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Item
Number

PB1/ Welcome, apologies and Chair’s opening remarks

03/25
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/ Declarations of Conflicts of Interest with agenda items

03/25
There were no declarations of interest raised in relation to agenda items.

PB3/ Service Showcase — Implementing a faster diagnosis team

03/25

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




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




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/ Minutes of the previous meeting held on the 28" January 2025

03/25
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 28" January 2025 were formally
approved as a true and accurate record of the meeting subject to the above
amendment.

PB6/ To consider any matters arising and action log

03/25

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.




All other actions on the action log were closed.
The Board noted the updates.

PB7/
03/25

Chief Executive Officer’s (CEQO) Report

Ms J Tomkinson, Chief Executive Officer highlighted the following from the CEO
Report:

e 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.

e 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.

e Appointment of Cathy Elliott as CEO of the Cheshire and Merseyside ICB.

e CMAST Leadership Board meeting updates include options appraisal for
configuration of catheter laboratories. COCH are keen to deliver this service.

e Update regarding the Mental health, Learning Disability and Community
Service collaborative.

e Partnership work is ongoing with Cheshire and Wirral Partnership Trust with
further collaborative opportunities being identified.

e The Urgent and Emergency Care Department had received an
unannounced CQC inspection between 24" and 26™ February 2025 but the
final report is yet to be received.

e 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
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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.

PBY/
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:
o approved the updates to the Board Assurance Framework at Quarter 4.

o 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

12




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

13




The Chair welcomed Ms N Macdonald (NM), Director of Midwifery, to present the
Maternity Services report.

Key Highlights include:

o 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.

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

e Good compliance with Cerner.

e Transition to electronic patient records

e 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 — 6" 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 (CDAQO) 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:

e Improvements in 4-hour performance

e Type 1 improved by 3.7%

e Significant improvement in ambulance handover metrics

e New SOP to reduce long waits in ED has enabled flow and had a significant
role in reducing waiting times.

e 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.

e Best DMO01 performance in past 2 years.

e 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)

e Reduction in CDIFF rates in February

e Work continues to undertake baseline assessments across all wards and
departments using the ‘Striving for Excellence’ ward accreditation
framework

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

e Continued Trust wide focus on patient flow

An update had already been provided regarding hospital acquired pressure ulcers
under ltem 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:

e Month 11 planned deficit of £9.2m

e Month 11 forecast reflects additional pay, industrial action and pay award
funding

e Risk that CIP delivery is less than assumed in forecast

e Pay is at underspend except medical pay

e 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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e Turnover continues to be below the 10% target

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

e 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.

e 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 — 27t 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:

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

e 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.

e 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 — 13t 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 — 7t" 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 — 11t 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 (SFls) Review 2025

The Audit Committee had reviewed the updated SFls and Variable Pay Policy
(VPP). The key changes were listed in the report.

The Board noted the changes and ratified the SFls 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. ltincluded 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/ | Equality Delivery System (EDS) Assessment Report 2024/25

03/25
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/ | Council of Governors Summary Report

03/25
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/ |Code of Governance Compliance 2024/25

03/25
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/ |Provider Licence Compliance 2024/25

03/25
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/ |Use of Trust Seal: Renewal of Lease for Tarporley War Memorial Hospital and

03/25 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/ |Iltems for noting and receipt

03/25

Minutes of Committee Meetings:
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a) Approved minutes of the Quality & Safety Committee — 9" January 2025
(attached)

b) Approved minutes of the People Committee — 10" December 2024
(attached)

c) Approved minutes of the Finance & Performance Committee — 215t January
2025 (attached)

d) Approved minutes of the Operational Management Board — 28" November
2024 and 23" January 2025 (attached)

e) Approved minutes of the Audit Committee — 15" October 2024 (attached)

Other items:
f) Board of Directors Workplan 2024/25 (attached)

PB31/ Questions from Governors and members of the Public relating to items on
03/25 the meeting agenda
The Chair invited questions from the members of public in attendance. There were
no questions raised.
PB32/ Closing remarks
03/25

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 20" May 2025

20
24




4t June
2024

Allocated to

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

Agenda
Item
Number
PB9/06/2
4

Public Board of Directors Action Log
Updated May 2025

Issue/Action Raised

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

Action Details

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.

Action Update/
Outcome

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

NHS'

Countess of

Chester Hospital
NHS Foundation Trust

Due Date Status

Sept-25 Open
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Issue/Action Raised Action Details Action Update/ Due Date Status

Outcome

Action

Meeting Allocated to
Date

Agenda
Item
Number

Number

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.

26" Nov | Director of PB7/ Chief Executive The Director of Strategic | Updates are being July-25 Open
2024 Strategic 11/24 Officer’'s (CEO) Partnerships, Mr J provided through the
Partnerships Report Develing, is CEOQ report.
representing the Trust Further report to be
on the reset of a new provided following
collaborative and a update to joint working
paper will be provided to | arrangements and
a future Board of Leadership Board terms
Directors meeting to of reference.
detail the new
governance
arrangements.
25t Chair of PB9/ Board Assurance Finance and To be considered at Q1 | July-25
March Finance and |03/25 Framework — Quarter | Performance Committee | review.
2025 Performance 4 2024/25 to consider how the
Committee/ delivery of medium-term
Director of financial stability is

Finance

reflected on the BAF.
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Action Meeting Allocated to Issue/Action Raised Action Details Action Update/ Due Date Status

Number Date Outcome
4 25t Director of PB12/ Care Quality SP to chase up CQC for
March Nursing & 03/25 Commission (CQC) feedback on value for
2025 Quality / Improvement Journey | money assessment
Deputy Chief
Executive
5 25t Chair of PB13/ Freedom to Speak Up | Align committee Workplans are being May-25 Closed
March People 03/25 (FTSU) Update workplans to enable reviewed and updated
2025 Committee Report FTSU to report to the to ensure appropriate

People Committee then | timing for reporting.
Board of Directors.

6 25t Chair of PB13/ Freedom to Speak Up | People Committee to This will be managed May-25 Closed
March People 03/25 (FTSU) Update receive FTSU through the People
2025 Committee Report benchmarking data Committee.

(number of concerns
and themes).
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Report

Purpose of the
Report
Accountable
Executive
Author(s)

Board Assurance
Framework

Strategic goals

CQC Domains

Previous
considerations
Executive
summary

Recommendations

requirements
Risk

Equality & Diversity

Communication

NHS'

Countess of

Chester Hospital
NHS Foundation Trust

PUBLIC - Board of Directors
20t May 2025

Agenda Iltem
7.

Chief Executive Officer’s Report

Decision Ratification Assurance Information X

Jane Tomkinson OBE Chief Executive Officer

Karan Wheatcroft Director of Governance, Risk &

Improvement

BAF 1 Quality Relevant across all BAF areas.
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

XXX XXX XXX X

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

Safe
Effective
Caring
Responsive
Well led X

Not applicable.

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.

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

Corporate Impact Assessment
SIEUN GG TEAA Meets the Trust compliance with Foundation Trust status.

Alignment with the Board Assurance Framework and Corporate Risk
Register.

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

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.

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

e 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

e 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

e Transformation programme bringing together NHSE and DHSC

e National and Model ICB work influencing regional functions

e Clear Regional role to include direct provider oversight and strategic planning at scale

Integrated Care Boards

e Clear role as Strategic Commissioner

e Operating costs to be within £18.76 ceiling by Q3

e 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

e Clear performance accountability to regions and contractual delivery accountability to ICBs
e Provider Board accountability for performance and finance

¢ Rules based, earned autonomy, freedom to operate where proven

e Financial (productivity) incentives

e 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:

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

e 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 2"¢ 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:

e System financial report
e 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:

e operating priorities,

e finance and productivity metrics

e public Health and patient outcome metrics
e 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 6" 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 15t 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 NHS England
Chief Executive Officer Wellington House
Countess of Chester Hospital NHS 133-155 Waterloo Road
Foundation Trust London

SE1 8UG

Cc: Cathy Chadwick 6 May 2025
Chief Operating Officer
Louise Shepherd
Regional Director (North West)

Sam James
Regional Chief Operating Officer
(North West)

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,

A~

Mark Cubbon,
National Director for Elective, Cancer and Diagnostics
NHS England

Copyright © NHS England 2023 35 2
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PUBLIC - Board of Directors
20t May 2025

Report Agenda Board Assurance Framework 2025/26
Item 9a.
Purpose of the Decision Ratification Assurance X | Information
Report
Accountable Karan Wheatcroft Director of Governance, Risk &
Executive Improvement
Author(s) Nusaiba Cleuvenot Head of Corporate Governance
SleE1 e G TTE [H BAF 1 Quality X | Linked to all BAF areas.
Framework BAF 2 Safety X
BAF 3 Operational X
BAF 4 People X
BAF 5 Finance X
BAF 6 Capital X
BAF 7 Digital X
BAF 8 Governance X
BAF 9 Partnerships X
BAF 10 Research X
Strategic goals Patient and Family Experience X
People and Culture X
Purposeful Leadership X
Adding Value X
Partnerships X
Population Health X
CQC Domains Safe X
Effective X
Caring X
Responsive X
Well led X
Previous Not applicable
considerations
Executive The BAF was reviewed and approved by the Board in March 2025. This
summary 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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e BAF9 - system working (12)
BAF10 - research and innovation (12)

SE i n Bl Y The Board of Directors is asked to note the Board Assurance Framework
as aligned to the Board agenda and papers received.

Corporate Impact Assessment

ST ETGCI" Trust compliance with the CQC regulatory framework, Provider Licence
requirements and Code of Governance.

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

= TELA RN A 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.

37



ooooooooooooooooo

Board Assurance
Framework

2024 - 25




Risk Theme: Quality & Patient Expel ce

RISK APPETITE: CAUTIOUS - Upper tolerance limit 9

LINKS TO STRATEGIC
GOALS:
Risk description & Causes & consequences Inherent risk Key controls Board Assurance
information score (Actions taken to manage the risk) (The mechanisms we know the controls are working - reports, scrutiny meetings, committees, internal &
(CxL) external audits and reviews)

S$G1: Patient and Family Experience; SG:3 Leadershi

Within risk | Gaps in Control / Assurance Actions
tolerance? (Identified weaknesses in
current management

Target risk | Estimated date
of achievement
of target score

Internal sources of assurance

External sources of
assurance

Overall
assurance level

arrangements/ how we assure
ourselves - or not enough
information or lack of scrutiny

Planned action

Progress update

39

BAF1 Causes: C1) Quality and Safety Strategy priorities. - Safety Surveillance Quarterly report National inpatient survey Partial Quality & Safety Strategy Quality and Safety Strategy to be refreshed in 2024/25.  |Work commenced on overarching Quality and Safety
Failure to maintain quality of - Longer patient waiting lists - Quality and Safety Committee reports results. refresh. Patient and Family experience startegy to be embedded. |Strategy refresh and update provided at the Board
care would result in poorer - Inconsistent compliance with Control Owner: Director of Nursing and Quality - Quality Governance Group via Q&S Committee Healthwatch reports. Strategy Day Feb 2025.
patient & family experience standards - Patient Experience Operational Group via Q&S Internal audit reviews. Action Owner: Director of Nursing and Quality Patient and family experience strategy being implemented
- Emergency Department capacity not! Committee NHS Staff survey results. Due date: Q4 with local consideration of actions needed to embed. All
Executive Risk Lead: supportive of the high volume of - Operational Management Board CQC Inspection Outcomes. areas have now implemented 6 steps for patient and
Director of Nursing and Quality |patients presenting to the Emergency Family and friends test results. family experience, and we are developing an approach to
Department. seek feedback on these steps through the family and
Assurance Committee: - Lack of clinical engagement.. friends test.
Quality and Safety Committee ED and UEC, and Maternity inpatient survey results
Consequences: received and share with the Board.
Last Update: - Qu_ahty of care C2) Quality Governance Structures - Consolidated CQC and Well Led Action Plan reported to Commissioner reviews of Acceptable Review of work plans of To review sub committee/ group reporting structures and |Full review of Quality Governance Structures completed.
March 2025 - Unintended harm each Board of Directors quality (quarterly). reporting sub committees/ workplans for Q&S Committee. Comprehensive combined CQC action plan in place and
- Poor patient experience Control Owner: Director of Nursing and Quality - Quality and Safety Committee CQC reports. groups to strengthen assurance progressing with updates provided to Executive Directors
- Regulatory compliance - Quality Governance Group via Q&S Committee coverage. Action owner: Director of Nursing and Quality Group monthly and to each Board of Directors. Sub
Due Date: Update Q4 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. - SOF CQC reports Partial Assurance gap re cleaning (i) To improve compliance assurance through harms Harms improvement priorities agreed for 2024/25 and
- Infection, Prevention & Control Quarterly Report via Q&S standards. improvement (ecoli and cdiff), and campaigns (e.g. programmes progressing. Gloves off campaign
Control Owner: Director of Nursing and Quality Committee IPC compliance assurance and | Gloves off). established and successful outcomes demonstrated.
- Quality Governance Group via Q&S Committee improvements. (ii) To establish assurance reporting on cleaning Concerns regarding C Difficile sampling processes and
- Annual Quality Account (featuring IPC section re Infection rates are exceeding  [standards. practices, with an improvement plan in place and
objectives) the expected targets. progressing.
Action Owner: Director of Nursing and Quality Good progess on joint working with the Facilities Team
Due date: Quarterly updates 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 - Consolidated CQC and Well Led Action Plan reported to Commissioner reviews of Acceptable To deliver the programme of ward accreditation across | Good progress with new ward accreditation programme
each Board of Directors quality (quarterly). the Trust. roll out, with all wards planned to be completed in 2024/25
Control Owner: Director of Nursing and Quality - Quality and Safety Committee CQC reports. and a full report to the Board of Directors at the end of Q4.
- Quality Governance Group via Q&S Committee Action owner: Director of Nursing and Quality Update provided at the Board Strategy Day Feb 2025.
- Ward accreditation reporting via Q&S Due date: Complete
BAF2 Causes: C1) Safety priorities. - SOF CQC Inspection Outcomes Partial NO Delivery of quality improvement | To deliver harms improvement programme outcomes. Reviewed 23/24 acheivements, and revised programme Mar-25
Failure to maintain safety and |- Longer patient waiting lists. - Quality Governance Group via Quality and Safety outcomes. for 24/25. Continued updates to Quality Governance
prevent harm would result in - Underdeveloped partnership Control Owner: Medical Director Committee Action owner: Medical Director Group and presentations through Harms Improvement
poorer patient care and working arrangements to support Due date: Quarterly updates Oversight meeting.
outcomes clinical strategy delivery.
- Lack of reciprocal engagement in C3) Organisational learning - Safety Surveillance Quarterly report Partial Organisational Learning Policy |The production of an Organisational Learning Policy, The Trust has developed a range of organisational
Executive Risk Lead: the wider health system (including - Quarterly Mortality report via Q&S Committee and embedding of approach.  [including range of activity, forums and reporting. learning through PSIRF, learning from deaths, national
Medical Director ICB, Place). Control Owner: Medical Director/ Director of Governance Risk and - Quality Governance Group via Q&S Committee inquiries, clinical audit, patient safety summits etc. The
- Need to review of mental health Improvement Action Owner: Director of Governance, Risk and policy is being developed to capture all these
Assurance Committee: service provision in A&E and across Improvement opportunities, and consider how sharing of learning can
Quality and Safety Committee |all Trust sites Due date: Q4 continue to be maximised. Early draft shared with Deputy
Medical and Nursing Directors for feedback (Jan 25).
Last Update: Consequences:
March 2025 - unintended harm - _ . _ _ _ _ _ _ _
- Extended length of stay C4) Review of deaths - Quar_lerly Learn_lng from Deaths report and annual Telstra Hea_lth (Dr Foster) Partial Continued improvement to learning from deaths reporting [Work ongoing to develop improved reporting
- De-conditioning of patients mortal_uy report via Q&S Co_mmmee benchmarking
Control Owner: Medical Director - Quality and Safety Committee Action Owner: Medical Director
- Quality Governance Group via Q&S Committee Due date: Quarterly updates
C5) Development and implementation of Clinical Strategy Partial Refresh of the Clinical Strategy | The Medical Director will work closely with the Director of [Discussions with the Clinical Directors and Divisional leads
aligned to the Trust Strategy.  [Strategic Partnerships and Clinical leaders to ensure the [has taken place. Strategy days took place with Clinical
Control Owner: Medical Director Clinical Strategy is aligned to the Trust Strategy and Leads in October and December 2024 to drive forward the
reflective of the new clinically led divisional infrastructure. |development of the Clinical Strategy. Specialty proposals
were developed to support this and quarterly clinical leads
Action owner: Medical Director strategy days planned to drive this forward. Clinical
Due Date: Q4 strategy update to Board (Jan 25). Further Clinical Leads
day planned March 2025.
C6) Mental Health review CEO Report to Board. Mental Health, Learning Partial Education and training in Action Plan developed including reintroducing the mental |Ligature risk well embedded in A&E and being rolled out
Disability and Communuty mental health awareness and  |health collaboative between CWP and the Trust for across ward areas. Plan in place for every patient to have
Control Owner: Director of Strategy and Partnerships collaborative updates mental health first aid training. |liasion psychiatry services, with an aim to reduce delays in|a safegaurding risk assement. Workplan for 2024/25
An understanding of the roles  [the process for people with MH crisis in ED, and developed.
and responsibilites of a 136 supporting Children and Young People with Mental Mental Health review has been completed by a member
place of safety and continuity of |Health needs in an Acute Paediatric Setting. of the psychiatrict liaison service on secondment from
care when handing over CWP for 6 weeks. An interim report was reviewed at EDG
between acute and mental Action owner: Director of Strategy and Partnerships in December and further update including action plan
services. Due Date: Quarterly updates expected March 2025.




