Due date: Q4 2024/25

Leadership framework established and programmes 
rolled out for clinical leaders, aspiring leaders (band 2-
4) and lead managers. Basic skills for manager 
training  developed for all managers and update on 
outline programme provided through People 
Committee, with launch in Q1 25/26.
Training needs analysis to be progressed (Q2 25/26).

Annual plan submitted to ICS. NO 12 Mar-25

C2) Staff experience, engagement, morale and culture

Control Owner: Chief People Officer

- SOF
- Workforce dashboard/ SOF via POD
- GMC Survey via POD
- Preceptorship survey via POD
- Staff survey action plan updates and 
Pulse surveys via POD
- FTSU Bi-annual update and via 
POD
- Quarterly employer relations report 
via POD

NHS Staff Survey results Partial

C4) Recruitment and Retention

Control Owner:  Chief People Officer

- SOF
- Workforce dashboard/ SOF via POD

Acceptable

Partial 5 x 3 = 15BAF4
Challenges in ensuring a high 
quality, engaged, diverse and 
inclusive workforce would 
affect our ability to deliver 
patient care.

Executive Risk Lead:
Chief People Officer 

Assurance Committee:
People and Organisation 
Development Committee

Last Update: 
March 2025

Causes
- Poor staff morale
- Staff burn-out
- Lack of health and wellbeing 
support
- Increased pressures in the hospital
- External scrutiny
- Failure to engage staff, listen to 
feedback and act
- lack of effective systems and 
processes

Consequences
- Loss of goodwill and staff 
engagement
- Short term sickness absence
- Turnover hotspots
- A deterioration in the physical and 
mental wellbeing of our workforce 
- Increased bank/ temp staff hours
- Erosion of skills and knowledge
- Reduced leadership capacity and 
capability

5 x 4 = 20 C1)  Workforce Plan

Control Owner: Chief People Officer

- System Oversight Framework Report 
(bi-monthly)
- Staffing monitored via Strategic 
Workforce Group and chair's report to 
People and Organisation 
Development Committee 

Risk Theme: Workforce

RISK APPETITE: OPEN - Upper tolerance limit 12

SG2: People and Culture  

Risk description & 
information

Causes & consequences Inherent risk 
score
(I x L)

Key controls Board Assurance Residual 
risk score

(I x L)

Within risk 
tolerance?

Gaps in Control / Assurance Actions Target risk 
score

Estimated date 
of achievement 
of target score
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LINKS TO STRATEGIC 
GOALS:

Internal sources of assurance External sources of 
assurance

Overall 
assurance level

Planned action Progress update

C1) Finance Strategy and underlying sustainability

Control Owner:  Chief Finance Officer

- Trust board report (monthly)
- Finance & Performance Committee                     
- Divisional Boards via Operational Management 
Board (Monthly)
- Capital Steering Group via F&P Committee 
(Monthly)
- Operational Performance Executive Led Group 
reporting to OMB

System Financial Plan
ICB submissions
ICB monthly expenditure 
controls group
NHSE monitoring returns  

Partial Long term financial plan aligned to 
strategy.
Sustainable plan for C&M under 
development.

A more detailed 5 year financial plan is in the process of being 
prepared.

Action Owner: Chief Finance Officer
Due date: Quarterly updates

Conclusion of 2024/25 annual planning process (June 
2024). Development of deficit drivers underway. 
Revisited PWC action plan and HfMA financial control 
checklist, reported to F&P Committee and prioritised 
action plan will continue to be reported. Financial 
strategy will need to align with the emerging clinical 
strategy and people strategy. Initial consideration of 
financial strategy at F&P Committee and Board strategy 
day (Feb 25).

C2) Annual Budget and systems of budgetary control

Control Owner: Chief Finance Officer

- Financial Plan (approved)
- Finance Report to Board
- F&P Committee
- Forecast processes and reporting within finance 
reports

Financial Plan
ICB submissions
Internal Audit reviews
Weekly FICC returns to the 
ICB (via FICC) including 
forecasting

Partial Uncertainty of impact and funding for the 
pay award.

Continue to work with the C&M ICB.

Action Owner: Chief Finance Officer
Due date: Quarterly updates

Ongoing discussions with the ICB and NHSE CFOs re 
Inquiry funding. NHSE review of impact of the pay 
aware funding has been completed and position agreed 
however no further funding will be provided. 
Formal confirmation of Inquiry funding received (Jan 
2025). 25/26 position being reviewed.
25/26 planning guidance introduces uncertainty and 
increased risk over ERF/ funding flows and system 
funding. Continued discussion with the ICB for 25/26 
contract value (Q1).

C3) Cost Improvement Programme including Quality Impact Assessments

Control Owner:  Chief Finance Officer

CIP delivery group reporting to F&P.
F&P Committee

Financial Plan
NHSE Template
FICC returns to the ICB (via 
PWC)

Partial Delivery phase of CIP Programme, low 
levels of maturity and to be underpinned by 
productivity expectations.
Slippage and risk in converting CIP 
opportunities to identified schemes.

Development of schemes and further movement of 
opportunities into identified schemes which can be transacted. 

Action Owner: Chief Finance Officer
Due date: Quarterly updates

Workstreams identified and Executive Leads assigned. 
Workshop held in April 2024 to engage teams and 
agree next steps. CIP Delivery Group established with 
CEO as Chair, and reporting into F&P Committee. 
Workstreams reporting into EDG, with scheme maturity 
levels moving positively.
Consideration of acceleration of CIP opportunities 
supported by the Continuous Improvement Team.
Additional financial control measures being 
implemented and EDG working with Divisions to 
implement these. Action complete for 24/25 and focus 
on 25/26.
CIP planning for 25/26 commenced with workshop Jan 
25. CIP structured agreed, opportunities identifed and 
residual gap. Further development of programme 
underway through EDG. National benchmarking/ 
productivity assessment under review for additional 
opportunities.

C1) Robust governance arrangements for Capital Management.

Control Owner:  Chief Finance Officer

- Finance and Performance Committee reporting 
to Board.
- Capital Management Group via F&P 
Committee

ICB returns ACCEPTABLE Uncertainty of the ICS approach to capital, 
estates strategy and capital prioritisation 
process.

Engagement in ICS Estates Strategy development.

Action Owner: Chief Finance Officer
Due date: Quarterly updates

Member of efficiency at scale workstream overseeing 
system estates work.

C2) Management of new Women's and Children's Build

Control Owner: Chief Finance Officer

W&C Project board governance  - monthly risk 
review undertaken and assurance report 
provided to Project Board with escalations to 
Board of Directors via Finance and Performance 
Committee.         

Acceptable

C3) Capital planning and prioritisation

Control Owner: Chief Finance Officer

Quarterly update to the Finance and 
Performance Committee.
Estates Strategy.

Partial Exploring opportunities for contingency and 
system capital funding,

Continue to explore opportunities for system capital

Action Owner: Chief Finance Officer
Due date: Quarterly updates

Capital allocation confirmed and prioritised plan in place 
for 2024/25.
Successful bid for £7.5m national capital to support ED/ 
UEC improvements with completion expected early 
25/26..
TIF bid submitted to support elective capacity (Dec 24) 
and outcome awaited but preparatory work underway.
25/25 capital planning underway. Prioritisation meeting 
held Feb 25 with BAU allocation and contingency 
proposal. 

C4) Estates strategy

Control Owner: Chief Finance Officer

- Health and Safety Committee reports via 
Finance and Performance Committee.
- Capital Management Group via F&P 
Committee

Six Facet Survey.
Regulatory and statutory 
assurance received ad hoc 
(e.g. fire safety, H&S etc).

Partial RAAC remediation plan .Risk and 
management of RAAC is guided by the 
most up to date professional guidance as 
issued by NHSE 

RAAC failsafe works to continue with expected completion 
now at the end January 2025.

Action Owner: Chief Finance Officer
Due date: Quarterly updates

At end of January 2024 Regional RAAC Board agreed 
additional funds to support the remaining failsafe works 
to the existing building, with advance of £2m to support 
the development options to re-provide bed capacity. 
New contractor has commenced failsafe works in July 
2024. Additional funding agreed to support increased 
costs. Annual assessment completed Jan 2025. No 
further exceptional work required, with failsafe and 
inspections to continue until decant.

BAF6
Inability to achieve the capital 
programme within a 
challenging and uncertain 
operating environment and 
deliver an Estates Strategy that 
supports the provision of our 
services

Executive Risk Lead:
Chief Finance Officer 

Board Committee:
Finance and Performance 
Committee

Last Update:
Jan 2025

5 x 4 = 20 5 x 3 = 15 NO

Mar-25

12

12BAF5
Failure to deliver financial plan 
and underlying financial 
position  could impact long 
term financial sustainability for 
the Trust and system partners.

Executive Risk Lead:
Chief Finance Officer

Board Committee:
Finance and Performance 
Committee

Last Update:
March 2025

Cause:  
The Trust operates in an increasingly challenging financial 
environment in line with the national position for acute 
providers. 
This is driven by:              
- Increase in non elective activity delivered at premium 
costs;                                                                            
 - High numbers of medically optimised and delayed 
transfers of care for which costs are not fully reimbursed;                                                                     
- Costs associated with medical and nurse agency usage;  
- The Trust, as part of the Cheshire & Merseyside system 
has agreed a planned deficit for 2024/25. This is dependant 
on the Trust delivering efficiency savings of 5% whilst not 
investing in any further developments.                                                                                   
 - Identification and delivery of recurrent Cost Improvement 
Plan (CIP)    
 - Return to Payment by Results (PbR) for elective and 
outpatient activity and block funding for non-elective activity 
alongside activity target requirements and potential 
clawback of income through Elective Recovery Fund (ERF) 
if activity targets are not delivered         
- Lack of internally generated Capital resource

Impact:  
- The Trust is unable to achieve a sustainable financial 
balance & achievement of recurrent efficiencies & deliver its 
strategic objectives. This will result in the requirement to 
borrow cash from DHSSC (with a cost associated with 
borrowing cash) 
- Inability to maintain safe and effective local services.                                     
- Increased external scrutiny from NHSE and Integrated 
Care Board (ICB)                                                                 
- The Trust's inability to deliver financially would also impact 
on the  financial position of the Cheshire & Merseyside 
System.

4 x 4 = 16 4 x 4 = 16 NO

Causes
- Implications of ICS capital envelope with undetermined 
ICB estates strategy and capital prioritisation process
- Ageing estate and challenging backlog maintenance risks
- Womens and Childrens building major capital scheme
- limited development opportunities due to space constraints

Consequences
- Impact on delivery of capital plan
- insufficient progress on backlog maintenance
- Inability to invest in innovations not currently identified in 
the Trust’s five year financial plan
- Having to re-prioritise the programme if an unidentified 
need arises
- Disruption to operational services during a complex capital 
programme

Jul-25

Risk Theme: Finance & Capital

RISK APPETITE: OPEN - Upper tolerance limit 12

SG4:  Adding Value

Risk description & 
information

Causes & consequences Inherent risk 
score
(I x L)

Key controls Board Assurance Residual 
risk score

(I x L)

Within risk 
tolerance?

Gaps in Control / Assurance Actions Target risk 
score

Estimated date of 
achievement of 

target score
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LINKS TO STRATEGIC 
GOALS:

Internal sources of assurance External sources of 
assurance

Overall 
assurance level

Planned action Progress update

C1)Digital and Data Strategy which aligns with ICB and National 
expectations

Control Owner:  Chief Digital & Data Officer

Updates into FnP via Digital Strategic 
Programme Update

MIAA Digital strategy audit (Jan-
Mar 25)

Partial Strategy refresh required with regular 
consolidated reporting to F&P Committee.
Green policy is being updated in 2025 - Digital 
& Data Services are represented at the anchor 
institution steering group

(i) Refresh Digital and Data Strategy informed by 
National digital maturity assessment.
Action Owner: Chief Digital and Data Officer
Due date: Quarterly update

(ii) MIAA to conduct audit of Digital and Data Strategy.
Action Owner: Chief Digital and Data Officer
Due date: Q1 25/26

Microsoft Co-pilot trial is being developed with 
access to 500 licenses.
MIAA strategy audit Q4 2025
Ambient voice solutions are currently being 
reviewed with view to pilot in Q1 25/26

(i) SIRO Report to be developed

Action Owner: Chief Digital and Data Officer
Due date: Complete

SIRO report developed and submitted to F&P 
Committee (Completed). 
Creation of new AI steering group – regular 
meetings now taking place (Completed)

(ii) DSPT and Cyber Assurance Framework (CAF) 
initial audit evidence to be submitted December 2024
Action Owner: Chief Digital and Data Officer
Due date: June 2025

DSPT/CAF audit report expected by end of March 
25.

(iii) Deliver plan to maintain infrastructure health
Action Owner: Chief Digital and Data Officer
Due date: Quarterly update

SAN order completed and delivery expected in 
Mar 25
New air conditioning system to come online in 
March 25

(iV) Deliver plan Cyber Security protection plan
                                                                                        
(V) Targeted action on Information Asset Owners 
process including business continuity plans and their 
party supplier management 

Action Owner: Chief Digital and Data Officer
Due date: Quarterly update      

Complete Lessons learnt review following recent 
regional Cyber attacks (Q4 24//25)
New SIEM solution has been ordered - following 
successful funding bid.

Develop and deploy data quality framework with 
enhanced assurance reporting.

Action Owner: Chief Digital and Data Officer
Due date: Quarterly update

Annual report to F&P Committee (Nov 2024).
Data Hub will launch in Jan 2025
Data Quality Assurance Mark (DQAM) - resource 
prioritisation within Data and Analytics team is 
under way Feb 2025 

Adopt NCF Framework for internal reporting

Action Owner: Chief Digital and Data Officer
Due date: Quarterly update

National Competency Framework (NCF) 
workstreams in progress to support recruitment, 
retention and professional development within 
Analytics team

C5) Digital and Data workforce plan ensuring, 
professionalisation, capacity, capability, and sustainability

Control Owner: Chief Digital & Data Officer

- National digital workforce 
survey (reported via F&P 
Committee)

Partial Fit for the future workforce plan. Workforce plan review, including data scientist 
capabilities.

Target acheivement of DSDN Level 3 accreditation. 
(April 2025)

Action Owner: Chief Digital and Data Officer
Due date: Quarterly update

Regional digital workforce plan in development,
Data science development plan in place. 
C&M EPR resourcing plan in development. 
Digital SDN (Skills Development Network) level 3 
accreditation initial assessment Jan/Feb 2025.  
Full assessment on 1st April 25

BAF7
Failure to deliver 
transformative digital and data 
solutions and performant, 
secure and resilient 
infrastructure could impact on 
patient and staff experience 
and organisational productivity.

Executive Risk Lead:
Chief Digital & Data Officer

Assurance Committee:
Finance and Performance

Last Update:
March 2025

Cause:
- Failure to review and adopt innovative 
solutions to deliver value added digital 
transformation - impacting ability to support 
CoCH, ICB and NHSE strategies 
(Consequence C1)
- Failure to invest sufficiently in secure 
digital infrastructure, systems, service and 
data to enable safe, effective clinical 
patient care and business operations 
(Consequence C1, C2) 
- Increasing risk profile with more attacks 
evident, including ransomware and 
phishing. (Consequence C3)
- Failure to identify, develop and maintain 
the required Digital & Data Services people 
capability (internal plus partnerships/third 
parties) (Consequence C4)
- Failure to adequately train Trust wide staff 
in cyber security awareness (Consequence 
C5)
-Failure to adaquately assess the quality of 
data within the Trust digital clinical systems 
(Consequence C6)
- Increasing support and licence costs for 
key systems (Consequence C7)

Consequence:
C1-Trust will be reliant on systems that are 
not fit for purpose which will impact 
productivity and consequently service 
quality/patient experience - the Trust will 
not be able to adopt innovative solutions.
C2- Insecurities within the systems and 
infrastructure with vulnerabilities that could 
be exploited through a cyber-attack.
C3 - Data loss and regulatory sanctions if 
personal data is lost
C4 - Reduced level of skills in workforce 
due to inability to recruit staff at required 
level
C5 - Compromised systems and 
infrastructure would result in business 
continuity measures being put in place for 
staff and patients.
C6 -Poor data quality could lead to Trust 
staff making ill-informed decisions and 
inaccurate external reporting
C7 - Increasing license costs will impact on 
Trust financial position and may prevent 
the Trust renewing contracts and lead to 
removal of digital solutions

5 x 4 = 20 5 x 3 = 15 NO

- DSPT annual audit via Audit Committee
- DSPT 23/24 presented to Finance and 
Performance Committee (F&PC)
- SIRO report into F&PC

- Annual MIAA assurance audit 
on DSPT submission

C2)Annual plans that deliver effective management of Cyber 
security  threats and Digital Infrastructure health

Control Owner: Chief Digital & Data Officer

Partial

C3)Annual plan for investment, upgrade and optimisation of 
digital Applications (including EPR)

Control Owner: Chief Digital & Data Officer

- EPR update reported to Finance & 
Performance Committee
- Contract in place with EPR supplier, for 
upgrades over the next 5 years

- MIAA lessons learned review 
(reported to Audit Committee 
and F&P Committee)
- NHSE Readiness review 
(reported via F&P Committee)

Partial

C4) Continuous improvement plan for Data Quality and Analytics

Control Owner: Chief Digital & Data Officer

- Annual report to F&P Committee

Risk Theme: Digital & Data

RISK APPETITE: OPEN - Upper tolerance limit 12

SG4: Adding Value

Risk description & 
information

Causes & consequences Inherent risk 
score
(I x L)

Key controls Board Assurance Residual risk 
score
(I x L)

Within risk 
tolerance?

Gaps in Control / Assurance Actions Target risk 
score

Estimated date of 
achievement of 

target score

Mar-25

Clear data quality framework and assurance 
reporting.

SIRO report for F&P Committee.
Information Asset Owner responsibilities.
Completion of capital infrastructure investment 
including data centres.
New DSPT toolkit for completion in 2024/25.

Partial

Application (including EPR) optimisation 
structures, engagement and assurance 
reporting.

New prioritisation process for digital applications to be 
introduced, including clincially led group to drive EPR 
optimisation programme. 

Action Owner: Chief Digital and Data Officer
Due date: Complete                    
                                                                                                                                
Under taken optimisation programme and encourage 
participation in national EPR usability survey                                                        
Action Owner: Chief Digital and Date Officer                      
Due date: Quarterly udpate 

Prioritisation process now established with 
updates into F&P Committee.
EPR usability survey was conducted in Q3 24/25 
results due in Q4 24/25
Project underway to enable integration of primary 
care electronic referrals (eRS) into EPR. Solution 
due to be tested Mar 25.                 Business case 
being developed for procurement of new 
Ophthalmology system - Q1 25/26.

12
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LINKS TO STRATEGIC 
GOALS:

Internal sources of assurance External sources of 
assurance

Overall 
assurance level

Planned action Progress update

C1) Effective Governance Structures

Control Owner: Director of 
Governance, Risk and Improvement

- Well led action plan.
- Annual report.
- Committee effectiveness 
annual reports via Audit 
Committee.

Head of Internal Audit Opinion 
(via Audit Committee).
VFM opinion (via Audit 
Committee).
CQC Reports.

Partial Well led action plan delivery. Continued delivery of actions within the 
Well Led action plan including 
strengthened reporting and Sub 
Committee/ Group organogram.

Action Owner:  Director of Governance, 
Risk and Improvement
Due date: Quarterly updates

Significant progress made against well led 
action plan including assurance committee 
effectiveness, BAF and risk appetite reset 
for 2024/25. Risk management 
improvement plan actions progressing, risk 
management policy approved and Risk 
Management Committee in place. Datix 
developments being implemented. 
Committee organagram developed and 
further review of sub committee structures 
including Divisions underway. Governance 
presentations continue to be delivered in 
various forums.

C2) Compliance with relevant codes of 
governance and legislative 
requirements

Control Owner: Director of 
Governance, Risk and Improvement

- Annual report
- code of governance 
compliance (via Audit 
Committee)
- Provider licence compliance 
(via Audit Committee)

Acceptable Comprehensive map of 
regulatory compliance and 
assurance reporting.

Regulatory compliance and asurance 
map to be developed.

Action Owner:  Director of Governance, 
Risk and Improvement
Due date: Q4

Regulatory compliance map being 
developed to be populated by Divisions and 
teams. Likely to be developed into 2025/26.
Compliance with NHS Constitution to be 
reported in Q4. Provider licence and code 
of governance compliance reported to Audit 
Committee (Feb 25) and summary to Board 
(Mar 25).

C3) Partnership Governance

Control Owner: Director of 
Governance, Risk and Improvement

- CEO report - CMAST CiC updates
- Mental health and learning 
disabilities collaboration 
updates

Partial Clairity of governance for 
emerging partnerships and 
collaborations.

To take stock of current partnerships 
and support emerging partnerships with 
effective governance.

Action Owner:  Director of Governance, 
Risk and Improvement
Due date: Quarterly updates

Continued development of governance for 
CWP/COCH collaborative community 
services with an update to the Board 
strategy day (Oct 24). Joint Committee 
TOR drafted for Board approval. Exec to 
Exec meeting took place in Feb 2025.
Further work to identify and engage as 
partnerships develop.

C4) Public Inquiry

Control Owner: Director of 
Governance, Risk and Improvement

- Thirlwall Inquiry Updates
- Legal cost updates (via F&P 
Committee)

Acceptable Corporate records management 
lessons learned.

Decision log and corporate records 
management lessons learned being 
developed for action. 

Action Owner:  Director of Governance, 
Risk and Improvement
Due date: Quarterly updates

Continue to understand and share learning 
including Board development session 
(October 2024). Decision log in place. 
Corporate records management added to 
Information security and information 
governance group, with corporate records 
management work commencing with plicy 
re-draft.

Q4 24/25

Gaps in Control / Assurance Actions Target risk 
score

Estimated date of 
achievement of 

target score

9BAF8
Failure to ensure effective 
corporate governance could 
impact our ability to comply with 
legislation and regulation.

Executive Risk Lead:
Director of Governance, Risk 
and Improvement

Board Committee:
Audit Committee

Last Update:
March 2025

Causes
- implementation of changes in 
legislation
- effectiveness of governance 
structures
- clarity of accountability and 
assurance reporting
- new partnership arrangements 
developing

Consequences
- legal and regulatory action
- Board effectiveness

4 x 3 = 12 4 x 3 = 12 NO

Risk Theme: Governance

RISK APPETITE: CAUTIOUS - Upper tolerance limit 9

SG3: Leadership

Risk description & 
information

Causes & consequences Inherent risk 
score
(I x L)

Key controls Board Assurance Residual risk 
score
(I x L)

Within risk 
tolerance?
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LINKS TO STRATEGIC 
GOALS:

Internal sources of assurance External sources of 
assurance

Overall 
assurance level

Planned action Progress update

C1) Take a Leadership role in Cheshire 
West 

Control Owner: Director of Strategy & 
Partnerships

Chief Executive reports to Board. Regular reporting from CMAST 
CiC 
Regular reporting from Mental 
Health, Learning Disabilities 
and Community Servcies CiC 
Cheshire West Health and Well 
Being Board 
Cheshire West Partnership 
Group  

Acceptable Uncertainty regarding  
delegation and decision making.

Ensure the Trust has appropriate representation 
at the ICS, CMAST, MHLDC and other Provider 
collaboratives, specialised commissioning and 
local place based forums.

Action Owner: Director of Strategy & 
Partnerships
Due date: Quarterly updates

Representation and engagement continues across a 
range of forums.
Director of Strategy facilitated, arranged and chaired the 
first of a series of prevention conference across Place 
focused on CVD Prevention.  
A second conference aimed at admission avoidance / 
specifically CVD-R (respiratory) was held in October with 
circa 55 primary care colleagues present. 
A third leadership event is planned in for April 1st which 
will focus on CVD and the management of diabetes. 

C2) Develop a Trust approach to health 
inequalities and prevention 

Control Owner: Director of Strategy & 
Partnerships

Reports to People and Organisation 
Development Committee (bi-
monthly) 

Cheshire West Partnership 
Group

Partial Internal and external availbility 
of data and the intelligence to 
join up data sets in order to 
better infom our approach and 
target popultions in greatest 
need. 

Embark on a dedicated data collection. 
Attendance at the ICB Population Health Board. 
Enroll in the ICB Population Health Academy.

Action Owner: Director of Strategy & 
Partnerships
Due date: Quarterly updates

Board development session held in October - raising 
education  and training awareness of health inequalities 
at a national, Core20plus5, regional (Marmot) and local 
level using CIPHA data. Roles and responsibilities of 
Board members discussed and self assessment 
undertaken. An outline approach to Health Inequalities 
was discussed and has also been shared with local 
stakeholders who have endorsed the approach. 

C3) Purposeful shift from traditional 
provision to a population health 
approach

Control Owner: Director of Strategy & 
Partnerships

Reports to People and Organisation 
Development Committee (bi-
monthly) 

Cheshire West Partnership 
Group

Partial Clnical strategy Develop a framework by which clinical strategies 
can be developed. Seek sponsorships to fund 
dedicated clinical startegy development day. 
Program manage Clinical summit, 24th October 
2024.

Action Owner: Director of Strategy & 
Partnerships
Due date: Q4

Clinical Strategy day was held as planned in October 
with over 60 colleagues in attendance. Videos of the 
event are now in SharePoint. The event was highly 
productive with colleagues asking for more events of 
this nature. Series of operational and clinical leads 
strategy sessions to be undertaken on a Quarterly basis. 
Further Trust wide workshop and discussion held in 
December and now built as as BAU every quarter. 
Board report presented in January by way of progress.

C4) Achieve anchor institution status. 
(green / social value / prevention) 

Control Owner: Director of Strategy & 
Partnerships

People and Organisation 
Development Committee (bi-
monthly) 
Finance & Performance Committee              

ICB Net zero Group
ICB Prevention Pledge Group
Population Health Board 
National quarterly data 
collection via Foundary platfrom 

Partial Aligned assurance. Align the three former workstreams into one 
overight function : NHS Prevention Pledge; 
Social Value; Progress against the Trust green 
net zero plan 

Action Owner: Director of Strategy & 
Partnerships
Due date: Quarterly update

New Anchor Institution oversight group established 
(June) which meets bi monthly. New reporting 
framework adopted. Revised terms of reference. Board 
report presented in July 2024.
Anchor Institute Oversight Group has now expanded 
membership to CWP and Chester University 
sustainability department. The group has now also 
engaged with the Country Park.
National guidance published in February 2025 will 
require Trusts to refresh Green strategies by July 2025. 
This will be overseen by the Anchor Institution Group 
and is on target for delivery.  

C5) Commerical Partnerships

Control Owner: Director of Strategy & 
Partnerships

Operational Board
Finance & Performance Committee              
Weekly Executive Group
Theatre redevelopment Group (bi-
weekly)

NHS Supply Chain
Hill Dicksion - legal advice

Partial Developed approach for 
commercial partnerships.

Development of a MDT stakeholder Group
Development of scope and specification for a 
hybrid theatre
Develop a long term vision for main theatres

Action Owner: Director of Strategy & 
Partnerships
Due date: Quarterly update

MDT Project Group established. Scope and specification 
development.
Outline Business Case for hybrid theatres developed for 
July Board consideration. Market testing via Capability 
framework commenced with 3 potential suppliers 
identified, hence a mini competition is now indicated.
Trust open day with potential suppliers by way of 
engagement.
CCL now onboarded to help develop options appraisal 
and OBC. 
OBC is on track for completion for April Finance and 
Performance Committee pior to Board later that month 

C6) Integrated Care approach

Control Owner: Chief Operating 
Officer/ Director of Strategy & 
Partnerships

COCH/CWP Community Services 
updates through OMB.

Partial Future vision and defined 
operating model.

To build on the work to date to develop the 
Community Services Collaboration, to agreed a 
clear vision and future operating model.

Action Owner: Chief Operaitng Officer/ Director 
of Strategy & Partnerships
Due date: Q4

MOU in place. Discussions underway and paper being 
developed for COCH/CWP Community Services 
collaboration vision and future operating model. Update 
provided at the Board strategy day (October 2024).
An exec to exec group has meet to discuss the 
formation of a joint committee to help with the strategic 
direction of developing community services and the 
neighbourhood model. 

C7) Models of care for in reach, out 
reach and networked services

Control Owner: Chief Operating 
Officer/ Director of Strategy & 
Partnerships

Partial Development of partnership 
models.

Continued discussions with WUHFT and other 
partners to develop models of care.

Action Owner: Chief Operating Officer/ Director 
of Strategy & Partnerships
Due date: Quarterly updates

Continued discussions with WUHFT following Board to 
Board.
There are several pieces of work coming to a conclusion 
including the Pathology and Renal reviews which will be 
subject to an exec to exec meeting in Q1 this 2025/26. 

Target Score 
Achieved

16BAF9
System working and provider 
landscape changes may 
present challenges in ensuring 
COCH is positioned as a strong 
system partner, with priorities 
aligned to system partners 
across Cheshire & Merseyside.

Executive Risk Lead: Director 
of Strategy & Partnerships

Board Committee: Board of 
Directors 

Last Update:
March 2025

Causes
- Primary Legislative Changes as per 
the Health and Care Act 2022
- Maturity of the ICS and Place
- Further development of Provider 
Collaboratives 
- Changes in commissioning process
- Unclear clinical priorities
- Newly defined system strategy/ plans

Consequences
- Conflicting priorities between COCH 
and ICS
- Diversion of COCH leadership 
capacity
- Loss of autonomy
- Disruption to established clinical 
networks

4 x 4 = 16 YES4 x 3 = 12

Risk Theme: System Working and Collaboration

RISK APPETITE: SEEK - Upper tolerance limit 16

SG1: Patient and Family Experience, SG5: Seeking Partnership Opportunities, SG6: Populations

Risk description & 
information

Causes & consequences Inherent risk 
score
(I x L)

Key controls Board Assurance Residual risk 
score
(I x L)

Within risk 
tolerance?

Gaps in Control / Assurance Actions Target risk 
score

Estimated date 
of achievement 
of target score
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LINKS TO STRATEGIC 
OBJECTIVES:

Internal sources of assurance External sources of 
assurance

Overall 
assurance level

Planned action Progress update

C1) Research Strategy

Control Owner: Medical Director

Quarterly Board reports
Updates via OMB

Annual report to CRN Partial Strategy needs to be updated to 
reflect our ambition.

Refresh our Research Strategy to align 
to new Trust Strategy.

Action Owner: Medical Director
Due date: Q4

Early discussions to establish research ambitions to 
support strategy development. This will be aligned to the 
clinical strategy approach.
A research nurse attends Divisional Boards to increase 
visibility of research studies and opportunities as well as 
provide feedback. Research sandpit being planned with 
the University.

Staff development and 
retention.

To agree and communicate the 
development offer for research staff.

Action Owner: Medical Director
Due date: Q4

Team charter developed with the team. Appraisals and 
development discussions have taken place, and individual 
objectives clearly aligned. The team continue to explore 
apprenticeships, career paths and progression 
opportunites.

Strengthening of governance 
and SOPs.

Review governance and SOPs 
(including CRF and Trust vehicle).

Action Owner: Medical Director
Due date: Q4

An agreed structure for research governance and 
processes to include expression of interest, feasilibility and 
approval. This will ensure formal structures, processes and 
documentation are in place to support timely mobilisation of 
research studies. 
List of Standard Oprating Procedures (SOPs) in place and 
team engaged in further review and development in Q4.

C3) CRN Arrangements

Control Owner: Medical Director

Partial Funding levels and income 
streams.
Changes to CRN anticipated in 
24/25.

Continued focus on funding streams, 
including securing grants and 
commercial funding.

Action Owner : Medical Director
Due date: Quarterly updates

Assurance received that funding for 2024/25 will remain. 
Future year funding yet to be confirmed but likely to be built 
focussing on opening studies, recruitment, time and target 
which are areas the team are strengthening in preparation. 
COCH are involved in the Cheshire and Merseyside ICB 
bid to create a commercial delivery network, with the 
outcome of the bid yet to be confirmed. 
Work ongoing with the University of Chester on grant 
opportunities.
Clinical Research unit opened (Dec 24) and research bus 
received.

C4) Partnership Arrangements 
(including academic appts)

Control Owner: Medical Director

Updates through OMB Partial Increasing academic 
appointments.
Partnership agreements and 
governance.

To continue to develop our partnership 
arrangements, inlcuding education 
institutes and commercial.

Action Owner: Medical Director
Due date: Quarterly updates

Communication strategy developed to support awareness 
for partner organisations. Current focus on building 
relationships and developing collaboration opportunities.
Framework agreed between COCH and the University of 
Chester to progress partnership arrangements.
Also building relationships with Primary Care Networks 
(PCNs) to develop a primary care research network.
Trust Consultant (and Dir. of Medical Education) appointed 
as Acting Clinical Dean at the University of Chester.
Steps to Teaching and University Hospital status explored 
with the Board (February 2025).

C5) Innovation Strategy 

Control Owner: Medical Director

Partial Innovation strategy. Partnership with University of Chester 
to be explored to support Innovation 
ambitions.

