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Part 1: Statement on Quality from the Chief Executive 

 

It is my pleasure to present the Quality Account for Airedale NHS 

Foundation Trust for 2025/26. This report provides a comprehensive 

overview of the quality of care we deliver, the progress we have made 

against our priorities, and the areas where we will focus our efforts in 

the year ahead. 

This year has been one of continued challenge and transformation 

across the NHS. Despite this, I am proud of the commitment, 

professionalism and resilience shown by colleagues across our organisation. Their dedication to 

providing safe, effective and compassionate care remains the foundation of our success. 

Our performance during 2025/26 demonstrates sustained strengths across key areas of quality. We 

have maintained strong clinical outcomes, including stable mortality performance, high compliance 

with safety standards such as venous thromboembolism risk assessment, and consistently strong 

response times to deteriorating patients. At the same time, we have continued to nurture a culture of 

openness and learning, reflected in increased incident reporting alongside a reduction in harm, 

supporting our ambition to be a just and learning organisation.  

We have also made significant progress in delivering improvements in urgent and emergency care. 

Ambulance handover times have improved considerably, reducing delays for patients and 

supporting system flow, while targeted work within our Acute Assessment Unit and same-day 

emergency care pathways is beginning to deliver positive impact. 

Patient experience continues to be a priority, and we are encouraged by the high levels of 

satisfaction reported through the Friends and Family Test and national surveys, particularly in 

relation to dignity, compassion and the quality of care provided by our teams. However, we 

recognise that there is more to do to improve aspects of the patient environment and the experience 

for those facing long waits, particularly within our Emergency Department.  

This year has also seen important progress in embedding national patient safety initiatives, 

including Martha’s Rule, and in strengthening our approach to early recognition and management of 

deterioration. Alongside this, our research and innovation activity has continued to flourish, with the 

Trust recognised as a leading organisation regionally for the delivery of clinical research, reflecting 

our commitment to advancing evidence-based care and improving outcomes for our population.  

While we are proud of these achievements, this report is clear about the challenges we face. 

Workforce pressures and the findings from the staff survey remind us that we must do more to 

support our colleagues, strengthen leadership at every level, and improve staff experience and 

engagement. We are also focused on reducing variation in key clinical pathways, improving data 

quality and digital capability, and addressing areas such as infection prevention where further 

improvement is required. 

Looking ahead to 2026/27, our priorities are clear. We will continue to strengthen the care of the 

acutely ill patient, with a particular focus on sepsis, deterioration and personalised care planning. 
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We will further improve urgent and emergency care pathways to reduce long waits and enhance 

patient flow. We will develop high-quality, coordinated end-of-life care, ensuring people receive care 

in the right place, at the right time, with dignity. 

Equally important will be our focus on our people. We will invest in leadership, wellbeing and culture 

to ensure that Airedale is a place where colleagues feel valued, supported and confident to speak 

up. Alongside this, we will continue our digital transformation, including preparation for the 

introduction of our electronic patient record, enabling more reliable data, improved clinical decision-

making and better outcomes for patients. 

Our role as an integrated acute and community provider, and as an anchor institution within our 

communities, remains central to our strategy. Through partnership working across Bradford District 

and Craven and the wider West Yorkshire system, we will continue to support the shift towards 

prevention, community-based care and digital innovation, in line with national direction. 

In closing, I would like to thank all our colleagues, patients, partners and communities for their 

continued support. This report reflects the progress we have made together and our shared 

commitment to continuous improvement. We remain focused on delivering our ambition of Thriving 

People and Healthy Communities, and on ensuring that the services we provide are safe, 

effective and centred on the needs of those we serve. 

 

1.1 Signed Declaration 

 

It is important that our Quality Report is accurate and presents an honest picture of our care. We seek 

to foster an open and transparent culture so we can understand where improvements are needed. As 

Chief Executive of Airedale NHS Foundation Trust, I can confirm that the information used and 

published in the Quality Report is, to the best of my knowledge, accurate and complete.  

 
 
 
 
 
Foluke Ajayi Chief Executive    
Airedale NHS Foundation Trust 
Date: 20 April 2026 
 
 
 
 
1.2 Statement of Directors’ responsibilities in respect of the Quality Report 

 

The Directors are required under the Health Act 2009 and the National Health Service (Quality 
Accounts) Regulations to prepare Quality Accounts for each financial year.  
 
NHS England has issued guidance to NHS foundation trust boards on the form and content of annual 
quality reports (which incorporate the above legal requirements) and on the arrangements that NHS 
foundation trust boards should put in place to support the data quality for the preparation of the quality 
report.  
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In preparing the Quality Report, directors are required to take steps to satisfy themselves that:  
 

• the content of the Quality Report meets the requirements set out in the NHS foundation trust 
annual reporting manual 2023/24 and supporting guidance Detailed requirements for Quality 
Reports 2020/21 

• the Quality Report presents a balanced picture of the NHS foundation trust’s performance over 
the period covered  

• the performance information reported in the Quality Report is reliable and accurate  

• there are proper internal controls over the collection and reporting of the measures of 
performance included in the Quality Report, and these controls are subject to review to confirm 
that they are working effectively in practice  

• the data underpinning the measures of performance reported in the Quality Report is robust 
and reliable, conforms to specified data quality standards and prescribed definitions, is subject 
to appropriate scrutiny and review 

• the Quality Report has been prepared in accordance with NHS England’s annual reporting 
manual and supporting guidance (which incorporates the Quality Accounts regulations) as 
well as the standards to support data quality for the preparation of the Quality Report.  

• board minutes and papers for the period April 2025 to (the date of this statement) 

• papers relating to quality reported to the board over the period April 2025 to (the date of this 
statement) 

• feedback from commissioners  

• the trust’s complaints report published under regulation 18 of the Local Authority Social 
Services and NHS Complaints Regulations 2009 

• the 2025 national patient survey 

• the 2025 national staff survey  

• the latest CQC report  
 

The directors confirm to the best of their knowledge and belief they have complied with the above 
requirements in preparing the Quality Report. By order of the Board. 
 

    
………………………………………  ……………………………………. 
Foluke Ajayi Chief Executive Sarah Jones Chair   

Airedale NHS Foundation Trust Airedale NHS Foundation Trust 

Date:  22nd June 2026  Date:  22nd June 2026 

 

 

 

  

   

1.3 What is a Quality Account 
 

All providers of NHS services in England have a statutory duty to produce an annual report to the 
public about the quality of services they deliver. This is called the Quality Account and includes the 
requirements of the appropriate regulations. 
 
The Quality Account aims to increase public accountability and drive quality improvement within NHS 
organisations. This is done by getting organisations to review their performance over the previous 
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year, identify areas for improvement and publish that information, along with a commitment to you 
about how those improvements will be made and monitored over the next year.  
 
Quality consists of three areas which are essential to the delivery of high-quality services:  
 
• How safe is the care (patient safety)  
• How well the care provided works (clinical effectiveness)  
• How patients experience the care they receive (patient experience) 
 
1.4 Scope and Structure of the Quality Account 
 
This report summarises our progress on the quality priorities we set for 2025/26. Our focus remains 
to provide safe, effective and a positive experience of care.  
 
This report is divided into three parts: 
 

• Part 1 presents a statement from the Chief Executive about the quality of health services 
provided during 2024/25.  
 

• Part 2 describes our progress in 2025/26 and how we plan to monitor and report progress and 
our priorities for improvement for 2026/27. It contains statements of assurance relating to the 
quality of services. This includes statements on the National Clinical Audits programme which 
NHS England advises Trusts to prioritise for participation and inclusion in their Quality 
Accounts for 2025/26 and, a description of our research work. 
 

• Part 3 includes performance against national priorities and our local indicators. 
 

• Part 4 the annex section includes comments from our external stakeholders. 
 
The direct alignment of the Quality Account with, Our Vision and Strategy- Airedale NHS Foundation 
Trust, Annual Report, and Quality and Safety Strategy 2020-2025 ensures a cohesive approach that 
actively supports the organisation in fulfilling its strategic objectives. 
 
 
The table below identifies how the Quality Priorities 2025/26 directly align to the Quality and Safety 
Strategy 2020-2025 
 

Quality Priority Quality and Safety Strategy 

Sepsis Clinical effectiveness 

• Stabilise and scale the interim audit approach (pre-EPR) 

• Improve screening completion and documentation reliability 

• Embed into routine governance and reporting 

• Prepare for EPR transition 
 

Improving experience for 
patients who have long 
waits in ED 

Patient Safety 
Patient Experience 

• Reduce the number of patients experiencing very long waits in ED,  

• Improve the timeliness and reliability of key clinical processes for patients in 
ED  

• Strengthen comfort, privacy and dignity for people who must remain in ED 
for extended periods, including access to basic needs (food, drink, toileting) 
and proactive communication with patients and carers. 

https://www.airedale-trust.nhs.uk/about-us/our-vision-and-strategy/
https://www.airedale-trust.nhs.uk/about-us/our-vision-and-strategy/
https://www.airedale-trust.nhs.uk/about-us/corporate-information-and-publications/corporate-publications/
http://intranet.anhst.nhs.uk/search/pages/results.aspx?k=quality%20and%20safety%20strategy&s=All%20Sites
http://intranet.anhst.nhs.uk/search/pages/results.aspx?k=quality%20and%20safety%20strategy&s=All%20Sites
http://intranet.anhst.nhs.uk/search/pages/results.aspx?k=quality%20and%20safety%20strategy&s=All%20Sites
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• Improve patient flow across the system by reducing avoidable delays to 
admission, transfer and discharge. 

• Improve staff experience and capability to deliver safe care during periods of 
crowding, supported by clear escalation, staffing models and learning from 
incidents and feedback. 

•  

End of Life  Patient Safety 
Patient Experience  

• strengthen processes so that patients and carers can access timely, 
coordinated care at the end of life,  

• enabling people to die with dignity in their preferred place (home, hospice or 
hospital). 
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2 Part Two  
 

2.1 How quality initiatives are prioritised in the Trust 
 

This Quality Report identifies the progress made against the quality and safety agendas in 2025/26 
and identifies the quality improvement priorities for 2026/27. Quality initiatives are chosen and 
prioritised based on quality, safety, and experience data to ensure we focus improvement activities 
on greatest need and that decisions are made based on robust data. 
 
2.2 Quality Performance 2025/26  
 

The quality priorities set out in the Quality and Safety Strategy in 2020 were divided into three key 
areas Patient Safety, Patient Experience and Clinical Effectiveness. 
 
The priorities listed below are monitored in sub committees to the board, the Divisional Performance 
review process and are also reported within the Integrated Performance Report which is presented 
to board. 
 
2.2.1 Priority 1 Clinical Effectiveness Care of the Acutely Ill Patient (CAIP) 
 

• Sepsis 

• Martha’s Rule 

• Hospital at Night 

• ReSPECT/ Resuscitation 
 

2.2.2 Priority 2 Patient Safety Urgent and Emergency Care 
 

• Reduce Emergency Department (ED) 12 hour wait times. 

• Improve Ambulance Handover Times 

• Reduction in Length of Stay on AAU 
 

2.2.3 Priority 3 Just and Learning Culture Patient Safety Culture and Speaking Up 
 

• Increased reporting of incidents with decrease in incidents causing harm at 3 or 
above. 

• Sustained reporting of incidents with decrease in number of incidents of incivility 

• Improved reporting of FTSU concerns with fewer anonymised reports. 

• Information on the Quality of Data 

• Improved staff satisfaction with increase in number of staff 
recommending trust as a place to work. 

 
 
2.3 Quality Account Priorities 2025/26  
 
2.3.1 Priority 1 Care of the Acutely Ill Patient (CAIP) 
 

The Quality report for CAIP describes progress to date and performance against the agreed key 

performance indicators (KPIs).  The CAIP programme focuses on early recognition and timely 

response to clinical deterioration, including sepsis management, response to deteriorating patients, 

the implementation of Martha’s Rule, Hospital at Night, and the ReSPECT process. 
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Priority areas for improvement (2025/26) 
 

• Sepsis: early recognition, reliable screening, and timely antibiotic administration. 

• Deteriorating patient: rapid response and specialist review for high-risk patients. 

• Martha’s Rule: embedding structured patient questioning and escalation routes for 
patients, families, and staff. 

• Hospital at Night: improving response to high-priority logged tasks and ensuring resilient 
out-of-hours systems. 

• ReSPECT/Resuscitation planning: timely completion of personalised emergency care 
plans. 

 
Performance highlights against key indicators 

 
Sepsis: recognition, screening, and timely treatment 
 
Over the last 12 months, the Trust has maintained a clear focus on improving the early recognition 
and timely treatment of sepsis, aligned to national expectations for screening and prompt 
administration of antibiotics. A key constraint remains the absence of a reliable automated approach 
for extracting sepsis performance metrics from current clinical systems; therefore, Trust-wide 
reporting has not been consistently available at the level required for routine assurance. In Quarter 4, 
the programme prioritised an interim approach based on standardised audit and sampling, designed 
to provide credible assurance prior to implementation of an electronic patient record (EPR) and to 
align with future automated reporting requirements. 
 
A small baseline audit sample across inpatient, paediatric, and maternity settings indicated the 
following: 
 

• Sepsis screening completed: 54.22%. 

• Sepsis confirmed/diagnosed and documented: 54.84%. 

• Antibiotics administered within 1 hour: 92.59%. 

• Antibiotics administered within 3 hours: 100%. 

 
These findings suggest that, where sepsis is recognised and acted upon, antibiotic timeliness is 
strong. The principal opportunity for improvement is earlier in the pathway, particularly completion of 
screening and consistent documentation of confirmed/diagnosed sepsis, which are essential for safe 
escalation, reliable case identification, and organisational assurance. As the results are drawn from a 
small manually collected sample, they are presented as an initial baseline rather than a definitive 
Trust-wide position. 
 
Hospital at Night: response to high priority logged tasks 
 
The KPI ambition is that 90% of patients are seen within one hour of a high-priority task being logged. 
During 2025/26, it has proved extremely difficult to extract reliable data from the current Hospital at 
Night (HAN) software, which is described as unsupported. In response, and in line with the direction 
of the Audit Yorkshire report, the programme has shifted focus from attempting to deliver automated 
reporting in the existing system to establishing a robust analogue approach that can transition into a 
digital solution at EPR go-live (planned for October). Work to identify and implement an appropriate 
interim system is ongoing; consequently, there is no specific Quarter 4 performance update available 
for this indicator. 