Risk Theme: Operational Effectiveness

RISK APPETITE: OPEN - Upper tolerance limit 12

LINKS TO STRATEGIC
GOALS:
Risk description & Causes & consequences Inherent risk
information score
(CxL)

S$G4: Adding Value

Board Assurance Gaps in Control / Assurance Actions Target risk | Estimated date

of achievement
of target score

Key controls
tolerance?

Overall Planned action

assurance level

External sources of
assurance

Internal sources of assurance

Progress update

BAF3

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.

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

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
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NO

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.

(i) 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.

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 Al
solution at final stages for EDG sign off March
2025.

12
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Risk Theme: Workforce

RISK APPETITE: OPEN - Upper tolerance limit 12
LINKS TO STRATEGIC

GOALS:
Risk description & Causes & consequences Inherent risk Is Board Assurance Residual Within risk Gaps in Control / Assurance Actions Target risk | Estimated date
information score risk score | tolerance? of achievement
(IxL) (IxL) of target score

SG2: People and Culture

Internal sources of assurance External sources of Overall Planned action Progress update
assurance assurance level

BAF4 Causes C1) Workforce Plan - System Oversight Framework Report| Annual plan submitted to ICS. |Partial Enhanced workforce controls required, (i) Establish and embed enhanced vacancy control Executive led vacancy control group including variable

Challenges in ensuring a high |- Poor staff morale (bi-monthly) including vacancy control measures, and [measures aligned to ICS headcount expectations. pay measures established in Q1. Pay Control Goup in
quality, engaged, diverse and |- Staff burn-out Control Owner: Chief People Officer - Staffing monitored via Strategic pay controls aligned to system oversight place.
inclusive workforce would - Lack of health and wellbeing Workforce Group and chair's report to expectations. (ii) Continue to explore and progress digital systems Plan being developed to roll out e'rostering for AfC
affect our ability to deliver support People and Organisation Lack of digital workforce systems, staff to commence feb 2025. Medical e'rostering
patient care. - Increased pressures in the hospital Development Committee processes and reporting. Action owner: Chief People Officer procurement underway with demos planned Jan 2025
- External scrutiny Due date: Quarterly updates and implementation Q1 25/26.
Executive Risk Lead: - Failure to engage staff, listen to
Chief People Officer feedback and act
- lack of effective systems and
A c nittee: pr Workforce plan underpinned by Professional group workforce plans to be developed and Review of nurse staffing complete and actions agreed.
People and Organlsa.tlon professional group workforce reviews and [reviewed. Workforce planning session at People Committee and
Development Committee Consequences plans. Board development day in October 2024. Workforce
- Loss of goodwill and staff Action Owner: Chief People Officer planning will need to be aligned to 2025/26 operational
Last Update: engagement . Due date: Quarterly updates planning as well as the Clinical Strategy.
March 2025 - Short term sickness absence Band 2/3 and apprenticeships work continuing to
- Turnover hotspots progress.
- A deterioration in the physical and
mental wellbeing of our workforce
- Increased bank/ temp staff hours C2) Staff experience, engagement, morale and culture - SOF NHS Staff Survey results Partial Staff survey action plan delivery and Delivery of staff survey action plan including listening Civility statement developed through wide
- Erosion of skills and knowledge - Workforce dashboard/ SOF via POD assurance on delivery of Divisional action [channels, respect and civility work, and engagement engagement, approved by the Board (May 24). And
- Reduced leadership capacity and Control Owner: Chief People Officer - GMC Survey via POD plans. strategy. rolled out.
capability - Preceptorship survey via POD New staff survey launched along with a you said we
- Staff survey action plan updates and Action Owner: Chief People Officer did timeline. Current focus includes zero tolerance and
Pulse surveys via POD Due date: Quarterly updates tackling poor behaviours.
- FTSU Bi-annual update and via High level staff survey results 2024 received and
POD development of action plans (March 2025).
- Quarterly employer relations report
via POD Clear and comprehensive wellbeing offer. |Improving the Trust wellbeing offer. Staff hub opened (Q1) and wellbeing offer developing
to include physical, mental and financial. Continuing to
Action Owner: Chief People Officer understand the wellbeing needs within the Trust and
Due date: Quarterly updates improve specific wellbeing support. Focus is also on
the underlying challenges and improving working
arrangements.
C3) Equality, Diversity and Inclusion - Staff survey NHS staff survey results. Partial Well established staff networks and (i) Establish and develop staff networks. Executive leads identified for staff networks and initial
- WRES/WDES Reports via POD WRES/ WDES. feedback. meetings taking place.New EDI lead appointed and
Control Owner: Chief People Officer - CPO report to People Committee Poor experience. Action Owner: Chief People Officer active work being done across the networks. EDI also
Diversity of workforce at all levels. Due date: Complete a key part of the strategy, staff survey, wellbeing, and
Lack of clear metrics for improvement. development plans.
(i) Data analysis to understand postion and set Data analysis being undertaken to understand position
improvement targets. and set future improvement targets.
Additional specialist resource to be used in Q4 to
Action Owner: Chief People Officer support development of an integrated EDI action plan.
Due date: Q4 2024/25
C4) Recruitment and Retention - SOF Acceptable Delivery of talent and succession Delivery of talent and succession planning including roll out [New appraisal framework developed and being used
- Workforce dashboard/ SOF via POD planning including scope for growth. of Scope for Growth. for appraisals.
Control Owner: Chief People Officer Reviewing use of talent conversations.
Action Owner: Chief People Officer Board level succession plan being further developed
Due date: Quarterly updates and return made to NHS Leadership Academy Q3.
Enhanced onboarding process and Redesign of onboarding processes and improve experience. | Onboarding welcome event improved for all staff
experience. groups.
Action Owner: Chief People Officer Evaluation of event ongoing to look at further
Due date: Complete opportunity to enhance. Also improving TRAC

experience for candidates (Q2 25/26).

C5) Education and Development, including leadership and |- L&D Reports via POD NHS Staff survey results. Acceptable Training needs analysis. Leadership and management programmes to be rolled out at|Leadership framework established and programmes
management capabilities - Guardian of Safe Working reports GMC Survey results Delivery of leadership and management |all levels. Training needs analysis to be developed following [rolled out for clinical leaders, aspiring leaders (band 2-
- GMC survey via POD Preceptorship survey results development. appraisals. 4) and lead managers. Basic skills for manager
Control Owner: Chief People Officer - Preceptorship survey via POD training developed for all managers and update on
Action Owner: Chief People Officer outline programme provided through People
Due date: Q4 2024/25 Committee, with launch in Q1 25/26.

Training needs analysis to be progressed (Q2 25/26).
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Risk Theme: Finance & Capital

RISK APPETITE: OPEN - Upper tolerance limit 12
LINKS TO STRATEGIC
GOALS:
sk description & Causes & consequences Inherent risk: Residual
information score risk score
(IxL) (IxL)

SG4: Adding Value

Board Assurance Within risk

tolerance?

Key controls Gaps in Control / Assurance Actions Target risk | Estimated date of

achievement of
target score

Internal sources of assurance

External sources of
assurance

Overall
assurance level

Planned action

Progress update

BAF5 Cause: C1) Finance Strategy and underlying sustainability - Trust board report (monthly) System Financial Plan Partial Long term financial plan aligned to A more detailed 5 year financial plan is in the process of being| Conclusion of 2024/25 annual planning process (June
Failure to deliver financial plan | The Trust operates in an increasingly challenging financial - Finance & Performance Committee ICB submissions strategy. prepared. 2024). Development of deficit drivers underway.
and underlying financial environment in line with the national position for acute Control Owner: Chief Finance Officer - Divisional Boards via Operational Management (ICB monthly expenditure Sustainable plan for C&M under Revisited PWC action plan and HfMA financial control
position could impact long providers. Board (Monthly) controls group development. Action Owner: Chief Finance Officer checklist, reported to F&P Committee and prioritised
term financial sustainability for | This is driven by: - Capital Steering Group via F&P Committee NHSE monitoring returns Due date: Quarterly updates action plan will continue to be reported. Financial
the Trust and system partners. |- Increase in non elective activity delivered at premium (Monthly) strategy will need to align with the emerging clinical
costs; - Operational Performance Executive Led Group strategy and people strategy. Initial consideration of
Executive Risk Lead: - High numbers of medically optimised and delayed reporting to OMB financial strategy at F&P Committee and Board strategy
Chief Finance Officer transfers of care for which costs are not fully reimbursed; day (Feb 25).
- Costs associated with medical and nurse agency usage; C2) Annual Budget and systems of budgetary control - Financial Plan (approved) Financial Plan Partial Uncertainty of impact and funding for the | Continue to work with the C&M ICB. Ongoing discussions with the ICB and NHSE CFOs re
Board Committee: - The Trust, as part of the Cheshire & Merseyside system - Finance Report to Board ICB submissions pay award. Inquiry funding. NHSE review of impact of the pay
Finance and Performance has agreed a planned deficit for 2024/25. This is dependant Control Owner: Chief Finance Officer - F&P Committee Internal Audit reviews Action Owner: Chief Finance Officer aware funding has been completed and position agreed
Committee on the Trust delivering efficiency savings of 5% whilst not - Forecast processes and reporting within finance| Weekly FICC returns to the Due date: Quarterly updates however no further funding will be provided.
investing in any further developments. reports ICB (via FICC) including Formal confirmation of Inquiry funding received (Jan
Last Update: - Identification and delivery of recurrent Cost Improvement forecasting 2025). 25/26 position being reviewed.
March 2025 Plan (CIP) 25/26 planning guidance introduces uncertainty and
- Return to Payment by Results (PbR) for elective and increased risk over ERF/ funding flows and system
outpatient activity and block funding for non-elective activity funding. Continued discussion with the ICB for 25/26
alongside activity target requirements and potential contract value (Q1).
clawback of income through Elective Recovery Fund (ERF)
if activity targets are not delivered
Lack of internally generated Capital resource C3) Cost Improvement Programme including Quality Impact Assessments | CIP delivery group reporting to F&P. Financial Plan Partial Delivery phase of CIP Programme, low Development of schemes and further movement of Workstreams identified and Executive Leads assigned.
Impact: F&P Committee :;ll}-éSCE Template he 108 ( Ievzls of maturity and to be underpinned by | opportunities into identified schemes which can be transacted. | Workshop held iné\lgiIDZ(l)ZA toeengage teabrlnshart;d N
f . " " : Control Owner: Chief Finance Officer returns to the via productivity expectations. agree next steps. elivery Group established witl
;)The Trustis ynable to achieve a SUS(?II:!Ebl? 'manCI?I . PWC) Slippage and risk in converting CIP Action Owner: Chief Finance Officer CEOQ as Chair, and reporting into F&P Committee.
alance & achievement of recurrent efficiencies & deliver its o N e A N "
strategic objectives. This will result in the requirement to opportunities to identified schemes. Due date: Quarterly updates Workstreams reporting into EDG, with scheme maturity
. " N levels moving positively.
borrow cash from DHSSC (with a cost associated with " " " .
borrowing cash) Consideration of accelgra(lon of CIP opportunities
- Inability to maintain safe and effective local services. suppgrted b.y the‘Contlnuous Improvemgnt Team.
y
- Increased external scrutiny from NHSE and Integrated Addmonal financial control measures pe}m}g
Care Board (ICB) !mplemented and EDQ working with Divisions to
- The Trust's inability to deliver financially would also impact implement these. Action complete for 24/25 and focus
ly y P
on the financial position of the Cheshire & Merseyside on 25/26. ;
System. CIP planning for 25/26 commenced }h{l(h )Nork§hop 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.
BAF6 Causes C1) Robust governance arrangements for Capital Management. - Finance and Performance Committee reporting (ICB returns ACCEPTABLE NO Uncertainty of the ICS approach to capital, |Engagement in ICS Estates Strategy development. Member of efficiency at scale workstream overseeing 12 Jul-25
Inability to achieve the capital |- Implications of ICS capital envelope with undetermined to Board. estates strategy and capital prioritisation system estates work.
programme within a ICB estates strategy and capital prioritisation process Control Owner: Chief Finance Officer - Capital Management Group via F&P process. Action Owner: Chief Finance Officer
challenging and uncertain - Ageing estate and challenging backlog maintenance risks Committee Due date: Quarterly updates
operating environment and - Womens and Childrens building major capital scheme
deliver an Estates Strategy that|- limited development opportunities due to space constraints
supports the provision of our
services Consequences C2) Management of new Women's and Children's Build WA&C Project board governance - monthly risk Acceptable
- Impact on delivery of capital plan review undertaken and assurance report
Executive Risk Lead: - insufficient progress on backlog maintenance Control Owner: Chief Finance Officer provided to Project Board with escalations to
Chief Finance Officer - Inability to invest in innovations not currently identified in Board of Directors via Finance and Performance
the Trust's five year financial plan Committee.
Board Committee: - Having to re-prioritise the programme if an unidentified
Finance and Performance need arises C3) Capital planning and prioritisation Quarterly update to the Finance and Partial Exploring opportunities for contingency and [ Continue to explore opportunities for system capital Capital allocation confirmed and prioritised plan in place]
Committee - Disruption to operational services during a complex capital Performance Committee. system capital funding, for 2024/25.
programme Control Owner: Chief Finance Officer Estates Strategy. Action Owner: Chief Finance Officer Successful bid for £7.5m national capital to support ED/
Last Update: Due date: Quarterly updates UEC improvements with completion expected early
Jan 2025 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 - Health and Safety Committee reports via Six Facet Survey. Partial RAAC remediation plan .Risk and RAAC failsafe works to continue with expected completion At end of January 2024 Regional RAAC Board agreed
Finance and Performance Committee. Regulatory and statutory management of RAAC is guided by the now at the end January 2025. additional funds to support the remaining failsafe works
Control Owner: Chief Finance Officer - Capital Management Group via F&P assurance received ad hoc most up to date professional guidance as to the existing building, with advance of £2m to support
Committee (e.g. fire safety, H&S etc). issued by NHSE Action Owner: Chief Finance Officer the development options to re-provide bed capacity.
Due date: Quarterly updates 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.
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RISK APPETITE: OPEN - Upper tolerance limit 12
LINKS TO STRATEGIC
GOALS:
Risk description & Causes & consequences
information

SG4: Adding Value

Board Assurance i i i i Gaps in Control / Assurance Actions Target risk | Estimated date of
score achievement of
target score

Internal sources of assurance External sources of Overall Planned action Progress update
assurance assurance level

BAF7 Cause: C1)Digital and Data Strategy which aligns with ICB and National |Updates into FnP via Digital Strategic MIAA Digital strategy audit (Jan|Partial NO Strategy refresh required with regular (i) Refresh Digital and Data Strategy informed by Microsoft Co-pilot trial is being developed with 12 Mar-25
Failure to deliver - Failure to review and adopt innovative expectations Programme Update Mar 25) consolidated reporting to F&P Committee. National digital maturity assessment. access to 500 licenses.
transformative digital and data |solutions to deliver value added digital Green policy is being updated in 2025 - Digital |Action Owner: Chief Digital and Data Officer MIAA strategy audit Q4 2025
solutions and performant, transformation - impacting ability to support Control Owner: Chief Digital & Data Officer & Data Services are represented at the anchor |Due date: Quarterly update Ambient voice solutions are currently being
secure and resilient CoCH, ICB and NHSE strategies institution steering group reviewed with view to pilot in Q1 25/26
infrastructure could impact on  |(Consequence C1) (i) MIAA to conduct audit of Digital and Data Strategy.
patient and staff experience - Failure to invest sufficiently in secure Action Owner: Chief Digital and Data Officer
and organisational productivity. [digital infrastructure, systems, service and Due date: Q1 25/26
data to enable safe, effective clinical
Executive Risk Lead: patient care and business operations
Chief Digital & Data Officer (Consequence C1, C2) C2)Annual plans that deliver effective management of Cyber - DSPT annual audit via Audit Committee |- Annual MIAA assurance audit |Partial SIRO report for F&P Committee. (i) SIRO Report to be developed SIRO report developed and submitted to F&P
- Increasing risk profile with more attacks security threats and Digital Infrastructure health - DSPT 23/24 presented to Finance and on DSPT submission Information Asset Owner responsibilities. Committee (Completed).
Assurance Committee: evident, including ransomware and Performance Committee (F&PC) Completion of capital infrastructure investment |Action Owner: Chief Digital and Data Officer Creation of new Al steering group — regular
Finance and Performance phishing. (Consequence C3) Control Owner: Chief Digital & Data Officer - SIRO report into F&PC including data centres. Due date: Complete meetings now taking place (Completed)
- Failure to identify, develop and maintain New DSPT toolkit for completion in 2024/25.
Last Update: the required Digital & Data Services people
March 2025 capability (internal plus partnerships/third — .
parties) (Consequence C4) (i) DSPT and Cyber Assurance Framework (CAF) DSPT/CAF audit report expected by end of March

initial audit evidence to be submitted December 2024  (25.
Action Owner: Chief Digital and Data Officer
Due date: June 2025

- 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 C8) (iii) Deliver plan to maintain infrastructure health SAN order completed and delivery expected in

- Increasing support and licence costs for Action Owner: Chief Digital and Data Officer Mar 25

key systems (Consequence C7) Due date: Quarterly update New air conditioning system to come online in
March 25

Consequence:

C1-Trust will be reliant on systems that are

not fit for purpose which will impact

prod.uctlvn.y and con§equently service ) (iV) Deliver plan Cyber Security protection plan Complete Lessons learnt review following recent

quality/patient experlgnce - t.he Trust. will regional Cyber attacks (Q4 24//25)

not be able to adopt innovative solutions. (V) Targeted action on Information Asset Owners New SIEM solution has been ordered - following

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

process including business continuity plans and their  |successful funding bid.
party supplier management

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

C3)Annual plan for investment, upgrade and optimisation of - EPR update reported to Finance & - MIAA lessons learned review |Partial Application (including EPR) optimisation New prioritisation process for digital applications to be |Prioritisation process now established with
digital Applications (including EPR) Performance Committee (reported to Audit Committee structures, engagement and assurance introduced, including clincially led group to drive EPR  |updates into F&P Committee.

h ) . - Contract in place with EPR supplier, for [and F&P Committee) reporting. optimisation programme. EPR usability survey was conducted in Q3 24/25
infrastructure woulld result in business Control Owner: Chief Digital & Data Officer upgrades over the next 5 years - NHSE Readiness review results due in Q4 24/25

continuity measures being put in place for (reported via F&P Committee) Action Owner: Chief Digital and Data Officer Project underway to enable integration of primary
staff and patients. Due date: Complete care electronic referrals (eRS) into EPR. Solution
C6 -Poor data quality could lead to Trust due to be tested Mar 25. Business case
_staff making ill-informed d_emsmns and Under taken optimisation programme and encourage ~ |being developed for procurement of new
inaccurate external reporting participation in national EPR usability survey Ophthalmology system - Q1 25/26.