Action Owner: Medical Director
Due date: Quarterly updates

Current focus on building relationships and developing 
partnership opportunities. This will require leadership and 
resource to drive forward.

16 Target Score 
Achieved 

BAF10
Inability to deliver the Research 
and Innovation agenda to 
exploit future opportunities 

Executive Risk Lead: 
Medical Director

Board Committee:  
Board of Directors 

Last Update:
March 2025

Causes
- Leadership capacity
- Funding sources
- Early stages of partnerships

Consequences
- Ability to maintain R&I function
- Aligment of R&I activity

4 x 3 = 12 4 x 3 = 12 YES

C2) Team structure, SOPs and 
expertise

Control Owner:  Medical Director

MHRA inspections
GPC inspections
HTA inspections

Partial 

Risk Theme: Research and Innovation

RISK APPETITE: SEEK - Upper tolerance limit 16

SG5: Partnerships

Risk description & 
information

Causes & consequences Inherent risk 
score
(I x L)

Key controls Board Assurance Residual risk 
score
(I x L)

Within risk 
tolerance?

Gaps in Control / Assurance Actions Target risk 
score

Estimated date 
of achievement 
of target score
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 Board Assurance Framework

i) The BAF is presented thematically to show the different types of strategic risk that have been identified by the Board in relation to the delivery of the Trust's Strategic Plan
ii) A quarterly report on progress of the strategic objectives is provided separately to the Board
iii) The Board's risk appetite in relation to each risk theme is noted - this is based upon the Board's defined apppetite for risk 
iv) Each risk is assigned an inherent risk score to estimate the uncontrolled risk - when compared with the residual (current) score it allows the Board to understand how effective the risk response is
v) Each risk is also allocated a target risk score which indicates the expected level of risk - this must be below the upper tolerance limit set for the risk theme and be forecast based on
planned actions

5x5 risk scoring matrix:

      Risk Appetite Levels
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PUBLIC – Board of Directors 
20th May 2025 

 
Report Agenda Item 

9b. 
High Risks Report 

Purpose of the 
Report 

Decision  Ratification  Assurance  Information X 

Accountable 
Executive 

Karan Wheatcroft 
 

Director of Governance, Risk & 
Improvement 

Author(s) Nusaiba Cleuvenot 
 

Head of Corporate Governance 

Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

X 
X 
X 
X 
X 
X 
X 
X 
X 
X 

Potential to link to all BAF risk areas. 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

X 
X 
X 
X 
X 
X 

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

X 
X 
X 
X 
X  

Previous 
considerations 

- 

Executive 
summary 

Work is ongoing to further strengthen and embed risk management across 
the Trust, together with a refreshed Risk Management Policy. The Risk 
Management Committee is now established and is working to drive the risk 
management improvement plan actions. The current focus is on Datix 
reporting and alerts, and reviewing Risk Management Training for roll out 
across the Trust. 
Whilst the improvement plan is progressing, the reporting of high risks 
continues as per the Datix system with review and update by Executive 
Directors. This paper sets out the risks with a residual score of 15 or over 
and these risks include: 

• RAAC 
• Waiting lists and overdue follow ups 
• Equipment and assets 
• Radiology capacity and demand  
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• Staffing levels and gaps in resources 
• Cyber Security 
• Risk of TUR syndrome 

Recommendations The Board of Directors is asked to consider and note the current high level 
risks and the work that continues to strengthen risk management across 
the Trust to ensure risk registers reflect the risks faced, mitigations and 
actions.  

 
 

Corporate Impact Assessment 
Statutory/regulatory 
requirements 

Meets the requirements of the Health and Social Care Act 2008 and in line 
with the Trust’s Constitution, Code of Governance and regulatory 
requirements. 

Risk As outlined within the risk management policy document. 
Equality & Diversity Meets Equality Act 2010 duties & PSED 2 aims and does not directly 

discriminate against protected characteristics 
Communication Not confidential. 
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High Risks Report 

 
1. BACKGROUND 

The High Risk Report contains significant risks identified as having potential impact on 
the Trust’s corporate objectives, including risks identified and escalated by Divisions and 
Corporate departments.  
 

2. DATIX RISK REGISTER 

On the High Risk Register, there are currently 19 risks in total with a residual risk score 
of 15 and above that have been entered on to the Datix system. Risks scored 15 and over 
are scored in the following way: 

 
 
 
 
 

 
The details of the high risks along with mitigations and actions are provided in appendix 
1. The risks have been manually updated whilst work is ongoing to improve our risk 
management processes. The risk themes include: 

• RAAC 
• Waiting lists and overdue follow ups 
• Equipment and assets 
• Radiology capacity and demand 
• Safe staffing levels and gaps in resources 
• Cyber Security 
• Risk of TUR syndrome 

 
Work is ongoing to further strengthen and embed risk management across the Trust, 
together with a refreshed Risk Management Policy. A Risk Improvement Plan is being 
progressed with Datix development priorities and reviewing Risk Management Training 
for roll out across the Trust. 

 
3. RECOMMENDATIONS 

The Board of Directors is asked to consider and note the current high-level risks and the 
work that continues to strengthen risk management across the Trust to ensure risk 
registers reflect the risks faced, mitigations and actions.

Score Count 
15 9 
16 10 
Grand Total 19 
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Appendix 1 – High Risks (as at 1st May 2025) 
 

Ref Risk Summary Division Impact x 
Likelihood 

Residual 
risk score 

Mitigation / Actions/ 
Comments 

Executive 
Lead 

Committee 

 
 
2857 

Backlog of overdue follow up 
appointments in: 

• Ophthalmology 
 

Planned 
Care 

4x4 
 

16 
 

Waiting lists being validated 
and monitored through the 
Divisions and through 
OPELG. AI validation software 
has been agreed and we have 
started the procurement 
process. The patient 
engagement portal will be 
used to contact patients as of 
May 2025. 

Cathy 
Chadwick 

Finance & 
Performance 
Committee 

3425 Failure of Siemens 
Fluoroscopy Equipment in 
Radiology - Siemens Artis Zee 
Fluoroscopy equipment is in 
excess of 10 years old 
(expected life span of 8 years), 
with limited parts available for 
continued maintenance, the 
equipment is now deemed 'end 
of life'. There is no back-up 
equipment to perform these 
examinations if this equipment 
fails and patients would require 
transfer to other hospitals 

Diagnostics 
and Clinical 
Support 

5x3 15 Considered and provisionally 
agreed for 2025/26 capital 
programme.  Awaiting 
business case. 

Karen Edge/ 
Cathy 
Chadwick 

Finance & 
Performance 
Committee 
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Ref Risk Summary Division Impact x 
Likelihood 

Residual 
risk score 

Mitigation / Actions/ 
Comments 

Executive 
Lead 

Committee 

outside of this trust for 
examinations. 

2971 Inability to deliver timely care 
to patients on a urology cancer 
pathway 

Planned 
Care 

4x4 16 Case presented to and 
approved at EDG for 
additional clinical staff and 
recruitment underway. 
Urology included in the TIF bid 
and will gain a lot more 
capacity once the build is 
finalised. 

Cathy 
Chadwick 

Finance & 
Performance 
Committee 

1246 Lack of second theatre on 
Central Labour Suite 

Women 
and 
Children 

4x4 16 New Women’s and Children’s 
build under construction and 
due to open Summer 2025. 
Risk will be removed once the 
move has taken place. 

Sue 
Pemberton 
 

Quality & 
Safety 
Committee 

3398 Multiple factors that could 
result in a Cyber Attack- 
several separate areas of risk 
that could contribute to a Cyber 
attack. Separate risks have 
been raised for these areas 
and this risk is to hold the 
overarching risk of a Cyber 
attack. 

Digital and 
Data 
Services 

5x3 15 This risk has been reviewed, 
and the score has been 
increased on the basis of 
recent cyber-attacks in 
Cheshire and Merseyside. 
Controls are in place covering 
MFA, patch management and 
national cyber alert 
responses. Active 
programmes of work to 
mitigate risk include 
implementation of a SIEM 

Jason 
Bradley 

Finance & 
Performance 
Committee 

52



                                                                         

   

Ref Risk Summary Division Impact x 
Likelihood 

Residual 
risk score 

Mitigation / Actions/ 
Comments 

Executive 
Lead 

Committee 

solution, completion of 
DSPT/CAF audit, and acting 
upon regional lessons learnt 
from recent events.  
Oversight is provided by IG & 
IS committee with SIRO report 
into F&P Committee at each 
meeting.  
There is a concern regarding 
Information Assets Owners 
and 3rd party asset 
management – with plans 
being developed to address 
concerns.  
Annual Cyber work plan for 
25/26 is actively being 
developed. 

2678 Insufficient clinical pharmacy 
staff to undertake patient 
facing services across all areas 
resulting in a risk of medication 
related harm incidents , 
reduced patient flow, increased 
medication costs, increased 
incidence of antimicrobial 
resistance, breaches of 

Diagnostics 
and Clinical 
Support 

5x3 15 
 

Medicines information 
department and on-call 
pharmacist available for 
clinical advice. 
In areas without a full clinical 
service, supplies maintained 
through dispensary team and 
discharge team available to 
support patient flow. 

Nigel Scawn Quality & 
Safety 
Committee 
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Ref Risk Summary Division Impact x 
Likelihood 

Residual 
risk score 

Mitigation / Actions/ 
Comments 

Executive 
Lead 

Committee 

legislation and regulatory 
standards related to the use of 
medicines 

3309 Risk of out of hours work for 
CT becoming unmanageable 
for the staff working and 
mistakes being made 

Diagnostics 
and Clinical 
support 

4x4 16 Additional cover provided 
through rota to 8pm. New 
process introduced to 
outsource bookings after 5pm 
(covered by vacancies 
underspend). Some cover in 
place for vacancies. 
Score to be re-reviewed now 
mitigations are in place. 

Cathy 
Chadwick 

Finance & 
Performance 
Committee 

3303 Medical Photography - Risk of 
the Trust having no clinical 
photographer in core business 
hours additional Risk around 
the correct governance 
processes being followed for 
loan cameras.  
   

Diagnostics 
and Clinical 
Support 

4x4 16 Processes in place to 
schedule patients and local 
agreements in place with 
some specialties.  
Ad hoc admin support 
provided by radiology teams. 
SOPS developed for usage of 
loan camera.  
Score to be re-reviewed now 
mitigations are in place. 

Cathy 
Chadwick  

Quality & 
Safety 
Committee 

3260 Risk to patient safety due to 
lack of adherence to NHSE 4 
hour Emergency Department 
standard 

Urgent 
Care 

3x5 15 Continued focus on flow and 
UEC improvement plan, which 
had been reviewed and is now 
a full system improvement 
plan.  

Cathy 
Chadwick 
 

Quality & 
Safety 
Committee 
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Ref Risk Summary Division Impact x 
Likelihood 

Residual 
risk score 

Mitigation / Actions/ 
Comments 

Executive 
Lead 

Committee 

Long waiting times in the 
Emergency Department have 
significantly improved during 
February 2025 and this has 
remained consistent.  

2550 Risk to provision of 
Microbiology service due to 
insufficient resource in 
consultant microbiologist team 

Diagnostics 
and Clinical 
Support 
 

4x4 16 Locum and agency 
arrangements in place for the 
0.6 wte vacancy and any a/l or 
absence gaps.   
Calls from clinical teams 
limited to consultant only to 
manage the workload. 
Permanent band 7 appointed 
Sep 2024. 

Nigel Scawn Quality & 
Safety 
Committee 

3159 Risk to service provision and 
staff burnout due to reduction 
in Obstetric and Gynaecology 
Consultant workforce 

Women’s 
and 
Children’s  

5x3 15 Long term agency locum in 
place, distribution of role 
across service to ensure focus 
on maternity services. 
Executive discussion on 
recruitment plans. One new 
appointment made at recent 
interviews Further role 
advertised in January 2025 – 
aim for over recruitment into 
O&G roles to support the 
service. Support offered from 
LWH for fetal medicine 

Nigel Scawn People 
Committee 
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Ref Risk Summary Division Impact x 
Likelihood 

Residual 
risk score 

Mitigation / Actions/ 
Comments 

Executive 
Lead 

Committee 

2989 Lack of Interventional 
Radiology Resource for 
supporting the vascular service 

Diagnostics 
and Clinical 
Support 

3x5 15 Business case being 
developed for second IR suite, 
this will include the demand 
data and any build will require 
external funding. 

Cathy 
Chadwick 

Finance & 
Performance 
Committee 

3234 Inability to provide adequate IR 
service due to only having 1 IR 
theatre and no recovery ward 

Diagnostics 
and Clinical 
Support 

4x4 16 Business case being 
developed for second IR suite, 
this will include the demand 
data and any build will require 
external funding. 

Cathy 
Chadwick 
 
 

Finance & 
Performance 
Committee 

2385 Use of Siporex RAAC Planks 
in W&C's Building Roof 

Corporate 3x5 15 Risk and mitigations being 
managed through Women & 
Children’s Project Board.  
National RAAC board sign-off 
of current risk rating (reduced 
from 20). Move to new build in 
Summer 2025 will significantly 
reduce risk rating. 

Karen Edge Finance & 
Performance 
Committee 

NEW High Risks added since last meeting   
 3453 Risk of TUR syndrome - NICE 

Guidance 6th January 2021, 
recommends Bipolar systems 
for TUR but CoCH used 
Monopolar systems. 

Planned 
Care 

3x5 15 Existing risk. Divisions to 
review capital priorities. 

Nigel Scawn Quality & 
Safety 
Committee 
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Ref Risk Summary Division Impact x 
Likelihood 

Residual 
risk score 

Mitigation / Actions/ 
Comments 

Executive 
Lead 

Committee 

3346 Trust Fire Alarm System - Non-
Compliance 

Corporate 4x4 16 Prioritised for capital 
investment in 2025/26 capital 
programme.  Business case 
approved and phased 
approach to replacement of 
high risk areas first 
commenced. 

Karen Edge Finance & 
Performance 
Committee 

3459 CT Shorfall for Urgent 
Suspected Cancer Urology 
Patients 

Planned 
Care 

4x4 16 Risk being reviewed by the 
Division. 

Nigel 
Scawn/ 
Cathy 
Chadwick 

Finance & 
Performance 
Committee 

2964 High numbers of Non-criteria to 
reside (NCTR) patients across 
both Trust sites 

Therapies 
and ICC 

4x4 16 Agreed to increase to a red 
risk of 16 at OMB due to affect 
of the high percentage of 
(NCTR) patients across the 3 
adult bed owning divisions. 
Failing to reduce NCTR 
percentage of the acute bed 
base to 15% creates 
subsequent risk in patient flow 
resulting in delayed 
ambulance handover and 
increased number of patients 
being held in ED who should 
be transferred to ward areas.  
The number of NCTR patients 
also requires the Trust to 
maintain a high level of 

Cathy 
Chadwick 

Finance & 
Performance 
Committee 

57



                                                                         

   

Ref Risk Summary Division Impact x 
Likelihood 

Residual 
risk score 

Mitigation / Actions/ 
Comments 

Executive 
Lead 

Committee 

escalation capacity at 
additional cost. 
For individual NCTR Patients 
that are ready for discharge 
they risk higher chances of 
deconditioning and developing 
hospital acquired infections 
that could result in poorer 
outcomes. 
Trajectory for reduction of 
NCTR percentage of the acute 
bed base is from 21% 
(04/05/25) to 15% by End of 
June . Challenge is now being 
supported from C&M ICB as 
well as ICB PLACE 
colleagues. 

3456 Website content management 
system: unsupported and 
outdated 

Corporate 
Services 

3x5 15 Risk is being reviewed by 
Executive Leads. 

Karan 
Wheatcroft/ 
Jason 
Bradley 

Finance & 
Performance 
Committee 
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PUBLIC – Board of Directors 
20th May 2025 

 
Report Agenda 

Item 10. 
2024 Patient-Led Assessment of the Care Environment 
(PLACE) Report 

Purpose of the 
Report 

Decision  Ratification  Assurance X Information  

Accountable 
Executive 

Karen Edge  Chief Finance Officer  

Author(s) Russ Morrow/Clair Smith 
Adam Hope 

Head of Facilities/ BPM 
Associate Director of Estates & Facilities 

Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

X 
X 
X 

Failure to maintain safety and quality 
and avoid harm would result in a 
poorer patient and family experience 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

X   
  
X  

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

X  
X  
 
 
X  

Previous 
considerations 

Quality Governance Group (QGG) – 3rd April 2025 

Executive 
summary 

The Patient-Led Assessment of the Care Environment (PLACE) was 
successfully conducted in October and November 2024 across The 
Countess of Chester Hospital NHS Foundation Trust estate, including The 
Countess of Chester Hospital, Ellesmere Port Hospital, and Tarporley War 
Memorial Hospital. The assessment evaluates non-clinical aspects of the 
care environment including cleanliness, food quality, dignity, dementia 
support, and disability access. 

Key Outcomes: 

Countess of Chester Hospital: 
Significant improvement across all six assessed domains versus 2023. 
Scores in Dementia and Disability exceeded national averages. All 
remaining domains improved year-on-year and are closely aligned with 
national benchmarks. 
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Ellesmere Port Hospital: 
Mixed results with improvements in Food, Privacy, and Condition & 
Maintenance, but a decline in Cleanliness, Dementia, and Disability. An 
improvement plan is in place and being implemented. 

Tarporley War Memorial Hospital: 
While scores were not submitted to NHS Digital due to a system issue (being 
addressed), a full PLACE assessment was completed. Most domains require 
improvement. Local action planning is underway. 

Assurance and Actions: 

Trust-wide and site-specific action plans have been developed, with 
implementation oversight by the PLACE Committee and PEOG. 

Patient and staff feedback has informed targeted interventions, particularly 
in food service delivery and accessible environment design. 

The Trust will leverage its membership in the Patient Experience Forum to 
enhance improvement delivery through cross-functional collaboration. 

Overall, the 2024 PLACE assessment results should be viewed as positive 
with evidence of real progress being made against the assessment criteria 
when compared to the scores in 2023. 

Whilst the results for Tarporley War Memorial Hospital are disappointing, the 
rectification work is very much achievable and will see the same multi-
disciplined team approach is resolving the improvement areas identified. 

The 2024 PLACE assessment confirms meaningful progress since 2023, 
with strong performance in several domains and clear action plans to 
address areas needing improvement. The Trust is well positioned to deliver 
further gains ahead of the 2025 assessment. 

Recommendations The Board of Directors is requested to: 
• Note the formal completion and outcomes of the 2024 PLACE 

assessment process 
• Acknowledge the positive trajectory and progress made against 2023 

results 
• Take assurance from the improvement strategies in place to address 

underperforming areas 
• Support the ongoing monitoring and delivery of PLACE action plans 

through Trust governance channels. 
 
Corporate Impact Assessment 
Statutory/regulatory 
requirements 

CQC/Constitution/other regulation/legislation 

Risk Failure to maintain safety and quality and avoid harm would result in a 
poorer patient and family experience 

Equality & Diversity Meets Equality Act 2010 duties & PSED 2 aims and does not directly 
discriminate against protected characteristics 

Communication  Not confidential  
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2024 Patient-Led Assessment of the Care Environment (PLACE) Report  
 

1. Introduction   

The NHS Constitution and the Care Quality Commission (CQC) quality and safety standards 
clearly define expectations for patient service quality. The Patient-Led Assessment of the Care 
Environment (PLACE) programme evaluates non-clinical aspects of care that have potential to 
significantly impact the experience of patients and service users. The PLACE assessment 
covers: 

• Cleanliness 
• Condition, Appearance and Maintenance 
• Food and Hydration 
• Privacy, Dignity and Wellbeing  
• Dementia – friendly environments 
• Disability – supportive environments 

Although PLACE criteria do not constitute formal standards, they represent key elements of care 
that patients and the public consider essential and reflect best practice guidelines developed by 
professional organisations such as, the Healthcare Estates and Facilities Managers Association 
(HeFMA), the Association of Healthcare Cleaning Professionals (AHCP) and the Hospital 
Caterers Association (HCA). 

PLACE assessments are conducted annually by mixed teams of staff and independent patient 
assessors (minimum of 50% public representation), providing a robust and transparent snapshot 
of care quality in healthcare environments. 

2. Background 

PLACE assessments were undertaken across the Countess of Chester Hospital NHS 
Foundation Trust estate on the following dates: 

• The Countess of Chester Hospital: 29th & 30th October 2024 
• Ellesmere Port Hospital and Tarporley War Memorial Hospital: 6th November 2024 

 
The assessments aimed to benchmark current standards against national averages and prior 
year performance (2023), providing an informed basis for ongoing improvement planning. 
 
The Countess of Chester Hospital site scored well across all areas of the assessed criteria. All 
six areas of assessed criteria have shown a significant uplift on the 2023 results, with two 
assessed areas being above the national average.   
 
The results from Ellesmere Port Hospital shows three areas of assessed criteria have scored 
below the previous year’s PLACE results, with three areas showing an uplift on the previous 
years performance. Only one metric is reported above the national average, there is a review 
currently ongoing to target improvement across the estate and deliver improved results at the 
2025 PLACE assessment.      
 
Tarporley War Memorial Hospital’s results show improvement is required across all areas with 
the exception of ‘Combined Food’ (in-patient hot meals not provided at TWMH). 
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3. Purpose 
 
This report presents the outcomes of the 2024 PLACE assessments. It confirms the successful 
delivery of the process across all Trust sites and evidences positive progress across key non-
clinical indicators.  

The 2024 assessment results should be viewed as positive with assurance supported by 
evidence of real progress being made against the assessment criteria when compared to the 
scores in 2023, reinforcing our commitment to continuous quality enhancement. 
 
However, whilst the organisation has made positive progress across most areas when 
compared to the 2023 scores, we still have some further improvement work to do.  

 
4. Main body of report – 

 
National Results 

 
Results were published on the 20th of February 2025 and were as follows: 

 
Countess of Chester Hospital 
 
All six assessed domains showed marked improvement compared to 2023, with the hospital 
exceeding the national average in the Dementia and Disability domains. All other domains 
demonstrated improvement, with several approaching or narrowly trailing national benchmarks: 

 
Assessed Areas 
 

Cleanliness 
 

Combined  
Food 
 

Privacy 
Dignity & 
Wellbeing 
 

Condition 
Appearance 
& 
Maintenance 

Dementia 
 

Disability 
 

National 2024 98.31% 91.32% 88.22% 96.36% 83.66% 85.20% 
CoCH 2023 95.16% 85.77% 80.84% 94.76% 83.31% 85.22% 
CoCH 2024 97.64% ↑ 89.63% ↑ 85.92% ↑ 95.74% ↑ 88.56% ↑ 91.83% ↑ 
 
The Countess of Chester Hospital has seen significant improvement and progress against every 
one of the assessed key criteria when compared to our 2023 results.  
 
In the areas of ‘Dementia’ and ‘Disability’, we have exceeded the national average, this is real 
progress when compared to our 2023 results. In other assessed key areas, ‘Cleanliness’, Condition, 
Appearance & Maintenance’ we are less than a % point from the national average, however above 
the CoCH performance recorded in 2023.  The remaining assessed key areas Combined Food and 
Privacy Dignity & Wellbeing, we are slightly below the national average, however above the CoCH 
performance recorded in 2023. 
 
The food service is one area we must improve in. The feedback from our assessors was that patients 
were waiting too long for the food to be served after it had arrived in the Catering Food Trolleys. The 
food tasting conducted by the assessors considered the food as excellent.  
 
Targeted interventions have been initiated in food service delivery to address delays noted during 
the assessment. Staff training and operational refinements are underway to ensure timely 
distribution and preserve food quality. 
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Ellesmere Port Hospital 

Results show mixed performance. While three domains improved, three showed a decline: 

Assessed Areas 
 

Cleanliness 
 

Combined 
Food 
 

Privacy 
Dignity & 
Wellbeing 

Condition 
Appearance 
& 
Maintenance 

Dementia 
 

Disability 
 

National 2024  98.31% 91.32% 88.22% 96.36% 83.66% 85.20% 
EPH 2023 96.79% 87.07% 87.30% 93.26% 82.60% 77.60% 
EPH 2024 94.12% ↓ 94.27% ↑ 88.00% ↑ 95.00% ↑ 73.33% ↓ 75.00% ↓ 
 
Ellesmere Port Hospital has seen significant improvement in the Combined Food score and has 
exceeded the National average. It is disappointing, that areas such as Cleanliness, Dementia & 
Disability have reduced compliance rates and whilst there has been some improvement in some 
areas on 2023 results, the results demonstrate we have much improvement to make in these areas.  
 
An improvement plan has been drafted, with specific actions aimed at reversing declines in 
Cleanliness, Dementia, and Disability domains. The plan includes accountability measures, 
timelines, and designated leads, and will be monitored via PLACE Committee. 
 
How we compare to the ‘Average National Score’ –  
 
When the scores are brought together to give us an overall organizational score (COCH & EPH), 
the assessed area results are as follows: 
 

Organisation 
Name Cleanliness Combined 

Food 
Organisation 

Food 
Ward 
Food 

Privacy, 
Dignity 

and 
W’being 

Condition 
Appearance 

and 
Maintenance 

Dementia Disability 

2023 
Combined 95.37% 85.94% 77.95% 87.93% 81.68% 94.57% 83.22% 84.22% 
National 
Score 98.31% 91.32% 92.17% 91.38% 88.22% 96.36% 83.66% 85.20% 

2024 
Combined 97.43% ↑ 89.90% ↑ 92.52% ↑ 87.37% ↓ 86.04% ↑ 95.70% ↑ 87.66% ↑ 90.84% ↑ 

 

Looking at the combined results when compared to the results from 2023, we have made 
significant progress in the areas of assessment. Seven out of the eight assessed criteria have 
shown improvement that confirms our efforts have shown positive results.  

However, when looking at our Combined Score against the National Score, whilst we have made 
positive progress, we still have some further improvement work to do.  

It is worth acknowledging that in two areas, we have as a Combined score, exceeded the national 
average in both Dementia & Disability. 
 

Tarporley War Memorial Hospital 

Although full PLACE scores were not submitted to NHS Digital due to a system issue (now being 
rectified), the inspection was completed in full. Results suggest that improvements are needed in 
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most domains, excluding Combined Food (which is not applicable as no hot in-patient meals are 
served). 

Patient feedback was recorded and incorporated into a local improvement plan. Immediate actions 
and medium-term priorities have been established, with monitoring overseen by site management 
and PLACE Committee. 

 
PLACE ACTION PLANS (COCH/ EPH) 
 
The action plans for both the Countess of Chester and Ellesmere Port Hospital are being completed 
and will see renewed energy in the areas where progress can be made. 
 
It is our intention to capitalise on our recent joining of the Patient Experience forum and utilise clinical 
colleagues, their experience and their areas of focus in addressing our ‘joint’ areas for action to the 
benefit of our patients and clients.    
 
The revised action plan will be discussed in detail at the PLACE Committee and the PEOG forums 
and include key deliverables for close down and completion in a realistic and timely manner.   
 
All improvement actions will have assigned owners, clear timelines, and outcome tracking. The Trust 
is committed to demonstrating measurable improvements ahead of the 2025 PLACE assessments. 
 
5. Conclusion 

The 2024 PLACE assessment confirms both the successful execution of the programme and year-
on-year improvements. The results reflect a clear trajectory of progress, with seven out of eight 
assessed domains showing improvement compared to 2023. This improvement is a testament to 
the commitment of our teams and the effectiveness of our ongoing quality enhancement initiatives. 

Notably, our combined organisational scores now closely align with, and in some areas exceed, 
national benchmarks. In particular, performance in the Dementia and Disability domains has not 
only improved but now exceeds the national average, demonstrating a strong and inclusive 
approach to patient-centred care.  

While these achievements are encouraging, the results also highlight areas that continue to 
require focused attention. Specific opportunities for improvement remain in Ward Food and in 
maintaining consistency across all estate locations, particularly at Ellesmere Port and Tarporley 
War Memorial Hospitals. The Trust acknowledges that high-quality non-clinical services are 
integral to overall patient experience and safety, and must continue to evolve in line with best 
practice, regulatory expectations, and patient feedback. As such, we are taking a proactive and 
structured approach to address these gaps.  

Comprehensive, site-specific action plans are in place, with governance structures ensuring 
regular oversight, performance tracking, and accountability. 

Looking ahead to the 2025 PLACE assessment, the Trust is committed to consolidating the 
progress made and delivering further tangible improvements. The goal remains to not only meet 
but exceed national expectations in all domains, ensuring our environments reflect the highest 
standards of dignity, safety, and care for all patients, staff, and visitors. 
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6. Recommendations 

The Board of Directors is requested to: 

• Note the formal completion and outcomes of the 2024 PLACE assessment process 
• Acknowledge the positive trajectory and progress made against 2023 results 
• Take assurance from the improvement strategies in place to address underperforming 

areas 
• Support the ongoing monitoring and delivery of PLACE action plans through Trust 

governance channels. 
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PUBLIC - Board of Directors 
20th May 2025  

 
Report Agenda 

Item 11. 
Maternity Service Quarterly Update – Quarter 4 

Purpose of the 
Report 

Decision  Ratification  Assurance X Information  

Accountable 
Executive 

Sue Pemberton Director of Nursing and Quality / Deputy 
Chief Executive 

Author(s) Natasha Macdonald  
Pippa Scott-Heale 

Director of Midwifery 
Divisional Director  

Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

X 
X 
X 
 
 
 
 
 

BAF 1 – Failure to maintain quality of 
care would result in poorer patient & 
family experience. 
BAF2 - Failure to maintain safety and 
prevent harm would result in poorer 
patient care and outcomes. 
BAF 3 – Inability to deliver  
operational planning standards, 
inability to address the backlog of 
patients waiting could result in poorer 
patient outcomes,  and result in 
financial consequences to the Trust. 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

X 
X 
X 
 

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

X 
X 
X 
X 
X 

Previous 
considerations 

Quality and Safety Committee – May 2025 
Women and Children Governance – April 25  

Executive 
summary 

This report provides an update on the quality and safety of maternity and 
neonatal services at The Countess of Chester Hospital NHS Foundation 
Trust for Quarter 4 of 2024/25. It aims to assure the Board of Directors of 
the Trust's compliance with the Maternity Incentive Scheme (MIS) and 
highlights key performance metrics, safety concerns, and progress on 
various initiatives. 
Key highlights: 

• Ongoing monitoring through the Perinatal Surveillance Tool and 
improvements in the Saving Babies’ Lives Care Bundle (SBLv3). 

• Review of serious incidents, lessons learned have been 
disseminated to improve patient safety 

• Collaboration with the Maternity and Neonatal Voices Partnership 
(MNVP) to improve service user involvement and culturally 
responsive care 
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• Governance structures ensuring continued oversight and reporting 
to the Trust Board. 

Recommendations The Board of Directors is asked to note the assurance provided within the 
report and support the ongoing initiatives to enhance maternity and 
neonatal services 

 
Corporate Impact Assessment 
Statutory/regulatory 
requirements 

Ensure the Trust's alignment with Foundation Trust status, maintaining all 
regulatory obligations. 

Risk Define and assess potential risks to the organization, implementing 
proactive measures to mitigate them. 

Equality & Diversity Meets Equality Act 2010 duties & PSED 2 aims and does not directly 
discriminate against protected characteristics Foster an inclusive 
environment where all voices are heard, promoting a diverse and equal 
representation in all aspects. 

Communication Ensure timely and transparent communication, including publishing key 
documents on the Trust's website to facilitate public access. 
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Maternity Service Quarterly Update – Quarter 4 

1. Introduction 

Maternity and neonatal service quality and safety remain a key Trust priority, in line 
with national expectations and the Ockenden Report (2020). This update 
summarises performance, safety concerns, and progress with the Maternity 
Incentive Scheme (MIS). It also highlights serious incidents, supporting the Board's 
oversight and commitment to high-quality care. 

2. Background 

Maternity and neonatal services remain under close scrutiny, with the Ockenden 
Report (2020) reinforcing the need for improved oversight. Now in its seventh year, 
the Maternity Incentive Scheme (MIS) supports this through CNST-linked safety 
actions. This report outlines Year 7 MIS progress, key initiatives such as the Saving 
Babies’ Lives Care Bundle v3, MSDS compliance, and learning from serious 
incidents and perinatal reviews.  

3. Purpose 

This report provides assurance to the committee on the safety, quality, and 
compliance of Maternity and Neonatal services with the Maternity Incentive Scheme 
(MIS). 

4. Maternity (and Perinatal) Incentive Scheme (MIS) 

An update on the Maternity and Perinatal Incentive Scheme (MIS) is included in the 
Maternity Services report. Compliance is overseen by the monthly Divisional 
Perinatal Assurance and Improvement Board, which reviews progress and gathers 
evidence in line with the MIS Technical Guidance to ensure ongoing adherence. The 
Year 7 guidance was published in early April 2025. 

MIS Progress Update.  

The Trust has embedded the ten MIS safety actions into routine practice, making 
them part of business as usual.  

 

Safety Action Assurance  

1 Safety action 1: 
Are you using the 
National 
Perinatal 
Mortality Review 
Tool (PMRT) to 
review perinatal 
deaths that 

 Q4 2024/25 update within 
this paper  

On track  
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Safety Action Assurance  

occurred from 1 
December 2024 
to 30 November 
2025 to the 
required 
standard? 