 
Deteriorating patient: Critical Care Outreach Team (CCOT) response for NEWS >5 
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The Critical Care Outreach Team (CCOT) provides specialist assessment and management support 
for deteriorating adult inpatients. Patients referred with a National Early Warning Score (NEWS) 
greater than 5 are considered at higher risk and require timely specialist review. 
 

 

 
Performance against the internal target (>90% seen within one hour) has been consistently high 
across the year, providing strong assurance against the Trust’s deterioration priorities and the 
National Patient Safety Improvement Programme (Managing Deterioration Safety. 
 
Workforce development remains a key enabling theme. The report highlights work to strengthen the 
deterioration training infrastructure, including increased AIMS faculty and study day capacity, 
continued delivery of the Deteriorating Patient Study Day, and exploration of additional Immediate 
Life Support (ILS) training for registered nurses to address potential training gaps. A priority for 2026 
is to reach 100% AIMS completion for Band 6 and Band 7 nurses by December 2026, with a planned 
trajectory of incremental improvement across the year. 
 
ReSPECT: completion of emergency care plans in advance of death 
 
The ReSPECT process supports personalised recommendations for clinical care and treatment in 
emergencies when patients may not be able to express their wishes, informed by conversations 
between patients, families, and clinicians. Timely completion of ReSPECT forms (at least 24 hours 
prior to death) is monitored as a quality indicator for proactive end-of-life planning and patient-
centred care.  
 

 
 
 
Performance varied across 2025/26, meeting the 90% target in Quarter 1 only: Q1 90%, Q2 85%, Q3 
81% and Q4 89%. Although there was improvement in Quarter 4, continued focus is required to 
achieve sustained compliance. 
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Martha’s Rule: Patient Wellness Question (PWQ) delivery and impact 
 
Considerable progress has been made in implementing Martha’s Rule, a national patient safety 
initiative intended to ensure that patient, family, and staff concerns are formally recognised and acted 
upon, even when physiological early warning scores do not indicate deterioration. Within adult 
inpatient areas, Martha’s Rule is supported through the Patient Wellness Questionnaire (PWQ), 
requiring structured daily questioning and appropriate action alongside clinical observations. PWQ 
completion has remained consistently above national expectations throughout 2025/26: Q1 97%, Q2 
97%, Q3 96% and Q4 98%, providing strong assurance on reliability of delivery. 
 
Over the period April 2025 to March 2026, the Trust recorded 54 Martha’s Rule calls linked to PWQ, 
with 13 resulting in a change of treatment plan. Reported themes for further strengthening include 
pain management, communication, clarity of clinical pathways, and continued reinforcement of family-
centred escalation. The patient and family escalation route is scheduled to go live at the end of April 
2026 and will be managed by the CCOT team; the Trust will also review and adapt implementation in 
maternity, neonatal services, and the emergency department when further national guidance is 
issued.  
 
Key constraints and areas of focus 
 

 Two principal constraints affecting assurance and improvement were identified:  
 

• limitations of current digital systems in enabling reliable, automated extraction of key 
metrics (notably for sepsis and Hospital at Night activity)  

• Variation in consistent completion and documentation at earlier stages of clinical 
pathways (for example, sepsis screening and diagnosis documentation, 
and ReSPECT completion in advance of death). Addressing these issues is central to 
strengthening Trust-wide oversight, reducing unwarranted variation, and supporting 
sustained improvement. 

 
Planned actions and next steps 
 

• Sepsis: stabilise and scale a standardised Trust-wide audit approach (including agreed 
sampling methodology), target improvement activity where screening/documentation 
completion is low and establish a routine governance and reporting route. Define 
the minimum dataset required for EPR sepsis reporting and agree ownership for 
configuration and validation of automated metrics. Sepsis to remain a Quality Priority for 
2026/27. 

• Hospital at Night: progress work to implement a robust interim (analogue) approach 
that can transition into a digital model at EPR go-live, ensuring the ability to monitor and 
assure response to high-priority tasks. 

• Deteriorating patient: maintain strong CCOT response performance and continue 
workforce development, including delivery of AIMS and Deteriorating Patient training; 
address identified training gaps for registered nurses through exploration of ILS 
provision. 

• ReSPECT: strengthen early identification and proactive conversations, provide targeted 
feedback and learning where completion is lowest, refresh training, and continue 
quarterly monitoring including review of cases where completion occurs within the last 24 
hours of life. 

• Martha’s Rule/PWQ: continue monitoring PWQ completion rates and escalation activity, 
reinforce staff awareness, support go-live of the patient/family escalation route, and 
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prepare to align maternity, neonatal and ED arrangements with forthcoming national 
guidance. 

 
Overall, the CAIP programme demonstrates sustained strengths in rapid response to high-risk 
deterioration (CCOT performance) and in reliable delivery of the Patient Wellness Question as part of 
Martha’s Rule. The key improvement priorities for the coming period are to strengthen earlier pathway 
reliability (including sepsis screening and documentation, and timely ReSPECT completion) and to 
improve the quality and availability of performance data through standardised audit processes and 
preparation for EPR-enabled reporting. 
 

2.3.2 Priority 2 Urgent and Emergency Care 
 

The UEC Improvement Plan outlined the actions required to enhance the performance and quality of 

urgent and emergency care services. The plan is structured around three core, measurable quality 

priorities, supporting NHS England’s recovery and transformation objectives. These priorities are 

aligned to national guidance, CQC standards, and the needs of our local population. The performance 

against these priorities is detailed below. This performance will continue to be monitored within the 

Division. 

Improve Ambulance Handover Times. 
 
Target: Reduce ambulance handovers >45 minutes by 75% by Quarter 3. 
 

  
Chart 2 
 
Summary 
Recent data (Chart 2) demonstrates a significant improvement in both the consistency and average 
times for ambulance handovers. Since the introduction of Transfer of Care (ToC)/Wait 45 (W45), the 
average handover time has reduced to 20 minutes. The process has exhibited a sustained positive 
trend, with special cause variation indicating ongoing progress. However, during the winter months, 
increased patient acuity, higher attendances, and crowding in the Emergency Department (ED) have 
led to upward pressure on handover times, making safe and timely patient offloads more challenging 
at peak times. As a result of these improvements, the use of HALO (Hospital Ambulance Liaison 
Officer, provided by YAS) is no longer necessary due to the elimination of ambulance stacking 
or cohorting, in line with ToC /W45 procedures. 
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Continued Actions and Next Steps 
 

• Continue to monitor handover data to ensure that the improvements in consistency and 
average times are sustained, particularly during periods of high demand. 

• Maintain operational practices established under ToC W45, including prompt offloading 
and patient flow management, to prevent the need for ambulance stacking or cohorting. 

• Address winter pressures proactively by reviewing resource allocation and ED processes 
to mitigate the impact of increased attendances and acuity on handover times.  

• Regularly assess the need for external support, such as HALO, but aim 
to maintain current standards so that additional interventions remain unnecessary.  

  
In 2026/27, the anticipated introduction of Transfer of Care/Wait 30 is expected to further reduce 
handover times and enhance patient flow.  
 
The delivery of the Medical Same Day Assessment Unit (MSAU) in 2026/27 will allow ambulances to 
have direct access to Same Day Emergency Care (SDEC) and the Acute Assessment Unit (AAU), 
streamlining the process for ambulance arrivals and supporting continued improvements in handover 
efficiency.  

  
Reduction in length of stay on AAU.  
  
Target: To reduce the length of stay (LOS) on AAU from admission to request to transfer/discharge.  
  
Summary  

  
Summary  
 
Datasets/metrics are being developed (fixing BI/reporting issues). LoS peaked in January then 
reduced in Feb–Mar (seasonal pattern). Improvement expected via internal referral standards, plus 
future work (MSAU/Frailty SDEC optimisation, AAU senior decision maker, nurse-led 
discharge, ongoing patient flow initiatives to improve LOS).  
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Continued Actions and Next Steps 
 

• Continue to resolve reporting errors and finalise LoS metrics to ensure accurate measurement 

and tracking.  

• Monitor seasonal trends and adapt operational strategies to maintain improvements in LoS.  

• Reinforce compliance with internal referral standards to expedite clinical decisions and patient 

flow.  

• Optimisation of the Medical Same Day Assessment Unit (MSAU) and Frailty SDEC in 2026/27 

is expected to further decrease LoS on AAU.  

• The business case for a senior decision maker in AAU was approved for delivery in 2026/27, 

which will expand medical capacity and improve review times.  

• Initiatives such as nurse-led discharge and Kingsgate project work are projected to deliver 

further improvements and reductions in LoS for AAU patients.  

  
Improved positive Friends and Family test recommendation to above 95% by Quarter 4.  
 
In Quarter 4, the Acute Assessment Unit (AAU) aimed for a 95% positive Friends and Family Test 
(FFT) recommendation rate but achieved scores of 91.25% in January, 90.67% in February, and 
84.48% in March. The nine-month average stands at 90.24%, indicating consistently high patient 
satisfaction, though still below the targeted benchmark.  
 

 
 
The unit underwent leadership changes in Quarter 3, splitting the 43 beds into two distinct sections 
(AAU A and AAU B) with separate teams and clear accountability, overseen by senior nurse leaders. 
Additionally, PALS contacts regarding concerns dropped from 16 in Quarter 3 to 13 in Quarter 4, 
reflecting a positive trend in patient experience and responsiveness.  
 
This approach ensures continued focus on service development, patient feedback, and operational 
efficiency to reach the 95% FFT recommendation target and sustain high levels of satisfaction.  
 
2.3.3 Priority 3 Patient Safety Culture and Speaking Up 
 

As part of the Patient Safety Culture and Speaking Up priority, 4 KPIs were identified. 

• Increased reporting of incidents with decrease in incidents causing harm at 3 or above 

• Sustained reporting of incidents with decrease in number of incidents of incivility 
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• Improved reporting of FTSU concerns with fewer anonymised reports 

• Improved staff satisfaction with increase in number of staff recommending the trust as a place 

to work 

For KPIs 1 and 2, a number of actions were taken including daily reporting to senior team for oversight 
and monitoring, weekly reports to divisional teams to highlight AEFs which have not been actioned, 
weekly Quality Review Group meeting monitoring numbers and content of AEFs, positive feedback 
for high reporting culture, support for transparency and openness to reduce risk of blame or 
weaponizing reporting system, regular encouragement of high levels of reporting, including at 
induction to support learning and strengthen patient safety. 
 

  
 

Whilst the number of reported incidents peaked in Q3, the overall number of incidents reported have 

remained higher throughout the year. The number of incidents causing harm at level 3 have declined 

and represent 0.7% of all reported incidents. Harms at level 4 have reduced from Q2 and represent 

0.1% of all reported incidents, whilst catastrophic harm was identified in 3 incidents across the year, 

representing 0.02% of the total number of incidents n=11298.  

The number of incidents and level of harm are monitored daily and reviewed at weekly Quality Review 

Group, with areas for concern flagged at the weekly Executive Safety Huddle for action and learning. 

KPI 2 monitors the sustained increase in reporting of incidents with a reduction in incidents of incivility. 

A number of actions have been undertaken including a refresh of ‘Civility saves lives’ campaign, 

monthly training in human factors and civility, and a launch of compassionate conversations to support 

staff to communicate in a professional manner thus reducing incivility.  

It is evident that the overall number of incidents reported have increased steadily over the year with 

an overall submission of 11.298 incidents. Of these the number of incidents of incivility have remained 

at a mean average of 5 incidents per month from a range of 3-8. Peak number of incidents of incivility 

were recorded in July, September and January with each month recording 8 incidents representing 

0.8-0.7% of incidents. Whilst the graph demonstrates an overall downward trend, this priority remains 

significant and action will continue with reporting via People Committee.  
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For KPI 3, a baseline of all concerns raised during 2024/25 was established which indicated that 11% 
of cases had been raised anonymously. Data for this year has highlighted that levels of reporting have 
steadily increased, the percentage of cases reported anonymously has also increased to 39%.     
 
Over the last 6 months, FTSU Guardians undertook outreach work across teams to promote the 
service and to highlight the ways in which people can raise concerns. This is likely to be a driver for 
the increase in concerns raised, however, future focus is required to understand the reasons for why 
concerns continue to be raised anonymously. Triangulation with 2025 staff survey data indicates an 
opportunity for further work includes a review of how feedback is given to those raising concerns to 
improve levels of confidence that actions will be taken when concerns are raised. This is particularly 
important in the context of concerns being raised anonymously where feedback is harder to provider 
directly to those who raise concerns.  
 
A number of actions were undertaken to support staff to raise concerns including effective 
management of incivility and a review of ‘Zero Tolerance’ policy and procedures to incorporate staff-
on-staff incidents, to support both reporting and management of incivility and poor behaviours. 
 
This KPI will continue to be a focus as part of the FTSU strategy and approach overseen by the 
People Committee and Trust Board.  

 
In March 2026, the annual staff survey from 2025 was published based on a response rate of 41%, 
compared to 44% in 2024. The Trust saw areas of decline across people promise elements and 
themes of staff engagement and morale. Where the Trust has focused work during 2025 around 
flexible working and line manager skills, results in these areas of the people promise remains stable.    
 
In relation to KPI 4, the number of staff recommending the trust as a place to work also reduced by 
approximately 11.5%, with 50% of colleagues recommending the Trust as a place to work. It is 
important to consider the current operating context, where the Trust is managing several key 
transformational programmes and a challenging financial context. The importance of supporting 
colleagues and considered ways to improve overall people experience are important to improve the 
number of colleagues who recommend the Trust as a place to work.   
 
An in-depth review of the staff survey data has been undertaken to inform key strategic areas of focus 
for improvement, these include: 
 

• Importance of line management – development and recognition 

• Wellbeing  

• Raising Concerns 
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An action plan has been developed focused around these key areas, with oversight through the 
People Committee. In addition, the following engagement action are being undertaken: 
 

• Trust-wide themed communications, ‘you said - we respond’   

• Line Manager Landing Pack to promote team-based discussions 

• Development workshop held with Trust Board and Senior Leadership Teams   

• Divisional Teams to review results to agree next steps and commitments  

• Staff Survey interactive session for line managers 

• Sharing good practise and learning for areas with strong performance 

 
A key area of focus has been identified, linked to deteriorating staff survey results in relation to 
colleague advocacy. It is recognised that staff survey results are influenced by many different factors, 
and it is important to understand any relevant drivers as part of engagement work. This will be a key 
area of focus for the People Committee who oversee the strategic priorities identified for the staff 
survey.  
 

2.4 Quality Improvement Priorities for 2025/26 
 
Following consultation with our stakeholders, we would like to highlight the following as our quality 
account improvement priorities for 2025/26. 
 
