AIREDALE NHS FOUNDATION TRUST BOARD OF DIRECTORS’ PUBLIC MEETING
AGENDA
Venue:
Date:
Time:

By MS Teams
Wednesday 2 February 2022
09:30 – 12.30

No
Item
Opening matters

Lead

Paper

1.

Chair

-

Welcome and apologies for absence:

2.
3.

Action

Time

Note

09:30

Verbal

Note
Discuss

09:30
09:35

Attachments

Approve

Declarations of Interest
Patient Story: Family end of life support
during Covid-19
Business from the previous meeting
4.
Minutes:
(i) Public Board Meeting held on
3 November 2021; and
(ii) Board to Council of Governors
meeting held on 2 December 2021
5.
Matters and actions arising not covered
elsewhere on the agenda
Key reports
6.
Chair’s Briefing

Chair
Chief Nurse

Chair

Attachment

Discuss

10:00

7.

Chief Executive’s Report

Acting Chief Executive

Attachment

Discuss

10:05

8.

Company Secretary’s Report

Deputy Chief Executive

Attachment

Approve

10:20

9.

Securing the Future Report

Senior Programme Manager

Attachment

Discuss

10:30

10.

REFRESHMENT BREAK 10.45 - 11.00
Maternity Board Champion Report
Non-Executive Director
Maternity Board Champion

Attachment

Discuss

11:05

11.

(i)

Chief Nurse

Attachments

Discuss

11.10

Committee Chairs

Attachments

Note

11.20

12.

Midwifery Safe Staffing Six Monthly
Report
(ii) Nurse Staffing Six Monthly Safer
Staffing Report
Reports from Committee Chairs:
i) Audit and Risk Committee,
12 January 2022;
ii) Charitable Funds Committee,
11 January 2022;
iii) Finance, Performance & Digital
Committee, 24th November 2021 &
26 January 2022
iv) People Committee, 23 November
2021 & 25 January 2022 including
People Committee Terms of
Reference and Freedom to Speak Up
Mid Year Review
v) Quality & Safety Committee, 23
November 2021 & 25 January 2022
vi) Sustainability Committee
15 December 2021

Chair

09.50
Chair

Discuss

13.

14.

Monthly Integrated Board Report
December 2021
 Finance
 Operational Performance
 People
 Quality and Safety

Attachment

Discuss

11.30

Approve
/ Discuss

11.55

Approve

12.10

Discuss
Discuss

12.25
12.25

Discuss

12.30

Director of Finance
Acting Chief Operating Officer
Director of People and OD
Chief Nurse

Annual Reports:
Attachments
(i) Airedale Hospital and Community
Deputy Chief Executive
Charity Annual Report 2020/21
(ii) Health and Safety Annual Report
Deputy Chief Executive
2020/21
15.
Risks:
Attachments
(i) Board Assurance Framework
Deputy Chief Executive
(ii) High Level Risk Register
Chief Nurse
Closing matters
16.
Any Other Business
Chair
Verbal
17.
Messages to Colleagues and Key
Chair
Verbal
Stakeholders
18.
Review and Close of Meeting
Chair
Verbal
Date of next meeting: Public Board of Directors Meeting: Wednesday 6 April 2022 – 09:30 am

The Board resolves to hold the remainder of the meeting in private due to the
confidential or commercially sensitive nature of the business to be transacted.

MEETING OF THE PUBLIC BOARD OF DIRECTORS
HELD AT 09.30 ON WEDNESSDAY 3 NOVEMBER 2021
VIA MICROSOFT TEAMS
PRESENT:

Andrew Gold (AG), Chair
Rob Aitchison (RA), Chief Operating Officer
Brendan Brown (BB), Chief Executive
David Crampsey (DC), Medical Director
Rhys Davies (RD), Non-Executive Director
Andrew Dumbleton (AD), Non-Executive Director
Joanne Harrison (JH), Director of People and OD
Melanie Hudson (MH), Non-Executive Director
Ian Knight (IK), Non-Executive Director
Nadira Mirza (NM), Non-Executive Director
Amanda Stanford (AS), Chief Nurse
Amy Whitaker (AW), Director of Finance
Andy Withers (AWi), Non-Executive Director

IN ATTENDANCE:

Mr A (item 3)
Sherie Herpe (SH), Matron, Surgery and Diagnostics (item 3)
Stella Jackson, (SJ) Head of Corporate Governance
David Moss (DM), Managing Director, AGH Solutions Ltd (item 10)
Victoria Pickles (VP), Director of Corporate Affairs
Paul Rice (PR), Chief Digital and Information Officer
Samuel Roberts (SR), Guardian of Safe Working (item 13)
Stuart Shaw (SS), Director of Strategy, Planning & Partnerships
3 colleagues
1 Public Governor (items 3-13)

75/21

WELCOME
The Chair welcomed everyone to the meeting.

76/21

APOLOGIES FOR ABSENCE
There were no apologies for absence.

77/21

DECLARATIONS OF INTEREST
There were no declarations of interest.

78/21

PATIENT STORY
This month’s patient story was told by Mr A who spoke of his experience of using the
Cystoscopy service. Mr A had been a patient at the Trust on previous occasions but his
experience as a patient of the Cystoscopy service had not been of the same standard and
had not met his needs. He subsequently raised a complaint to the Trust and the Chief
Executive had escalated the concerns. The review resulted in learning being gained and of
improvements being made to the service. On a subsequent visit to the hospital, Mr A was
invited to review the improvements made and believed these would result in a better service
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for other patients.
AG apologised to Mr A on behalf of the Board for the standard of service provision not
meeting Mr A’s nor the Trust’s expectations.
BB considered it important that the improvements made be revisited in the future to ensure
these were embedded in a sustainable way. Action: AS to arrange for this to occur.
AS asked Mr A whether he was satisfied with the way his complaint was handled and
addressed and Mr A confirmed he was.
MH believed the story and learning from it should be shared more widely within the Trust. AS
reported steps were being taken to embed the learning from patient stories throughout the
Trust.
NM noted Mr A believed training should be provided to Trust colleagues in order to improve
the service provision and asked whether he’d shared those thoughts with the Trust. Mr A
confirmed he had and that the training had occurred. SH informed the Board the complaint
had resulted in significant reflection and learning and the service offer had improved as a
result.
AS believed the most impactful way in which to learn was to hear feedback from patients.
She outlined the importance of the Trust’s culture being receptive to receiving negative
feedback.
The Board thanked Mr A for sharing his story and SH for supporting him at the
meeting.
79/21

MINUTES OF THE MEETING HELD ON 1 SEPTEMBER 2021
The minutes of the Board meeting held on 1 September 2021 were approved as true and
accurate record of the meeting.

80/21

MATTERS AND ACTIONS ARISING NOT COVERED ELSEWHERE ON THE AGENDA
Actions



1/9/21: 65:21 - Trust Strategy Progress 2020/21 and Strategic Objectives 2021/22 – it
was noted this action was complete and could be closed; and
1/9/21: 69:21 – Monthly Integrated Board Report as at July 2021 – a review of
turnover within the Allied Health Professionals team had revealed this was greater
amongst colleagues within the acute hospital setting than it was within the community.
A review of the findings would be undertaken at a directorate meeting and this action
could, therefore, be closed.

There were no other matters arising not covered by the agenda.
81/21

CHAIR’S BRIEFING
The report was taken as read and noted.

82/21

CHIEF EXECUTIVE’S REPORT
BB introduced his report and highlighted the following key points:


In a recent survey, the Trust was ranked as the number 1 non-specialist provider for
patient experience and it was important that the Board recognised the efforts of
colleagues in achieving that outcome. RD queried whether colleagues had been
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encouraged to celebrate the results. BB reported the results would be shared
alongside a message acknowledging how hard colleagues were working in extremely
challenging times; and
The report content would help to frame Board discussion during the meeting.

BB added West Yorkshire had been escalated to level 4 due to the acuity of patients being
seen in hospitals and the continuing rise in Covid-19 cases. Currently, there were 34 patients
with Covid-19 in the Trust’s hospital. The Secretary of State was due to publish a plan
regarding elective recovery and BB believed a Workforce Strategy was required to deliver the
plan. A major reorganisation was taking place across the NHS and this would receive further
consideration at a future Board Strategy meeting.
In response to a comment from RD, JH reported the workforce was fatigued. IK asked
whether Executive colleagues were assured work underway to deter `burn-out’ was effective.
BB reported he was confident the issue had been addressed but was not assured the
situation would get any better. The Trust continued to listen to colleagues regarding their
health and wellbeing needs.
JH reported approximately 20% of the Trust’s bed base was occupied by patients who could
not be discharged as alternative community care arrangements were unavailable.
Discussions were taking place regarding Pathology workforce needs. Consideration was also
being given, at local level, to ways in which to support clinical colleagues to operate at the top
of their licenses.
AS reported discussions had occurred with the university regarding the development of a
sustainable workforce for health and social care settings. She outlined a need for the Trust’s
and university’s workforce plans being aligned and reported the local university was
supportive of this.
DC informed Board colleagues the Trust was currently considering how it might support junior
doctors to enhance their training as part of its retention strategy. PR outlined the importance
of consideration also being given to ways in which to retain colleagues from support services.
VP highlighted a need for the Board to gain an understanding of the impact external related
activities were having on the capacity of Executive Directors. BB outlined the importance of
the leaders prioritising their externally focussed time on those activities which would prove
most impactful and believed consideration should be given to this matter at a future Board
Strategy Day. Action: SS to timetable into the Board Strategy Day work programme..
MH believed the Trust should revisit its Volunteering Strategy and in particular the enlisting of
young volunteers at the Trust. BB believed the Trust needed to reach out to people looking
for second or third careers. He believed these two matters should be considered by the
People Committee. Action: SJ to timetable into the work programme.
SS informed Board colleagues the Trust’s half two plan had been well received by NHS
England/Improvement although the Trust had been asked whether it could deliver more.
Trust Board noted the Chief Executive’s Report.
83/21

MATERNITY UPDATE
Six Monthly Review of Maternity Services
AS reported feedback had been received from the Ockenden Review submission and this
was currently undergoing a factual accuracy check. The Trust was sighted on all areas
identified as requiring improvement. Staffing remained a challenge. Newly qualified
midwives were leaving the profession both locally and nationally. Work would be undertaken
at the Trust to determine the reasons for them leaving Airedale and measures needed to
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improve their working experiences. Friends and Family Test feedback was positive, despite
the challenges being felt. This evidenced the staffing challenges were not impacting on
patient care.
AWi noted the `continuity of carer’ programme had not been welcomed by the midwifery
profession and asked whether the Trust could `push back’ on this requirement. In response,
AS reported evidence showed this initiative improved the outcomes for women, particularly
those that were vulnerable. She believed midwives needed to be trained to deliver continuity
of carer and reported the Trust was working through the recently published continuity of carer
guidance.
AG then commended AS for leading the Act as One event on Maternity Services.
The Board noted the six monthly update.
Non-Executive-Director (NED) Maternity Champion Report
NM introduced the report which updated the Board on the activities undertaken and
observations made by the Non-Executive Director (NED) Maternity Safety Champion (MSC)
since the last Board meeting of the Trust. Key issues related to colleagues not taking breaks
and a lack of administrative support. NM believed it was important that the Trust determined
whether or not inequality of experience was an issue.
AG queried whether there were opportunities to expedite any of the equipment concerns and
AS confirmed there were. RD reported the equipment issue was discussed at the Finance,
Performance and Digital Committee and it had been reported a robust process was in place
regarding the reporting of faulty equipment. He believed assurance was required regarding
the effectiveness of faulty equipment reporting procedures. AWh reported the process had
been reviewed.
BB believed consideration should be given to ways in which to improve staff morale through
empowering them in their work.
JH believed colleagues should be informed what steps were being taken in response to
issues raised.
NM believed she would benefit from data which highlighted whether or not there was an issue
within the service. AS reported the data told a positive story and she believed the Trust
needed to engage the team to undertake multi-disciplinary training.
AWh and AG believed the NED Maternity Champion could test out knowledge regarding
escalation routes and AS believed NM could challenge the culture regarding escalation. AS
also believed it would prove beneficial for the NED Maternity Champion to gain an
understanding regarding the patient experience. In response, NM reported experience had
been excellent. AWi believed the paper would benefit from providing a more balanced view
regarding the patient experience.
MH believed Maternity colleagues should be encouraged to reflect on good practices, areas
for improvement, challenges and how they might solve problems faced.
The Board noted the NED Maternity Champion update.
84/21

COMPANY SECRETARY’S REPORT
VP presented the Company Secretary Report and reiterated key points from within it. AG
added the Annual Members’ Meeting/Annual General Meeting would be taking place on
11 November.
Trust Board:
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85/21

Approved the terms of reference for the Sustainability Committee;
Noted the proposal not to amend the key governance documents detailed in the
report;
Noted the update regarding the annual calendar of meetings and work
programme; and
Noted the update regarding the Annual Members’ Meeting

SECURING THE FUTURE REPORT
DM highlighted the following key points:






The reinforced autoclaved aerated concrete (RAAC) panels issue had scored 25 (the
highest score) on the High Level Risk Register;
15-20% of the panels inspected had significant defects. Props had been installed to
support these defects;
It was not possible to re-roof the hospital without putting structural support in place;
The modular build was progressing to plan and would be the first in the region and
one of the first nationally to be all electric; and
It was hoped a decision would have been made by the end of December regarding
those hospitals which would progress to the next stage of the shortlisting process for a
new hospital build.

AD asked whether the structural issues were impacting on colleagues. In response, VP
reported discussions were occurring with people working on the wards/in departments where
remedial work was required in order to mitigate concerns of staff. MH queried whether
patients were also informed of the reasons for the props. DM reported the props were boxed
in and not, therefore, visible to patients. Consequently, questions were not being asked
about these. MH then asked what protocols were in place regarding the management of the
roof, particularly over winter. DM reported a programme of roof maintenance was in place
and a business continuity plan was in place to respond to potential issues as a consequence
of adverse weather conditions.
AWi queried whether any infection, prevention and control issues existed regarding the
propping and DM confirmed they did not.
AG outlined the importance of the local system supporting the need for the hospital to be
rebuilt. In response, BB reported the issue had been re-escalated to system partners and
would be raised at the next Quality Summit meeting.
VP reported a second RAAC risk had been added to the Board Assurance Framework (BAF)
regarding the management of RAAC.
Trust Board noted the update.
86/21

REPORTS FROM COMMITTEE CHAIRS
The following Committee Chair reports were received and noted:




People Committee – 21 September and 26 October 2021. MH outlined a need for the
Board to approve the Workforce Disability Equality Standard (WDES) action plan for
external publication. She then reported the October People Committee meeting had
focussed on health and wellbeing and the agenda had been structured around the nine
principles of the Guardian of Wellbeing role;
Quality and Safety Committee – 21 September and 26 October 2021. AWi highlighted a
need for the Trust Committee to receive the same stroke related reports as those
presented to the Quality and Safety Committee at Bradford Teaching Hospitals. DC
believed this was achievable. He added further evolution of the stroke service would be
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addressed through the Act as One Programme;
Finance, Performance and Digital Committee – 22 September and 27 October 2021. AD
drew the Board’s attention to the Targeted Investment Fund update and in particular the
bid for digital related funding. AWh added PLICS performance had improved and it was
envisaged all actions identified by the external auditor would be addressed by January
2022. It would not be possible to utilise this as a decision making tool until it had been
embedded within the Trust. JH asked what the Committee’s view was regarding the nonrecurrent Waste Reduction Programme efficiencies. AD reported the Committee had
been informed the Trust was trying to get to a position of recurrent delivery and had
highlighted the need for divisions to take ownership of this matter. The situation
continued to be monitored by the Committee;
Audit and Risk Committee – 13 October 2021. IK reported the Committee agreed to
recommend that the RAAC issue be added to the BAF. He added a good discussion had
occurred regarding pharmacy stock;
Charitable Funds Committee – 13 October 2021. RD reported the Reward, Recognition
and Fundraising lead had played a significant role in raising the profile of the charity.
AWh queried the level of assurance provided, on the basis of the retrospective requests
for funding and a further query on this matter having been raised at the Finance,
Performance and Digital Committee. RD agreed the assurance should be reduced on this
basis; and
Sustainability Committee – 29 September 2021. SS reported resource had been secured
to support the development of the Green Plan and this would require review at the
January Board Strategy Day. NM believed consideration was also required regarding the
relevance of the Green Plan in day to dayactivity.

Trust Board approved the WDES action plan for external publication.
87/21

MONTHLY INTEGRATED BOARD REPORT AS AT 30 SEPTEMBER 2021
SS reported that during September, there had been a consistent number of Covid-19 cases in
the hospital. There had also been a high demand for services. Generally, however,
performance was positive.
RA then highlighted the following key points:








There were approximately 35 Covid-19 positive patients in the hospital occupying
approximately 10% of the bed base. The winter plan had been developed and this
included arrangements to care for up to 70 Covid-19 positive patients at any one time;
There was an increased volume and acuity of patients within Urgent Care. Additional
information would be incorporated into future reports regarding the turnaround of
ambulances supporting the Trust;
Time to triage and treatment performance for the sickest patients was good;
The workforce position across the locality and at the Trust was challenging;
Finance, Performance and Digital Committee had considered the Planned Care
position. There was a national focus on patients waiting more than 104 weeks being
seen. Currently, around 140 patients had waited for this length of time at the Trust.
Steps were being taken to reduce this figure to as close to zero as possible by the end
of March 2022; and
The Trust was supporting Bradford Teaching Hospitals to deliver plastics care through
the theatres at Airedale.

AWi asked what potential impact community diagnostics posed. RA reported changes in
local arrangements would not occur until 2022/23 at the earliest.
MH noted some elective recovery activity had been cancelled due to staff absence and
queried whether private providers might be able to support delivery of this activity. In
response, RA reported discussions were occurring regarding support for the Nursing
workforce and incentivising them to work additional shifts at the Trust rather than another
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trust. He outlined a need for the Trust to take steps to fully recruit into Theatre positions.
AG asked whether all Board members had received their flu vaccination and if so, whether
this message could be communicated to colleagues. DC pointed out a need to be mindful of
vaccinations potentially becoming mandatory for all health and social care staff. Action: VP
to determine whether a communication should be sent to colleagues at this time.
AWh then reported:




Recurrrent delivery of Waste Reduction Programme initiatives was a key risk and
would require significant scrutiny;
The half two financial plan had been finalised and did not present a major risk to the
Trust as a balanced financial plan had been submitted; and
It was possible that the Capital plan would be overspent and the two main issues
driving the potential overspend would be scrutinised by the Capital Investment Group.

JH highlighted the following key points:






Sickness absence at 2 November 2021 was 5.5%. This was 6.8% once isolation had
been taken into account;
Wellbeing conversations had been launched in response to the sickness absence
prevalence;
Turnover levels had increased with one-third of people leaving in September taking
retirement. Flexible working options would be developed over the longer term;
`Time to hire’ remained within target despite a 70% increase in recruitment activity
being experienced; and
There had been an improvement in mandatory training performance and colleagues
continued to be supported to achieve mandatory training targets.

IK noted Friend and Family Test results had not been as positive as previously and asked
what steps were being taken in response. JH reported that action planning would occur once
the Staff Survey closed at the end of November. She highlighted staffing levels; demand; and
capacity were key themes arising from the Friends and Family Test results.
AWi queried whether people were leaving the Trust to progress their careers at larger trusts
and, if so, whether Airedale needed to reposition itself in the system in order to buck this
trend. JH confirmed this was a key reason for people leaving the Trust and work was
underway to consider system-based turnover solutions.
AS drew the Board’s attention to the following:










There was growing confidence that the Trust’s people were reporting serious incidents
and there continued to be a good level of reporting. However, there had been no
serious incidents during September;
The reasons for an increase in the number of falls with harm were being evaluated
and this matter would be monitored by the Quality and Safety Committee;
Infection, Prevention and Control performance was good;
There had been an increase in the number of patients occupying beds;
There had been one further Covid-19 staff outbreak;
Front line staff were being fit tested;
The Medicines team was being supported to respond to the upturn in complaints. The
complaints response time and quality of responses continued to improve;
Work was underway to improve the Friends and Family test response rate; and
The Trust was not an outlier in terms of its maternity performance.

DC then informed Board members the Research and Development lead was leaving the Trust
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and expressed his gratitude for the work she had undertaken to contribute to the team’s
performance. He also thanked the local population for their involvement in clinical research
trials. He highlighted a need for the Board to support and champion involvement in clinical
research.
The Board noted the Integrated Report.
88/21

ANNUAL REPORT
Guardian of Safe Working 2020/21
SR introduced the report and informed Board members 2020/21 had been a challenging year
which had had a knock-on effect on junior doctor staffing. There had been an increase in the
number of doctors with additional training needs and sickness absence rates had increased
as had the number of exception reports. The Critical Care Outreach Healthcare Support
Worker appointment had enabled junior doctors to operate at the top of their license.
DC then gave a presentation which:




Outlined the role of the Guardian of Safe Working;
Contained details regarding the guidance on Safe Medical staffing; and
Highlighted key areas considered by the People Committee and wider forums
regarding Guardian of Safe working matters.

DC concluded his presentation by thanking SR for the work undertaken in his role as the
Guardian of Safe Working.
AD queried whether there was confidence everything possible was being done to solve the
problem of junior doctor recruitment and SR confirmed this was a national issue. DC added a
suite of actions had been developed but he was unable to provide assurance these would
resolve the problem. JH then reported that she worked with DC on the development of
workforce profiles and models. She outlined the importance of the Trust gaining an
understanding of the experience of its people working within the medical profession.
SR reported he did not believe that junior doctors were currently operating at the top of their
license. He also believed that Healthcare Support Workers could insert cannulas and take
bloods. Physician Associates could perform almost all procedures that an FY1 doctor could
and were, therefore, in a good position to support the junior doctors. AWi believed `operating
at the top of their license’ placed significant demand on decision making by the senior team.
In response, DC reported the nature of clinical roles had changed significantly over the years
and outlined the importance of doctors undertaking the role they signed up to do. AS
believed junior doctors had an important role to play in talking to patients.
MH asked whether ways of working were streamlined. SR reported a significant proportion of
time was spent by junior doctors on discharge duties and he believed investment in IT could
result in this work being streamlined.
IK queried whether the challenges faced prevented junior doctors from undertaking research.
DC confirmed research activity had continued throughout Covid-19 and that the research
offer at Airedale was better than at a number of other trusts.
NM believed the Trust could take advantage of the Medical Access programme. Action:
JH/DC to consider this outside the meeting.
Trust Board noted the Guardian of Safe Working Annual Report.
Emergency Preparedness,Resilience and Response Annual Report 2020/21
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The report was taken as read.
Trust Board:

89/21

Approved the Major Incident Plan, EPPR policy and NHSE Statement of
Compliance; and
Noted the Emergency Preparedness, Resilience and Response Annual
Report.