2 Safety action 2: 
Are you 
submitting data 
to the Maternity 
Services Data 
Set (MSDS) to 
the required 
standard? 

Ongoing interaction with the 
scorecard  

On track  

3 Safety action 3: 
Can you 
demonstrate that 
you have 
transitional care 
(TC) services in 
place and are 
undertaking 
quality 
improvement to 
minimise 
separation of 
parents and their 
babies? 

Quality improvement project 
continues.  
Transitional care is provided 
in full alignment with the 
comprehensive 
specifications outlined in 
BAPM  (British Association 
of Perinatal Medicine)  
guidance. 

On track  

4 Safety action 4: 
Can you 
demonstrate an 
effective system 
of clinical 
workforce 
planning to the 
required 
standard? 

Next update due September 
2025 

On track  

5 Safety action 5: 
Can you 
demonstrate an 
effective system 
of midwifery 
workforce 
planning to the 
required 
standard? 

The biannual staffing report, 
covering the period from 
July to December 2024 to 
Board of Directors May 
2025   

On track  
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Safety Action Assurance  

6 Safety action 6: 
Can you 
demonstrate that 
you are on track 
to achieve 
compliance with 
all elements of 
the Saving 
Babies’ Lives 
Care Bundle 
Version Three? 

Saving Babies Lives, noting 
the Trust achieved 
compliance against the 6 
elements based. 

On track  

7 Safety action 7: 
Listen to women, 
parents and 
families using 
maternity and 
neonatal services 
and coproduce 
services with 
users. 

The Maternity and Neonatal 
Voices Partnership MNVP 
lead has produced the 
annual report. 

On track  

8 Safety action 8: 
Can you 
evidence the 
following 3 
elements of local 
training plans 
and ‘in-house’, 
one day multi 
professional 
training? 

Training ongoing  
 

On track  

9 Safety action 9: 
Can you 
demonstrate that 
there is clear 
oversight in place 
to provide 
assurance to the 
Board on 
maternity and 
neonatal, safety 
and quality 
issues? 

We have established a 
clear oversight mechanism 
to provide assurance to the 
Board on maternity and 
neonatal safety and quality 
issues.  

On track  

10 Safety action 
10: Have you 
reported 100% of 
qualifying cases 

Q4 2024/25 report No 
cases referred to MNSI or 
Early notification.   

On track  
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5. Dashboard 

Work collaboratively with the digital team to ensure the SOF is aligned with the 
maternity dashboard, reducing duplication, maintaining consistency, and driving 
improvements. 
 
Reviewing the metrics one intrauterine death following Termination of pregnancy one 
Neonatal death born before 20/40 weeks gestation.  
 

 

Safety Action Assurance  

to Maternity and 
Newborn Safety 
Investigations 
(MNSI) 
programme and 
to NHS 
Resolution's 
Early Notification 
(EN) Scheme 
from 1 December 
2024 to 30 
November 2025 
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Included in the Appendix is the Perinatal Clinical Surveillance Quality Assurance 
Report providing an overview of the Q4 204/25 key quality and safety metrics and 
the position of patient safety incidents see Appendix 1.  
 
Safety Action 1 is incorporated within Appendix 2. The information below confirms 
compliance with the current standards. No cases met the criteria for reporting to 
MNSI or Early Notification during this period 
 
6. Cases Meeting Inclusion Criteria for Reporting to MBRRACE-UK (Q4 

2024/25) 

 

 
 
 
7. Saving Babies' Lives Care Bundle (SBLv3)  

SBLv3 is a structured Programme designed to reduce perinatal mortality by 
improving care in five key areas: smoking cessation, risk assessment and 
surveillance for fetal growth restriction, reduced fetal movement awareness, effective 
fetal monitoring, and preterm birth optimisation. 
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During Quarter 4 of 2024/25, progress was made in maintaining compliance with 
version three of the Saving Babies’ Lives Care Bundle (SBLCBv3). The Trust has 
successfully implemented all elements, with validated progress rates ranging from 
80% to 95%. All elements are compliant with NHS Resolution’s Maternity Incentive 
Scheme (Year 7). 
 
From 2025, all Midwifery Support Workers will attend the Saving Babies’ Lives (SBL) 
study day to enhance their skills in CO monitoring, discussion, and Very Brief 
Advice. ST3 doctors and above will also be allocated to this training, with SBL 
integrated into the trust induction program, requiring new medical staff to provide 
evidence of compliance. 
Additionally, ongoing data quality checks on Badger will ensure accuracy, supporting 
continuous improvements in maternity care. 
 
8. Chester MNVP  

The Chester Maternity and Neonatal Voices Partnership (MNVP) continues to 
support inclusive engagement and service improvement across maternity, the wider 
division, and the Trust. This quarter, the MNVP played a key role in supporting the 
provision of Iftar bags and Eid celebrations, contributing to culturally responsive care. 
The MNVP lead also attended the launch of the Gypsy, Roma and Traveller Infant 
Feeding Resources, with a continued focus on building relationships with minority 
and seldom-heard communities to improve trust and ensure meaningful participation.  
The annual report has been received by the Maternity Safety Champions and shared 
with the Quality and Safety committee for noting. 
 
Service user feedback is regularly gathered through surveys, social media polls, and 
face-to-face engagement at local groups and events. Key themes include a desire 
for increased partner presence during postnatal stays and continued positive 
experiences with birth debriefs. Feedback is reviewed and acted upon, ensuring 
service users feel heard and valued. 
Additionally, the MNVP is collecting input for International Day of the Midwife 
activities and celebration planning to further enhance engagement. 
 
The MNVP lead maintains regular engagement with the Midwifery Leadership Team, 
ensuring a collaborative approach to continuous improvement and ensuring the 
service user voice remains integral to decision-making. 
 
9. Maternity Incidents 
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Serious Incidents Reported – 1 
• Intrauterine death  

 
No new PSII reported in Q4 although 4 are awaiting Integrated care board (ICB) sign 
off.  

• Never event (retained swab) 
• PPH 4.9L, hysterectomy 
• Baby fall 
• Missed postnatal discharge visit – baby readmitted with severe jaundice 

 
Swarm: 0 
 
Number of moderate and above incidents  
 
Total reported: 25  
Open currently of Q4: 18   
Closed: 7  
 
CQC escalations There were no CQC escalations received in this quarter  
 
There was no regulation 28 received for maternity services during this quarter. 
 
10. Maternity Risk Register Update – Quarter 4 

 
one new risk was added: Risk of abduction of a baby or child in maternity and 
neonatal areas. An options appraisal paper outlining proposed mitigations is due for 
submission and desiosn  by the end of May. 
 
A high-risk remains: 

• Lack of a Second Theatre in Central Labour Suite – Continues to impact 
timely access to emergency obstetric surgery. Mitigations include escalation 
protocols and capital investment planning. 

• Impact of reduced O and G medical workforce – reduction in elective 
gynae activity  

 
11.  Learning from Concerns and Complaints 

 
One new complaint and one new concern were received in Q4. 
No emerging themes or trends have been identified. The service continues to review 
complaints and concerns in weekly meetings, ensuring timely local resolution and 
identifying opportunities for improvement 
 
12. Recommendation 
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The Board of Directors is asked to note the assurance provided within the report and 
support the ongoing initiatives to enhance maternity and neonatal services 
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Appendix: Glossary of Terms and Acronyms 
 
BAPM - British Association of Perinatal Medicine: A professional body providing standards for 
perinatal care in the UK, including neonatal and maternity services. 
 
CNST - Clinical Negligence Scheme for Trusts: An NHS scheme providing financial incentives for 
trusts that meet specific safety standards to reduce clinical negligence costs. 
 
CQC - Care Quality Commission: The regulatory body for health and social care in England, 
responsible for monitoring and inspecting services to ensure they meet safety and quality 
standards. 
 
EN - Early Notification: A scheme by NHS Resolution to notify incidents of potential severe brain 
injury in newborns for rapid investigation and learning. 
 
EBME - Electro-Biomedical Engineering: A department responsible for the maintenance and 
safety checks of medical equipment. 
 
FASP - Fetal Anomaly Screening Programme: A national programme offering screening to identify 
specific fetal anomalies during pregnancy. 
 
FFT - Friends and Family Test: A feedback tool allowing patients to share their experience of NHS 
services, used to improve quality of care. 
 
FGR - Fetal Growth Restriction: A condition where a fetus is smaller than expected for gestational 
age, often requiring monitoring and intervention. 
 
ICB - Integrated Care Board: Part of Integrated Care Systems (ICS) in the NHS, responsible for 
planning and coordinating local health services. 
 
LMNS - Local Maternity and Neonatal Systems: Regional networks in England working to improve 
safety and quality in maternity and neonatal care. 
 
MIS - Maternity Incentive Scheme: An NHS programme designed to encourage trusts to meet 
specific safety actions in maternity care to receive financial incentives. 
 
MNVP - Maternity and Neonatal Voices Partnership: A group of service users, service providers, 
and commissioners working together to improve maternity and neonatal services. 
 
MNSI - Maternity and Newborn Safety Investigations: A programme that investigates incidents 
involving potential harm to mothers and newborns to promote learning and improve safety. 
 
MSDS - Maternity Services Data Set: A data set collected by NHS Digital that provides information 
on the maternity journey for women and babies in NHS-funded care. 
 
NHSR - NHS Resolution: The body responsible for handling negligence claims, offering schemes 
like CNST and EN to improve patient safety. 
 
PMRT - Perinatal Mortality Review Tool: A national tool for reviewing and learning from perinatal 
deaths, supporting standardised reviews and involving parents in the process. 
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PSII - Patient Safety Incident Investigation: Investigations conducted to understand and learn from 
incidents that could affect patient safety. 
 
SBLv3 - Saving Babies’ Lives Care Bundle Version 3: A set of evidence-based interventions 
aimed at reducing perinatal mortality in England. 
 
SB - Stillbirth: The birth of a baby who has died after 24 completed weeks of pregnancy. 
 
StEIS - Strategic Executive Information System: A system used by NHS organisations to report 
serious incidents, supporting transparency and learning. 
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PUBLIC – Board of Directors  
20th May 2025 

 
Report Agenda 

Item 12a.* 
Bi-annual Safer Maternity and Neonatal Staffing Report – 
July 2024 to December 2024 

Purpose of the 
Report 

Decision  Ratification  Assurance X Information  

Accountable 
Executive 

Sue Pemberton Director of Nursing and Quality / Deputy 
Chief Executive 

Author(s) Natasha Macdonald  
 

Director of Midwifery 
  

Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

X 
X 
X 
 
X 
 
 
X 
 
 

BAF 1 – Failure to maintain quality of 
care would result in poorer patient & 
family experience. 
BAF2 - Failure to maintain safety and 
prevent harm would result in poorer 
patient care and outcomes. 
BAF 3 – Inability to deliver  
operational planning standards, 
inability to address the backlog of 
patients waiting could result in poorer 
patient outcomes,  and result in 
financial consequences to the Trust. 
 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

X 
X 
X 
 

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

X 
X 
 
X 
X 
 

Previous 
considerations 

People Committee – 8th April 2025 

Executive 
summary 

This report gives a summary of all measures in place to ensure safe 
midwifery staffing; including workforce planning, planned versus actual 
midwifery staffing levels, the midwife to birth ratio, specialist hours, 
compliance with supernumerary labour ward coordinator, one to one care in 
labour and red flag incidents.  
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This report, covers the period from July to December 2024, aligns with NHS 
Resolution Maternity Incentive Scheme requirements and addresses the 
recommendations set forth in the Ockenden report (2022). 
 
This report gives a summary of all measures in place to ensure safe 
midwifery staffing; including workforce planning, planned versus actual 
midwifery staffing levels, the midwife to birth ratio, specialist midwifery hours 
and compliance with a supernumerary labour ward coordinator, one to one 
care in labour and red flag incidents.  

 
Recommendations The Board of Directors is asked to note the contents of the report and 

formally record in the minutes, that the midwifery workforce is compliant with 
Maternity Incentive Scheme: Safety Action 5.  

 
Corporate Impact Assessment 
Statutory/regulatory 
requirements 

Ensure the Trust's alignment with Foundation Trust status, maintaining all 
regulatory obligations. 

Risk Define and assess potential risks to the organisation, implementing 
proactive measures to mitigate them. 

Equality & Diversity Meets Equality Act 2010 duties & PSED 2 aims and does not directly 
discriminate against protected characteristics Foster an inclusive 
environment where all voices are heard, promoting a diverse and equal 
representation in all aspects. Foster an inclusive environment where all 
voices are heard 

Communication Ensure timely and transparent communication, including publishing key 
documents on the Trust's website to facilitate public access. 
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Midwifery Bi-annual Safer Staffing Report 
July 2024 to December 2024 

 

Purpose  

This report assures the Trust Board of an effective system for midwifery workforce planning 
and monitoring of safe staffing levels from July to December 2024. It meets the requirements 
of the NHS Resolution Maternity Incentive Scheme (MIS) for Safety Actions 5 and 
demonstrates compliance with the Ockenden Report (2022) recommendations for safe and 
effective staffing. 

 
 Background 

As NHS providers, we are required to ensure the right people with the right skills are in the right 
place at the right time to achieve safer nursing and midwifery staffing, in line with National 
Quality Board (NQB) requirements. 

 
NICE (2017) specifies that maternity settings must use a systematic process to establish 
midwifery staffing levels, ensuring the continuity of maternity services and safe care for women 
and babies. Previously, midwifery staffing data was included within nurse staffing reports. 
However, to comply with the NHS Resolutions Maternity CNST Incentive Scheme, this 
dedicated paper also includes data on obstetricians and anaesthetists. 

 
The NHS Resolutions Maternity Incentive Scheme requires each Trust to demonstrate an 
effective system of midwifery workforce planning. This report confirms: 

 
• A systematic, evidence-based process to calculate midwifery staffing establishment has 

been completed within the past three years 
• The Trust Board’s midwifery staffing budget reflects the establishment as determined by 

this process 
• The labour ward coordinator is rostered as supernumerary at the start of every shift, with 

an escalation plan in place to substitute when required 
• All women in active labour receive one-to-one midwifery care. 

A midwifery staffing oversight report is submitted to the Trust Board every six months, aligned 
with NICE guidance, for the Maternity Incentive Scheme Year 6 reporting period. 
This ensures compliance with national standards and supports safe and effective maternity 
services. 
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Birthrate Plus® Workforce Planning  
 
A formal Birthrate Plus assessment, completed in December 2021, reviewed the acuity of 
women accessing maternity services. The assessment recommended a midwife-to-birth ratio 
of 1:27, reflecting the optimal allocation of midwives to ensure safe and effective care. However, 
this ratio may fluctuate due to the complexity and acuity of women. 
 
The report confirmed the Trust's compliance with recommended staffing levels, aligning 
midwifery staffing with patient complexity and acuity. This demonstrates the Trust's 
commitment to maintaining safe and effective care. The detailed report, including calculations, 
was previously shared with the Board. 
 
In line with NICE (2015) and (2017) guidance, which recommend assessments every three 
years, discussions are underway with Birthrate Plus regarding the timing of the next review. 
This will account for anticipated increases in birth rates following the opening of the new 
Women and Children’s building. 
 

The Maternity Incentive Scheme recommends that a systematic, evidence-based process to 
determine midwifery staffing establishment is completed at least once every three years. 
 
The service is currently in discussions with Birthrate Plus to schedule a refreshed workforce 
review later this year. This will take place following the transition to the new Women and 
Children's building, in anticipation of an increase in the number of people choosing to give birth 
at the Countess of Chester Hospital NHS Foundation Trust. This review will ensure that staffing 
levels remain aligned with service demand and patient acuity. 
 
Birthrate Rate Plus calculation December 2021 
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The table indicates that COCH maintains a workforce establishment of 100.62 WTE compared 
to the Birthrate Plus recommended establishment of 102.53 WTE. A minimum suggested 
establishment of 92.17 WTE is advised. 

 
The Trust Board must ensure compliance with midwifery staffing recommendations, including 
those outlined in the Ockenden Report (2022). This assurance should be formally recorded in 
Board minutes, demonstrating alignment between the funded establishment and the Birthrate 
Plus assessment or an equivalent workforce review. 

 
We confirm full compliance with Birthrate Plus recommendations, ensuring that midwifery 
staffing levels are appropriately resourced to support safe and effective care. 

 
Table: December 2024  
 

 Birthrate plus WTE 
recommendation for 

185.76 Births  
Budget WTE Actual WTE  Vacancy Rate 

to Budget 

Midwives  82.95 87.95 77.10 10.15 
MSW 9.22 13.37 11.79 1.58 

Total MW 
and 

MSW  
92.17 100.62 88.89 11.73 

 
The team has actively addressed the midwifery vacancies through a multifaceted approach 
continuous rolling advertisement and recruitment of 3rd year midwifery students.  
 
Vacancy Rate: Whole Time Equivalent (WTE) Midwife  
 

Months 2024 July  August  September  October November  December   
Vacancy Rate to 
Budget 

17.43 17.19 13.02 12.20 7.94 11.73 

Vacancy Rate to 
BR+ 

5.19 8.65 3.25 1.59 11.30 17.44 

 
 
Despite the vacancy rate, the unit ensures safe staffing by effectively utilising bank and agency 
staff. A significant portion of bank hours is allocated to cover maternity leave and sickness 
absences. This approach aligns with the increased reliance on bank and agency resources. The 
Director of Midwifery, with approval from the Director of Nursing, authorises external agency 
support when necessary to maintain safe care levels. 
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Planned Versus Actual Midwifery Staffing Levels 
 
Daily reviews of unit acuity and activity support informed decision-making for staff redeployment 
to maintain safe care. The table below outlines the staffing levels required to ensure unit safety. 
 

Planned Staffing Central Labour Suite Ward 33  

Day 6 3 
Night 6 2 

Weekend 6 3 
 
The table below presents the monthly percentage fill rates for inpatient areas. While an 85% fill 
rate is considered a favourable benchmark, it should be assessed in conjunction with acuity and 
activity levels to ensure a comprehensive evaluation of staffing adequacy. 
 
Maternity Inpatients  
 

2024 Day shift qualified % Night shift qualified % 

July 100% 99% 
August 93% 93% 

September 94% 95% 
October  98% 106% 

November 100% 101% 
December 97% 104% 

 
Community Midwifery  
 

2024 Day shift qualified % Night shift qualified % 

July 96% 100% 
August 90% 100% 

September 74% 100% 
October 66% 100% 

November 87% 100% 
December  71% 100% 
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Priority Fill Rate and Escalation Measures 
 
To ensure safe staffing, priority is given to out-of-hours shifts, with day shifts supported by non-
clinical staff, including specialist midwives and managers. When staffing falls below optimum 
levels, the escalation policy is enacted: 
 

• Deploy specialist midwives to clinical duties 
• Prioritise elective workload to maximise staffing availability 
• Band 7 managers and above provide clinical support 
• Reallocate staff to maintain one-to-one care in labour and supernumerary labour ward 

coordinators 
• Request mutual aid for elective work from the Cheshire and Mersey LMNS 
• Activate on-call midwives from the community to support the labour ward 
• Implement the Northwest divert policy and consider temporary unit closure 

 
These actions focus on critical functions to ensure safe care, with higher fill rates prioritised for 
nights and weekends when specialist support is limited. All measures are recorded in the 
Birthrate Plus live acuity tool. 
 
Staffing challenges stem from factors such as short-term sickness, long-term absence and 
mandatory training.  
 
Sickness 
 
Midwifery sickness rate is slightly higher than the Trust sickness absence rate of 5%. 
 

Month July August September October November December 
Sickness 5.98% 6.18% 5.44% 6.66% 8.21% 6.80% 

 
Turnover 
 
Midwifery services turnover rate. 
 

Month July August September October November December 
Leavers FTE 6.14% 6.16% 6.38% 5.82% 5.66% 5.54% 

 
 
Workforce Improvements 
 
The Head of Midwifery is working collaboratively with the Matrons, Managers, and key 
stakeholders to develop the below workforce improvements;   
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• Workforce improvement plan – 12 key objectives 
• Manager of the day  - Standard Operating Procedure 
• Management of change - inpatient on-call rota 
• Management of change - community on-call -early start time 

 
Following a successful consultation process a Management of Change for Inpatient on-call is 
due to be implemented Monday 3rd March 2025. 

The Director of Midwifery is working collaboratively with the Matrons, Managers and key 
stakeholders to develop a; 
 

• Management of change - senior management on-call rota 

 
Pipeline / Succession Planning 
 
Pipeline planning has been utilised to welcome newer or more junior talent into the workforce 
team. Succession planning has applied to identify and develop new leaders who can take over 
their predecessors should they leave. 
 
The role which has been implemented to date is; 
 

• Perinatal Mental Health Midwife, 15 hours 

A further two roles are in the process of beginning planned; 
 

• Digital Midwife 
• Fetal Surveillance Midwife  

 
Growing the Midwifery Workforce  
 
Through the Trust Appraisal process midwives highlight their future aspirations. Midwives have 
been supported to apply and are supported with time to attend the below course.  
 

• 2 Band 7 Delivery Suite Coordinators – Leadership Course (Ockenden recommendation) 
• 2 Band 6 Midwives – Aspiring Leadership Course 
• 1 Band 6 Midwife – Nonmedical Prescribing Course 

 
Birth to Midwife Ratio 
 
The birth to midwife ratio is calculated monthly using the Birthrate Plus methodology and actual 
delivery rates. 
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This report confirms the Trust’s compliance with the recommended Birthrate Plus ratio of 1:27. 
 
The table below outlines the real-time monthly ratios 
 
Month 2024 July August September October November December 

 
Birth to midwife ratio  1:22 1:21 1:23 1:24 1:21 1:19 

Total Number of Births  155 147 170 181 164 142 

   
 
Specialist Midwives  
 
Birthrate Plus recommends excluding 8-11% of total establishment from clinical figures, with 
11% for multi-site trusts. These roles, requiring 8.30 WTE, include perinatal mental health, infant 
feeding, screening, smoking cessation, fetal monitoring, bereavement support, guidelines, audit, 
and training, as outlined in the Birthrate Plus report (December 2021, Appendix A). 
 
The current WTE of specialist midwives is 15.73 WTE working clinically and non-clinically, when 
this is broken down further and split between clinical and non-clinical the specialist midwives 
clinically work equates to 5.9 WTE, giving us a clinical percentage of 6 %, overall taken into 
account clinical and non- clinical work this equates to 16.03% of the total workforce, which is 
higher than the last Birthrate Plus recommendations, this would increase further to 17% if the 
Saving Babies Lives vacancy. However, since the last Birthrate Plus full review, NHS England  
recommendations on specialist midwifery roles has increased inline with women and birthing 
peoples care needs.  
 
The table below outlines the current establishment of specialist midwives 
 

Specialist Midwife Roles Band  WTE  Hours Non-
Clinical 

Clinical  

Digital Midwife 8A 1.0 37.5 37.5 0 
Practice Development Midwife 7 1.0 37.5 37.5 0 
Pastoral / Retention Midwife 7 1.0 37.5 37.5 0 
Practice Education Facilitator  7 1.0 37.5 37.5 0 
Bereavement Midwife 7 1.0 37.5 30 7.5 
Early Pregnancy Loss Midwife 6 1.0 37.5 30 7.5 
Risk and Governance Midwife  7 1.0 37.5 37.5 0 
Parent Education Midwife 6 0.40 15 0 15 
Perinatal Mental Health Midwife 7 1.0 37.5 30 7.5 
Perinatal Midwife Health Midwife    6 0.40 15 0 15 
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(succession plan) 
Tobacco Dependency Midwife           
(LMNS funded) 

7 0.60 22.5 18.5 4 

Audit and Guidelines Midwife 7 1.0 37.5 37.5 0 
Pelvic Health Midwife 7 0.40 17.5 7.5 10 
Infant Feeding Midwife 7 1.0 37.5 7.5 30 
Fetal Surveillance Midwife 7 0.40 15 15 0 
Fetal Medicine Midwife 7 0.60 22.5 0 22.5 
Fetal Medicine Midwife 7 1.0 37.5 0 37.5 
Antenatal Screening Midwife 7 0.53 22.5 10 12.5 
Vaccination Midwife     (12-month secondment) 6 1.0 37.5 7.5 30 
Saving Babies Lives Midwife          (vacancy)           
Birth Choices                (6-month secondment) 7 0.40 22.5 0 22.5 

TOTAL  15.73 602.5 381 221.5 
 

The table below outlines the current roles which support the multi-professional team 
Additional Midwifery Roles Band Hours Sessions 

Professional Midwifery Advocates      x 8 6,7, and 8 15 2 
Royal College of Midwives                  x1 2 7.5 1 
Freedom To Speak Up Guardian        x1 8 2                                                                                                                                                                                                                                                         1 

 
Birthrate Plus Live Acuity Tool 
 
The Birthrate Plus live acuity tool was introduced into intrapartum areas in 2019 and extended 
trust-wide in 2020. The Birthrate Plus Live Acuity Tool supports real-time assessment of 
midwifery workload. Using clinical indicators from the Birthrate Plus system, it ensures one-to-
one care in labour and prompts escalation during high-acuity periods. 
 
The tool is completed every four hours by the labour ward coordinator, the tool aligns with NICE 
Guidance NG4 (2015), providing evidence-based staffing oversight and supporting safe 
maternity care. 
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The tables below show data for July to December Q3 and Q4 2024; 
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Staffing Factors / Clinical Actions / Management Action Summary 
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Supernumerary Labour Ward Coordinator  
 
The availability of a supernumerary labour ward coordinator is a mandatory requirement to 
ensure compliance with national maternity safety standards, including the Maternity Incentive 
Scheme (MIS) Safety Action 5. This role is critical for overseeing safety within the labour ward 
and must be rostered and in place at the start of every shift. 
The labour ward coordinator must be an experienced midwife who remains supernumerary to 
provide clinical oversight, leadership, and decision-making support. They are responsible for 
advising, supporting, and guiding clinical staff, managing workload and activity levels, and 
ensuring the timely escalation of concerns. 
 
An escalation plan must be in place, detailing the process for appointing a substitute coordinator 
if the designated individual is unavailable at the start of a shift. This ensures continuous oversight 
and governance in maintaining safe maternity care and compliance with national requirement 
 
 
The table below outlines the compliance by month 

 Number of days 
per month 

Number of shifts 
per month 

Compliance  

July 31 62 100% 
August  31 62 100% 
September 30 60 100% 
October 30 60 100% 
November 31 62 100% 
December  30 60 100% 

 
 
We are pleased to confirm that our labour ward is fully compliant with the requirements of the 
Maternity Incentive Scheme (MIS) Year 6, specifically regarding the supernumerary status of 
the midwifery coordinator in charge of the labour ward. 
One to One in Established Labour 
 
Women in established labour must receive one-to-one care from an assigned midwife, in line 
with national maternity safety standards.. While the same midwife may not always provide care 
throughout labour, one-to-one support remains in place at all times. 
 
In the exceptional circumstance that one-to-one care cannot be maintained, the labour ward 
coordinator will immediately enact the escalation process outlined in the Birthrate Plus live acuity 
tool. This includes taking clinical and management actions to prioritise staffing and maintain safe 
care. 
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We are pleased to confirm 100% compliance with one-to-one care in labour throughout the 
reporting period, ensuring safe and high-quality maternity care. 
 

The table below outlines the compliance details by month 
 

Months July August September October  November  December  

Compliance  100% 100% 100% 100% 100% 100% 

 
 
Red Flag Incidents  
 
A midwifery red flag event is a warning sign that something may be wrong with midwifery staffing 
(NICE 2015).  If a midwifery red flag event occurs, the midwife in charge of the service is notified.   
 
The midwife in charge will then determine whether midwifery staffing is the cause and the action 
that is needed.  Red flags are collected through the live Birth Rate Plus acuity tool.  
 
From July to December 2024 there was 80 midwifery red flags reported, previous 6 months there 
were 106.  
 
This report provides an overview of the red flag incidents recorded within the maternity service 
from 1st July 2024 to 31st December 2024. The total number of red flags reported was 80, with 
a breakdown of key themes and corresponding actions taken to mitigate risks and ensure safe 
care. 
 
Key Findings 
 
Delayed or Cancelled Time-Critical Activity (RF1) – 60 incidents (75%) 
 
The majority of recorded red flags were due to delays or cancellations of time-sensitive activities. 
Contributory factors include staffing pressures, high patient acuity, and theatre scheduling 
constraints. 
 
Mitigation: The service has enhanced real-time acuity monitoring and optimised staff allocation 
to prioritise critical activities. 
Delivery Suite Coordinator Unable to Maintain Supernumerary Status (RF10) – 9 incidents 
(11%) 
 
The requirement for a supernumerary labour ward coordinator was not met in 9 instances. 
These occurrences were linked to escalation of high-acuity cases requiring additional clinical 
oversight. 
 

92



 

16 
 

 
 

Mitigation: The escalation process was followed in all cases, with senior midwifery and 
management support deployed. Staffing reviews are ongoing to address any persistent 
challenges. 
Delays Between Admission for Induction and Commencement of Process (RF7) – 7 incidents 
(9%) 
 
Delays in induction commencement were identified in 7 cases, largely due to labour ward  
capacity and clinical prioritisation of urgent cases. 
 
Mitigation: The induction process is now subject to enhanced weekly monitoring, ensuring timely 
escalation of cases to prevent further delays. 
Delay Between Presentation and Triage (RF5) – 2 incidents (3%) 
 
Minimal cases were recorded regarding delays in initial triage assessment. 
Mitigation: The triage uses BSOTS, with improved triage prioritisation based on acuity. 
Coordinator Unable to Maintain Supernumerary Status & Provide 1:1 Care (RF11) – 1 incident 
(1%) 
 
One case was identified where the labour ward coordinator had to provide direct patient care, 
impacting supernumerary status. 
 
Mitigation: The escalation policy was activated to ensure patient safety. This highlights a rare 
exception rather than a persistent issue. 
Missed or Delayed Care (RF2) – 1 incident (1%) 
 
A single case of delayed care was reported due to delays exceeding 60 minutes for essential 
interventions. 
 
Mitigation: This was reviewed as part of governance processes, with actions taken to prevent 
recurrence. 
Zero Incidents Reported for: 
 
Missed medication (RF3) 
Delay in providing pain relief (RF4) 
Failure to carry out a full clinical examination in labour (RF6) 
Delayed recognition and action on abnormal vital signs (RF8) 
Failure to provide continuous one-to-one care (RF9) – confirming 100% compliance in one-to-
one midwifery care during established labour. 
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Conclusion and Next Steps 
 
Despite red flag occurrences, patient safety was maintained through effective escalation 
measures. 
 
The labour ward coordinator role remains supernumerary in 98% of cases, with robust escalation 
plans in place when exceptions arise. 
 
Further workforce planning is underway to strengthen staffing resilience and improve response 
to red flag triggers. 
 
Monitoring of red flags will continue, with a focus on reducing time-critical activity delays and 
maintaining optimal induction processes 
 
 
The tables below show data for July to December Q3 and Q4 2024; 
 

 
 
 

94



 

18 
 

 
 

Neonatal Nursing Workforce 
 
To meet safety action 4 of the maternity incentive scheme the neonatal unit needs to 
demonstrate that it meets the service specification for neonatal nursing standards.  
 
 
Evidence strongly supports a higher nurse-to-baby ratio, particularly with nurses holding a 
Qualified in Specialty (QIS) neonatal qualification, to ensure the delivery of high-quality 
neonatal care. National safe neonatal nurse staffing requirements are clearly defined by the 
British Association of Perinatal Medicine (BAPM) and the Department of Health’s Toolkit for 
Neonatal Services (2010). These standards specify nurse-to-baby ratios as follows: 
 
1:1 for Intensive Care 
1:2 for High Dependency Care 
1:4 for Special Care 
We continue to maintain compliance with BAPM standards and have actively recruited to fill 
vacancies. Additionally, we have invested in training to support more nurses in obtaining their 
QIS qualification. Our neonatal unit remains fully committed to sustaining BAPM compliance. 
 
The neonatal unit utilises the Neonatal Nursing Workforce Tool to illustrate compliance with 
BAPM standards, ensuring safe and effective staffing levels. 
 
Nursing Workforce Calculations (WTE) – Direct Patient Care Only 
The total nurse staffing required to safely staff the declared cots is 33.39 WTE, of which 23.37 
WTE (70%) should be QIS-trained nurses. 
 