2.4.1 Sepsis 
 
The CAIP priority aims to reduce deterioration associated harm by improving the prevention, 
identification, escalation, and response (PIER) to physical deterioration via safe and reliable pathways 
of care and improved co-ordination across systems. The key workstreams identified are detailed 
below:  
 
NICE (2024) guidance states that patients of any age with a suspected infection should be assessed 
to identify: 
 

• Possible source of infection 

• Risk factors for sepsis 

• Indicators of clinical concern 
 
For any patient that have been screened using a structured assessment tool where all the factors 
above have been confirmed intravenous antibiotic treatment should be given within one hour of 
diagnosis of severe sepsis or three hours for a diagnosis of uncomplicated sepsis. 
 
Sepsis will remain one of the Quality Priorities for 2026/27 and will focus attention on the quality 
improvements identified below: 
 
 

Stabilise and scale the interim audit approach (pre-

EPR) 

 

• Implement a standardised Trust-wide sepsis 

audit proforma (single definition set and 

consistent fields) for inpatient, ED, 

paediatrics and maternity to reduce 

variation and improve comparability.  

• Move from “one-off” sampling to a 

repeatable sampling method (e.g., agreed 
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number of cases per area per month) to 

produce a rolling baseline and detect 

trends.  

• Use findings to target rapid-cycle 

improvement in areas with lower 

screening/documentation completion and 

share learning across wards/services. 

 

Improve screening completion and documentation 

reliability 

 

• Reinforce expectations that screening 

completion and sepsis diagnosis 

documentation must be clearly recorded 

(not implied) to support safe escalation and 

measurement. 

 

Embed into routine governance and reporting 
 

• Establish a monthly reporting route and 

relevant governance forums to ensure 

sepsis is visible and tracked as part of 

routine assurance. 

 

Prepare for EPR transition (design for 

automation now) 
 

• Define the minimum dataset that EPR 

must capture (screening 

triggered/completed, diagnosis 

confirmed/documented, antibiotic timing 

1hr/3hr) so that the interim approach maps 

cleanly to digital reporting on go-live.  

• Agree ownership (clinical + digital + 

governance) for configuring and validating 

the EPR sepsis reporting outputs, ensuring 

the Trust can move from sample-based 

assurance to routine automated metrics.  

 
2.4.2 End of Life Care 
 
This developing quality priority will be delivered through five agreed workstreams, supported by clear 

governance and programme management arrangements. A delivery group, led by a medical a Matron, 

will oversee progress across the workstreams, with a Divisional oversight group (chaired by the 

Divisional Director of Nursing) providing assurance and strategic direction. Terms of Reference, 

agendas and action logs have been developed to support a consistent approach from the outset, with 

monthly meetings to track actions, risks and outcomes.  

The overarching focus is to strengthen processes so that patients and carers can access timely, 

coordinated care at the end of life, enabling people to die with dignity in their preferred place (home, 

hospice or hospital). This will include making best use of available resources to develop clear and 

responsive pathways, supported by digital innovation and a workforce with the right advanced skills. 

The first workstream priority identified is improving the timeliness of out-of-hours death verification, 

with the remaining priorities to be confirmed at the initial workstream meetings. 
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Clear, measurable KPIs will be determined and monitored through quarterly reports to CGQPS 

Monthly meetings will be held to agree the remaining four workstream priorities and to monitor 

delivery. 

 

2.4.3 Improving care for patients who experience long waits in the Emergency Department 
 
Improving the experience and safety of people who wait in the Emergency Department (ED) will 

remain a priority for 2026/27 and will be managed through the existing Urgent and Emergency Care 

Improvement Plan, with the aim of reducing prolonged waits, ensuring timely assessment and 

treatment, and strengthening care for patients who remain in ED while awaiting admission or onward 

transfer. 

Key objectives 

• Reduce the number of patients experiencing very long waits in ED, with a particular focus on 
those waiting for admission to an inpatient bed. 

• Improve the timeliness and reliability of key clinical processes for patients in ED (initial 
assessment, observations, sepsis recognition, analgesia, frailty and safeguarding 
assessment, and escalation). 

• Strengthen comfort, privacy and dignity for people who must remain in ED for extended 
periods, including access to basic needs (food, drink, toileting) and proactive communication 
with patients and carers. 

• Improve patient flow across the system by reducing avoidable delays to admission, transfer 
and discharge. 

• Improve staff experience and capability to deliver safe care during periods of crowding, 
supported by clear escalation, staffing models and learning from incidents and feedback. 

 
2.5 Participation in clinical audit and national confidential enquiries 
 
Airedale NHS Hospitals Foundation Trust (AFT) participated in 43 of 46 eligible quality accounts 

national audits of which 4 were confidential enquiries in the 2025/26 period. Trust non-participation 

was largely due to staff pressures.  

 A breakdown of audits and confidential enquiries for which data were submitted including non-

participations are listed in Table 1.  

In the same period a total of 161 Trust priority and local specialty audits were supported by the clinical 

audit and effectiveness team. 

The following are highlights from some national and local audits: 
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Audit / Service Aims Successes Key Concerns Actions Required 
Sentinel Stroke 

National Audit 

Programme 

(SSNAP) 

 

To improve the 

quality of stroke 

care by 

measuring stroke 

services against 

evidence-based 

standards 

All but 2 KPIs of 

the Standard by 

Discharge 

domain 

performed very 

well. The highest 

score in the 

domain being a 

D, a significant 

improvement 

from the previous 

year.  

MDT Assessment 

remains the 

highest scoring 

domain from the 

previous year 

with a C 

 

Lack of a Fast Team at both 

sites. 

Inadequate staffing. 

Increasing bed pressures 

across both sites. 

 

Need for more investment 

in staffing levels. 

Reintroduction of an Early 

Supported Discharge 

(ESD) service at BRI to 

aid the pressures on 

beds. 

 

Cardiology In-

Reach Service - 

Evaluation of 

Service Efficacy  

 

To evaluate the 

efficacy of the 

newly established 

Cardiology In-

reach Service.  

To establish 

areas of strength 

and weakness for 

service revision 

such as:  

 

Benefits to patient 

care  

Reduction in the 

hospital stay  

Early 

implementation of 

cardiologist 

specialist care  

Reduction in non-

cardio patients’ 

admission into 

cardio service  

Early decision to 

refer to LGI. 

 

Cardiology in 

reach service 

was vital and 

important in AAU. 

 

Patient care 

improved 

remarkably by 

the in-reach 

service provision 

by all yardsticks 

of measurement 

considered in the 

audit. 

 

Majority of the 

referrals were 

right and needed 

cardiology input. 

 

None identified Standards met; no action 

required 
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Evaluation of 

Consent 4 in 

Patients 

Undergoing NOF 

Fracture 

Operation 

 

To evaluate 

documentation of 

Consent 4 in the 

patient who does 

not have capacity.  

To evaluate 

whether all 

sections of the 

consent 4 form 

are filled properly. 

If indicated 

NOK/LPO/family 

discussion 

documented. 

 

Higher proportion 

of proper 

documentation 

noticed in section 

related to patient 

wishes and 

reporting of 

Lasting power of 

attorney / court 

appointed 

directive. 

 

Partial compliance in the 

Capacity to Consent 

Summary and Regain 

Capacity section suggests 

an inconsistency in 

documenting capacity 

reassessment. Additionally, 

documentation regarding 

discussions with relatives 

remains incomplete. 

 

Weak compliance in Detailed 

documentation of the 

procedure and mental 

capacity assessment, 

documentation of benefits vs 

risks, outcome and summary 

and IMCA sections indicates 

significant gaps in recording 

and requires focused 

improvement. 

 

 

Display laminated consent 

form guide in wards and 

theatres. 

Provide feedback to staff 

on audit results. 

Re-audit to reassess the 

efficiency of 

documentation. 
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Table 1: National clinical audits undertaken by Airedale NHS Foundation Trust  

Ref Audit Title Eligible Participated 
Per cent 
/Number of 
cases  

1 Society for Acute Medicine's Benchmarking Audit (SAMBA) ✓ ✓  
2 National Cardiac Audit Programme: Heart Failure Audit (NCAP) ✓ x 100% 
3 National Cardiac Audit Programme: Myocardial Ischaemia/MINAP ✓ ✓ 100% 
4 National Cardiac Audit Programme: Cardiac Rhythm Management  ✓ ✓ - 
5 National Diabetes Audit - Adult Core  ✓ ✓ 100% 
6 National Diabetes Audit - Adult Footcare ✓ ✓ 100% 
7 National Diabetes Audit - Adult Inpatient Care ✓ ✓ 100% 
8 National Diabetes Audit - Adults Pregnancy in Diabetes ✓ ✓ 100% 
9 Care of Older People (COP)  ✓ ✓ 100% 
10 National Major Trauma Registry Network ✓ ✓ 100% 
11 National Respiratory Audit Programme COPD Secondary Care ✓ x - 
12 National Respiratory Audit Programme Asthma Secondary Care  ✓ x - 
13 National Lung Cancer Audit (NLCA)  ✓ ✓ 100% 
14 National Early Inflammatory Arthritis Audit (NEIAA)  ✓ ✓ 100% 
15 Sentinel Stroke National Audit Programme (SSNAP) ✓ ✓ 100% 

16 
National Cancer Audit Collaborating Centre (NATCAN), Evaluating the Management 
Pathway for Suspected Testicular Cancer Referrals (EMPAST) 

✓ ✓ 100% 

17 
British audit of the investigatiOn and referral of woMen with rEcurrent  uRinary trAct 
infectioN using recent Guidance (BOOMERANG) 

✓ ✓ 100% 

18 National Oesophageal Cancer Programme (NOGCA) ✓ ✓ 100% 
19 National Prostrate Cancer ✓ ✓ 100% 
20 National Emergency Laparotomy Audit (NoLap)) ✓ ✓ - 
21 National Emergency Laparotomy Audit (Lap) ✓ ✓ - 
22 Breast Cancer, Primary People (NAoPri) ✓ ✓ 100% 
23 Case Mix Programme (CMP) ✓ ✓ 100% 
24 National Ophthalmology Audit (NOD) ✓ ✓ 100% 
25 Elective Surgery - National PROMS Programme - Hip Replacement   ✓ ✓ 100% 
26 Elective Surgery - National PROMS Programme - Knee Replacements ✓ ✓ 100% 
27 Falls and Fragility Fractures Audit Programme (FFFAP) - Hip Fracture Database ✓ ✓ 100% 

28 Falls and Fragility Fractures Audit Programme (FFFAP) - Fracture Liaison Database ✓ ✓ 
                   
100% 

29 National Joint Registry (NJR)  ✓ ✓ 100% 
30 National Bowel Cancer Audit (NBOCAP) ✓ ✓ 100% 
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Ref Audit Title Eligible Participated 
Per cent 
/Number of 
cases  

31 Falls and Fragility Fractures Audit Programme (FFFAP) - Inpatient Falls ✓ ✓ 100% 
32 National Cardiac Arrest Audit (NCCA) ✓ ✓ 100% 
33 Learning Disabilities Mortality Review Programme (LeDer) ✓ ✓ 100% 
34 Serious Hazards of Transfusion Scheme (SHOT) ✓ ✓ 100% 
35 National Comparative Audit of Blood Transfusion ✓ ✓ 100% 
36 National Maternity and Perinatal Audit (NMPA) ✓ ✓ 100% 
37 Maternal and Newborn Infant Clinical Outcome Review Programme (MBRRACE-UK) ✓ ✓ 100% 
38 National Audit of Seizures and Epilepsy in Children and Young People (Epilepsy 12) ✓ ✓ 100% 
39 National Neonatal Audit Programme - Neonatal and Special Care (NNAP) ✓ ✓ 100% 
40 National Paediatric Diabetes Audit (NPDA) ✓ ✓ 100% 
41 National Audit of Care at the End of Life (NACEL) ✓ ✓ 80 Cases  
42 Breast and Cosmetic Implant Registry ✓ ✓ 100% 
     
     
     
     
     

Table 1: National Confidential Enquiries (NCEPOD) undertaken by Airedale NHS Foundation Trust 

 
Ref 

Title Eligible Participation 
Per cent 
eligible/patient
s submitted 

43 Stabilisation of the Critically ill Child ✓ ✓ 100% 

44 Learning Disability ✓ ✓ 100% 

45 Pleural Procedures ✓ ✓ 100% 

46 Rib Fracture ✓ ✓ On going 

 
* Eligible but not selected for the audit 
** Could not submit data due to provider database/issues 
X Did not participate 
✓ Participated 
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2.5.1 Participation in Clinical Research 
 

Research is a core part of the NHS, focused on improving the current and future health of the 

population. The people who carry out research here are the same doctors and other health 

professionals who treat and care for our patients daily. Currently there are 115 senior clinical staff 

actively participating in ethically approved research across 13 differing clinical specialties. 

A clinical trial is a particular type of research that evaluates one treatment against another.  

Airedale research team recruited 1769 onto national ethically approved clinical trials and studies in 

2025/26. As a research active Trust during the previous year, we participated in 81 clinical research 

studies across a wide range of specialties, of which 76 were on the National Portfolio database of 

studies, of these portfolio studies 25 were in various stages of follow-up. During 2025/26 Airedale has 

achieved all the National Institute for Health Research high level objectives for performance in 

initiating and delivering research, exceeding the participant recruitment target by 393%, we are 

currently ranked #1 as the top site in the Yorkshire and Humber for site selected to date capacity 

confirmed (up to 60days) and also ranked #1 for site section to first patient recruited (max 90 

days)recruitment of first patient within 30 days of opening at trial. 

The Trust has been committed to expanding research into new specialties to improve the quality of 

care and outcomes for the population we serve. The primary motivation for conducting research within 

the Trust is for the advancement of knowledge and promotion of evidence-based practice within 

clinical care. We aim to offer every patient the opportunity to take part in a clinical trial or study. This 

is reflected in both the number of research studies undertaken during 2025/26, and the participants 

recruited onto clinical trials and studies. 

In the last three years, Airedale has been formally acknowledged as a contributor to studies reported 

in several publications due to our involvement in National Institute for Health Research portfolio 

studies. This demonstrates our commitment and desire to improve patient outcomes and experience 

across the NHS. In addition to this, a further 33 papers arising from academic and own account 

research have been published in peer reviewed journals since April 2025. 

Our engagement in clinical research demonstrates the commitment of Airedale NHS Foundation Trust 

to improving the quality of care offered to our patients, whilst contributing to wider health improvement, 

aiming to help the population we serve to live longer healthier lives. 