RISKS
Board Assurance Framework (BAF)
VP introduced the revised Board Assurance Framework (BAF) and confirmed this had been
reviewed by all Board committees over the previous month. She highlighted a new risk, which
would be added to the BAF, regarding the management of RAAC. VP and the internal
auditors were undertaking a piece of work regarding mapping and assurance ratings in order
to support Board colleagues to judge levels of assurance.
Trust Board noted the Board Assurance Framework.
High Level Risk Register
AS introduced the report which provided an update regarding the high levels risks and
mitigations in place, along with the detail of movement since last reporting
RD asked whether a potential increase in RAAC costs would impact on other activities. BB
reported this issue would be highlighted at the Quality Summit meeting. AWh added
information regarding the potential increase had not been incorporated due to this issue
coming to light following production of the report. It was intended to seek Integrated Care
System headroom on the capital limit and to seek recompense at national level.
Trust Board noted the High Level Risk Register.

90/21

ANY OTHER BUSINESS
Chief Executive Officer
The Chair reported BB would be leaving the Trust at the end of December and thanked him
for his significant contribution to the Trust.

91/21

MESSAGES TO COLLEAGUES AND KEY STAKEHOLDERS
It was agreed that the following items should be communicated to colleagues and key
stakeholders:







92/21

Patient story;
Maternity update;
RAAC update;
Elective recovery;
Guardian of Safe Working; and
Wellbeing

REVIEW AND CLOSE OF MEETING
Board members considered the meeting to be effective.
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The meeting concluded at 1.05 pm.
DATE OF NEXT MEETING:

The next Public Board of Directors Meeting will be held on Wednesday 2 February 2022 at 09:30.
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PUBLIC TRUST BOARD MEETING
As @ November 2021
Note: Actions will remain on the log for one meeting post completion. Actions to be brought to a future Board of Directors meeting will be added to
the work plan.
Red
Overdue

ACTION LOG
DATE
DISCUSSED

AGENDA ITEM AND ACTION

3/11/21
78:21

Patient Story
Executive Chief Nurse to ensure the improvements
made to the Cystoscopy service are embedded through a
follow up review.
Annual Report
Director of People and OD/Medical Director to
consider how the Trust might utilise the Medical Access
Programme as part of its recruitment strategy.

3/11/21
88:21

LEAD

CURRENT POSITION

AS

JH/DC

Amber
Going
forward

DUE
DATE

Jan 2022

The Medical Access Programme
increases the diversity of applicants,
but to what is still a restricted number of
medical school places.

Green
This
meeting

STATUS

Blue
Complete
DATE
ACTIONED
& CLOSED

G

Jan 2022
G

The Trust has supported Bradford
University’s ambition for a medical
school.
1/9/21
65:21

Trust Strategy Progress 2020/21 and Strategic
Objectives 2021/22
Director of Strategy, Planning and Partnerships to:



Timetable a discussion into the Board Strategy
Day programme regarding the measurability of
the key delivery objectives; and
Consider how the Trust’s inequality ambitions
might feature more prominently within the
Strategy.

SS

Both matters programmed to be
reviewed at the January Board Strategy
Day ahead of the next update on
progress of the key delivery objectives
in March.

Sept
2021
Jan and
March
2022

B

3/11/21

It was agreed at the November Board
meeting that this action could be
closed.
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1/9/21
69:21

3/11/21

Monthly Integrated Board Report as at July 2021
Director of People and OD to determine whether AHP
turnover is greater within the community or hospital.

Various
Head of Corporate Governance to timetable the
following into work programmes:

JH

SJ

It was reported at November Board the
review had revealed turnover to be
greater within the acute hospital setting
than in the community. A review of the
findings would be undertaken at
directorate level.
Complete

Oct 2021
B

3/11/21
82:21

3/11/21
87:21

Nov
2022

Jan 2022
B




Volunteering Strategy (People Committee);
Reaching out to people pursuing second or third
careers (People Committee);
Chief Executive’s Report
Director of Strategy, Planning and Partnerships to
timetable a discussion, into the Board Strategy Day work
programme, regarding externally focussed activities of
Board members.
Monthly Integrated Board Report as at 30 September
2021
Director of Corporate Affairs to determine whether a
communication should be sent to colleagues regarding
Board members receiving their vaccinations.

3/11/21

SS

VP

Scheduled for Trust Board of Directors
Strategy Day March 2022

Given that the Trust is at 94% for Covid
19 vaccinations it is not felt that this is
necessary at this point

Jan 2022
B

Jan 2022

B

Nov
2021

Nov
2021
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Attendance Log 2021/22
Attendance
Dates of meeting
Members

7 April 21

2 June 21

24 June 21

1 Sept 21

3 Nov 21

Andrew Gold (Chair)











Brendan Brown











Rob Aitchison











David Crampsey











Joanne Harrison



Apols

Apols





Amanda Stanford







Apols



Amy Whitaker







Apols



Rhys Davies



Apols

Apols





Andrew Dumbleton











Melanie Hudson



















Ian Knight
Nadira Mirza







David Wharfe







Dr Andy Withers











Victoria Pickles











Stuart Shaw











2 Feb 22

6 April 22


Total
attendance

3/3

Attendees
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Paul Rice
Stella Jackson

Apols
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MEETING OF THE BOARD TO COUNCIL
HELD AT 13:00 HOURS ON THURSDAY 2 DECEMBER 2021
VIA MICROSOFT TEAMS
PRESENT – COUNCIL OF GOVERNORS:
Andrew Gold (Chair)
Nick Cole (NC), Public Governor, Craven
Olukayode Dada (OD), Public Governor, Skipton
Karen Ellison (KE), Public Governor, Ilkley and Wharfedale (Lead Governor)
Cllr Caroline Firth (CF), Stakeholder Governor, Bradford Metropolitan District Council
Annette Ferrier, Staff Governor, Allied Health Professionals
David Haston (DH), Staff Governor, Nursing and Midwives
Christine Highley (CH), Public Governor, Keighley West and Worth Valley
PRESENT – BOARD OF DIRECTORS:
Rob Aitchison (RA), Chief Operating Officer and Deputy Chief Executive
Brendan Brown (BB), Chief Executive
Rhys Davies (RD), Non-Executive Director
Andrew Dumbleton (AD), Non-Executive Director
Melanie Hudson (MH), Non-Executive Director (items 1-4)
Ian Knight (IK), Non-Executive Director
Nadira Mirza (NM), Non-Executive Director
Amanda Stanford (AS), Executive Chief Nurse
Amy Whitaker (AWh), Director of Finance
Andy Withers (AWi), Non-Executive Director
IN ATTENDANCE:
Stella Jackson (SJ), Head of Corporate Governance (minute taker)
Victoria Pickles (VP), Director of Corporate Affairs and Deputy Chief Executive
Stuart Shaw (SS), Director of Strategy, Planning and Partnerships
Jerry Stanford (JS), Observer
APOLOGIES FOR ABSENCE:
Margaret Berry, Public Governor, South Craven
David Crampsey, Medical Director
Joanne Harrison (JH), Director of People and OD
Peter Home (PH), Public Governor, Bingley
Mehnaz Khan (MK), Stakeholder Governor, Voluntary Sector
Cllr Jenny Purcell (JP), Pendle Borough Council
Paul Rice (PR), Chief Digital and Information Officer
Cllr Gillian Quinn, Stakeholder Governor, North Yorkshire County Council
Ros Seton, Public Governor, Bingley Rural

01/21

WELCOME AND BACKGROUND
The Chair welcomed everyone to the Board to Council meeting
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02/21

KEY ACHIEVEMENTS 2021/22 TO DATE AND PLANNING 2022/23
SS gave a presentation which:





Outlined key elements from the 2020-25 Strategy and highlighted how the strategic
aims had been met to date;
Contained information regarding capital and infrastructure schemes;
Set out the vision for a new hospital and the next steps regarding the funding
shortlisting process; and
Outlined priority areas of focus and key planning dates for 2022/23.

NC queried whether the information regarding waiting lists could be shared externally and SS
agreed to forward information regarding this matter to NC. Action: SS
JS expressed concern that consultants in East Lancashire did not have access to the
electronic patient record (EPR). In response, RA reported the implementation of an effective
EPR was under development.
JS then requested access to Aireshare in order to view feedback provided by patients via the
Friends and Family Test. VP reported the results should be publicly available. Action: AS to
ensure these are available via the website. VP added Aireshare would be replaced by a
different system.
DH queried why the Trust was supporting other trusts to reduce their waiting lists when its
own waiting list was growing. In response, RA reported local partners were working together
to try to deter inequalities at place level. SS added partners were also working together to
prioritise those patients that needed care the most.
DH asked what action was being taken to protect ring-fenced beds on ward 18 (the loss of
which would impact on elective orthopaedic procedures). RA reported beds were being ringfenced for those patients that needed to be cared for in a very sterile environment. He added
demand for beds was proving very challenging for the hospital.
DH then reported the Trust had done remarkably well, when compared to other trusts, in
getting its elective activity back up and running.
The Chair thanked SS for the presentation.
03/21

LEGISLATIVE CHANGES AND THEIR IMPACT ON THE WEST YORKSHIRE REGION;
BRADFORD DISTRICT, CRAVEN PLACE AND THE TRUST
VP gave a presentation which outlined: the background to legislative changes; current
progress in implementing the new arrangements; and the implications for governors.
KE queried whether further guidance would be issued to governors by NHS
England/Improvement (NHSE/I) or the Trust. In response, VP reported this would be issued
by NHSE/I and circulated to governors by the Trust.
JS pointed out East Lancashire had a separate Integrated Care System (ICS) and queried
how this might impact on those accessing services at Airedale hospital. VP reported the new
arrangements would not impact on patient flows and outlined the importance of the Trust
engaging with/influencing East Lancashire ICS plans.
AG pointed out the Integrated Care Board membership would be diverse and would,
therefore, provide opportunities for a wide range of people (some of whom would be
independent of all the partners at Place) to influence plans and activities.
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VP reported a citizen engagement plan was being developed regarding Place based
arrangements. Governors would be invited to engage in the work.
The Board and Council of Governors noted the update.
04/21

NEW WAYS OF WORKING
VP gave a presentation which outlined: new ways of working requirements (during the Covid19 pandemic); changes made at the Trust in response; and information regarding future plans
and activities which would impact on governors.
KE noted that technology would play an important part in enabling people to join meetings
and highlighted the importance of meetings being accessible to all. VP reported all governors
would continue to be provided with support to access meetings via technology.
OD and AG outlined a need for governors to consider how they might engage members
effectively during the continuing pandemic. AG also highlighted a need for governors to
consider how they might engage the public during the election period. VP added governors
would be provided with an opportunity to view some of the Trust developments (in small
numbers) and would also be provided with an update at a future Governor Involvement Group
meeting regarding the elections.

05/21

GOVERNOR FEEDBACK
KE reported she had received positive feedback from two Patient Participation Group
meetings regarding the Trust’s charity and in particular, the use of social media to get people
involved. She then reported she had received anonymous feedback from a midwife regarding
the impact on her of pressures within the Maternity unit. AS informed colleagues midwifery
services across the country were experiencing significant challenges. In particular, it was
proving difficult to recruit into vacant roles due to a shortage of experienced midwives at
national level. The Trust was working closely with Bradford University to promote the role and
had temporarily put Continuity of Carer requirements on hold in order to provide a safe
service. Consideration was also being given by the Trust to potential Apprenticeships within
the unit. In the meantime, regular listening sessions were being held with the team. BB
asked KE to invite the colleague that had contacted her to contact any member of the
Executive team to discuss her concerns in a safe way. He expressed concern that she had
felt the need to remain anonymous. DH asked what steps the Trust was taking to ensure the
unit maintained staffing levels. AS reported a number of community midwives would be
moved to work within the hospital.
KE then asked if complaint response times were improving and AS confirmed they were.
However, the Trust still had some long standing complaints which the divisions were working
through.
KE then pointed out some people had not been able to join the Annual Members Meeting due
to IT issues. In response, VP reported consideration would be given in 2022 to running a
hybrid model where people could attend in person (should the restrictions have been lifted) or
virtually. However, more members of the Trust/public had joined the meeting than in previous
years.

06/21

REVIEW AND CLOSE OF MEETING
The Chair thanked everyone for attending the meeting and reported governors would invited
to take part in the Chief Executive recruitment process. The meeting concluded at 3.00 pm.
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BOARD TO COUNCIL OF GOVERNORS MEETING
As @ December 2021
Note: Actions will remain on the log for one meeting post completion. Actions to be brought to a future meeting
will be added to the work plan.
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Chair’s Briefing – item 6
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Andrew Gold, Chair
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Purpose of the Report
To inform the Board of the Chair’s activities since 3 November Board meeting.
Key Points to Note
The Trust’s ongoing positive response to the ever changing health and care needs of the Population
and Patients the Trust serves. Given the Trust’s commitment to system working, the ongoing high
levels of Partnership activity at both Place (Bradford District & Craven) and our region (West
Yorkshire), to meet population health needs (including Covid-related as well as elective recovery)
alongside working across the system on the implementation of the major legislative change for the
future provision of healthcare.
The Board’s continuous commitment to our People, recognising challenges faced on service delivery
and the impact of that on individual’s health and wellbeing. Given the importance of leadership, there
has been a key focus on the Trust’s executive leadership arrangements from 1 January 2022, with an
open recruitment process for the appointment of a substantive Chief Executive Officer well advanced.
EQIA – Equality Impact Assessment
Well led impact on our colleagues / patients / population

Fit with strategic objective

Population
X

Patients
X

People
X

Recommendation
The Board is asked to note the Chair’s activity in this briefing report.

Partnership

Progressive

X

X

Chair’s Briefing
Public Board meeting 2 February 2022
Introduction
This activity report is structured around five key themes the Board has recognised as the frame for
developing the Airedale NHS Foundation Trust (the Trust) Board’s strategy, namely partnerships,
population, patients, progression and people.

Activity Since Last Public Board Meeting
Partnership activity included ongoing participation in the quarterly NHS England/Improvement
(NHSE/I) Chairs’ Advisory Board meetings along with attendance at the quarterly NHS Providers
network meeting for Chairs and Chief Executives. Given the pace of change and challenges facing
health and care providers, it is valuable to have such interaction and draw on the insights these
forums provide.
There has also been attendance at the quarterly West Yorkshire Health & Care Partnership (WY
HCP) Board meeting and the WY HCP Chairs’ and Leaders Reference Group meetings. The latter
meet monthly and oversee the steps being taken in our region to implement the new legislation for
healthcare provision. The Trust’s Chief Executive and I are similarly involved alongside all our ‘Act
as One’ partners in the monthly meetings for an equivalent forum operating at Bradford District &
Craven Place.
Towards the end of 2021 I also attended various scenario based workshops arranged by the WY
HCP which enabled testing out of the effectiveness of the governance arrangements required to
best support the new ways of working associated with this major legislative change.
In addition the Trust’s Chief Executive and I continue to participate in the quarterly Committee in
Common (CIC) meeting of the West Yorkshire Association of Acute Trusts (WYAAT). It is evident
that the role of WYAAT will continue to evolve in support of the emerging WY HCP arrangements.
Other Board colleagues, including the Deputy Chair, also continue to go above and beyond in time
spent on similar Partnership development activity at WY and Place level to give the Trust a voice in
the design of the future approach of healthcare provision that is cognisant of the requirements of
the population of Airedale, Wharfedale and Craven (AWC) that the Trust serves.
In addition to the interaction with peers through the above, I maintain an informal dialogue with
other Chairs and leaders involved in healthcare provision to further relationships with partners.
Population interaction included the Trust’s Annual Members’ Meeting held on 11 November with
the questions from members attending demonstrating high levels of member engagement as well
as them giving valuable feedback to the Trust. The Trust’s new website provides the public easier
to navigate access to a wider range of relevant content and will also support the Trust’s Council of
Governors (COG) in their communication with Trust members. As well as the monthly Governor
Informal Group meetings, interaction with the COG included monthly briefings which provide an
up-to-date view on salient matters facing the Trust. The Trust’s Board to Council meeting held in
December also provided the opportunity to share information and insights in fulfilling respective
duties. The Trust recognises the important role of the COG and, therefore, is delighted to offer

members the opportunity to step forward to join the COG through the upcoming election process
running through February and March.
Patient related activity included interaction with NHSE/I in shaping how providers can best work
together to continue to optimise resources in order to reduce waits for elective activity. WYAAT has
provided a valuable forum to progress that. A meeting with the Rotary Clubs in the Trust’s
catchment area started a dialogue about opportunities for them to work together with the Trust to
support the Pacer Train becoming a valued facility for patients and their families. Attendance at a
recent meeting of the Trust’s Charity Committee reinforced how all donations to the Airedale
Hospital & Community Charity enable the Trust to enhance the experience of service users as well
as colleagues and cement the role of the Trust as an anchor institution in the local area it serves.
Progressive activity includes the Board’s continued oversight of the latest steps taken to further
advance ‘Securing our future’ (a replacement healthcare facility at the Steeton site) to address the
Reinforced Autoclaved Aerated Concrete (RAAC) significant risk faced in much of the existing
estate at the Trust’s Steeton location. As is evident by the new critical care unit currently being
constructed on that site, investment in new estate also enables the Trust to accelerate progress
towards their ‘net zero’ aspirations as part of the Trust’s wider commitment to environmental
sustainability reflected in the Green Plan that the Trust Board approved at their Strategy meeting
held in private on 5 January. The approach to development of the Trust’s Green Plan incorporated
feedback from EcoawAire, a forum open to all colleagues wanting to engage on environmental
sustainability, and was overseen by the Trust’s Sustainability Committee that I Chair as the Trust’s
designated Board lead for ‘net zero’.
Increasingly it is becoming apparent that we will all have to embrace a future living with COVID-19
and the Trust continues to adapt to the different phases of the current pandemic. At their 5 January
strategy meeting held in private, the Trust Board reviewed their approach in response to the
NHSE/I 24 December publication “Reducing the burden of reporting and releasing capacity to
manage the COVID-19 pandemic”. Although the Trust’s review of its risk appetite is an example of
an initiative that has unavoidably had to be reprogrammed due to ever-changing and competing
demands on senior colleagues’ time, the Trust remains as progressive as is practically possible.
People activity remains focused on health and wellbeing support for all colleagues given how they
have continued to rise magnificently to the challenges facing all healthcare providers during this
current pandemic and its different facets. The effect of the recent Omicron variant ranged from
navigating the impact of colleague absences related to positive tests in their households through to
delivery at pace of the commitment to accelerate the booster vaccination programme.
A current key focus for the Trust is the rollout of the NHSE/I programme for mandatory vaccination
for all frontline NHS healthcare workers in England in a way which both reflects the Trust’s values
and is respectful to colleagues.
The Board Strategy meeting held in private on 5 January received the embargoed top level scores
from the Trust’s staff survey undertaken last Autumn, all of which were very encouraging. The
detailed scores will be assessed by the Trust’s People Committee and their future reporting back to
Board will include actions that enable continuous development of the outcomes achieved.
As part of the whole Board’s commitment to diversity and inclusion, I have continued to have
regular dialogue with my learning partner in the Trust’s reciprocal mentoring programme. It is
evident that pairing colleagues from underrepresented areas of the Trust to work with Senior

Leaders in the Trust to support everyone involved in their development, continues to add value and
insight to the benefit of both learning partners.
Alongside two other very experienced Trust Non-Executive Directors, as a member of the
Nominations and Remuneration Committee (NRC) there has been continued focus on the Trust’s
leadership arrangements. Entering 2022 with acting up arrangements has provided stable
leadership through the challenges of winter, oversight of the Trust’s significant risks associated
with RAAC, along with support of workforce resilience during this challenging period, as well as
providing continuity for the development of plans for the new financial year commencing on 1 April.
Through the activity overseen by the NRC, the Trust is well advanced in its progress to a
substantive Chief Executive Officer appointment. The level of interest in that role, led to the NRC
faced with lots of choices as to who to shortlist for the comprehensive recruitment process which
takes place over 15 and 16 February. After necessary Board and COG approval of the
appointment, the outcome of the process will be shared with colleagues and key stakeholders at
the earliest opportunity. This appointment is key to enabling the Trust to progress its evolution in
line with its continuous commitment to optimise the provision of health and care to the community it
serves.

Recommendation
The Board is asked to note the Chair’s activity in this briefing report.
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Purpose of the Report
The purpose of the Chief Executive’s Report is to highlight developments that are of strategic
relevance to the Trust and which the Board of Directors needs to be aware of. This report covers
the period since the meeting on 3 November 2021.
Key Points to Note









It’s been the most challenging winter that people can remember – a combination of usual winter
pressures and Covid, alongside significant staff absence
We’ve had to focus on the demand in front of us, managing flow through the hospital and out
into community
The complexity of managing hot and cold pathways – flipping wards, redeploying teams,
community teams and digital care teams supporting discharge and working supportively with
our local and regional partners,
Teams have been amazing, and we’ve got a broad range of wellbeing support in place.
To manage inpatient numbers, we’ve had to pause some non-urgent operations, but we’re
restarting imminently.
Our new barn theatres are opening next month which will increase capacity – recruitment to
support these continues
The new modular ICU and decant ward is on track to open in the spring, giving us muchneeded space and up to 15 critical care beds
Last week we opened our Covid medicines delivery unit to support our most vulnerable
patients.

I am incredibly proud to be leading this organisation with an extremely supportive community and
incredible workforce.
EQIA – Equality Impact Assessment
There are no differential equality impacts resulting from these areas of work at this point.
Fit
with
objective

strategic

Population
X

Patients
X

People
X

Partnership Progressing
X

X

Recommendation
The Board is requested to receive this paper as assurance and progress against both the local and
national agenda, and as an update against leadership responsibilities within the CEO portfolio.