Neonatal Nursing Workforce Calculator 
 

Unit details 

Trust Countess of Chester NHS Foundation Trust  

Unit Chester  

Designation LNU  

Completed by  YG 

Date completed January 2025  

Activity period  365 DAYS 
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Activity (HRG 2016)  Staffing numbers (WTE) DIRECT PATIENT CARE 
ONLY 

  Activity Commissioned 
cots     Budget In post 

HRG 1 (IC) 51 1   Total QIS 18.45 14.28 
HRG 2 
(HD) 237 2   Total Non QIS 8.08 7.70 

HRG 3 - 5 
(SC) 1,628 10   Total Non Reg 6.30 5.97 

Total 1.916 13   Total 32.83 27.95 
 
 
 

Activity calculations (HRG 2016) 

  Activity 
For calculations 
80% of daily 
activity 

Commissioned cots 

Occupancy 
for period 

Cots required 
to meet 

activity at 
average 80% 
occupancy 

Variance: 
declared cots 

against 
required 

WTE (6.07 
/ BAPM) 

 

HRG 1 51 0.2 6.07 1 13.93% 1 0 

HRG 2 237 0.8 3.04 2 32.38% 0 2 

HRG 3 1,628 5.6 1.52 10 44.48% 6 4 

Total 1,916   13 40.27% 7 6 
 

Nursing workforce calculations (WTE) DIRECT PATIENT CARE ONLY 

NB total nurse staffing required to staff declared cots = 33.39, of which 23.37 (70%) should be QIS 

  

Current position Required to 
meet 

activity at 
average 

80% 
occupancy 

Variance: 
budget 
against 
required 

Variance: in 
post against 

required Budget In post 

Total nursing staff 32.83 27.95 18.02 14.81 9.93 

Total reg nurses 26.53 21.98 15.49 11.04 6.49 

Total QIS 18.45 14.28 10.84 7.61 3.44 

Total non-QIS 8.08 7.70 4.65 3.43 3.05 

Total non-reg 6.30 5.97 2.53 3.77 3.44 
Reg nurses as % 

nursing staff 80.8% 78.6% 86% 
    

QIS as % reg nurses 69.5% 65% 70.0% 

 
 
Key Workforce Metrics 
Registered nurses as a percentage of total nursing staff: 80.8% (Budgeted) 78.6% (In 
Post) 86% (Required) 
QIS nurses as a percentage of registered nurses: 69.5% (Budgeted  65% (In Post)  70% 
(Required) 
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This data highlights the current staffing position and the variances between the workforce 
budget, in-post staff, and the required staffing levels based on an 80% average 
occupancy. While we continue to recruit and support QIS training, ongoing workforce 
planning remains essential to maintain compliance with BAPM standards. 
 
Assumptions  
 

• Calculations are valid for neonatal unit only - transitional care staffing and activity 
should be excluded. 

• 6.07 WTE is required for 1 nurse per shift. The detail of how this multiplier was 
calculated is on a separate sheet. 

• Staffing requirements are based on activity, and BAPM nurse to baby ratios are 
used, ie IC 1:1; HD 1:2; SC 1:4. 

• Numbers are for nurses providing direct patient care only. Exclude additional 
roles e.g. management, outreach, education. 

• Numbers are for nurses providing direct patient care only. Exclude additional 
roles e.g. management, outreach, education. 

• A supernumerary nurse in charge is included for all units on all shifts. 
• At least 70% of registered nurses should be Qualified In Specialty (QIS). 
• All intensive and high dependency care should be undertaken by registered nurses 

with QIS training 
• For special care, registered to non-registered staff ratios are calculated at 70:30. 
• Cot calculations assume that cots can be flexed up but not down, so round up to 

the higher-level cots. See narrative for more detail. 
 
Next Steps 
 

• Director and Head of Midwifery to meet with Birthrate Plus to plan a refreshed  Birthrate 
Plus establishment review 

• Implement and embed the new management of change, inpatient On-call, and provide 
assurance to the key stakeholders and midwifery team of its implementation at 3,6,9 and 
12 months 

• Implement and embed the new management of change, community on-call time 
• Implement the embed the new manager of the day, along with a supporting Standard 

Operating Policy 
• Implement and embed the new senior management on-call 
• Continuity of Carer planning – meeting held with the Regional Lead for Continuity of 

Carer, agree an operational delivery date for one enhanced midwifery team (Appendix 1) 
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Conclusion  
 
This report confirms the Trust's adherence to biannual maternity staffing reviews, which are 
required for transparent reporting to the Board of Directors. Our alignment with NHS Resolution 
Maternity safety actions highlights our commitment to patient safety. 

The evidence presented demonstrates the robustness of our workforce planning system, 
ensuring safe staffing levels within the Maternity unit. Through monitoring, we consistently match 
staffing levels with patient acuity, enabling interventions and the delivery of optimal care. 

Our continuous efforts in workforce planning and monitoring confirm the commitment to 
providing exceptional maternal care. 

 

Recommendation 

The Board of Directors is asked to note the contents of the report and formally record in the 
minutes, that the midwifery workforce is compliant with Maternity Incentive Scheme: Safety 
Action 5.   

Appendix 1 
 

Continuity of Carer (CoC) Position Statement 2025-2026 
 

The Countess of Chester Continuity of Carer (CofC) Summary and Plans for Service 
Development 
 
Background and Pre-Covid Plans for 2020 
 
Case Loading Team (The Rowan Team) October 2019 
The continuity of carer CofC model at The Countess commenced in October 2019. The Rowan 

Team were a team of midwives providing care throughout pregnancy, birth, and the postnatal period 

to their low-risk caseloads in a geographical area. Unfortunately, due to Covid-19 the decision was 

made for the Rowan team to be disbanded at the end of March 2020 to support community due to 

staffing issues. 

 

April 2022 the publication of Donna Ockenden’s Final report requested:  
‘All trusts must review and suspend, if necessary, the existing provision and further roll out of 

CofC unless they can demonstrate staffing meets safe minimum requirements on all shifts.’  
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The Countess of Chester took the decision to suspend their CofC team as the vacancy rate was 

fourteen whole time equivalent (WTE) and therefore presented a concern and did not meet safe 

staffing levels. 

 

January 2023 
The management structure underwent transformation by the Director of Midwifery (DoM) and 

appointed a Head of midwifery (HoM) along with a second Midwifery Matron. 

 

6th November 2023 
The HoM arranged as part of the preparation for her to return to her Head of Midwifery role, along 

with the  senior midwifery management team, to meet with Professor Trixie McAree, The national 

lead for continuity of carer and Michelle Waterfall Deputy regional lead midwife as leaders in the 

field of continuity of carer models within midwifery; this was part of a safer staffing review as the 

Trust works towards the implementation of the NHS 3 year plan, including the development of  

continuity of carer team.   

 

The first continuity of care team will be based on an enhanced model for women who are identified 

as requiring additional support for reasons such as: English not being their first language, moderate 

to severe perinatal mental health, social care involvement- which may include women with ongoing 

substance misuse or who are homeless.   

Phase one:  
 
The HoM and Midwifery Matrons completed a work force review February 2024 to confirm the 

staffing levels are sufficient to proceed with a plan for the implementation of a continuity of carer 

model for enhanced care. Unfortunately, the vacancy rate at this time increased again and 

recruitment became challenging, CofC was paused to allow for safe staffing levels to improve. 

 

This paper now outlines the plan to review the service and the ability to proceed with CofC in a 

safe and meaningful way for 2025. The paper uses the term women to refer to our service users, 

the term is interchangeable with women/ birthing people or women who do not identify as women 

or a birthing person. 
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The outpatient matron has developed a working group to develop a CofC model. The working 

group include HoM, Community midwifery manager, Digital Midwife, perinatal mental health 

Midwife, safeguarding lead Midwife, Practice development Midwife (PDM), Finance lead, 

Business intelligence and have invited a consultant Obstetrician. The team have met and agreed 

the implementation of the CofC model is based on providing antenatal and postnatal continuity for 

women/ birthing people who meet the criteria for enhanced care needs. Women will include all 

risk pathways. CofC is an option of a care model which can be offered to women but is not 

mandatory.  

The agreed enhanced team criteria are: 

Women who do not speak English and require interpreter services 

Women from global majority 

Women with severe to moderate mental health needs 

Women who require social care services input 

Women who are homeless/ refugees/ asylum seekers 

Women who are care leavers 

Women under 20 years of age 

 

The team are considering the option to appoint a band seven midwife continuity of carer lead, to 

develop and subsequently lead the enhanced continuity of carer team as this has been shown to 

offer support to the needs of the team which may have a uniqueness to the CofC team. There will 

need to be a business case developed to highlight how the service will be funded and to request 

funding needed for any deficit identified. 

 

Phase two: 
 

The working group will seek support from the local maternity and neonatal system (LMNS) to 

develop a detailed implementation plan and set a time frame for implementation. The plan will be 

updated through PAIB on a regular basis, until it has been achieved.  

 

Staffing the women: 

The working group will calculate the actual number of midwives required for the team. The initial 

calculation based on the data from 2023 is approximately six WTE midwives would be needed. The 
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working group will continue to finalise the criteria for the enhanced team and work with the digital 

team to ensure this data is captured.  

 

Pathways: 

The working team will collaborate with the digital team to consider how women will be allocated to 

the CofC team to enable allocation where possible prior to the booking appointment. The team will 

support women with all risks and will collaborate with colleagues who are also providing care during 

the childbirth continuum. 

 

Funding: 

The working group will review data, and workforce needs to understand if the model can be funded 

from the current workforce or if there would be a deficit requiring a business case.  

 

Recruitment and Training: 

Recruitment into the team will be available to all midwifery staff who work within the Countess of 

Chester. The PDM will support with the training and development plan.  

 

Service user input: 
The outpatient matron will work with the maternity and neonatal voice partnership (MNVP) to seek 

opportunities to engage service users and women from difficult to reach groups.  
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PUBLIC – Board of Directors  
  20th May 2025 

 
Report Agenda 

Item 12b.* 
Bi-annual Safer Nurse Staffing Report - year-end 
establishment review and July 2024 to December 2024 

Purpose of the 
Report 

Decision   Ratification  Assurance X  Information  

Accountable 
Executive 

Sue Pemberton  Director of Nursing & Quality / Deputy 
Chief Executive Officer  

Author(s) Melanie Kynaston  Deputy Director of Nursing & Quality  
Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

X 
 
 
X  
 
 

BAF impact is to maintain quality of 
care would result in poorer patient & 
family experience 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

X 
X  
 
  

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

X  
X  
X  
X  
X  

Previous 
considerations 

People Committee – 8th April 2025 
Executive Directors Group – 30th April 2025   

Executive 
summary 

People Committee have approved this paper in principle but have asked 
that it is received at the Executive Directors Group (EDG) for a final 
decision on the proposed budget changes, which relate to planned care 
and are linked to the Practice Development Nurse Review. EDG approved 
the budget moves on 30 April 2025.  
 
This paper has been produced to provide assurance that budgeted nurse 
establishments across wards and departments are sufficient to meet the 
needs of patients commonly seen within the area. The data presented 
relates to a 6-month period, between 1 July 2024 and 31 December 
2024.The paper includes any risks and issues experienced within the 
reporting period and outlines any recommended changes needed in 
response. 
 
The year-end establishment review has demonstrated that in the urgent 
care and therapies and integrated community care divisions, wards and 
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departments have a budgeted nurse establishments that correlate with the 
last 2 safer nursing care tool (SNCT) data collections. Although therapies 
and integrated community care have indicated a change in skill mix may be 
required in the next round of 
establishment reviews.   
 
The planned care division have put forward 5 recommendations to change 
nurse establishments: 
• Ward 41 change in roster template from 4/6, 4/6, 3/ 4 to 4/5, 4/5, 3/5 
• Ward 52 change in roster template from 4/3, 4/3, 4/3 to 4/3, 4/3, 3/4 
• Critical Care Outreach change in roster template from 2/0, 1/0, 1/0 to 

2/0, 2/0, 1/0  
• Theatre changes in skill mix and additional leadership roles  
• West Minster Eye Centre change in skill mix   
These changes address the risks identified within the divisional 
establishment reviews (except for, emergency maternity theatres which is 
outside the scope of this paper). The division have completed a financial 
impact assessment and have identified funding from within the division to 
move resource to the highest risks identified, a small shortfall will need to 
be aligned from the Practice Development Review work.  
The children’s unit has made a recommendation to slightly increase the 
healthcare support worker (HCSW) establishment (by 3.0 WTE), this has 
not been supported by the divisional leadership team at this time, 
mitigations are in place to redeploy from other paediatric or neonatal areas 
in periods of high acuity.  
Improvement has been noted in this reporting period in relation to closing 
the vacancy gap and significantly reducing the working gap. The trust 
continues to use temporary staffing to respond to short notice workforce 
gaps, vacancy, and escalation during OPEL 3 and/or 4. Reliance on 
temporary staffing (and associated spend) has continued to reduce.   
 
The challenge in this reporting period has been the availability of HCSWs. 
This is a known issue and there are programmes of work in place to reduce 
and mitigate this in the next reporting period. These include: 
• Band 2 to 3 work  
• Corporate recruitment events  
• Introduction of apprenticeship training schemes  
• Introduction of HCSW career development pathways  

 
These initiatives are designed to improve vacancy fill, reduce sickness and 
absence and improve retention.  

Recommendations The Board of Directors is asked to accept the report as assurance that the 
nurse establishments (with the changes agreed by the People Committee 
and Executive Directors) meet the needs of patients commonly cared for in 
each area 

 
Corporate Impact Assessment 
Statutory/regulatory 
requirements 

CQC 
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Risk Failure to maintain quality of care would result in poorer patient & family 
experience  

Equality & Diversity Meets Equality Act 2010 duties & PSED 2 aims and does not directly 
discriminate against protected characteristics 

Communication Not confidential 
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BI-ANNUAL SAFER NURSE STAFFING REPORT – March 2025 
(year-end establishment review – 1 July to 31 December 2024) 

BACKGROUND 
1.0 The bi-annual safer nurse staffing report is a national requirement to comply with the 

Care Quality Commission (CQC) fundamental standards across five domains of 
Safe; Effective; Caring; Responsive and Well Led. The Trust has used the NHS 
Improvement: Developing Workforce Safeguards framework to make a 
comprehensive assessment, using an evidence-based tool, professional judgement, 
and nurse sensitive outcomes, to evaluate the effectiveness of nurse establishments 
across the Trust.  
 

PURPOSE 

2.0 This paper has been produced to provide assurance that budgeted nurse 
establishments across wards and departments are sufficient to meet the needs of 
patients commonly seen within the area. The data presented relates to a 6-month 
period, between 1 July 2024 and 31 December 2024.The paper includes any risks 
and issues experienced within the reporting period and outlines any recommended 
changes needed in response.    

METHODOLOGY  

3.0 Nursing establishments must be set using a nationally endorsed methodology, to 
comply with regulatory, commissioning, and professional standards. NHS England 
(2018) Developing Workforce Safeguards clearly sets out the framework for acute 
provider organisations to follow when evaluating the effectiveness of nursing 
establishments.   

 
 The Countess of Chester Hospital NHS Foundation Trust has implemented in full a 

nationally endorsed evidence-based tool to measure acuity and dependency, the 
Safer Nursing Care Tool (SNCT). Data is collected twice yearly over a four-week 
period by trained auditors (ward managers, practice development nurses, and senior 
nursing staff), in all adult and paediatric inpatient areas across both hospital sites.   

Analysis from the data collected in this reporting period is presented in section 5.0, 
alongside nurse sensitive outcomes and professional judgement, with 
recommendations on any establishment changes needed to meet the needs of 
patients. Application of professional judgement has been standardised in this 
reporting period, using the 2023 Professional Judgement Framework: a guide to 
applying professional judgement in nurse staffing review.  

Establishments must be set using an evidence-
based acuity and dependency tool. 
  
Nurse sensitive outcomes must be 
triangulated with the data collected.  
 
Professional judgement must be applied to 
the triangulated data and outcomes to ensure 
that specialty and environment knowledge is 
used to confirm the establishment is correct.  
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Critical Care (ITU / HDU) and Theatres are exempt from SNCT monitoring, as there 
is specified nurse staffing standards outlined by the relevant royal colleges or 
societies.  

Maternity Services and the Neonatal Unit are outside of the scope of this year-end 
establishment review and are presented separately in the Midwifery Safer Staffing 
Report.  

SUMMARY OF FINDINGS  

4.0 The year-end safer staffing review has confirmed in most areas that the budgeted 
establishment is adequate to meet the needs of patients commonly seen in that ward 
or department. There are 5 recommended changes to establishments within the 
planned care division, these can be achieved by moving resource, there is no 
request or requirement for additional funding.    

4.1 Urgent Care  

The urgent care division has not made any recommendations to change nurse 
establishments. The SNCT data collected in April and October 2024 has in most 
wards correlated with the budgeted establishment. There are 5 wards (AMU, 
cardiology, stroke, ward 44 and respiratory) where the data has highlighted a 
possible over establishment. However, when changes in operational models have 
been overlayed, and the data is triangulated with nurse sensitive outcomes, 
professional judgement and royal college or society standards it has been agreed the 
safe staffing template needs to remain in place and unchanged. 

1. AMU is supporting the increased staffing requirements in SDEC and has 3 
escalation beds open with no additional staffing. 

2. Cardiology needs to comply with the British Cardiovascular Society standards for 
monitored bed and the small unit factor needs to be applied.  

3. Stroke is moving to a larger bed base. 
4. Ward 44 is stabilising after a large recruitment drive and is still supporting a high 

proportion of preceptees and internationally educated nurses.  
5. Respiratory has 12 additional beds that are not reflected in data collection.  

The division has experienced workforce challenges relating to vacancy, supporting 
sickness absence, enhanced supervision, and supporting the pressures within 
several escalation areas, including the ED corridor, SDEC, Respiratory Unit, Cardiac 
Day Suite and Modular Ward. In view of this, the wards have not always worked 
within their roster template numbers.   

In addition, the division are reviewing establishments outside of the ward reviews and 
has work ongoing in relation to the Emergency Department, Same Day Emergency 
Care, and Haematology Oncology Suite.  

4.2 Planned Care  

The planned care division have put forward 5 recommendations to change nurse 
establishments: 

1. Ward 41 change in roster template from 4/6, 4/6, 3/ 4 to 4/5, 4/5, 3/5 
2. Ward 52 change in roster template from 4/3, 4/3, 4/3 to 4/3, 4/3, 3/4 
3. Critical Care Outreach change in roster template from 2/0, 1/0, 1/0 to 2/0, 2/0, 1/0  
4. Theatre changes in skill mix and additional leadership roles  
5. West Minster Eye Centre change in skill mix   
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These changes address the risks identified within the divisional establishment 
reviews (except for, emergency maternity theatres which is outside the scope of this 
paper).   

The division has experienced workforce challenges relating to vacancy, supporting 
sickness absence and escalation pressures, which has resulted in daily 
redeployment of nursing staff across planned care. This has left wards (at times) 
under the roster template agreed.  

In addition, the division are reviewing establishments outside of the ward reviews and 
has work ongoing in relation to the Theatre Department and Westminster Eye 
Centre. 

4.3 Therapies and Integrated Community Care 

The therapies and integrated community care division has not made any 
recommendations to change nurse establishments. The SNCT data collected has 
indicated a change in skill mix is required, an increase in RNs and a decrease in 
HCSWs, across all 3 wards. However, with the trust wide band 2 to 3 work in 
progress, the ward teams have agreed to pause any changes until this work is 
concluded and impact of these changes can be assessed. 

4.4 Children’s Unit  

The children’s unit has made a recommendation to increase the ward establishment 
(based on the acuity and dependency data) by 3.0 WTE HCSWs. However, on 
review by the divisional leadership team, given the competing financial priorities, this 
will be mitigated by ongoing assessment of acuity across other paediatric and 
neonatal areas and where necessary staff redeployed to support. When needed, 
bank and agency will be used to maintain safe staffing levels. This will continue to be 
monitored by the ward manager, matron and head of nursing, and consideration will 
continue to be given to the additional requirement in future reviews.  
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RESULTS 

5.0  The results of each ward and department are presented in divisional sections below. 

5.1 Wards in the Urgent Care Division   

Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Acute Medical Unit 
(AMU) 

49 beds  
14 monitored 
beds 

11/7 
11/7 
10/7 

65% 23 ↓ 
 

31 ↓  
 
 

10 ↓ 
 
 

7 ↑ 
 

RNs 50.4/ 
HCSWs 27.1/ 
Total 77.5 
 

RNs 52.5/ HCSW 
28.3/ Total 80.7 
 

RNs 63.8/ 
HCSWs 36.29/ 
Total 100.1 

Nurse sensitive indicators 
The analysis of the SCNT data for this collection period shows little variation from the two previous audits. Due to the number of acute medical patients remaining in 
ED for prolonged periods, the acuity of the patients within AMU is not reflective of the average acuity and dependency of the Acute Medical Unit.  The unit has seen 
increased number of mental health patients and increased numbers of patients requiring 1 to 1. For this period of data collection that equated to 4.8 patients (10%) 
on average per day requiring zoned supervision and 1.95 (4%) requiring 1 to 1 care.  Drug errors have significantly reduced from 56 reported from January to June 
to 23 reported from July to December.  Falls have reduced from 41 to 31 and Hospital Acquired Pressure Ulcers (HAPU) have slightly reduced.  There has been an 
increase in C-Difficile infections from 3 to 7, however following review there is no evidence of patient-to-patient transmission and/or environmental contamination. 

Professional judgment  
The vacancy fill rates for RNs is currently 100.25%, however not all these recruits are currently in post. The vacancy fill rates for HCSW’s are 89.84% with active 
recruitment in progress.  The sickness percentage has significantly reduced with RN sickness at 5.43% and HCSW sickness at 6.53% (although not within the Trust 
target of 5%). The use of temporary staffing is 4.22% for RNs and 12.95% for HCSWs.  Turnover has improved significantly with RN turnover at 0.10% and HCSW 
turnover at 0.22%.  

The ward spans over two ward areas, which includes 7 bays and a total of 10 side rooms. An additional 3 beds have been opened within the footprint to support 
escalation. These beds have been staffed from within the AMU establishment. Furthermore, during this data collection period AMU has supported SDEC with the 
temporary deployment of 3.0 WTE RN’s. The current template (when achieved) enables an RN to patient ratio of 1 to 5, enabling enhanced RN resource to support 
the monitored bays and single rooms. 

Recommendation  
No change to establishment due to the additional escalation beds and RN deployment to support SDEC. 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 34  
(Care of the 
Elderly) 

33 beds  5/6 
5/6 
4/6 

43% 4 ↓ 
 
 

34 ↓ 
 
 

12 ↓ 
 
 

5 ↑ 
 
 

RN 22.3 / 
HCSWs 29.5 / 
Total 51.8 

RNs 23.1/ HCSW 
30.6/ Total 53.7 

RNs24.3/ 
HCSW 32.2/ 
Total 56.4 

Nurse sensitive indictors  
The analysis of the SCNT data for this collection period shows little variation from the two previous audits. There has been a slight reduction in harms reported for 
this data collection period, however a significant increase in C-Difficile infections reported. 

Professional judgment 
The vacancy fill rates for RNs are currently 91.26% and 92.37% for HCSWs with active recruitment in progress. The percentage of sickness for this area remains a 
concern with RN sickness percentage at 10.77% largely relating to musculoskeletal problems, pregnancy related disorders and anxiety and stress. HCSW sickness 
percentage is 14.93% due to anxiety and depression and gastrointestinal problems. Turnover currently equates to 0.44% for RNs and 0.20% for HCSWs. 

The visibility of all patients across the footprint of ward 34 has been challenging to achieve. The ward has now relocated into ward 33 and whilst this footprint also 
has challenges, relating to side room visibility, it is an improvement. The data for this period shows the ward is providing 1 to 1 supervision to 2.43 patients daily 
(7%), and zoned supervision to 4.18 patients (12%), a reduction from the last reporting period. This places additional pressure on the HCSW workforce which is 
evident from the additional resource required from temporary staffing for this period (but not always achieved).  

Recommendations 
It is recommended that no changes be made to the current establishment based on the relocation of the ward.  This will be reviewed at the next round of data 
collection and within the overall urgent care bed base review. 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 42 
(Hyperacute and 
acute stroke) 

16 beds  3/5 
3/4 
3/3 

45% 2 ↓ 
 
 

17 ↑ 
 
 

3 ↔ 
 
 

0 ↓ 
 
 

RNs 10.7/ 
HCSWs 13.1/ 
Total 23.8 
 

RNs 10.7/ HCSW 
13.1/ Total 23.8 

RNs 16.08 / 
HCSW 20.40/ 
Total 37.4 

Nurse sensitive indicators  
The analysis of the SCNT data for this collection period shows little variation from the two previous audits. There has been a reduction in medication incidents, 
however an increase in falls.  HAPUs have remained the same and there has been a reduction to 0 reported C-Difficile infections for this period. 

Professional Judgement 
Vacancy fill rates for RNs is 95.76% and HCSWs 92.04%. Sickness rates for RNs has improved at 4.84% however remains a concern for HCSWs at 14.04% 
largely relating to stress, anxiety and gastrointestinal problems. Turnover rates are much improved with RNs at 0.09% and 0.31% for HCSWs. 

The ward was judged to be adequately and safely staffed on current staffing template, however during this data collection period have been required to provide 1 to 
1 supervision for 2.3 patients per day (14%). This is a significant increase from the previous data collection period where 1 to 1 requirement was 5%. In comparison 
to the SCNT averages for hyper acute stroke units, it appears that ward 42 has far less 1a and level 2 patients than the national average, which may be related to 
under reporting for each patient during data collection and/or related to patients spending longer periods of time in ED before accessing a stroke bed. Due to the 
nature of the speciality, the acuity is high, particularly in the first few days of admission (in the hyper-acute phase). Dependency can remain high throughout the 
patient’s admission for those with ongoing care and rehabilitation needs, and most patients require support from a minimum of two staff to safely meet care needs. 
Patients often have complex needs including NG feeds. With the addition of the stroke trolley space and the focus on the 4 hours target from admission to the 
ward, patients are often transferred to the ward immediately post thrombolysis and require 15-minute observations initially and then hourly for 24 hours. Nursing 
provision (2.0 WTE) has been deployed from the ward establishment to support the pilot of an extended stroke nurse specialist service (operational till midnight 7 
days per week). 
 
Recommendation 
Due to a further review to be undertaken regarding to the overall bed base and on-going discussion regarding the relocation of the stroke unit into the therapies 
ward (additional beds), it is recommended to make no changes to the current establishment. 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 43 
(Haematology) 

16 beds  3/3 
3/3 
3/1 

59% 0 ↓ 
 
 

16 ↔ 
 
 

4 ↑ 
 
 

2 ↔ 
 
 

RNs 15.1/ 
HCSWs 10.5/ 
Total 25.7 
 

RNs 15.7/ HCSW 
10.9/ Total 26.6 

RNs 16.08/ 
HCSW 11.03/ 
Total 27.1 

Nurse sensitive indicators  
There has been little variation from the previous 2 rounds of data collection.  Reported harms for this period remain similar in number, however, there has been a 
significant reduction in medication incidents from 12 to 0 in this reporting period. 

Professional judgement  
Vacancy fill rates for RNs are 107.61% and for HCSWs 85.75%.  There has been a significant increase in sickness percentage with RN sickness percentage at 
11.01% relating to cough, cold and flu, headache/migraine and pregnancy related disorders.  The sickness percentage for HCSWs is 36.86% relating to stress and 
anxiety, cough cold and flu and back problems.  Turnover for RNs is 1.30% and HCSWs 1.51%. 

The ward was judged to be adequately and safely managed on current numbers. Although there is a mix of haematology and endocrine patients, there has been an 
increase in the number of haematology patients admitted, which has been consistent over the last 12 months. This has an impact on acuity due to complex 
regimes. Nice Guidance (2019) states that the level of staffing required for neutropenic septic patients is equivalent of that of HDU. The delivery of chemotherapy 
requires hourly observations and the administration of blood products alongside the regimes. Chemotherapy regimes are often complex and range from 1 to 7 
hours to deliver. Ward 43 also holds the Haematology ‘Helpline’ telephone out of hours, including weekends. The requirement for this period for patients requiring 
enhanced supervision has been minimal with 0 patients requiring 1 to 1 care and 0.5 (3%) of patients requiring zoned supervision. The team have raised concerns 
regarding the complex regimes that tend to me administered during the afternoon shift, however the team are currently reviewing if there is need to move an RN 
from the morning to the afternoon shift to support this demand. The data collected for this period does not align to the national average, with the number of 1a 
patients appearing much lower and a significant increase in 1b patients, suggestive of an increased dependency requirement rather than acuity. 

Recommendation 
It is recommended that no changes be made to the current establishment. 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 44  
(General Medicine) 

28 beds  4/5 
4/5 
4/4 

47% 5 ↓ 
 
 

38 ↑ 
 
 

3 ↓ 
 
 

2 ↓ 
 
 

RNs 19.2/ 
HCSWs 21.6/ 
Total 40.8  
 

RNs 17.3/ HCSW 
19.5/ Total 36.8 

RNs 21.4/ 
HCSW 24.3/ 
Total 45.7 

Nurse sensitive indicators  
There has been a continual decrease in the establishment requirement suggestive of a decreased acuity and dependency. There has been a reduction in reported 
harms for this reporting period.  However, there has been a significant increase in falls from 22 to 38, there has been no harm identified relating to these falls.  

Professional judgement 
The vacancy fill rates for RNs is 88.89% and for HCSWs 82.26% with active recruitment in progress. Sickness percentage for RNs is 9.64% and largely relates to 
musculoskeletal problems and pregnancy related disorders.  HCSW sickness percentage remains high at 15.58%, relating to nervous system disorders and stress 
and anxiety. The vacancy and sickness and absence has been challenging to manage and maintain the staffing template, with some shift not reaching the required 
staffing numbers. Turnover rates for RNs is 0.13% and for HCSWs 0.24%. 

The ward was judged to be adequately and safely managed on the current staffing template. As the only general medicine ward within the division the ward 
receives many complex (young) patients often with mental health complexities. For this reporting period the average number of patients requiring 1 to 1 support 
was 1.65 (6%) an increase from the last reporting period, which was 0.4 (1%). Patients requiring zoned supervision equated to 1.95 (7%). In 2023 an increase to 
the band 6 provision was put into the establishment, to support the workforce from a leadership perspective, however, this requirement will be reviewed at the next 
round of data collection, as the ward is stabilising and showing early signs of sustainability. 

Recommendation 
It is recommended that no changes be made to the current establishment, as the ward continues to support many preceptees and internationally educated nurses 
and more time is needed to ensure sustainability in the improvements made.  
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 45 
(Gastroenterology) 

25 beds 
(1 escalation 
bed)  

4/4 
4/4 
3/3 

50% 5 ↓ 
 
 

38 ↔ 
 
 

5 ↓ 
 
 

1 ↔ 
 
 

RNs 18.1/ 
HCAs18.1/  
Total 36.1 

RNs 18.3/  
HCSW 18.3/ 
Total 36.6 

RNs 18.9/ 
HCSW 18.9/ 
Total 37.8 

Nurse sensitive indictors 
The data analysis shows little variation from the previous 2 rounds of data collection. There has been a slight reduction in medication incidents and HAPUs, with 
falls and C-Difficile cases remaining the same.  

Professional judgement  
The ward has an additional escalation bed open, which has not been included in this data collection. The ward is judged to be adequately and safely managed on 
the current staffing template. Acuity of patients in gastroenterology differs from other acute ward areas, as they are often single organ failure with the potential to 
deteriorate quickly. In addition, Level 0 patients can often be unpredictable. The average number of patients requiring zoned supervision is 2.3 (9%) and 1 to 1 
requirement is 0.2 (1%). 

Recommendation 
It is recommended that no changes be made to the current establishment. 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 48 and 49 
(Respiratory Unit 
and RSU) 

39 ward beds 
11 RSU beds  

9/6+2 
9/6+2 
9/6+2 

60% 6 ↓ 
 
 

30 ↑ 
 
 

8 ↑ 
 
 

2 ↔ 
 
 

RNs 31.8/ 
HCSWs 21.2/ 
Total 53.0 
 

RNs 33.5/ HCSW 
22.3/ Total 55.8 

RNs 49.3/ 
HCSW 32.17/ 
Total 81.4 

Nurse sensitive indicators  
For this data collection periods there has been a significant reduction in medication incidents from 24 to 6.  Falls and HAPU incidents have slightly increased by 2.  
Reported C-Difficile cases have remained the same. 

Professional judgement  
Vacancy fill rates for RNs is 96.34% and for HSCWs 95.92%. Sickness percentage for RNs is currently 7.76% relating to stress and anxiety, pregnancy related 
disorders and cough/cold and flu. HCSW sickness is 9.17% due to gastrointestinal problems and stress and anxiety.  Turnover percentage for RNs is 0.34% and for 
HCSWs 0.27%. 
 
The ward has opened an additional 12 beds (50 beds in total) during this data period and therefore the establishment has been increased to achieve an addition 1 
RN and 2 HCSW’s per shift. This additional staffing is currently being recruited to; however, the additional beds are not reflective within the audit data as these were 
not operational at the time of data collection (October 2024). The respiratory unit is experiencing daily staffing challenges in achieving the new staffing numbers 
(9/8) and this is impacting on the ability to ensure the correct nurse to patient ratio within the RSU. Furthermore, the footprint of the ward (spanning 2 wards) and 
the fluidity of staff required for RSU impacts on the ability to ensure safe staffing and visibility within each bay consistently. This is risk assessed on a daily basis to 
ensure compliance with these standards but is not always achieved. The respiratory unit manages many patients with tracheostomies and chest drains (which 
currently includes surgical patients). The previous model ensured that 1 to 2 care is provided to 8 out of 11 RSU patients, in keeping with the average number of 
NIV patients at any one time (this seldom exceeds 8 patients). Average patients requiring 1 to 1 supervision equates to 0.93 (3%) for this data period and 2.93 (8%) 
requiring zoned supervision.   