C7 - Increasing license costs will impact on
Trust financial position and may prevent
the Trust renewing contracts and lead to
removal of digital solutions

Action Owner: Chief Digital and Date Officer
Due date: Quarterly udpate

C4) Continuous improvement plan for Data Quality and Analytics |- Annual report to F&P Committee Partial Clear data quality framework and assurance Develop and deploy data quality framework with Annual report to F&P Committee (Nov 2024).

reporting. enhanced assurance reporting. Data Hub will launch in Jan 2025
Control Owner: Chief Digital & Data Officer Data Quality Assurance Mark (DQAM) - resource
Action Owner: Chief Digital and Data Officer prioritisation within Data and Analytics team is
Due date: Quarterly update under way Feb 2025
Adopt NCF Framework for internal reporting National Competency Framework (NCF)
workstreams in progress to support recruitment,
Action Owner: Chief Digital and Data Officer retention and professional development within
Due date: Quarterly update Analytics team
C5) Digital and Data workforce plan ensuring, - National digital workforce Partial Fit for the future workforce plan. Workforce plan review, including data scientist Regional digital workforce plan in development,
professionalisation, capacity, capability, and sustainability survey (reported via F&P capabilities. Data science development plan in place.
Committee) C&M EPR resourcing plan in development.
Control Owner: Chief Digital & Data Officer Target acheivement of DSDN Level 3 accreditation. Digital SDN (Skills Development Network) level 3
(April 2025) accreditation initial assessment Jan/Feb 2025.

Full assessment on 1st April 25
Action Owner: Chief Digital and Data Officer
Due date: Quarterly update
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RISK APPETITE: CAUTIOUS - Upper tolerance limit 9

LINKS TO STRATEGIC
GOALS:

information

BAF8

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

SG3: Leadership

Causes & consequences

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

4x3=12

Key controls

Internal sources of assurance

Board Assurance

External sources of
assurance

Overall
assurance level

C1) Effective Governance Structures |- Well led action plan. Head of Internal Audit Opinion |Partial

- Annual report. (via Audit Committee).
Control Owner: Director of - Committee effectiveness VFM opinion (via Audit
Governance, Risk and Improvement annual reports via Audit Committee).

Committee. CQC Reports.
C2) Compliance with relevant codes of |- Annual report Acceptable
governance and legislative - code of governance
requirements compliance (via Audit

Committee)
Control Owner: Director of - Provider licence compliance
Governance, Risk and Improvement (via Audit Committee)
C3) Partnership Governance - CEO report - CMAST CiC updates Partial

- Mental health and learning

Control Owner: Director of disabilities collaboration
Governance, Risk and Improvement updates
C4) Public Inquiry - Thirlwall Inquiry Updates Acceptable

Control Owner: Director of
Governance, Risk and Improvement

- Legal cost updates (via F&P
Committee)
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4x3=12

Residual risk] Within risk
tolerance?

NO

Gaps in Control / Assurance

Well led action plan delivery.

Actions

Planned action

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

Progress update

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.

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).

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.

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.

Estimated date of
achievement of

target score

Q4 24/25




RISK APPETITE: SEEK - Upp

:‘;g:f;o SIRAIECIC SG1: Patient and Family Experience, SG5: Seeking Partnership Opportunities, SG6: Populations
Causes & consequences Key controls Board Assurance Residual risk| Within risk | Gaps in Control / Assurance Actions Target risk | Estimated date
information tolerance? of achievement
of target score
Internal sources of assurance External sources of Overall Planned action Progress update
assurance assurance level
BAF9 Causes C1) Take a Leadership role in Cheshire [Chief Executive reports to Board. Regular reporting from CMAST |Acceptable: Uncertainty regarding Ensure the Trust has appropriate representation |Representation and engagement continues across a Target Score

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

- 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

West

Control Owner: Director of Strategy &
Partnerships

CiC

Regular reporting from Mental
Health, Learning Disabilities
and Community Servcies CiC
Cheshire West Health and Well
Being Board

Cheshire West Partnership
Group

delegation and decision making.

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

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

C6) Integrated Care approach

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

COCH/CWP Community Services
updates through OMB.

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

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

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

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.

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.

Achieved




RISK APPETITE: SEEK - Upper tolerance |

LINKS TO STRATEGIC
OBJECTIVES:
Risk description &
information

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

SG5: Partnerships

Causes & consequences

Causes

- Leadership capacity

- Funding sources

- Early stages of partnerships

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

Inherent risk

score
(IxL)

4x3=12

Key controls

Internal sources of assurance

Board Assurance

External sources of
assurance

Overall
assurance level

C1) Research Strategy Quarterly Board reports Annual report to CRN Partial
Updates via OMB
Control Owner: Medical Director
C2) Team structure, SOPs and MHRA inspections Partial
expertise GPC inspections
HTA inspections
Control Owner: Medical Director
C3) CRN Arrangements Partial
Control Owner: Medical Director
C4) Partnership Arrangements Updates through OMB Partial
(including academic appts)
Control Owner: Medical Director
C5) Innovation Strategy Partial

Control Owner: Medical Director
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4x3=12

Residual risk| Within risk
tolerance?

YES

Gaps in Control / Assurance

Strategy needs to be updated to
reflect our ambition.

Planned action

Refresh our Research Strategy to align
to new Trust Strategy.

Action Owner: Medical Director
Due date: Q4

Actions

Progress update

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.

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.

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).

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.

Target risk
score

16

Estimated date
of achievement
of target score

Target Score
Achieved




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

Board Assurance Framework

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:

X LIKELIHOOD

g 1Rare 2 Unlikely 3 Possible 4 Likely 5 Almost Certain
g 5 Catastrophic 5 10

w

Z 4 Major

S

Z 3 Moderate

'_

E 2 Minor

= 1 Negligable 4 5

Risk Appetite Levels

Appetite

level

Minimalist

Cautious

Description | Avoidance of risk Preference for Preference for safe Willing to consider all Eager to be
and uncertainty ultra-safe delivery | delivery options that | potential delivery innovative and to
options that have | have a moderate options and choose the | choose options
a low degree of degree of inherent ones most likely to offering potentially
inherent riskand | risk and may have result in successful higher rewards
only have limited potential for | delivery while also despite greater
potential for reward taking some risks whilst | inherent risk
limited reward providing an acceptable
level of reward
Tolerance Max score 3 Max score 6 Max score 9 Max score 12 Max score 16
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PUBLIC - Board of Directors
20t May 2025

Report Agenda Item High Risks Report

Purpose of the
Report
Accountable
Executive
Author(s)

Board Assurance
Framework

Strategic goals

CQC Domains

Previous
considerations
Executive
summary

9b.

Decision Ratification

Assurance Information X

Karan Wheatcroft

Director of Governance, Risk &
Improvement

Nusaiba Cleuvenot

Head of Corporate Governance

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

Potential to link to all BAF risk areas.

XXX XXX XXX X

Patient and Family Experience
People and Culture
Purposeful Leadership

Adding Value

Partnerships

Population Health

Safe
Effective
Caring
Responsive
Well led

XX X X XX X X X X X

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:
e RAAC

e Waiting lists and overdue follow ups

e Equipment and assets

e Radiology capacity and demand
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e Staffing levels and gaps in resources
e Cyber Security
¢ Risk of TUR syndrome

e Eh e ELT R 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

STEW GG T ETCIAA Meets the requirements of the Health and Social Care Act 2008 and in line
requirements with the Trust’'s Constitution, Code of Governance and regulatory
requirements.

Risk As outlined within the risk management policy document.

e [TENTAA R DT ST 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:

Score Count
15 9
16 10
Grand Total 19

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:

e RAAC

e Waiting lists and overdue follow ups

e Equipment and assets

¢ Radiology capacity and demand

o Safe staffing levels and gaps in resources

e Cyber Security

e 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.

50



\

Appendix 1 — High Risks (as at 15t May 2025)
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Ref Risk Summary Division Impact x Residual  Mitigation / Actions/ Executive Committee
Likelihood risk score Comments Lead
Backlog of overdue follow up Planned 4x4 16 Waiting lists being validated Cathy Finance &
appointments in: Care and monitored through the Chadwick Performance
Divisions and through Committee
2857 |« Ophthalmology OPELG. Al 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.
3425 |Failure of Siemens Diagnostics 5x3 15 Considered and provisionally | Karen Edge/ | Finance &
Fluoroscopy Equipment in and Clinical agreed for 2025/26 capital Cathy Performance
Radiology - Siemens Artis Zee Support programme. Awaiting Chadwick Committee

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

business case.
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Ref Risk Summary Division Impact x Residual Mitigation / Actions/ Executive Committee

Likelihood risk score Comments Lead

outside of this trust for
examinations.

2971 |Inability to deliver timely care Planned 4x4 16 Case presented to and Cathy Finance &
to patients on a urology cancer | Care approved at EDG for Chadwick Performance
pathway additional clinical staff and Committee

recruitment underway.

Urology included in the TIF bid
and will gain a lot more
capacity once the build is

finalised.
1246 |Lack of second theatre on Women 4x4 16 New Women’s and Children’s | Sue Quality &
Central Labour Suite and build under construction and Pemberton | Safety
Children due to open Summer 2025. Committee

Risk will be removed once the
move has taken place.

3398 |Multiple factors that could Digital and 5x3 15 This risk has been reviewed, Jason Finance &
result in a Cyber Attack- Data and the score has been Bradley Performance
several separate areas of risk Services increased on the basis of Committee

recent cyber-attacks in
Cheshire and Merseyside.

Controls are in place covering

been rglsgd for these areas MFA. patch management and
and this risk is to hold the national cyber alert

overarching risk of a Cyber responses. Active

attack. programmes of work to
mitigate risk include
implementation of a SIEM

that could contribute to a Cyber
attack. Separate risks have
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Ref Risk Summary Division Impact x Residual Mitigation / Actions/ Executive Committee

Likelihood risk score Comments Lead

solution, completion of
DSPT/CAF audit, and acting
upon regional lessons learnt
from recent events.

Oversight is provided by I1G &
IS committee with SIRO report
into F&P Committee at each
meeting.

There is a concern regarding
Information Assets Owners
and 3 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 Diagnostics 5x3 15 Medicines information Nigel Scawn | Quality &
staff to undertake patient and Clinical department and on-call Safety
facing services across all areas | Support pharmacist available for Committee

clinical advice.

resulting in a risk of medication . o
In areas without a full clinical

related harm incidents , . : L
reduced patient flow, increased service, supplies maintained
P ’ through dispensary team and

medication costs, increased discharge team available to
incidence of antimicrobial support patient flow.
resistance, breaches of
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Risk Summary

Division

Impact x

Likelihood

Residual
risk score

Mitigation / Actions/
Comments
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Executive

Lead

Committee

legislation and regulatory
standards related to the use of
medicines

3309 |Risk of out of hours work for Diagnostics 4x4 16 Additional cover provided Cathy Finance &
CT becoming unmanageable and Clinical through rota to 8pm. New Chadwick Performance
for the staff working and support process introduced to Committee
mistakes being made outsource bookings after 5pm

(covered by vacancies
underspend). Some cover in
place for vacancies.

Score to be re-reviewed now
mitigations are in place.

3303 |Medical Photography - Risk of Diagnostics 4x4 16 Processes in place to Cathy Quality &
the Trust having no clinical and Clinical schedule patients and local Chadwick Safety
photographer in core business | Support agreements in place with Committee
hours additional Risk around some spemgltles.

Ad hoc admin support
the correct gqvernance provided by radiology teams.
processes being followed for SOPS developed for usage of
loan cameras. loan camera.

Score to be re-reviewed now

mitigations are in place.

3260 |Risk to patient safety due to Urgent 3x5 15 Continued focus on flow and Cathy Quality &
lack of adherence to NHSE 4 Care UEC improvement plan, which | Chadwick Safety
hour Emergency Department had been reviewed and is now Committee
standard alfull system improvement

plan.
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Risk Summary

Division

Impact x

Likelihood

Residual
risk score

Mitigation / Actions/
Comments

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

NHS'

Countess of
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Executive
Lead

Committee

2550 |Risk to provision of Diagnostics 4x4 16 Locum and agency Nigel Scawn | Quality &
Microbiology service due to and Clinical arrangements in place for the Safety
insufficient resource in Support 0.6 wte vacancy and any a/l or Committee
consultant microbiologist team absence gaps.

Calls from clinical teams
limited to consultant only to
manage the workload.
Permanent band 7 appointed
Sep 2024.

3159 |Risk to service provision and Women'’s 5x3 15 Long term agency locum in Nigel Scawn | People
staff burnout due to reduction and place, distribution of role Committee

Children’s across service to ensure focus

in Obstetric and Gynaecology
Consultant workforce

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
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Risk Summary

Division

Mitigation / Actions/
Comments

Residual
risk score

Impact x

Likelihood
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Executive
Lead

Committee

2989 |Lack of Interventional Diagnostics 3x5 15 Business case being Cathy Finance &
Radiology Resource for and Clinical developed for second IR suite, | Chadwick Performance
supporting the vascular service | Support this will include the demand Committee

data and any build will require
external funding.

3234 |Inability to provide adequate IR | Diagnostics 4x4 16 Business case being Cathy Finance &
service due to only having 1 IR and Clinical developed for second IR suite, | Chadwick Performance
theatre and no recovery ward Support this will include the demand Committee

data and any build will require
external funding.

2385 |Use of Siporex RAAC Planks Corporate 3x5 15 Risk and mitigations being Karen Edge | Finance &
in W&C's Building Roof managed through Women & Performance

Children’s Project Board. Committee
National RAAC board sign-off
of current risk rating (reduced
from 20). Move to new build in
Summer 2025 will significantly
reduce risk rating.
NEW High Risks added since last meeting

3453 |Risk of TUR syndrome - NICE Planned 3x5 15 Existing risk. Divisions to Nigel Scawn | Quality &

Guidance 6th January 2021, Care review capital priorities. Safety
Committee

recommends Bipolar systems
for TUR but CoCH used
Monopolar systems.

56




Ref

Risk Summary

Division

Impact x

Likelihood

Residual
risk score

Mitigation / Actions/
Comments
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Executive
Lead

Committee

3346 |Trust Fire Alarm System - Non- | Corporate 4x4 16 Prioritised for capital Karen Edge | Finance &

Compliance investment in 2025/26 capital Performance
programme. Business case Committee
approved and phased
approach to replacement of
high risk areas first
commenced.

3459 |CT Shorfall for Urgent Planned 4x4 16 Risk being reviewed by the Nigel Finance &
Suspected Cancer Urology Care Division. Scawn/ Performance
Patients Cathy Committee

Chadwick

2964 |High numbers of Non-criteria to | Therapies 4x4 16 Agreed to increase to a red Cathy Finance &
reside (NCTR) patients across and ICC risk of 16 at OMB due to affect | Chadwick Performance

of the high percentage of Committee

both Trust sites

(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
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Ref Risk Summary Division Impact x Residual Mitigation / Actions/ Executive Committee

Likelihood risk score Comments Lead

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 Corporate 3x5 15 Risk is being reviewed by Karan Finance &
system: unsupported and Services Executive Leads. Wheatcroft/ | Performance
outdated Jason Committee

Bradley
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PUBLIC - Board of Directors
20t May 2025

Report Agenda 2024 Patient-Led Assessment of the Care Environment
Item 10. (PLACE) Report
Purpose of the Decision Ratification Assurance X | Information
Report
Accountable Karen Edge Chief Finance Officer
Executive
Author(s) Russ Morrow/Clair Smith Head of Facilities/ BPM
Adam Hope Associate Director of Estates & Facilities
ELRETGRCETEL S BAF 1 Quality X | Failure to maintain safety and quality
Framework BAF 2 Safety X | and avoid harm would result in a
BAF 3 Operational X | poorer patient and family experience
BAF 4 People
BAF 5 Finance
BAF 6 Capital
BAF 7 Digital
BAF 8 Governance
BAF 9 Partnerships
BAF 10 Research
Strategic goals Patient and Family Experience X
People and Culture
Purposeful Leadership X
Adding Value
Partnerships
Population Health
CQC Domains Safe X
Effective X
Caring
Responsive
Well led X
Previous Quality Governance Group (QGG) — 3™ April 2025
considerations
Executive The Patient-Led Assessment of the Care Environment (PLACE) was
summary 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.

el E e ELT Y 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

e Take assurance from the improvement strategies in place to address
underperforming areas

e Support the ongoing monitoring and delivery of PLACE action plans
through Trust governance channels.