Introduction
This report provides a focused update on the Trust’s response to specific elements of its service
delivery and subsequent future, and the evolving health and care landscape.
Current Position
1. Population
1.1. During December and into January, following an initial reduction in the number of Covid
cases in the Trust, cases substantially increased again, and we have higher number of
Covid patients in the bed base linked to the Omicron variant. At the same time, we have
experienced high numbers of patients requiring non-Covid urgent and emergency care.
Together with a higher level of absence have created notable pressure points in month.
1.2. Nationally, a Level 4 incident was declared with Trusts asked to plan for managing a higher
number of admissions and to support the potential opening of a new Nightingale facility on
the Leeds Teaching Hospital site, which to date has fortunately not been required.
1.3. We have pleasingly been able to maintain some planned care service provision, and have
certainly continued to prioritise, emergency, urgent and cancer surgery, absence has at
times impacted on some of our activity during December and January and in response, we
have now reluctantly had to pause non-priority outpatient and elective work until 31st
January.
1.4. Despite the pressures, several areas across all four sections of the Integrated Board Report
are showing consistent, stable, or improving levels of performance. There do, however,
remain several challenges, some of which require a medium to longer term approach
around recovery. The Acting Chief Operating Officer will provide an update on the impact of
activity across the Trust at the meeting.
1.5. Though restrictions outside of hospitals have been lifted, the high levels of community
infections mean that we continue to have in place social distancing, mask wearing, testing,
restrictions on visiting and appropriate use of Personal Protective Equipment throughout the
hospital. Clearly, we will continue to review the position on this as case levels change and
we will continue to work with patients, their relatives and carers and the public.
1.6. Planning guidance for 2022/23 was published on 24 December 2021. The executive team
are currently working through the implications of this with the divisional teams. Draft
submissions are to be made to West Yorkshire by 11 March, with final submissions due by
22 April 2022. Outline plans will be discussed at the Board Strategy Day and Board to
Council meetings in March, and at the public Board in April.
1.7. Colleagues may have seen that Airedale was once again featured on ITV Calendar this
week. The crew asked to come back to the Trust almost two years after they visited the
Trust early in the pandemic. It is important that we continue to work proactively and
positively with local television, radio and print media to help build an understanding of the
pressures faced by the Trust and our colleagues, as well as creating confidence in the

ongoing safety and high-quality care we deliver. The article featured the ongoing pressures
created by the need to safely care for patients with Covid-19, and the Trust’s Covid
Medicines Delivery Unit and the vaccination centre. We continue to provide vaccinations to
all age and risk groups, including children aged 5-17 years. Over Christmas, in response to
the ask from the Government, the team within the vaccination centre doubled the capacity
for vaccinations, moving from around 300 to 600 vaccinations per day. Recently, however,
in line with the national picture we have seen demand for 1st, 2nd and booster vaccinations
reduce significantly. I would like to thank all colleagues – vaccinators, prescribers,
pharmacists, admin staff and volunteers – who have given their time and experience to
ensuring that as many of our community who wanted a vaccine could access one.
1.8. I also wanted to the draw the Board’s attention to the Annual Report of the Airedale Hospital
and Community Charity, included on the agenda for today’s meeting. As Board members
will know, the Charity was relaunched in 2020, just ahead of the start of the pandemic, and
has done a lot of work during the last two years to support patients and colleagues across
the Trust and to contribute to the Trust’s ambition to be an anchor institution in our local
community. The Charity has grown significantly in profile, building relationships inside and
outside the Trust, and drawing in donations as a result, which have made a big difference.
Having an NHS Charity has enabled us to access the support of NHS Charities Together
and the funding associated with that. We are very fortunate to have two engaged and active
charities, including our Friends of Airedale, who provide that additional extra to the services
and support we offer our colleagues and our patients.
2. Partnership
2.1. The Health and Care Bill, currently going through Parliament, sets out plans to put
integrated care systems on a statutory footing, empowering them to better join up health and
care services, improve people’s health and wellbeing, whilst reducing health inequalities.
Board colleagues will be aware that there has been a slight delay in approval of the Bill,
which is currently going through the House of Lords and is at the committee stage. This
means that the original implementation date of 1 April has been put back to 1 July 2022,
subject to Parliamentary approval.
2.2. At a West Yorkshire level, work continues to proceed with original target dates for areas that
are already progressing therefore maintaining momentum to have most of the building
blocks in place by the original April 2022 establishment target date.
2.3. The Designate Accountable Officer/Place Based Lead for the five local places across West
Yorkshire have been announced. These are:
- Mel Pickup, for Bradford District and Craven. Mel is also the CEO for Bradford Hospitals
NHS Foundation Trust
- Robin Tuddenham, for Calderdale. Robin is also the CEO for Calderdale Council
- Carol McKenna for Kirklees
- Tim Ryley for Leeds
- Jo Webster for Wakefield District. Jo is also the Director for Adults and Health at
Wakefield Council.

2.4. Appointments are also being made to the medical director, finance director, and people
director roles and colleagues within the Trust and across our place are involved in the
interview processes for these roles over the coming weeks.
2.5. A recruitment process for three non-executive independent members for the West Yorkshire
Integrated Care Board is also underway with the closing date for applications being 31
January. To support these recruitment processes a shadow Remuneration and Nomination
Committee for West Yorkshire Integrated Care Board has been established to make
recommendations on newly established senior roles. This is as an interim governance
arrangement whilst the formal establishment of the Integrated Care Board (ICB) and further
NHS England / Improvement guidance is awaited. Nadira Mirza, our Deputy Chair, is part of
this Committee.
2.6. At a Place level, we continue to develop our place partnership arrangements including the
structures, governance and decision-making systems and ways of working. As part of this,
Bradford District and Craven, along with the four other Places in WY, is seeking expressions
of interest for the independent chair of the new place-based committee. The closing date is
the 4 February and more information is here.
2.7. The first stage in a two-part review process to assess readiness for places to take on
delegations of some of the integrated care board functions has been completed and phase
2 will take place at the end of March/beginning of April to ensure that each place is able to
operate in full shadow form from April 2022. Executive and senior colleagues from across
the Trust continue to play key roles in the development of the Place based arrangements,
and it is important to recognise the impact of this additional work on the capacity of teams
within the Trust.
2.8. Airedale also continues to participate in other
WY system priorities and has been promoting
the ‘Let’s keep West Yorkshire going’
#KeepWYGoing campaign. The campaign
focus is on encouraging local people to remain
vigilant, reminding people that if we all do our
bit, we can reduce the spread of the virus
across West Yorkshire and get back to normal
sooner.
3. People
3.1. Throughout the pandemic, the health and wellbeing of our people has been a priority. Two
years into the pandemic, colleagues are tired and depleted. The additional activity pressures
have continued to put pressure on teams, and it is important that all of us remain focussed
on the support our colleagues need to maintain their health and wellbeing.
3.2. Clearly one of the key things affecting our workforce currently is vaccination as a condition
of deployment. On 6 January 2022, the Government introduced new legislation, approved

by Parliament, which amended the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2014 (the regulations 2014). The regulations require that all colleagues
undertaking Care Quality Commission (CQC) regulated activities in England must be fully
vaccinated against Covid-19 no later than 1st April 2022, when the regulations come into
force. Fully vaccinated means that you have received two doses of an approved Covid-19
vaccination.
3.3. As a Trust we recognise and respect that vaccination remains a personal choice for
individuals. We are committed to supporting colleagues to access information to make an
informed choice in terms of vaccination and have also encouraged all colleagues to access
health and wellbeing support throughout the implementation of the regulations. We must
however comply with the new legislation and ensure that all colleagues who are within the
scope of the regulations are fully vaccinated.
3.4. A task and finish group, led by the Director of People and OD has been working to ensure
that all colleagues, for whom we do not hold a record of their vaccination, have been
contacted and have been given an opportunity to: provide evidence of vaccination; seek
further advice and guidance on the benefits of vaccination and have their queries answered,
or confirm that they do not intend to be vaccinated. The Medical Director, along with
pharmacy, People and OD and staff side colleagues ran a webinar to answer concerns and
queries about the vaccination.
3.5. We are committed to exploring alternative deployment options for colleagues who choose to
remain unvaccinated. The aim of the regulations and vaccination is to protect vulnerable
people and individual workers in health and social care settings, and we continue to confirm
to colleagues that we believe vaccination is the best way of protecting ourselves from Covid19.
3.6. Over Christmas we ran a survey asking what colleagues would find beneficial to support
their health and wellbeing. An additional day’s leave was the top selection, and I was
pleased to announce to staff that we would be applying an additional day to this year’s leave
allowance, which can be carried forward into 2022/23. Colleagues also requested more
psychology support, as well as care packages for those colleagues who continue to work at
home. The Director of People and OD, along with her team and supported by the Trust’s
Charity, will be implementing these ideas over the next few weeks.
3.7. As part of the arrangements to manage the ongoing operational pressures and staff
absences, we have re-established the ‘Lean on Me’ programme. The programme allows
staff to be released from their current duties to support other teams in areas such as:
answering phones to take messages; booking and/or administering lateral flow testing for
visitors; supporting clinical areas with refreshments; or support with mealtimes.
3.8. It is important that we continue to listen to our colleagues and offer them a range of routes to
share their experiences and any concerns. Our Freedom to Speak Up Guardian will be
joining the meeting to present her latest report, discussed in detail at the January People
Committee. We have also seen the initial feedback from the 2021 National Staff Survey.

While this won’t be published in full until next month, early data shows a positive response
from colleagues here in Airedale.
3.9. A new Health and Wellbeing Virtual Hub has been developed in collaboration with partners
for everyone working in the local health and social care sector and the Local Authority. The
Hub provides a digital ‘Front Door’ for health and wellbeing resources by signposting to
toolkits, top tips, support, and initiatives that encourage self-care, self-help, and peer
support as well as specialist help.
3.10.A few things that our colleagues have been doing over the last couple of months that
deserve recognition here:
- The Finance team have been awarded their Future-Focused Finance Towards
Excellence Level 2 accreditation, which is fantastic and signals their commitment to be a
great place to work.
- We received some great feedback this week from Leeds University who thanked the
Trust for continuing to provide an excellent experience for those medical students
working with us in training roles.
- Vicky Pickles, Deputy CEO and I had the pleasure of giving out the monthly Pride of
Airedale awards last week to three very worthy winners: Sheryl Wild, Nurse Associate on
Ward 4; Sajid Mahmood, Flow Co-ordinator in the Patient Flow team; and Davy-Lee
Butler, Healthcare Support Worker in the Airedale Collaborative Care Team. Reading
their nominations was an absolute joy and it was fantastic to be able to thank them for
their hard work and to see the pride of their colleagues on their behalf. There was also an
honorary award for Elizabeth Witt and Rebecca Moug, colleagues in the Shipley Dental
Team. While not Airedale employees, they had been recognised for the way in which
they worked in partnership with the vaccination team to support the vaccination of an
extremely clinical vulnerable a patient with severe learning disability and autism.
4. Patients
4.1. Clinical, operational, and corporate leads across the organisation have been working hard in
preparation for getting our Bradford District and Craven Covid-19 Medical Delivery Unit
(CMDU) up and running here on site at Airedale. This is to provide antiviral medicines and
neutralising monoclonal antibodies (nMABs) to people who are at highest risk of becoming
seriously ill if they test positive for Covid-19. The clinics are twice a week from a unit based
outside our new theatres and patients are referred in via their GP and are triaged prior to
being offered an appointment. The unit is delivered in partnership with Bradford Teaching
Hospitals NHS Foundation Trust and is one of three across WY (the other two being Leeds
and Kirklees). This is a significant development for Airedale and there has been a
phenomenal amount of work done to get this operational in a very short space of time.
4.2. Health and safety is fundamental in the delivery of safe services for patients, carers, visitors
and of course our staff. The Annual Report for 2020/21 on the agenda shows that the Trust
has made significant progress in strengthening its health and safety arrangements, in
particular the self-assessment and audit processes within the organisation.

5. Progressive
5.1. The Securing the Future paper, on the agenda for this meeting, sets out the key areas of
work undertaken to identify, manage and mitigate the risks of Reinforced Aerated
Autoclaved Concrete (RAAC), as well as the development of the modular build and the
progress of plans for a new hospital.
5.2. As part of this we have continued to strengthen the governance arrangements for RAAC.
The Board will be aware that the Trust's RAAC Executive Assurance Group has been in
place since 2020 to make decisions about the management of RAAC, including any RAACspecific capital projects. In 2021/22, this has included the construction of a modular building
to create a new ICU and ward decant facility, and the planning and delivery of inspection
and remedial works programmes. The Group acts within the parameters of the Standing
Financial Instructions and a Senior Programme Manager was appointed six months ago to
support with the development of governance and reporting between the Trust and AGH
Solutions Ltd, the delivery partner for the RAAC programme.
5.3. The Group is chaired by me in my role as Acting Chief Executive and attended on behalf of
the Trust by the Deputy Chief Executive, Executive Director of Finance, Chief Operating
Officer and Director of Strategy, and the Securing the Future Senior Programme Manager.
AGH Solutions Ltd is represented by the Managing Director and the Finance and
Commercial Director.
5.4. The Group has been a valuable and productive method of identifying risks and challenges,
and responding to urgent requests from NHS England and Improvement, as well as
ensuring dynamic decision-making to enable the rapid response to RAAC-related issues
within our hospital. Through these arrangements we have been able to manage RAACrelated risk - maintaining the safety of our patients and staff - and respond to national,
regional, and local priorities. It is our intention for this arrangement to continue into 2022/23
and for the life of the RAAC programme. A forward work plan is being developed to ensure
we are proactively identifying issues and making decisions in good time, aligned to our
strategic plans and proposals for a new hospital for Airedale. The Securing the Future report
is the report from this Group to the Board on key areas of progress, assurance, and
escalation.
5.5. You will see from the report that we have identified new areas of concern in relation to the
behaviour of panels and types of cracking. Failsafe measures have been put in place and
there are ongoing monitoring arrangements across all panels. We are, however, seeking
independent engineering advice on whether any further actions should be taken and if there
should be any changes to our RAAC management programme as a result.
5.6. We are expecting a decision in early February on which schemes that submitted an
Expression of Interest for capital funding as part of the National New Hospitals Programme
have been shortlisted.
5.7. The new modular build, which will provide a 15 bed Intensive Care Unit plus a decant ward,
is progressing well and is on track to be complete by the end of March. I had the opportunity

to show Robbie Moore, MP for Keighley and Ilkley around the new facility in development as
part of his ongoing interest in and support for a new hospital at Airedale.
5.8. The new barn theatres have now been completed and
planning is underway to begin procedures from the new
theatres in March / April. The term 'barn theatre' refers to the
open-plan design of the main surgical area, where each
patient is treated in a dedicated space alongside the next
patient, with a specialised air canopy over each station to
prevent the spread of infection. The new facility includes a
procedure suite.
5.9. In the last report, we were awaiting confirmation of planning permission for the new
helideck. This has now been received and work on its construction will begin later in the
year.
5.10.As part of the Trust’s Digital Strategy, the Board has previously discussed its ambition to
procure, deploy and optimise over the next decade an Electronic Patient Record (EPR)) for
the benefit of the patients, staff, and community of Airedale Craven and Wharfedale and our
broader Place Based Partnership. This ambition can only be realised through a combination
of the investment of significant internal resources and the attraction of a substantial level of
financial and wider support from external partners and authorities.
5.11.A business case setting out the purpose of this investment and outlining the benefits a new
EPR can deliver is on the agenda of the meeting in private for discussion and approval. This
is necessarily in private for commercial confidentiality reasons as, if approved, this will be a
significant investment for the Trust and will require formal procurement. The business case
highlights the key management actions that the organisation will have to undertake over the
duration of the EPR lifecycle to effectively and comprehensively deliver the ambitions
detailed within an ongoing context of good financial management and prudence. This would
be a major undertaking for the Trust, as to be delivered successfully and to truly realise the
benefits, will require an ambitious and comprehensive transformation and engagement
programme.
5.12.At our Board Strategy meeting in January, we agreed the submission of a Green Plan and a
copy can be found here on the Trust’s website. The publication of this Green Plan is a
significant step for Airedale. We are proud to be a leading organisation in sustainability. In
2013 we reduced our Carbon footprint by 50% through the installation of our Combined Heat
and Power plant, new boilers, and lighting. In 2022 we will open our new ICU and an
additional ward, this will be one of the very first all-electric inpatient buildings within the
NHS, incorporating 80 photovoltaic panels and air source heat pumps. However, whilst
recognising our achievements to date, we acknowledge that there are still many
opportunities to reduce our carbon footprint further. Sustainability is a journey of continuous
improvement, and we should not rest on our laurels when the stakes are so high. We must
do all we can to reduce our carbon emissions and influence other Trusts, our suppliers, our
patients, and our employees to reduce their own carbon footprint. This Green Plan will be

the catalyst that drives our organisation towards carbon zero and progress against it will be
monitored through our Sustainability Committee.
Recommendations
The Board is requested to receive this paper as assurance and progress against both the local and
national agenda, and as an update against leadership responsibilities within the CEO portfolio.
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Group Company Secretary’s Report
1. Non-Executive Director (NED) Champion Roles
NHS England/Improvement has undertaken a review of NED Champion roles and produced
guidance (attached at Appendix 1) which proposes a new approach to ensuring board oversight of
important issues by discharging the activities and responsibilities previously held by some NED
champion roles through committee structures. The reason for this was that the increasing number
of recommended NED champion roles started to make it difficult for trusts to discharge them all
effectively. Some of the roles have been in place for a significant number of years.
The table below highlights those roles which NHS England/Improvement recommend should still be
assigned a NED champion:
Role

Type of Role

Legal Basis

Recommendation/Status

Maternity Board Safety
Champion (applies to all trusts
providing maternity services)
Wellbeing Guardian

Assurance

Recommended

N Mirza has been
appointed into this role

Assurance

Recommended

Freedom to Speak Up NED
Champion

Functional

Recommended

Doctors Disciplinary NED
Champion/ Independent
Member
Security Management NED
Champion

Functional

Advisory for NHS
Foundation Trusts

Assurance

Statutory

It is proposed that the
Chair of People
Committee takes this role
It is proposed that the
Chair of People
Committee takes this role
It is proposed that the
Trust Chair undertakes
this role
It is proposed that the
Audit and Risk Committee
Chair undertakes this role

The table below highlights those roles which NHS England/Improvement recommend should be
assigned to a committee (rather than NED champion) oversight.
Role
Hip fracture, falls and
dementia

Status
Oversight provided
through the Integrated
Board Report and
Quality and Safety
Committee

Role
Learning from
deaths

Status
Reports scrutinised by the
Quality and Safety
Committee

Safety and Risk

Safety matters overseen
by the Quality and Safety
Committee

Palliative and
End of Life Care

Reports scrutinised by the
Quality and Safety
Committee

Risk scrutinised by
individual committees
and the Audit and Risk
Committee
Health and Safety

Health and Safety Group
reports received by the
Quality and Safety
Committee

Children and
Young People

Place based
arrangements.
Safeguarding reported
through Quality and Safety
Committee

Resuscitation

Resuscitation Group in
place and Safety matters
overseen by the Quality
and Safety Committee

Cyber Security

Reports scrutinised by the
Finance, Performance and
Digital Committee

Emergency
Preparedness

Annual Report
considered by the Trust
Board.
Reports scrutinised by
the Audit and Risk
Committee
Violence and aggression
matters considered by
the Health and Safety
Committee and the
People Committee

Safeguarding

Reports scrutinised by the
Quality and Safety
Committee
Reports scrutinised by the
Finance, Performance and
Digital Committee

Counter Fraud
Security Management
– Violence and
Aggression

Procurement

2. Guidance Regarding Matters Reserved for Private Board Meetings
Guidance has been produced regarding matters reserved for Private Board meetings. This has
recently been reviewed and updated and the revised version is attached at Appendix 2. Changes
made to the document are highlighted through track changes.
3. AGH Solutions Audit and Risk Committee Terms of Reference
Terms of reference for the Audit and Risk Committee of AGH Solutions have recently been agreed
by that Committee and are attached for approval at Appendix 3. Previously there was a joint
meeting which had separate agenda items for the Trust and AGH Solutions, however the

appointment of a separate external auditor for AGH Solutions has meant a need to have separate
meetings and therefore separate terms of reference.
4. Reducing the burden
On 24 December, alongside the planning guidance, NHS England published an update on the
Reducing the Burden guidance. This was considered at the Board Strategy Day in January and is
included in this report as a formal public record of our actions appendices 4&5
5. Leadership Experience Matrix
Several Non-Executive Directors will be nearing the end of their first term in office this year and the
Chair is currently ascertaining their future intentions. It is timely, therefore, to update the Board
skills matrix as this will aid any future succession planning discussions. The matrix will considered
by the Nominations and Remuneration; and Appointments and Remuneration committees prior to
being forwarded to Board members for completion.
6. Work Programme
The work programme for 2022 has been updated and is attached at Appendix 6.
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1. Summary
1.1 Introduction
This guidance sets out a new approach to ensuring board oversight of important
issues by discharging the activities and responsibilities previously held by some
non-executive director (NED) champion roles, through committee structures. It also
describes which roles should be retained and provides further sources of
information on each issue. For the purposes of this guidance the term NED
champion includes ‘named NEDs’ and ‘NED leads’.
There are a range of issues which at various times have required additional board
level focus to respond to and learn from high-profile failings in care or leadership.
This has resulted in several reviews and reports establishing a requirement for trust
boards to designate NED champions for specific issues to deliver change. This has
led to an increasing number of roles spanning quality, finance and workforce.
The number of NED champion roles started to make it difficult for trusts to
discharge them all effectively, particularly with a limited number of NEDs, and many
do not have a role description, making it difficult to measure their impact on
delivering change. Some roles have also been in place for over a decade without
review.
Working with stakeholders, we have reviewed the issues the roles were originally
established to address, to consider the most effective means of making progress
now. There are a small number that are statutory requirements and some that still
require an individual to drive change or fulfil a functional role. In these instances,
the principle of the unitary trust board – with joint responsibility and decision making
– remains. However, there are many issues where we now consider progress will
be best made through existing trust committees rather than through individual NED
champion roles.
This new approach will help enhance board oversight for these issues, by ensuring
they are embedded in governance arrangements and assurance process, and
through providing an audit trail of discussions and actions identified by committees.
The risk of false assurance among chairs and directors who are not designated
‘champions’ will also be reduced, as oversight of transformational change to
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improve care and responsibility to constructively challenge on all issues using
Appreciative Inquiry approaches, will rest with the whole committee and not just an
individual. By reducing the risk of individual NEDs becoming too involved in
operational detail, this approach may also help maintain their independence –
something that NEDs are uniquely positioned to bring to a board.

1.2 Status of guidance
This new approach is recommended but not mandatory. If trusts consider NED
champion roles an effective tool to provide assurance to their board on specific
issues, then they have the flexibility to retain or implement that approach.

1.3 Co-developing the approach
The new approach has been co-developed with a working group of trust chairs and
we have also held a series of workshops with a range of providers. This enabled us
to identify current roles and test alternative approaches to enhancing board
oversight of important issues. We have engaged with national policy teams on the
issues requiring oversight at board level that have associated NED champion roles.
Further detail on each issue is provided in annexes 1 and 2.
We have engaged with the Care Quality Commission (CQC) throughout the
development of this approach. While there is a shared understanding that strong
leadership and board oversight is critical for the provision of high-quality care, the
governance arrangements that individual trusts use to achieve this is expected to
vary according to local circumstances and priorities. CQC inspectors will be looking
for evidence of strong leadership and governance, with effective oversight of
important issues. Trusts will be expected to demonstrate how they provide this,
including with reference to this guidance where appropriate.