Recommendation 
It is recommended that the respiratory unit would be better managed daily with an increase to 10 RNs (24/7). This is largely based on professional judgement in the 
absence of SNCT data for the additional 12 beds to quantify this. In addition, the overall footprint and changeable requirements within RSU are difficult to manage. 
As an interim the divisional priority has been to ensure the ward achieves the 9/8 (24/7) consistently and has moved 2.0 WTE RNs (from Cardiology and ward 45) 
for a 3-month period to support this. This will be reviewed again following the next SNCT data collection when more intelligence is available to quantify the 
requirements for the additional 12 beds.    
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 50  
(Care of the 
Elderly) 

28 beds 4/6    
4/6    
3/5    

39% 2 ↓ 
 
 

28 ↓ 
 
 

10 ↑ 
 
 

3 ↓ 
 

 

RNs 18.6/ 
HCSWs 29.1/ 
Total 47.7 
 

RNs 17.8/ HCSW 
27.8/ Total 45.6 

RNs 18.9/ 
HCSW 29.6/ 
Total 48.5 

Nurse sensitive indicators 
Ward 50 has seen a significant reduction in medication incidents, falls and reported C-Difficile infections, however, there has been a slight increase in HAPUs (6 to 
10) for this data period. 

Professional Judgement  
Vacancy fill rates for RNs is 93.60% and for HCSWs 80.81%.  This HCSW vacancy equates to 4.95 WTE with 3.0 WTE currently within the recruitment process. 
Sickness percentage for RNs is 11.66% and for HCSWs 10.52%. Both relate to stress and anxiety, gastrointestinal problems and pregnancy related disorders. 
 
The ward was judged to be adequately and safely managed on the current staffing template. The average patents requiring zoned supervision is 11.33 (41%).  1 to 
1 supervision requirement was zero, a reduction from the last data collection period. The current staffing model enables an RN to patient ratio of 1-7.  

Recommendation 
It is recommended that no changes be made to the current establishment. 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 51  
(Care of the 
Elderly) 

28 beds 4/6    
4/6    
3/5    

39% 2 ↓ 
 
 

37 ↓ 
 
 

9 ↑ 
 
 

6 ↑ 
 
 

RNs 16.0/ 
HCSWs 29.5/ 
Total 45.5 
 

RNs 18.7/ HCSW 
29.3/ Total 48.0 
 

RNs 18.9/ 
HCSW 30.6/ 
Total 49.5 

Nurse sensitive indicators 
For this data collection period there has been a reduction in medication incidents and falls.  There has been a slight increase in HAPU’s from 7 to 9 and significant 
increase (50%) in C-Difficile cases from 3 to 6. Upon review of each of these cases the themes related to exposure to antimicrobials, 6 of the 9 cases were 
receiving laxatives at the time of specimen collection (inappropriate samples) and the average length of stay for these patients was 38 days. 

Professional judgement  
Vacancy fill rates for RN is 85.66% which equates to 4.96 WTE with 3.0 WTE currently within the recruitment process.  For HCSW’s the vacancy fill rate is 87.68% 
which equates to 5.43 WTE with 4.64 WTE currently within the recruitment process. Sickness percentage for RNs has reduced to 5.37% but remains high for 
HCSWs at 10.50%.  The main reason reported for sickness is stress and anxiety and musculoskeletal problems. Turnover rates for RNs is 0.30% and for HCSWs is 
0.56%. 
 
Analysis of the data collected for this period shows little variation from previous data collection. The ward was judged to be adequately and safely managed on the 
current staffing template. Average patients requiring 1 to 1 supervision during this period was 6.07 (22%) with 14.9 (53%) requiring zoned supervision, which is a 
significant increase.  

Recommendation 
It is recommended that no changes be made to the current establishment. 

 

 

 

 
 

116



 
 

Page 13 of 39 
 

Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Modular Ward 
(Acute Frailty) 

20 beds 
(+ 3 
escalation 
beds) 

4/3    
4/3    
3/2 

58% 1 ↑ 
 
 
 

19 ↑ 
 
 

12 ↑ 
 
 

0 ↓ 
 
 

RNs 15.9/ 
HCSWs 11.5/ 
Total 27.4 
 

RNs 20.3/ HCSW 
14.7/ Total 34.9 
 

RNs 18.9/ 
HCSW 13.6/ 
Total 32.5 

Nurse sensitive indicators  
Modular ward has seen a slight increase in medication incidents and falls during this period (by 1), however, the incidence of HAPUs has increased from 6 to 12.  
During the last data collection period the ward reported 5 C-Difficile infections, however, reported 0 for this data period. 

Professional judgement  
Vacancy fill rates for RNs is 106.28% and HCSWs is 97.89%. Sickness percentage has decreased for this data period with RNs sickness percentage at 6.96% and 
HCSWs at 9.70% although these remain above the trust target (5%). 
 
Analysis of the data would suggest that the establishment is under the required numbers by 2.4 WTE. The ward speciality has changed, and the case mix of 
patients is now frail and elderly, with 3 additional escalation beds operational. An additional HCSW per shift has been approved (temporarily) to support the 
escalation beds, however, this is not reflective in the budgeted establishment. Enhanced supervision requirements have increased.  For this data period 0.87 (4%) 
of patients have required 1 to 1 supervision and 6.85 (30%) of patients have required zoned supervision. This places additional pressure on the HCSW working 
with the RNs and the team are also supporting a high percentage of patients that require assistance with eating and drinking, toileting and mobilisation. Although 
the spring data would suggest the current establishment is adequate the previous (September 2023) data collection evidenced additional requirements for HCSWs, 
which has been reflected again in this round of data collection. However, the ward model will be moving to a frailty model (early 2025) which may reduce the acuity 
and dependency moving forward. This would mitigate the additional requirement suggested by the data collected in October 2024.  

Recommendations  
Due to the changes to the ward model and in view of the additional temporary HCSW per shift, it is proposed that no changes be made to this establishment, and 
this will be further reviewed following the spring 2025 SNCT review. 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Cardiology Unit 10 ward beds 
6 CCU beds 

5/2 
5/2 
5/2 

72% 9 ↑ 
 
 

13 ↓ 
 

 

2 ↓ 
 
 

1 ↔ 
 
 

RNs 18.8/ 
HCSWs 7.3/  
Total 26.1 
 

RNs 18.5/ HCSW 
7.2/  
Total 25.6 

RNs 27.8/ 
HCSW 10.7/ 
Total 38.5 

Nurse sensitive indicators 
For this data period the cardiology unit have reported an increase in medication incidents, a reduction in falls and HAPU’s and reported 1 C-Difficile infection. Data 
analysis shows little variation from the previous rounds of data collection. 

Professional Judgement 
Vacancy fill rates for RNs is currently 109.72% and for HCSWs 133.26%, this is in response to the high proportion od staff on maternity leave and long-term 
sickness. Sickness for this period relates to pregnancy related disorders and musculoskeletal disorders. 

The cardiology unit has 6 cardiac monitored beds and 4 telemetry beds, for these high acuity bed the British Cardiovascular Society (BCS) recommends that the 
nurse patient ratio should not fall below one nurse to two patients and that a supervisory team leader should be provided.  The current model provides an RN ratio 
of 1 to 3 ratio for the 6 monitored beds and 1 to 5 RN ratio for the non-monitored cardiology beds. There is a team leader 24/7 built into the current staffing 
template. The unit was judged to be adequately and safely managed on the current staffing template. The number of patients requiring zoned supervision was 0.2 
(1%) and no patients required 1 to 1. 

Recommendations  
It is recommended that no changes be made to this establishment due to compliance with BCS guidelines and the temporary support being deployed to support the 
respiratory unit (1.0 WTE RN). 
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5.2 Wards in the Planned Care Division   

Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 41  
(Trauma and 
orthopaedics) 

29 beds  4/6 
4/6 
3/4 

40% 7 24 6 1 RNs 19.0/  
HCSWs 28.6/  
Total 47.6 

RNs 17.6/ 
HCSWs 26.4/ 
Total 43.9 

RNs 18.92/ 
HCSWs 27.12/ 
Total 46.03 

Registered Staff             Unregistered Staff   
Vacancy Fill rate 84.26%            Vacancy Fill rate                       98.61%  
Sickness percentage 4.96%            Sickness percentage          8.79%  
Temporary Staff Usage 2.48%            Temporary Staff Usage          25.32%  
Turnover 0.04%             Turnover                                    0.37%  
 
Ward 41 has an average turnover of 50 patients per month and varies each day depending on rehabilitation capacity availability outside of ward 41 (for example: 
community beds), the average throughput of patients can vary month to month. Ward 41’s layout makes it difficult to cohort and maintain zoning requirements. 
There has been a significant increase in falls within the last 6 months, most of the falls have happened at night, therefore an increase in HCSW numbers will 
improve the supervision and observation required. On morning shifts, activity is high, and the workload can be very nurse dependent, workload increases again 
from around 5pm into the night shift. Ward 41 patients can have complex needs needing recovery and rehabilitation post fracture. On average, 86% of the patients 
have been admitted with a fractured neck of femur (NOF). Most of the patients also suffer from other long-term medical conditions that comes with an aging, frail 
population. The focus is providing post operative care and rehabilitation. The patients are at high risk of AKI, delirium, pressure ulcers, falls, often requiring support 
with all activities of daily living.  
  
Number of zoned patients 14 (48%)  
Number of 1 to patients 2.5 (9%)  
 
The SCNT data suggests there should be a slight reduction in the establishment. However, given the complexities of the ward, the demands and significant 
increase in falls (46%) consideration is required to increase staff numbers overnight to support observations of patients. To achieve this, it is recommended a 
reduction of HCSWs is made on days (early and late shift) when there are more RNs on duty to deliver patient care and observation. 
 
Recommendation  
Move a HCSW on the staffing template from the early and late to increase the number on nights. This can be achieved within the existing ward budget if the care 
and comfort role is not recruited to (no longer needed). New template proposed 4/5, 4/5, 3/5. New establishment proposed RNs 18.92 / HCSWs 26.81 / Total 45.73 
(please see section 7.0 for financial impact assessment).  
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 52 
(Emergency 
General Surgery) 

28 beds  4/3 
4/3 
4/3 

51% 8 26 3 2 RNs 18.6/ 
HCSWs 17.9/ 
Total 36.4 
 

RN 19.5 
HCA 18.8 
Total 38.3 

RNs18.92 / 
HCSW 16.08/ 
Total 36.8 

Registered Staff                    Unregistered Staff 
Vacancy Fill 101.24%      Vacancy Fill                                     71.30% 
Sickness percentage 11.53%                   Sickness percentage                        8.70%  
Temporary Staff Usage 9.27%                   Temporary Staff Usage           38.35% 
Turnover 0.14%                   Turnover                                     0.14%  
 
On average the ward has a high patient turnover of approximately 150 patients per month. The ward will receive patients through many routes, direct from ED, 
SDEC, and theatre as well as intra hospital transfers. Ward 52 also takes a large percentage of ICU stepdown which are often nurse dependent. The ward layout is 
reasonable in managing the type of patients, there is good visibility of all patients. Most of the activity on the ward happens first thing, in getting patients up and 
ready and medications and care administered alongside multiple ward rounds with various specialties. Discharges tend to take place later in the day due to the 
requirement for scans and bloods to support discharge decisions. Ward 52 is a busy surgical ward, caring for patients with complex needs, providing care to post 
operative patients following major surgery (mixed specialties) via both the elective and emergency pathway. There are a high number of patients with fractured ribs. 
A large proportion of the patients requiring regular observations (in line with post operative care guidelines), administration of IV fluids, IV antibiotics, TPN, 
Morphine PCAs, nerve blocks, stoma care and education.  The acuity of the ward can change quickly and is impacted by outlying medical patients.  
 
Number of zoned patients 1.45 (5%)  
Number of 121 patients 0.75 (3%) 
 
This can fluctuate, there has been a higher proportion of patients being admitted requiring 1 to 1 and/or zoning, which has impacted on the wards ability to safely 
manage these patients without going out for additional staff to support. The SCNT data suggests there should be a slight increase in the establishment, which was 
supported by the tabletop review team. Temporary staff usage is high due to the need to request additional staff to safely manage demand, and this is driving a 
cost pressure. Sickness rates have been high, although these are improving, and staff have shared these are related to workload pressures. Falls at night have 
increased due to the number of patients requiring observation and an additional HCSW on nights has been recommended as part of this review.    
 
Recommendation 
Change roster template from 4/3, 4/3, 4/3 to 4/3, 4/3, 3/4, proposed establishment RNs 18.92 / HCSWs 18.61 / Total 37.53, the changes can be funded from within 
the Division (please see section 7.0). 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 53 
(Vascular) 

26 beds  4/4 
4/4 
3/3 

49% 5 36 12 1 RNs 19.8/ 
HCSWs 20.6/  
Total 40.4 

RNs 16.5/ 
HCSWs 17.1/ 
Total 33.6 

RNs 18.92/ 
HCSW 18.92/ 
Total 37.84 

Registered Staff                                                 Unregistered Staff 
Vacancy Fill                          100.79%          Vacancy Fill                         82.17% 
Sickness percentage             4.10%                       Sickness percentage             5.38%  
Temporary Staff Usage             2.15%                       Temporary Staff Usage             19.43% 
Turnover                          0.14%                       Turnover                                        0.08%  
 
Turnover can fluctuate in January 2025 the ward had 55 vascular admissions (not including ED). Admissions come from various areas and as a tertiary centre a 
high proportion come from the Arrowe Park and Warrington sites. Other admission routes include home, theatre, SDEC, ED and ICU step downs. Often the patient 
cohort is complex with many co-morbidities, resulting in a higher nursing demand (such as complex wound management, complex pain management, multiple IVs, 
CDs and infusions). The ward layout creates a challenge when caring for vascular patients with minimal storage and a lack of side rooms for our interhospital 
transfers. Many amputee patients have wheelchairs and equipment which is very difficult to store when not in use. Visibility of patients is also challenging, and the 
ward uses PODs to increase isolation facilities. The workload can be very nurse dependent with the complexities of some of the patients. In the morning there is a 
high volume of activity with ward rounds, wound reviews, medication and assistance with hygiene requirements and later the ward workload includes, admissions 
and discharges and patients arriving back from theatre and IR. Due to the nature of vascular surgery and interventions these patients require, frequent 
observations (every 15 minutes), pedal pulses, dopplers, wound and vac checks are all required. Having both theatre and IR procedures running adjacent means 
the volume of post operative procedures can be particularly high on this ward.  
 
Number of zoned patients 0.85 (3%)  
Number of 121 patients 1.1%  
 
Vascular patients can sometimes display challenging behaviours because of lifestyle choices, this can be demanding and impact on the nurse's workload. The 
ward has a high number of present on admission pressure ulcers and has seen an increase in falls in this reporting period. The SCNT data across both 
assessments indicates the staffing establishment is right for the cohort of patients. 
 
Recommendation 
No change to roster template.  
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  

%  

Number 
Admin 
Drug 

Errors 

Number 
of Falls   

Number 
of 

HAPUs 

Number of 
C-Diff 

Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 54 
(Elective surgical 
and Emergency 
surgery) 

27 beds  4/4 
4/3 
3/2 

54% 11 16 2 3 RNs 16.3/ 
HCSWs 13.9/ 
Total 30.1 

RNs 16.8/ 
HCSWs 14.3/ 
Total 31.1 
 

RNs 18.92/ 
HCSWs 15.05/ 
Total 33.97 

Registered Staff                  Unregistered Staff 
Vacancy Fill 89.89%                 Vacancy Fill                            63.69%  
Sickness percentage 6.27%                 Sickness percentage               7.03%  
Temporary Staff Usage 9.00%                 Temporary Staff Usage 52.23% 
Turnover 0.41%                 Turnover                           0.17%  
 
Ward 54 has the highest patient turnover in the division, this is due to the mix of elective and emergency admissions. The ward layout is challenging with poor 
visibility of some patients. The main nurse’s station is located at the ward entrance and the main bays are located behind this area with extended bays branching 
off these. The sluice is accessed from within a main bay, staff must walk through open bays to access the nurse’s station, clinical room and kitchen. The workload 
is fast paced as there is a consistent high turnover of patients throughout the day, this is primarily due to elective activity. The early shift will require the turnaround 
of post operative patients requiring intervention to enable discharge home and to ensure beds are available for theatre flow. Inpatient elective patients are usually 
more complex, and staff will be performing several tasks including regular observations, wound management, drains, catheters, pain management and complex 
discharge planning. Staff often describe managing both elective and acute patients a particular challenge managing frequent observations, preparing for 
investigations and procedures in addition to managing deteriorating patients. The ward has a mix of elective surgery (all specialties) and acute surgical emergency 
admissions. During winter months the ward has also experienced medical outliers. Patients are admitted post-surgery, from ED, SDEC and step downs from ICU.  
 
Number of zoned patients 0.7 (3 %)  
Number of 121 patients 0.9 (3%) 
 
The SCNT recommended establishment has dropped from 33.97 to 31.1 (total), however, when the layout, turnover of patients and observation requirements are 
factored in (not captured in the tool), the establishment is right for the ward, it is recommended that there is no change. 
 
Recommendation 
No change to establishment. 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  

%  

Number 
Admin 
Drug 

Errors 

Number 
of Falls   

Number 
of 

HAPUs 

Number of 
C-Diff 

Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Ward 56 
(Urology and ENT) 

11 beds 
(escalates to 
14) 

2/2 
2/2 
2/1 

57% 4 8 0 2 RNs 7.6/ 
HCSWs 5.8/ 
Total 13.4 

RNs 8.7/ 
HCSWs 6.6/ 
Total 15.2 

RNs 9.72/ 
HCSW 8.2/ 
Total 17.92 

Registered Staff                                          Unregistered Staff  
Vacancy Fill                         89.89%                            Vacancy Fill                           63.69%  
Sickness percentage            6.27%                            Sickness percentage              7.03%  
Temporary Staff Usage            9.00%                            Temporary Staff Usage  52.23%  
Turnover                         0.41%                            Turnover                           0.17%  
 
Turnover on ward 56 can vary, depending on demand and because of the range of surgical specialties. The ward consists of 3 closed bays and does not have any 
side rooms. There is no visibility of bays from main nurse’s station and the patient kitchen is also located off the main ward (between wards 54 and 56). The 
workload within the ward is stable. Due to the range of specialties patient dependency and acuity is variable.  
 
Number of zoned 0.15 (1%) 
Number of 121 patients 0.15 (- 1%) 
 
The ward is small (11 beds) so the data collected by the SNCT is less sensitive, this will account for the slight difference in what the tool recommends and the 
establishment which has been set. Ward 54 and 56 remain in the process of formally separating to create 2 stand-alone wards. This will be concluded within the 
next reporting period. Harms data is available for the separate areas however, the workforce metrics presented, and budget remain combined at present. Harm 
data on ward 56 is stable. Funding has not yet been released from the practice development review for the band 6 deputy ward manager position, this is expected 
in Q1 2025/26. There are 3 escalation beds that remain open when the trust is in OPEL 3 and 4, these continue to be absorbed within the current staffing model.  
 
Recommendation 
No change to establishment.  
Risk in band 6 position remaining unbudgeted and unfilled.  
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  

%  

Number 
Admin 
Drug 

Errors 

Number 
of Falls   

Number 
of 

HAPUs 

Number of 
C-Diff 

Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Joint Arthroplasty 
Unit  
(JAU – Jubilee Day 
Centre) 

9 ward beds 
  

2 
2 
2 
 

100% 2 1 0 0  -- -- RN 11.02/  
Total 11.02 
 

Registered Staff                  Unregistered Staff 
Vacancy Fill 89.47%                 Vacancy Fill                          99.31% 
Sickness percentage 7.66%                  Sickness percentage             1.63%  
Temporary Staff Usage 8.98%                Temporary Staff Usage            10.78% 
Turnover 0.08%                Turnover                           0.17%  
  
JAU has a high patient turnover as an elective 9 bedded inpatient ward. When these beds are not used for escalation i.e. emergency admissions, this throughput is 
managed well, and new elective patients are allocated based on predicted discharges. Current staffing is appropriate to manage this area for its normal function. 
There is limited visibility of the bays from the nurse’s station and there is one side-room within JAU. The workload is fast paced and there is a high turnover of 
patients. The early shift requires the turnaround of post operative patients requiring intervention to enable discharge home and to ensure beds are available for 
theatre flow. Inpatient elective patients are usually more complex, and staff will be performing several tasks including regular observations, wound management, 
drains, catheters, pain management and complex discharge planning. There is an additional challenge to staffing when mixing both acute and elective admissions, 
with staff reporting challenges in managing frequent observations, preparing for investigations and procedures in addition to managing deteriorating patients.   
 
The unit’s function is for the care of elective orthopaedic arthroplasty patients. During winter pressures there has been an agreement to accommodate other 
elective patients also (mixed specialties). These patients must be cohorted in separate bays and there is a prerequisite for segregated staff. An additional HCSW 
would therefore be required each shift to support this. Currently this is managed within the Jubilee existing budget and staffing can be flexed to support this from 
the day unit, however additional staffing would be required during these times overnight and at weekends. 
 
The Jubilee establishment supports multiple areas. The only inpatient area that was included in the data capture for this review was the Joint Arthroplasty Unit 
(JAU). The other areas included in the staffing establishment are –  

• Day Surgical Unit – this unit comprises of 16 trolley spaces and 12 recliner bays to manage the Day Surgery activity of patients attending for predominantly 
elective cases, but the unit also accommodates emergency day case patients. The nursing team manage on average, 50 patients per day throughout this 
unit, the necessity for a higher ratio of trained to untrained staff facilitates this patient flow with an emphasis on criteria/ nurse led discharge.  

• Theatre Admissions Lounge (TAL) – Supporting the admission of all elective patients attending for surgery in main theatres. Trauma patients are also 
accommodated here, along with patients attending for IR procedures. 

124



 
 

Page 21 of 39 
 

• Pre-operative Assessment Clinic – also forms part of the Jubilee unit establishment however there is no flex with this team and the other areas listed above. 
Pre-op assessment clinic runs Monday to Friday from 08.30-18.00. There is a band 6 pre-operative lead nurse. The management of this team is the 
responsibility of the band 7 Jubilee unit manager.  

 
Recommendation 
No change to establishment. 
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5.3  Critical Care Services (Adult Intensive Care Unit (ICU) and Outreach) 

Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of C-Diff 
Infections  

ICS Nurse Staffing 
Standards  

Current 
budgeted 
establishment  

ICU 15 beds 
7 Level 3 
8 Level 2 

13/1    
13/1 
13/1   

93% 7 1 1 5 Level 3 – 1 RN to 1 patient 
Level 2 – 1 RN to 2 patients 
Supernumerary float nurse 
(band 5) as 100% single 
rooms 
Supernumerary team 
leader (band 7) 

RNs 70.84/  
HCSWs 6.0/   
Total 76.84 

Registered Staff                          Unregistered Staff 
Vacancy Fill 104.56%            Vacancy Fill                              65.27% 
Sickness percentage 7.38%                         Sickness percentage                 13.17% 
Temporary Staff Usage 3.10%                         Temporary Staff Usage                 49.39% 
Turnover 0.11%                         Turnover                                           0.76%  
 
The review has recognised the continued improvement in sustained staff skill set, meeting GPICs standards with 59% of nursing staff now having the ICU 
qualification and 91% of the nursing workforce now holding step 1 competencies. There has been an increase in the band 7 hours to support with the service 
improvement lead within critical care. To be GPICS compliant there is a requirement to increase PEF hours by 0.5 WTE.  This is being reviewed within the trust 
wide review of PDNs/PEFs. The total staff requirement per shift is 13/1. This provides a shift leader and second senior nurse to be supernumerary to be compliant 
with GPICs standards, this also allows to optimise safety and quality, which is vital given the layout and single room layout within ICU. 
 
The ICU has on average 65 admissions per month. The current staffing model enables the unit to comply with GPICS standards whilst working flexibly to manage 
patient flow within the ICU setting.  
 
Recommendation 
No change to roster template. 
Require additional 0.5 WTE band 7 PEF to meet GPICs standard, possible funding stream identified in trust wide PDN review.  
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Area Current 
staffing template 

Patient episodes  Challenges  Current Budgeted Establishment  

Critical Care 
Outreach 

2 RNs early shift  
1 RN late shift 
1RN night shift 

Average patient 
episodes of care 
per 24 hours = 26 

There has been a significant increase in 
(critical care outreach team) CCOT activity. 
The current establishment does not meet 
the demands placed upon the service. 
 
There is currently a reliance on temporary / 
fixed term staff.  
 
Implementation of planned patient safety 
initiatives (i.e. Martha’s rule / call 4 concern 
/ AKI reviews) may be delayed.  
 
There are two fixed term posts currently 
funded until March 2025 – these posts 
could be advertised as permanent. 

Total RNs 5.76 WTE band 7  
(0.4 band 8a working clinically) 
 
1.8 WTE band 6 fixed term which has 
recurrent funding to cover rotation from ICU 
and release RNs for education and training 
(staff to complete core MSC ACP modules)  
 

Month on month, there is an increase in CCOT activity.  This is in line with the increasing deteriorating patient workstreams which CCOT support such as MET 
calls, AKI reviews, implementing Marthas Rule (Call 4 Concern), reviewing all patients with fractured ribs, tracheostomy care, CVC line care as well as providing 
education (both formal and informal training).  
 
Given this increase in activity and to respond fully to the safety initiatives being implemented it is proposed the staffing template is increased to:  
Early – 2 RNs 
Late – 2 RNs 
Night – 1 RN  
 
The 8a lead nurse will work clinically within the numbers 2 x early shifts per week (0.4 WTE) to support the model.  
 
Recommendation 
Increase staffing template as recommended. Revised establishment proposed RN 9.19 WTE (1.0 WTE band 8a and 8.05 WTE band 7)   
This increase can be funded within the division, using £34k non pay budget and with the support of 0.33 band 7 monies from the trust wide PDN review (please see 
financial impact assessment in section 7.0). 
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5.4  Wards in the Therapies and Integrated Community Care Division   

Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Bluebell  
(EPH) 

24 beds  
 

3/5 
3/5 
2/3 

39% 
 

1 7 5 0 RNs 27.5 / 
HCSWs 14.8/ 
Total 42.3 

RNs 25.9/  
HCSWs 13.9/ 
Total 39.8  

RNs 13.56  
HCSWs 21.75/ 
Total 32.94 

The autumn data collection indicates that the ward requires an alternative skill mix to what they currently have within their budget establishment, the data indicates 
the ward requires an additional 12.34 RNs and 7.85 fewer HCSWs. This is only a small change to the earlier SNCT review in spring 2024 however, it is possibly a 
reflection of the fluctuating dependency / acuity on the ward. On long day shifts there are 3 RNs on duty, supported by 5 HCSWs and on night shifts there are 2 
RNs and 4 HCSWs, these numbers are inclusive of providing supervision for an enhanced supervision bay.  
 

 April 2024 October 2024 
Level 0  3 patients 2 patients 
Level 1a 2 patients 0 patients 
Level 1b 19 patients 22 patients 
Level 2 0 patients 0 patients 
Level 3 0 patients 0 patients 

 
Bluebell ward provides general rehabilitation. medical and nursing care to 24 mixed sex patients (26 in times of escalation). There is a bay of 5 patients which is 
used for enhanced supervision (when required), during the assessment period there were no patients requiring enhanced supervision or 1-1 care. It is standard to 
encourage the patients to be as independent as possible, the nature of this can mean that staff spend longer periods of time with patients. The ward layout and 
functioning of the ward requires staff to always be present in the bays as there is no clear line of sight for observation between and into the bays from any position 
on the ward. Workload on the ward remains at a static level (dependant on patient acuity / dependency), rehab and activities continue on the ward throughout 7 
days with nursing staff (both registered and non-registered) undertaking these interventions. Due to the ongoing Trust pressures, there is a higher acuity of patients 
transferred from the main site, needing more clinical intervention. During the period of data collection, the ward experienced an average of 3.62 admissions per day 
(range 0 – 6) which subsequently means there is an average of 3.62 discharges per day (range 0 and 6). There is an advanced clinical practitioner working Monday 
to Friday 8am to 4pm with access to on call medical registrar out of hours (based on the main site). There is no on-site critical care or MET / resus team, in an 
emergency staff are required to call 999.  Following recent staffing review there is the provision of an additional band 6 nurse overnight all of whom are extending 
their skill set. 
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Vacancy Rate 
HCSW vacancy - 1.96 WTE  
RN vacancy - 0 .8 WTE  
Recruitment is in progress. 
 
There are no long-term absences amongst the nursing staff, there has been a higher level of bank staff (no agency) since the spring 2024 assessment, due to the 
uplift in staffing agreed, however these positions have now been recruited to, and bank staff usage is much reduced. Following discussion with ward manager / 
matron and wider team with access to the results of the data collection, it was agreed at this time the skill mix and numbers of staff per shift should remain the 
same. The discussion included the difference between band 2 and band 3 nursing assistants with this resulting in the decision to maintain the status quo with the 
skill mix and monitor the effect of this moving forward, with further assessment and consideration during the Spring 2025 data collection. 
 
Recommendation 
No change to establishment 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Stroke Rehab  
(EPH) 

17 Beds  2/5 
2/5 
2/3 

34% 
 

2 2 2 1 RNs 27.5/ 
HCSWs 14.8/ 
Total 42.3 

RNs 18.0/ 
HCSWs 9.7/  
Total 27.2  

RN 10.72/  
HCSW 21.75/  
Total 32.2  

The autumn data collection indicates that the ward requires an alternative skill mix to what the ward currently have within their budget establishment, the data 
indicates the ward requires an additional 7.28 RNs and 12.05 HCSWs less. This is a change to the earlier SNCT review in spring 2024, however it is possibly a 
reflection of the fluctuating dependency / acuity on the ward. On each shift there are 2 RNs on duty, supported by 5 HCSWs on duty on the long day and 3 HCSWs 
on the night shift, these numbers are inclusive of providing supervision for the enhanced supervision bay.  
 

 April 2024 November 2024 
Level 0  3 patients 2 patients 
Level 1a 0 patients 0 patients 
Level 1b 14 patients 15 patients  
Level 2 0 patients 0 patients 
Level 3 0 patients 0 patients 

 
The Stroke Rehabilitation ward provides neuro specific rehabilitation, medical and nursing care to 17 mixed sex patients. There is a bay of 4 patients which is used 
for enhanced supervision (when required), during the assessment period there were several patients requiring enhanced supervision but no patients requiring 1 to 
1 care. It is standard to encourage the patients to be as independent as possible, the nature of this along with the underlying neurological deficit can mean that staff 
spend longer periods of time with patients and also longer periods of time undergoing rehabilitation. Workload on the ward remains at a static level (dependent on 
patient acuity / dependency), rehab and activities continue on the ward throughout 7 days with nursing staff (both registered and non-registered) undertaking these 
interventions. Due to the nature of the patients on the ward there is often a higher nursing acuity (PEG / NG feeds and GEKKO therapy) than with general 
rehabilitation. The ward layout and functioning of the ward requires staff to always be present in the bays, as there is no clear line of sight for observation between 
and into the bays from any position on the ward. Due to the ongoing Trust pressures, there is a higher acuity of patients transferred from the main site, needing 
more clinical intervention. During the period of data collection, the ward experienced an average of 1.25 admissions per day (range 0 – 3) which subsequently 
means there was an average of 1.25 discharges per day (range 0 and 3). There is nurse consultant working Monday to Friday 8am to 4pm with access to on call 
medical registrar out of hours (based on the main site). There is no on-site critical care or MET / resus team, in an emergency staff are required to call 999. 
Following recent staffing review there is the provision of additional band 6 nurse overnight all of whom are extending their skill set. 
 
Vacancy Rate  
RN vacancy - 0 WTE  
HCSW vacancy - 2.17 WTE (recruitment in progress) 
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There are no long-term absences, there has been a higher level of bank staff (no agency) since the spring 2024 assessment, due to the uplift in staffing agreed. 
However, these positions have now been recruited to, and bank staff usage is much reduced.  
 
Following discussion with ward manager / matron and wider team with access to the results of the data collection, it was agreed at this time the skill mix and 
numbers of staff per shift should remain the same. The discussion included the difference between band 2 and band 3 nursing assistants with this resulting in the 
decision to maintain the status quo with the skill mix and monitor the effect of this moving forward, with further assessment and consideration during the spring 
2025 data collection. 
 