Corporate Impact Assessment

SRR TIECI CQC/Constitution/other regulation/legislation
requirements
Risk Failure to maintain safety and quality and avoid harm would result in a
poorer patient and family experience

e [TENTAA R T ST 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 20t ° 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 Privacy Condition Dementia | Disability
Food Dignity & Appearance
Wellbeing &
Maintenance
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% 1 89.63% 1 85.92% 1 95.74% 1 88.56% 1 | 91.83% 1

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

Assessed Areas | Cleanliness Combined Privacy Condition Dementia | Disability
Food Dignity & Appearance
Wellbeing &
Maintenance
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% 1 88.00% 1 95.00% 1t _ 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 Privacy, Condition

e Cleanliness Colr:'r:, l:)iged OrgaFr;i::tion ‘gf;g Diag:;ty App:ﬁ:jance Dementia | Disability
W’being Maintenance

S 95.37% 85.94% 77.95% 87.93% | 81.68% | 94.57% | 83.22% | 84.22%

Nasional 98.31% | 91.32% 9217% | 91.38% | 88.22% | 96.36% | 83.66% | 85.20%

é(c))zr:bin o 97.43% 1 | 89.90% 1 | 92.52% 1 | 87.37% | | 86.04% 1 | 95.70% 1 | 87.66% 1 | 90.84% 1

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

20t May 2025
Report Agenda Maternity Service Quarterly Update — Quarter 4
Item 11.
Purpose of the Decision Ratification Assurance X | Information
Report
Accountable Sue Pemberton Director of Nursing and Quality / Deputy
Executive Chief Executive
Author(s) Natasha Macdonald Director of Midwifery
Pippa Scott-Heale Divisional Director
ERETGRACETEL S BAF 1 Quality X | BAF 1 — Failure to maintain quality of
Framework BAF 2 Safety X | care would result in poorer patient &
BAF 3 Operational X | family experience.
BAF 4 People BAF2 - Failure to maintain safety and
BAF 5 Finance prevent harm would result in poorer
BAF 6 Capital patient care and outcomes.
BAF 7 Digital BAF 3 — Inability to deliver
BAF 8 Governance operational planning standards,
BAF 9 Partnerships inability to address the backlog of
BAF 10 Research patients waiting could result in poorer
patient outcomes, and result in
financial consequences to the Trust.
Strategic goals Patient and Family Experience X
People and Culture X
Purposeful Leadership X
Adding Value
Partnerships
Population Health
CQC Domains Safe X
Effective X
Caring X
Responsive X
Well led X
Previous Quality and Safety Committee — May 2025
considerations Women and Children Governance — April 25
Executive This report provides an update on the quality and safety of maternity and
summary 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).
o Review of serious incidents, lessons learned have been
disseminated to improve patient safety
o 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.

S EN B 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
STEW GG TETCIA Ensure the Trust's alignment with Foundation Trust status, maintaining all
requirements regulatory obligations.

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

e [TENTAA R NS 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: | Q4 2024/25 update within | On track
Are you using the | this paper
National
Perinatal
Mortality Review
Tool (PMRT) to
review perinatal
deaths that
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Safety Action Assurance

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

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

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

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

Next update due September
2025

On track

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

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

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

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

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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Safety Action

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

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.

Stillbirth rate per 1000

@ Stillbirths

Stillbirths

Apr 2024 Jul 2024 Oct 2024

Neonatal Deaths (COCH)

@ Neonatal Deaths Before 24 weeks @Neonatal Deaths 24+ weeks

1
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24 24 A
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Intrauterine Deaths (IUD) Over 24 weeks
Any delivery outcome other than "Live Birth®

Fetocide

Stillbirth on or over 24/40 @ TOP on or over 24/40
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Jul 24
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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)

Eligible  Working Standard Standard Standard c Standard c External
Date external MNSI for CNST daysto Reviewin b parents b parents Standard c review started report member
reviewer added case standard notify standard informed input started deadline published present
No external reviewer Yes 1 Yes Mot yet met Not yet me Met 01/06/2025 Notyet met Pre-standard announcement date
09/04/2025 ReportediYes 0 Yes Met Met Met 26/02/2025 Notyet met Met

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.

EmplEmantatos Progreis
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Namwr § Fraimm tirth

Namwx & LEETE

Af [wran FOTAL
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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.

e Never event (retained swab)

e PPH 4.9L, hysterectomy

e 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:

e 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.

o 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

75



NHS

Countess of

Chester Hospital
NHS Foundation Trust

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

20t May 2025

Agenda Bi-annual Safer Maternity and Neonatal Staffing Report —
Item 12a.* | July 2024 to December 2024
Decision Ratification Assurance X | Information

Sue Pemberton

Director of Nursing and Quality / Deputy
Chief Executive

Natasha Macdonald

Director of Midwifery

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

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.

Patient and Family Experience
People and Culture
Purposeful Leadership

Adding Value

Partnerships

Population Health

X X X

Safe
Effective
Caring
Responsive
Well led

XX XX

People Committee — 8" April 2025

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.

S ChELTS Y 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
STEW GG T ETCIAA Ensure the Trust's alignment with Foundation Trust status, maintaining all
requirements regulatory obligations.

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

e [TENTA R T ST 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:

e A systematic, evidence-based process to calculate midwifery staffing establishment has
been completed within the past three years

e The Trust Board’s midwifery staffing budget reflects the establishment as determined by
this process

e The labour ward coordinator is rostered as supernumerary at the start of every shift, with
an escalation plan in place to substitute when required

e 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

Birthrate Rate Plus calculation of staff compared to current funded establishment
inclusive 20% uplift

RMs MSWs Bands 3 -7
Current Total Clinical 88.65 9.08
Confributicn from Specialist MWs 4.80
Total Current Funded 93.45 9.08 102.53
BR+ Clinical wte 9217
Skill Mix Adjustment (90/10) 8295 972
‘ariance +/- 10.50 -0.14
TOTAL CLINICAL VARIANCE 10.36

BR+ Current Variance
[MOM CLINICAL i@ 9% 8.30 9.73 1.43
OVERALL TOTAL VARIANCE 81 11.79 A

Funded Esfablishment vs Birthrate Plus® recommendations Table 3
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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

Vacancy Rate

recommendation for  Budget WTE Actual WTE to Budaet
185.76 Births <
Midwives 82.95 87.95 77.10 10.15
MSwW 9.22 13.37 11.79 1.58
Total MW
and 92.17 100.62 88.89 11.73
MSW

The team has actively addressed the midwifery vacancies through a multifaceted approach
continuous rolling advertisement and recruitment of 3 year midwifery students.

Vacancy Rate: Whole Time Equivalent (WTE) Midwife

Months 2024 July August September October November December
Vacancy Rate to 17.43 | 17.19 13.02 12.20 7.94 11.73
Budget

Vacancy Rate to|5.19 |8.65 3.25 1.59 11.30 17.44

BR+

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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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 IET(e ICK]
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

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

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:

e Deploy specialist midwives to clinical duties

« Prioritise elective workload to maximise staffing availability

« Band 7 managers and above provide clinical support

o Reallocate staff to maintain one-to-one care in labour and supernumerary labour ward
coordinators

o Request mutual aid for elective work from the Cheshire and Mersey LMNS

o Activate on-call midwives from the community to support the labour ward

o 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.

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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e Workforce improvement plan — 12 key objectives

e Manager of the day - Standard Operating Procedure

e 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 3™ March 2025.

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

e 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;

e Perinatal Mental Health Midwife, 15 hours
A further two roles are in the process of beginning planned;

e Digital Midwife

e 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.

e 2 Band 7 Delivery Suite Coordinators — Leadership Course (Ockenden recommendation)

e 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 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 7 0.60 22.5 18.5 4
(LMNS funded)
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;

Sk (i
01/07/2024 10 31/12/2024 Download Results

Scheduled Assessments Assessment Periods Compliance Additional data entries made
Actuzl scheduled assessment pancds completed Maximum number of scheduled assessment

periads available in selected date period

871 1104 78.89% 80

S et | Downlcad resuts |
01/07/2024 to 31/12/2024 Befwrllaad Raiks

® Meets Acuity (N = 8386) @ Up to 2 MW's short (N = 107)

® 2 or more MW's short (N = 8)

*The % is rounded to nearest whole number
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Staffing Factors / Clinical Actions / Management Action Summary

Download Results

Number of Staffing Factors
01/07/2024 to 31/12/2024

Factors Breakdown of Factors Times occurred Percentage
. SF1 Unable to fill vacant shifts 258 58%
B s Unexpected staff absence 122 28%
. SF3 Staff on transfer duties 11 2%

. SF4 Midwife scrubbed in theatre 0 0%
. SF5 Staff redeployed to another clinical area 52 12%
TOTAL 443

*The % is rounded to nearest whole number

Number of Clinical Actions
01/07/2024 to 31/12/2024

Download Results

Actions Breakdown of Actions Times occurred Percentage
B oA Delay in commencement of elective ¢/s 6 3%

. CAZ2 Delay in continuing IOL procedure 187 97%
TOTAL 193

*The % is rounded to nearest whole number
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Number of Management Actions Bownioad Rosulte
01/07/2024 to 31/12/2024

Actions Breakdown of Actions o:;::?:d Percentage
. MAT Redeployment of staff from ANC 4 5%
. MAZ Redeployment of staff from ANDU 17 21%
. MA3 Redeployment of staff from ward 28 35%
. MAad Redeployment of staff from community 9 11%
. MAS Staff working beyond rostered hours 2 2%
. MAG Management working clinically 2 2%
© MA7 Additional staff sourced from bank 13 16%
. o Additional staff sourced from database to 5 o~

work
. MAS Maternity unit on divert 4 5%
TOTAL 31

*The % is rounded to nearest whole number
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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 | Number of shifts | Compliance

per month per month
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.
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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;

Number of Red Flags recorded Download Resuits
01/07/2024 to 31/12/2024

Times

Red Flags Breakdown of Red Flags Percentage
occurred
. RF1 Delayed or cancelled time critical activity 60 75%
Missed or delayed care (for example. delay of 60
H = Y { il ¥ 1 1%

minutes or more in washing and suturing)

Missed medication during an admission to hospital
B rr3 or midwifery-led unit (for example. diabetes 0 0%
medication)

. RF4 Delay in providing pain relief 1] 0%

- RF5 Delay between presentation and triage 2 3%
Full clinical examination not carried out when

H rrs ! o 0%

presenting in labour

Delay between admission for induction and
RE7 ; 7 9%
beginning of process

W res Delayed recognition of and action on abnormal vital
signs {for example, sepsis or urine output)

Any occasion when 1 midwife is not able to provide
. RF9 continuous one-to-one care and support to a woman 0 0%

during established labour

. RF10 Delivery Suite Coordinator unable to maintain

9 11%
supernumerary status
Coordinator unable to maintain supernumera
W Rt ¥ A 1 1%
status & providing 1:1 care
TOTAL 80

*The % is rounded to nearest whole number
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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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.. Staffing numbers (WTE) DIRECT PATIENT CARE
Activity (HRG 2016) ONLY
Activity Comn;:)st?oned Budget In post
HRG 1 (IC) 51 1 Total QIS 18.45 14.28
5'4%()3 2 237 2 Total Non QIS 8.08 7.70
(g%? 3-5 1 41628 10 Total Non Reg 6.30 5.97
Total 1.916 13 Total 32.83 27.95
Activity calculations (HRG 2016)
Commissioned cots Cots required Variance:
For calculations WTE (6.07 to meet )
Activity | 80% of daily / BAPM) (?ccupancy activity at declare_d cots
L or period o against
activity average 80% .
required
occupancy
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 Variance: Variance: in
activity at budget N
Budget In post average against post agamst
80% required required
occupancy
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 % o o o
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

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

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

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

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

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

e A supernumerary nurse in charge is included for all units on all shifts.

e Atleast 70% of registered nurses should be Qualified In Specialty (QIS).

¢ Allintensive and high dependency care should be undertaken by registered nurses
with QIS training

e For special care, registered to non-registered staff ratios are calculated at 70:30.

e 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

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

e 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

e Implement and embed the new management of change, community on-call time

e 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

e 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.

6t 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
20t May 2025

Report Agenda Bi-annual Safer Nurse Staffing Report - year-end

Item 12b.* | establishment review and July 2024 to December 2024
Purpose of the Decision Ratification Assurance X | Information
Report
Accountable Sue Pemberton Director of Nursing & Quality / Deputy
Executive Chief Executive Officer

Author(s) Melanie Kynaston Deputy Director of Nursing & Quality
ELETG RS EG R BAF 1 Quality X | BAF impact is to maintain quality of
Framework BAF 2 Safety care would result in poorer patient &
BAF 3 Operational family experience

BAF 4 People X
BAF 5 Finance

BAF 6 Capital

BAF 7 Digital

BAF 8 Governance

BAF 9 Partnerships

BAF 10 Research

Strategic goals Patient and Family Experience
People and Culture
Purposeful Leadership

Adding Value

Partnerships

Population Health

CQC Domains Safe

Effective

Caring

Responsive

Well led

Previous People Committee — 8" April 2025

considerations Executive Directors Group — 30" April 2025

Executive People Committee have approved this paper in principle but have asked
summary 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.

X X

X X X X X

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:

e Ward 41 change in roster template from 4/6, 4/6, 3/ 4 to 4/5, 4/5, 3/5

e Ward 52 change in roster template from 4/3, 4/3, 4/3 to 4/3, 4/3, 3/4

e Critical Care Outreach change in roster template from 2/0, 1/0, 1/0 to
2/0, 2/0, 1/0

e Theatre changes in skill mix and additional leadership roles

e 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:

e Band 2 to 3 work

e 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.

e e ELT B 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 geleles
requirements
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Risk Failure to maintain quality of care would result in poorer patient & family
experience

= TEA AT ST 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.

Establishments must be set using an evidence-
based acuity and dependency tool.

Evidence
et G 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

Professional

Judgment used to confirm the establishment is correct.

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.

Page 1 of 39

105



Countess of Chester Hospital m

NHS Foundation Trust

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

4.1

4.2

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.

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.

Planned Care

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

o=
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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.

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.

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.

Page 3 of 39
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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

Number of Current | RN to Number Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW Admin of Falls | of C-Diff April 2024 October 2024 Budgeted
template % Drug HAPUs Infections Establishment
Errors
Acute Medical Unit | 49 beds 11/7 65% 23 | 31 10 | 71 RNs 50.4/ RNs 52.5/ HCSW | RNs 63.8/
(AMU) 14 monitored | 11/7 HCSWs 27.1/ 28.3/ Total 80.7 HCSWs 36.29/
beds 10/7 Total 77.5 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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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 34 33 beds 5/6 43% 4] 34 | 12 | 51 RN 22.3 / RNs 23.1/ HCSW | RNs24.3/
(Care of the 5/6 HCSWs 29.5/ 30.6/ Total 53.7 HCSW 32.2/
Elderly) 4/6 Total 51.8 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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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 42 16 beds 3/5 45% 2] 17 1 3o 0] RNs 10.7/ RNs 10.7/ HCSW | RNs 16.08 /
(Hyperacute and 3/4 HCSWs 13.1/ 13.1/ Total 23.8 HCSW 20.40/
acute stroke) 3/3 Total 23.8 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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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 43 16 beds 3/3 59% 0| 16 « 41 2 & RNs 15.1/ RNs 15.7/ HCSW | RNs 16.08/
(Haematology) 3/3 HCSWs 10.5/ 10.9/ Total 26.6 HCSW 11.03/
31 Total 25.7 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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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 44 28 beds 4/5 47% 5] 38 1 31 2] RNs 19.2/ RNs 17.3/ HCSW | RNs 21.4/
(General Medicine) 4/5 HCSWs 21.6/ 19.5/ Total 36.8 HCSW 24.3/
4/4 Total 40.8 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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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 45 25 beds 4/4 50% 5] 38 & 5] 1o RNs 18.1/ RNs 18.3/ RNs 18.9/
(Gastroenterology) | (1 escalation | 4/4 HCAs18.1/ HCSW 18.3/ HCSW 18.9/
bed) 3/3 Total 36.1 Total 36.6 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 O 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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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 48 and 49 39 ward beds | 9/6+2 60% 6| 30 17 81 2 & RNs 31.8/ RNs 33.5/ HCSW | RNs 49.3/
(Respiratory Unit 11 RSU beds | 9/6+2 HCSWs 21.2/ 22.3/ Total 55.8 HCSW 32.17/
and RSU) 9/6+2 Total 53.0 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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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 50 28 beds 4/6 39% 2] 28 | 10 1 31 RNs 18.6/ RNs 17.8/ HCSW | RNs 18.9/
(Care of the 4/6 HCSWs 29.1/ 27.8/ Total 45.6 HCSW 29.6/
Elderly) 3/5 Total 47.7 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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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 51 28 beds 4/6 39% 2] 37 | 91 61 RNs 16.0/ RNs 18.7/ HCSW | RNs 18.9/
(Care of the 4/6 HCSWs 29.5/ 29.3/ Total 48.0 HCSW 30.6/
Elderly) 3/5 Total 45.5 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.
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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Modular Ward 20 beds 4/3 58% 17 191 12 1 0] RNs 15.9/ RNs 20.3/ HCSW | RNs 18.9/
(Acute Frailty) (+3 4/3 HCSWs 11.5/ 14.7/ Total 34.9 HCSW 13.6/
escalation 3/2 Total 27.4 Total 32.5
beds)

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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Number of Current | RN to Number Number Number of SNCT Data SNCT Data Current
funded beds | staffing HCSW of Falls | of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Cardiology Unit 10 ward beds | 5/2 72% 91 13 | 2] 1o RNs 18.8/ RNs 18.5/ HCSW | RNs 27.8/
6 CCU beds | 5/2 HCSWs 7.3/ 7.2/ HCSW 10.7/
5/2 Total 26.1 Total 25.6 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

Number of Current RN to Number | Number Number Number of SNCT Data SNCT Data Current
funded beds  staffing HCSW Admin of Falls of C-Diff April 2024 October 2024 Budgeted
template % Drug HAPUs Infections Establishment
Errors
Ward 41 29 beds 4/6 40% 7 24 6 1 RNs 19.0/ RNs 17.6/ RNs 18.92/
(Trauma and 4/6 HCSWs 28.6/ HCSWs 26.4/ HCSWs 27.12/
orthopaedics) 3/4 Total 47.6 Total 43.9 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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Number of Current RN to Number Number Number of SNCT Data SNCT Data Current
funded beds  staffing HCSW of Falls of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 52 28 beds 4/3 51% 8 26 3 2 RNs 18.6/ RN 19.5 RNs18.92 /
(Emergency 4/3 HCSWs 17.9/ HCA 18.8 HCSW 16.08/
General Surgery) 4/3 Total 36.4 Total 38.3 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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Number of Current RN to Number Number Number of SNCT Data SNCT Data Current
funded beds  staffing HCSW of Falls of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Ward 53 26 beds 4/4 49% 5 36 12 1 RNs 19.8/ RNs 16.5/ RNs 18.92/
(Vascular) 4/4 HCSWs 20.6/ HCSWs 17.1/ HCSW 18.92/
3/3 Total 40.4 Total 33.6 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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Number of Current RN to Number A Number Number Number of SNCT Data SNCT Data Current
funded beds  staffing HCSW Admin of Falls of C-Diff April 2024 October 2024 Budgeted
template % Drug HAPUs Infections Establishment
Errors
Ward 54 27 beds 4/4 54% 11 16 2 3 RNs 16.3/ RNs 16.8/ RNs 18.92/
(Elective surgical 4/3 HCSWs 13.9/ HCSWs 14.3/ HCSWs 15.05/
and Emergency 3/2 Total 30.1 Total 31.1 Total 33.97
surgery)
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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Number of Current RN to Number A Number Number Number of SNCT Data SNCT Data Current
funded beds  staffing HCSW Admin of Falls of C-Diff April 2024 October 2024 Budgeted
template % Drug HAPUs Infections Establishment
Errors

Ward 56 11 beds 2/2 57% 4 8 0 2 RNs 7.6/ RNs 8.7/ RNs 9.72/

(Urology and ENT) | (escalatesto | 2/2 HCSWs 5.8/ HCSWs 6.6/ HCSW 8.2/
14) 2/1 Total 13.4 Total 15.2 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.