1.4 New recommended approach
For each issue, we identified the original review or report that recommended the
establishment of a NED champion role and worked with the relevant national policy
team to consider the current status of the role and the best way of responding to the
issue at this point in time. In many cases, it was agreed that board oversight would
be enhanced through a change from NED champion roles to committee discharge.
It was also noted that the new approach should sit alongside other effective
governance tools such as walkarounds, for example.
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The table below sets out the NED champion roles that were in scope for this review
and their status under the new approach.
Roles to be retained
Maternity board
safety champion

Wellbeing
guardian

Freedom to
speak up

Doctors
disciplinary

Security
management

Roles to transition to new approach
Hip fracture, falls
and dementia

Learning from
deaths

Safety and risk

Palliative and
end of life care

Health and
safety

Children and
young people

Resuscitation

Cybersecurity

Emergency
preparedness

Safeguarding

Counter fraud

Procurement

Security
managementviolence and
aggression

It should be noted that the table above includes those issues for which a report or
review has suggested a NED champion role should be established and does not
include all important issues that trusts should have oversight of.
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2. Implementation and support
To support the effective implementation of this new approach we recommend that
trusts take the following steps:

2.1 Review current roles
Trusts should undertake a review to identify a list of their current NED champion
roles. Annex 1 outlines roles that are statutory roles or that continue to require an
individual to discharge those responsibilities. These roles should be retained. All
other roles should be embedded in governance arrangements and aligned to
committee structures where possible.

2.2 Align remaining roles to committee structures
Where we have recommended that issues are now discharged through a
committee, we have grouped these issues by ‘theme’ to align with committee
structures commonly used by trusts. However, this is not prescriptive, and trusts will
want to align issues with the committee that they believe is the best fit and is
aligned with their current governance arrangements.
Understandably some complex issues may fall under the remit of more than one
committee structure – in these cases trust boards may wish to adopt a joint
approach to ensure appropriate assurance.

2.3 Outline reporting structures
It will be up to trusts to decide how committees should report back on their
assurance activities to the board, whether that is through existing reporting
mechanisms or by establishing new periodic updates on issues that were previously
the responsibility of a NED champion. Company secretaries may wish to ensure
these issues are included on board/committee forward plans.

2.4 Update terms of reference
As trusts review their governance arrangements, they will want to ensure that
committee terms of reference reflect any new responsibilities and respective
reporting requirements because of these changes. Committee chairs and members
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may wish to consider actions needed to discharge the roles effectively, such as
regular engagement with an executive lead, background reading, visiting services
and attending seminars or training as available and appropriate to the trust.

2.5 Ongoing support
While some trusts may already be working with similar arrangements, it is
recognised that effective implementation may require cultural and behavioural
shifts. To support implementation, it would be useful to receive trusts’ feedback on
where the proposed approach has worked well, to identify examples of best
practice. We (NHS England and NHS Improvement) can then support in
disseminating successful case studies and lessons learned with other trusts.
Existing platforms such as the NHS Providers Company Secretaries Network,
existing care groups and regional forums will be used to share those learnings and
collect feedback.
This guidance will be kept under review and updated as necessary.
Please send feedback and best practice examples to
nhsi.providerpolicyengagement@nhs.net.
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Annex 1: Retained NED
champion roles
We have identified five NED champion roles which at this point should be retained.
These are maternity board safety champion, wellbeing guardian, freedom to speak
up guardian (FTSU), doctors disciplinary and security management. These should
be retained because they are either a statutory requirement, the function requires a
named individual to discharge or because we consider having an individual NED to
be the most effective way of delivering the changes that are needed. This section
provides further detail on these roles and additional sources of information are set
out in the Resources section.

1. Maternity board safety champion
Applies to

All trusts providing maternity services

Type of role

Assurance

Legal basis

Recommended

Role description

Maternity NED role descriptor

In response to the Morecambe Bay Investigation (2015), this role was established
through Safer Maternity Care 2016, which stated that “Senior trust managers will
want to ensure unfettered communication from ‘floor-to-board’ by appointing a
board level maternity champion”. The role is in line with recommendations from the
Ockenden Review (2020) and while not a statutory requirement, for trusts providing
maternity services having a named NED maternity board safety champion is
recommended.
The champion should act as a conduit between staff, frontline safety champions
(obstetric, midwifery and neonatal), service users, local maternity system (LMS)
leads, the regional chief midwife and lead obstetrician and the trust board to
understand, communicate and champion learning, challenges and successes.
The named champion could be the chair of the quality and safety committee and
the requirements of the role could be discharged through the appropriate committee
provided trusts ensure that the clinical director and director of midwifery are integral
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to these committee meetings. NEDs should use appreciative inquiry approaches
and the Maternity Self-Assessment Tool to provide assurance to the board that the
best quality maternity care is being provided by their trust. Trusts may also wish to
note that the NSR maternity incentive scheme safety actions refer to the maternity
board safety champion role under Safety Action 9.
Along with other recommendations contained in the Ockenden Review, this role will
be reviewed nationally in 2-3 years’ time to gauge its effectiveness.

2. Wellbeing guardian
Applies to

All trusts

Type of role

Assurance

Legal basis

Recommended

Role description

Guardian community website and role description

This role originated as an overarching recommendation from the Health Education
England ‘Pearson Report’ (NHS Staff and Learners' Mental Wellbeing Commission
2019) and was adopted in policy through the ‘We are the NHS People Plan for
2020-21 – action for us all’. The NED should challenge their trust to adopt a
compassionate approach that prioritises the health and wellbeing of its staff and
considers this in every decision.
The role should help embed a more preventative approach, which tackles
inequalities. As this becomes routine practice for the board, the requirement for the
wellbeing guardian to fulfil this role is expected to reduce over time. The Guardian
community website provides an overview of the role and a range of supporting
materials.

3. FTSU NED champion
Applies to

All trusts

Type of role

Functional

Legal basis

Recommended

Role description

FTSU supplementary information
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The Robert Francis Freedom to Speak Up Report (2015) sought to develop a more
supportive and transparent environment where staff are encouraged to speak up
about patient care and safety issues. In line with the review, it is recommended that
all NHS trusts should have this functional FTSU guardian role so that staff have a
clear pathway and an independent and impartial point of contact to raise their
concerns in the organisation.
The role of the NED champion is separate from that of the guardian. The NED
champion should support the guardian by acting as an independent voice and
board level champion for those who raise concerns. The NED should work closely
with the FTSU guardian and, like them, could act as a conduit through which
information is shared between staff and the board (p.146, Francis FTSU report).
All NEDs should be expected to provide challenge alongside the FTSU guardian to
the executive team on areas specific to raising concerns and the culture in the
organisation. When an issue is raised that is not being addressed, they should ask
why. A full description of NED responsibilities can be found in the FTSU
supplementary information.

4. Doctors disciplinary NED champion/independent
member
Applies to

All trusts (advisory for foundation trusts)

Type of role

Functional

Legal basis

Statutory

Role description

None

Under the 2003 Maintaining High Professional Standards in the modern NHS: A
Framework for the Initial Handling of Concerns about Doctors and Dentists in the
NHS and the associated Directions on Disciplinary Procedures 2005 there is a
requirement for chairs to designate a NED member as “the designated member” to
oversee each case to ensure momentum is maintained. There is no specific
requirement that this is the same NED for each case. The framework was issued to
NHS foundation trusts as advice only.
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5. Security management NED champion
Applies to

All trusts, excluding NHS foundation trusts

Type of role

Assurance

Legal basis

Statutory

Role description

None

Under the Directions to NHS Bodies on Security Management Measures 2004 there
is a statutory requirement for NHS bodies to designate a NED or non-officer
member to promote security management work at board level. Security
management covers a wide remit including counter fraud, violence and aggression
and also security management of assets and estates. Strategic oversight of counter
fraud now rests with the Counter Fraud Authority and violence/aggression is
overseen by NHS England and NHS Improvement.
While promotion of security management in its broadest sense should be
discharged through the designated NED, relevant committees may wish to oversee
specific functions related to counter fraud and violence/aggression. We have
included further guidance on these two functions in Annex 2. Boards should make
their own local arrangements for the strategic oversight of security of assets and
estates.
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Annex 2: Issues that can be
overseen through committee
structures
This section covers those issues which reports or reviews previously suggested
should be overseen by a NED champion, but which we now consider are best
overseen through committee structures. Trusts should use their discretion to
determine the relevance of each issue to their trust. It should be noted that there
will be many other important issues not included in this guidance that trusts should
also have oversight of.
For the purposes of this guidance the issues are grouped into ‘themes’ aligned to
committee structures commonly used by trusts. However, each trust will need to
determine whether each issue is relevant to their trust and how best they should be
allocated to their committee structures, especially since some issues will cut across
several committees. These issues and themes are summarised in table format
under the resources section.

Quality and Safety Committee
1. Hip fractures, falls and dementia
All trusts and health boards should have a director with responsibility for falls and
the ‘National Audit of Inpatient Falls Audit (NAIF) Report 2020’ recommends a
patient safety group which is overseen by a member of the executive and non‐
executive team. This could be fulfilled by an executive rather than a NED, provided
there is committee and board oversight of safety, prevention and risk management
and use of data to gauge the effectiveness of practice.
Hip fractures and other serious harms resulting from inpatient falls can be linked to
dementia. The board should consider the benefits of joint oversight and strategic
planning across both agendas and implement where appropriate. Sufficient senior
level support to enable systemic change is needed, including effecting change in
partner external organisations and allocating resources as needed.
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The Quality Committee may wish to ensure that the executive lead for dementia
attends the Quality Committee and, in acute trusts, that they also attend the
Dementia Steering Group, reporting issues into the Quality Committee. The NAIF
audit has produced a useful information guide for healthcare champions which
could be accessed to support this work.

2. Palliative and end of life care
The Ambitions for Palliative and End of Life Care National Framework 2021-26 set
out six key ambitions for the improvement of Palliative and End of Life Care
(PEoLC). Improving quality is one of the three strategic priorities of the national
NHS England and NHS Improvement PEoLC programme, including high quality
PEoLC, for all, irrespective of condition or diagnosis.
The impact of executive leadership on improving the quality of PEoLC is a theme
that has been identified by the NHSE PEoLC team during visits to trusts. Having a
NED as part of the PEoLC Executive committee, led to significant support at the
Board and a focus on PEoLC. Board level oversight for PEoLC can be well
supported through the Quality Committee, with reporting into the Board. The work
of the Quality Committee might include:
• attendance of a NED from the Quality Committee at the PEoLC Executive
Committee
• ensuring the board is aware of standards of care in PEoLC
• reviving PEoLC complaints to see where improvements could be made.

3. Resuscitation
Health Service Circular Series Number: HSC 2000/028 (Sept 2000) stipulates that
chief executives of all NHS trusts should give a NED designated responsibility on
behalf of the trust board for ensuring that a resuscitation policy is agreed,
implemented, and regularly reviewed within the clinical governance framework.
This has been referred to more recently in the May 2020 Resuscitation Council
Quality Standards in relation to acute, mental health and community trusts. The
Quality Committee may wish to discharge this role, rather than an individual NED,
and include this on the committee workplan, ensuring sign-off from the board.
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4. Learning from deaths
Executive and non-executive directors have a key role in ensuring their provider is
learning from issues such as incidents and complaints and identifying opportunities
for improvement in healthcare identified through reviewing or investigating deaths.
All NEDs play a crucial role in constructively challenging the executives to satisfy
themselves that clinical quality controls and risk management systems are robust
and defensible.
In particular, they should familiarise themselves with the care provided to
individuals with learning disabilities and those with mental health needs and should
encourage meaningful engagement with bereaved families/carers. The Quality
Committee in particular should understand the Learning from Deaths review
process, champion quality improvement that leads to actions that improve patient
safety, and assure published information on the organisation's approach,
achievements and challenges. Implementing the Learning from Deaths Framework:
Key requirements for trust boards includes some useful questions that NEDs may
wish to ask in relation to these responsibilities.

5. Health and safety
Strong leadership at board level and a strong safety culture, combined with NED
scrutiny, are essential. Health and safety should be viewed in its broadest sense to
include patient safety, employee safety, public safety and system leadership. As
such the remit will cut across committees including Quality, Workforce/People and
Planning (estates). All committees need to help ensure their organisation gets the
right direction and leadership on health and safety matters through performing a
scrutinising role – ensuring the integrity of processes to support boards facing
significant health and safety risks.
Committee members should have a sound understanding of the risks, the systems
in place for managing them, an appreciation of the causes of any failures and an
understanding of the legal responsibilities of employers and individual directors for
ensuring the health and safety of workers and others affected by work activities.
They should be familiar with the trust’s health and safety policy – which should be
an integral part of the organisation’s culture, values and standards – and assure
themselves that this is being followed.
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6. Safeguarding
Safeguarding Children and Young People: Roles and Competencies for Healthcare
Staff suggests that boards should consider the appointment of a NED to ensure the
organisation discharges its safeguarding responsibilities appropriately and to act as
a champion for children and young people.
This role could be discharged through a committee but in ensuring appropriate
scrutiny of their trust’s safeguarding performance, all board members should have
Level 1 core competencies in safeguarding and must know the common presenting
features of abuse and neglect and the context in which it presents to healthcare
staff. In addition, board members should understand the statutory role of the board
in safeguarding including partnership arrangements, policies, risks and
performance indicators; staff roles and responsibilities in safeguarding; and the
expectations of regulatory bodies in safeguarding.
The CQC Trust-Level Well Led Framework does not reference a safeguarding
NED; rather it notes that the inspection team should speak to the/any senior
member of the organisation with safeguarding responsibility.

7. Safety and risk
The Trust-Level Well-Led Inspection Framework refers to interviewing a sample of
NEDs with the NED for safety and risk being a priority. This is not intended to imply
that a specific NED champion role should be in place. Moreover, it refers generally
to a NED that would have suitable oversight of these areas such as the chair of
Quality and/or Audit committees as examples.
CQC have endorsed the new approach recommended in this guidance. However,
should trusts wish to do so, then allocating the role to an individual NED as one tool
for ensuring strong leadership and governance is acceptable practice.

8. Lead for children and young people
The Core Service Inspection Framework for Children and Young People (CYP)
refers to an interview with the ‘NED on the board with responsibility for CYP’. This is
not intended to imply that a specific NED lead role should be in place. Moreover, it
refers generally to a NED that would have suitable oversight of this area, such as
the chair of quality for example. CQC have endorsed the new approach
recommended in this guidance. However, should trusts wish to do so, then
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allocating the role to an individual NED as one tool for ensuring strong leadership
and governance is acceptable practice.

Audit and Risk Committee
9. Counter fraud
The role of fraud champion is one that is suited to a senior manager who is directly
employed by the trust. This could also be an executive but is not intended to be a
NED role. The 2004 Counter Fraud Directions included a requirement for NHS
trusts to designate a NED to undertake specific responsibility for counter fraud.
However, these were revoked by the 2017 Directions on Counter Fraud, so there is
no longer a statutory requirement to designate a NED champion for counter fraud.
NHS funded services are required to provide the NHS Counter Fraud Authority
(NHSCFA) details of their performance annually against the Government Functional
Standard 013: Counter Fraud and NHSCFA ask that the audit committee chair
(usually a NED) signs off the trust’s submissions. The audit committee chair (and
members) may also wish to review the local counter fraud specialist’s (LCFS) final
reports and consider any necessary improvements to controls, along with any
recommendations contained within reports following NHSCFA’s engagement
through its quality assurance programme.

10. Emergency preparedness
The NHSE Emergency Preparedness, Resilience and Response (EPRR)
Framework sets out the responsibilities of the accountable emergency officer
(AEO), who is expected to be a board level director with executive authority and
responsibility for ensuring that the organisation complies with legal and policy
requirements.
The Framework suggests that a NED or other appropriate board member should
support the AEO and endorse assurance to the board that the organisation is
complying with legal and policy requirements. This will include assurance that the
organisation has allocated sufficient experienced and qualified resource to EPRR.
The independence that NEDs bring is essential to being able to hold the AEO to
account, but responsibility for EPRR sits with the whole board and all NEDs should
assure themselves that requirements are being met. EPRR should be included on
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appropriate committee forward plans and EPRR board reports, including EPRR
annual assurance, should be taken to the board at least annually.
Given the synergies between the agenda for EPRR and other important issues
such as security management and health and safety, triangulation between these
areas through the Board and committees will be essential.

Finance, Performance and Planning Committee
11. Procurement
Procurement should be seen by the board as a value-adding function. The Finance,
Performance and Planning Committee should help raise awareness of commercial
matters at board and director levels and facilitate discussions that identify benefits
to procurement activity and strategic development. The committee would need to
understand the scope of procurement, the priorities (at national and at integrated
care system level) and the challenges of delivering change. The Audit Committee
should regularly review procurement.
Our Procurement Target Operating Model (PTOM) programme team is seeking
ambassadors who can advocate and raise the profile of procurement at a local
level. This role can also be carried out by an executive, provided there is committee
and board oversight. NEDs should collectively provide assurance via these
committees to the board that their trust is viewing procurement as a priority,
engaging with the PTOM programme and aligning their procurement activity with
national activity.

12. Cyber security
Board leadership is seen as essential to the success of this agenda so trusts may
decide it is more appropriate for this function to be discharged by the board than a
committee. NEDs should provide check and challenge, ensuring information
governance has been considered in all decisions and that this can be evidenced.
Each trust should have a senior information risk owner (SIRO), who would usually
be an executive, although trusts can appoint a NED to this role should they wish to
do so. The SIRO should ensure on behalf of the board that the 10 minimum cybersecurity standards are followed throughout their organisation.
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The board/committee should regularly review cyber security risks, ensuring
appropriate mitigation, and that regular maintenance of critical systems and
equipment takes place, while minimising impact on clinical services during system
downtime. This should include the following:
• Removal of unsupported systems from trust networks.
• Timely patching of systems and prompt action on high severity Alerts when
they are issued.
• Ensuring robust and immutable backups are in place.
It is also recommended that boards undertake annual cyber awareness training, in
addition to the mandatory and statutory information governance training that
individual board members are required to complete.

Workforce/People Committee
13. Security management – violence and aggression
As set out in ‘We are the NHS People Plan for 2020-21 – action for us all’ and the
NHS Violence Prevention and Reduction Standard 2020, the board may wish to
ensure the following:
• The trust has committed to develop a violence prevention and reduction
strategy and this commitment has been endorsed by the board, which is
underpinned by relevant legislation (set out in the Violence Prevention and
Reduction Standard 2020), ensuring the strategy is monitored and reviewed
regularly – ‘regularly’ to be decided by the board.
• Inequality and disparity in the experience of any staff groups, including
those with protected characteristics, has been addressed and clearly
referenced in an equality impact assessment, which has been made
available to all stakeholders.
• A senior management review is undertaken twice a year and as required or
requested, to evaluate and assess the Violence Prevention and Reduction
Programme, the findings of which are shared with the board.
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The Workforce/People Committee may wish to align this with wider wellbeing work
being undertaken by the committee, particularly in relation to wellbeing support after
violence.
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Resources
Summary of roles by suggested committee and further
sources of information
The following is a list of further reading that NEDs and other board members may
find useful in developing their knowledge and understanding of the issues
highlighted in this document.
Role

Links to further reading
General

Maternity board safety

• Morecambe Bay Investigation (2015)
• Ockenden Review (2020)
• NSR Maternity Incentive Scheme Safety Actions
• Maternity and Neonatal Safety Champions Toolkit
• Transforming Perinatal Safety Resource Pack
• NHS England and NHS Improvement Maternity Safety
Resources
• Safer Maternity Care 2016

Wellbeing guardian

• Guardian Community website and role description
• Health Education England ‘Pearson Report’ (NHS Staff and
Learners' Mental Wellbeing Commission 2019)

Freedom to speak up

• Report template – NHS England and NHS Improvement website
(england.nhs.uk)
• Robert Francis Freedom to Speak Up report
• FTSU supplementary information
• FTSU Guidance and self-review tool

Doctors disciplinary

• Directions on Disciplinary Procedures 2005
• Maintaining High Professional Standards in the modern NHS

Security management

• Directions to NHS Bodies on Security Management Measures
2004
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Role

Links to further reading
Quality and Safety Committee

Hip fracture, falls and
dementia

• Patient Information Resource National Audit of Inpatient FallsGuide for Healthcare Champions
• National Audit of Inpatient Falls (NAIF) 2020 Annual Report |
RCP London
• NICE Guidance - Falls in Older People: Assessing Risk and
Prevention
• Dementia Care Pathway- Full implementation guidance
• Dementia wellbeing in the COVID pandemic
• NHS England Dementia: Good Personalised Care and Support
Planning Information for primary care providers and
commissioners - Guidance

Palliative and end of
life care

• Ambitions for Palliative and End of Life Care: a national
framework for local action 2021-2026
• “What NHS England is doing to improve end of life care”, NHS
England and NHS Improvement webpage
• “Resources on End of Life Care”, NHS England and NHS
Improvement webpage

Resuscitation

• Quality Standards: Acute Care, Resuscitation Council UK

Learning from deaths

• https://www.england.nhs.uk/wp-content/uploads/2017/03/nqbnational-guidance-learning-from-deaths.pdf

Safety and risk

• Inspection Framework – trust-wide well led, CQC

Lead for children and
young people

• Inspection framework – NHS Hospitals services for children and
young people, CQC

Safeguarding

• Safeguarding Children and Young People: Roles and
Competencies for Healthcare Staff

Health and safety

• “Leading Health and Safety at Work”, HSE webpage
• FAQs: Leading health and safety at work, HSE webpage
• Leading health and safety at work: Actions for directors, board
members, business owners and organisations of all sizesGuidance, HSE
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Role

Links to further reading
Audit and Risk Committee
• Refer to service condition 24 of the NHS standard contract:
2021/22 NHS Standard Contract, NHS England and NHS
Improvement

Counter fraud

• “Information for Fraud Champions”, Fraud Prevention, NHS
Counter Fraud Authority webpage
• NHS England and NHS Improvement Emergency
Preparedness, Resilience and Response Framework –
Guidance

Emergency
preparedness

Finance, Performance and Planning Committee
Procurement

• NHS Procurement: Raising Our Game – Best Practice
Guidance

Cyber security

• 2017/18 Data Security and Protection Requirements- Guidance
• Data Security and Protection Toolkit, NHS Digital
• The Minimum Cyber Security Standard- Guidance, Cabinet
Office
• Lessons learned review of the WannaCry Ransomware Cyber
Attack – Independent report
Workforce/People Committee

Security management
- violence and
aggression

• Violence prevention and reduction standard

22 | Enhancing board oversight: A new approach to NED champion roles

NHS England and NHS Improvement
Skipton House
80 London Road
London
SE1 6LH
england.contactus@nhs.uk

This publication can be made available in a number of other formats on request.