The following illustrates how research taking place locally has produced new evidence with the 

potential to affect understanding and change clinical practice. 

Spotlight on Early Detection: Best4 Screening 

There are over 9000 new cases of oesophageal cancer in the UK every year, making it the seventh 

most common cause of UK cancer deaths.  Early detection is key to identifying oesophageal cancer, 

which takes a long time to show clear symptoms. The Barrett’s oESophagus Trial 4 (BEST4) 

screening study aims to determine whether a capsule sponge test will become the basis for a new 

screening programme for oesophageal cancer. It will investigate whether the test can be used to 

screen people with heartburn for Barrett’s oesophagus, a condition that can lead to oesophageal 

cancer.    

People who regularly take medication for heartburn (the most common symptom for Barrett’s 

oesophagus) will be recruited to the trial.  Mobile screening vans will be rolled out across England to 

deliver the tests as part of the study. 

The capsule sponge is a small, coated pill attached to a thread. A patient swallows the pill and when 

it reaches the stomach the coating dissolves and the sponge inside it expands to the size of a fifty-
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pence coin. The sponge collects cells from the oesophagus as it is gently pulled out from the stomach. 

The cells are tested for two proteins. The 10-minute test can be performed by a nurse, making it a 

much faster, less invasive, and less expensive test than endoscopy.   

Long Lie:  Understanding the scale, impact and care trajectory for patients who have a long lie after 

a fall 

 When someone falls and cannot get up from the floor for over an hour this is called a long lie. In the 

over 65 age-group, 1 in 3 people will fall at least once a year and around 20% of these falls will result 

in a long lie. A long lie may lead to other problems, such as dehydration, pressure injuries (similar to 

a bed sore) and emotional distress. During times when demand for ambulances is high this can mean 

that people who fall may wait longer for help and that more people may have a longer lie. Health care 

staff currently advise not to give fluids or move people who have fallen because the treatment may 

include needing an operation or test where fasting is required. This advice also assumes an 

ambulance will arrive quickly and we know this cannot always happen. This may mean this advice 

could be harmful. 

This research has been designed to gain more information about patients who have a long lie. It will 

look at what care and treatment was given after a long lie and what changes in physical health, mental 

health and wellbeing and healthcare use are due to the long lie.  

 

2.5.2 Use of Commissioning for Quality and Innovation framework  
 
Commissioners are responsible for ensuring that adequate services are available for their local 
population by assessing needs and purchasing services. A proportion of a provider’s income is 
conditional on the achievement of quality and innovation as set out in the Commissioning for Quality 
and Innovation (CQUINS) payment framework.  
 
Use of CQUINS payment framework  
 
In preceding years, a proportion of Airedale NHS Foundation Trust’s income was conditional on 
achieving quality improvement and innovation goals agreed between Airedale NHS Foundation Trust, 
and any person or body they entered into a contract, agreement or arrangement with for the provision 
of NHS services, through the Commissioning for Quality and Innovation (CQUIN) payment framework 
(where applicable).   
 
NHS England confirmed its proposal to pause the nationally mandated CQUIN quality incentive 
scheme for all providers for 2025/26. Providers were not required to implement CQUIN requirements, 
carry out CQUIN audits or submit CQUIN performance data. 
 
2.5.3 Registration with the CQC  
 
Airedale NHS Foundation Trust is required to register with the Care Quality Commission, and its 
current registration status is without conditions. Airedale NHS Foundation Trust has no conditions on 
registration, and the Care Quality Commission has not taken enforcement action against Airedale 
NHS Foundation Trust during 2025/2026. 
 
The CQC implemented their Single Assessment Framework throughout England from February 2024 
following a series of pilots in the South of England. The new Framework is currently undergoing review 
by the CQC and will retain the 5 key questions of Safe, Effective, Caring, Responsive and Well-Led 
which set clear expectations for providers.  
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The Trust has actively taken part in events facilitated by CQC and maintains active communication 
via a programme of engagement meetings which take place on a quarterly basis. These alternative 
between virtual and onsite visits which include visiting clinical areas. 
 
 
2.5.4 Information on the Quality of Data  
 
Good data quality underpins the effective delivery of improvements to the quality of patient care.  

The Secondary Uses Service (SUS) is designed to provide anonymous patient-based data for 

purposes other than direct clinical care such as healthcare planning, commissioning, public health, 

clinical audit and governance, benchmarking, performance improvement, medical research, and 

national policy development. 

NHS Number and General Medical Practice Code Validity  

Airedale NHS Foundation Trust submitted records during 2025/26 in the Hospital Episode 

Statistics which are included in the latest published data. The percentage of records in the 

published data – which included the patient’s valid NHS number, was:  

99.9% for admitted patient care. 

100% for outpatient care; and  

99.8% for accident and emergency care. 

– which included the patient’s valid General Practitioner Registration Code was:  

100% for admitted patient care. 

100% for outpatient care; and 

100% for accident and emergency care.1 

Information Governance Assessment Report 

Information governance (IG) ensures necessary safeguards for the appropriate use of patient and 

personal information. The Cyber Assessment Framework (CAF) aligned Data Security and 

Protection Toolkit (DSPT) allows NHS organisations and partners to assess themselves against 

national Cyber and IG policies and standards. It forms part of a framework for assuring that 

organisations are implementing the National Data Guardian security standards, CAF and meeting 

statutory obligations on both data protection and data security. 

The 2024/25 assessment took place on 30 June 2025 and was compliant equating to a position of 

Standards Met against all mandated Objectives underlying Outcomes.  

The assessment deadline for submission for all NHS Trusts is 30th June 2026 therefore the DSPT 

2025/26 Assessment is still underway with completion and final submission not yet due. An annual 

internal audit review began 30th March 2026 and is expected to complete week commencing 27th 

April on the Trust’s interim position. Progress against the CAF-DSPT is being closely monitored 

and activities progressed at pace. 

 

 

 
1 NHS Digital Data Quality Maturity Index – November 2024 [published February 2025]  

Data Quality Maturity Index (DQMI) methodology - NHS England Digital 

https://digital.nhs.uk/data-and-information/data-tools-and-services/data-services/data-quality/data-quality-maturity-index-methodology


 

30 
 

Clinical Coding error rate 

Airedale NHS Foundation Trust was not subject to the Payment by Results clinical coding audit 

during 2025/26 by the Audit Commission. 2 

However, the Trust will be subject to an approved external clinical coding audit for this period 

(taking place later this year) as part of Data Security and Protection Toolkit (DSPT) national 

requirements.  The error rate reported in April 2026 for diagnoses and treatment clinical coding up 

to the end of February 2026 is as follows: 

▪ Primary Diagnosis: 5.5% (DSPT – mandatory required level <10%) 
▪ Secondary Diagnosis: 8.4% (DSPT – mandatory required level <2%) 
▪ Primary Procedure: 6.2% (DSPT – mandatory required level <1%) 
▪ Secondary Procedure: 7.1% (DSPT – mandatory required level <2%) 

 
Note that the figures above are based on validation completed prior to audit later in the year. 

Airedale NHS Foundation Trust will be taking the following actions to improve data quality following 

completion of the audit report: 

All mandatory standards were met; the following audit recommendations will be reviewed in coming 

months. 

▪ Update the local policy for the Clinical Coding Department. 
▪ Undertake training to visit Clinical Coding errors found in the report.   

2.5.5 Learning from Deaths  
 
The Trust has acted on guidance published by NHS England in relation to the Learning  
from Deaths Framework, monitoring and learning from mortality is published each quarter. 

During 2025/26 605 of Airedale NHS Foundation Trust inpatients died. This comprised the 
following number of deaths which occurred in each quarter of that reporting period: 

Quarter Number of 
Deaths 

Structured Judgement Reviews % Deaths Judged Avoidable 

Q1 152 20 0% 

Q2 114 46 0% 

Q3 173 28 3% 

Q4 166 22 0% 

Total 605 119 3/119 (3%) 

 

By 31/03/2025, 119 structured judgement reviews and 4 patient safety incident investigations were 

completed in relation to the deaths above. 

Any instances where learning can be gained, alongside the delivery of outstanding care  

are reviewed by the Mortality Review Group and communicated to the Speciality  

Governance Group to enhance care quality.  

 
2 NHS Improvement comment: References to the Audit Commission are now out of date because it has closed.  From 2014 responsibility 

for coding and costing assurance transferred to Monitor and then NHS Improvement.  From 2016/17 this programme has applied a new 
methodology and there is no longer a standalone ‘coding audit’ with errors rates as envisaged by this line in the regulations. 
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2.5.6 Duty of Candour  
  
The Duty of Candour regulation requires the Trust to be open and transparent with patients and 
apologise when things go wrong. There are regulatory and professional requirements in relation to 
notifiable safety incidents for healthcare providers and registered practitioners in line with the duty. 
This is detailed in the Trust’s Duty of Candour and Being Open Policy. A flow chart within the policy 
enables easy access to information for staff to guide them on which incidents required Duty of 
Candour to be undertaken.  
 
Training on the Duty of Candour is available for all staff and is included in the patient safety element 
of face-to-face staff induction.  
 
The Trust incident reporting system provides evidence of compliance with the Duty of Candour 
Regulation where it applies. The governance leads for the Divisions, and the patient safety team have 
oversight of incidents where Duty of Candour applies and are available for advice. An annual audit of 
compliance with the Duty of Candour is in place.  
 
2.5.7 Staff who speak up   
 
Freedom to Speak Up (FTSU) is core to the delivery of the People Strategy, supporting the 
development of our culture at Airedale and reinforcing the Right Care values and behaviours. FTSU 
processes are in place to support patient safety and improve staff experience. 
  
 

 
 
Metric 

 
2025-26 (Q1 
& Q2) 

 
 
Comparison/Trend 

 
 
To Note 

Total concerns raised 43 Significant increase vs previous 
years 

Upward trend confirmed 
in Q3 & Q4 provisional 
data 

Bullying/inappropriate 
behaviour cases 

40% of 
cases 

Increased from 30% (same 
period last year), below 2023 
level (54%) 

Main reason for 
contacting guardian 

Anonymous reporting 19% Up from 6% (first half of 2024), 
above national average (11.6%) 

May indicate confidence 
issues in speaking up 
arrangements 

Detriment following 
speaking up reported 

1 case Low number Positive sign—little 
negative treatment for 
speaking up 

Leadership concerns Highlighted Not quantified Area of concern 

 

A FTSU action plan is in place to support the work to improve the FTSU culture at the trust. 
Notwithstanding the positive impact of the new Deputy Guardian position, the development side of 
the role has continued to be a challenge because of an increase in volume and complexity of cases. 
The Trust has listened to and responded to these challenges by approving additional resources for 
the FTSU service. 
  
Our key successes in quarters 1 and 2: 
  

• Attendance at international nurses’ induction 

• Attendance at student nurse induction 

• Regular attendance at trust inductions 

• Regular triangulation meetings with HR colleagues 
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• Targeted interventions with HR colleagues to address sexual misconduct concerns.  

• FTSU training for Patient Experience Champions 

• Implementation of various measures to increase the profile of the FTSU service  

 
2.5.8 Learning Disabilities Improvement Standards   
 
During 2025–26, Airedale NHS Foundation Trust (AFT) has continued to demonstrate progress 

against the NHS Learning Disabilities Improvement Standards (LDIS). This section provides 

assurance of the Trust’s arrangements, activity and learning in relation to improving access, 

experience and outcomes for people with a learning disability and autistic people.  

Respecting and Protecting Rights 

AFT continues to embed arrangements that support the identification of people with a learning 

disability and autistic people and the consistent implementation of reasonable adjustments. 

The Trust has again provided open and transparent data to support the national LDIS Benchmarking 

Data Collection, including patient activity data, quality improvement project outcomes, Patient Case 

Reviews, mortality reviews, and feedback from staff, patients and carers. Benchmarking feedback 

has been reviewed and used to inform service improvement activity and to strengthen the Trust’s 

approach to reducing health inequalities. 

Work continues to improve compliance with the Accessible Information Standard, supporting patients 

to receive information in formats that meet their needs. The Trust has continued phased work towards 

implementation of the Reasonable Adjustment Digital Flag, supporting the recording and sharing of 

adjustments, with further development aligned to the Trust’s future digital systems. 

Hospital Passports 

AFT continues to promote and increase use of VIP Hospital Passports. Developed with people with 

lived experience and recognised across partner organisations, the passport supports person-centred 

care by providing consistent information on communication needs, sensory preferences, health needs 

and required reasonable adjustments. Feedback indicates that the passport supports improved 

communication, continuity of care and decision-making, and assists staff in meeting statutory duties 

under the Equality Act 2010 and the Mental Capacity Act 2005. 

 Inclusion and Engagement 

The Trust remains committed to learning from experience and feedback to improve care for people 

with a learning disability and autistic people. 

AFT continues to meet its responsibilities under the Learning from Lives and Deaths (LeDeR) 

programme and reports all inpatient deaths of people with a learning disability or autistic people in 

line with national guidance. 

During 2025–26, the Trust implemented the LeDeR-specific Structured Judgement Review (SJR) 

process for mortality reviews. This strengthens the Trust’s ability to review the individual’s care 

pathway in detail, ensuring reviews are thorough and aligned with national guidance and Coroner’s 

Court expectations. Learning from reviews is shared through established Trust governance 

arrangements to inform service improvement and patient safety. 

Patient, carer and staff feedback continues to inform improvements in communication, pathways and 

the use of reasonable adjustments, supporting more inclusive care. 
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Workforce 

AFT continues to strengthen workforce capability to support people with a learning disability and 

autistic people. 

Oliver McGowan Mandatory Training remains a mandated requirement for staff, with ongoing focus 

during 2026–27 on increasing uptake and embedding learning into practice. In addition, the Learning 

Disability Specialist Practitioner provides Trust wide awareness sessions and delivers patient specific 

advice and guidance to support clinical teams. 

Learning Disability Champions continue to promote inclusive practice in frontline services, particularly 

within the Emergency Department. Adjustments to Emergency Department Staff Handovers and 

triage arrangements remain in place to support responsive and equitable access to urgent care. 

Assurance Summary 

Across 2025–26, the Trust has maintained arrangements to support identification, reasonable 

adjustments, training, learning from deaths and engagement with people with lived experience. AFT 

will continue to use benchmarking data, feedback and learning to support ongoing improvement and 

reduce health inequalities for people with a learning disability and autistic people. 