Page 19 of 39

123




Countess of Chester Hospital m

NHS Foundation Trust

Number of Current Number A Number Number Number of SNCT Data SNCT Data Current
funded beds  staffing Admin of Falls of C-Diff April 2024 October 2024 Budgeted
template Drug HAPUs Infections Establishment
Errors
Joint Arthroplasty 9 ward beds | 2 100% 2 1 0 0 -- -- RN 11.02/
Unit 2 Total 11.02
(JAU — Jubilee Day 2
Centre)
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 —

o 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.
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e 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)

Number of Current RN to Number | Number Number Number of C-Diff ICS Nurse Staffing Current
funded beds  staffing HCSW Admin of Falls of Infections Standards budgeted
template % Drug HAPUs establishment
Errors
ICU 15 beds 13/1 93% 7 1 1 5 Level 3—1 RN to 1 patient | RNs 70.84/
7 Level 3 13/1 Level 2 — 1 RN to 2 patients | HCSWs 6.0/
8 Level 2 13/1 Supernumerary float nurse | Total 76.84
(band 5) as 100% single
rooms
Supernumerary team
leader (band 7)

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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Current Patient episodes Challenges Current Budgeted Establishment
staffing template
Critical Care 2 RNs early shift Average patient There has been a significant increase in Total RNs 5.76 WTE band 7
Outreach 1 RN late shift episodes of care (critical care outreach team) CCOT activity. | (0.4 band 8a working clinically)
1RN night shift per 24 hours = 26 The current establishment does not meet
the demands placed upon the service. 1.8 WTE band 6 fixed term which has

recurrent funding to cover rotation from ICU
There is currently a reliance on temporary / | and release RNs for education and training
fixed term staff. (staff to complete core MSC ACP modules)

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.
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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Wards in the Therapies and Integrated Community Care Division

Number of
funded beds

24 beds

RN to
HCSW

Current
staffing

template %

3/5 39%

3/5
2/3

Number
Admin
Drug
Errors

Number of
C-Diff
Infections

Number Number
of Falls of
HAPUs

NHS!

SNCT Data
April 2024

RNs 27.5/
HCSWs 14.8/

Total 42.3

SNCT Data
October 2024

RNs 25.9/

HCSWs 13.9/

Total 39.8

Current
Budgeted
Establishment

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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funded beds

Current RN to
staffing HCSW

template %
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Number
of Falls
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Number Number of
of C-Diff
HAPUs Infections

SNCT Data
April 2024

SNCT Data
October 2024

Current
Budgeted
Establishment

Stroke Rehab 17 Beds 2/5 34% 2 2 1 RNs 27.5/ RNs 18.0/ RN 10.72/
(EPH) 2/5 HCSWs 14.8/ HCSWs 9.7/ HCSW 21.75/
2/3 Total 42.3 Total 27.2 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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Number of Current RN to Number Number Number of SNCT Data SNCT Data Current
funded beds  staffing HCSW of Falls of C-Diff April 2024 October 2024 Budgeted
template % HAPUs Infections Establishment
Poppy 19 Beds 2/5 35% 4 5 7 0 RNs 27.5/ RNs 20.7/ RNs 10.72/
(EPH) 2/5 HCSWs 14.8/ HCSWs 11.2/ HCSWs 19.23/
2/2 Total 42.3 Total 31.9 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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55 Children’s Unit

Current
Budgeted

Establishment

Number of Current RN to Number Number Number Number of SNCT Data SNCT Data
funded beds  staffing HCSW Admin ofmod of HDU C-Diff April 2024 October 2024
template % Drug Datix bed days Infections
Errors
Children’s Unit 22 beds 5/1 84% 0 1 36 0 RNs 23.75/ RNs 23.75/
51 HCSWs 9.20/ HCSWs 9.20/
4/1 Total 32.95 Total 32.95

RNs 22.31/
HCSWs 7.61/
Total 29.92

Since the previous SNCT establishment review, the Children’s Unit have:
e Recruited band 5 RNs to comply with regulatory standards
o Established a supernumerary band 6 shift leader on all long day shifts
e 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:
o Existing substantive band 6s are now supernumerary for long days and adhoc at night
o A temporary 10-month band 6 secondment is in place to cover a maternity leave in the community
e Attimes, when staffing numbers fall below the recommended template, the shift leader may not be supernumerary.

Staffing compliance and patient needs:
e 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):
e Transitioning to single rooms across a larger space, requiring a review of nurse staffing configuration.
e Exploring team nursing to ensure safe staffing within the new layout.

Additional workforce considerations needed for:
o Paediatric outpatients
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e CAU (Children’s Assessment Unit)
o 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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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.

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.

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.

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.

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:
e Reduce band 7 by 22.5 hours, 0.6 WTE
e Increase band 6 by 22.5 hours, 0.6 WTE
e Increase band 5 by 2.07 WTE (fund the current 1.07 WTE pressure plus
an additional 1.0 WTE)
e Reduce band 2 by 2.79 WTE to 6.52 WTE
e 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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6.1 Escalation

Other considerations
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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

Escalation beds

Modular

Ward 56 3

ESSU

EPH 4
1 — poppy
1 — stroke
rehab
2 — physio
gym

SDEC 16

(escalation)

Respiratory 12

Fast flow beds

AMU 3 spaces

1 x HCSW 24/7

1 x HCSW 24/7

2 x RNs, 2 x HCSW
when utilised

2 xRNs, 2 x HCSW
2417

1 xRN, 1 x HCSW
Nights

(Sunday N to
Thursday N)

Areas requiring addition staff (above template)

Additional WTE

requirement (without

headroom

4.29 WTE HCSWs

4.29 WTE HCSWs

2.7 WTE RNs
2.7 WTE HCSWs

4.3 WTE RNs
8.59 WTE HCSWs

Cover arrangements

bank
stretch establishment
stretch establishment

stretch establishment
stretch establishment

bank

bank and agency

stretch for 1 x RN

recurrent recruitment for 1 x
RN

2 x HCSwW

bank and agency in short term

stretch establishment

SDEC - 3.0 WTE RNs 3.0 WTE RNs staff moved from AMU
establishment

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.
Budget | Actual Vacancy | Unavailability | Temporary Staff Usage | Working Gap
Registered Nursing 682.89 | B67.75 -15.14 -82.78 59.64 -23.14
Unregistered Nursing | 493.84 | 439.65 -54.19 -112.40 B6.24 -26.16

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%.

Sickness Percentage per area

Outpatiants Nursing

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.
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Sickness Reason

Gastrointestinal prablamsz

Back Problems

Benign and
malignamt
RRmTROArE,

Anmietyfstressfdepression/ot Heart, cardiac &
‘her prsydlﬂtnc Cold, Cough, Fle - Influenza circulatory problems

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)  Working gap (WTE)  Variance (WTE)

August 2024 March 2025
Registered
Unregistered
Total
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6.3 Use of temporary nursing staff

The use of temporary staff during this reporting period has been driven by:

e Vacancy gap following correction of nurse staffing templates in April 2024 (inclusive of ED)
Unfunded escalation beds

[ ]
e 9.7% HCSW sickness and absence rate
e Additional staff for patient acuity (for example, 1 to 1)

Temporary Staffing Hours and Reasons

Escalation 3 March 2025 _
Sickness 3 March 2025 _
Patient Acuity 3 March 2025 _
Legend B Day B night B combined

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.

o=

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

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

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

Current Budget Proposed Variance

WTE Cost WTE Cost WTE Cost
Ward 41 50.04 £2,096,506 48.72 £1,993,889 11.32) (£102,617)
Ward 52 39.60 £1,635,931 41,33 £1,705,109 1.73 £69,178
Ward 53 42,11 £1,832,143 41.44 £1,610,177 10.67) (£21,966)
Ward 54 36.97 £1,582,003 36.97 £1,582,003 (0.00) -
Ward 56 20.56 £869,259 20.52 £867,930 10.04) (£1,329)
Jubilee 48.04 £2,143,787 48.04 £2,143,787 0.00 -
Westminster Eye Centre 31.33 £1,249,148 31.41 £1,249,229 0.08 £81
Critical Care Outreach 8.28 £601,783 9.19 £672,062 0.91 £70,279
Theatres 232,12 £10,001,910 231.21 £10,007,108 10.91) £5,198

£22,012.470

508.84

£22,031,294

(0.21)

£18.824

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:

o Ward 41 change in roster template from 4/6, 4/6, 3/ 4 to 4/5, 4/5, 3/5

e Ward 52 change in roster template from 4/3, 4/3, 4/3 to 4/3, 4/3, 3/4

e Critical Care Outreach change in roster template from 2/0, 1/0, 1/0 to 2/0, 2/0,
1/0

e 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.

Page 39 of 39

143



NHS'

Countess of

Chester Hospital
NHS Foundation Trust

PUBLIC - Board of Directors
20t May 2025

Report Agenda Quarter 4 2024-2025 Mortality Surveillance Report
Item 13. (learning from deaths
Purpose of the Decision Ratification Assurance X | Information
Report
Accountable Dr Nigel Scawn Executive Medical Director
Executive
Author(s) Dr lan Benton Deputy Medical Director
SleE1 G G ITEG [C BAF 1 Quality
Framework BAF 2 Safety X
BAF 3 Operational
BAF 4 People
BAF 5 Finance
BAF 6 Capital
BAF 7 Digital
BAF 8 Governance X
BAF 9 Partnerships
BAF 10 Research
Strategic goals Patient and Family Experience
People and Culture
Purposeful Leadership
Adding Value
Partnerships
Population Health
CQC Domains Safe X
Effective
Caring
Responsive
Well led X
Previous Not applicable
considerations
Executive The purpose of this report is to provide assurance as to the Trusts
summary structures, processes and oversight of mortality.

This report confirms that Mortality Indicators remain within ‘as expected

range’

o géHMI for Dec 23 - Nov 24 is 91.73 (‘as expected’ range)

e HSMR for Dec 23 — Nov 24 is 94.7 (‘as expected’ range)

e 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.

e ChELTS I R The Board of Directors is asked to note the paper.
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Corporate Impact Assessment
SiE e IGRITIETGIR' Learning from deaths regulatory requirements.
requirements

NHS'

Countess of

Chester Hospital
NHS Foundation Trust

Risk Failure to ensure learning and improve patient safety.

e [TENAA R T ST 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

Mortality Review Mortality Rate (SHMI / HSMR)
e 320 patients died (inpatient) in the trust between 15t January
2025 — 31 March 2025 e SHMI for Dec 23 - Nov 24 is 91.73 (‘as expected’ range)
e 100% were scrutinised by the Medical Examiner’s Office o HSMR for Dec 23 — Nov 24 is 94.7 (‘as expected’ range)
e 46 patients were identified by the ME’s for further mortality e SMR for Nov 23 — Oct 24 is 95.1 (‘as expected’ range)
review (HM Coroner referral, learning, family/staff concern or ¢ All mortality measures have been within expected range for the
Governance) last 5 quarter reporting periods.
e There were 4 reported deaths under LeDeR criteria

Medical Examiners Activity

Total Adult Mortality review Deaths that occur in
Month . . Number reviewed HM Coroner referral patients with a
(inpatient) Deaths requests . L
Learning Disability
January 2025 125 125 16 18 0
February
2025 109 109 21 7 1
March 2025 86 86 9 13 3
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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

SHMI for Dec 23 — Nov 24 = as expected
HSMR for Dec23 —Nov 24 = as expected
SMR for Dec 23 — Nov 24 = as expected

Jun July Aug | Sept | Oct Nov Dec Jan | Feb | Mar | Apr | May June | July | Aug | Sept | Oct Nov | Dec
22 - 22 - 22— | 22— | 22— | 22— 22 - 23— | 23- | 23- | 23- 23 - 23 - 23- | 23- 23 - | 23- 23 - | 23-
May June | July | Aug | Sept | Oct Nov Dec | Jan | Feb | Mar | Apr May | June | July | Aug | Sept | Oct | Nov
23 23 23 23 23 23 23 23 24 24 24 24 24 24 | 24 24 24 24 24
SHMI
(Summary
Hospital ‘ )
Level 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
Mortality
Indicator)
HSMR
(Hospital ‘ ‘
Standardised | 102.1 | 105 | - - | 998 | 1002 | - - - 97.2 | 945 | 96.9 | 95.3 | 96.2 94.8 | 94.5 as expected
Mortality
Ratio)
SMR
(Stf/l’gdrta;‘i’t';ed 1046 | 1041 | - | 982|987 - - - - 953 | 935 | 95.8 95.9 95.1 | 947 | ‘3s expected’
ratio)
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Rolling 12 months trend (rolling 12 months to January

= Crude Rate 5%¢ = National Benchmark =—0=— Rslative Risk

125 -——-—"'—-_l—-_——_
LT I Tl

HSMR

Reltme Rek

HSMR Peer Comparison

LWVERFOOL WOMENS N8 FOUNDATION TRUST

LANCAZHRE TEACHNG HOEPTTALE NHE FOUNDATION TRUST
MANCHESTER UNIVEREITY N2 FOUNDATIONTRUBT

THE CHRIETEE N2 FOUNDATION TRUET

MID CHESHIRE HOSPTTALS NS FOUNDATION TRUST

THE CLATTERSRIDGE CANCER CENTRE NHE FOUNDATIONTRUST
NORTHERN CARE ALLIANCE N2 FOUNDATION TRUBT
BTOCHFORT N-E FOUNDATION TRUET

BLACHFOOL TEACHNGHOEFTTALE N-E FOUNDATION TRUBT
WARRINGTON AND HALTON TEACHNG HOEFITALS NHE FOUNDATION TRUST
TAMESIDE AND GLOSE0R WTEGRATED CARE N~E FOUNDATIONTRUET
LWVERSODL HMEARTAND C=EETHOESTAL N=E FOUNDATION TRUET
COUNTEEE OF CHEETER HOEFTTAL N-E FOUMNDATION TRUBT

FPEER REGION (acute)

WRIGHTINGTON, WIGAN AND LEIEH NHE FOUNDATION TRUST
LIVERSOOL UNIVEREITY =OERITALE N=E FOUNDATION TRUST
EASTLANCASHIRE mOBFTALE N-E TRUET

UNIVERSITY HOBPITALS OF MORECAMBE BAY NHE FOUNDATIONTRUST
BOLTON NHE FOUNDATION TRUST

WIRRAL UNVEREITY TEACHNGHOERTAL NHE FOUMNDATION TRUBT
EASTCHESHIRE N-3 TRUST

MEREEY ANDWESTLANCASHIRE TEACHNG-HOSSTTALE NHE TRUST
THE WALTON CENTRE NHE FOUNDATION TRUST

ALDER HEY CHILDRENT N-E FOUNDATION TRUBT

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.

[T A T SCE PRI TR S TR
Y Iy s iy iy
P ot S o O

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).

,.,.
2
8
s
o

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
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PUBLIC - Board of Directors
20t May 2025

Report Agenda Care Quality Commission (CQC) Improvement Plan
Item 14. including Well Led
Purpose of the Decision Ratification Assurance X | Information
Report
Accountable Sue Pemberton Director of Nursing and Quality / Deputy
Executive Chief Executive
Author(s) Nusaiba Cleuvenot Head of Corporate Governance
=leE1 e G TTEG [C BAF 1 Quality X | Linked to all BAF areas.
Framework BAF 2 Safety X
BAF 3 Operational X
BAF 4 People X
BAF 5 Finance X
BAF 6 Capital X
BAF 7 Digital X
BAF 8 Governance X
BAF 9 Partnerships X
BAF 10 Research X
Strategic goals Patient and Family Experience X
People and Culture X
Purposeful Leadership X
Adding Value X
Partnerships X
Population Health X
CQC Domains Safe X
Effective X
Caring X
Responsive X
Well led X
Previous Executive Directors Group — 7" May 2025
considerations
Executive The purpose of this report is to provide assurance on progress with the
summary 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.