Recommendation 
No change to establishment 
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Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of Falls   

Number 
of 
HAPUs 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Poppy 
(EPH) 

19 Beds 
 

2/5 
2/5 
2/2 

35% 
 

4 5 7 0 RNs 27.5/ 
HCSWs 14.8/ 
Total 42.3 

RNs 20.7/ 
HCSWs 11.2/ 
Total 31.9  

RNs 10.72/ 
HCSWs 19.23/ 
Total 29.95 

The autumn data collection indicates that the ward requires an alternative skill mix to what the ward currently have within their budget establishment. The data 
indicates the ward requires an additional 9.98 RNs and 8.03 fewer HCSWs. This is a change to the earlier SNCT review in spring 2024, however it is possibly a 
reflection of the fluctuating dependency / acuity on the ward. On each shift there are 2 RN on duty, supported by 5 HCSWs on the long day and 2 HCSWs on the 
night shift, these numbers are inclusive of providing supervision in the enhanced supervision bay.  
 

 April 2024 November 2024 
Level 0  8 patients 1 patient 
Level 1a 0 patients 0 patients 
Level 1b 11 patients 18 patients 
Level 2 0 patients 0 patients 
Level 3 0 patients 0 patients 

   
Poppy ward provides general rehabilitation, medical and nursing care to 19 mixed sex patients. There is a bay of 5 patients which is used for enhanced supervision 
(when required), during the assessment period there were several patients requiring enhanced supervision but no patients requiring 1 to 1 care. It is standard to 
encourage the patients to be as independent as possible, the nature of this can mean that staff spend longer periods of time with patients. The ward layout and 
functioning of the ward requires staff to always be present in the bays, as there is no clear line of sight for observation between and into the bays from any position 
on the ward. Workload on the ward remains at a static level (dependent on patient acuity / dependency), rehab and activities continue on the ward throughout 7 
days with nursing staff (both registered and non-registered) undertaking these interventions. Due to the ongoing Trust pressures, there is a higher acuity of patients 
transferred from the main site, needing more clinical intervention. During the period of data collection, the ward experienced an average of 2.75 admissions per day 
(range 0 – 5) which subsequently means there was an average of 2.75 discharges per day (range 0 and 5). There is an advanced clinical practitioner working 
Monday to Friday 8am to 4pm with access to on call medical registrar out of hours (based on the main site). There is no on-site critical care or MET / resus team, in 
an emergency staff are required to call 999. Following recent staffing review there is the provision of additional band 6 nurse overnight all of whom are extending 
their skill set. 
 
Vacancy Rate 
RN vacancy - 0 .16 WTE  
HCSW vacancy - 1.12 WTE (interviews in progress) 
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There are no long-term absences, there has been a higher level of bank staff (no agency) since the spring 2024 assessment, due to the uplift in staffing as agreed, 
since this however these positions have now been recruited to, and bank staff usage is much reduced.  
 
Following discussion with ward manager / matron and wider team with access to the results of the data collection, it was agreed at this time the skill mix and 
numbers of staff per shift should remain the same. The discussion included the difference between band 2 and band 3 nursing assistants with this resulting in the 
decision to maintain the status quo with the skill mix and monitor the effect of this moving forward, with further assessment and consideration during the spring 
2025 data collection. 
 
Recommendation 
No change to establishment 
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5.5  Children’s Unit 

Area Number of 
funded beds 

Current 
staffing 
template 

RN to 
HCSW  
%  

Number 
Admin 
Drug 
Errors 

Number 
of mod 
Datix   

Number 
of HDU 
bed days 

Number of 
C-Diff 
Infections  

SNCT Data  
April 2024 

SNCT Data  
October 2024 

Current 
Budgeted 
Establishment  

Children’s Unit 22 beds 5/1 
5/1 
4/1 

84% 
 

0 1 36 0 RNs 23.75/ 
HCSWs 9.20/ 
Total 32.95 

RNs 23.75/ 
HCSWs 9.20/ 
Total 32.95 

RNs 22.31/ 
HCSWs 7.61/ 
Total 29.92 

Since the previous SNCT establishment review, the Children’s Unit have: 
• Recruited band 5 RNs to comply with regulatory standards 
• Established a supernumerary band 6 shift leader on all long day shifts 
• Actively recruited band 5 RNs, with several new starters in September 2024 and two more in January 2025 to reach full establishment. 

 
Band 6 update: 

• Existing substantive band 6s are now supernumerary for long days and adhoc at night 
• A temporary 10-month band 6 secondment is in place to cover a maternity leave in the community 
• At times, when staffing numbers fall below the recommended template, the shift leader may not be supernumerary. 

 
Staffing compliance and patient needs: 

• The unit follow RCN staffing guidance to ensure appropriate nurse-to-patient ratios across age ranges 
 
Children's inpatient services include: 

• HDU patients 
• Adolescent facilities 
• Isolation cubicles 
• Mixed bays 

 
Future Workforce Planning – New Build (2026): 

• Transitioning to single rooms across a larger space, requiring a review of nurse staffing configuration. 
• Exploring team nursing to ensure safe staffing within the new layout. 

 
Additional workforce considerations needed for: 

• Paediatric outpatients 
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• CAU (Children’s Assessment Unit) 
• Day case areas 

 
These areas will require investment in band 5 RNs and Band 3 HCSWs 
 
SNCT Data (November 2024) – key findings: 

• Shortfall identified in band 3 HCSWs within inpatient areas 
• Investment needed to address this gap 

 
Recommendation 
Investment required for 3 WTE band 3 HCSWs 
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5.6 Emergency Department (ED) 

A comprehensive ED establishment review was undertaken in April 2024 using the 
ED SNCT and the professional standards set out by the Royal College of Emergency 
Medicine (RCEM) and the Royal College of Paediatric and Child Health (RCPCH) in 
the Emergency Department. The assessment has included triangulating the 
outcomes of this work with nurse sensitive safety, quality, and patient experience 
metrics. Following this review investment was made to achieve the recommended 
staffing model. The vacancy has reduced significantly during this reporting period 
and is currently 9.95 WTE for RNs and 5.73 WTE for HCSWs. There are 4.90 WTE 
RNs and 1.60 WTE HCSWs in the recruitment pipeline, leaving an overall vacancy 
gap of -9.98 WTE, which the division continue to recruit to.  

5.7 Same Day Emergency Care (SDEC) 

A full nurse establishment review has now been undertaken utilising the SNCT 
methodology and the ECIST nursing SDEC workforce tool. This has been 
benchmarked against the NHS England “Same Day Strategy”, which outlines best 
practice in relation to staffing allocation across SDEC services. This review has 
identified additional resource requirements. Currently these are being mitigated by 
the support provided by AMU (3.0 WTE) and the deployment of 3.0 WTE Nursing 
Associates.   

Furthermore, the SDEC space is being utilised for trust escalation, up to 16 patients 
(weekdays) and 8 patients (weekends). This is not budgeted in the establishment 
and is staffed through temporary staffing, bank and agency.   

5.8 Haematology Day Case (ward 60)   

Ward 60 is a Haematology Day Case unit operating 5 days per week. It has not been 
included within the previous bi-annual establishment reviews as it was not 
appropriate to use the nationally endorsed evidence based SNCT as it is not an 
inpatient facility. To gather the data required to make an informed assessment on the 
number and types of nursing tasks and interventions commonly seen on ward 60, a 
two-week Yamazumi exercise has been undertaken. This data supported a workforce 
review that was undertaken in July 2024. The recommendations of this review were 
approved at Executives Directors Group in January 2025 and the establishment 
increase is currently being recruited to. 

5.9 Theatres  

The theatres department consists of 17 theatres inclusive of local anaesthetic (LA) 
and minor operations (ops). The department also provides a 24-hour service 7 days 
a week to radiology, endoscopy and maternity.  SNCT and professional judgement 
tools are not applicable to this area. The staffing standards are outlined by the 
Association for Perioperative Practice (AfPP). 
 
An independent review by AfPP was commissioned by the Director of Nursing and 
Quality. The review took place over 3 days in June 2024. The review considered a 
range of standards expected within the theatre department, inclusive of workforce.  
 
The outcome of this review demonstrated that: 

1. there is a shortfall of band 6 and band 7 senior staff within the nursing 
workforce 

2. there is a shortfall in staff in the orthopaedic joint lists 
3. there should be a band 7 lead practice development nurse 
4. there is a shortfall in the number of scrub and recovery staff to support the 

safe running of emergency maternity theatres   
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The division have identified recurrent funding from across a range of budgets (please 
see financial impact assessment in section 7.0) to address the points 1, 2 and 3. The 
remaining risk in maternity theatre will require funding and a separate paper is being 
presented to Executive Directors Group to consider options.     

 
5.10 Westminster Eye Centre  

The Westminster Eye Centre is an ophthalmology unit that comprises of a large 
outpatient clinic and an ambulatory surgical day-case ward. A capacity and demand 
review has been undertaken within the service between June - August 2024 to 
measure the safe staffing provision in line with current activity. The review has 
highlighted an increase in demand, requiring additional nursing and administrative 
resource to support clinical activity. In addition to this, the team need to be able to 
flexibly support additional activity in response to risks associated with wait lists and 
operational priorities. There has also been a review of safe administration of 
medications during this reporting period which has highlighted a need for change in 
registered nurse administration against PGD’s. 

 
Current budgeted establishment: (excludes band 7) 
RNs – 14.22 
HCSWs – 14.91 
Admin – 1.2 
Total: 30.33 

  
It is recommended that the establishment is changed to improve the skill mix within 
the existing budget.   

 
Breakdown of changes proposed: 

• Reduce band 7 by 22.5 hours, 0.6 WTE 
• Increase band 6 by 22.5 hours, 0.6 WTE 
• Increase band 5 by 2.07 WTE (fund the current 1.07 WTE pressure plus 

an additional 1.0 WTE) 
• Reduce band 2 by 2.79 WTE to 6.52 WTE 
• Increase band 2 clerical by 0.8 WTE to 2.0 WTE 

Proposed budgeted establishment: 
RNs – 16.29 
HCSWs – 12.12 
Admin – 2.0 
Total: 30.41
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RISKS & CHALLENGES  

6.0  Other considerations 

6.1 Escalation 

The Trust continues to operate unfunded beds in response to the pressure on UEC 
pathways. These beds are activated as part of the Trusts full capacity protocol, when 
the OPEL 3 and/or 4 triggers are met. Where possible, nursing teams stretch to 
cover areas with additional beds, however, an additional 29.87 WTE in total are 
required when all escalation areas are open. This requirement is covered by 
temporary staffing (bank and agency).  
 

Area N of beds  Additional staff on 
template 

Additional WTE 
requirement (without 
headroom) 

Cover arrangements  

Escalation beds  
Modular 3 1 x HCSW 24/7 4.29 WTE HCSWs bank 
Ward 56 3 - - stretch establishment  
ESSU   - - stretch establishment 
EPH 4 

 
   

1 – poppy - - stretch establishment  
1 – stroke 
rehab  

- - stretch establishment  

2 – physio 
gym  

1 x HCSW 24/7 4.29 WTE HCSWs bank  
 
 
 
 

 
 
SDEC 
(escalation) 

 
 
16 

 
 
2 x RNs, 2 x HCSW 
when utilised 

 
 
2.7 WTE RNs  
2.7 WTE HCSWs  
 

 
 
bank and agency 

Respiratory  12 2 x RNs, 2 x HCSW 
24/7 

4.3 WTE RNs 
8.59 WTE HCSWs 

stretch for 1 x RN  
recurrent recruitment for 1 x 
RN 
2 x HCSW 
bank and agency in short term  

Fast flow beds  
AMU  
 

3 spaces 1 x RN, 1 x HCSW 
Nights 
(Sunday N to 
Thursday N) 

- stretch establishment 

Areas requiring addition staff (above template) 
SDEC  - 3.0 WTE RNs 3.0 WTE RNs staff moved from AMU 

establishment 
Total  29.87 WTE  
RN split 10.00 WTE 
HCSW split 19.87 WTE 
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6.2  Vacancy and Unavailability (in WTE)  

The table below provides details of the WTE vacancy in the registered and 
unregistered nurse staff groups. It represents the main wards and departments but 
excludes maternity (outside the scope of this review) and theatres due to data quality 
issues.  

Unavailability – WTE data represents any unavailability over and above the 23% uplift   

This demonstrates that the RN vacancy is minimum at 15.14 WTE (2.2%), whilst the 
HCSW vacancy is much larger at 54.19 WTE (10.9%). To mitigate the vacancy gap 
temporary staffing is used. The figures presented in the table do not include the 
additional staff required to operationalise the OPEL 3 and 4 escalation, outlined in 
section 6.1.  

Unavailability is largely driven by sickness and absence and maternity (parental) 
leave. Sickness and absence rates remain above the trust target for HCSWs at 9.7%, 
however, improvement has been noted in RN absence which is now within target at 
4.5%.  

 

The HCSW absence is being driven by the vacancy gap, reliance on temporary 
staffing (bank and agency), escalation, daily redeployment and the acuity of patients 
(mostly the increased number of 1 to 1 and enhanced supervision). This is reflected 
in the main reasons for absence report.  

139



 
 

Page 36 of 39 
 

 

In addition, there are currently 64.74 WTE (50.22 WTE RNs and 14.52 WTE 
HCSWs) nursing staff on maternity leave. 
 
However, despite these challenges the actual working gap in this reporting period 
has improved significantly, by 119.66 WTE.  
 

 Working gap (WTE) 
August 2024 

Working gap (WTE) 
March 2025 

Variance (WTE) 

Registered  -93.83 -23.14 +70.69 
Unregistered  -75.13 -26.16 +48.97 
Total  -168.96 -49.3 +119.66 
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6.3 Use of temporary nursing staff 

The use of temporary staff during this reporting period has been driven by: 
• Vacancy gap following correction of nurse staffing templates in April 2024 (inclusive of ED) 
• Unfunded escalation beds  
• 9.7% HCSW sickness and absence rate  
• Additional staff for patient acuity (for example, 1 to 1)  

 

 

 
This has resulted in additional shifts being required in some areas, predominantly for escalation beds and in areas where patient acuity 
is high. However, overall nursing and midwifery spend remains within the allocated budget.  
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FINANCIAL IMPACT ASSESSMENT FOR RECOMMENDED CHANGES 

7.0  The SNCT establishment review makes 5 recommended changes to safe staffing templates, these changes are within the planned care 
division.   

1. Ward 41 change in roster template from 4/6, 4/6, 3/ 4 to 4/5, 4/5, 3/5 
2. Ward 52 change in roster template from 4/3, 4/3, 4/3 to 4/3, 4/3, 3/4 
3. Critical Care Outreach change in roster template from 2/0, 1/0, 1/0 to 2/0, 2/0, 1/0  
4. Theatre changes in skill mix and additional leadership roles  
5. West Minster Eye Centre change in skill mix   

To support these recommendations a full financial impact assessment has been completed by the planned care financial 
business partner and the divisional director of nursing. This has involved a review of all vacant hours for non-patient facing roles and 
long term vacancy in specialist nursing teams across the division.  

The table below provides details on the resource needed vs the resource identified to address the shortfalls in nurse staffing identified 
during the establishment review.   

 
 

This demonstrates the division require an additional £19k to achieve the recommendations. This funding is needed to address the risks 
identified in the critical care outreach team. This gap has been identified in the practice development nurse review, which is due to be 
presented to Executive Directors Group (EDG) on 30 April 2025.  
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CONCLUSION  

8.0 The year-end establishment review has demonstrated that in the urgent care and 
therapies and integrated community care divisions wards and departments have a 
budgeted nurse establishments that correlates with the last 2 SNCT data collections. 
Although therapies and integrated community care have indicated a change in skill 
mix may be required in the next round of establishment reviews.   

 
The planned care division have put forward 5 recommendations to change nurse 
establishments: 

• Ward 41 change in roster template from 4/6, 4/6, 3/ 4 to 4/5, 4/5, 3/5 
• Ward 52 change in roster template from 4/3, 4/3, 4/3 to 4/3, 4/3, 3/4 
• Critical Care Outreach change in roster template from 2/0, 1/0, 1/0 to 2/0, 2/0, 

1/0  
• Theatre changes in skill mix and additional leadership roles  
• West Minster Eye Centre change in skill mix   

These changes address the risks identified within the divisional establishment 
reviews (except for, emergency maternity theatres which is outside the scope of this 
paper). The division have completed a financial impact assessment and have 
identified funding from within the division to move resource to the highest risks 
identified.  

The children’s unit has made a recommendation to slightly increase the HCSW 
establishment (by 3.0 WTE), this has not been supported by the divisional leadership 
team at this time, mitigations are in place to redeploy from other paediatric or 
neonatal areas in periods of high acuity.  

 Improvement has been noted in this reporting period in relation to closing the 
vacancy gap and significantly reducing the working gap. The trust continues to use 
temporary staffing to respond to short notice workforce gaps, vacancy and escalation 
during OPEL 3 and/or 4. Reliance on temporary staffing (and associated spend) has 
continued to reduce.   

 
 The challenge in this reporting period has been the availability of HCSWs. This is a 

known issue and there are programmes of work in place to reduce and mitigate this 
in the next reporting period. These include: 

• Band 2 to 3 work  
• Corporate recruitment events  
• Introduction of apprenticeship training schemes  
• Introduction of HCSW career development pathways  

 
These initiatives are designed to improve vacancy fill, reduce sickness and absence 
and improve retention.  
 

RECOMMENDATION 

9.0 The Board of Directors are asked to agree the 5 recommendations to change 
establishments within the planned care division. This is cost neutral, pending EDG 
decision on the practice development nurse review on 30 April 2025.   
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PUBLIC – Board of Directors 
20th May 2025 

 
Report Agenda 

Item 13. 
Quarter 4 2024-2025 Mortality Surveillance Report 
(learning from deaths) 

Purpose of the 
Report 

Decision  Ratification  Assurance X Information  

Accountable 
Executive 

Dr Nigel Scawn Executive Medical Director 

Author(s) Dr Ian Benton Deputy Medical Director 
Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

 
X  
 
 
 
 
 
X  

 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

 
 
 

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

X 
 
 
 
X 

Previous 
considerations 

Not applicable 

Executive 
summary 

The purpose of this report is to provide assurance as to the Trusts 
structures, processes and oversight of mortality.  
 
This report confirms that Mortality Indicators remain within ‘as expected 
range’ 
• SHMI for Dec 23 - Nov 24 is 91.73  (‘as expected’ range) 
• HSMR for Dec 23 – Nov 24 is 94.7 (‘as expected’ range) 
• SMR for Nov 23 – Oct 24 is 95.1 (‘as expected’ range) 
• All mortality measures have been within expected range for the last 5 

quarter reporting periods. 
 
The Trust continues to ensure that learning from mortality and morbidity is 
developed across the organisation. Learning is shared within the learning 
and safety meeting structures / groups reaching multi-professional 
audiences. 

Recommendations The Board of Directors is asked to note the paper. 
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Corporate Impact Assessment 
Statutory/regulatory 
requirements 

Learning from deaths regulatory requirements. 

Risk Failure to ensure learning and improve patient safety. 
 

Equality & Diversity Meets Equality Act 2010 duties & PSED 2 aims and does not directly 
discriminate against protected characteristics 

Communication Public website. 
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Mortality Surveillance and Learning from Deaths 

Medical Examiners Activity  

Month Total Adult 
(inpatient) Deaths Number reviewed Mortality review 

requests HM Coroner referral 
Deaths that occur in 

patients with a 
Learning Disability 

January 2025 125 125 16 18 0 

February 
2025 109 109 21 7 1 

March 2025 86 86 9 13 3 

Mortality Review Mortality Rate (SHMI / HSMR) 
• 320 patients died (inpatient) in the trust between 1st January 

2025 – 31 March 2025 
• 100% were scrutinised by the Medical Examiner’s Office 
• 46 patients were identified by the ME’s for further mortality 

review (HM Coroner referral, learning, family/staff concern or 
Governance) 

• There were 4 reported deaths under LeDeR criteria  

 
• SHMI for  Dec 23 - Nov 24 is 91.73  (‘as expected’ range) 
• HSMR for Dec 23 – Nov 24 is 94.7 (‘as expected’ range) 
• SMR for Nov 23 – Oct 24 is 95.1 (‘as expected’ range) 
• All mortality measures have been within expected range for the 

last 5 quarter reporting periods. 
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Medical Examiners Updates 

 
Since legislation came into effect on 9.9.24 the Medical Examiners have reviewed 100% of all hospital and community based deaths. 
 

Examples of reasons for escalation for further mortality review from Medical Examiners  
 
Communication concerns regarding ceiling of care, goals of treatment. 
Delays in triage, access to hospital, ambulance waits. 
Discharge planning 
Review of terminology  
Pressure sore developed during care episode  
Delay in diagnosis 
Decision to admit patient from Community services for end-of-life care 
Repatriation of patient from Arrowe Park Hospital and location of care provided at CoCH 

 
 

Learning themes from Mortality reviews 
 
Since the new process was launched in February 2024, the themes for learning are reviewed monthly and themes collated to share 
learning. 
 
Themes for learning have been shared at the various Trust safety and learning meetings, safety summits, 9.30 am daily safety 
briefing, weekly learning bulletins and via direct communications from the deputy Medical Director and Medical Director. Since the 
successful implementation of PSIRF and changes to the learning and oversight meetings we also present monthly (from August 
2024) the learning themes from mortality reviews. There is a significant overlap in aspects of care identified by the medical 
examiners, mortality reviews, clinical incidents and complaints. 
 

Good care Gaps in care / Learning identified 
Excellent documentation 
Involvement of tissue viability nurses 
Communication between multiprofessional teams 
Appropriate action of positive wound culture results 
Early recognition of further deterioration / guarded prognosis 
and involvement of family 

Incorrect identification of positive IPC sample. (no harm) 
Outstanding investigations to be highlighted on any episodes of 
transfer of care e.g. into/out of ICU / CoCH to EPH 
Consideration as to being able to provide dressings from SDEC 
frailty  
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Pragmatic decision making and involvement of family. 
Early review by dieticians, nutritional teams and SALT 
Holistic care, preferred priorities of care discussions 
Repeated medical reviews 
Good decision making 
Excellent family and patient updates and involvement 
Good care from admitting team, post take team and day 2 
team 
Identification of frailty, clear ceilings of care 
Good MDT interactions: Care of the Elderly, Microbiology & 
Trauma and Orthopaedic teams 
Good team working between medical and surgical teams 
Consideration for organ donation 
Organ donation 
Patient deceased and referred to coroner as a recognised 
complication of necessary treatment (neutropenic sepsis due 
to chemo)  
 

Ensure families are updates into aspects of care, especially when 
lacking capacity. 
Transfer of information from Hospital at Home, for information that 
is not visible in secondary care, but important when transferring 
care to hospital  
Prompt referrals to speech and language therapy. (No impact on 
care) 
Clarity of treatment recommendations following endoscopic 
investigations and advise regarding timely review and re-
escalation.  
Escalation of hospital acquired pressure sore (detailed review 
showed this to be incorrect. Referral made from community) 
Medical Examiner informed.  
Involvement of Lasting Power of Attorney could have been better. 
Documentation of lots of discussions but lacked clarity as to 
which family member.  
Ward staff unclear as to the validity of patient copy of DNACPR 
form on admission.  
Lack of bed space for initial treatment 
Adherence to policy and follow up actions 
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Outlier diagnosis groups 
As part of the Mortality Surveillance Group we track diagnosis groups that have either reached statistical significance or those that 
statistical modelling (CUSUM) suggest impending outlier indices.  The Mortality Surveillance Group reviews these diagnosis groups 
with targeted case reviews.  
 
In year we have undertaken reviews for the diagnosis groups: Fracture of upper limb, diabetes with complications, ‘other screening 
for suspected conditions’ and cerebrovascular disease. as groups were alerting on the Early warning tool as approaching statistical 
significance.  The groups contained low numbers so are strongly influenced by a small number of observed deaths than expected. 
There were no significant concerns raised from these reviews.  
 
Cerebrovascular Disease remains on the Mortality Surveillance review list as a significant increase in mortality in Feb and March 
2024 will continue to influence the statistics until the 12-month rolling period expires. A second review of mortality was undertaken 
in January 2025 (period up to November 2024) and similar to that done in mid-2024 did not find any cause for concern to account 
for the higher than expected mortality. It is not expected to return to normal until after March 2025, due to the passing of the 2 
months that are thought to be influencing the statistics (February and March 2024) 
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Mortality Data 
 
 
 
 
 

 
 

 

 Jun 
22 – 
May 
23 

July 
22 – 
June 
23 

Aug 
22 – 
July 
23 

Sept 
22 – 
Aug 
23 

Oct 
22 – 
Sept 
23 

Nov 
22 – 
Oct 
23 

Dec 
22 – 
Nov 
23 

Jan 
23 – 
Dec 
23 

Feb 
23 - 
Jan 
24  

Mar 
23- 
Feb 
24 

Apr 
23-
Mar 
24 

May 
23 -
Apr 
24 

June 
23 - 
May 
24 

July 
23-

June 
24 

Aug 
23-
July 
24 

Sept 
23 – 
Aug 
24 

Oct 
23- 
Sept 
24 

Nov 
23 – 
Oct 
24 

Dec 
23 – 
Nov 
24 

 

SHMI 
(Summary 
Hospital 

Level 
Mortality 
Indicator) 

97.5 96 95.5 96.7  98.7 98.92 96.72 97.0 97.0  95.5 94.72    94.3  92.9 

 

91.73 ‘as expected’ 

HSMR 
(Hospital 

Standardised 
Mortality 

Ratio) 

102.1 105 - - 99.8 100.2 - - -   97.2 94.5 96.9 95.3 96.2 

 

94.8 94.5 ‘as expected’ 

SMR 
(Standardised 

Mortality 
ratio) 

104.6 104.1 - 98.2 98.7 - - - -   95.3 93.5 95.8  95.9 

 

95.1 94.7 ‘as expected’ 

SHMI for Dec 23 – Nov 24 = as expected 
HSMR for Dec23 –Nov 24 = as expected 
SMR for Dec 23 – Nov 24 = as expected 
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The HSMR is a ratio of the observed number of in-hospital 
deaths at the end of a continuous inpatient spell to the 
expected number of in hospital deaths (multiplied by 100) 
for 56 specific diagnostic groups (accounting for 80% of 
all activity).  The expected deaths are calculated from 
logistical regression models taking into account and 
adjusting for a case-mix of:  age, sex, depravation, 
interaction between age band and co-morbidities, month of 
admission, admission method, source of admission, the 
presence of palliative care, number of previous emergency 
admissions and financial year of discharge.   
Although a score of 100 indicates that the observed 
number of deaths matched the expected number, it is the 
presentation of statistical results that identify it outliers 
beyond what is expected is seen.  A CUSUM statistical 
model tracking monthly change is in use (this allows early 
identification of possible trends towards statistical 
significance). 
 

Summary Hospital-level Mortality Indicator (SHMI) v 
Hospital Standardisation Mortality Ration (HMSR) 
Both methods are valid statistical models representing the 
mortality data in slightly different ways. SHMI is produced 
by NHS Digital and includes all deaths and those 30 days 
from discharge (approximately 30% or attributed deaths). 
HSMR is calculated by Telstra Health, but only includes 56 
diagnostic groups accounting for 80% of all deaths. This 
allows more details statistical analysis for us to review and 
track trends in mortality.  
 

CUSUM analysis (Cumulative Sum) is a statistical 
technique used to monitor change detection and deviation 
from standard performance. It analyses the cumulative 
sum of differences between data points and a reference 
value, identifying trends in data over time 

Rolling 12 months trend (rolling 12 months to January 
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PUBLIC – Board of Directors  

20th May 2025 
 

Report Agenda 
Item 14. 

Care Quality Commission (CQC) Improvement Plan 
including Well Led   

Purpose of the 
Report 

Decision  Ratification  Assurance X Information  

Accountable 
Executive 

Sue Pemberton Director of Nursing and Quality / Deputy 
Chief Executive 

Author(s) Nusaiba Cleuvenot Head of Corporate Governance 
Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

X 
X 
X 
X 
X 
X 
X 
X 
X 
X 

Linked to all BAF areas. 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

X 
X 
X 
X 
X 
X 

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

X 
X 
X 
X 
X 

Previous 
considerations 

Executive Directors Group – 7th May 2025 

Executive 
summary 

The purpose of this report is to provide assurance on progress with the 
Trusts Improvement Plan, including Well Led, in response to the regulatory 
breaches identified within the CQC’s report and reflected within the 
subsequent CQC ratings.  
Areas identified as complete to transition to BAU are: 

• Harms improvement programme in place and embedded. 
• MUST assessment implementation and monitoring 
• Risk management policy revised, Risk Management Committee 

established and regular review of risk registers. Divisional risk 
maturity self-assessments complete. 

• Induction and appraisal processes embedded. 
• Leadership development programmes implemented. 
• Committee organogram developed. 
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• New accountability framework in place. 
• EDI workstreams and priorities and developed and governance in 

place to assure progress. 
• Previous UEC action plan complete and superseded by new 

combined UEC action plan. 
• The Trust has notified the CQC that Tarporley Hospital no longer 

needs to be registered separately and this has been actioned. 
 
The consolidated Improvement Plan progress will continue to be updated 
monthly to reflect reported progress, any changes to timescales and 
owners. This is reported via Executive Directors Group and to the Board of 
Directors.  
 

Recommendations The Board of Directors is asked to: 
• Note the assurance on the progress of the consolidated CQC 

Improvement Plan. 
• Note that progress against this action plan will continue to be tracked 

through the Executive Directors Group and reported to the Board of 
Directors. 

 
Corporate Impact Assessment 
Statutory/regulatory 
requirements 

Trust compliance with the CQC regulatory framework, Provider Licence 
and Code of Governance. 

Risk Various risks included on Board Assurance Framework (BAF) and risk 
registers. 

Equality & Diversity Meets Equality Act 2010 duties & Public Sector Equality Duty 2 aims and 
does not directly discriminate against protected characteristics. 

Communication To be issued as part of the agenda pack. 
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Care Quality Commission (CQC) 
Improvement Plan (incl. Well Led)

Updated: April 2025

Completed On track Behind schedule Not achieved 
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Summary of actions complete (since last update)
Actions complete (proposal to move to BAU)
• Harms improvement programme in place and embedded.
• MUST assessment implementation and monitoring.
• Risk management policy revised, Risk Management Committee established and regular review of risk registers. Divisional risk maturity self 

assessments complete.
• Induction and appraisal processes embedded.
• Leadership development programmes implemented.
• Committee organogram developed.
• New accountability framework in place.
• EDI workstreams and priorities and developed and governance in place to assure progress.
• Previous UEC action plan complete and superseded by new combined UEC action plan.
• The trust has notified the CQC that Tarporley Hospital no longer needs to be registered separately.
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Summary of actions progressing
Actions progressing
• Draft Quality and Safety Strategy developed and outline shared with Q&S Committee.
• EPR optimisation as BAU includes a prioritised approach. The Trust is also participating in the national EPR usability survey.
• New combined UEC action plan continues to be progressed.
• Clinical strategy at final draft stage.
• SARD capacity and demand review to support job planning is progressing with consistency panels now held.
• Progress is being made against the risk management improvement plan. The Trust is also working to improve the Datix system, 

automated alerts and reporting of risks.
• Processes continue to be developed to support the future reviews of policies and the policy recovery programme is being progressed via 

the Executive Directors and leads.
• 2024 staff survey action plans being developed.
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CQC 23/24 Reinspection: Improvement Areas Identified

•Emergency Department Improvement Plan

Improvement Area 1 – Chief Operating Officer

•Appraisal
•Training
•Mandatory Training
•Conflict Resolution
•Resuscitation
•Safeguarding

Improvement Area 2 – Chief People Officer

•Infection Prevention

Improvement Area 3 – Director of Nursing

•Governance

Improvement Area 4 – Director of Governance, 
Risk and Improvement

•Risk Management

Improvement Area 5a – Director of Governance, 
Risk and Improvement

•Clinical Audit

Improvement Area 5b – Medical Director

•Environment
•Estates
•Health & Safety

Improvement Area 5c – Chief Finance Officer

•Performance
•RTT
•Patient Flow

Improvement Area 6 – Chief Operating Officer

•Staff Experience
•Staff Engagement

Improvement Area 7 – Chief People Officer

•Learning from Incidents
•Restraint
•Safeguarding
•Patient Safety

Improvement Area 8 – Director of Nursing

•Safe Staffing Nursing & Medical ED

Improvement Area 9 – Medical Director & 
Director of Nursing

•Safe Medications

Improvement Area 10 – Medical Director

•Stroke Practitioners
•Reporting of Mix Sex Breaches
•Dignity & Respect
•Maternity Theatres
•Nutrition Assessments
•Patient Engagement
•Patient Information – Health Promotion & Children
•Complaints

Improvement Area 11a – Director of Nursing

•O2 Prescribing
•Sepsis

Improvement Area 11b – Medical Director

•Record Keeping & EPR

Improvement Area 11c – Chief Digital  and Data 
Officer

•Policies

Improvement Area 11d – Director of 
Governance, Risk and Improvement

•Mental Health & Learning Disabilities

Improvement Area 11e – Board Lead & Lead for 
Strategy

•Information Governance

Improvement Area 11f – Chief Digital and Data 
Officer
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Action Plan: 
Owner: Sue Pemberton – Deputy Chief Executive Officer and Director of Nursing 

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ 
Outcomes

Committee Assurance

M1 Patient 
Experienc
e & Staff 
Feedback

TW The trust must assess, 
monitor, and drive 
improvement in the 
quality and safety of 
the services provided, 
including the quality 
of the experience for 
people using the 
service in line with 
the regulations.