NHS England
and
NHS Improvement
2021 | PAR994
23 | ©
Enhancing
board
oversight:
A new approach
to NED champion roles

GUIDANCE FOR RESERVING MATTERS TO A PRIVATE SESSION OF THE BOARD OF
DIRECTORS
It is the Trust’s intention for all matters to be discussed in public, unless there are special
reasons as outlined in this guidance document.
Background
The National Health Service Act 2006 (as amended by the Health and Social Care Act 2012)
requires trust board meetings to be open to members of the public. The Trust’s Constitution
Standing Orders (section 31.1) states that meetings of the Board of Directors shall be open
to members of the public. However, members of the publicthey may be excluded from a
meeting for reasons of public interest, commercial confidentiality or on other proper grounds.
Within the Constitution’s Standing Orders for the practice and procedure of the Board of
Directors, it outlines that the Board may resolve to exclude members of the public whenever
publicity would be prejudicial to the public interest by reason of the confidential nature of the
business to be transacted or for other special reasons. The special reasons are not specified
in the Constitution or the Standing Orders.
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Determination
Within the NHS Providers’ guidance The Foundations of Good Governance: A Compendium
of Best Practice 20131 and NHS Leadership Academy’s The Healthy NHS Board 2013 Principles for Good Governance, it recommends that when determining which matters
should be reserved for private consideration, the Trust should consider whether the
information to be discussed would be exempt from disclosure under the Freedom of
Information Act (FOI) 2000.
The table below outlines the exemptions most likely to apply to information considered by
the Board of Directors as a point of reference. The final decision on whether items shall be
discussed in public or private session shall be made by the Chair, having taken advice from
the Chief Executive and Associate Director of Corporate AffairsDeputy Chief Executive, and
in accordance with this guidance note.
Formatted Table

FOI section

Reason for exemption

Section 22*
Information intended for future
publication

Drafts of documents not in final form that have firm
plans for future publication that can be advised to the
requestor e.g.
- The Annual Report and accounts which can only be
made public once they have been laid before
parliament
- Draft consultation documents.

Section 31
31(1)(a), (b), (c) and (f)
31(1)(g)*, 31(2)(b) * or (j) *
Law enforcement

The information would be likely to prove prejudicial. For
example:
-

Disciplinary or legal investigations of members of
staff or the Trust.
Processes for identifying any improper conduct.
Serious incident reports.
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Section 32
Information contained in court records

Information that we hold that was created explicitly for
or was used in any court proceedings.

Section 36
36(2)(b)(i)*, (b)(ii)* and (c)*
Free and frank discussion and the
effective conduct of public affairs

Exemption may only be considered if the Trust’s
qualified person (Chief Executive) has provided a
written opinion that disclosing the information would
prejudice the Trust’s affairs. Information discussed
could include:
- Matters in the initial stages of enquiry.
- Early stages of strategic thinking.
- Sensitive ‘live’ issues.
- Draft minutes of meetings.
- Recommendations from external organisations.
- Professional advice obtained.
- Options papers.
- Discussions about future public consultations

Section 38
Health and safety

Matters in relation to the health and safety of staff
members, service users, carers or other members of the
public.

Section 40
40(2)
Personal data

Information containing the personal data of including
staff members, service users, carers or other members
of the public where the disclosure would not be fair to
that person. This exemption only applies to the living,
and consent to the disclosure being considered will not
have been given and that the oOther legal bases for
disclosure, as set out in the Data Protection Act, will
need to be considered.

Section 41
Information provided in confidence

Information provided in confidence from another person
or organisation, if releasing that information would lead
to a claim for breach of confidence.

Section 42*
Legal professional privilege
Section 43*
43(2)*
Commercial interests

Legal advice including communications with law firms.

Section 44
Prohibitions on disclosure

Information which is prohibited to be disclosed by law,
stating which law prohibits the release of the information
and why.

VPVictoria Pickles
February 2019January 2022

Disclosure of the information would be likely to damage
the Trust’s commercial interests or those of a third party.
The Trust must be able to demonstrate exactly how the
requested information would prejudice the Trust’s or
another party’s interests.
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AUDIT AND RISK COMMITTEE - AGH SOLUTIONS LTD
TERMS OF REFERENCE
1. Constitution
1.1 The Board of Airedale NHS Foundation Trust hereby resolves to establish a Committee
to undertake the Audit and Risk responsibilities for the Trust’s wholly owned subsidiary
AGH Solutions Ltd. The Committee will be known as the Audit and Risk Committee –
AGHS Ltd (‘the Committee’). The Committee has no executive powers, other than those
specifically delegated in these Terms of Reference.
1.2 The Committee will always adhere to, and be cognisant of, the Trust’s values.
2.

Authority

2.1 The Committee is constituted as a standing committee of the Trust Board (‘Board’). Its
constitution and terms of reference are subject to amendment by the Board.
2.2 The Committee derives its power from the Board and has no executive powers, other
than those specifically delegated in these terms of reference.
3.

Purpose

3.1 The Committee will have primary responsibility for reviewing the effectiveness of the
framework in place for the identification and management of risks and associated
controls, corporate governance, and assurance frameworks.
3.2 The AGH Solutions Board of Directors is responsible for ensuring effective internal
control including:
-

Management of the company’s activities in accordance with statute and regulations;
and,
The establishment and maintenance of a system of internal control to give reasonable
assurance that assets are safeguarded, waste or inefficiency avoided, and reliable
financial information produced, and that value for money is continuously sought.

3.3 The Committee shall provide the Board of Directors of the Trust and of AGH Solutions
Ltd with a means of independent and objective review of financial and corporate
governance, assurance processes and risk management across the whole of the
company’s activities. In addition, the Committee shall:
-

Ensure independence of external and internal audit.
Ensure that appropriate standards are set and compliance with them is monitored, in
all areas that fall within the remit of the Committee; and
Monitor corporate governance (e.g., compliance with articles of association, codes of
conduct, standing orders, standing financial instructions, maintenance of registers of
interests).

4. Powers
4.1 The Committee is authorised by the Board of Directors to investigate any activity within
its terms of reference.
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4.2 The Committee is accountable to the Board of Directors and any changes to these terms
of reference must be approved by the Board of Directors.
4.3 The Committee is authorised to seek any information it requires from any member of staff
and all members of staff are directed to co-operate with any request made by the
Committee.
4.4 The Committee is authorised by the Board of Directors to request the attendance of
individuals and authorities from outside the company with relevant experience and
expertise if it considers this necessary or expedient to the carrying out of its functions.
4.5 The Committee is authorised by the Board of Directors to obtain outside legal or other
specialist ad-hoc advice at the expense of the company, subject to budgets agreed by
the Board.
5. Duties and Responsibilities
The duties and responsibilities of the Committee are as follows:
5.1 Integrated governance, risk management and internal control
The Committee shall review the establishment and maintenance of an effective system of
integrated governance, risk management and internal control, across the whole of the
company’s activities.
In particular, the Committee will review the adequacy and effectiveness of:






All risk and control related disclosures statements, together with any accompanying
Head of Internal Audit opinion, external audit opinion or other appropriate
independent assurances, prior to submission to the appropriate Board.
The risk register: the underlying assurance processes that indicate the degree of
achievement of the company’s objectives, the effectiveness of the management of
principle risks; and the adequacy and effectiveness of risk appetite/risk appetite
governance.
The policies and procedures for all work related to fraud and corruption as required
by NHS Protect.
Oversee any procedural, policy or strategy documents which fall within the remit of
the Committee are appropriately written, ratified, and monitored for compliance.

In carrying out this work the Committee will primarily utilise the work of internal audit, external
audit, and other assurance functions, but will not be limited to these sources. It will also seek
reports and assurances from directors and managers as appropriate, concentrating on the
over-arching systems of integrated governance, risk management and internal control,
together with indicators of their effectiveness.
5.2 Internal Audit
The Committee shall ensure that there is an effective internal audit function that provides
appropriate independent assurance to the Audit and Risk Committee, Managing Director (as
Accountable Officer) and the AGH Solutions Ltd Board. This will be achieved by:


Considering the provision of the internal audit service, the costs involved and any
questions of resignation and dismissal.
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Reviewing and approving the annual internal audit workplan and more detailed
programme of work, ensuring that this is consistent with the audit needs of the
company.
Considering the major findings of internal audit work (and management’s response)
and ensure co-ordination between the internal and external auditors to optimise the
use of audit resources.
Ensuring that the internal audit function is adequately resourced and has appropriate
experience and standing within the company.
Overseeing the continuing independence of the internal auditor.
Monitoring the effectiveness of internal audit and carrying out an annual review.

5.3 External Audit
The Committee shall review and monitor the external auditors’ independence and objectivity
and the effectiveness of the audit process. In particular, the Committee will review the work
and findings of the external auditors and consider the implications and management’s
responses to their work. This will be achieved by:







Considering the appointment and performance of the external auditors
Discussing and agreeing with the external auditors, before the audit commences, the
nature and scope of the audit as set out in the annual plan.
Discussing with the external auditors their evaluation of audit risks and assessment of
the company and associated impact on the audit fee.
Reviewing all external audit reports, including the report to those charged with
governance, (before submission to the AGH Solutions Ltd Board) and any work
undertaken outside the annual audit plan, together with the appropriateness of
management responses.
Ensuring that there is in place a clear policy for the engagement of external auditors
to supply non-audit services.

5.4 Other Assurance Functions
The Committee shall review the findings of other significant assurance functions, both
internal and external and consider the risk implications for the governance of the company.
The Head of Internal Audit reserves the right to report directly to the Committee if they
consider it necessary.
The Committee shall oversee the audit provision for AGH Solutions Limited and receive
assurance reports from but not exclusively, the Trust’s internal auditor, which will provide an
independent and objective view of internal control by:
1. overseeing internal and external audit, and counter fraud services.
2. reviewing financial systems.
3. reviewing the establishment and maintenance of an effective system of integrated
governance, risk management and internal control, across the whole of the company’s
activities.
Where the Committee considers there is evidence of ultra vires transactions, evidence of
improper acts, or if there are other important matters that the Committee wishes to raise, the
Chair of the Committee should raise the matter with the AGH Solutions Ltd Board and report
its findings to the Trust.
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5.5 Counter fraud
The Committee shall satisfy itself that the company has adequate arrangements in place for
counter fraud, bribery and corruption that meet appropriate NHSCFA’s standards and shall
review the outcomes of work in these areas.
The Committee will refer any suspicions of fraud, bribery, and corruption to the NHSCFA.
5.6 Management
The Committee shall request and review reports, evidence and assurances from directors
and managers on the overall managements for governance, risk management and internal
control.
The Committee may also request specific reports from individual functions within the
company.
5.7 Financial Reporting
The Committee shall monitor the integrity of the financial statements of the company and any
formal announcements relating to the company’s financial performance.
The Committee should ensure that the systems for financial reporting to the AGH Solutions
Ltd Board, including those of budgetary control, are subject to review as to completeness
and accuracy of the information provided to the Board.
The Committee shall review the annual report and financial statements before submission to
the Board, focusing particularly on:








Disclosures relevant to the Terms of Reference of the Committee.
Changes in, and compliance with, accounting policies, practices, and estimation
technique.
Unadjusted misstatements in the financial statements.
Significant judgements in preparation of the financial statements.
Significant adjustments resulting from the audit.
Letter of representation.
Explanations for significant variances.

6.

Membership and Attendance

6.1 The Committee shall be appointed by the Trust Board from amongst the Non-Executive
directors of the Trust and shall consist of not less than three members. A quorum shall
be two of the three Non-Executive Directors. One of the members will be appointed
Chair of the Committee by the Board. The Chair of the Foundation Trust and the Chair
of AGH Solutions Ltd shall not be members of the Committee.
6.2 The Commercial and Finance Director, Group Company Secretary and appropriate
internal and external audit representatives shall normally attend meetings of the
Committee.
6.3 The counter fraud specialist will attend a minimum of two committee meetings a year.
6.4 The Trust’s Director of Finance shall be invited to attend the meeting when the annual
report and accounts is considered. The Managing Director of AGH Solutions shall be
invited to attend, at least annually, when the annual report and accounts is considered.
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6.5 All other senior managers should be invited to attend when the Committee is discussing
areas of risk or operation that are the responsibility of that senior manager.
6.6 Representatives from other organisations and other individuals may be invited to attend
on occasion.
6.7 The Head of Corporate Governance (or their nominee) shall be Secretary to the
Committee and shall attend to take minutes of the meeting and provide appropriate
support to the Chair and committee members.
6.8 At least once a year the Committee should meet privately with the external and internal
auditors.
6.9 Members unable to attend a Committee meeting should inform the Secretary to the
Committee as soon as possible in advance of the meeting except in extenuating
circumstances.
6.10 A register of attendance will be maintained, and the Chair of the Committee will follow
up any issues related to the unexplained non-attendance of members. Should continuing
non-attendance of a member jeopardise the functioning of the Committee, the Chair will
discuss the matter with the member and, if necessary, seek a substitute or replacement.
7. Chair
7.1 One of the Non-Executive Directors shall act as Committee Chair. In their absence, one
of the other Non-Executive Directors present shall be nominated and appointed as acting
Chair of the meeting.
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Meeting Administration

8.1 The Committee shall be supported administratively by the Head of Corporate
Governance, or their nominee, whose duties in this respect will include:
-

Agreement of the agenda with the Chair and attendees
Preparation, collation, and circulation of papers in good time
Ensuring that those invited to each meeting attend
Taking the minutes and helping the Chair to prepare reports to the Board
Keeping a record of matters arising and issues to be carried forward
Arranging meetings for the Chair e.g., with the internal/external auditors or local
counter fraud specialists
Maintaining records of members’ appointments and renewal dates etc
Advising the Committee on pertinent issues/areas of interest/policy developments
Ensuring that action points are taken forward between meetings
Ensuring that Committee members receive the development and training they need.

9. Quorum
9.1 The quorum necessary for the transaction of business shall be 2 members.
9.2 Deputies shall not count towards the quorum.
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10. Frequency of meetings
10.1The Committee must meet as frequently as possible to enable it to discharge all its
responsibilities. The Committee will meet at least 3 times each year at appropriate times
in the reporting and audit cycle.
10.2 The Trust Board, Board of AGH Solutions Ltd, Managing Director, external auditors or
Head of Internal Audit may request a meeting if they consider that one is necessary.
11. Meetings
11.1 Items for the agenda must be sent to the Committee Secretary a minimum of 5 working
days prior to
the meeting; urgent items may be raised under any other business.
11.2 The agenda will be sent out to the Committee members at least 5 working days prior to
the meeting date, together with the updated action schedule and other associated
papers.
11.3 Meetings, other than those regularly scheduled as above, shall be called by the
Committee Secretary at the request of the Chair.
12. Reporting
12.1 The minutes of the meeting will be provided to the Board of AGH Solutions Ltd.
12.2 The summary report will include information from this meeting to the Board of Airedale
NHS FT
13.

Review

13.1 The Committee’s Terms of Reference shall be reviewed on an annual basis and
approved by the Board of Directors.
14.

Monitoring Effectiveness

14.1 The Chair will lead an effectiveness review of the Committee on an annual basis.
15. Access
15.1 The Head of Internal Audit, representative of external audit and counter fraud specialist
have a right of direct access to the Chair of the Committee.
15.2 The Chair of the Committee shall be entitled to call and hold private meetings with the
External Auditor and Internal Auditor.
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To: • Chief executives of all NHS trusts
and foundation trusts
• CCG accountable officers
• GP practices and PCNs
• Providers of community health
services
• NHS 111 providers
• PCN-led local vaccination sites
• Vaccinations centres
• Community pharmacy vaccination
sites
• ICS and STP leads

NHS England and NHS Improvement
Skipton House
80 London Road
London
SE1 6LH
24 December 2021

cc. • NHS regional directors
• NHS regional directors of
commissioning
• Regional incident directors
• Regional heads of EPRR
• Chairs of ICSs and STPs
• Chairs of NHS trusts, foundation
trusts and CCG governing bodies
• Local authority chief executives and
directors of public health
Dear Colleague

Reducing the burden of reporting and releasing capacity to manage
the COVID-19 pandemic
Once again, the NHS is facing a significant challenge from COVID-19. As we continue to
manage infections from the Delta variant, the Omicron variant is growing substantially
and once again there is a risk of significant levels of COVID-19 hospitalisations with the
challenges these place across the whole NHS. At the same time, the NHS is delivering a
national COVID booster vaccination programme and continuing to provide essential nonCOVID care.
This letter should be read in conjunction with ‘Preparing the NHS for the potential impact
of the Omicron variant and other winter pressures’, which declared a Level 4 National
Incident.
Following our letters in March and July last year and January, this letter updates our
position on regulatory and reporting requirements for NHS trusts and foundation trusts,
including:

• streamlining oversight meetings
• streamlining assurance and reporting requirements
• providing greater flexibility on various year-end submissions
• focusing our improvement resources on COVID-19, vaccination, discharge, UEC
and elective recovery priorities
• only maintaining development workstreams that support recovery and safety.
Our intention is that the measures here will collectively help you free up resource to
address the priorities we have set out.
We will keep this under close review, making further changes where necessary to
support you and remaining mindful of the balance between timely information and not
flooding the service with requests. We will review and update the measures set out in
this letter in Q1 2022/23.
Once again, we appreciate the incredible level of commitment and hard work from you
and your teams that has helped the NHS rise to meet the challenge of COVID-19 since
March 2020.

Sir David Sloman
Chief Operating Officer
NHS England and NHS Improvement
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A) Governance and meetings
No.

Areas of
activity

Detail

Actions

1.

Board and
sub-board
meetings

Trusts and CCGs should continue to hold board
meetings but streamline papers and focus
agendas. No sanctions for technical quorum
breaches (eg because of self-isolation).

Organisations to
inform audit firms
where necessary

For board committee meetings, trusts should
continue quality committees, but consider
streamlining other committees.
While under normal circumstances the public can
attend at least part of provider board meetings,
government social isolation requirements
constitute ‘special reasons’ to avoid face-to-face
gatherings as permitted by legislation.
All system meetings to be virtual unless there is a
specific business reason to meet face to face.
2.

FT governor
meetings

Face-to-face meetings should be stopped
wherever possible at the current time1 – virtual
meetings can be held for essential matters e.g.
transaction decisions. FTs must ensure that
governors are (i) informed of the reasons for
stopping meetings and (ii) included in regular
communications on response to COVID-19, eg
via webinars/emails.

FTs to inform lead
governor

3.

FT governor
and
membership
processes

FTs free to stop/delay governor elections where
necessary.

FTs to inform lead
governor

Annual members’ meetings should be deferred.
Membership engagement should be limited to
COVID-19 purposes.

4.

Annual
accounts and
audit

Wherever possible the NHS England and NHS
Improvement accounts team will reduce the
administrative burden of year-end accounts as far
as is possible, but the current intention is to stick
with the published timetable. We will, as ever,
remain responsive to challenges as they emerge.

Organisations to
continue with yearend planning in light
of updated guidance

5.

Quality
accounts –
preparation

The deadline for quality accounts preparation of
30 June is specified in Regulations. As in
previous years, we intend to write to all providers
concerning the requirements for 2021/22 Quality
Accounts.

No action for
organisations at the
current time

This may be a technical breach of foundation trusts’ constitution but acceptable given government
guidance on social isolation.
1

3

No.

Areas of
activity

Detail

Actions

6.

Quality
accounts and
quality reports
– assurance

We are removing requirements for FTs to include
quality reports within their 2021/22 annual report
and removing the need for assurance of quality
reports and quality accounts from all trusts.

Organisations to
inform external
auditors where
necessary

7.

Annual report

We wrote to the sector on 15 January 2021
confirming that the options available to simplify
parts of the annual report that were introduced in
2019/20 and kept for 2020/21 are available for
2021/22.

Organisations to
continue with yearend planning in light
of updated guidance

8.

Decisionmaking
processes

While having regard to their constitutions and
agreed internal processes, organisations need to
be capable of timely and effective decisionmaking. This will include using specific
emergency decision-making arrangements.

B) Reporting and assurance
No.

Areas of activity

Detail

1.

Constitutional
standards (eg A&E,
RTT, cancer,
ambulance waits,
mental health and
learning disability
measures)

See Annex A

2.

Friends and Family
Test

Reporting requirement to NHS England and NHS Improvement
has been resumed. Note that trusts have flexibility to change
their arrangements under the new guidance, and published
case studies show how trusts can continue to hear from patients
while adapting to pressures and needs. We emphasise local
discretion.

3.

Long Term Plan:
mental health

NHS England and NHS Improvement will maintain the Mental
Health Investment Guarantee. As a foundation of our COVID-19
response, systems should continue to expand services in line
with the LTP.

4.

Long Term Plan:
learning disability
and autism

Systems should continue learning disability and autism
investment and transformation to support the LTP.

5.

Long Term Plan:
cancer

NHS England and NHS improvement will maintain their
commitment and investment through the Cancer Alliances and
regions to improve survival rates for cancer. We will work with
Cancer Alliances to prioritise delivery of commitments that free
up capacity and slow or stop those that do not, in a way that will
release necessary resource to support the COVID-19 response

4

No.

Areas of activity

Detail
and restoration and maintenance of cancer screening
programmes (including bowel and targeted lung checks) and
symptomatic pathways.

6.

Long Term Plan:
maternity and
neonatal

Systems should ensure that maternity services can operate
safely in the pandemic context and continue to implement
initiatives which support this, such as Saving Babies’ Lives and
the seven Immediate and Essential Actions from the Ockenden
report.
We will work with local maternity systems to prioritise delivery of
commitments that free up capacity and slow or stop those that
do not, in a way that will help them to maintain safe
services. This will include reviewing planning milestones, such
as submission of plans to roll out continuity of carer and improve
equity.

7.

GIRFT and
transformation
programmes

Routine GIRFT visits to trusts have been stood down with
resources concentrated on supporting hospital discharge coordination and HVLC work.
National transformation programmes (outpatients, diagnostics
and pathways) now focus on activity that directly supports the
COVID response or recovery, eg video consultation,
personalised outpatients and patient-initiated follow-up,
maximising diagnostics and clinical service capacity, supporting
discharge priorities, etc.

8.

NHS England and
NHS Improvement
oversight meetings

Oversight meetings will continue to be held by phone or video
conference unless it is agreed that there is a compelling
business reason to hold them face-to-face, and they will focus
on critical issues. Teams will also review the frequency of these
meetings on a case-by-case basis to ensure it is appropriate,
streamlining agendas to focus on COVID-19
issues/discharge/recovery/ winter and support needs.

9.

ICS development
activity

System working is essential in managing the response to
COVID-19 and delivering the NHS’s priorities in 2022/23. Work
to establish ICSs – and ICBs as statutory NHS bodies –
continues, with a revised target date of July 2022. This will allow
sufficient time for the remaining parliamentary stages of the
Health and Care Bill and provide some extra flexibility for
systems in preparing for the new statutory arrangements and
managing the immediate priorities in the pandemic response.

10.