IR EN . The Board of Directors is asked to:

e 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

SiEnn e GR T ETGI Trust compliance with the CQC regulatory framework, Provider Licence
requirements and Code of Governance.

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

= TEA RN A 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 Not achieved
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Summary of actions Complete (since last update) Tt

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 e

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 ldentified

B !mprovement Area 1 — Chief Operating Officer

eEmergency Department Improvement Plan

Improvement Area 2 — Chief People Officer

eAppraisal

eTraining
eMandatory Training
eConflict Resolution
eResuscitation
eSafeguarding

Improvement Area 5c — Chief Finance Officer

eEnvironment
eEstates
eHealth & Safety

Improvement Area 6 — Chief Operating Officer

ePerformance
oRTT
ePatient Flow

NHS

Countess of
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NHS Foundation Trust

mmm 'mprovement Area 11a — Director of Nursing

eStroke Practitioners

eReporting of Mix Sex Breaches

eDignity & Respect

eMaternity Theatres

eNutrition Assessments

ePatient Engagement

ePatient Information — Health Promotion & Children
eComplaints

[ Improvement Area 3 — Director of Nursing

e|nfection Prevention

Improvement Area 7 — Chief People Officer

oStaff Experience
oStaff Engagement

B |mprovement Area 11b — Medical Director

*02 Prescribing
eSepsis

Improvement Area 4 — Director of Governance,
Risk and Improvement

eGovernance

Improvement Area 5a — Director of Governance,

Risk and Improvement

*Risk Management

Improvement Area 8 — Director of Nursing

eLearning from Incidents
eRestraint
eSafeguarding

ePatient Safety

Improvement Area 11c — Chief Digital and Data

mmm Officer

eRecord Keeping & EPR

Improvement Area 9 — Medical Director &
Director of Nursing

eSafe Staffing Nursing & Medical ED

Improvement Area 11d — Director of

Governance, Risk and Improvement

ePolicies

. | mprovement Area 11e — Board Lead & Lead for

Strategy

eMental Health & Learning Disabilities

[ Improvement Area 5b — Medical Director

eClinical Audit

Improvement Area 10 — Medical Director

eSafe Medications 157

Improvement Area 11f — Chief Digital and Data

Officer

eInformation Governance




Action Plan:

Owner: Sue Pemberton — Deputy Chief Executive Officer and Director of Nursing
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cQC | Theme Area Milestone Action Time Actions Progress Monitoring/ Committee Assurance
Ref Owner Frame Outcomes

M1

Patient
Experienc
e & Staff
Feedback

T™W

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 Dirggiprs 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

e Quality &
Safety
Strategy

*  Quality
Account

* SOF
dashboard




Action Plan:

Owner: Sue Pemberton — Deputy Chief Executive Officer and Director of Nursing

CQC | Theme Area Milestone Action Time Actions Progress Monitoring/ Outcomes Committee Assurance
Ref Owner Frame

are effectively
assessed and
mitigated.

M6 Registratio T™W The trust must SP Complete e Update SRO and

n implement include registration
effective systems to of Tarporley Hospital.
comply with the * Review if action has
requirements of been complete.
CQC registration.
The system must
ensure services are
provided from
locations which
have appropriately
added to the trust’s
registration.

M21 Risk & MED The trust must ensure SP Further * Develop business case
Complaints the risks presented by Review June to mitigate risks and
Manage- gaps in the out of 25 submit to EDG for
ment hours stroke service review

NHS|

Countess of

Chester Hospital
NHS Foundation Trust

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 * Q&S * CQC
from CQC. Committe Registratio
e n

Document
a-tion

Service provision has been * Q&S * EDGfor

extended until midnight as a Committee Decision-

pilot addressed
internally by
division




Action Plan: INHS

Countess of
Owner: Sue Pemberton — Deputy Chief Executive Officer and Director of Nursing Chester Hospital
i
cQC | Theme Area Milestone Action Time Actions Progress Monitoring/ Committee Assurance
Ref Owner Frame Outcomes
Ma47 Patient CYP The trust must ensure SP Proposal * MUST Scales purchased for ED * Nutrition Support * Q&S * OMB
S11 Assessment MED that appropriate to move screening Mealtime coordinators in place across all wards. Group Committee * QGG
nutritional risk to BAU to be Nutritional risk assessments should be undertaken for all patients — this * Senior Nurse * SOF
assessments are launched needs improvement as compliance is low. The compliance and outcomes for Meetings * Nutrition
completed for anyone inJuly 24 this are monitored at the Nutrition and Hydration Steering Group. *  Must Assessment Annual
with specific dietary in ED. When assessing the current food provision against the British Dietetic Compliance Report to
requirements or anyone Association standards the Trust recognised itself as partially compliant in this * Patient Survey BoD
with social, religious, or area. Work is underway to review the establishment within the dietetic team Results
cultural needs. That to address how these areas of non-compliance can be addressed. * Patient Experience
there is a nationally The Trust has yet to fully demonstrate the BDA standard of “Existence of a Strategy

recognised screening
tool to monitor patients
at risk of malnutrition
within clinical audit.

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 KPlIs 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.

*  Complaints

10U




Action Plan:

Owner: Sue Pemberton — Deputy Chief Executive Officer and Director of Nursing

S9
520

Patient
Experience &
Staff
Feedback

Area

MED
CYP

Milestone

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.

Action
Owner

SP

July-25

Actions

Review of all
information
available to
patients and
ensure that they
are all available in
all languages.

Progress

161

Monitoring/ Outcomes

* Patient Experience
Operational Group

Committee

Q&S
Committee

NHS
Countess of

Chester Hospital
RS Foundation Trust

Assurance

Q&S
Assurance
Report to
BoD




Action Plan:
Owner: Sue Pemberton — Deputy Chief Executive Officer and Director of Nursing

NHS

Countess of
Chester Hospital

NHS Foundation Trust

cQC | Theme Area | Milestone Action Time Actions Progress Monitoring/ Outcomes Committee Assurance
Ref Owner Frame

S13 Environment MED | The service should SP Proposal * Staff need to * Nurse allocated to waiting room in ED in all shifts to *  Complaints * Q&S * Patient and
inc. ensure that to move to ensure that the oversee the care of patients * Friends and Family Committee Family
Equipment patients’ privacy, BAU privacy and * Interim national inpatient survey results are improved Test Experience

dignity and dignity for in relation to privacy and dignity of care for patients . * Inpatient Survey Assurance
confidentiality is patients is e Capital funding has been allocated to extend the ED Results Report to
maintained in the maintained within footprint; one initiative will be to provide designated * Concerns BoD
reception area. the reception spaces in the wait area for personal conversations. e Matron Audits * National
area at all times. * Improving privacy and dignity. Inpatient
e January 2025. New build with improved waiting room Survey
facilities (with rooms identified for conversations and Results
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.
e 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.
S16 Patient MAT | The trust should SP July-25 * Referto CQC e AFPP review conducted June 2024 — this involved * Report expected e Q&S * Quarterly
Assessment continue to embed response to reviewing maternity theatres — Draft report received August/September Committee Maternity
the changes made safety concerns and to be presented to EDG, OMB (to be held in 2024 Assurance
to the post- raised at October 2024) and the Board of Directors to be held Reports to
operative care of inspection in November 2024. BoD
women and (19.10.23) e As at January 2025, the Board of Directors and Quality
birthing people Immediate and and Safety committee have both received the report
following obstetric Long-term Action and action plan which is in progress. This will be
surgery. Plan monitored through the QGG and Q and S assurance
committees
e _The Planned care division updated the Operational
Management Board in April 2025 on the progress
made against the AFPP report and provided assurance
+hat theav Aan crhadile +A he rainenacrtad 2+ +the and AfF




Action Plan:
Owner: Cathy Chadwick — Chief Operating Officer

cQc
Ref

M20
M54

Theme

Patient Flow &
Perfor-mance

Area

MED
EPH

Milestone

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.

Action
Owner

cC

Time
Frame

Next
Review
June-25

Actions

See Patient Flow / UEC

Improvement Plan

163

Progress

Monitoring/ Outcomes

*  Complaints

* Patient Flow Working Group
* KPIs / UEC Dashboard

* System Improvement Board
* OPELG

Countess of
Chester Hospital
NHS Foundation Trust
Committee Assurance
« F&P * EDG
Committee *« OMB

* SOF
* SIB Exit Criteria




NHS

Action Plan: Countess of
: - : Chester Hospital
Owner: Jason Bradley — Chief Digital & Data Officer i e
€QC | Theme Area | Milestone Action Time Actions Progress Monitoring Committee Assurance
Ref Owner Frame
M50 | Risk and CYP | The trust must B Next Develop eDischarge eDischarge * Q&S * Q&Splus
Complaints assess and manage Review Summary Task & Finish Summary Task & Committe F&P
Manage- the risks relating to June-25 Group. Finish Group e Assuranc
ment the electronic Review the eDischarge Divisional * F&P e Report
patient record process and develop an Governance Committe to BoD
system and optimum pathway and Meetings e
transcription SOP to support the Divisional Typing
services. newly revised discharge Figures / KPIs

The trust must
improve the quality
of the services
provided and
ensure this did not
impact on delays to
patients care and
treatment.

process.
Review current

transcription services

and monitoring of typing

timeframes.
Review current
monitoring

arrangements and revise

where appropriate.
Meet the National
Access Standards.

164

Progress
monitored via
Operations and
Performance
Executive Led
Group and
Operational
Management
Board.




Action Plan:

Owner: Jon Develing — Director of Strategy & Partnerships c,,ﬁ'i
Chester Hospital
cQC | Theme Area Milestone Action Time Actions Progress Monitoring/ Outcomes Committee Assurance
Ref Owner Frame
M7 Strategy T™W The trust must ensure D May-25 * Enabling strategies * Delivery of the strategic goals * BoD * BoD
strategies designed to in support of the and objectives within the overall « OMB
support the delivery of overall Trust Trust are a core component of * EDG
the trust’s new overall strategy will be respective executive Director
strategy are completed, developed during portfolios and will be reported
implemented, and 2024/25. These to the Board of Directors on a
monitored to ensure will align with the quarterly basis.
their effectiveness. 6 strategic goals to * 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

provide a golden
thread ensuring
that all parts of
the organisation
are supporting the
same direction of

travel * 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
M10 | Auditing T™W The trust must ensure D Next * Referto CQC * Mental Health Steering Group * Safe- * Safe-
there is effective review — response to safety * Datix Reporting guarding guarding
oversight of the quality June 25 concerns raised at * Learning Outcomes from Committee Quarterly
and safety of care inspection Complaints * Q&S Assurance
provided to patients (19.10.23) * ED Safety & Quality Update Committee Reports to
with mental health Immediate and * New action plan BoD
needs. Long-term Action * Raised at executive joint board * Q&S
Plan level to ensure oversight of Assurance
* Review and action plan report to
refresh the Mental BoD

Health Group.

* Develop a Trust
Wide Mental
Health Strategy.




Action Plan:

Owner: Jon Develing — Director of Strategy & Partnerships

CQC | Theme Area | Milestone Action Time
Ref Owner Frame

S1 Strategy TW

The trust should
implement effective
systems to identify and
plan services to address
health inequalities.

D

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.

166

Progress

NHS

Countess of

Chester Hospital

NHS Foundation Trust

Monitoring/ Outcomes

*  Waiting list

Performance
Reporting

¢ Cheshire West

Partnerships Board

Committee

F&P
Committee
External
Cheshire
West
Partnership
Board

Assurance

BoD
OMB
EDG




Action Plan:

Owner: Karen Edge — Chief Finance Officer

cQC | Theme Area | Milestone Action Time
Ref Owner Frame

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

Actions

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.

167

Monitoring/ Out
comes

Asset register
and report to
F&P Oct-24 and
then monitoring
quarterly

F&P
Committe
e

Quality
Governan
ce Group

Committee Assurance

INHS|

Countess of

Chester Hospital

NHS Foundation Trust

Resuscitatio
n Assurance
Reports
F&P
Assurance
Report to
BoD

Action plan
following
completion
of gap
analysis to
track
improveme
nt for
assurance.




Action Plan:

Owner: Karen Edge — Chief Finance Officer

cQc
Ref

M32

Theme

Environ-ment
inc.
Equipment

Area

UEC

Milestone

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.

Time
Frame

End of
May 2025

Actions

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

168

Progress

NHS

Countess of
Chester Hospital

NHS Foundation Trust

Monitoring

* EDG
« OMB

Committee

¢ Q&S
Committee

¢ F&P
Committee

Assurance

* Safe-guarding
Assurance
Report to BoD

e Estates
Strategy




Action Plan: NHS

Countess of
. H H H Chester Hospital
Owner: Karen Edge — Chief Finance Officer s Pt i
cQC | Theme Area Milestone Action Time Actions Progress Monitoring/ Outcomes Committee Assurance
Ref Owner Frame
M40 | Environ- MAT | The trust must ensure that a KE Next * UEC Improvement plan * Health Safety Audits * F&P * EDG
M48 | mentinc. CYP robust system is in place to review * Full review of the trust e Patient Flow Working Committee * OMB
S4 Equipment MED | assess, monitor and mitigate June premises to ensure fit for Group * Q&S * F&Pand Q&S
S22 EPH the risks relating to the 2025 purpose in line with best e KPIs/UEC Dashboard Committee Assurance
health, safety and welfare of practice guidance. e System Improvement Reports to
service users and ensuring Board BoD

premises are safe and for e Outcomes?

their intended purpose.

169



Action Plan: -

. H H H Countess of
Owner: Karen Edge — Chief Finance Officer Chester Hospital
NHS Foundation Trust
cQC | Theme Area Milestone Action Time Actions Progress Monitoring/ Outcomes Committee Assurance
Ref Owner Frame
M46 Infection CYP The trust must KE Next * Referto CQC PLACE Assessments * F&P * Estates
Prevention ensure the premises review response to safety Incidents Committee Strategy
Control and environment End of concerns raised at National Cleaning * Q&S *  PLACE Annual
are clean and May 2025 inspection Standards Committee Assurance
maintained to (19.10.23) Assessment

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.

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.

170

Report to BoD
* F&Pand Q&S

Assurance

Reports to BoD




Action Plan:
Owner: Karan Wheatcroft — Director of Governance, Risk & Improvement

cQC | Theme Area | Milestone Action Time Actions
Ref Owner Frame
M2 Risk & T™W The trust must KW Proposal Review and update risk
M4 Complaints ensure risks in to move management strategy
Management services are to BAU Review structures,
appropriately end June roles and
recorded, assessed, 25 responsibilities to
escalated to the ensure robust risk
trust’s board where management across
required, and the Trust.
regularly reviewed. Confirm escalation
processes
Provide high risk
reports to OMB, Board
and Committees
M3 Risk & T™W The trust must KW Complete Review and update risk
Complaints ensure effective - move to management strategy
Management action is taken to BAU Review structures,

address risks in
services including
areas of low
compliance
highlighted through
internal governance
systems.

roles and
responsibilities to
ensure robust risk
management across
the Trust.

Confirm escalation
processes

Provide high risk
reports to OMB, Board
and Committees

Progress

Monitoring/
Outcomes

Committee

NHS

Countess of
Chester Hospital

NHS Foundation Trust
Assurance

* All risks are reviewed monthly at each
Divisional Governance meeting and also
by the Executive Directors’ Group.

* Areport 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 e Audit
¢ OMB Committee
¢ BoD
*  Sub-committees
* Divisional
Governance
Meetings
e EDG e Audit
* OMB Committee
* BoD
¢ Sub-committees
e Divisional
Governance
Meetings

171




NHS

Action Plan: Countess of

: : Chester Hospital
Owner: Karan Wheatcroft — Director of Governance, Risk & Improvement NHS Foundation Trust
CQC | Theme Area | Milestone Time Progress Monitoring/ Outcomes Committee Assurance
Ref Frame
M43 Policy MAT The Trust must ensure that Next Review of all documents on * Board of Directors * Viathe * EDG
Management policies and procedures are Review SharePoint as policies. *  Sub-committees relevant * Audit
reviewed and follow national June-25 * Revise internal process for Committee Committee
guidance. updating / removing / dependant on
amending documents on the policy
SharePoint. document

e Further communications
across the Trust to embed the
processes.

172



Action Plan:
Owner: Vicki Wilson— Interim Chief People Officer

Countess of
Chester Hospital

NHS Foundation Trust

CQC | Theme Area Milestone Action Time Actions Progress Monitoring/ Committe | Assurance
Ref Owner Frame Outcomes e

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

173




Action Plan:

Owner: Vicki Wilson— Interim Chief People Officer

CQC | Theme Area Milestone Action
Ref Owner

Time
Frame

Actions

Countess af
Chester Hospital
NHS Foundation Trust

Monitoring/ Outcomes

Committee Assurance

safeguarding)
compliance meets
the trust target.

M22 | Training MED The trust must VW Next Undertake TNA with SME.
ensure that staff review Liaise with external trainer
receive conflict June regarding training dates and
resolution training in 2025 capacity for F2F training.

a timely manner, as is Link competency to relevant
necessary to enable staff on ESR.

them to carry out the Increase communication to
duties they are divisions on compliance
employed to perform. through OMB and HRBPs.

M44 | Training CYp The trust must VW Next * Review TNA for level 3
ensure that review safeguarding
mandatory training June * Review capacity meets
(including 2025 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 elLearning.

* |Increase communication
to divisions on
compliance through
OMB and HRBPs.

*  Monthly compliance * POD * SOF
reports sent to all divisions * EDG
and accessible on ‘S’ drive. * OMB

* Current complianceis
steadily increasing and has
increased (from 65% in
sept 24, 75% in Dec) to
80% in March 25.

*  Monthly compliance * POD * SOF
reports sent to all divisions * EDG
and accessible on ‘S’ drive. « OMB

* Latest overall Trust
compliance is 89% (as at
13/09/24)

* Divisions have been
provided detailed reports
on areas that need
compliance improvement.