SP Proposal to 
move to 

BAU

• Patient 
and Family 
Experience 
Strategy 
Launch 
Quality & 
Safety 
Strategy

• Improvement programme (Harms) demonstrating improvements
• Quality and Safety strategy being developed and planned for 

completion in December 2024.This is in draft. Engagement with 
divisions regarding their priorities – awaiting feedback. Plan 
completion in March. In line with PSIRF plan and review of policy 
for 2025/26.

• Monthly Harms Oversight Group commenced – quarterly reports 
and annual reports planned for QGG. In August 2024, 3 progress 
projects were presented at each meeting.

• Patient Experience Vision posters available on all ward areas, 
vision embedded.

• Monitoring outlines previously
• Patient Experience included in ward accreditation process
• Two patient experience engagement undertaken where patients 

attended the hospital.
• Achieving 6 out of 9 Quality priorities for the year to date, actions 

for 3 areas remain underway.
• The Six Steps Patient Experience survey link is sent to every 

patient who receives the Friends and Family via SMS text ( this is 
inpatients, outpatients, ED and Maternity patients) . Also 
monitored through ward accreditation.

• The Quality, Safety and experience strategy is in development 
and the highlights from this were presented to the Q&S 
committee on 1st May.  The final strategy will be presented to 
the Board of Directors in July 2025. The harms programme for 
2024/25 has been completed and evaluated on 31st March 2025.  
The new objectives for improvement will form part of the newly 
devised Quality, safety and experience strategy. The monitoring 
of the strategy will be conducted via a monthly progress update 
operational meeting led by the Deputy Director of Nursing and 
Governance and progress assurance reports will be received by 
the Q and S committee.

• The quality account for 2024/25 is in draft and will be approved 
by the Q&S committee in May 2025 and presented to the Board 
of Directors following that in May 2025 also. 

• Inpatient 
Survey 
Results

• Patient 
Experience 
results

• Complaints
• Concerns
• FTT
• PFE launched 
• Patient and 

Family 
Experience 
Strategy 
launched

• Quality 
Account 
published

• Q&S 
Committee

• Patient 
and Family 
Strategy

• Quality & 
Safety 
Strategy

• Quality 
Account

• SOF 
dashboard

158



Action Plan: 
Owner: Sue Pemberton – Deputy Chief Executive Officer and Director of Nursing 

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

M6 Registratio
n

TW The trust must 
implement 
effective systems to 
comply with the 
requirements of 
CQC registration. 
The system must 
ensure services are 
provided from 
locations which 
have appropriately 
added to the trust’s 
registration.

SP Complete • Update SRO and 
include registration 
of Tarporley Hospital.

• Review if action has 
been complete.

• Identified lead for CQC – DON
• Change to the statement of purpose submitted 

to the CQC confirming that Tarporley War 
Memorial Hospital is a satellite of the Countess 
of Chester Hospital NHS Foundation Trust for 
the provision of Outpatients and a Community 
base. 

• Request in Jan 2025 to complete a different 
form to remove a location (in progress)

• The trust has notified the CQC that Tarporley 
Hospital no longer needs to be registered 
separately.  Confirmation of this being actioned 
is awaited. The advisor from the CQC says that 
No action is needed to remove Tarporley 
Hospital as the original application to add it on 
to the COCH registration was withdrawn. 

•  May 2025 

Awaiting confirmation 
from CQC.

• Q&S 
Committe
e

• CQC 
Registratio
n 
Document
a-tion

M21 Risk & 
Complaints 
Manage-
ment

MED The trust must ensure 
the risks presented by 
gaps in the out of 
hours stroke service 
are effectively 
assessed and 
mitigated. 

SP Further 
Review  June 

25

• Develop business case 
to mitigate risks and 
submit to EDG for 
review 

• Business case to mitigate against risks has been 
collated.

• Trial of service till midnight 7 days
• Collaborative venture re regional stroke service.
• The urgent care division has confirmed that the out 

of hours stroke service has been extended to 
midnight and is funded.  The division are currently 
reviewing if they are able to extend the service to 
cover 24/7.

Service provision has been 
extended until midnight as a 
pilot 

• Q&S 
Committee

• EDG for 
Decision- 
addressed 
internally by 
division  
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Action Plan: 
Owner: Sue Pemberton – Deputy Chief Executive Officer and Director of Nursing 

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ 
Outcomes

Committee Assurance

M47
S11

Patient 
Assessment

CYP
MED

The trust must ensure 
that appropriate 
nutritional risk 
assessments are 
completed for anyone 
with specific dietary 
requirements or anyone 
with social, religious, or 
cultural needs. That 
there is a nationally 
recognised screening 
tool to monitor patients 
at risk of malnutrition 
within clinical audit.

SP Proposal 
to move 
to BAU 

• MUST 
screening 
to be 
launched 
in July 24 
in ED. 

• Scales purchased for ED
• Mealtime coordinators in place across all wards.
• Nutritional risk assessments should be undertaken for all patients – this 

needs improvement as compliance is low. The compliance and outcomes for 
this are monitored at the Nutrition and Hydration Steering Group.

• When assessing the current food provision against the British Dietetic 
Association standards the Trust recognised itself as partially compliant in this 
area. Work is underway to review the establishment within the dietetic team 
to address how these areas of non-compliance can be addressed.

• The Trust has yet to fully demonstrate the BDA standard of “Existence of a 
menu planning working group, meeting minutes and/or project planner. 
Evidence must show involvement of Registered dietitian throughout the 
process. Patient satisfaction surveys and patient involvement. 

• MUST risk assessments – trust has reviewed and updated MUST policy, 
expectations regarding timeliness of MUST assessments has been changed 
(national standard within 24 hours of admission and thereafter every 7 days, 
trust standard is now within 6 hours of admission and thereafter every 7 
days). 

• MUST compliance is now visible to ward managers on the EPR+ whiteboard 
allowing oversight at ward level of compliance by patient. 

• MUST compliance is now built into ward accreditation programme and wards 
have introduced mealtime coordinators. 

• Compliance against the MUST KPIs is now available at organisational , 
divisional and ward level, this is now shared on a KPI report at Executive 
Directors Group, Senior Nursing and Quality Governance Group. 

• Outstanding actions for completion by March 2025 – (1) whiteboard to only 
show compliance when all 10 fields of MUST are completed (currently shows 
compliance when assessment started), (2) raise awareness with RN 
workforce that previous weight must be completed to complete assessment, 
where this is not available use today’s weight. 

• MUST assessments were implemented in ED in July 2024.  Compliance year 
to date is 44%.  Scales have been purchased and are in the department. 
MUST assessments should be completed within 24 hours in all areas.  Must 
assessment compliance on all trust wards is 81% and 92% in Ellesmere Port.  
Compliance is monitored and discussed at all monthly senior nurse meetings, 
at the nutritional group and forms part of ward accreditation.

• Nutrition Support 
Group

• Senior Nurse 
Meetings

• Must Assessment 
Compliance

• Patient Survey 
Results

• Patient Experience 
Strategy 

• Complaints

• Q&S 
Committee

• OMB
• QGG
• SOF
• Nutrition 

Annual 
Report to 
BoD
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Action Plan: 
Owner: Sue Pemberton – Deputy Chief Executive Officer and Director of Nursing  

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

S9
S20

Patient 
Experience & 
Staff 
Feedback

MED
CYP

The trust should 
ensure that 
health 
promotion and 
information is 
available in all 
departments is 
available in 
languages other 
than English, in 
child friendly 
versions, and in 
alternative 
formats.

SP July-25 • Review of all 
information 
available to 
patients and 
ensure that they 
are all available in 
all languages.

• Review of translation services underway- 
update provided to the Quality & Safety 
Committee held in September 2024. Further 
update provided to the Quality & Safety 
Committee held in November 2024, action 
plan is in place and is progressing.

• The specification for the spoken and non-
spoken languages has been completed as is 
with the budget holders for agreement . The 
intention is to award spoken language 
interpretation and translation via the NHS 
Cheshire & Merseyside framework 
agreement. For non-spoken languages, the 
intention is to make a direct award via the 
NHS SBS Framework for Interpretation & 
Translation Services (ITS). This will result in 
one supplier. Once the contract is agreed, 
an implementation plan with the supplier 
will be completed

• Updated paper going to QGG in June 2025.

• Patient Experience 
Operational Group

• Q&S 
Committee

• Q&S 
Assurance 
Report to 
BoD
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Action Plan: 
Owner: Sue Pemberton – Deputy Chief Executive Officer and Director of Nursing 

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

S13 Environment 
inc. 
Equipment

MED The service should 
ensure that 
patients’ privacy, 
dignity and 
confidentiality is 
maintained in the 
reception area.

SP Proposal 
to move to 

BAU

• Staff need to 
ensure that the 
privacy and 
dignity for 
patients is 
maintained within 
the reception 
area at all times.

• Nurse allocated to waiting room in ED in all shifts to 
oversee the care of patients

• Interim national inpatient survey results are improved 
in relation to privacy and dignity of care for patients .

• Capital funding has been allocated to extend the ED 
footprint; one initiative will be to provide designated 
spaces in the wait area for personal conversations.

• Improving privacy and dignity.
• January 2025. New build with improved waiting room 

facilities (with rooms identified for conversations and 
observations) will be in place by March 2025. 

• The capital works in ED are due for completion in 
2025.  It is expected that this work at the entrance to 
ED will support confidentiality as there will be rooms 
available for conversations that need to be conducted 
in private.

• A quarterly report will be presented to Q and S from 
May 2025 on assurance on progress with ED 
improvements and will include all quality and safety 
matters.

• Complaints
• Friends and Family 

Test
• Inpatient Survey 

Results
• Concerns
• Matron Audits

• Q&S 
Committee

• Patient and 
Family 
Experience 
Assurance 
Report to 
BoD 

• National 
Inpatient 
Survey 
Results

S16 Patient 
Assessment

MAT The trust should 
continue to embed 
the changes made 
to the post-
operative care of 
women and 
birthing people 
following obstetric 
surgery.

SP July-25 • Refer to CQC 
response to 
safety concerns 
raised at 
inspection 
(19.10.23) 
Immediate and 
Long-term Action 
Plan

• AFPP review conducted June 2024 – this involved 
reviewing maternity theatres – Draft report received 
and to be presented to EDG, OMB (to be held in 
October 2024) and the Board of Directors to be held 
in November 2024.

• As at January 2025, the Board of Directors and Quality 
and Safety committee have both received the report 
and action plan which is in progress. This will be 
monitored through the QGG and Q and S assurance 
committees

• .The Planned care division updated the Operational 
Management Board in April 2025 on the progress 
made against the AFPP report and provided assurance 
that they on schedule to be reinspected at the end of 

• Report expected 
August/September 
2024

• Q&S 
Committee

• Quarterly 
Maternity 
Assurance 
Reports to 
BoD
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Action Plan: 
Owner: Cathy Chadwick – Chief Operating Officer

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

M20
M54

Patient Flow & 
Perfor-mance

MED
EPH

The trust must ensure that 
effective and timely care is 
provided; to improve patient 
access and flow through the 
hospital to safe discharge or 
transfer to other appropriate 
services. 

CC Next 
Review 
June-25

• See Patient Flow / UEC 
Improvement Plan

A revised System 
Improvement Plan for UEC 
has been agreed and 
progress is monitored at 
Patient Flow Steering Group 
and System Oversight 
Group. One of the main 
areas of focus is improving 
ward processes, which the 
Deputy Director of Nursing is 
leading on. 

ECIST, GIRFT and AQUA all 
gave improvement ideas 
which have been added to 
the plan. 

The Trust is being supported 
by NHSE National 
colleagues to further engage 
with BCUHB and Flintshire 
LA, and we have started to 
see additional discharges. 

• Complaints
• Patient Flow Working Group
• KPIs / UEC Dashboard
• System Improvement Board 
• OPELG

• F&P 
Committee

• EDG
• OMB
• SOF
• SIB Exit Criteria
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Action Plan: 
Owner: Jason Bradley – Chief Digital & Data Officer 

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring Committee Assurance

M50 Risk and 
Complaints 
Manage-
ment

CYP The trust must 
assess and manage 
the risks relating to 
the electronic 
patient record 
system and 
transcription 
services.
The trust must 
improve the quality 
of the services 
provided and 
ensure this did not 
impact on delays to 
patients care and 
treatment. 

JB Next 
Review 
June-25

• Develop eDischarge 
Summary Task & Finish 
Group.

• Review the eDischarge 
process and develop an 
optimum pathway and 
SOP to support the 
newly revised discharge 
process.

• Review current 
transcription services 
and monitoring of typing 
timeframes.

• Review current 
monitoring 
arrangements and revise 
where appropriate.

• Meet the National 
Access Standards. 

• A process review of the eDischarge 
process has taken place. The review 
found no system based delays. Users 
have been retrained on the process 
where necessary. Enhanced reporting is 
in place to aid with operational 
monitoring. 

• Progress monitored via Operations and 
Performance Executive Led Group and 
Operational Management Board.

• Completeness of discharge summaries 
has improved significantly during 2024 – 
the trust recognises that timeliness of 
discharge summaries is still an issue that 
is actively being worked on. 

• The trust is reviewing Voice Recognition 
(VR) solutions. VR is a key enabler to 
reducing letter turnaround time. 
Following review, a business case will be 
formulated in 2025.

• eDischarge 
Summary Task & 
Finish Group

• Divisional 
Governance 
Meetings

• Divisional Typing 
Figures / KPIs

• Progress 
monitored via 
Operations and 
Performance 
Executive Led 
Group and 
Operational 
Management 
Board.

• Q&S 
Committe
e

• F&P 
Committe
e

• Q&S plus 
F&P 
Assuranc
e Report 
to BoD
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Action Plan: 
Owner: Jon Develing – Director of Strategy & Partnerships

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

M7 Strategy TW The trust must ensure 
strategies designed to 
support the delivery of 
the trust’s new overall 
strategy are completed, 
implemented, and 
monitored to ensure 
their effectiveness. 

JD May-25 • Enabling strategies 
in support of the 
overall Trust 
strategy will be 
developed during 
2024/25. These 
will align with the 
6 strategic goals to 
provide a golden 
thread ensuring 
that all parts of 
the organisation  
are supporting the 
same direction of 
travel 

The Trust strategy has been approved and 
prepared for wider consultation and launch. 
The Trust strategy has been socialised with 
dedicated Team Brief sessions for Day and 
Night Staff. The strategy has also been an 
integral part of developing the Trust clinical 
strategy and has been shared with internal 
and external stakeholders. 

Clinical strategy, leadership and learning 
events held in October 2024, December2024 
and February 2025.  

Part of a culture and strategy reset these 
sponsored events have helped develop the 
Trust corporate and no clinical strategy which 
is due for Board consideration May  2025.  

• Delivery of the strategic goals 
and objectives within the overall 
Trust are a core component of 
respective executive Director 
portfolios and will be reported 
to the Board of Directors on a 
quarterly basis.

• Trust Strategy approved in June 
2024.

• Launch of the women & 
children’s strategy in July 2024.

• The strategic themes within the 
strategy are part of all staff 
appraisals 

• The delivery goals and 
objectives within the Trust 
strategy are aligned with the 
Board Assurance Framework 
and reported as a single 
integrated report.

• Clinical Strategy to be presented 
for Board approval May 2025

• BoD • BoD
• OMB
• EDG

M10 Auditing TW The trust must ensure 
there is effective 
oversight of the quality 
and safety of care 
provided to patients 
with mental health 
needs.

JD Next 
review – 
June 25

• Refer to CQC 
response to safety 
concerns raised at 
inspection 
(19.10.23) 
Immediate and 
Long-term Action 
Plan

• Review and 
refresh the Mental 
Health Group.

• Develop a Trust 
Wide Mental 
Health Strategy.

• Mental Health review completed by a 
member of the psychiatric liaison service 
on secondment from CWP for 6 weeks. An 
interim report was reviewed at EDG in 
December 2024 with recommendations 
to be presented (Jan 2025). 
Recommendations arising from the 
review have been taken to Joint executive 
committee with CWP.

• Progress being monitored though the 
Mental health group. 

• New action plan developed as result of 
CQC visits  

• Mental Health Steering Group
• Datix Reporting 
• Learning Outcomes from 

Complaints
• ED Safety & Quality Update
• New action plan 
• Raised at executive joint board 

level to ensure oversight of 
action plan 

• Safe-
guarding 
Committee

• Q&S 
Committee

• Safe-
guarding 
Quarterly 
Assurance 
Reports to 
BoD

• Q&S 
Assurance 
report to 
BoD
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Action Plan: 
Owner: Jon Develing – Director of Strategy & Partnerships

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

S1 Strategy TW The trust should 
implement effective 
systems to identify and 
plan services to address 
health inequalities.

JD Next 
review 
– June 

25

• Health Inequalities is a 
specific objective within 
the Trust strategy and 
part of the Director of 
Strategic Partnerships 
portfolio.

• A bespoke approach will 
be developed in the first 
quarter of this year – this 
will include use of 
CIPHA/PHE 
Fingertips/Trust 
PTL/JSNA and NHS 
Benchmarking tools.

• A health inequality 
framework and 
awareness raising / 
training workshop was 
held for Board Directors 
29/10/2024.

• Draft framework has 
been developed and co- 
produced with local 
authority public health 
colleagues.

• Health inequalities has 
been built into the 
clinical strategy 

• Waiting list 
Performance 
Reporting 

• Cheshire West 
Partnerships Board 

• F&P 
Committee

• External 
Cheshire 
West 
Partnership 
Board 

• BoD
• OMB
• EDG
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Action Plan: 
Owner: Karen Edge – Chief Finance Officer

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Out
comes

Committee Assurance

M2
8

S19

Environ-ment 
inc. 
Equipment

UE
C

CYP

The trust must 
ensure that there is 
sufficient 
equipment that is 
maintained to keep 
patients safe 
including but not 
limited to 
resuscitation 
equipment. 

KE Next 
review 

June 2025

• Trust wide review of all 
equipment used to ascertain 
that it is fit for purpose and that 
there is satisfactory levels of 
equipment required across all 
areas and incorporate how 
medical equipment is checked 
and maintained.

• Assurances  received at the Trust Medical 
Devices Group held in July 2024 for the 
medical devices maintained by the Clinical 
Engineering Dept (EBME)

• Risk Assessment and action plan agreed 
through Deputy Medical Director and Deputy 
Director or Nursing  & Quality Governance 
around limited Medical Device assurances .

• Position statement regarding the 
management and assurance regarding medical 
devices and equipment, including an action 
plan with responsible persons and timeframes, 
presented to the Quality Governance Group 
held in October 2024. It has been agreed for 
this to monitored via QGG quarterly.

• Medical Devices Officer appointed to 
commence at the Trust in December 2024.

• Medical Devices Safety Officer (MDSO) 
commenced in post and currently completing 
a full gap analysis of equipment to provide full 
oversight of control and potential areas for 
improvement. It is expected for the gap 
analysis to be completed mid-may 2025 and a 
full action plan will be compiled following 
outcome. 

• Asset register 
and report to 
F&P Oct-24 and 
then monitoring 
quarterly 

• F&P 
Committe
e

• Quality 
Governan
ce Group

• Resuscitatio
n Assurance 
Reports

• F&P 
Assurance 
Report to 
BoD

• Action plan 
following 
completion 
of gap 
analysis to 
track 
improveme
nt for 
assurance.
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Action Plan: 
Owner: Karen Edge – Chief Finance Officer

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring Committee Assurance

M32 Environ-ment 
inc. 
Equipment

UEC The trust must ensure that 
patients identified with a 
mental health condition are 
cared for in a safe ligature free 
environment and have 
appropriate risk assessments 
completed. 

KE End of 
May 2025

• Refer to CQC response to 
safety concerns raised at 
inspection (19.10.23) 
Immediate and Long-term 
Action Plan

• Trust wide review of ligature 
risks to be conducted to 
ensure the environment is 
safe for patient care

• Development of an Estates 
Strategy 

• Delivery of project to improve 
pathway for mental health 
patients 

• Clinical SoP in-place to identify and risk 
assess patients entering ED that present 
a potential self-harming risk.

• Anti-baracade door systems fitted to all 
WC doors in ED to enable rapid access 
should a patient be suspected of self-
harming inside. 

• New and improved Anti-Ligature Policy 
now developed and ratified. First two 
assessments (ED and AMU)  were 
conducted on 05/11/2024 and were led 
by the Deputy Director of Nursing & 
Quality Governance, Health & Safety and 
Estates representation. It has been 
agreed that the champion for this Policy 
to be enacted across the Trust will be 
the newly appointed Health & Safety 
Manager (start date currently awaited).

• Upon successful award of UEC ACTIF 
Funds - a new Mental Health Equalities 
Area to be created within the ED 
footprint to provide improve care and 
support to people with mental health 
issues (to be implemented before the 
end of the 2024-25 financial year).

• New Mental Health Equalities areas 
completed in April 2025 and due to go 
into clinical occupation during May 
2025.

• EDG
• OMB

• Q&S 
Committee

• F&P 
Committee

• Safe-guarding 
Assurance 
Report to BoD

• Estates 
Strategy
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Action Plan: 
Owner: Karen Edge – Chief Finance Officer

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

M40
M48
S4

S22

Environ-
ment inc. 
Equipment

MAT
CYP
MED
EPH

The trust must ensure that a 
robust system is in place to 
assess, monitor and mitigate 
the risks relating to the 
health, safety and welfare of 
service users and ensuring 
premises are safe and for 
their intended purpose.

KE Next 
review 
June 
2025

• UEC Improvement plan
• Full review of the trust 

premises to ensure fit for 
purpose in line with best 
practice guidance.

• H&S action plan to be 
progressed further by the 
newly appointed Health & 
Safety Manager (start date 
currently awaited). 

• The Trust have employed 
Nifes to undertake a 6 Facet 
Survey of the acute estate 
and the  final version of the 
survey has now been 
received.

• H&S monitoring to be 
reported via the Risk 
Management Committee.

• Environment improvements 
via UEC ACTIF project to 
reduce environmental risks 
to patients and staff, 
including delivery of a HCI 
area.

• Substantive H&S manager 
in post and improvements 
made in processes and 
systems across the 
organisation.

• Detailed reports on risk, 
mitigation and assurances 
being provided regularly to 
RMC and other assurance 
committees. 

• Health Safety Audits
• Patient Flow Working 

Group
• KPIs / UEC Dashboard
• System Improvement 

Board
• Outcomes?

• F&P 
Committee

• Q&S 
Committee

• EDG
• OMB
• F&P and Q&S 

Assurance 
Reports to 
BoD
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Action Plan: 
Owner: Karen Edge – Chief Finance Officer

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

M46 Infection 
Prevention 
Control

CYP The trust must 
ensure the premises 
and environment 
are clean and 
maintained to 
prevent the spread 
of infection. This 
includes but is not 
limited to repairs to 
flooring, walls and 
door frames, 
plumbing / 
drainage, and food 
storage within 
patient’s fridges.

KE Next 
review 
End of 

May 2025

• Refer to CQC 
response to safety 
concerns raised at 
inspection 
(19.10.23) 
Immediate and 
Long-term Action 
Plan

• Development of an 
Estates Strategy 

• Carry out 
environment 
improvements in 
ED to improve 
patient experience, 
staff morale and 
IPC standards. 

• The adoption of the NHS National Cleaning Standards 
assessment has been extended to include a multi-
disciplinary team (MDT) approach, that includes 
stakeholders  from outside of the Domestic Services  
organisation to provide an honest and independent 
assessment for assurance purposes.

• (Items identified as failing to meet the required 
standards are logged and escalated to the appropriate 
'resolution owner' (Nursing, Estates, Facilities etc. 

• PLACE (Full) and PLACE (Lite) assessments also utilise 
an MDT approach in addition to feedback from 
patient representatives to provide observations of 
where standards require improvement.

• The Catering Department receive external compliance 
audits by the independent Environmental Health 
Officer (EHO), and is subsequently awarded a food 
standards rating accordingly.  The CoCH Catering 
Service has maintained its 5-Star rating.

• As the Clinical Strategy approaches finalisation, the 
Estates strategy will be refined to accommodate the 
needs defined within, and then be subsequently 
ratified.

• Estates issues raised through IPC audits are fed-back 
to Estates via the Limble helpdesk system.  The 
closure of items is tracked by both Estates and the 
area inspected (Ward/ department).

• Regular dept reviews in place (every 2 weeks) 
between clinical and estates leads to review issues for 
action within ED. 

• Estates lead ensuring continual review and 
improvement of wider ED footprint with Estates 
Team.

• Environment improvements being carried out in ED 
(painting, fire door replacement, ceiling grid and tile 
replacement etc.) to improve – works commenced 
April 2025.

• PLACE Assessments
• Incidents
• National Cleaning 

Standards

• F&P 
Committee

• Q&S 
Committee

• Estates 
Strategy

• PLACE Annual 
Assurance 
Assessment 
Report to BoD

• F&P and Q&S 
Assurance 
Reports to BoD
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Action Plan: 
Owner: Karan Wheatcroft – Director of Governance, Risk & Improvement 

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ 
Outcomes

Committee Assurance

M2
M4

Risk & 
Complaints 
Management

TW The trust must 
ensure risks in 
services are 
appropriately 
recorded, assessed, 
escalated to the 
trust’s board where 
required, and 
regularly reviewed.

KW Proposal 
to move 
to BAU 

end June 
25

• Review and update risk 
management strategy

• Review structures, 
roles and 
responsibilities to 
ensure robust risk 
management across 
the Trust.

• Confirm escalation 
processes

• Provide high risk 
reports to OMB, Board 
and Committees

• All risks are reviewed monthly at each 
Divisional Governance meeting and also 
by the Executive Directors’ Group. 

• A report of high risks is also provided bi-
monthly to the Board of Directors, 
monthly to OMB and relevant extracts 
are also provided to each of the sub-
committees. 

• Risk Management Policy revised and 
approved.

• Risk Management Committee in place.
• Datix developments progressed.
• Reports, notifications and training being 

developed.

• EDG
• OMB
• BoD
• Sub-committees
• Divisional 

Governance 
Meetings

• Audit 
Committee

M3 Risk & 
Complaints 
Management

TW The trust must 
ensure effective 
action is taken to 
address risks in 
services including 
areas of low 
compliance 
highlighted through 
internal governance 
systems.

KW Complete 
– move to 

BAU

• Review and update risk 
management strategy

• Review structures, 
roles and 
responsibilities to 
ensure robust risk 
management across 
the Trust.

• Confirm escalation 
processes

• Provide high risk 
reports to OMB, Board 
and Committees

• All risks are reviewed monthly at each 
Divisional Governance meeting and also 
by the Executive Directors’ Group. 

• A report of high risks is also provided bi-
monthly to the Board of Directors, 
monthly to OMB and relevant extracts 
are also provided to each of the sub-
committees. 

• Risk Management Policy reviewed and 
approved.

• Risk Management Committee in place.
• Divisional Risk Maturity self assessments 

complete.

• EDG
• OMB
• BoD
• Sub-committees
• Divisional 

Governance 
Meetings

• Audit 
Committee
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Action Plan: 
Owner: Karan Wheatcroft – Director of Governance, Risk & Improvement 

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

M43 Policy 
Management

MAT The Trust must ensure that 
policies and procedures are 
reviewed and follow national 
guidance. 

KW Next 
Review 
June-25

• Review of all documents on 
SharePoint as policies.

• Revise internal process for 
updating / removing / 
amending documents on 
SharePoint.

• Further communications 
across the Trust to embed the 
processes.

• The Continuous Improvement 
Team have commenced the 
cleanse of policy documents 
on Sharepoint with an initial 
position statement reported 
via EDG. 

• A process has been established 
to monitor progress and 
escalate the position through 
EDG. 

• Further work is required to 
deliver these improvements.

• Progress updates provided via 
the Audit Committee.

• Progress continues to be made 
but action to remain open until 
significant reduction in out of 
date policies is evident.

• Board of Directors
• Sub-committees

• Via the 
relevant 
Committee 
dependant on 
the policy 
document

• EDG
• Audit 

Committee
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Action Plan: 
Owner: Vicki Wilson– Interim Chief People Officer

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ 
Outcomes

Committe
e

Assurance

M15
M35
M36
M51

Training MED
UEC
EPH

The trust must 
implement an 
effective system to 
ensure that all staff 
have the skills, 
knowledge, 
experience, and 
appraisal to care for 
and meet the needs 
of patients within 
their service area.

VW Complete – 
move to BAU

Review induction 
programme and content.
Review local induction 
process and format.
Develop minimum 
competencies  for staff 
groups.
Align competency set to 
ESR and staff groups.
Review training provision 
and capacity.
Appraisal paperwork 
under review. 

• New induction process now BAU
• New appraisal implemented fully 

backed by high levels of training and 
support

• TNA for 2025/26 underway
• Requirements for training aligned to 

national programme.  
• Development of local oversight group 

in Jan 24 to optimise national and 
locally mandated learning.

• Sub board level succession planning 
exercise underway. Return to region 
completed Nov 24.

• New welcome 
induction event

• Training capacity 
reviewed and 
increased

• New appraisal 
paperwork 
launched

• Appraisal KPI – 
achieved Trust 
target in Nov 24 
and remains at 
target in March 
25.

• POD • SOF
• OMB
• Staff Survey 

Results / Action 
Plan
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Action Plan: 
Owner: Vicki Wilson– Interim Chief People Officer

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

M22 Training MED The trust must 
ensure that staff 
receive conflict 
resolution training in 
a timely manner, as is 
necessary to enable 
them to carry out the 
duties they are 
employed to perform. 

VW Next 
review 
June 
2025

Undertake TNA with SME.
Liaise with external trainer 
regarding training dates and 
capacity for F2F training.
Link competency to relevant 
staff on ESR.
Increase communication to 
divisions on compliance 
through OMB and HRBPs.

• TNA completed
• Additional dates added on 

ESR to increase capacity.
• Monthly alerts to divisions
• Revised aim to reach Trust 

compliance target of 90% by 
end of June 2025.

• Monthly compliance 
reports sent to all divisions 
and accessible on ‘S’ drive.

• Current compliance is 
steadily increasing and has 
increased (from 65% in 
sept 24, 75% in Dec) to 
80% in March 25. 

• POD • SOF
• EDG
• OMB

M44 Training CYP The trust must 
ensure that 
mandatory training 
(including 
safeguarding) 
compliance meets 
the trust target. 

VW Next 
review 
June 
2025

• Review TNA for level 3 
safeguarding

• Review capacity meets 
demand for all face-2-
face sessions.

• Provide additional 
sessions for basic life 
support.

• Provide enablers for 
those staff with limited 
access to PCs to 
undertake eLearning.

• Increase communication 
to divisions on 
compliance through 
OMB and HRBPs.

Level 3 compliance still an issue 
across medical workforce. 
Date in place CPO, Chief Nurse 
and MD to review mandatory 
training competencies and 
denominators to ensure 
correctly applied and review 
delivery methods.
Additional capacity provided to 
ensure enough places 
Staff provided with face to face 
training option where PC access 
limited and use of library and 
additional support to complete 
online as needed.

• Monthly compliance 
reports sent to all divisions 
and accessible on ‘S’ drive.

• Latest overall Trust 
compliance is 89% (as at 
13/09/24)

• Divisions have been 
provided detailed reports 
on areas that need 
compliance improvement.

• Safeguarding level 1 &2 is 
at or above 90% target. 
Level 3 is continuing to 
improve and reached 89% 
in March 25%. 

• POD • SOF
• EDG
• OMB
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Action Plan: 
Owner: Nigel Scawn – Medical Director

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ 
Outcomes

Committee Assurance

M5 Patient 
Flow & 
Perform-
ance

TW The trust must ensure 
patients waiting to 
receive treatment after a 
referral are clinically 
reviewed and validated

NS Further 
update 
Jun 25

• Refer to Section 29a Reg 
17 Governance Action 
Plan.

• Representation at the 
Surgical Risk Programme 
Group.

• Any patient seen in 
outpatients who appears 
to have come to harm 
due to their wait should 
be recorded within Datix 
and investigated.

• Any patient who attends 
ED for harm 
consequently for the 
condition that they are 
awaiting treatment 
should be recorded 
within Datix and 
investigated.

• Implement C2AI 
(prediction tool) to 
prioritise surgical 
patients.

• Datix reporting.
• Regular submission of data to 

C2AI commenced and first 
cohort (orthopaedics) of patients 
of increased risk is now received. 
Process rolling out to further 
specialities across the Trust. 

• Quarterly waiting list harms audit 
(ED patients) in July 2024 
presented to August 2024 QGG. 
These audits have continued and 
are circulated to Divisions for 
review and action on a monthly 
basis (including recording on 
datix).

• Data quality issues remain for 
patients particularly on the non 
RTT list and actions to address 
this is being explored.

• Grant application being 
submitted with proposal to use 
predictive tools on RTT.