2.6 Reporting Against Core National Indicators 
 
To provide a better understanding of comparative performance, the Quality Report includes a core 
set of mandatory national quality indicators selected from the NHS Outcomes Framework and 
categorised within national quality improvement domains. The measures reflect data that providers 
report on nationally and conform to specified data quality standards and prescribed standard national 
definitions which are subject to appropriate standardised scrutiny and review. 
  
To understand whether a particular number represents good or poor performance, the national 
average, outlier intelligence and a supporting performance commentary is included (where available). 
Unless indicated, the data source for the following indicators is NHS Digital. In line with national 
guidance, information for (at least) the last two reporting periods is provided.3 
 
Domain 1 – Preventing people from dying prematurely   

Domain 2 – Enhancing the quality of life for people with long-term conditions  

2.6.1 Summary hospital-level mortality indicator (SHMI) 
 
The SHMI is not an absolute measure of quality but is a useful indicator for supporting organisations 
to ensure they properly understand their mortality rates across services.  
 
The SHMI is based on all primary diagnoses, with deaths measured which take place in or out of 
hospital for 30 days following discharge. The SHMI value is the ratio of observed deaths in the Trust 
over a period divided by the expected number given the characteristics of patients treated (where 1.0 
represents the national average). Depending on the SHMI risk adjusted value, trusts are banded 
between 1 and 3 dependents on whether their SHMI is low (3), as expected (2) or high (1) compared 
to other trusts.  
 
 

 
3 Data source: http://content.digital.nhs.uk/qualityaccounts 

 

http://content.digital.nhs.uk/qualityaccounts
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Table 4: SHMI 
Jan 24 
– Dec 
24 

Apr 24 
– Mar 
25 

Jul 24 –  
Jun 25 

Oct 24 - 
Sep 25 

 
Pub:  
May 25 

Pub:  
Aug 25 

Pub:  
Nov 25 

Pub:  
Feb 26 

Airedale NHS Foundation Trust SHMI value 0.95 0.95 0.95 0.92 

National average 1.00 1.00 1.00 1.00 

The highest value for any acute trust 1.33 1.27 1.31 1.34 

The lowest value for any acute trust 0.70 0.7 0.72 0.72 

 Airedale NHS Foundation Trust SHMI banding  2 2 2 2 

 

The SHMI takes account of underlying illnesses such as diabetes and heart disease. By including a 

measurement of the potential impact of providing palliative care on hospital mortality, additional 

context to the SHMI value and banding is offered. 

 
Apr 24 
– Mar 
25 

Jul 24 –  
Jun 25 

Jan 24 
– Dec 
24 

Oct 24- 
Sep 25 

 
Pub:  
Aug 25 

Pub:  
Nov 25 

Pub:  
May 25 

Pub:  
Feb 26 

Percentage of patient deaths with palliative care 
coded at either diagnosis or speciality level for 
Airedale NHS Foundation Trust   

25 26 24 27 

Percentage of patient deaths with palliative care 
coded at either diagnosis or speciality level average 
for England   

45 45 44 44 

The highest value for any acute trust 68 70 66 71 

The lowest value for any acute trust 17 17 17 18 

 

Airedale NHS Foundation Trust considers that this data is as described for the following reasons: 
 

• Trust mortality data is submitted in accordance with established information reporting 
procedures and data quality definitions. 

• SHMI data is provided through NHS Indicators and is formally signed off by the Deputy 
Medical Director for Quality and Safety on a quarterly basis.   

• To date, the SHMI for the Trust has remained consistent and not subject to significant 
variation. The Trust continues to view this in line with internal scrutiny of data quality.  

• As of May 2024, published data (January to December 2023) the following change in SHMI 
methodology was enacted: the inclusion of COVID-19 activity where the discharge date is 
on or after 1 September 2021. 

 
Airedale NHS Foundation Trust has taken the following actions to improve this rate, and so the 
quality of its services, by:  
 

• Preliminary screening of inpatient deaths ensures any deaths deemed avoidable or associated 
with an adverse event are highlighted.   Any identified cases along with an additional random 
sample are routinely reviewed by a consultant-led Trust Mortality Review Group each month 
using a standardised and structured case note review process.  
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• The Quality and Safety Committee receives an enhanced, integrated Learning from Deaths 
report deriving information from multiple sources. This compliments the “metrics” in HSMR 
and SHMI in the Integrated Board report. 

• Appraisal of mortality, morbidity and other correlative data at the Quality and Safety 
Committee, Clinical Governance - Patient Safety – Quality Group and specialty clinical 
governance meetings further supports this work. 

 
Areas identified for development:  
 

• Themed mortality reviews will continue to identify any learning within specialities and across 
the organisation. 

• Integration of the community and in hospital elements of the Medical Examiner service across 
Bradford District and Craven are providing a rich opportunity to derive further learning and 
share best practice. 

 
Domain 3 – Helping people recover from episodes of ill health or following injury 

2.6.2 Patient Reported Outcome Measures (PROMs) 
 
PROMs indicate patients’ health status or health-related quality of life from their perspective, based 

on information gathered from a questionnaire that they complete before and after elective Hip and 

Knee replacement surgery.  PROMs offer an important means of capturing the extent of patients’ 

improvement in health following ill health or injury.    

Airedale’s adjusted average health gain is presented alongside the national average and 95 per cent 

control limits. An average adjusted health gain allows fair comparison as the characteristics of the 

patient and level of complexity is accounted for.  It is a measure of outcomes in the sense of how 

much a patient has improved because of the surgery.  A high health gain score is good.   

The standardised EQ-5D measure is presented as this applies to all elective conditions.  However, 

this is less sensitive than condition specific measures and for a more complete analysis, the Oxford 

Score is also provided.  The following information relates to all procedures (primary and revisions).  
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Airedale NHS Foundation Trust considers that this data is as described for the following reasons: 
 
▪ As in previous years, the 2024/25 dataset is not included and as there is limited response data at 

this stage; post-operative questionnaires are not sent to Orthopaedic patients until six months 
after the procedure is carried out.  
 

▪ NHS hospitals in England were instructed to suspend all non-urgent elective surgery for patients 
for parts of the 2020/21 reporting period. A reduced service continued during the 2021/22 
reporting period. This directly impacted upon reported volumes of activity pertaining to hip and 
knee replacements reported in PROMS. 
 

▪ To generate meaningful intelligence NHS Digital, require at least 30 modelled records for each 
procedure. There were 48 eligible hip replacement procedures and 48 eligible knee replacement 
procedures in 2023/24.  
 

Airedale NHS Foundation Trust has taken the following actions to improve the score and so the 
quality of its services, by: 
 
▪ The service continues to encourage and emphasise the importance of returning the 

questionnaires at pre-operative assessment and in the ward environment at discharge. 
 
▪ When data is published by NHS Digital a monitoring report is circulated to clinical operational 

leads for dissemination. 
 

2.6.3 Percentage of emergency re-admissions to Airedale NHS Foundation Trust within 30 
days of discharge 
 
Emergency re-admissions within 30 days of discharge from hospital intelligence is detailed below with 
the last two available reporting periods.  
 
While some emergency re-admissions following discharge from hospital are an unavoidable 
consequence of the original treatment, others could potentially be avoided through ensuring the 
delivery of optimal treatment according to each patient’s needs, careful planning, and support for self-
care. The following is standardised and while this allows comparison with other organisations 
reference data is taken from both NHS and non-NHS providers, including mental health.  
 
 
Data is presented in age groups: persons under and over 16 years. A low percentage score is good.  
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Table 5: Emergency re-admissions within 30 days of 
discharge 

22/23 23/24 24/25 

 Airedale NHS Foundation Trust percentage persons <16 years  14.1 15.6 15.1 

National percentage average [England] persons <16 years 12.8 13.2 13.0 

The highest percentage return by provider persons <16 years 37.7* 69.1* 
              
48.1* 

The lowest percentage return by provider persons <16 years 3.7* 1.6* 1.2* 

Airedale NHS Foundation Trust percentage persons 16 years + 12.5 11.5 11.7 

National percentage average [England] persons 16 years + 14.4 15.1 14.9 

The highest percentage return by provider persons 16 years + 46.8* 99.6* 40.3* 

The lowest percentage return by provider persons 16 years + 2.5* 1.7* 0.6* 

 

*NHS Digital caution: warning on data – numbers of patients too small for meaningful comparisons 

(below 200) 

 
Airedale NHS Foundation Trust considers that this data is as described  
for the following reasons:  
 

• The figures presented are from the NHS Digital portal and are derived from information 
provided by Airedale and other providers. Elements of this information are subject to 
commissioner scrutiny and a variety of external audits. No attempt is made by NHS Digital to 
assess whether the re-admission is linked to the discharge in terms of diagnosis or procedure; 
nor does the return identify whether the emergency admission is avoidable. 
 

• Persons 16 years and below: the return in the last available fiscal year is significantly higher 
than the national average at the 99.8 per cent level. As part of Trust strategy to get patients 
home as soon as possible, we frequently discharge and then offer families 24-hour open 
access for review on the unit. This allows the patient to be readmitted directly to the ward if 
the parent or carer feels there is any deterioration or if they are struggling with caring for the 
patient for any other reason. Clearly this policy can potentially impact on the re-admission 
rate. 
 

• Persons 16 years plus: according to NHS Digital the return for the last fiscal year is 
significantly lower than the national average at the 99.8 per cent confidence level. 

 
Airedale NHS Foundation Trust has taken the following actions to improve this percentage, and so 
the quality of its services, by:  
 

• Medical re-admissions by consultant are incorporated into performance metrics, circulated to 
colleagues, and discussed at the monthly medical governance meeting. A similar process is 
in place within Surgical Services and provides the opportunity to discuss, understand the 
rationale and accuracy of clinical coding and ensure re-admissions are correctly captured on 
the Trust’s patient administration system. 

 
Domain 4 – Ensuring that people have a positive experience of care 
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2.6.4 Responsiveness of Airedale NHS Foundation Trust to the personal needs of patients. 
 
The NHS Outcomes Framework Indicator is a composite of several questions from the annual Adult 

Inpatient Survey. While the Care Quality Commission (CQC) publish results from each question 

individually, the composite score cannot be calculated from this data.  As part of NHS England’s 

review of the NHS Outcomes Framework, unfortunately it has indicated that it will no longer be 

updating the composite score, on the basis that the results added little value to survey results. 

Results from the NHS patient surveys are published in detail on the Care Quality Commission (CQC) 

website here: Surveys - Care Quality Commission 

The Care Quality Commission (CQC) has published results from the 2024 Adult Inpatient Survey 

(released 9 September 2025), which captures feedback from patients aged 16+ who stayed in hospital 

for at least one night during November 2024.  

 

Airedale NHS Foundation Trust received responses from 528 patients, who shared their experiences 

across key areas including care and treatment, kindness and compassion, and discharge. 

 

Who took part in the Survey: 

 

 
Adult Inpatient Survey 2024 

 

Performance Overview 

 

• The Trust benchmarked well against other hospital trusts across all sections of the survey. 

• Highest scores were achieved in:  

o Kindness and compassion 

o Respect and dignity 

 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cqc.org.uk%2Fpublications%2Fsurveys&data=05%7C02%7Ccaroline.booton%40nhs.net%7Cb30e7995f4aa4850665108dd13828eae%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638688173648516332%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=BRoOmS0%2BmOtYZILycP9RWYO%2B0OL5BZehVlDTxWAvz5A%3D&reserved=0
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Two areas of worsening performance were support with meals, and noise and lighting affecting sleep 

at night. Actions related to these areas are being monitored through the Patient Experience Group 

meetings.  

 
Adult Inpatient Survey 2024 
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Overall Experience: 

 

 
 

 

Airedale NHS Foundation Trust considers that this data is as described for the following reasons: 

▪ The 2024 response rate is comparable to the national rate of 42 per cent.   
▪ The latest survey covers a period where health services were affected by industrial action which 

may have affected participation and responses.  

Airedale NHS Foundation Trust has taken the following actions to improve this score and so the 
quality of its services, by: 

▪ Monitoring local and national CQC patient survey results.   

▪ Listening and learning from patient experiences via the Friends and Family Test, PALS feedback, 
formal complaints, as well as social media and taking action where necessary.  

▪ The Trust has developed a digital approach to collection of FFT data for improved analysis of the 
narrative feedback for quality improvement. Embedding of this system and reporting into 
governance structures is ongoing 

▪ We continue to work with partner organisations in the community to ensure a holistic approach to 
patient engagement, including membership of place and system level networks and forums. 

 

CQC Picker Maternity Survey 

This is an annual survey undertaken by CQC with voluntary participation from service users. The 
2025 maternity survey involved 119 NHS trusts in England and all NHS trusts providing maternity 
services that had at least 300 live births were eligible to take part in the survey. 
 
Mothers who gave birth at Airedale NHS Foundation Trust during January and February 2025 were 
invited to participate in the survey. 98 patients responded to the survey: a response rate of 35.64%.  
 
The graphs below show total comments, both positive and negative and indicates the subjects that 
patients commented on the most. 
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The Trust’s results benchmarked about the same as most trusts for 50 questions and somewhat 
better than most trusts for 3 questions.  Results were better than most trusts for 3 questions and 
much better than most trusts for one question. 
 
The service has benchmarked about the same as the 2024 CQC Survey for labour and birth, advice 
at the start of labour and being sent home scoring 10/10.  Staff caring for you scored 8.7/10 which is 
again the same as previous year’s reporting but identifies areas for improvement and the lowest 
scoring area being care in hospital following birth. This area scored 7.1/10.  The service is working 
closely with the Maternity and Neonatal voices Partnership Lead to co-produce an improvement plan 
to address some of the themes identified such as delays in discharge processes and partners residing 
on the unit 



 
 

During 2025- 2026  the Trust has been committed to addressing health inequalities across a number 
of areas which is also confirmed in the Annual report : 
 
Continuing with the Community Diagnostic Centre and establishing neighbourhood centre 

engagement commenced. This model plays a vital role in addressing health inequalities by removing 

barriers such as travel, cost, and accessibility—ensuring that our communities receive timely and 

equitable care. 

Health Inequalities 

We have continued to develop our approach to understand and reduce health inequalities. We have 

profiled patients accessing various categories of care (emergency, elective, day case and outpatient) 

by factors of age, sex, ethnicity and continue to strengthen our reporting. Within our communities. 

This includes consideration to appoint a public health consultant.  