» Safeguardinglevel 1 &2 is
at or above 90% target.
Level 3 is continuing to
improve and reached 89%
in March 25%.
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Action Plan:

Owner: Nigel Scawn — Medical Director

CQC | Theme Area | Milestone Action Time
Ref Owner Frame

M5

Patient
Flow &
Perform-
ance

T™W

The trust must ensure
patients waiting to
receive treatment after a
referral are clinically
reviewed and validated

NS

Further
update
Jun 25

Actions

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 C2Al
(prediction tool) to
prioritise surgical
patients.

Monitoring/
Outcomes

Daily Safety
Huddles
Divisional
Governance
Groups
Incidence
Report
Serious
Incident
Reports

NHS

Countess of

Chester Hospital

NHS Foundation Trust

Committee

Q&S
Committee
F&P
Committee

Assurance

Integrated
Incident,
Complaints &
Claims
Report

Q&S and F&P
Assurance
Reports to
BoD

175



Action Plan:
Owner: Nigel Scawn — Medical Director

cQc Theme Area Milestone Action Time
Ref Owner Frame

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

Actions

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.

176

Monitoring/ Outcomes

Patient Flow Working
Group

Streaming Task & Finish
Group

KPIs / UEC Dashboard
System Improvement
Board

F&P
Committee
POD
Committee

Countess of
Chester Hospital

MHS Foundation Trust

Committee Assurance

EDG
OMB
SOF




Action Plan:

Owner: Nigel Scawn — Medical Director

cQC | Theme Area | Milestone Action Time
Ref Owner Frame

Actions

the sepsis screening tool
on the electronic patient
record.

measure lactate
within ED

S6 Medica- MED [ The trust should review NS Feb-25 [ ¢ Review the policy and
tions the prescribing of education for
medicines that control relevant teams
distressed behaviour to
ensure the policy is
followed and monitoring
is completed.
S21 | Patient CYP | The trust should ensure NS Next * Harms
Assessment staff improve the Review | ¢ Acquire new blood
compliance of completing Jun-25 gas analyser to

Focus on compliance

of prescribing

antibiotics within 1
hour of diagnosis of

Sepsis.

177

Progress

Countess of

Chester Hospital
NHS Foundation Trust

Monitoring/ Committee | Assurance

Outcomes

* Incident * Q&S * Q&S
Reporting Commit Assuranc

* Mental Health tee e Report
Steering Group to BoD

e Sepsis * Q&S * Sepsis
improvement Commit Assuranc
programme tee e Report
(Harms) to BoD

participating
within the Harms
Showcase (Mar-
24)

e AQ Compliance

* Sepsis Screening
Audits




—= Action Plan — KLOE 2

Development Areas

Responsibility

Timeframe

2.2 » All divisions to work towards Director of Further
the development of their Strategic update
respective strategies Partnerships June 2025

2.3 » Develop a five year financial Director of July 2025
strategy Finance

2.5 * Review and rationalise the Director of Complete —
divisional governance Governance, move to BAU
arrangement to allow for a Risk &
single operational approach to Improvement
divisional governance to
provide consistency and
uniformity in the meeting and
reporting arrangements

(FM Governance report 2019
REC 16)

2.6 » Develop supportive strategies Chief People Next review
mental health, E and | and Officer/ June 2025
estates and facilities, well Chief Finance
being Officer Estates and

facilities —
tbe

Progress

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.

Outcomes

Trust Strategy was
approved in June
2024.

Women'’s and
Children’s Division
strategy was
launched in June
2024.

Countess of
Chester Hospital
S Foundaticn Trust

Impact rating

Medium

Final 24/25 financial
plan submitted in
May 2024 in line
with national
deadlines.

High

Map of sub-
committee.

New report template
& guidance.

Clear Accountability
Framework.

Medium

Draft People
Strategy presented
to people Committee
in April 25
(incorporates EDI &
wellbeing), final
strategy to be signed
off in June 25.

Medium




—~=" Action Plan- KLOE 3

KLOE 3 Development Areas Responsibility Timeframe Progress
3.3 Implement the recommendations Director of Proposal
from the recent risk management | Governance, to move to
review March 2023 Risk & BAU end
Improvement June 25
3.5 * Provide a trajectory plan trust Chief People Next
wide (supported by divisions) Officer review
for all areas to achieve trust June 2025
targets for all of mandatory
training. To be monitored
through Operational
Management Board.
+ Mandatory training
performance to achieve target
3.6 A plan needs to be in place to Director of Next
(moved ensure there is review of all out- Governance, update
from of-date policies and procedures Risk & June 2025
KLOE 8 and that these are reviewed Improvement
Ref: 8.4) | annually or as otherwise stated [Director of
Nursing
(FM Governance report 2019
REC 17)

179

Outcomes

Risk policy
compliance

NHS

Countess of
Chester Hospital
MHE Foundation Trast

Impact rating

High

Mandatory
training
compliance
improved to 89%
against 90%
target (as at
March 25).

High

Up to date policies
accessible to all

High




—=  Action Plan- KLOE 3

Development Areas

Responsibility

Timeframe

Progress

Outcomes

focusing on attendees,
membership, terms of
reference and roles
and responsibilities

* (FM Governance
report 2019 REC 13)

* New Accountability Framework in place.

3.7 Establish quality Director of Remove as linked | Quality priorities agreed and Quality account published with stakeholder Quality priorities agreed High
(NEW) | improvement priorities, Nursing to M1 involvement and established as part
learning and outcomes. Scrutiny panel undertaken of part of Quality Account process in July of quality account .
2024. Monitored through QGG
The Trust is achieving 6 out of 9 quality priorities as at the end of Quarter | Linked with Quality
2 2024/25. Actions are in place for the delivery of the remaining 3 Strategy.
priorities and an update was presented to the Quality Governance Group
held in October 2024.
3.10 EDI work Chief People Complete —move | ¢« WRES and WDES published with one consolidated improvement Executive Champion High
(NEW) Officer to BAU plan. roles identified.
* New EDI coordinator started. Ongoing network
» Each network has active exec champion meetings.
* Focus each month at Team brief on work of one network and Progress on EDI
feedback. priorities
* Neuro diversity and disability networks now brought together for Improved Gender Pay
additional coverage. Renamed Enabled Network Gap report
» Sexual Misconduct education sessions organised for COCH senior Improved EDS2 ratings
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.
4.3 » Develop a meeting Director of Proposal to move | « Committee organogram developed and work progre4ssing to collate Clear and effective High
map to incorporate Governance, to BAU end June of Terms of Reference and workplans to support this. governance structure
Board, operational and | Risk & 25 » Governance and assurance slides are being used in different forums
management meetings | Improvement to increase understanding and expectations.
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Development Areas Responsibility Timeframe Progress (0]7] [eTo] 4 [-1] Impact rating
4.5 * Develop a governance Director of Governance, Complete — move | * A map of sub-committee groups Clear Medium
handbook and accountability | Risk & Improvement to BAU developed. accountability and
framework so that individual * Governance and assurance slides being expectations
roles and committee used in a range of forums.
responsibilities and » New accountability framework in place
accountabilities are clearly (April 25)
documented.
* Raise awareness and embed
governance framework and
expectations
(FM Governance report 2019
REC 14)
4.7 A review of 7 day services Medical Director Next update June | Review of 7 day services being revisited. Medium

needs to be undertaken to
understand any risks and gaps
in care delivery and support for
patients and staff

25

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.
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Development Areas Responsibility Timeframe Progress Outcomes Impact rating
5.1 The process for reviewing Director of Proposal to | « BAF in place. Monthly reporting to Medium
and assessing risk needs to | Governance, move to  All risks are reviewed monthly at each Divisional Governance EDG and OMB.
be strengthened to allow for | Risk & BAU end meeting and also by the Executive Directors’ Group. High Risks report to
transparency of risks to Improvement June 25 * A report of high risks is also provided bi-monthly to the Board of the Board of
ensure the Board are fully Directors, monthly to OMB and relevant extracts are also Directors.
sighted on risks to patients provided to each of the sub-committees. Effective BAF in
and services » Risk Management Policy revised and approved. place.
(to include embedding risk + Risk Management Committee in place.
management and review of » Datix developments progressed.
BAF) » Reports, notifications and training being developed.
55 The Trust must implement Director of Further * The Trust has a continuous improvement team in place, as well Clear improvement Medium
quality improvement Governance, update — as a number of other teams that deliver improvement work. Strategy/ Plan.
systems and processes Risk & June 2025 * A session was held with the Continuous Improvement Team in
such as regular audits of Improvement May 2024 to align team priorities to strategic priorities.
the services provided and + For 2024/25, a set of agreed improvement priorities has been
must assess, monitor and developed and has been reset for 25/26 to include the Cost
improve the quality and Improvement Programme and a number of other strategic
safety of services. The Trust priorities.
needs to develop an » Wider picture across all improvement activity to be developed
improvement strategy * An improvement strategy is required for 2025/26.
+ Draft Q&S strategy will also define quality improvement priorities.
5.8 The Trust must review all Chief People Complete — New appraisal process and leadership development programme Launch of new High
training needs across all Officer move to implemented. Revised Training Needs Analysis to take place in Q4 appraisal process &
disciplines and prioritise BAU once 2024 appraisals have taken place. paperwork.

mandatory training, EPR
training and education
regarding investigation
reports, complaints
responses, coroner cases
and risk management.
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Appraisal target
reached in Nov 24
and remains at
target in Mar 25.




2" Action Plan — KLOE 7

KLOE 7 Development Areas Responsibility Timeframe
7.2 The Trust must be assured that | Chief People Nursing- Completed
they have the right numbers of Officer/ Director
staff with the right skills across of Nursing/ Medical — Next
all disciplines — focus on Medical Director | Review June 2025
medical. Nursing and therapy 2025
staff
AHP — Complete.
Workforce plan submitted to Proposal to remove
NHSE May 2023 as will be monitored
by Q&S
Actions outstanding — review
of AHP workforce and review
of medical staffing
7.5 Continue to build upon system Director of Next update June
(NEW) understanding and engagement | Strategic 2025
with external partners, Partnerships

stakeholder mapping.

Progress
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Outcomes Impact rating
High

System engagement in Medium

place.
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Development Areas Responsibility Timeframe Progress Outcomes Impact rating
8.1 The Trust need to establish a Board Lead Director of Next update Organisational Learning Policy being Clear High
for organisational learning. This will then Governance, Risk & June 25 progressed to reflect the mechanisms and arrangements in
allow a strategic review of where all Improvement learning forums in place which are attended | place to
learning takes place, who by and Trust wide. demonstrate
outcomes. This then needs to result in the systematic learning
development of an organisational learning Head of Legal Services, Deputy Medical
policy which is inclusive of all disciplines Director and Deputy Director of Nursing &
and services. Quality Governance also working more
* Review policy to ensure comprehensive closely to align organisational learning.
coverage of organisation learning.
+ Establish mechanisms (as required) Early draft shared with Deputy Director of
and embed organisation learning across Nursing, Quality and Governance and
the Trust Deputy Medical Director (Dec 2024).
Further review required.
8.4 Continuous improvement Director of Next update » The Trust has a continuous improvement | Measurable Medium
(NEW) » workstreams to be aligned to strategic Governance, Risk & June 25 team in place, as well as a number of improvements.
priorities. Improvement other teams that deliver improvement
» Consider opportunities to involve work.
patients * A session was held with the Continuous

» Board development and NHS IMPACT
assessment (including action plan)

» Transformation programme priorities
and approach to be confirmed and
aligned to strategy
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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.




=" Action Plan — KLOE 8

KLOE 8
8.5

Development Areas

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

Responsibility

Chief Operating

Officer
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Timeframe

Next
review —
June 2025

Progress

Outcomes

Improved
performance
against KPlIs

Improved
patient
experience
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Impact rating

High
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Summary of Improvement Outcomes

Urgent & Emergency care

1.
2.
3.

Improved performance in type 3 performance
Increased use of Same Day Emergency Care (SDEC)

Reduction in long waiting patient and significantly improved ambulance turnaround times

Quality, Safety & Harms Improvement

1.
2.

© o N L AW

Closure of serious incident backlog

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

Development of the 6 steps patient and family experience across all clinical areas

Safe nurse staffing reviews completed across all wards and the emergency department
Improved timeliness in response to complaints

Implementation of the triage process in Maternity

Changes made to the post-operative care of women's & birthing people following obstetric surgery
Reasonable adjustments strategy completed and due to be launched Q4 2024/25

Transparency of all coronial cases, good communication with legal team and oversight through safety surveillance

10. Safeguarding arrangements strengthened 187
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Summary of Improvement Outcomes

Board Governance & assurance

NHS

Countess of
Chester Hospital

NHS Foundation Trust

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 6™ 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

m9 Anchor Steering Group now operational



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
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Committee Chair’s Report
Thursday 18t May 2025 at 10am — 12.45 in the Boardroom, 1829 Building

Committee Quality & Safety Committee
(o4 F:11¢ 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)

e 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).

e 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.

e 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.

e The Committee received the Quality/Safety and Patient Experience Strategy
Progress Update and was assured with the progress.

e 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.

e The Committee noted the Children and Young person 2024 Care Quarlity
Commission (CQC) Survey results.

e Partial assurance was received from the Discharge letters within 24 hours
Compliance Report with the Committee to receive a further update in 4
months.

e The Committee received the Urgent and Emergency Care Update/Action Plan
noting the assurance of the work taking place.

e 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)
e 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 15t 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 Strategic Oversight Framework (SOF) — March 2025
Item 16.
Purpose of the Decision Ratification Assurance X | Information
Report
Accountable Cathy Chadwick Chief Operating Officer

Executive Sue Pemberton Director of Nursing/Deputy Chief
Executive Officer

Nigel Scawn Medical Director

Karen Edge Chief Finance Officer

Vicki Wilson Chief People Officer

Author(s) Dan Nash Director of Performance

SeE e FACETEN [C BAF 1 Quality This report covers 5 areas of the BAF
Framework BAF 2 Safety and therefore changes in

BAF 3 Operational performance in any of the areas can
BAF 4 People affect risk score on the BAF.

BAF 5 Finance

BAF 6 Capital

BAF 7 Digital

BAF 8 Governance

BAF 9 Partnerships

BAF 10 Research

Strategic goals Patient and Family Experience
People and Culture

Purposeful Leadership

Adding Value

Partnerships

Population Health

CQC Domains Safe

Effective

Caring

Responsive

Well led

Previous Not applicable

considerations

Executive The purpose of this report is to:
summary e 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:

X X X X X

XX X X X|X X X X X X

Areas of positive assurance:
e A reduction in ambulance turnaround times over 60 minutes

¢ Hospital Standardised Morality Ratios (HSMR) & Summary Hospital-
level Mortality Indicator (SHMI)

e Sustained improvement in unregistered staff fill rates

e 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:
e Patient feedback — concerns opened

o Emergency Medicine Performance
e Sickness Absence Compliance
e Total size of waiting list

SE il En e ELR Y The Board of Directors is asked to consider and note the contents of the
report.

Corporate Impact Assessment

Siennea IR TIETCI Monitors performance against key targets both quality and performance
requirements measures.

Risk Report relates to 5 areas of the BAF risks

= TELA AT A Meets Equality Act 2010 duties & PSED 2 aims and does not directly
discriminate against protected characteristics

Communication Not confidential
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COCH SOF Summary - Key Returns Overview

Countess of Chester Hospital m

NHS Foundation Trust

Metric ID  MetricName Latest Date Value Variation Assurance Target

M11 ED Performance ED 4 Hour Wait Standard Mar-25 60.1% & 78% |50.8% [57.1% |63.5%
M11 ED Performance ED 4 Hour Wait Standard - Type 1 Mar-25 48% SlE 78% |42.9% |48.7% |[54.5%
M12 RTT - 18 Week Compliance 18 Week Referral To Treatment (RTT) Incomplete Pathways Mar-25 48.0% SIS 92% |47.9% |49.4% |50.9%
M13 RTT Waitlist Sizes RTT Incomplete Pathways Waiting Over 104 Weeks Mar-25 0 | e 0 -1.53 |0.522 (258
M13 RTT Waitlist Sizes RTT Incomplete Pathways Waiting Over 52 Weeks Mar-25 1909 o) | 0 1,963 (2,350 |2,736
M13 RTT Waitlist Sizes RTT Incomplete Pathways Waiting Over 65 Weeks Mar-25 69 © 199 |438 |676
M13 RTT Waitlist Sizes RTT Incomplete Pathways Waiting Over 78 Weeks Mar-25 9 o | = 0 -337 |9.57 (225
M13 RTT Waitlist Sizes Total 18 Week RTT Incomplete Pathways Mar-25 34898 OO 40000 {31,462 33,140 34,818
M14 Diagnostics 6 Week Standard Diagnostics Test Exceeding 6 Weeks Waiting Time (DMO1) Mar-25 10.7% Q® 1% 8.99%% | 17.8% |26.6%
M15 Cancer Performance Cancer Treatments: 28 Day FDS Feb-25 82.7% & 77% |63.3% [72.5% |81.7%
M15 Cancer Performance Cancer Treatments: 31 Day Standard Feb-25 95.6% 96% |86.4% |94.8% |103%
M15 Cancer Performance Cancer Treatments: 62 Day Standard Feb-25 77.8% 85% |64.5% |75.5% |86.5%
M23 12 Hour DTA Breaches 12 Hour DTA Breaches Mar-25 649 é 484 638 791
M24 Ambulance Handover 30-60 minutes Mar-25 544 &) 286 406 526
M25 Ambulance Handover 60 minutes + Mar-25 159 469 |338 629
M26 ED 12 Hours Waits Patients Waiting 12 Hours + Mar-25 1314 930 1,276 1,623

-
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COCH SOF Summary - Quality & Safety Overview

Countess of Chester Hospital m
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Metric ID  MetricName Group Latest Date Value Variation Assurance Target Mean