• Daily Safety 
Huddles

• Divisional 
Governance 
Groups

• Incidence 
Report

• Serious 
Incident 
Reports

• Q&S 
Committee

• F&P 
Committee

• Integrated 
Incident, 
Complaints & 
Claims 
Report

• Q&S and F&P 
Assurance 
Reports to 
BoD

175



Action Plan: 
Owner: Nigel Scawn – Medical Director

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ Outcomes Committee Assurance

M26 Safe Staffing UEC The trust must ensure that 
medical staffing levels, with 
the right qualifications and 
competencies, are safe for 
the numbers of patients in 
the department. 

NS Review
June-25 

• See Patient Flow / UEC 
Improvement Plan (Nursing 
and Medical).

• Case for expansion of 
medical staff numbers to 
be developed.

• Review roles and 
responsibilities of allied 
professionals to support 
triage and UTC.

• Linked to Well Led 7.2
• Case presented and agreed 

to EDG and OMB.
• Additional consultant 

appointments made and 
planned further vacancy to 
recruit to in April 2025.

• Additional medical lead for 
UTC in post.

• UTC & minors now moved 
to upstairs within SDEC to 
improve numbers and flow.

• Review of AHP workforce 
and medical staffing 
currently being progressed.

• SARD work commenced on 
capacity demand modelling 
for medical staff in 15 
biggest specialities. Job plan 
consistency panels taking 
place early May.

• Patient Flow Working 
Group

• Streaming Task & Finish 
Group

• KPIs / UEC Dashboard
• System Improvement 

Board

• F&P 
Committee

• POD 
Committee

• EDG
• OMB
• SOF
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Action Plan: 
Owner: Nigel Scawn – Medical Director

CQC 
Ref

Theme Area Milestone Action 
Owner

Time
Frame

Actions Progress Monitoring/ 
Outcomes

Committee Assurance

S6 Medica-
tions

MED The trust should review 
the prescribing of 
medicines that control 
distressed behaviour to 
ensure the policy is 
followed and monitoring 
is completed.

NS Feb-25 • Review the policy and 
education for 
relevant teams

• The non-urgent and rapid tranquilisation 
policy was approved at D&T pending 2 
points, firstly that safeguarding were 
consulted on its contents and secondly 
that reporting and monitoring 
requirements were reviewed, clarified 
and strengthened. Education for relevant 
teams to be delivered by end January 
2025.

• Incident 
Reporting

• Mental Health 
Steering Group

• Q&S 
Commit
tee

• Q&S 
Assuranc
e Report 
to BoD

S21 Patient 
Assessment

CYP The trust should ensure 
staff improve the 
compliance of completing 
the sepsis screening tool 
on the electronic patient 
record.

NS Next 
Review 
Jun-25

• Harms
• Acquire new blood 

gas analyser to 
measure lactate 
within ED

• Focus on compliance 
of prescribing 
antibiotics within 1 
hour of diagnosis of 
Sepsis.

• Blood gas anaylser  in situ..
• Regular monitoring through the Sepsis 

Improvement Group.
• Sepsis care plans have been devised to be 

recorded within EPR, these are in draft 
form and work is underway with 
pharmacy/ microbiology re treatment 
options. Monitoring of sepsis screening 
collated monthly and discussed at 
monthly sepsis improvement group. 

• New action plan developed and reported 
to Q&S Committee. Monthly compliance 
audits in place.

• Sepsis 
improvement 
programme 
(Harms) 
participating 
within the Harms 
Showcase (Mar-
24)

• AQ Compliance
• Sepsis Screening 

Audits

• Q&S 
Commit
tee

• Sepsis 
Assuranc
e Report 
to BoD
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Action Plan – KLOE 2
KLOE 
2

Development Areas Responsibility Timeframe Progress Outcomes Impact rating

2.2 • All divisions to work towards 
the development of their 
respective strategies

Director of 
Strategic 
Partnerships

Further 
update 
June 2025

Discussions with the Clinical Directors and Divisional leads has taken place. 
Strategy day took place with Clinical Leads for October 2024 to drive forward the 
development of the Clinical Strategy. Specialty proposals were developed to 
support this and quarterly clinical leads strategy days planned to drive this 
forward.
Further Trust wide workshop and discussion held in December and now built as 
BAU every quarter. Board report to be presented in January by way of progress. 
Final draft clinical strategy for Board approval in May.

Trust Strategy was 
approved in June 
2024. 
Women’s and 
Children’s Division 
strategy was 
launched in June 
2024.

Medium

2.3 • Develop a five year financial 
strategy 

Director of 
Finance

July 2025 Final 24/25 financial plan submitted in May 2024 in line with national deadlines. 
The financial plan has been co-ordinated with Cheshire & Merseyside ICB and 
national financial planning. Further work is to be undertaken on the 5-year 
financial plan to provide more detailed financial plan following completion of the 
Trust strategy and Clinical Services strategy. Work is commencing to develop 
the strategy with engagement with F&P in January

Final 24/25 financial 
plan submitted in 
May 2024 in line 
with national 
deadlines. 

High

2.5 • Review and rationalise the 
divisional governance 
arrangement to allow for a 
single operational approach to 
divisional governance to 
provide consistency and 
uniformity in the meeting and 
reporting arrangements

(FM Governance report 2019 
REC 16)

Director of 
Governance, 
Risk & 
Improvement

Complete – 
move to BAU

• A map of sub-committee groups developed.
• Governance and assurance slides being used in a range of forums. 
• New report template and guidance has been developed and circulated Trust 

Wide. Work continues to focus on improving report writing. 
• New accountability framework in place.

Map of sub-
committee.
New report template 
& guidance.
Clear Accountability 
Framework.

Medium

2.6 • Develop supportive strategies 
mental health, E and I and 
estates and facilities, well 
being 

Chief People 
Officer/
Chief Finance 
Officer

Next review 
June 2025

Estates and 
facilities – 
tbc

• Wellbeing Hub now open. Wellbeing annual report that reviewed activity 
against wellbeing strategy objectives, including mental health support was 
submitted to POD Committee April 2024.

• Further supporting strategies in progress.
• The Trust strategy has been socialised with dedicated Team Brief sessions 

for Day and Night Staff. The strategy has also been an integral part of 
developing the Trust clinical strategy and has been shared with internal and 
external stakeholders. 

• New People Strategy being developed which will include EDI, HWB (current 
people strategy, EDI & HWB strategies run to 2026)

 

Draft People 
Strategy presented 
to people Committee 
in April 25 
(incorporates EDI & 
wellbeing), final 
strategy to be signed 
off in June 25. 

Medium
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Action Plan- KLOE 3
KLOE 3 Development Areas Responsibility Timeframe Progress Outcomes Impact rating

3.3 Implement the recommendations 
from the recent risk management 
review March 2023

Director of 
Governance, 
Risk & 
Improvement

Proposal 
to move to 
BAU end 
June 25

• All risks are reviewed monthly at each Divisional Governance meeting 
and also by the Executive Directors’ Group. 

• A report of high risks is also provided bi-monthly to the Board of 
Directors, monthly to OMB and relevant extracts are also provided to 
each of the sub-committees. 

• Risk Management Policy reviewed and approved.
• Risk Management Committee in place.
• Divisional Risk Maturity self assessments complete.
• Datix developments progressed.
• Reports, notifications and training being developed.

Risk policy 
compliance

High

3.5 • Provide a trajectory plan trust 
wide (supported by divisions) 
for all areas to achieve trust 
targets for all of mandatory 
training. To be monitored 
through Operational 
Management Board.

• Mandatory training 
performance to achieve target

Chief People 
Officer

Next 
review 

June 2025

• Level 3 compliance still an issue across medical workforce. 
• Date in place CPO, Chief Nurse and MD to review mandatory training 

competencies and denominators to ensure correctly applied and 
review delivery methods.

• Requirements for training aligned to national programme.  
• Development of local oversight group in Jan 24 to optimise national 

and locally mandated learning.
• Additional capacity provided to ensure enough places.
• Focus on conflict resolution and resus which remain lower – although 

predominantly in A&C / E&F workforce. 

Mandatory 
training 
compliance 
improved to 89% 
against 90% 
target (as at 
March 25). 

High

3.6
(moved 
from 
KLOE 8 
Ref: 8.4)

A plan needs to be in place to 
ensure there is review of all out-
of-date policies and procedures 
and that these are reviewed 
annually or as otherwise stated

(FM Governance report 2019 
REC 17)

Director of 
Governance, 
Risk & 
Improvement
/Director of 
Nursing

Next 
update 

June 2025

• The Continuous Improvement Team have commenced the cleanse of 
policy documents on Sharepoint with an initial position statement 
reported via EDG. 

• A process has been established to monitor progress and escalate the 
position through EDG. 

• Further work is required to deliver these improvements.
• Progress updates provided via the Audit Committee.
• Progress continues to be made but action to remain open until 

significant reduction in out of date policies is evident.

Up to date policies 
accessible to all

High
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KLOE 
3

Development Areas Responsibility Timeframe Progress Outcomes Impact 
Rating

3.7
(NEW)

Establish quality 
improvement priorities, 
learning and outcomes.

Director of 
Nursing

Remove as linked 
to M1

Quality priorities agreed and Quality account published with stakeholder 
involvement
Scrutiny panel undertaken of part of Quality Account process in July 
2024.
The Trust is achieving 6 out of 9 quality priorities as at the end of Quarter 
2 2024/25. Actions are in place for the delivery of the remaining 3 
priorities and an update was presented to the Quality Governance Group 
held in October 2024.

Quality priorities agreed 
and established as part 
of quality account . 
Monitored through QGG
Linked with Quality 
Strategy. 

High

3.10
(NEW)

EDI work Chief People 
Officer

Complete – move 
to BAU

• WRES and WDES published with one consolidated improvement 
plan.

• New EDI coordinator started.
• Each network has active exec champion
• Focus each month at Team brief on work of one network and 

feedback.
• Neuro diversity and disability networks now brought together for 

additional coverage. Renamed Enabled Network
• Sexual Misconduct education sessions organised for COCH senior 

leaders to ensure meeting new framework requirements.
• Dual new medical and nursing Chairs for BAME network group.
• Additional specialist temporary EDI resource brought in Jan-Mar 25 to 

support development and integration of EDI action planning.

Executive Champion 
roles identified.
Ongoing network 
meetings.
Progress on EDI 
priorities 
Improved Gender Pay 
Gap report
Improved EDS2 ratings

High

4.3 • Develop a meeting 
map to incorporate 
Board, operational and 
management meetings 
focusing on attendees, 
membership, terms of 
reference and roles 
and responsibilities 

• (FM Governance 
report 2019 REC 13)

Director of 
Governance, 
Risk & 
Improvement

Proposal to move 
to BAU end June 

25

• Committee organogram developed and work progre4ssing to collate 
of Terms of Reference and workplans to support this.

• Governance and assurance slides are being used in different forums 
to increase understanding and expectations.

• New Accountability Framework in place.

Clear and effective 
governance structure

High

Action Plan- KLOE 3
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Action Plan – KLOE 4
KLOE 4 Development Areas Responsibility Timeframe Progress Outcomes Impact rating
4.5 • Develop a governance 

handbook and accountability 
framework so that individual 
roles and committee 
responsibilities and 
accountabilities are clearly 
documented.

• Raise awareness and embed 
governance framework and 
expectations

 (FM Governance report 2019 
REC 14)

Director of Governance, 
Risk & Improvement

Complete – move 
to BAU

• A map of sub-committee groups 
developed.

• Governance and assurance slides being 
used in a range of forums. 

• New accountability framework in place 
(April 25)

Clear 
accountability and 
expectations

Medium

4.7 A review of 7 day services 
needs to be undertaken to 
understand any risks and gaps 
in care delivery and support for 
patients and staff

Medical Director Next update June 
25

Review of 7 day services being revisited. 
Current risk remains that weekend 
discharge ward rounds covered on a 
voluntary overtime basis. 
AMD (Urgent Care) presented to EDG (Jan 
25).
Awaiting outcomes from SARD capacity and 
demand work to understand consultant 
capacity for increased weekend sessions.

Medium
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Action Plan- KLOE 5
KLOE 5 Development Areas Responsibility Timeframe Progress Outcomes Impact rating
5.1 The process for reviewing 

and assessing risk needs to 
be strengthened to allow for 
transparency of risks to 
ensure the Board are fully 
sighted on risks to patients 
and services 
(to include embedding risk 
management and review of 
BAF)

Director of 
Governance, 
Risk & 
Improvement

Proposal to 
move to 
BAU end 
June 25

• BAF in place.
• All risks are reviewed monthly at each Divisional Governance 

meeting and also by the Executive Directors’ Group. 
• A report of high risks is also provided bi-monthly to the Board of 

Directors, monthly to OMB and relevant extracts are also 
provided to each of the sub-committees. 

• Risk Management Policy revised and approved.
• Risk Management Committee in place.
• Datix developments progressed.
• Reports, notifications and training being developed.

Monthly reporting to 
EDG and OMB.
High Risks report to 
the Board of 
Directors.
Effective BAF in 
place.

Medium

5.5 The Trust must implement 
quality improvement 
systems and processes 
such as regular audits of 
the services provided  and 
must assess, monitor and 
improve the quality and 
safety of services. The Trust 
needs to develop an 
improvement strategy 

Director of 
Governance, 
Risk & 
Improvement

Further 
update – 
June 2025

• The Trust has a continuous improvement team in place, as well 
as a number of other teams that deliver improvement work.  

• A session was held with the Continuous Improvement Team in 
May 2024 to align team priorities to strategic priorities.

• For 2024/25, a set of agreed improvement priorities has been 
developed and has been reset for 25/26 to include the Cost 
Improvement Programme and a number of other strategic 
priorities.

• Wider picture across all improvement activity to be developed
• An improvement strategy is required for 2025/26.  
• Draft Q&S strategy will also define quality improvement priorities.

Clear improvement 
Strategy/ Plan.

Medium

5.8 The Trust must review all 
training needs across all 
disciplines and prioritise 
mandatory training, EPR 
training and education 
regarding investigation 
reports, complaints 
responses, coroner cases 
and risk management.

Chief People 
Officer

Complete – 
move to 
BAU

New appraisal process and leadership development programme 
implemented. Revised Training Needs Analysis to take place in Q4 
once 2024 appraisals have taken place.

Launch of new 
appraisal process & 
paperwork. 
Appraisal target 
reached in Nov 24 
and remains at 
target in Mar 25.

High
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Action Plan – KLOE 7
KLOE 7 Development Areas Responsibility Timeframe Progress Outcomes Impact rating

7.2 The Trust must be assured that 
they have the right numbers of 
staff with the right skills across 
all disciplines – focus on 
medical. Nursing and therapy 
staff

Workforce plan submitted to 
NHSE May 2023

Actions outstanding – review 
of AHP workforce and review 
of medical staffing 

Chief People 
Officer/ Director 
of Nursing/ 
Medical Director

Nursing- Completed

Medical – Next 
Review June 2025 
2025

AHP – Complete. 
Proposal to remove 
as will be monitored 
by Q&S

Nurse staffing review completed using the 
safer nursing tool.  Review of maternity 
staffing also. Completed.

Medical staffing - currently being 
progressed. SARD commissioned to 
undertake a capacity demand modelling for 
medical staff in 15 biggest specialities. 
Revised job plans drafted and subject to 
consistency panels (May 2025).

Review of AHP workforce  - A review of the 
AHP workforce has been completed by the 
TICC division.  It will be received by the 
Executive team in May 2025 for review.

High

7.5 
(NEW)

Continue to build upon system 
understanding and engagement 
with external partners, 
stakeholder mapping.

Director of 
Strategic 
Partnerships

Next update June 
2025

New Anchor Institution oversight group 
established (June) which will meet 
bimonthly. New reporting framework 
adopted. Revised terms of reference. 
Board report presented in July 2024. 
Anchor Institute Oversight Group has now 
expanded membership to CWP and 
Chester University sustainability 
department. The group has now also 
engaged with the Country Park.

System engagement in 
place.

Medium
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Action Plan – KLOE 8
KLOE 8 Development Areas Responsibility Timeframe Progress Outcomes Impact rating

8.1 The Trust need to establish a Board Lead 
for organisational learning. This will then 
allow a strategic review of where all 
learning takes place, who by and 
outcomes.  This then needs to result in the 
development of an organisational learning 
policy which is inclusive of all disciplines 
and services.
• Review policy to ensure comprehensive 

coverage of organisation learning.
• Establish mechanisms (as required) 

and embed organisation learning across 
the Trust

Director of 
Governance, Risk & 
Improvement

Next update 
June 25

Organisational Learning Policy being 
progressed to reflect the mechanisms and 
learning forums in place which are attended 
Trust wide.

Head of Legal Services, Deputy Medical 
Director and Deputy Director of Nursing & 
Quality Governance also working more 
closely to align organisational learning.

Early draft shared with Deputy Director of 
Nursing, Quality and Governance and 
Deputy Medical Director (Dec 2024). 
Further review required.

Clear 
arrangements in 
place to 
demonstrate 
systematic learning

High

8.4
(NEW)

Continuous improvement 
• workstreams to be aligned to strategic 

priorities. 
• Consider opportunities to involve 

patients
• Board development and NHS IMPACT 

assessment (including action plan)
• Transformation programme priorities 

and approach to be confirmed and 
aligned to strategy 

Director of 
Governance, Risk & 
Improvement 

Next update 
June 25

• The Trust has a continuous improvement 
team in place, as well as a number of 
other teams that deliver improvement 
work.  

• A session was held with the Continuous 
Improvement Team in May 2024 to align 
team priorities to strategic priorities.

• For 2024/25, a set of agreed 
improvement priorities has been 
developed and has been reset for 25/26 
to include the Cost Improvement 
Programme and a number of other 
strategic priorities.

• Wider picture across all improvement 
activity to be developed

• An improvement strategy is required for 
2025/26.  

Measurable 
improvements.

Medium
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Action Plan – KLOE 8
KLOE 8 Development Areas Responsibility Timeframe Progress Outcomes Impact rating

8.5 The emergency department needs a robust improvement 
plan across all domains, care, culture, operational polices 
and flow. The Trust needs to improve that patients receive 
care in a timely way and work to improve performance 
against national standards (from arrival to assessment in the 
emergency department)

Improve data capture and process of 12 hour DTA breach 
data

Improve time to initial assessment using Manchester Triage 
System 

Deteriorating Patients and Reduction in Incidents:
• Full review of the nurse and health care support workers
• Roles and responsibilities in across the nursing workforce 

have been re-affirmed 
• An accountability framework is being introduced
• Matron does regular drop in sessions and a department 

news letter is produced. 
• Weekly audit in place via Tendable and additional PDN 

training. 
• Twice daily Consultant in-reach sessions supporting 

review of NEWS and an ED specific NEWS addendum 
developed for Trust policy

Maximise SDEC
• Aim for over 1000 attendances per month 
• Direct conveyance from NWAS
• Open 12 hours per day 7 days per week 

Introduce an Urgent treatment Centre outside the ED footprint 

Chief Operating 
Officer

Next 
review – 
June 2025

Five Trusts in Cheshire and Merseyside 
have been placed into Tier 1 for their 
Urgent and Emergency Care (UEC) 
services and this includes our Trust. 
Intensive support for all organisations in 
Tier 1 has been allocated from the 
Emergency Care Intensive Support Team 
(ECIST) via NHS England (NHSE).

A revised System Improvement Plan for 
UEC has been agreed and progress is 
monitored at Patient Flow Steering Group 
and System Oversight Group. 

The Trust has had a leadership away day 
hosted by NHSE. This will focus the team 
on roles/responsibilities, SOP’s and Inter 
professional Standards. 

We have introduced an SOP to reduce 
the length of time patient’s spend in the 
department which has successfully 
started to reduce long wait and has 
significantly reduced ambulance 
turnaround times.

All original actions are now completed. 
Including:
UTC fully open and taking 30-25% take 
each day 
SDEC taking well over 1200 patients per 
month and direct conveyance from NWAS
Call before convey for all non-resus 
ambulances for over 18 yers old also in 
place. 

Improved 
performance 
against KPIs

Improved 
patient 
experience

High

185



Appendices

186



Summary of Improvement Outcomes
Urgent & Emergency care

1. Improved performance in type 3 performance 

2. Increased use of Same Day Emergency Care (SDEC)

3. Reduction in long waiting patient and significantly improved ambulance turnaround times

Quality, Safety & Harms Improvement

1. Closure of serious incident backlog

2. Oversight and action regarding incidents through a range of daily and weekly meetings including the embedding of 
daily incident review meetings and a patient safety oversight meeting with Executive attendance

3. Development of the 6 steps patient and family experience across all clinical areas

4. Safe nurse staffing reviews completed across all wards and the emergency department

5. Improved timeliness in response to complaints 

6. Implementation of the triage process in Maternity
7. Changes made to the post-operative care of women's & birthing people following obstetric surgery 

8. Reasonable adjustments strategy completed and due to be launched Q4 2024/25

9. Transparency of all coronial cases, good communication with legal team and oversight through safety surveillance

10. Safeguarding arrangements strengthened 187



Summary of Improvement Outcomes
Board Governance & assurance

1. Fully established Executive Team with clear visibility and a schedule for visits trust wide implemented. 

2. Committee effectiveness improvements and compliance with Code of Governance

3. Clear Board development plan, appraisals and objectives

4. Awareness raising in respect of developing a strong culture of Governance and Risk Management

5. Visibility and reporting of BAF and Risk Registers

6. Clear accountability framework

People & OD

1. A wide range of engagement activities covering inclusivity, behaviours, wellbeing and appraisal and career conversations, and 
visibility of FTSU.

2. Improvements have been made following the 2023 staff survey

3. Clear EDI priorities and oversight of progress

4. Induction, appraisal and leadership programmes embedded to support People development 

Digital

1. Successful EPR upgrade

2. EPR optimisation prioritisation process in place
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Summary of completed actions (to date)
Completed Actions
• Full review of Nurse staffing undertaken (in line with SNCT Guidance).

• Launch of the Patient & Family Experience Strategy.

• Approval of the Board sub-committee TOR’s and workplans

• Wellbeing Hub has opened which is accessible to all staff.

• Listening events held and civility statement agreed.

• FPPT Framework

• Executive network champions identified.

• Review of all storage across the Trust undertaken and spot checks being 
implemented.

• Full review of NET2 access undertaken.

• PLACE assessments 

• Civility Charter agreed and is being incorporated into all employee processes.

• New welcome induction programme in place.

• Emergency Department Improvement Plan in place

• FTSU Board self-assessment held on 6th August 2024

• Governance and assurance slides have been developed and are being used in 
different forums to increase understanding and expectations.

• plan has been developed, revised risk management policy and a new risk 
management  committee has been introduced

• Workstreams established within Medicines Safety Group.
• National mandated medicine audits have been reviewed
• Increased visibility and Executive walkarounds
• All Board positions substantively appointed with (with the exception of the 

Chief People Officer, which has a recruitment plan in place)
• Board development programme agreed for 2024/25
• The Trust Strategy has been approved at the Board of Directors
• The new Complaints Policy has been formally ratified.
• CQC registration Tarporley Hospital (awaiting CQC confirmation)
• Mental health and community services collaborative
• Board Assurance Framework refresh
• Quality priorities
• Clinical SOP in place to identify and risk assess patients entering ED that 

present a self-harming risk.
• Divisional Leadership teams have engagement and visibility plans in place for 

visiting all wards and departments.
• Discharge summit held with system partners invited to join
• Review of all fire exits undertaken.
• Fire audits undertaken
• Anchor Steering Group now operational 189



Summary of completed actions (to date)
Completed Actions

• Daily review of incidents implemented, risk management committee 
established and Organisational Learning Policy reviewed.

• Complex Care passport relaunched. Safeguarding EPR tool.

• People Promise measure incorporated into People Strategic Plan

• Performance reporting has been established to each OMB.

• Trust wide engagement sessions and local Listening events held in 
response to staff feedback.

• Integrated reports are provided quarterly to the Quality & Safety 
Committee and Board of Directors.

• NED responsibilities reviewed and NED inductions now in place.

• Governor workshop held to reconfirm roles and reset the role of the 
CoG. Action plan in place to support governors in fulfilling their roles 
and further workshops scheduled. 

• Database of coronial inquest developed.

• Revised reporting and cover sheet template in place.

• EPR upgrade has taken place and part of 4 year programme to ensure 
latest version is installed when released.

• Clinical Digital Design Authority process embedded.

• Feedback from staff survey 2023 has been collated and highlighted 
areas of action and high-level data from 2024 survey being reviewed 
to support and develop action plans. 190



 

 
Committee Chair’s Report 

Thursday 1st May 2025 at 10am – 12.45 in the Boardroom, 1829 Building 
 

Committee Quality & Safety Committee  
Chair Non-Executive Director, Prof A Hassell  

 
Key discussion points and matters to be escalated from the discussion at the 
meeting: 
 

Alert (matters that the Committee wishes to bring to the Board’s attention) 
• The Committee received a very positive patient story from a patient’s family 

member regarding her excellent treatment by Trust’s Emergency Department 
(ED) and within the Intensive Cre Unit (ICU).  

• The Committee received the Quality Impact Assessment (QIA) for Cost 
Improvement Programme Update. Whilst the paper was for noting, it was felt 
essential that the Committee is assured regarding the process, including clarity 
as to whether the process results in all the risk resting on the Medical Director 
and Director of Nursing and Quality/Deputy Chief Executive. The Committee 
has therefore asked for a further report. 
 

Assure (matters in relation to which the Committee received assurance) 
• The Committee received the System Oversight Framework (SOF)/Dashboard; 

it was noted that the Mattress Replacement process has been overhauled with 
250 mattresses recently replaced.  

• The Committee received the Quality/Safety and Patient Experience Strategy 
Progress Update and was assured with the progress.  

• The Committee received the Maternity Services Quarterly Update – Quarter 4 
agreeing with assurance from the report. The Maternity and Neonatal Voice 
Partnership (MNVP) Annual Report was shared with the Committee following 
the meeting. 

• The Committee noted the Children and Young person 2024 Care Quarlity 
Commission (CQC) Survey results. 

• Partial assurance was received from the Discharge letters within 24 hours 
Compliance Report with the Committee to receive a further update in 4 
months.  

• The Committee received the Urgent and Emergency Care Update/Action Plan 
noting the assurance of the work taking place. 

• The Committee received the Assurance Report from the April 2025 Quality 
Governance Group (QGG). This included significant assurance on one item, 
moderate on seven items and limited on five (Patient-Led Assessments of the 
Care Environment (PLACE), ED Improvement Plan, Consent, E-discharge, and 
Sepsis. The latter five were all discussed).  

 
Advise (items presented for the Board’s information) 

• The Committee received the Patient Safety Incident Response Framework 
(PSIRF) Assignment Report 2024/25 with a further update to be received in four 
months. 
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• The Committee received the Sepsis Update Report and noted the further work 
underway in this area. 

• The Committee noted the Cancer Harm Reviews. 
• It was agreed to approve the Quality Account Draft 20242/25 virtually outside 

of the Committee, it was not available to review on the 1st May 2025. 
• The Committee noted the Audit Tracker – April 2025. 
• The Committee noted the Board Assurance Framework (BAF) – Quarter 4 

2024/25 and High Risks Report. 
• The Committee reviewed the Committee Terms of Reference (TOR) and with 

some slight amendments recommended the TOR for approval to the Board of 
Directors. 

 
Risks discussed and new risks identified 

• No risks identified to raise to the Board of Directors.  
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PUBLIC - Board of Directors  
 20th May 2025 

 
Report Agenda 

Item 16. 
Strategic Oversight Framework (SOF) – March 2025 

Purpose of the 
Report 

Decision  Ratification  Assurance X Information  

Accountable 
Executive 

Cathy Chadwick 
Sue Pemberton 
 
Nigel Scawn 
Karen Edge 
Vicki Wilson 

Chief Operating Officer 
Director of Nursing/Deputy Chief 
Executive Officer 
Medical Director  
Chief Finance Officer  
Chief People Officer 

Author(s) Dan Nash  Director of Performance  
Board Assurance 
Framework 

BAF 1 Quality 
BAF 2 Safety 
BAF 3 Operational 
BAF 4 People 
BAF 5 Finance 
BAF 6 Capital 
BAF 7 Digital 
BAF 8 Governance 
BAF 9 Partnerships 
BAF 10 Research 

X  
X  
X  
X  
X   

This report covers 5 areas of the BAF 
and therefore changes in 
performance in any of the areas can 
affect risk score on the BAF.  
 

Strategic goals Patient and Family Experience 
People and Culture 
Purposeful Leadership 
Adding Value 
Partnerships 
Population Health 

X  
X  
X  
X  
X  
X  

CQC Domains Safe 
Effective 
Caring 
Responsive 
Well led 

X  
X  
X  
X 
X  

Previous 
considerations 

Not applicable  

Executive 
summary 

The purpose of this report is to:  
• Summarise the key performance indicators. 
• Assure the Board of the monthly oversight of Trust priorities against 

agreed targets. 
• Highlight areas of high or low performance such as: 

 
Areas of positive assurance: 

• A reduction in ambulance turnaround times over 60 minutes  
• Hospital Standardised Morality Ratios (HSMR) & Summary Hospital-

level Mortality Indicator (SHMI) 
• Sustained improvement in unregistered staff fill rates  
• 0 never Events  
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• Sustained improvement in delivery of diagnostic DM01 wait times 
• Sustained improvements in cancer waiting time standards for FDS 
• Sustained reduction in annual appraisal compliance  
• The Trust delivered their financial plan for 2025 

 
Areas requiring improvement: 

• Patient feedback – concerns opened 
• Emergency Medicine Performance  
• Sickness Absence Compliance 
• Total size of waiting list  

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

 
Corporate Impact Assessment 
Statutory/regulatory 
requirements 

Monitors performance against key targets both quality and performance 
measures. 

Risk Report relates to 5 areas of the BAF risks 
Equality & Diversity Meets Equality Act 2010 duties & PSED 2 aims and does not directly 

discriminate against protected characteristics 
Communication Not confidential 
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Highlights:

In March, we saw a deterioration in our overall 4-hour performance of 2.2% taking us to 60.1% this was driven by  deteriorations across both admitted and non-admitted type 1 attendances. We 
sustained improvements seen in February across our ambulance handover time metrics. 

Sustained level of performance across our CWT standards with FDS continuing to deliver above planned trajectory, noting a improvement in month across all 3 CWT standards, driven by 
improvement plans developed at modality level across tumour groups.

DM01 performance saw a deterioration in month, driven by a reduction in performance within the cardiology modality.

The Trust saw a reduction in  the volume of 65-week open RTT pathways to 89 with 13 capacity breaches and the remaining patients over 65 weeks either choosing to wait for treatment or being 
complex. 

Areas of Concern:

Despite improvement in our  ED performance,  UEC KPIs continues to be a concern. The Patient Flow steering group continues to meet on an alternate weekly basis, with all workstreams provided 
updates with agreed action plans.​​​

The deterioration in our DM01 performance, specifically within ECHO. Cardiology have been requested to develop a modality specific action plan, with timescales for improvement.

RTT forecasts within annual planning cycle raised concerns for multiple specialties, improvements trajectories being developed for each, with weekly tracking and reporting at ODG 

Forward Look (with action)

Annual Planning 2025/26 submissions for operational, HR and financial completed within March however dialogue continuing with ICB.
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ED attendances increased by 18% in March (7695) compared to 6520 in February. Our average daily attends in February were 232 compared to 238 in March. There remains variation within the number of daily 
attendances, the lowest day in month was 200 and the highest 300. The number of days in which we had over 240 attends grew significantly in March (21) compared to 11 February. 

Ambulance arrivals for March were 1511 compared to February which was 1353. There is significant variation in daily ambulance arrivals, our lowest day in March was 34 and highest day 61. There was a slight 
increase in >25-minute breaches in March (700) compared to February (611). Both months however showed improvements than previous months. The Trust has seen significant improvements in ambulance 
handover times, particularly when it comes to delays of 60 minutes +. Ambulance handover is a priority for the trust, and we continue to work closely with system partners such as NWAS to improve this which, 
includes commencing call before convey, the age criteria for which has recently reduced.  

Overall, 4-hour performance for March was 60.1% compared to February which was 62.3%, this is an increase from the previous 2 months, both of which were less than 60% performance. Admitted 4-
hour performance was 24.7% which is a 7% deterioration from previous month. Non admitted performance was 69.4%, this is a deterioration of 2.8% when compared to previous month. There continues to be a 
sustained focus on protecting ‘see and treat’ capacity within the Emergency Department to support flow throughout the department, this remains challenging due to the volume of specialty patients within the 
ED for pro-longed periods of time.the utilization of SDEC and UTC for ap

We continue to focus on 4-hour quality, which supports the daily decongestion of the Emergency Department. In March 2444 patients were streamed to the UTC which  is 32% of the Emergency Department 
take, this figure saw the highest number of patient streamed to the UTC. Streaming patients to SDEC services also remains a priority for the ED, with 371 patients being streamed from ED to SDEC in March. 

In the month of March, the UEC department trialled placing a UTC clinician at the front door 4-6 hours a day with the primary focus on streaming away from the front door. When looking at the data, this had 
clear benefits, with a high number of UTC and SDEC attends. The directorate is currently reviewing the data with key stakeholders to make an informed decision on the direction of travel to take when it comes to 
front door streaming models.
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