The Equality Delivery System (EDS) is a system that helps NHS organisations improve the services 

they provide for their local communities and provide better working environments, free of 

discrimination, for those who work in the NHS, while meeting the requirements of the Equality Act 

2010.  The EDS was developed by the NHS, for the NHS, taking inspiration from existing work and 

good practice. EDS22 is an updated system and is aligned to NHS England’s Long Term Plan and its 

commitment to an inclusive NHS that is fair and accessible to all. For the EDS22 evaluation this year, 

three primary services were selected: infant feeding, home enteral feeding, and mental health 

provision within the Emergency Department (ED), in collaboration with Bradford Teaching Hospitals 

and Bradford District Care NHS Foundation Trust. Representatives from the Trust participated in a 

community engagement event in Bradford on 12/02/2026, where valuable feedback was gathered 

from service users and stakeholders who were present. Following this review, Trust’s services were 

rated as ‘Achieving’, reflecting strong performance and positive impact across these domains. 

The Airedale Patient Experience Strategy published in 2025-26   with a key focus on  

• Ensuring our environment is accessible and inclusive. 

• Ensuring our information is inclusive, easy to understand and readily available. 

• Working with our service users to be person centred and meeting the needs of our diverse 

communities. 

This will be achieved by:  

• Creating inclusive opportunities for patients and families to participate in shaping services; 
Ensuring engagement reflects the diversity of our population and is accessible to all. 

• Promoting shared decision-making and self-care as part of our integrated care model.  

• We will work in equal partnership with patients, carers, communities, and system partners to 
co-produce care pathways, policies, and improvement initiatives. 

• Collaborate with voluntary, community, and statutory organisations to extend the reach and 
impact of engagement. 

• Align engagement efforts with population health priorities to ensure services are inclusive, 
equitable, and responsive. 

• Provide training and support for staff and participants to engage confidently in co-production 
and partnership working.  

 

https://www.airedale-trust.nhs.uk/about-us/corporate-information-and-publications/corporate-publications/
https://www.longtermplan.nhs.uk/


 

43 
 

In line with our ongoing dedication to addressing health inequalities, efforts are being made to refine 

our reporting processes. These enhancements will be incorporated into current governance 

frameworks. 

The Trust is progressing toward the implementation of EPR in 2026, which is anticipated to yield 

higher quality data on health inequalities. This development will support strategic planning for targeted 

initiatives aimed at mitigating these disparities. 

2.6.5 The percentage of staff employed by, or under contract to the Trust during the reporting 
period, who would recommend Airedale NHS Foundation Trust as a provider of care to their 
family or friends  
 

How members of staff rate the care that their employer organisation provides can be a meaningful 

indication of the quality of care and a helpful measure of improvement over time.  

The following is the percentage of staff that “agree” or “strongly agree” with the statement “If a friend 

or relative needed treatment, I would be happy with the standard of care provided by this Trust” and 

is based on the annual NHS Staff Survey (question 25d).  
  

The scores are presented out of 100 with a high score indicating good performance. 
  
  

Table 7: Staff recommendation 
2023 
1334 replies.  
  

2024 
1550 replies.  
  

2025 
 1475 replies.  
  

  Pub: Mar 2024 Pub: Mar 25 Pub: Mar 26 

Airedale NHS Foundation Trust percentage  63.7 62.6 55.1 

National average percentage Acute and Acute Emergency Trusts [England] 63.3 61.5 60.8 

Highest percentage for benchmark group 88.8 89.6 88.4 

Lowest percentage for benchmark group 44.3 39.7 34.7 

 

The Trust’s response rate for 2025 is 41 per cent, this is below the median response rate for the 122 

providers of a similar type (acute and acute community trusts) which is 47 per cent. As part of the 

analysis and engagement relating to the 2025 results, the Trust has undertaken a detailed review of 

response rates to understand opportunities for areas with lower response rates where a different 

approach to engagement may be needed.  

 

The 2025 NHS Staff Survey results continue to align to the NHS People Promise with two additional 

themes, including staff engagement and morale. The Trust’s overall scores are shown below (Figure 

1).  
  

The Trust undertakes a comparison against the peer average to understand areas of strategic focus. 

In addition, the Trust undertakes a trend analysis to understand how results have changed over the 

previous five years. This analysis helps to inform improvement actions.  
  

The Trust has undertaken an in-depth analysis of free text comments from the 2025 survey; this 

provides a further level of insight into key drivers and demonstrates areas of importance to colleagues.  
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From the detailed analysis the Trust has identified the following areas of focus for development before 

the 2026 survey:  
 

• Importance of Line Management – Development and Recognition 

• Wellbeing 

• Raising Concerns   
  

The results were considered by the People Committee in March 2026 with a discussion around initial 

actions for improvements. Trust wide areas of focus for development with associated initial actions 

are summarised in the table below. Figure 2. 
  

Using the initial actions, the Trust intends to undertake further engagement to understand key areas 

of strength and opportunities for further development to be considered in an organisational 

development plan.  

Further engagement to share and celebrate the results will support the development of 

organisational development initiatives to improve overall engagement and key advocacy scores 

linked to quality of services, these activities include: 

• Trust wide themed communications, you said - we respond.’   

• Line Manager Landing Pack to promote team-based discussions. 

• Development workshop held with Trust Board and Senior Leadership Teams   

• Divisional Teams review results to agree to the next steps and commitments.  

• Staff Survey interactive session for line managers 

• Sharing good practice and learning for areas with strong performance (April) 

 

 Figure one 
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Figure 2 

 

Area of Focus Proposed Action Timescale 

Importance of Line Management – 

Development and Recognition  

Promotion of team-based appraisals  

 

Review of learning needs analysis process, to 

include how this is communicated across the 

organisation  

 

Consider approach to succession planning 

and talent management  

Q1   26/27 

 

Q2   26/27 

 

 

 

Q3   26/27 

Wellbeing  Establish a Wellbeing Strategy Group to 

review ‘hot spot’ areas to understand specific 

OD interventions based around HSE 

management standards 

 

Refreshed approach to wellbeing comms 

across the Trust, to inform development of 

impact measures based on outcomes  

 

Launch ‘learn and go’ sessions for line 

managers to discuss wellbeing and burnout 

support for teams  

Q1   26/27 

 

 

 

 

Q1   26/27 

 

 

 

Q1   26/27 

Raising Concerns Report on the review of the People Experience 

Champions pilot from a FTSU perspective. 

 

Develop targeted interventions to improve the 

speaking up culture for those protected groups 

whose confidence in the speaking up culture 

has deteriorated. 

 

Support the implementation of the Sexual 

Misconduct Policy and the Sexual Safety 

Charter 

Q2   26/27 

 

 

 

Q1   26/27  

 

 

 

 

Q1   26/27 

  

 
2.6.6 Friends and Family Test (FFT) – Patient Feedback 
  
The NHS friends and Family Test (FFT) is a quick anonymous way for service users, families, and 
carers to give their view on the quality of their care and treatment. The survey supports service 
providers and commissioners to understand satisfaction with services and where improvements can 
be made. 
 
In 2020 NHS England enacted new reporting guidelines following a review of FFT. The reasons for 
change included the need for a question that makes more sense to patients and staff and to offer 
more useful feedback from patients – not just “thank you.”  Those using services are asked to 
following question, “Overall, how was your experience of our service?” with possible answers ranging 
from “Very good,” “good” through to “poor,” “very poor.”   The table below indicates the positive 
percentage score – “very good” and “good” - across all Trust services for each quarter of 2023/24, 
using quarter 1 as the baseline. The higher the score, the greater is the satisfaction of those using 
services.  
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Airedale NHS Foundation Trust are committed to continued learning and change improvement, FFT 
provides rich insightful data that enables organisational learning and development. Feedback and 
experience are monitored through ward and department-based leadership structures, the patient 
experience assurance group and is reported to clinical governance groups. 
 
Table 8: Satisfaction score of those using services  

Department Q1 25/26 Q1 25/26 Q1 25/26 Q1 25/26 All 

Inpatients 90.06% 90.60% 93.55% 92.57% 91.71% 

Emergency 

Department 83.83% 85.09% 85.61% 86.86% 85.23% 

Outpatients 95.54% 95.30% 96.44% 94.67% 94.94% 

Day Case 94.36% 97.69% 96.01% 97.25% 96.29% 

Community 90.13% 94.37% 96.42% 94.58% 93.58% 

Maternity 96.59% 92.59% 100.00% 100.00% 97.02% 

All 90.78% 93.00% 93.20% 92.90% 92.45% 

 

Source: Messenger Envoy System 

During 2025/26 the Trust received a total of 34090 Friends and Family Test (FFT) survey responses.  

12028 were submitted by tablet (SMS Text message), 18455 online and 3607 were paper cards. 

The overall percentage of respondents that reported a “Very Good” or “Good” experience of care was 

93% and with 4% respondents reporting a “Poor” or “Very Poor” experience of care. 

From the responses received 14616 (43%) were from men, 18813 (55%) from women and a further 

661 (2%) did not confirm their gender identity. 

205 (0.6%) respondents identified a disability, long-term health or mental health condition. 

Currently the Trust is unable extract the demographic data, this is one of reasons that we are moving 

away from our current FFT provider. A new provider has been identified and is going through the 

procurement process currently. 

A key consideration for the new provider is the ability to analyse demographic data, and the preferred 

system can do this well. 

 
The Trust has taken the following actions to improve responses and scores and so improve the quality 
of services: 
 

• Streamlining the SMS text message to asking for feedback and providing the online link and 
PALS contact details. 

• Aligning QR codes and online links to wards and departments and ensuring visibility and 
accessibility. 

• Education and training to new staff to highlight the importance of actively asking, listening, 
learning and acting from feedback. 

• Business cards to provide to patients, families, and carers. 
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• Provision of paper surveys to provide written feedback and feedback surveys specifically for 
children and young people. 

• Training and education on use of the digital system. 

• Volunteering collection of feedback form visiting wards and departments. 

• Embedding FFT consistently as contributory data into governance reporting functions at 
directorate and divisional level. 

• Triangulating data with PALS and CQC surveys to enrich learning and sharing the data for a 
joint approach to improvement  

• Developing a joint approach with colleagues to analyse FFT in conjunction with other patient 
experience data. 

 
PALS and Complaints – improving experience 

PALS record contacts to Airedale NHS Foundation Trust relating to compliments, concerns, feedback 

and requests for information and formal complaints in relation to experience of care and treatment 

when using or visiting Trust services. 

Contacts 

Information 

25/26 

Compliments 

25/26 

Concerns 

25/26 

Complaints 

25/26 

Feedback 

25/26 

Unspecified 

25/26 

SARS 

25/26 

Armed 

Forces 

Veteran 

6 

813 552 1688 78 148 8 5 1 3293 

 

Airedale NHS Foundation Trust describe the summary as:     

• All PALS concerns are recorded and aim to be responded to within three days and aim to be 
closed within a further ten days.  

• Formal complaint response times are audited and are reported through governance structures 
to Quality and Safety Committee for executive board assurance. 

• Guidelines for managing all responses are taken from the Parliamentary Health Service 
Ombudsmen (PHSO) NHS Complaints Standards and local Airedale policy is developed in 
line with PHSO recommendations. 

 

The Trust are taking the following actions to improve the experience of using the PALS and complaints 

service: 

• Timeframes for completing an investigation were amended in April 2023 to 60 days in line with 
PHSO guidance. Although this standard is not yet met consistently, performance has improved 
compared with last year. Any extensions are clearly overseen and actively managed. 

• There is improvement work in relation to full utilisation of the electronic system for managing 
complaints, PALS and compliments to provide improved oversight and triangulation of themes, 
trends and any associated action plans.  

• Weekly divisional meetings to monitor and support lead investigators in progressing 
investigations and monthly case reporting to governance structures. 

• Weekly progress report to senior leaders of current cases and monthly tracker reporting 
progress of open and closed cases and actions in progress shared with senior leaders. 
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Domain 5 – Treating and caring for people in a safe environment and protecting them from avoidable 

harm 

2.6.7 Percentage of patients admitted to hospital and were risk assessed for venous 
thromboembolism 
 

Venous thromboembolism (VTE) can cause death and long-term morbidity.  According to NICE many 

cases of VTE acquired in healthcare settings are preventable through effective risk assessment and 

prophylaxis.  A high percentage score is good.  The VTE data collection and publication was re-

instated in 2024/25 following previous suspension due to the COVID-19 pandemic. 

 

Table 8: Risk assessment for VTE 
Jan –Mar 
2025 

Apr-Jun 
2025 

Jul-Sep 
2025 

Oct-Dec 
  2025 

Airedale NHS Foundation Trust percentage 96.8% 96.36% 96.82% 97.57% 

National percentage average [England] 90.74% 
 
90.82% 
 

91.44% 91.48% 

The highest percentage return for any acute 
trust 

99.76% 99.7% 99.95% 99.87% 

The lowest percentage return for any acute 
trust 

 
14.27% 
 

14.45% 15.35% 14.93% 

 

Data Source: Airedale NHS Foundation Trust Information Services. 

Airedale NHS Foundation Trust considers that this data is as described for the following reasons: 

• National data reporting recommenced from April 2024. 

• The Trust consistently meets what was once the national target threshold of 95 per cent with 
average compliance of around 97 per cent. 

• Local intelligence continues to be provided to managers and lead clinicians.  Broken down by 
clinical group, this allows those areas which are under reporting to be  

• identified and supported with improvement and restorative actions. 

• The VTE risk assessment tool is embedded in the clinical areas and features prominently in 

clinical decision making, ensuring vigilance in completing risk assessments.  

 
The Airedale NHS Foundation Trust has taken the following actions to improve this percentage, and 
so the quality of its services, by: 

• Regular discussion of VTE assessment data through Integrated Performance reviews, and 
with clinical directors to educate and improve rates across groups. 

• Targeting groups with high assessment deferral rates 

• Focus on VTE risk assessment and other quality indices through work of the multi-professional 
Patient Safety and Learning Group. 
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2.6.8 Rate of C. difficile infection per 100,000 bed days in Airedale NHS Foundation Trust 
patients aged 2 or over  
 

Hospital associated C. difficile infection can be preventable.  Since 2012 revised guidance on the 

clinical testing protocol has resulted in more consistent testing and reporting of cases of C. difficile 

infection across the country. The rate provides a helpful measure for the purpose of making 

comparisons between organisations and tracking improvements over time.  A low rate is good. 

 

Table 9: Rate of C. difficile 2022/23 2023/24 2024/25 

Airedale NHS Foundation Trust rate per 100,000 bed days 16.8 26.1 32.7 

National average rate [England] rate per 100,000 bed days 18.3 18.8 23.0 

The highest rate for any acute trust rate per 100,000 bed days 73.3 56.6 81.0 

The lowest rate for any acute trust rate per 100,000 bed days 0.0 0.0 2.0 

 

Figures based on Trust apportioned cases for specimens taken for patients aged 2 or over. 