M1 HSMR TOTAL Dec-24 95.7 | 100 |953 (986 |[102
M2 SHMI TOTAL Nov-24 90.9 2O 100 (936 [963 [989
M3 Registered Staffing % TOTAL Mar-25 94% o S 95% |89.8% |93.2% |96.7%
M4 Unregistered Staffing % TOTAL Mar-25  [96.3% 2O 95% |95.1% [100% [106%
M5 Incident Reporting All Incidents Mar-25 1088 @) | 6 1235 |939 1,199 |1,459
M5 Incident Reporting Falls Rate Per 1000 Bed Days Mar-25 54 2 | & 7 361 (573 [7.85
M5 Incident Reporting Falls With Harm Rate Per 1000 Bed Days Mar-25 0.0587 & | S 03 -0.138|0.149 |0.436
M5 Incident Reporting Hospital Acquired Pressure Ulcers Rate Per 1000 Bed Days Mar-25 1.70 9 | & 2.5 0.849 198 |3.11
M5 Incident Reporting Medication Incidents Mar-25 128 = 125 |496 [108 |167
M5 incident Reporting Medication Incidents With Harm Mar-25 3 W|E 0 -0.873 (121 |3.29
M5 Incident Reporting Moderate Harm And Above Mar-25 62 @ | & 43 749 [563 |105
M5 incident Reporting MSA Incidents Mar-25 0 = 0 -1.74 10917 |3.58
M5 Incident Reporting Never Events Mar-25 0 vile 0 -0.379(0.0833 |0.546
M5 Incident Reporting Present On Admission Pressure Ulcers Rate Per 1000 Bed Days |Mar-25 2.52 & 1.79 |348 |5.16
M5 Incident Reporting STeiS Reported Incidents Mar-25 0 & 0 -1.98 |1.65 |528
M8 Infection Coentrol Infection Control - MRSA Cases Mar-25 0 &= 0 -0.397 | 0.0870 |0.571
M8 Infection Control Infection Control - Rate of C.Difficile Mar-25 4 PII= 4 0431 (679 [13.2
M9 Sepsis Sepsis Screening Oct-24 75% S 84% |64.7% |83.2% |102%
M9 Sepsis Sepsis Treatment Oct-24 75% = 84% [1.72% [50.8% |99.9%
M10 Complaints Patient Feedback: Complaints Opened Mar-25 5 (2 -3.16 |667 [16.5
M10 Complaints Patient Feedback: Concerns Opened Mar-25 261 ®|E 208 138 (243 348
M10 Complaints Patient Feedback: Open Complaints Mar-25 16 ) | S 9 696 |169 |268
M10 Complaints Patient Feedback: Open Concerns Snapshot Mar-25 69 & 296 |69.0 [108
M27 FFT Positive FFT A&E Positive Rate Mar-25 75.2% ) 95% 72.3%

M27 FFT Positive FFT IP Positive Rate Mar-25 91.3% > 95% 91.7%

M27 FFT Positive FFT OP Positive Rate Mar-25 93.6% & 95% 93.5%

M28 FFT Response FFT A&E Response Rate Mar-25 10.5% SIS 13% (9.94% | 13.1% [16.3%
M28 FFT Response FFT IP Response Rate Mar-25 18.2% 23% 19.38% [22.6% |35.9%
M28 FFT Response FFT OP Response Rate Mar-25 9.7% | = 12% |9.61% [11.7% |13.8%
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COCH SOF Summary - Maternity Overview e e VHS

NHS Foundation Trust

Metric ID  MetricName Latest Date Value Varnation Assurance Target Mean UPL
W1 Number of Women giving birth Mar-25 147 & 128 161 194
w2 Number of Live Births (All Babies) Mar-25 148 v 128 163 197
W3 Total Number of Women experiencing a Caesarean Section Mar-25 60 () 44.5 69.2 |93.8
w4 Number of Maternal Deaths Mar-25 0 0 0 0

W5 Number of Cases of Eclampsia Mar-25 0 0 0 0

W6 Number of Neonatal Admissions - Term Babies Mar-25 5 ) -1.22 538 [12.0
W7 Neonatal Death before 24 weeks gestation Mar-25 0 ) -0.379 | 0.0833|0.546
w8 ITU Admissions Mar-25 0 W -0.740 |0417 |1.57
W9 Room 15 emergency theatre use Mar-25 0 & -0.338 |0.125 |0.588
wio Number of Bahies Born in MLU Mar-25 10 & 1.06 7.35 13.6
W11 Total Number of Stillbirths (2 24 weeks) (Babies) Mar-25 0 () -1.01 0375 |1.76
W12 Number of 3rd/4th Degree Tears in Vaginal Births Mar-25 5 & -2.58 |263 |7.83
W13 Number of Haemorrhages > 1500 ml Mar-25 3 G -0.283 |661 |135
W14 Obstetric Unit - number of days the service has diverted on in reporting period Mar-25 0 -0.706 [0.261 |1.23
W16 Coroner Reg 28 made directly to Trust Mar-25 0 & 0 0 0
W17 Term Admission Rate Mar-25 3.4% () -0.252% [3.47% | 7.20%
W19 Progress in achievement of CNST (out of 10) Mar-25 10 E.:'f 8.61 922 1982
W21 Service User Feedback: number of formal complaints Mar-25 0 b -1.01 0.636 |2.28
w22 staff feedback from frontline champions and walkabouts (number of themes) Mar-25 0 &) -0.139 (0.208 |0.555
wa3 Number of consultant non-attendance to 'must attend' clinical situations Mar-25 0% & 0% 0% 0%
W24 Minimum Safe Staffing in Maternity Services: NN middle grade workforce rota gaps (SHO) Mar-25 0% € 134% [25% |36.6%
W25 PPH over 2000ml Mar-25 1 & -2.07 143 494
W26 PPH over 2500m| Mar-25 |1 © -1.85  |1.04 393

Proportion of madwives responding with 'Agres or Strengly Agres’ oo whether they would

l ORGHet y it recommend their trust as a place 1o work or receive treatment [Heported annuailly)

Froportion of specialty trai in Obstetrics & Gy logy responding with * J
oo.d‘mMMdMMdvnhqﬂlwddluwmwumMdm:lw.d
anrusally)

| Matuenity Satety Support Programme
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COCH SOF Summary - HR and Finance Overview Countess of Chester Hospital [IZEY

NHS Foundation Trust

Metric ID  MetricName Latest Date Value \Variation Assurance Target LPL

M16 Sickness Absence Sickness Absence Rate Mar-25 5.36% CIE) 5% 507% |588% |6.69%
M17 Mandatory Training Mandatory Training Compliance Mar-25 89.1% @& 90% |854% |87.3% |89.3%
M18 Annual Appraisal Annual Appraisal Compliance Mar-25 80.0% S| 80% |74.2% |782% |82.2%
M19 Staff Turnover Staff Turnover Percentage Mar-25 9.77% \" & 10% |[8.26% [8.83% [9.40%
M20 Cap Rates Medical & Dental Reduction in Agency Shifts over Cap Rates Mar-25 110 | & 120 | 117 184 252
M20 Cap Rates Nursing & Midwifery Reduction in Agency Shifts over Cap Rates |Mar-25 264 @& 1200 |73.3 184 294
M20 Cap Rates Other Reduction in Agency Shifts over Cap Rates Mar-25 230 & 18.9 291 564
M21 Agency Spend Medical Agency Spend Mar-25 80000 @ 103,543 | 196,522 | 289,501
M21 Agency Spend Nursing Agency Spend Mar-25 122000 %) 59,003 |126,136|193,270
M22 Finance - Better Payment Practice Better Payment Practice Code (number) Mar-25 95% '\; & 95% |838% [885% [93.3%
m22 Finance - Better Payment Practice Better Payment Practice Code (value) Mar-25 95.4% &\ O 95% |85.8% |90.3% |94.7%
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COCH SOF - Operational Performance Countess of Chester Hospital [lsF]  IIN-loertiWR@EeITa
Chief Operating Officer

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.

DMO1 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 improvementin 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 DMO1 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 Performance: ED 4 Hour Wait Standard ED Performance: ED 4 Hour Wait Standard - Type 1
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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. 2
The latest National
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 Comparator for this
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 metric is 75.0% (Mar 25)
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, '
: - o - type 1 was 60.9%
includes commencing call before convey, the age criteria for which has recently reduced. ;
nationally.
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. i )

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 stakehd@@ers to make an informed decision on the direction of travel to take when it comes to

front door streaming models.
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12 Hour DTA Breaches: 12 Hour DTA Breaches
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Ambulance Handover: 30-60 minutes
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Supplementary ED Narrative
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These metrics have been added to give extra insight into how ED is performing. Ambulance handovers of 30-60 minutes or above has seen a statistically significant increase, with the July, August and Mar-25 figures being
above the Upper Control Limit, with a run of 7 above the mean from Mar-24 to Sep-24, Patients waiting for 12 hours ar more have remained consistent throughout the reporting period, while 12 hour DTA breaches we are
in a run of 7 points being above the mean for this metric. We have seen a reduction in our ambulance handovers that are 60 minutes or longer.
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Some trusts have a performance that naturally falls outside the Acceptance Criteria
This 13 most likely the case for trusts providing specialist servwoes (Type 2) In such situations these trusts might be included as exceptions

% of patients discharged after thelr Dischaige Ready Date but Total bed days aher Discharge Ready Date toe patiests discharged
discharged withie - within -
Code System Organisation Name fumber af % of providers Date of Date of lday 23days Abdays 7.13days 14.20 21 days ov 1day 23days 4bdays 7-13days 14.20 21 days or
providers sshmirting distharge is  Dbscharge is 1+ days more days more
swbmitting acceptable data wme st days after
scceptable data Discharge Ready Discharge Ready
v J v v v Date Date
National England ENGLAND n 533% B6.4% 13.6% 33a% 23.9% 16.1% 153% 55% 6.2% - - - - - -
RJR NHS CHESHIRE COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST Aceptabie . 035 97% 1838 12.2% 12.2% 3388 945 1808 0 40 22 a7 210 964
N NHS CHESHIRE EAST CHESMIRE NHS TRUST Unacceptable - - - - . - - » - . . . - - -
REM NHS CHESHIRE LIVERPOOL URIVERSITY HOSPITALS NHS FOUNDATION TRUST Aczeptable - 833N 167% 301% 229% 151% 180% 44% SN 27 415 541 1,258 547 2,843
RBN NHS CHESHIRE MERSEY AND WEST LANCASHIRE TEACHING HOSPITALS NHS TRUST Acceptabie - 918% 82% 19.1% 242% 4 B% 242% 9.4% g% 57 178 212 856 457 1171
RBT NHS CHESHIRE MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST Unacceptable - - - - - . - - - . . . . . -
RwWw NHS CHESHIRE WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST | Acceptable . 83aN 16.6% 185% 158% 1748% 388 1438 10.2% a5 3 223 575 623 943
RBL NHS CHESHIRE WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST Acceptable - 88.9% 111% 1 6% BIAN 179% 182% 7.6% 965 &3 173 259 276 367 766
RMC NMS GREATER BOLTON NHS FOUNDATION TRUST Unscceptable - - - - . - - - - - - - - + -
R3A NHS GREATER MANCHESTER UNIVERSITY NHS FOUNDATION TRUST Acceptable - B3 &% 114% 23.7% 189% 191% 185% 75% 119% 175 in §92 1,247 98 2985
RM3 NS GREATER NORTHERN CARE ALLIANCE NHS FOUNDATION TRUST Acceptabie - 99.2% 58% 2804% 17.2% 168% 01% 505 165% 63 a7z 238 516 236 1538
RW) NHS GREATER STOCKPORT NHMS FOUNDATION TRUST Acceptable . 7995 2015 ILEN 20.9% 17.6% 125% 36N 48N 31 96 333 an 220 §10
RMP NHS GREATER TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST Acceptable - 3528 48N 246N 169% 200% 24 6% 178 625 1§ b 65 145 B 126
RRF NHS GREATER WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST Unacceptable - - - - - - - - - - - - - > -
RXL NHS LANCASHI BLACKPOCL TEACHING HOSPITALS NrS FOUNDATION TRUST Acceptable - Ba3N 1S 321% 238% 169% 152% 59% 682% g3 170 242 @04 250 583
RXR NHS LANCASHI EAST LANCASHIRE HOSPITALS NHS TRUST Unacceptable - - . . . . - . - . - - s e -
RXN NHS LANCASHI LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST Unacceptable . . . . . . . . . . . . . . -
RTX NHS LANCASHI UNIVERSITY HOSPITALS OF MORECAMBE BAY NMS FOUNDATION TRUST Acceptable , 2N 0. N PR LY 169% 167% 965 1218 ) X0 53 sag 704 2,002
Hospital Site Pathway 0 Pathway | Pathway 2 Pathway3 Total
COCH 10 39 14 &2 105
EPH 8 4 12
Total 10 47 14 & 17
Local Authority Group @ Cheshire West and Chester ICWAL! @ Flintshire @ Other DISCharge Ready Date Narrative

The table above shows our position measured against other Trusts in the North West, please note this is a return

Pathway 0 based on our SUS submission that is inclusive of patients not just inside our adult G&A cchort,

The table shows we have 9.7% of patients being discharged after their Discharge Ready Date, with the majarity of

Pathway | 18 1 3 5% z S S
these patients sitting in the 21 day or more bracket, showing there are significant delays which impacts on occupancy
——— and performance.
The tables on the left show the current non-Criteria To Reside patients as of mid month April broken down by hospital
Pty 3 s site, local authority and pathway.
203
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RTT Narrative
: , et iy . . i W —— The latest National
Overall performance at end of March delivered at 47.95% against 92% target, which is consistent with the previous month's position. After a reduction in waiting list size between ;
December and January, the waitlist has increased slightly this month for the second consecutive month. Compa rator for this
s s o
: 374 o g . T W : . metric is 59.2% (Feb 2
The Trust continued to ensure that there are minimal RTT pathways waiting longer than 78 weeks. In addition, Divisions are managing their waiting times with the aim of reducing long S5 ( 3)
waits to no pathways greater than 65 weeks on a month to month basis.
\. s
. ,
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Waitlist Size Narrative

After a reduction in waiting list size between December and January, the waitlist has increased again slightly this month meaning the data is showing a statistically significant increase due to
consecutive points in an upwards trajectory. We continue to see a negative trend on our number of patients waiting 52 weeks or more as well as 65 weeks or more, but our 78 week pasition is
showing a statistically significant increase as we have 10-20 patients in this category following a consistent run of 0 being reported.

There are no patients waiting 104 weeks or over.

205



https://app.powerbi.com/groups/me/reports/adabdd28-12df-477a-830e-3e333f7be27f/?pbi_source=PowerPoint

COCH SOF - Diagnostics Overview S SGAVES Il | Data Owner: Cathy Chadwick

Variance . .
350 /N
A Engfish - Number of exams >6 weeks
llllllIllll‘ll‘llllll.l.llllllllllllll.lllll.llll..lllll.lllllllll

25% " “ ' Month End Snapshot Mar-24 Apr-24 May-24 Jun-24 Jul-24 Aug 24 Sep-24 Dct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25
" w® ' EX) Magnetic Resonance Imaging 8w o 8 2 4 2 7 4 11 s 6 8
24 \ Computed Tomography 2 3 4 0 0 4 0 2 8 14 n 3 12
‘I.IIII.I.....I.IIII.I.II.I.I"IPI.III'..IIII.I..I.I..I...'I..I m"_w’uukuuam 7 ﬂ 4 ‘ o 7 ﬁ "5 ‘9 ]1' ‘o‘ )' 6‘
155 Y | /N Barlum Enema 0 0 0 0 0 0 0 0 0 0 0 ) 0
‘ \ . \ Audiology - Audiology Assessments 150 184 215 186 103 70 1 40 £ 74 52 51 95
‘ ‘ \ . Cartiology - echocardiography 72 A6 331 M0 203 15 2 0 6 62 191 161 264
0% , / \ Respiratory physiokgy - sieep studies 3 3 1 3 0 3 ‘4 7 2 6 17 6 3
(AR R R R AR R RRRRRRRRRRRRRRRRERRRRRRRRRRRRRRRRRRRERRDD) l‘lll!..‘l’l cmcm 143 157 162 198 213 195 132 8 “ 54 58 8 B
py Flexi sigmoldoscopy o o 3 6 7 1" 6 3 5 B 1" 1 3
M Cystoscopy 0 7 5 10 17 19 82 52 4 5 U & S
Gastroscopy B4 4B 193 237 I 367 0% T 124 I ;E 140 159
G Total pationts waiting 5576 5588 5554 5645 5541 5198 5822 5903 5660 5916 6141 6159 6574
3 "j R e v BLal bk 5 ¢ Total breaches 700 545 93 267 B17 765 710 612 442 758 1042 £33 706
SPGB A D AP D P 2 b 2P atad b b ad ak ab aR qe a3 % > Theeshold 12.6% 16.9% 16.7% 17.1% 14.7% 14.7% 12.2% 10.4% 7.0% 12.0% 17.0% 7.0% 10.7%

¢&° o9 :’h \\_\\ W ‘\Q\l L}\’ O" l“ Yo¥ \’b\ Qg \I\\ d\“ \\)0 W N\Q 5@0 OL “\n“ o° \\0 ‘g o

w— T ATREL S Measure Mean  « w « Process Limit
® Concerning special cause ® improving special cause
g N\ 7

DMO1 Narrative .
The latest National

Comparator for this
metric is 17.5% (Feb 25)

Audiology — DM01 position remains impacted by unfilled vacancies within the team and divisional prioritisation of clinical work to support ENT recovery and in
particular, reduction of ENT RTT Long waiters.

The Trust has now seen a run of 12 points below the mean from February 2024 to March 2025, with February's position also being below the Lower Control Limit
as was our best compliance during the reporting period.
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