Corporate data
collections (eg
licence self-certs,
annual governance
statement,
mandatory NHS
Digital submissions)

Look to streamline and/or waive certain elements.
Delay the forward plan documents FTs are required to submit.
We will work with analytical teams and NHS Digital to suspend
agreed non-essential data collections.

5

No.

Areas of activity

Detail

11.

CQC routine
assessments, Use of
Resources
assessments, HSIB
investigations

With CQC, we continue to prioritise our Recovery Support
Programme work to give the appropriate support to the most
challenged systems to help them manage COVID-19 pressures.
CQC has suspended routine assessments and currently uses a
risk-based transitional monitoring approach. NHS England and
NHS improvement continue to suspend the Use of Resources
assessments in line with this approach. Visits and inspections in
connection with HSIB investigations will also be reduced.

12.

Provider transaction
appraisals – mergers
and subsidiaries

Potential for NHS England and NHS Improvement to deprioritise
or delay transactions assurance if in the local interest given
COVID-19 factors.

Service
reconfigurations

Urgent temporary service changes on safety grounds in
response to COVID-19 or other pressures can still be made with
agreement from system partners. Should systems look to make
these permanent, normal reconfiguration assurance processes
will apply at a later stage.

13.

7-day services
assurance

No changes – self-cert statements to continue.

14.

Clinical audit

Given the importance of clinical audit in COVID and non-COVID
care, clinical audit platforms will remain open for data collection.
It should be noted clinical teams should always prioritise clinical
care over data collection and submission.

15.

Pathology services

We need support from providers to manage pathology supplies
which are crucial to COVID-19 testing. Trusts should not
penalise those suppliers who are flexing their capacity to allow
the NHS to focus on COVID-19 testing equipment, reagent, and
consumables. Trusts must also continue to support the
prioritisation of covid testing and genotyping services within their
own laboratories.

C) Other areas including primary care, HR and staff-related activities
No.

Areas of activity

Detail

1.

Mandatory training

With staff absences likely to rise, new training activities – eg
refresher training for staff and new training to expand the number
of ICU staff – are likely to continue to be necessary. Reduce other
mandatory training as appropriate.

2.

Appraisals and
revalidation

Professional standards activities may need to be reprioritised: eg
appraisals can be postponed or cancelled. Appraisal is a support
for many doctors, so it is helpful to keep the option available, but if
going ahead, please use the shortened Appraisal 2020 model.
Medical directors may also use discretion to decide which concerns
require urgent action and which can be deferred.
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The Nursing and Midwifery Council (NMC) has also extended the
revalidation period for current registered nurses and midwives by
an additional three months for those due to revalidate between
December 2021 and March 2022.
3.

Primary care

We have already announced a series of changes to GP contract
arrangements and some changes for community pharmacy.

4.

CCG clinical staff
deployment

Review internal needs to retain a skeleton staff for critical needs
and redeploy the remainder to the frontline.
CCG governing body GPs to focus on primary care provision and
booster campaign.

5.

Repurposing nonclinical staff from
CCGs

Non-clinical staff to focus on supporting primary care and providers
to maintain and restore services and the vaccine booster
programme.

6.

Enact business
critical roles at
CCGs

To include support and hospital discharge, EPRR etc.

7

Annex A – constitutional standards and reporting
requirements
While existing performance standards remain in place, we continue to acknowledge and
appreciate the challenges in maintaining them during the continuing COVID-19
response. Our approach to tracking those standards most directly impacted by the
COVID-19 situation is set out below.
A&E and ambulance performance – Monitoring and management against the four-hour
standard and ambulance performance continues nationally and locally, to support
system resilience.
RTT – Monitoring and management of RTT and waiting lists will continue, to ensure
consistency and continuity of reporting and to understand the impact of the suspension
of non-urgent elective activity and the subsequent recovery of the waiting list position
that will be required. Application of financial sanctions for breaches of 52+ week waiting
patients occurring during 2020/21 continue to be suspended. Recording of clock starts
and stops should continue in line with current practice for people who are self-isolating,
people in vulnerable groups, patients who cancel or do not attend due to fears around
entering a hospital setting, and patients who have their appointments cancelled by the
hospital.
Discharge – Monitoring and management of delayed discharge for patients who no
longer meet the reasons to reside will continue, and from Tuesday 21 December daily
calls will take place in every region with every ICS discharge SRO to discuss
performance and actions to decrease the number of people with a delayed discharge.
Cancer: referrals and treatments – Cancer treatment remains a priority and should be
protected. We will continue to track cancer referral and treatment volumes to provide
oversight of the delivery of timely identification, diagnosis and treatment for cancer
patients. The Cancer PTL data collection will continue and we expect it to continue to be
used locally to ensure that patients continue to be tracked and treated in accordance
with their clinical priority.
Screening: cancer (breast, bowel and cervical) and non-cancer (abdominal aortic
aneurysm, diabetic eye and antenatal, newborn screening and targeted lung
checks) – Screening remains a priority and should be protected.
Immunisations – All routine invitations should continue to be monitored via the NHS
England and NHS Improvement regional teams.

8

The Weekly Activity Return (WAR) will continue to be a key source of national data, and
through the urgent and emergency care daily SitRep return we now capture data on the
clinical priority (‘P code’) of elective cancellations and patients who have not yet been
booked for treatment. This is vital management information to support our operational
response to the pandemic, and we require 100% completion of this data with immediate
effect. Guidance can be found here.
Note: it has been necessary to institute a number of additional central data collections to
support management of COVID – for example, the daily Covid SitRep and the Critical
Care Directory of Service (DoS) collections. These collections continue to be essential
during the pandemic response, but to offset some of the additional reporting burden that
this has created, the following collections will be suspended:
Title

Designation

Frequency

Critical care bed capacity and urgent operations
cancelled
Delayed transfers of care

Official
Statistics
Official
Statistics
Official
Statistics
Official
Statistics
Official
Statistics
Official
Statistics
Official
Statistics
Official
Statistics
Management
Information
n.a. - trial

Monthly

Cancelled elective operations
Audiology
Mixed-sex accommodation
Venous thromboembolism (VTE)
Mental health community teams activity
Dementia assessment and referral return
Diagnostics weekly PTL
26-week patient choice offer

Monthly
Quarterly
Monthly
Monthly
Quarterly
Quarterly
Monthly
Monthly
weekly

(This has already been communicated to data submission leads via NHS Digital.)
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Releasing the burden
Airedale NHS FT response
Update 04.01.22
Vicky Pickles – Acting Deputy CEO

Releasing the burden
• Version 3 of the releasing the burden letter from NHS England
received alongside the planning guidance for 2022/23 on 24.12.21
• Tables show Airedale response to the latest guidance (only relevant
sections and associated notes have been included in these tables)
• Sets out much of what we have been doing to date
• Continues to allow for streamlined and on line governance
arrangements
• Small number of areas to note
• Looking to deliver public attendance at Board from April

Governance and meetings (1)
No

Areas of activity

Detail

Actions for Airedale

1

Board and sub
board meetings

Trusts and CCGs should continue to hold board meetings but streamline papers
and focus agendas. No sanctions for technical quorum breaches (e.g. because
of self-isolation).
For board committee meetings, trusts should continue quality committees, but
consider streamlining other committees. While under normal circumstances the
public can attend at least part of provider board meetings, government social
isolation requirements constitute ‘special reasons’ to avoid face-to-face
gatherings as permitted by legislation.
All system meetings to be virtual unless there is a specific business reason to
meet face to face.

Continue to meet virtually in all
circumstances.

Face-to-face meetings should be stopped wherever possible at the current
time1 – virtual meetings can be held for essential matters e.g. transaction
decisions. FTs must ensure that governors are (i) informed of the reasons for
stopping meetings and (ii) included in regular communications on response to
COVID-19, eg via webinars/emails.

Inform governors of ongoing
arrangements

FTs free to stop/delay governor elections where necessary. Annual members’
meetings should be deferred. Membership engagement should be limited to
COVID-19 purposes.

Will go ahead with elections as
planned – already had one fallow
year.

2

3

FT Governor
meetings

FT governor and
membership
processes

Look to introduce public attendance
at virtual board from April.

Ensure informal governor briefings
are in the diary for the remainder of
the year

Looking to introduce on line
membership engagement from April

Governance and meetings (2)
No

Areas of activity

Detail

Actions for Airedale

4

Annual accounts
and audit

Wherever possible the NHS England and NHS Improvement accounts team will
reduce the administrative burden of year-end accounts as far as is possible, but
the current intention is to stick with the published timetable. We will, as ever,
remain responsive to challenges as they emerge.

Organisations to continue with yearend planning in light of updated
guidance

5

Quality accounts
preparation

The deadline for quality accounts preparation of 30 June is specified in
Regulations. As in previous years, we intend to write to all providers concerning
the requirements for 2021/22 Quality Accounts.

No action for organisations at the
current time

6

Quality accounts
and quality reports –
assurance

FWe are removing requirements for FTs to include quality reports within their
2021/22 annual report and removing the need for assurance of quality reports
and quality accounts from all trusts.

Have informed External Audit that
we do not intend to request audit of
indicators or assurance report

7

Annual report

We wrote to the sector on 15 January 2021 confirming that the options
available to simplify parts of the annual report that were introduced in 2019/20
and kept for 2020/21 are available for 2021/22.

Will continue with slimmed report in
2022

8

Decision-making
processes

While having regard to their constitutions and agreed internal processes,
organisations need to be capable of timely and effective decision-making. This
will include using specific emergency decision-making arrangements.

Gold, Silver and Bronze command
and control structure remains in
place with associated financial
scheme of delegation

Reporting and assurance (1)
No

Areas of activity

Detail

Actions for Airedale

1

Constitutional
standards (eg A&E,
RTT, cancer,
ambulance waits,
mental health and
learning disability
measures)

See annex 1 to the letter

Will continue reporting in line with
Annex 1 requirements

2

Friends and Family
Test

Reporting requirement to NHS England and NHS Improvement has been
resumed. Note that trusts have flexibility to change their arrangements under
the new guidance, and published case studies show how trusts can continue to
hear from patients while adapting to pressures and needs. We emphasise local
discretion.

We continue with FFT reporting

8

NHS England and
NHS Improvement
oversight meetings

Oversight meetings will continue to be held by phone or video conference
unless it is agreed that there is a compelling business reason to hold them faceto-face, and they will focus on critical issues. Teams will also review the
frequency of these meetings on a case-by-case basis to ensure it is
appropriate, streamlining agendas to focus on COVID-19
issues/discharge/recovery/ winter and support needs.

SOAG and system assurance
meetings have been reduced to
focus on key requirements

9

ICS development
activity

System working is essential in managing the response to COVID-19 and
delivering the NHS’s priorities in 2022/23. Work to establish ICSs – and ICBs as
statutory NHS bodies – continues, with a revised target date of July 2022. This
will allow sufficient time for the remaining parliamentary stages of the Health
and Care Bill and provide some extra flexibility for systems in preparing for the
new statutory arrangements and managing the immediate priorities in the
pandemic response.

Continuing to support this work
through appropriate fora e.g. ICP
Governance Group; System Chairs
etc.

Reporting and assurance (2)
No

Areas of activity

Detail

Actions for Airedale

10

Corporate data
collections (eg licence
self-certs, annual
governance statement,
mandatory NHS Digital
submissions)

Look to streamline and/or waive certain elements.
Delay the forward plan documents FTs are required to submit.
We will work with analytical teams and NHS Digital to suspend agreed non-essential
data collections.

Will work to revised deadlines. Planning activity
will continue

11

CQC routine
assessments, Use of
Resources
assessments, HSIB
investigations

With CQC, we continue to prioritise our Recovery Support Programme work to give
the appropriate support to the most challenged systems to help them manage
COVID-19 pressures. CQC has suspended routine assessments and currently uses
a risk-based transitional monitoring approach. NHS England and NHS improvement
continue to suspend the Use of Resources assessments in line with this approach.
Visits and inspections in connection with HSIB investigations will also be reduced.

Continuing with engagement meetings.

13

7 day services
assurances

No changes – self-cert statements to continue.

Continue with assurance returns

14

Clinical Audit

Given the importance of clinical audit in COVID and non-COVID care, clinical audit
platforms will remain open for data collection. It should be noted clinical teams
should always prioritise clinical care over data collection and submission.

Undertaking audits where appropriate and
useful

15

Pathology services

We need support from providers to manage pathology supplies which are crucial to
COVID-19 testing. Trusts should not penalise those suppliers who are flexing their
capacity to allow the NHS to focus on COVID-19 testing equipment, reagent, and
consumables. Trusts must also continue to support the prioritisation of covid testing
and genotyping services within their own laboratories.

Continue to be responsive and supportive in all
COVID-19 testing arrangements and through
securing of supplies

Recognising delays in inspections we are
continuing to work with teams to ensure well
led and any actions are complete
Increased NED engagement in services as part
of CQC readiness through on line opportunities
from February

Other (1)
No

Areas of activity

Detail

Actions for Airedale

1

Mandatory training

With staff absences likely to rise, new training activities – eg refresher training for
staff and new training to expand the number of ICU staff – are likely to continue to
be necessary. Reduce other mandatory training as appropriate.

Have continued to expect completion
of mandatory training and additional
training to support covid priorities
such as ICU and vaccine programme.
Will continue to review and make
recommendations through appropriate
governance route

2

Appraisal and
revalidation

Professional standards activities may need to be reprioritised: eg appraisals can be
postponed or cancelled. Appraisal is a support for many doctors, so it is helpful to
keep the option available, but if going ahead, please use the shortened Appraisal
2020 model. Medical directors may also use discretion to decide which concerns
require urgent action and which can be deferred.
The Nursing and Midwifery Council (NMC) has also extended the revalidation period
for current registered nurses and midwives by an additional three months for those
due to revalidate between December 2021 and March 2022.

Medical and Nursing Directors to
review and make recommendations
for any delays through appropriate
governance route

5

Repurposing nonclinical staff from
CCGs

Non-clinical staff to focus on supporting primary care and providers to maintain and
restore services and the vaccine booster programme.

Have supported and inducted CCG
non-clinical staff to work in
vaccination and staff testing areas

Releasing the burden
• Small number of recommendations from updated guidance
 Look to introduce public into board meetings using updated technology from
April
 Increased NED engagement in services as part of CQC readiness through on
line opportunities from February
 Informal governor briefings scheduled in the diary for the full year
 Developing a plan for on line engagement of members from April
 Mandatory training requirements and compliance to be reviewed and
recommendations made through People Committee
 Appraisal and revalidation arrangements and compliance to be reviewed and
recommendations made through People Committee

BOARD FORWARD PLAN
PUBLIC BOARD MEETINGS: JANUARY 2022 – DECEMBER 2022
May
Date of meeting

Date final submission of reports
Standing Items
Introductions and apologies
Declarations of interest
Minutes of previous meeting
Matters arising and action log
Patient Story
Chair’s Report
Chief Executive’s Report
Company Secretary’s Report (see governance reports)
Committee Reports (Finance, Performance and Digital; Quality and
Safety; People; Audit and Risk; Charitable Funds; Sustainability)
Integrated Board Report (including: operational performance; quality and
safety; people; finance)
Communication messages for colleagues and key partners
Review of meeting
Regular reports
Annual Plan Update
Quality Report (six monthly)
Nursing Safe Staffing Report (Six monthly)
Midwifery Staffing Report (Six monthly)
NED Maternity Champion Report
Ockenden Review progress report
Governance items
Review of SOs / SFIs / Scheme of Delegation
Review of Constitution
Annual Committee Reports
Review of Committee terms of reference
Review of Board of Directors terms of reference
Board effectiveness review findings report and actions
Annual review of NED roles
Board forward plan

2 February

26/01/22

6 April

(Annual
Report TBC)

30/3/22

26 May

7 September

2 November

19/5/22

31/8/22

26/10/22
































































































































































BOARD FORWARD PLAN
Review register of interests
Certification on AHSCs and Governance
Certification on training of governors
Corporate Governance Statement
Use of Trust Seal
Board Assurance Framework
High Level Risks report
Review of progress against Strategy
- Trust Strategy
- People Strategy
- Clinical Strategy
- Quality Strategy
- Estates Strategy
- Green Plan
- Digital Strategy
Strategic Partnering Agreement sign off (awaited from Vicki Wallace)
Annual Items
Annual Report and Accounts including Annual Governance Statement
Annual Plan
Airedale Hospital and Community Charity Annual Report
Data Protection Officer Report
Emergency Planning, Resilience and Response (EPRR) Report
Health and Safety Report
Equality Report (incl WRES / DES / PSED / Gender Pay Gap)
Freedom to Speak Up Annual Report (Kate Bell to be invited)
Staff Survey Report
Director of Infection Prevention and Control Annual Report
Safeguarding Report – Adults and Children
Guardian of Safe working Annual Report – Sam Roberts to be invited
(NB quarterly reports go to People Committee)
Medical Revalidation Responsible Officer Report – Meg Crossley to be invited
Winter plan
Risk Appetite Statement annual review
































































BOARD FORWARD PLAN
PRIVATE BOARD MEETINGS: JANUARY 2022 – DECEMBER 2022
Date of meeting
Date final submission of reports
Standing items
Introductions and apologies
Declarations of interest
Minutes of previous meeting, matters arising and action log
Board strategy meeting minutes, matters arising and action log
Chief Executive’s report (to include WYAAT update and Committee in
Common minutes; ICS partnership board update; ICP board update)
Securing the future update report
Confidential workforce matters report
Subsidiary reports
Immedicare Chair report
Pathology JV MD report
AGH Solutions MD report
Immedicare Annual Accounts
AGH Solutions Annual Accounts
Other items
Strategic Partnering Agreement

2 February
26/01/22

6 April
30/3/22

26 May
19/5/22

7 September
31/8/22

2 November
26/10/22
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Securing the Future Report – item 9

Author:

Francesca Hewitt, Senior Programme Manager
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RAAC Executive Assurance Group Meeting

Purpose of the Report
The purpose of this report is to provide an update to the Board on the identification and management
of reinforced autoclaved aerated concrete (RAAC) panels at Airedale General Hospital.
Key Points to Note


Work is underway with structural engineers to review cracking on wards 9, 10 and 11 which
appears to have grown in the last three months and to advise on crescent-shaped cracking
that is suggestive of the RAAC having reached the end of its life.



NHS England and Improvement has commissioned a focused review of the five hospitals
severely affected by RAAC that are not currently part of the New Hospital Programme. The
aim is to ensure NHSEI and the Treasury fully understand the risk position and will inform
decision-making.

EQIA – Equality Impact Assessment


The deterioration of RAAC panels at Airedale General Hospital will impact on all staff, patients
and visitors. Whilst every effort is being made to mitigate issues arising from the RAAC, some
areas including a ward and the diabetes centre have already been closed.



RAAC is endemic within the building. A panel collapse in one area could significantly affect the
ability to deliver care across a wide range of hospital wards and departments. It is considered
that a RAAC panel collapse could cause injury or risk to life.

Fit with strategic objective

Population

Patients

X

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

People

Partnership Progressing

Securing the Future Report
Public Board of Directors – Wednesday 2 February 2022

1. About Securing the Future
1.1 Securing the Future is the name of the programme to urgently address significant structural
issues at Airedale General Hospital caused by the deterioration of reinforced aerated autoclaved
concrete (RAAC) whilst seeking a long-term solution to replace the building with a futureproof,
carbon-neutral and digitally-enabled hospital.
1.2 It should be noted that the work undertaken in relation to RAAC happens at pace and whilst
this report is accurate at the time of publication, further verbal updates may be provided at the
Trust Board meeting.

2. Introduction
2.1 This paper aims to update on the workstreams directly associated with the management of
reinforced aerated autoclaved concrete (RAAC) at Airedale General Hospital. The workstreams
are:






RAAC identification and monitoring
Work to structurally support the RAAC within the hospital
Construction of a modular building (ICU/30-bedded ward)
Planning and delivery of a ward decant programme for 2022/23
Progress towards a new hospital for Airedale

2.2 Weekly progress against these workstreams is monitored by the RAAC Executive Assurance
Group, which is chaired by the Acting Chief Executive and attended by the Deputy Chief Executive,
Executive Director of Finance, and Acting Chief Operating Officer. AGH Solutions Ltd reports to
this Group via their Managing Director and Commercial and Finance Director.

3. Background / Context
3.1 The Trust and AGH Solutions Ltd set a goal to have completed an initial inspection of every
load-bearing RAAC panel within the hospital by 31 March 2022. At Airedale General Hospital,
there are load-bearing panels in the roof and floors of the building: the latter is a problem unique to
this hospital.
3.2 A “RAAC prioritisation tool” has been developed and independently reviewed by two structural
engineers. This tool enables the RAAC Team to identify every RAAC plank showing signs of
damage or deterioration across the hospital and assign them a ‘rating’ based on the severity of
their defects. Those with the most severe issues are prioritised for remedial work whilst others are
assigned a re-inspection timeframe of 3, 6 or 12 months.
3.3 The work to structurally support the RAAC within the hospital aims to prevent the sudden
collapse of one or more RAAC panels but will not reverse the damage and deterioration already
present in the RAAC or prevent the worsening of deterioration over time. It is therefore not a long-

term solution for Airedale General Hospital and the work will not fully eradicate risks associated
with RAAC. It is for these reasons that the two risks relating to RAAC will remain on the Corporate
Risk Register until a long-term solution is identified for Airedale.