Data Source: UK Health and Security Agency 

Airedale NHS Foundation Trust considers that this data is as described for the following reasons: 

• The Trust has a rigorous diagnostic testing protocol to identify cases. All confirmed cases 
are monitored through internal processes and reported to UK Health Security Agency.  

• Performance is reflective of a robust Antibiotic Policy closely scrutinised by Pharmacy staff 
and Consultant microbiologists, high standards of staff and patient hand hygiene, 
environmental cleanliness and the continued vigilance and awareness of staff. 

• Post infection review of all hospital onset healthcare-associated and community onset 
healthcare associated cases is undertaken to ensure opportunities to improve practice are 
identified and enacted. 

 

The Trust recognises the upward trend in its C. difficile rate over recent years and has undertaken 

detailed analysis of contributory factors, including antimicrobial exposure. This has informed a 

strengthened improvement programme for 2026/27, with a particular focus on prevention, early 

intervention and antimicrobial stewardship 

Airedale NHS Foundation Trust has taken the following actions to improve this rate, and so the quality 

of its services, by:  

• Early detection of all cases  

• Working in collaboration with AGH Solutions to ensure National Standards of Cleanliness 
are achieved and the environment is fit for purpose and supports good infection prevention 
practices  

• SystmOne antibiotic prescribing flag for those patients with a history of C. difficile 
infection/colonisation 

• Monitoring of the use of antibiotics in comparison with neighbouring and similar sized acute 
trusts  

• Monitoring of ribotypes 
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• C. difficile monthly audits 

• A trust-wide IPC action plan was completed by all areas 

• Hierarchy of controls audits completed annually 

• Work with community colleagues looking at district wide approach to prevention of CDIs 

• Monitoring and risk assessment of the potential impact of any new or emerging infections 
and new developments or innovations 

• Enhanced use of C. difficile severity scoring to support early clinical escalation and 
targeted management 

• Strengthened antimicrobial review within 48–72 hours for patients identified as high risk 
for C. difficile infection 

 
2.6.9 Reported number and rate of patient safety incidents that resulted in severe harm or 
death  
 
Patient safety incidents are unintended or unexpected events (including omissions) in healthcare that 

could have or did lead to harm. The Trust moved to the Patient Safety Incident Response Framework 

(PSIRF) in 2023. This replaced the Serious Incident Framework and the classification and categories 

which sat within this.  

The PSIRF: 

• advocates a co-ordinated and data-driven approach to patient safety incident response that 

prioritises compassionate engagement with those affected by patient safety incidents 

• embeds patient safety incident response within a wider system of improvement and prompts 

a significant cultural shift towards systematic patient safety management 

The Trust safety incident profile has remained static with 70-80% of reported incidents resulting in no 
harm. National incident reporting moved to a new system, Learn from Patient Safety Events (LFPSE) 
in 2023, this replaced the National Reporting and Learning System (NRLS). The outputs from LFPSE 
continue to be developed and cannot be compared to previous (NRLS) data.  
 
The data below shows the number of patient safety incidents reported by the Trust. Increased incident 

reporting at the Trust remains within common cause variation, levels of harm have remained at a 

lower position since the introduction of PSIERF. Increased reporting provides richer data, enabling 

better trend analysis, earlier detection of emerging risks, and more targeted safety improvements. 

 

Table 10: Patient safety incidents  
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Airedale NHS Foundation Trust considers that this data is as described for the following reasons.  

• In September 2023 NHS England paused the annual publishing of this data to consider future 
publications in line with the current introduction of the Learn from Patient Safety Events 
(LFPSE) service to replace the National Reporting and Learning Service. 

• The Trust is characteristically in the upper quartile of reporters.  According to the national 
Patient Safety Team, organisations that report more incidents usually have a better and more 
effective safety culture.  To improve, an understanding of the problems is essential.  

• More recent local data indicates an average of 70 incidents reported per 1000 bed days with 
less that one incident per 1000 bed days resulting in moderate harm or above. 

• An open and engaged culture to learn from incidents and improve the quality and safety of 
services as illustrated in the latest NHS Staff Survey 2025 where:  

 

o Almost 65 per cent of those staff who participated said the Trust acts on concerns 
raised by patients and service users which is just below benchmarked average (67%). 

o 69 per cent of participating staff recorded feeling secure in reporting unsafe clinical 
practice, in line with the benchmarked average 

o 52 per cent of those who responded were confident that the Trust would address their 
concern, just below the average benchmark (54%). 

o 58 per cent of surveyed staff felt safe to speak up about anything of concern within the 
Trust compared to a benchmark average of 59 per cent. Of participating staff, 43 per 
cent said that if they spoke up about something concerning them, the Trust would 
address – just below the benchmark average (46%) 

 
The response rate was 41 per cent which was below the median response rate for the 122 providers 

of a similar type (acute and acute community trusts) of 47 per cent. 

Airedale NHS Foundation Trust has taken the following actions to improve this rate, and so the quality 

of its services, by: 

Area for improvement  Action  

Improved triangulation of data and access to live data 
showing themes and trends. 

Development and improved utilisation of the Trust’s risk 
management system (Ulysses) strengthening the link 
between incidents, complaints, risks and National Patient 
Safety Alerts. 

Compliance with PSIRF and LFPSE reporting Ulysses has been updated Version 6.0 to maintain 
compliance with PSIRF and LFPSE reporting. Version 6.0 
enables the Trust to meet the mandatory requirement to 
report information on Patient Safety Incident Investigations 
(PSII) to the LFPSE service.  

Compliance with PSIRF in relation to learning responses 
from incidents.  

Under the PSIRF the Trust determines the most 

appropriate learning response guided by our PSIRF policy 

and plan. The Trusts Patient Safety Incident Response 

Plan (PSIRP) was refreshed in July 2025 to reflect the 

revised priorities based on updated Trust patient safety 

data.   

Systems based improvement actions to produce sustained 
safety improvements.  

The PSIRF framework supports enhanced knowledge and 
understanding of the incident review process through 
increased multi-disciplinary staff involvement in immediate 
reviews to identify learning.  
 
The systems-based system for investigations uses a 
Human Factors approach to understanding care systems, 
processes and outcomes.  

https://www.england.nhs.uk/patient-safety/learn-from-patient-safety-events-service/
https://www.england.nhs.uk/patient-safety/learn-from-patient-safety-events-service/
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A systems-based approach considers the full range of 
contributory factors across a system.  
 
Recommendations are targeted at system changes, rather 
than individual behaviours. 

Oversight and sharing learning  Learning from incident reviews are detailed in a quarterly 
report to the Trust Clinical Governance Quality and 
Patient Safety Group which reports to the Quality and 
Safety Committee.  
 
This reporting structure ensures that key themes, 
identified risks, and resulting improvement actions are 
reviewed at the appropriate levels of clinical and corporate 
governance. 
 
Wider organisational learning is further strengthened 
through a range of mechanisms across the Trust.  
 
Divisional and Directorate governance meetings provide a 
forum for discussing incident themes, sharing insights, 
and monitoring progress against improvement actions.  
 
Additionally, learning is communicated through shared 
learning documents and regular newsletters, which 
include a dedicated section on the Patient Safety Team’s 
webpage to support wider staff engagement and 
accessibility of information. 
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Part 3: Other Quality Improvements 
 
3.1 Organisational Quality Improvements 
 
3.1.1 Surgery and Diagnostics Division Quality overview 2024/2025 
 

Endoscopy and Urology Intervention Unit 

Progress 

Opened in April 2025, the Urology Intervention Unit has delivered a positive impact on patient 

experience and waiting lists. Urodynamics performance has recovered and DM01 >95% consistently. 

Key actions and enablers 

This improvement has been supported by the transfer of TULA activity from theatres to the UIU, a 

review of patient pathways (including the 6-4-2 approach), adoption of the national TULA consent 

process, and introduction of a governance structure to support best practice and improved patient 

experience. 

People and recognition 

The team achieved runner-up status at the Pride of Airedale awards in early 2025, with Senior Sister 

A. Williams recognised as Leader of the Year. 

Next steps 

The next phase will focus on optimising the current workforce and reducing hand-offs of care across 

acute and elective pathways. 

Trauma and Orthopaedics 

Progress 

The service continues to build on its quality improvement plan, including a reduction in complaints 

with effective response by clinical teams to concerns raised at ward level. 

Quality improvement focus 

A key area of development is establishment of a Hip Fracture Quality Improvement circle. This 

multidisciplinary group will oversee the Trust’s performance against NHFD Best Practice KPIs and 

drive improvements in the quality of care and experience for patients with hip fracture. 

Next steps 

Work will focus on reducing mortality by improving the time taken for direct admissions from the 

Emergency Department to wards through reviewed escalation arrangements. An Ortho geriatrician 

has been appointed and, while acknowledging gaps due to absence, it is anticipated that outcomes 

for this vulnerable patient group will improve, with an expected reduction in mortality reflected in 2026 

data. 

Anaesthetics and Theatres 

Improvement activity 
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Recognising the Kingsgate report, work has been undertaken in year to secure further improvements 

in theatre session utilisation while sustaining strong performance in theatre utilisation benchmarking.  

A strong focus on civility and learning from incidents with review of the anaesthetic and theatre 

coordinator role cards and commitment for all theatre leads to attend Human factors training. 

Current position 

Recent Trust data indicate that AGH is the highest performer across the WYAAT region (84.7%), with 

capped theatre utilisation at 86.7% (data to end of January 2026).  All theatre specialty leads have 

attended Human Factor training with plan to promote with wider MDT.  Review planned of WHO and 

NatSSIPPs processes including audit and how we provide assurance. 

3.1.2 Women, Children and Specialist Services Division Quality overview 2024/2025 
 

The Women’s Children’s and Specialist Services Division is diverse in that it includes several 

specialist services, Maternity, Neonatal, Paediatrics, Gynaecology, Outpatients, Pharmacy and 

Pathology.  Each Directorate within the Division have their own governance meetings whereby Risk, 

Quality, Safety and Learning is monitored.  This is reported monthly into the Divisional Board and 

Divisional Performance Review meetings.  Both of which report into the Trust Risk and Governance 

agenda. The quality improvement within the Division throughout the 2004/2025 reporting period is 

included below: -  

Maternity and Neonatal Services 

The maternity and Neonatal Service provide quarterly reports to Quality Safety Committee and Trust 

Board to evidence compliance with the recently revised Perinatal Quality Oversight Model) PQOM).  

This includes quarterly reporting against Maternity Incentive Scheme, Saving Babies Lives, Three 

Year Delivery Plan, Perinatal Surveillance, Workforce, Local Maternity Neonatal Voice Partnership 

(MNVP), Safety Champions and local quality improvements.   The service successfully achieved full 

compliance against the Year 7 Maternity Incentive Scheme (MIS) safety actions.   

Paediatrics  

The paediatric team have engaged in several Quality Improvements throughout the reporting year; all 

of which are to improve patient quality and safety.  The team are progressing with some key priorities 

to improve pathways for paediatric patients presenting into the Trust in the Emergency Department 

and requiring admission to the paediatric ward.  Some of the ongoing quality improvement 

workstreams are provided in the table below: -  

Table 1: - Paediatric Quality Improvement Initiatives 

Initiative  Driver  Intended Outcome Timescale 

Implementation and 

embedding of the 

Paediatric Early 

Warning Score 

(PEWS) 
 

This quality 

improvement initiative 

was driven by the 

national 

implementation of 

Martha’s Rule 
 

Improve the early identification 

and escalation of the 

deteriorating child through 

consistent use of PEWS 

Strengthen the implementation 

of Martha’s Rule, including the 

Parent/Carer Question, by 

ensuring that family concerns 

are considered alongside clinical 

observations 
 

complete 
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Civility Saves Lives   Themes and trends 
from AEF’s, Staff 
Survey 

To improve MDT relationships, 
attitudes, behaviours and culture  
 

12-month 
project; work 
ongoing and 
on track.  

Paediatric Assessment  Reported delays in 
treatment and care. 
Poor patient 
experience  
 

To improve patient outcomes 
and patient experience, reduce 
delays in patient care and to 
improve pathways to facilitate 
transfer of care from ED to 
paediatric assessment.  To 
improve MDT working across ED 
and paediatrics  
 

Workstream 
commenced 
in 2025 
progressing 
into 2026.  

ED Bed state Bundle  Reported delays in 
treatment and care 
resulting in poor 
experience.  AEFs/ 
PALS/Complaints  

To improve patient outcomes 
and experience, reduce delays 
in treatment and care and to 
improve pathways from ED to 
paediatric ward 

As above.  
Some 
actions are 
complete eg 
NIC daily 
huddles 
across the 
two areas. 

 

Outpatients 

The Outpatients team have focused on several quality improvements within their Directorate 

predominantly around ongoing improvements with performance, demand and capacity.  There has 

been a drive to transform the workforce within the team to ensure that the demand, capacity and 

efficiency of the service is always maintained, including the skill mix and availability of the team to 

provide the ever-changing service needs.   

A main quality improvement for the Outpatients team was the introduction of a telephone pre-

operative assessment pathway for patients waiting for cataract surgery.  The introduction of the new 

pathway has increased capacity and efficiencies when providing this service for patients.  It has 

enabled an increased number of pre-operative assessments to take place resulting in them being 6 

months ahead of previous data reporting.   The patient experience is reportedly improved as the length 

of time a patient is required to be present in the ophthalmology clinic is now significantly improved.   

Pathology  

There are several ongoing quality improvements within the Pathology Department many of which are 

improving turnaround times and patient flow.  The department have updated equipment and 

technology to improve performance and compliance against National guidelines and 

recommendations such as and UK Health Security Agency (UKHSA) and World Health Organisation 

(WHO).   

The Pathology Department had a HTA unannounced visit in April 2025 to inspect Mortuary facilities; 

overall, the HTA has assessed the establishment as suitable to be licensed for the activities specified, 

subject to corrective and preventative actions being implemented to meet the shortfalls identified 

during the inspection.  In October 2025 the Trust received confirmation that the inspection team were 

satisfied that the actions taken were sufficient. 

In relation to UKAS accreditation, the service is maintaining accreditation to ISO 15189:2022 Medical 

Laboratories Requirements for quality and competence. 
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Table 2: - Pathology Quality Improvement Initiatives 

Initiative  Driver  Intended Outcome Timescales  

Refresh of 
Biochemistry 
analysers and track 
system 

Outdated equipment 
frequently failing and 
impacting urgent turnaround 
times affecting patient flow, 
admission/discharge and 
treatment decisions 

The need to have the latest, 
most up-to-date technology 
to benefit patient treatment 
and care and deliver 
consistently good TATs 

Complete 

Replacement of 
HbA1c analysers 

Performance and resilience 
issues with previous 
analysers which had been 
experienced nationally, plus 
uncertainty over the 
diagnostic use of this test on 
this particular analyser 

Improved resilience, 
compliance and use as a 
diagnostic test. Also 
ensuring alignment 
regionally, meaning 
standardisation of tests 
when considering treatment 
and monitoring of patients 

Complete 

Improvement in 
overall Histology 
TATs 

National guidelines and 
cancer targets 

Improvement of compliance 
of all Histology TATs to 
support the faster diagnosis 
for patients and meet 
diagnostic TAT targets 

Ongoing but 
improvement 
recognised 
via GIRFT 

Implementation of 
Candida Auris 
screening 

National guidance and 
UKHSA recommendations 

To reduce case fatality rates 
and costly outbreak control 
of this emerging pathogen 
and notifiable disease which 
was designated as a critical 
priority fungal pathogen by 
the WHO in 2022 

Quarter 2 
(2026) 

 
 
  
3.1.3 Medicine, Therapies and Community Division Quality overview 2024/2025 
 

Collaborative Care Team (ACCT and CCCT)  

These teams provide the Urgent Community Response (UCR) and face-to-face Virtual Ward (VW) 

pathways for AFT. They average 70-90 UCR referrals each month (each referral is an ED attendance 

avoided) and the VW regularly maintains >90% occupancy. 

A recent improvement project is the roll out of UCR 24 hours a day. Nationally this is an 8am-8pm 

pathway but YAS, in one of our engagement sessions, informed the team that they convey around 70 

patients per month in the OOH period (8pm-8am). We have reviewed governance and the teams are 

piloting a 24/7 approach to reduce ED attendances and admissions. 

Community ACPs and Community Nurse Specialist 

Two projects supported by the Community ACPS include a pilot of Heidi Clinical AI and an 

Orthopaedic pathway (in collaboration with the DCH). 

The team (alongside the Community Specialist Nurses) are currently 6 weeks into the Heidi AI pilot 

which is showing very positive results of up to 30 minutes time saving per patient contact. 

The orthopaedic pathway is in collaboration with the Acute Ortho team and the DCH. The aim is to 

avoid unnecessary ED attendances and admissions, for those patients who have had an Ortho 

procedure. Early days but expected to improve patient experience. 

Craven District Nurses 
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Following successful pilots this team has rolled out the Community Nursing Safe Staffing Tool which 

was presented at the establishment review meeting in Feb 2026. This has taken extensive training 

and support.  

The team also finished a successful student support services pilot. 

Community Services 

In March 2026 in collaboration with services in Craven (including N. Yorks. CC, VCS, Care agencies, 

Therapy Services, Primary Care) ran a successful 'Perfect Week'. The 'Perfect Week' was led by Liz 

Thwaite, and we focused on patients registered at Townhead GP Practice in Settle. Daily MDTs to 

provide urgent support to patients at risk of deterioration or ED attendance. Learning to be taken to 

the Community Services Transformation Group and to the Place Integrated Neighbourhood Teams 

working group. 

Therapy Services 

The past year has been marked by significant progress across multiple service areas, each bringing 

tangible benefits to both patients and the wider system. 

One notable advancement was addressing an inequity in service provision for North Yorkshire 

patients who previously couldn’t access the Bradford Home-Fast service. This resulted in extended 

hospital stays and disrupted patient flow due to geographical constraints. To remedy this, the 

Community Rehabilitation team piloted a Home-First pathway in partnership with the NYCC 

reablement team. The pilot demonstrated multiple benefits, including more accurate assessments of 

functional ability and ongoing patient needs, reductions in length of hospital stay, better hospital 

flow, and minimized deconditioning and harm. Following the success of this pilot, a skill-mixing 

exercise was conducted, leading to the creation of two part-time OT posts at the start of 2026 to 

establish the pathway as a permanent fixture. 

Stroke services also saw a boost thanks to new investment, resulting in the implementation of a 

psychology service for Ward 5 (stroke and neuro). This addition ensures that stroke inpatients 

receive evidence-based psychological care, alongside staff consultation. Key outcomes have 

included reduced psychological harm after stroke, improved patient experience and emotional 

adjustment, stronger engagement with rehabilitation and recovery, earlier identification and 

management of cognitive and mood disorders, and enhanced staff wellbeing. 

The launch of the new prehab and rehab oncology service, Active Together, funded by Yorkshire 

Cancer Research, has been another milestone. This service is already demonstrating improved 

cancer treatment outcomes, fewer treatment-related complications and hospital visits, enhanced 

patient experience and psychological wellbeing, and is expected to contribute to longer-term 

survival and reduced recurrence risk. The multidisciplinary approach delivers truly holistic, 

personalised care that benefits individual patients, the health system, and the organisation. 

Mobility services also collaborated with the ABCAS Director for Bradford District and Craven to 

explore options for a place-based provision for wheelchairs. The move towards a specialised, place-

based service promises a host of advantages, including improved patient access, better integration 

and equity across the population, enhanced clinical governance and risk management, more 

efficient asset use, and support for personalised, outcomes-focused care. 

The Occupational Therapists in cardio-respiratory piloted an ICU rehab initiative, which brought 

about quality improvements such as reduced delirium and cognitive decline, improved functional 

recovery through early intervention, smoother transitions from ICU to ward, better experiences for 

patients and families, potential reductions in length of stay, and alignment with national rehabilitation 

standards. The pilot also generated valuable learning for future inpatient rehabilitation models.  
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The Medicine Division delivered Falls Free February, a time-bound Quality Improvement (QI) 

campaign to reduce inpatient falls, with a specific focus on addressing an observed increase in 

overall falls, weekend falls and falls with harm. 

The initiative strengthened daily oversight by introducing a divisional data return (daily RAG-rated 

falls position) and a compliance checklist for twice-daily ward safety walk rounds, alongside active 

encouragement of ward-led prevention ideas and rapid learning through Senior Leadership Team 

review and feedback. February 2026 data identified higher fall numbers in high-turnover/high-acuity 

areas (AAU and the Emergency Department) and highlighted common themes including cognitive 

impairment/delirium, toileting urgency, frailty/medical instability, chair/recliner positioning and 

periods of reduced observation capacity.  

The campaign achieved strong engagement and consistent data completion, with divisional falls 

reducing back within common-cause variation; notable local improvement included Ward 5 (Stroke) 

remaining falls-free for the month and Ward 10 recording a single fall following a prolonged falls-free 

period. Learning from the thematic review is being used to target further improvement work, 

including enhanced delirium and toileting support, safer chair use/positioning, and focused 

supervision for patients with repeated falls risk. 

 

3.2 Performance Against Key National Priorities 

 
The following indicators support the national priorities.    
Returns conform to specified data quality standards and prescribed standard national definitions. 
 

Data source: Airedale NHS Foundation Trust Information Services. 

*The combined metric as per national reporting requirements from October  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Indicator Threshold Quarter 
1 
2024/25 

Quarter 
2 
2024/25 

Quarter 
3 
2024/5 

Quarter 
4 
2024/25 

*All cancers: 62-day referral to first treatment 85% 78.2% 84.05% 74.35% tbc 

Maximum 18 week waits from referral to treatment 
in aggregate – patients on an incomplete pathway 

92% 73% 71% 70.5% tbc 

A&E maximum waiting time of four hours from arrival 
to admission/ transfer/ discharge 

95% 68.17% 68.56% 65.42% 63.73% 

Maximum 6 week wait for diagnostic procedures 95% 99.5% 90.6% 97.9% tbc 
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Part 4 Annex  
 
4.1 Bradford District and Craven Health and Care Partnership NHS West Yorkshire Integrated 
Care Board  
 

                             

Scorex House  

1 Bolton Road 
Bradford  
BD1 4AS 

                                                                                                                             19 June 2026 
 
 
 

 Airedale NHS Foundation Trust Quality Accounts 2025/2026. 

 
 

On behalf of NHS Bradford District and Craven Health and Care Partnership West Yorkshire 
Integrated Care Board (WYICB), I welcome the opportunity to feedback to Airedale NHS 
Foundation Trust on its 2025/2026 Quality Report. 

 
The Quality Account has been shared with key members across the Bradford District and 
Craven Health and Care Partnership (BDCHCP). 

 
I acknowledge and congratulate the Trust’s achievements for 2025/2026: A review of those 
quality priorities for improvement/key achievements include: 

 

• Maintaining a clear focus on improving the early recognition and timely treatment of 
sepsis, aligned to national expectations for screening and prompt administration of 
antibiotics. 

• Progress has been made in implementing Martha’s Rule. Within adult inpatient 
areas, Martha’s Rule is supported through the Patient Wellness Questionnaire. 

• The Care of the Acutely Ill Patient programme demonstrates sustained strengths in 
rapid response to high-risk deterioration. 

• The Critical Care Outreach Team response for NEWS >5 against the internal target 
(>90% seen within one hour) has been consistently high across the year, providing 
strong assurance against the Trust’s deterioration priorities. 

• Recent data demonstrates there has been an improvement in both the consistency 
and average times for ambulance handovers during Quarter 3. 

• Freedom to Speak Up (FTSU) processes are in place to support patient safety and 
improve staff experience. A FTSU action plan is in place to support the work to 
improve the FTSU culture at the trust. 

Additional successes include: 

• Opened in April 2025, the Urology Intervention Unit has delivered a positive impact 
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on patient experience and waiting lists. 

• The introduction of a telephone pre-operative assessment pathway for patients 
waiting for cataract surgery has increased capacity and efficiencies for patients. 

• The implementation and embedding of the Paediatric Early Warning Score. 

• The Trust has continued to demonstrate progress against the NHS 
Learning Disabilities Improvement Standards. 

• The Trust continues to meet its responsibilities under the Learning from Lives and 
Deaths (LeDeR) programme. 

• The Trust has implemented a LeDeR specific Structured Judgement Review process 
for mortality reviews which strengthens the Trust’s ability to review the individual’s 
care pathway in detail, ensuring reviews are thorough and aligned with national 
guidance and Coroner’s Court expectations. 

• The Trust has achieved all the National Institute for Health Research high level 
objectives for performance in initiating and delivering research. 

Quality Priorities for 2026/2027 are: 

 
Quality Priority 1 - Sepsis 

• Stabilise and scale the interim audit approach: 

1a) Reduce deterioration and associated harm by improving the prevention, 
identification, escalation, and response to physical deterioration via safe and reliable 
pathways of care and improved co-ordination across systems. 

1b) Implement a standardised Trust-wide sepsis audit proforma for inpatient, 
Emergency Department, paediatrics, and maternity to reduce variation and improve 
comparability. 

1c) Improve screening completion and documentation reliability. 

1d) Develop and improve data to support better identification of variation. 1e) Use 
findings to target rapid-cycle improvement in areas with lower 
screening/documentation completion and share learning across wards/services. 

• Improve screening completion and documentation reliability by reinforcing 
expectations that screening completion and sepsis diagnosis documentation must 
be clearly recorded to support safe escalation and measurement. 

• Establish a monthly reporting route and relevant governance forums to 
ensure sepsis is visible and tracked as part of routine assurance. 

• Prepare for electric patient record (EPR) transition: 

1a) Define the minimum dataset that EPR must capture so that the interim approach 
maps cleanly to digital reporting on go-live. 

1b) Agree ownership for configuring and validating the EPR sepsis reporting 
outputs, ensuring the Trust can move from sample-based assurance to routine 
automated metrics. 

Quality Priority 2 - End of Life Care 

• Strengthen processes so that patients and carers can access timely, coordinated 
care at the end of life, enabling people to die with dignity in their preferred place 
(home, hospice, or hospital). 

Quality Priority 3 - Improving care for patients who experience long waits in the Emergency 

Department (ED) 

• Reduce the number of patients experiencing very long waits in ED, with a particular 
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focus on those waiting for admission to an inpatient bed. 

• Improve the timeliness and reliability of key clinical processes for patients in ED 
(initial assessment, observations, sepsis recognition, analgesia, frailty and 
safeguarding assessment, and escalation). 

• Strengthen comfort, privacy and dignity for people who must remain in ED 
for extended periods. 

• Improve patient flow across the system by reducing avoidable delays to admission, 
transfer, and discharge. 

• Improve staff experience and capability to deliver safe care during periods of 
crowding, supported by clear escalation, staffing models and learning from incidents 
and feedback. 

I acknowledge the Trust has continued to develop its approach to understand and reduce 
health inequalities. 

 
I note the Airedale Patient Experience Strategy published in 2025-2026 has a key focus on 
ensuring the environment is accessible and inclusive, ensuring the information is inclusive, 
easy to understand and readily available and ensuring person centred care which meets 
the needs of diverse communities. 

 
The strong focus on civility, learning from incidents and is committed to continued learning 
and change improvement is welcomed. 

I note that during the year 2025/2026-year period the Trust participated in 43 of 46 eligible 
national audits, of which 4 were confidential enquiries. 

 
The Trust’s engagement in clinical research demonstrates the commitment to improving 
the quality of care offered to patients, whilst contributing to wider health improvement, 
aiming to help the population you serve to live longer healthier lives. 

 
I note the Care Quality Commission (CQC) has not taken enforcement action against 
Airedale NHS Foundation Trust during 2025/2026. We note the Trust actively takes part in 
events facilitated by CQC and maintains active communication via a programme of 
engagement meetings. 

 
I would like to thank you and your staff for all the achievements made in 2025/2026. These 
achievements are an excellent demonstration of your ongoing commitment to continuously 
improve the quality and safety of patient focused care. 

 
Finally, I am required to confirm that NHS Bradford District and Craven Health Care 
Partnership (WYICB) has reviewed the Quality Account and believe that the information 
published provides a fair and accurate representation of Airedale NHS Foundation Trust 
quality initiatives and activities over the last year. 

 
Yours sincerely 

 

Matt Sandford 
Director of Partnership and Place 
Deputy Accountable Officer BDC 
ICB 
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4.2 Overview and Scrutiny Committee   
 
The Quality Account has been shared with Bradford District and Craven Health and Care Partnership 
NHS West Yorkshire Integrated Care Board and has been presented to the Trust Quality and Safety 
Committee for oversight and approval. 
 