4. Current Position
4.1 At the time of writing, 96% of the initial RAAC panel inspections had been completed. This
equates to 17,586 individual panels. The remaining inspections are being scheduled for completion
before the end of March 2022.
4.2 The current data is showing that 25.38% of load-bearing panels have one or more defect or
sign of deterioration. The types of defect include panels that have been cut or penetrated (e.g.
where a pipe has been put through the panel), panels showing cracking or flaking of the concrete,
signs of water ingress, and exposure of the steel reinforcement bar that sits within the concrete
panel.
4.3 The inspection data shows that 4464 RAAC panels have one or more defect; 467 of these are
severely damaged/ deteriorated and require remedial action.
4.4 A standard operating procedure (SOP) is in place to ensure that any panel found to have
deteriorated within the inspection window is investigated and structural engineers contacted for
advice as required.
4.5 The first round of re-inspections began in November 2022. This process has identified three
wards where cracks appear to have grown within the three months since they were last inspected.
These are wards 9, 10 which are general surgical wards, and ward 11 which houses medical
engineering, infection prevention and control, and some medical secretaries.
4.6 AGH Solutions Ltd has commissioned structural engineers Sweco Ltd to review these areas
and provide a report detailing their views on the potential cause of the cracking, and recommend
an appropriate course of action.
4.7 In addition, a previously unseen type of crescent-shaped cracking was found around a skylight
in the corridor between Outpatients and A&E and in the Dales Suite. This cracking is significant
because the skylights were fitted at the time of the hospital’s construction and in line with the
manufacturer’s specification. The cracking is therefore indicative of “wear-out failure”; in other
words, where the material has reached the end of its natural life. Again, engineers from Sweco Ltd
are reviewing and advising on the appropriate course of action and this report is due in early
February.
4.8 To date, 65% of the most severely damaged panels have been structurally supported with the
majority supported by steel or timber beams and 52 supported with acrow-props. The current focus
of work is on six areas where significant damage was noted in the roof. These are: outpatients,
labour ward and maternity assessment, wards 13 and 14, physiotherapy and the Dales Suite.
4.9 Dashboards have been developed to monitor the progress of this work through the RAAC
Executive Assurance Group – an example can be found in Appendix A of this document.
4.10 The Trust has been allocated £20m to fund work to structurally support RAAC within the
hospital during 2022/23. A work programme is currently in development and will take into
consideration the outcomes of the reports from Sweco Ltd, the knowledge gained through the

Inspection and Monitoring Programme, and the ambition of the Trust to develop a longer-term
solution in the form of a new hospital.
4.11 Work on the new modular construction that will house ICU and a 30-bedded ward is
progressing well with cladding being added to the exterior of the building in the last week and
delivery of a large air handling unit scheduled before the end of January.
4.12 Colleagues from ICU have been invited to familiarisation tours of the new facility and similar
tours will be planned as part of the decant programme along with the development of a local
induction to ensure that staff working in the facility are fully trained in fire and evacuation
procedures.
4.13 Work is in progress on the decant plan for 2022/23. A wide range of operational and
organisational risks will be considered alongside the structural risks presented by RAAC and other
compliance factors that may determine the priority order in which our wards are scheduled to be
decanted.
4.14 The Trust is appraising options for a second modular facility as part of the plans for 2022/23.
This facility would potentially provide more decant space, enabling the RAAC remedial work to be
delivered at a greater pace in line with advice from structural engineers.
4.15 An options appraisal workshop will be held in February to scope the best options of this
facility, taking into account the immediate need to address RAAC challenges whilst being
cognisant of the longer-term need to create a new hospital for Airedale.

5. Next steps
5.1 NHS England and Improvement has commissioned a review of the five hospitals that are
significantly affected by RAAC but don’t yet have a place on the New Hospitals Programme and
have no other longer-term plan to eradicate the RAAC-related risk from their estates.
5.2 The first meeting of the Board which will oversee this work takes place on Wednesday 2
February 2022 where a clear outline of the aims and expectations of the review will be provided. It
is anticipated that this review will take two months and provide a clear picture to NHSEI of the
profile of risk in each of the five hospitals.
5.3 The Trust lodged its Expression of Interest for the New Hospitals Programme in September
2021. The latest indications are that the final eight hospitals to be included in this programme will
be announced in September 2022.
5.4 The RAAC Executive Assurance Group has approved a forward plan of Emergency
Preparedness exercises that relate to RAAC including ward evacuation, discharge planning and
‘command and control’ testing.

6. Conclusion
6.1 This report serves to provide assurance to the Trust Board on the latest position regarding
RAAC management. The Board is asked to note and receive the contents of this report.

Appendix A: RAAC Dashboards

OFFICIAL ‐ SENSITIVE

Securing the Future: RAAC Reporting Pack
This pack is intended for members of the RAAC Executive Assurance Group and Executive Directors Group at Airedale General Hospital and is not for onward circulation.
Programme Overview
The following dashboards describe the weekly position against each of the workstreams of the Securing the Future programme as described below:

Securing the Future Programme
RAAC Inspection and
Monitoring Programme

RAAC Remedial
Works

Modular build

Design and construction
of a new modular build by
31 March 2022

Decant programme

Develop the scope of
works for the programme
‐ mid‐January 2022

Visual inspection of all
load‐bearing panels by
March 2022

Remedial roof works as
identified by structural
engineers by end of
January 2022 (138 panels)

Urgent propping of all
new Priority 1 panels

Remedial work of all
other remaining P1 panels
by 31 March 2022 (83
panels)

Develop Decant
Prioritisation Tool,
reviewed by structural
engineers ‐ mid‐January

Inspection /monitoring of
all acrow‐props and
remedial works as advised
by structural engineers

Management of all
remedial works in scope
of the Decant programme

Establish MDT steering
group ‐ mid‐January

3, 6 ,12 monthly
monitoring of all P1, P2,
P3 panels as determined
by the RAAC Hierarchy.

Management of all RAAC
remedial works outside
scope of decant
programme

RAAC delivery workstreams

Develop decant plan for
Ward 16 and subsequent
wards in priority order

Strategic
Partnerships

New Build

Wider programme workstreams –
KPIs/dashboards to be developed

Securing the Future Programme SUMMARY: RAAC Workstreams
DATE: 25 January 2022

RAAC Workstreams summary
 Remedial work is progressing well with work on Ward 13
completed and good progress in outpatients. There are areas in
outpatients, Ward 14, labour ward, and physiotherapy left to
complete.

Summary of risks and issues
 There are concerns about cracking on Ward 10 which are being investigated –
these cracks appear to be growing. This would mean that this type of
deterioration is being seen on wards 9, 10 and 11.

 RAAC‐related issues that were identified in the payroll office have
now been resolved alongside other capital works already being
undertaken in that area.

 New cracking has been discovered around a skylight in the Dales Suite which
mirrors the unusual cracking found in the A&E corridor, which was propped on
24 December. This new cracking will also be propped and referred to the
structural engineers as part of their investigations.

 The RAAC team is working with the Dales Suite and colleagues in
the rooms/offices behind to finalise the plan for delivery of the
works 14‐27 Feb. This work will conclude by Friday of this week.

 Structural supports will be installed in the Diabetic Clinic whilst other capital
works is underway. This will pick up some Priority 2 defects that appear to be
deteriorating.

 A piece of work is being completed on Ward 14 on Thursday to
mark out the area that will be taken up by a prop to see if can be
worked around. This will aid decision‐making on the preferred
course of action and an update will be presented at next week’s
RAAC Executive Assurance Group meeting.
 The decant programme is being planned based on the structural risk
with other operational and organisational risk factors being
considered. This will determine which wards are decanted in 2022/23
and in what order they will move. The move of Ward 16 to the new
ICU in the modular building has already been confirmed.

Horizon scan
 An engineer’s report is expected in early February which will help to inform
the decant programme and also advise on the approach being taken to
address growing cracks on wards 9, 10 and 11. The engineers are also
investigating cracking around a skylight and this may influence whether more
focus is needed on structurally supporting skylights in other parts of the
hospital.
 The work plan for 2022/23 including the decant programme will be finalised
by early March.

RAAC Inspection and Monitoring: To inspect all load‐bearing panels, monitor all defects and all remedial works, identify and prop any new
Priority 1 panels as defined by the RAAC hierarchy

Inspections
Total number of planks surveyed:
17586
Defect rate:
25.35%

Highlights
Planks by priority:

Priority 1: 467
Supported by steel: 243
Supported by timber: 5
Propped: 52
Left to support: 167

 A plan has been agreed to access Ward 19 in February to complete the initial
inspections. This has previously been a challenge due to COVID‐19. Risk
assessments will be undertaken to ensure the work is completed
 The remaining parts of the pharmacy department will be surveyed during
March.

Monitoring and reporting
 The initial inspection of all load‐bearing RAAC panels is nearly complete
at 96% and is on track to complete by the agreed date of 31 March
2022.
 There have been no further significant updates on the inspection and
monitoring programme this week.

Risks and issues
 The re‐classification of any “wear out failures” – i.e. those defects that have
increased within the monitoring period – will lead to an increase in the
number of propping events and potential impact on clinical and operational
services.

RAAC Remedial Works: To complete works identified to support the roof (Curtins report), remediate other Priority 1 panels in those areas and to
remediate all remaining Priority 1 panels across the Trust.

RAAC Management
The following work remediates 138 of the Priority 1 panels as identified using the
RAAC Hierarchy Tool.

 Ward 14 – Ops directors agreed the preferred option would be to
test the propping and identify the operational impact. AGHS
attending on Thursday to mark out the footprint of the prop – Ops
Team will then assess feasibility of working around it or the impact of
losing a bed space.

Roof remedial works

Outpatients & Corridor

Ward 14

Ward 13

Percentage (%) complete
Total panels in area

Dales Suite

Panels remediated

 Ward 13 – Work was completed last week.
Physiotherapy

 Physio – A design has been completed for the complex space. AT Lee
(contractor) will move to physiotherapy once outpatients is
complete.
 Dales Suite – Planned for 14‐27 Feb. Conversation underway with
Ops colleagues to see whether the plan can be amended to work
around key dates. Decision expected by Friday 28 January.
 Outpatients and corridor – Clinic 8 has been completed, taking the
total number of panels remediated in this area to 34%. There are
plans in place to complete the work in areas currently used by Local
Care Direct and some remaining clinics.
 Labour/MAC – A plan is in place to complete work in the Maternity
Assessment Centre over two consecutive weekends and this is nearly
completed. There is 1x highly complex panel in the corridor which is
yet to have a plan – advice has been sought on the options regarding
the temporary diversion of medical gases.

Labour ward/MAC
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Total programme:
46.38% complete
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Number of panels in programme:
64/138

Issues
Additional works outside of the current programme:
 There are concerns about cracking on Ward 10 which are being investigated –
these cracks appear to be growing. This would mean that this type of
deterioration is being seen on wards 9, 10 and 11.
 Structural supports will be installed in the Diabetic Clinic whilst other capital
works is underway. This will pick up some Priority 2 defects that appear to be
deteriorating.

RAAC Decant Programme: To plan and deliver a programme of remedial works starting with ICU, convert Ward 16 to a decant ward, undertake
remedial works on five further general wards per annum.

Decant Prioritisation
 The Decant Programme ‘tool’ has been modified to include an
additional risk factor around increased deterioration to reflect the
emergence of “wear out failures” in wards 9, 10 (TBC) and 11.
 Patient safety risk factors will be pulled out more strongly in the Tool
to ensure that the totality of patient risk is considered (i.e. RAAC‐
relate risk, service delivery, etc)
 The “structural risks” element of the tool has been populated with
ward data and compliance information is now being added. A
meeting has been arranged for Thursday 27 January where the aim is
to complete and sense‐check the data, and develop a method of
weighting the risks to enable the prioritisation of wards based on risk.
 The decant prioritisation information will be used to inform
discussions about the 22/23 plan in relation to options for a second
decant facility.
 An action has been scheduled to commence detailed planning of the
Ward 16 decant in late February/early March and to take forward any
learning into future ward decants.

Likely decant timetable for 22/23
The below chart describes an indicative timetable for the decant programme across both the
existing Ward 16 which will be converted from 1 April (c. 18 weeks work) and the new modular
build decant ward. It is important to note that these are not confirmed dates and no detailed
planning should be undertaken until final dates have been confirmed.
Approx. timings

Which decant ward?

4 April – 1 August

Ward 16 conversion works

4 April – 17 July

New modular ward

17 July ‐ 30 October

New modular ward

1 August – 21 November

Old ward 16

30 October – 26 February

New modular ward

21 February – 13 March

Old ward 16

Five wards plus the ward 16 conversion will be completed in‐year and two wards will partially
commence in February and March, concluding in June and July respectively.

Risks and issues
 No new risks identified. There remains a risk to programme delivery from the
impact of COVID‐19.

Guide to using these dashboards
Each dashboard in this pack correlates to one of the four workstreams identified in the programme structure above.

Data descriptions
Workstream

Type of data
The number of load‐bearing panels
identified in the Trust.

Description
These are floor and roof panels; there are no load‐bearing wall panels.

The defect rate

This shows the percentage of inspected panels showing one or more defects.

The deterioration rate – TBC

The RAAC team is working with structural engineers to identify a method for monitoring deterioration over time. Initially this is
likely to be measured in two ways: the number of panels where priority status has changed (e.g. from a P2 to a P1), and the
auditors annual asset valuation.

Planks are prioritised using a RAAC
Hierarchy

Category definitions:
 Priority 1: The panel is defective to the point where it is not possible to confirm it is performing in the way it
is intended and may have no residual strength. Remedial work is required to support the panel.


Priority 2: The panel is showing moderate defects that may worsen over time. Monitoring is required at 3 or
6 month intervals. Any changes detected would lead to reclassification of the panel to a Priority 1 panel, as
required.



Priority 3: The panel is showing early indications of deterioration or minor defects that may become
moderate defects over time. The panel requires monitoring every 12 months. Any changes detected would
lead to reclassification of the panel to a Priority 2 or 1 panel, as required.

Inspection and monitoring programme

It should be noted that remedial works will change the Priority definition. For example, a P1 panel permanently supported with a
prop or beam will be re‐prioritised to a P2 or P3 as per the definitions within the Hierarchy.
Monitoring frequency

The number of panels monitored each week under the rolling monitoring programme. As per engineer’s advice, all structural
supports and props will also be monitored for any signs of change.

Escalations

The number of new P1 panels identified and propped.
The number of panels identified to have deteriorated since their previous inspection. This data indicates a worsening position. A
narrative is included in the RISKS AND ISSUES section.

IIMARCHS

IIMARCH is the name of the official reporting channel for all RAAC‐related incidents. Reports are generated by AGHS, approved by
the Deputy Chief Executive and issued to NHS England and Improvement.
All new P1 panels have an IIMARCH generated and issued to NHS England and Improvement. All retrospective P1s not yet
remediated have an IIMARCH generated at the time they are remediated.

Data descriptions – continued
Workstream

Type of data
Completion rate

RAAC Remedial Works

Description
There are two strands to the remedial works; the current programme to remediate all works in six clearly identified areas of the
hospital – referred to as the Curtins report work ‐ and the work to prop or structurally support all other Priority 1 defective panels
within the hospital.
The remedial works dashboard has a completion rate for the Curtins report work which identifies that there are 138 panels within
this strand of work and provides a weekly progress report against this number. This enables the RAAC Exec to see the progress of
works.
Further monitoring data will be included in future reports to show progress against the remaining P1 panel remediation works
across the hospital (approximately 83 further panels – data TBC).

Modular build

Narrative‐ no dashboard

The progress against the modular build is provided as a verbal update. As this project is nearing completion a dashboard has not
been produced, however if a further modular building is constructed in 2022/23 then a separate dashboard with key project
milestones and KPIs will be developed.

Decant programme

Narrative

It is anticipated that once the decant programme plan is mobilised, the following data will be used to monitor progress:
 Total number of panels in programme/panels remediated
 Progress against timetable (KPIs based on key delivery milestones, etc)

Date of Meeting:

Wednesday 2 February 2022

Meeting:

Public Board of Directors

Title of report:

Non-Executive Director Maternity Champion Report - item 10

Author:

Nadira Mirza, Non-Executive Director/Maternity Safety Champion

Previous Forums:
Purpose of the Report



To update the Board on the activities undertaken and observations made by the
Non-Executive Director (NED) Maternity Safety Champion (MSC) since the last Board
meeting of the Trust.
To alert the Board of any new concerns regarding Ockenden.

Key Points to Note



No new concerns raised in this month’s report.
Staffing issues around recruitment, retention and capacity to deliver continuity of care
remain a key focus.

EQIA – Equality Impact Assessment
The work reported aims to support an improved experience for ALL our patients and people by
seeking views on the services received or delivered.

Fit
with
objective

strategic

Population


Patients


People


Partnership Progressing




Recommendation
That the Board:
 Seeks assurance that the NED and executive MSC are executing their roles appropriately;
 Agree to build Airedale’s capacity to deliver Continuity of Care (CoC);
 Seeks assurance around the long and short term mitigations in place for recruitment into
midwifery.
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Non-Executive Director Maternity Champion Report
Board of Directors - Wednesday 2 February 2022
Introduction
This report outlines the role of the NED MSC as required by the Ockenden review of maternity
services and gives Board an indication of activities undertaken this period.

Background/Context
The recommendation of the Ockenden review into maternity care is that all acute trusts with
maternity services appoint board level safety champions who are directors at both non-executive
and executive level, who will provide the objective scrutiny needed to ensure safe and excellent
services.
As the NED MSC I am keen to hear directly from our people and patients in maternity services
about their experiences, ideas for improvement, including barriers they face in providing the
services they want to see, and the changes and developments they would like to see.
The role of the NED MSC in the Ockenden review is as follows:
The NED Champion will act as a support to the Board Perinatal Safety Champion by:
 Bringing a degree of independent, supportive, challenge to the oversight of maternity
services;
 Ensuring that they are resourced to carry out their role;
 Challenging the Board to reflect on the quality and safety of its maternity services;
 Ensuring that the views and experiences of patients and staff are heard.
Together the NED and the board-level safety champion (Executive Director – ED) should:
 Adopt a curious approach to understanding quality and safety of services;
 Jointly, with frontline safety champions, draw on a range of intelligence sources to review
outcomes, including staff and user feedback to fully understand the services they
champion;
 Update the Trust Board on issues requiring board-level action.

Current Position/Activities
The last two months have felt quite uncertain in terms of the COVID situation and my opportunities
to go into the hospital to meet parents and their families have been limited. The January 15 step
challenge into the maternity unit had to be postponed again which was disappointing as I cannot
gauge the ‘lived experience’ of our patients and their families. In discussion with my Seacole MSC
network colleagues, I was informed of virtual walkabout and meetings with parents. The executive
MSC is now looking into the logistics of undertaking something similar at Airedale as NED MSC
walkabouts need to be evidenced in safety action 9 of the Maternity Information System (MIS).
In regular catch-ups with Sarah Simpson and Amanda Stanford, workforce issues including
vacancies and sickness absence have been an ongoing concern, it is assuring to see Amanda’s
work around rostering beginning to have traction, however, staffing levels carry a risk rating of 10
and it is too early to see the impact of mitigations such as the domestic recruitment plans.
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Sarah and I met with the Regional LMS Continuity of Care lead, Mel Hudson, and Sarah Bennet
from WY&H CCG. The discussions focused around Continuity of Care (CoC) and Airedale’s
staffing position being the compelling reason for delaying this initiative. This was a positive meeting
with Mel Hudson appreciating our situation but keen to see that we have education and
development plans around CoC, continue to explore apprenticeship routes for midwifery and
address the maternity scrubs role. She also asked that we undertake a risk assessment around
delaying CoC.
The CQC Maternity Survey has been launched, so we will receive feedback later about this. The
team have done action plans following the last 15 Steps and the COVID-19 Survey Monkey
feedback. We have received one complaint this month which is complimentary to midwifery care,
but the patient felt she was discharged from the service too soon which resulted in a readmission.
I have had a number of external network meetings, these include; the regional WY&H NED LMS
and the Seacole MSC NEDs. Experiences of colleagues in both networks are similar to ours at
Airedale, these include recruitment, CoC and little opportunity for face to face safety walks.
NHSI/E have asked to meet with NED MSCs in the Seacole group, one of the discussion items will
be CoC delays and what we would like to see around the qualifications and training requirements
for midwives.

Next steps
I will follow up on progress around domestic long and short term recruitment and training and
development plans for CoC. I will also feedback on the network meetings including the NHSI/E
Seacole consultation.

Conclusion
We are seeing plans in place to improve long term staff recruitment and experience, however, this
needs to remain in focus. We need to think of innovative ways to interact with patients and their
families while on site visiting and safety walks remain restricted.

Recommendations
That the Board:




Seeks assurance that the NED and executive MSC are executing their roles appropriately;
Agree to build Airedale’s capacity to deliver Continuity of Care;
Seeks assurance around the long and short term mitigations in place for recruitment into
midwifery.
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Date of Meeting:

Wednesday 2 February 2022

Meeting:

Public Board of Directors

Title of report:

Midwifery Safe Staffing Six Monthly Report June to November 2021 – item
11 (i)

Author:

Sarah Simpson, Head of Midwifery

Previous Forums:
Purpose of the Report
The report has been provided to inform the Trust Board of the current midwifery staffing. The
methodology used to calculate the midwifery staffing establishment – Birthrate Plus Table Top Tool is
used on a 6 monthly basis. Additional to this a full analytical review of the midwifery workforce was
commissioned in November 2020 and was completed in May 2021. The final report was received in
the organization in September 2021 of which the recommendations are included in this paper. The
report also provides an overview of the Birthrate Plus Acuity dashboards demonstrating fill rates of
midwifery staffing and compliance with Labour Ward supernumerary status. Assurances are provided
on one to one care in labour, midwifery red flags and mitigation to cover any shortfalls.
Key Points to Note






Midwifery continue to be impacted by a number of vacancies despite ongoing
recruitment, this has been largely due to retirements latterly.
Whilst the current staffing situation has resulted in the service not always achieving
supernumerary co-ordinator on Labour Ward there has been consistent delivery of the
one to one care in labour.
Continuity of Carer has been paused to maintain safe staffing levels on Labour Ward
however there is a robust plan in place for re-commencing this model of midwifery care
to ensure the trust meets the requirements
Progress has been made regarding developing a sustainable workforce model for
supporting Obstetric theatres that does not require midwifery input

EQIA – Equality Impact Assessment
It is not anticipated that this would have any impact on inequality.
It will positively impact on the quality and safety of patient care
It will have equal impact on staff from a health and wellbeing perspective
Fit with strategic objective

Population
x

Patients
x

Recommendation
The receive the report for to consider the recommendations

People
x

Partnership Progressing
x

x

Midwifery Safer Staffing Report
Introduction
The aim of the paper is to present the current midwifery staffing position including the recent
findings from the Birthrate + workforce analysis, challenges with vacancy rates, attrition rates and
workforce planning. The paper will describe mitigations that have taken place in response to the
critical staffing and the impact on the service and provide the trust with recommendations.

Background / Context
The vision for the maternity services across England is “for them to become safer, more
personalised, kinder, professional and more family friendly; where every woman has access to
information to enable her to make decisions about her care; and where she and her baby can
access support that is centred around their individual needs and circumstances” (Better Births
2016).
Following the publication of part one of the Ockenden Review in December 2020, NHS England
and NHS Improvement have challenged NHS providers, commissioners and Local Maternity
Systems to review their existing assurance mechanisms in maternity services to ensure they are
safe and effective. The emerging findings and themes formed seven early recommendations for
the wider NHS which were identified as Immediate and Essential Actions (IEA) followed by twelve
urgent clinical priorities. One of the IEA’s was a requirement to complete a maternity workforce
analysis and have a plan in place to meet the Birth Rate + standards. The findings of the report
are detailed in the paper below and include the requirements for the maternity services to deliver
the National trajectories for Continuity of Carer by March 2023.

Current Position
A minimum staffing ratio for women in established labour is recommended in the NICE guidance;
Safe Midwifery Staffing for Maternity Settings (2015). An additional methodology to demonstrate
safe staffing across all areas of midwifery is the Birthrate+ Safe Staffing for maternity Services
workforce Tool. This comprises of a full workforce review that includes midwifery whole time
equivalent (WTE), acuity and activity across all areas of midwifery including out of area activity.
The Birthrate+ review now includes a formula to support trusts with adequately identifying any
additional midwifery staffing that may be required to meet the nationally agreed trajectories for
continuity of carer by March 2023. The findings of which are described below:-

Current Midwifery Staffing
WTE
Midwifery staffing - Band
Band 7 – including labour ward co- 13.1

Vacancies

ordiantors/specialist midwives
Band 5/6

69.03

Total Midwifery Establishment

82.13

Current 6.0 WTE
Appointed 1.64 WTE
Deficit 4.36 WTE

Recruitment to existing vacancies has been appointed to for 1.64 WTE. There remains a deficit of
4.36 WTE. The unit has since received a further termination of contract. On average there has
been 3.0 WTE Maternity leave throughout the reporting period which has created additional
staffing pressures.
The sickness/absence rates for the 6 month reporting period on average are 13% across the
maternity service. The unit has seen an increase throughout this reporting period which is due to a
combination of increased sickness due to COVID 19, periods of isolation, maternity leave and
vacancies. In order to mitigate the risks, the theatre team have covered the theatre scrub role.
This is generally evaluating extremely well and has released midwives to provide midwifery specific
roles and supported 1:1 care in labour however; this reporting period has also seen challenges due
to the theatre teams also experiencing staffing challenges.
Actual Midwife to birth Ratio – standard (1:28)
Month
Ratio

June 2021
1:28

July 2021
1:28

Aug 2021
1:28

Sept 2021
1:27

Oct 2021
1:29

Nov 2021
1:29

The midwife to birth ratio is monitored on a monthly basis on the local dashboards and is on
average 1:24 based on the funded establishment. At the time of writing the paper, the overall
absence was around 13% and this is reflected in the ratios above as is based on the actual
establishment rather than the funded. This is to ensure that the ratios are reflective of the current
midwifery staffing. The funded midwife to birth ratios remains at approximately 1:24 which would
demonstrate safe staffing levels.
Labour Ward Co-ordinator Supernumerary status – Standard 100%
Month
Status %

June 2021
84.5%

July 2021
84.9%

Aug 2021
81.2%

Sept 2021
81.6%

Oct 2021
71.5%

Nov 2021
88.9%

The last 6 months have evidenced that on average the labour ward supernumerary status is 84%.
The month of October did see a further decline to 71.5% which is reflective of the current staffing
situation. On review of the data, the themes on non-supernumerary status are due to heightened
activity/acuity and unfilled midwifery shifts due to absences. The acuity tool monitors the staffing
levels versus acuity on a four hourly basis. It has taken some time for the labour ward coordinators to become confident with how the data is captured within the system.
The supernumerary role of the coordinator does directly influence the co-ordination of the unit, the
leadership and ability to have the helicopter view of the clinical activity, quality and safety

standards. The Labour Ward Supernumerary status improves the safety of the clinical oversight of
the maternity unit. At times of non-supernumerary labour ward coordinator status, mitigations
include utilising the escalation of maternity services guideline. This consists of appropriate
escalation to midwifery managers, redeployment of midwifery staffing, on call midwives and as a
last resort diversion of patients away from the services.
Throughout the reporting period, there have been 11 unit closures resulting in four women being
diverted to a neighbouring trust for midwifery care. There have been three occasions where the
maternity unit has identified the need to divert women away from the service, but no neighbouring
trusts have been able to accept. This is again reflective of the local, regional and national shortage
of midwives and other units are experiencing the same challenges. The HOMs and clinical
directors are working closely with the LMNS and Regional teams to ratify an agreed escalation
policy to support mitigation and decision making. In response to the emerging theme around unit
closure the HOM has introduced a Midwifery Manager on call. This will enable to Labour ward
Coordinators to have oversight of the clinical safety of the unit and the on call manager will take the
lead for the safe management of the diversion and any other related tasks. This is evaluating well
and has been received well by the teams. This will be reviewed on a three monthly basis.
On triangulation of the services with the activity, clinical red flags and birth rate plus monitoring of
acuity, it does demonstrate that the service escalated appropriately and the clinical impact on
some occasions have been delays in the induction of labour or elective cases.
One to One Care in Labour – Standard 100%
Month
1:1 care %

June 2021
100%

July 2021
100%

Aug 2021
100%

Sept 2021
98%

Oct 2021
99.3%

Nov 2021

The optimum standard is to achieve 100% one to one care in labour. On review of this the theme
is when there is heightened activity and the requirement for the midwife to scrub in theatre. The
scrub practitioner role is presently being reviewed as part of the maternity quality improvement
plans. It is a recommendation from the external peer review performed in 2019 and the now more
recently received Birthrate+ Workforce Review that the role of scrub practitioner is removed from
the midwifery workforce. This will be addressed in a separate paper and subsequent business
paper.
An increase in the induction of labour rates has affected the complexity of care women require.
The local induction of labour rate is approximately 41% and the National being approximately
35.2%. The increase in the requirement for induction of labour has increased the number of
women requiring one to one care in the earlier stages of labour due to the process involved in
induction rather than spontaneous labour. This has an impact on the acuity requirements of the
unit and the need for one to one midwifery care. The elective caesarean section rate is 13.5 %
compared to the Yorkshire & Humber average of 12%. The emergency rates being similar at 15.4
% local rates compared to the Yorkshire & Humber average of 17.2%.

Midwifery Staffing and Acuity – Birthrate + 4 hourly safe staffing tool
Please see the Birthrate+ acuity tool informatics detail at the end of the paper. This describes the
midwifery acuity and safe staffing over the 6 month period. The team are still embedding the
acuity tool and are at an overall 80% compliance for completion of this. This is being monitored
and is improving. The tool is accessed at four hourly periods and takes into consideration the
number of registered midwives rostered versus the acuity of women on the labour ward.
Escalation guidelines are in place to support the labour ward coordinators with acuity and redeployment of midwifery staffing to ensure safe staffing levels. The detail provided below does
correlate with periods of heightened activity. In situations such as these, a multi-disciplinary
discussion takes place, to risk assess the labour ward and review planned activity.

Midwifery Red Flags
The maternity unit has seen an increase in midwifery red flags for delays in care and on review of
this it is relating to the induction of labour pathway. In the 6-month period from June 2021, 24
inductions have been reported as delayed due to heightened activity on labour ward or reduced
staffing, often when a midwife is in theatre. All cases were risk assessed by the multi-disciplinary
team with no adverse outcomes. There is an increasing risk around the midwifery scrub role and
the impact that this has when releasing a midwife to theatre. A mitigation to this risk at the present
time, is for theatres to provide obstetric scrub cover but this is also challenging due to their own
staffing challenges. The risk around the midwifery scrub is on the risk register and is scoring 15.
A significant amount of work has recently been undertaken in improving the midwifery red flags
incident reporting. Maternity is a high reporting service, approximately 317 have been submitted
since June 2021, and 44 incidents were midwifery red flag events. The use of the Ulysses AEF
reporting system for reporting red flag incidents has been highlighted to the staff, with the red flag
incidents being emphasised on the Trust Cause group list which is displayed in all areas.
Continuity Of Carer
Evidence demonstrates that continuity of carer (CoC) models of care have an impact on improving
safety, clinical outcomes and improved experiences. There is additional evidence that suggests
that women who find services hard to access and navigate, have improved access to care and
there is better coordination of their care between midwifery, specialist and obstetric services.
Evidence suggests that women are 16% less likely to lose their baby, 19% less likely to lose their
baby before 24 weeks, and 24% less likely to experience pre-term birth. Better Births have set the
ambition that by March 2023 100% of eligible women should receive a continuity of carer model of
care. Continuity of Carer has also been sighted in the recent Ockenden Maternity Review as a
recommended model of care.
From June 2021 to November 2021 the maternity unit continued to sustain the two continuity of
carer teams; Poppy and Bluebell. The teams have been achieving approximately 25% continuity
of carer and this has evaluated well by women accessing this model of care. The teams have
been revised on a number of occasions in order to respond to midwives reporting “Burnout”,

increased on calls and excessive mileage claims and in response to this a new model for the
teams was due to be launched on the 29th November 2021. Unfortunately due to the critical
staffing situation across the midwifery workforce, increase in unit closures, decrease in labour ward
supernumerary coordinator status and an increase in delays in care; the decision was made to
pause the continuity of carer models of care. This has enabled a re-deployment of 7 WTE
midwives back in to the acute services and 2 WTE midwives into the community setting. This will
stabilise the maternity services across all areas and ensure an equitable and safer service for
women accessing the service.
In October 2021 guidance on planning and implementation of continuity of carer was received from
NHS England. This describes the ambition for the NHS is to ensure that continuity of carer is the
default model of care for maternity services and is available for all pregnant women in England.
The roll out of such models must prioritise women who are most likely to experience poor
outcomes. As a first step; maternity units must agree a local plan with the LMNS that describes
how this will be achieved. This will include putting in place the “Building Blocks” for sustainable
models of care by March 2023.
The document recognises that some maternity units have experienced unavoidable staffing
pressures due to COVID-19 which have hampered implementation along with the longstanding
challenges with midwifery staffing. The implementation strategy has changed to address
challenges and concerns within maternity services and recognises the need for sufficient
resources; the transition to this model should not place undue pressure on midwives or
compromise safe staffing levels across any part of the maternity service.
Birthrateplus; Safe Staffing for Maternity Services Airedale NHS Trust Report findings.
The report has provided a summary of the additional staffing that is required for Core Services and
Continuity of Carer (100% of eligible women). The results are based on three months of casemix
data obtained for the months of September to November 2020. An allowance of 22% has been
included in the uplift and 12.5% community travel is included in the staffing figures. Additional time
has been included in the analysis for Band 7 Labour Ward Coordinators, Ward and Department
Managers.
Airedale NHS Foundation Trust
Core Hospital & Core
Community- including
homebirths
Clinical Variance from birthrate
plus baseline
Total Clinical, Specialist &
Management

Current Clinical Staffing
81.61 WTE

100% CofC
86.91 WTE

1.22 WTE

5.29 WTE

89.77 WTE

95.06 WTE

The recommendations from the Birthrate+ report will be reflected in the overarching staffing
business case in order to ensure Divisional and Directorate oversight and will be included in the

Continuity Of Carer action plan. NHS England is planning a supportive visit to the maternity unit on
the 15th December 2021 where the action plan will be reviewed.

Next steps
To continue to develop plans for recruitment and retention of midwives working with the
Local Maternity System and local universities,
Implementation of the leadership requirements set out in the Ockenden Report
Continue to develop the Continuity of Carer implementation plan by March 2023

Conclusion
Midwifery staffing remains a high level risk, however there is significant work regarding
recruitment and retention of midwives and collaborative work with the Local Maternity
System to ensure a midwifery workforce that enables delivery of Continuity of Carer in line
with national standards.
Mitigation of risks have been effective in maintaining one to one care in labour although it
is acknowledged that current vacancies and sickness absence has impacted on the ability
to maintain the supernumerary co-ordinator role consistently.
Continuity of Carer has been paused as a direct result of increasing vacancies within the
department however there is a robust plan for resuming CoC with a focus on vulnerable
women in the first instance.

Recommendations
 To note the pausing of the continuity of carer teams due to the current staffing situation to
improve the safety of care for all women and babies.
 To note the deficit in the midwifery workforce in order to meet the March 2023 100% of
eligible women to receive continuity of carer. This will be addressed in a separate workforce
strategy action plan and business case.
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Purpose of the Report
The purpose of this paper is to provide the Board of Directors with an update regarding the process
undertaken to review inpatient nursing establishments in line with the National Quality Board (NQB)
Safer Staffing Guidance (2016) and NICE Guidance (2014).
To provide an overview of the nursing workforce reviews undertaken as part of the Establishment
Review process for all inpatient areas, ED, HODU and Castleberg.
To provide the Trust Board with assurance regarding the progress made with embedding effective
systems to operationally manage the workforce within a governance framework that triangulates
workforce data with key quality metrics ,to ensure delivery of safe staffing levels and to identify areas
of concern to ensure timely response to mitigate risks to quality and safety.
Provide an update on the plans to roll out the full functionality of the Safe Care system.
Key Points to Note










There has been sustained progress in the implementation of a robust governance framework
in relation to nurse staffing. This includes daily safety huddles, planned roster sign off
processes and twice yearly establishment reviews.
There was a significant investment of £3,883,519 in June 2021 to increase nurse to patient
ratios across inpatient areas. Through the establishment review process we have strengthened
staff on shift numbers further through the application of the long day factor which has not
incurred any further costs.
Further strengthens the Trust response to the regulatory requirements of the Care Quality
Commission 2019 Report highlighting safe staffing as needing to be addressed.
Continued focus on recruitment and retention to support nursing teams to achieve planned
workforce models
A significant challenge to achieving planned models has been the increase in COVID related
absence associated with the waves in the pandemic.
We have continue to participate in the NHSI/E HCSW recruitment program and have recently
secured further investment of over 30K to support innovative methods of recruitment and
induction.
Although there has been a delay in the roll out of Safer Nursing Care tool (SNCT) due to a
system issue with Allocate, we are working on a project plan for delivery and continue to
embed all other functionality within the system to support safe staffing.
Through Q3 – Q4 we have seen an increase in reported staffing incidents that correlate with

harm data. This is not in relation to the planned workforce models but the actual which are
impacted by vacancies and absence.
EQIA – Equality Impact Assessment
It is not anticipated that this would have any impact on inequality.
It will positively impact on the quality and safety of patient care
It will have equal impact on staff from a health and wellbeing perspective
Fit with strategic objective

Population

Patients
x

People
x

Partnership Progressing
x

Recommendation
The board are asked:
 To note the progress to date regarding the workforce review and governance arrangements
 To note the outputs of the establishment reviews

Six Monthly Safer Staffing Report
Public Board of Directors

1.0 Introduction
The report is the six monthly safer staffing report to the Board of Directors. The report provides
assurance of the processes in place to monitor staffing levels to enable delivery of safe care, to
identify areas of concern and to ensure that steps are taken to mitigate risks associated with
staffing levels.

2.0 Background / Context
Completion of annual workforce reviews for nurses and midwives and the provision of Safer
Staffing reports to Trust Board have been mandated in line with NQB standards since 2016. In the
2019 Care Quality Commission Report for Airedale NHS Foundation Trust nurse staffing was
identified as a key area requiring improvement.
Nurse staffing levels across the acute inpatient areas required investment and this was set out in a
nurse staffing paper presented to the Trust Board in June 2021. An additional £3.6 million of
investment was supported. This investment has allowed a minimum of 1:10 nurse to patient ration
through the night and 1:8 in the day ,across all inpatient areas and has provided additional support
in line with speciality standards where needed. The investment also supported operational
pressures through allocation of winter funding.
Although the position has remained static in terms of ward configurations since the June 2021
paper, we have continued to see some wards used flexibly in response to IPC challenges related
to the pandemic. This has placed additional pressure on nursing teams to work differently to
support pathways of care.
We have continued to actively recruit into vacant posts, supported through international
recruitment. By March 2022 we will have welcomed 148 international nurses into the organisation.
It is anticipated that all newly appointed International Nurses will be working as Registered Nurses
in the next 6 months on successful completion of the OSCE program. This group of nurses
accounts for 25% of the total workforce. The future focus will be on domestic recruitment,
workforce planning and retention.
We have continued to strengthen and embed Governance arrangements over the last six months,
with improved oversight of daily staffing issues and roster management. Establishment reviews
have taken place across all inpatient areas and also including the Emergency Department. These
reviews have included the Ward Managers, Matrons and Heads of Nursing. Part of the
establishment reviews also includes scrutiny and triangulation of quality indicators, as well as key
workforce metrics regarding turnover, age profile and sickness absence.
The establishment panels are chaired by the Deputy Chief Nurse and supported by representation
from both HR and Finance teams. The role of the panel is to receive findings from the
establishment review process and agree recommendations and actions to take forward. The
Establishment reviews have been undertaken through November and December 2021. Whilst
some adjustments to workforce models have been approved through this process that is within

budget any additionality will be considered as part of the planning process. A risk assessment will
be undertaken to support prioritisation of requests based on planning priorities and any risks to
safety, quality, effectiveness, experience and compliance.
We have continued to roll out of Safe care to review real time staffing data as part of daily
operational management. The Matron of the day supports this with oversight by the Divisional
Heads of Nursing. Risk assessments are evidenced through the recording of professional
judgements through safe care. ‘Red Flag ‘alerts have been rolled out however further support is
required to improve reporting. Red flags will support reporting of the impact of staffing issues on
care delivery and staff experience.
There has been a delay in launching the daily collection of acuity data through SNCT which will
further support staffing oversight and decisions and measures availability of staff in terms of
CHPPD( care hours per patient per day). This is due to an issue with the system provider that is
still being worked through. A project plan is being developed to drive delivery in view of the delay in
implementation.
Current Position
There has been significant work over the last 6 months to improve the governance arrangements
regarding the oversight and management of nurse staffing across inpatient areas. The introduction
of Safe Care has been a key enabler in supporting the daily management of staffing to maintain
safe staffing levels and to mitigate identified risks.
Speciality Standards and National Guidance
NICE guidance (2014) determines that although there is no single nurse: patient ratio that can be
applied across all acute adult inpatient wards there is increased risk of harm associated with a
registered nurse caring for more than 8 patients during the day shift and 10 patients at night.
The British Thoracic Society recommends an RN: Patient ratio of 1:2 for patients requiring noninvasive ventilation.
GPICS standards clearly articulate the requirements in the ICU setting of 1RN:1xL3 patient and
1RN:2xL2 patients.
Planned Registered Nurse to Patient Ratios at ANHSFT
Following the investment into nursing models in June 2022 all inpatient areas achieve a planned
model of RN: patient ratio of a minimum of 1:8 through the day and 1:10 at night.
Speciality standards have been applied as well as professional judgement to enhance this further.
Actual Registered Nurse to Patient Ratios
There are a number of factors that affect the achievement of planned workforce models. These are
largely vacancies and absence. Sickness absence is built into workforce models at 4% as part of
the 22% uplift. The average sickness over the last 6 months has been above 4%.

Sickness has consistently remained above 4% since July 2021. In the height of the pandemic
when isolation was included absence levels did reach 15%. This doesn’t show in the graph as this
is sickness absence only.
3.0 Vacancies
Registered Nurses
We have continued to actively recruit into posts and are currently revising our approach to
domestic recruitment and on boarding of student nurses. We have increased the number of
students by over 25% for the second year in succession, which we anticipate will support this
ambition. The associated tariff has been used to support the investment into the Practice
Education team who are supporting student nurses and existing registrants.
The response to operational pressures also creates further demand. Although we have winter
models in place these are not substantively funded and can be a challenge to recruit to. We are
seeing requests for substantive maternity leave cover supported and managed through turnover to
avoid any potential cost pressures.
Vacancy rates at the present time are:
Band 2 – 40.68 WTE
Band 3 - -33.0 WTE
Band 4 - 12.60 WTE
Band 5 – 57.41 WTE
Band 6 – 7.41 WTE
Healthcare support workers
We have been involved in the NHSI/E program to reduce the number of HCSW vacancies. We
have secured funding through this program which will be used to deliver a bespoke training
program for this staff group and also support innovative recruitment and induction models.
Vacancies within the ECSW are driving the current vacancies, turnover has been high. A plan is in
place to review the delivery model and recruit to these vacancies over the next 3 months.
4.0 Fill rate
The roster sign off meetings ensure that rosters are signed off as per the timetable to ensure the
optimum opportunities to fill unfilled shifts. Over the last 6 months all rosters have been completed

in line with the associated KPIS and to the agreed dates. There is a well-established cascade
system in for shifts to be sent to bank and agency to support fill rates.
The incentive has continued to be in place across inpatient areas over the last 6 months. This has
had a positive impact on fill rates and as importantly staff morale. The incentive scheme has been
approved until March 2022 with a monthly review date built in.
The table below demonstrates the bank and agency fill rate showing an increase in bank fill rate
when the incentive was introduced in November 2020. This position has remained static over the
last 6 months.

We continue to measure overall fill rate against staffing plan via the safer staffing reports.
These demonstrate an improved position against the plan over the last 12 months. The last 6
months are significant and demonstrate achievement with the 90% threshold across most months.
Where we see an increase in non-registered staff over 100% is reflective of the demand for
enhanced care support for patients.

Fill rate Registered Nursing staff against planned hours

Fill rate non registered staff against planned hours

5.0 Contributory Factors
As well as the ability to achieve the planned workforce model there are additional factors that have
contributed to the ability to achieve the required care hours per patient per day over the last 6
months.
Acuity and demand
Although we are unable to currently measure acuity in safe care there are a number of other
indicators that demonstrate that acuity has increased. The impact of the pandemic is that we are
seeing a higher number of frail elderly patients who have experienced deconditioning as a result of
isolation and lack of access to services. We have also seen higher numbers of patients
experiencing cognitive impairment due to delirium and alcohol withdrawal, as well as an increase in
those patients requiring mental health support.
The increase in delayed discharges has led to an increase of patients under a DOLS (Deprivation
of liberty safeguards). This places an additional responsibility on nursing teams to provide
enhanced supervision which is not currently built into workforce models.
Average number of daily DOLS in situ from August 2021:

Enhanced Care support team
ANHSFT does have an enhanced care team whose role is to provide specialist support and
supervision for patients identified as having increased needs. This team consists of a Band 7 lead
and 25.7 wte HCSW. Unfortunately this team has experienced significant turnover of on average
50% over the last 12- 18 months and are currently running with 60% vacancies. Although patients
are assessed and support is requested through the temporary staffing team, this is not always
available and results in teams organising care delivery to try and optimise resources and support.
The team has been without a lead for the last 6 months and has recently welcomed a new lead.
The key priority is to review the structure in this team with a view to absorbing additional HCSW’s
into ward establishments where demand for ongoing enhanced care support is recognised.

ED
The increase in ED activity over the last 12 months is well rehearsed:

This has placed additional demands on the nursing team which have also been affected by
occupancy levels across the organisation, which result in patients having prolonged waits in the
department for a bed. These patients require additional support to deliver nursing care which is not
built into the current workforce model.
The increase in activity has led to increased waiting times with a larger number of patients waiting
for long periods unsupervised in the waiting area. As part of the COVID response the minor injuries
unit was relocated to an area off the main department. This area was not substantively staffed as a
separate area and a registered nurse is required from the main department to work in here which

has created a pressure. This has been presented through the medical division establishment panel
and will be considered in the wider planning discussion.
Activity
We have seen a further significant increase in activity in the Haematology and Oncology Day Unit
(HODU):
HODU

As this is a specialised unit the availability of bank and agency to support activity is limited. The
team have been supported to appoint a clinical educator for 6 months to support staff
development. The medical division have identified a requirement for additional nursing staff to
support which is described in the Establishment Panel outcome. This request is being worked
through the planning route, exploring recovery funding to support.
Paediatrics
The paediatric ward established an Assessment area in November 2019 to manage acute
referrals, improve flow from ED and reduce avoidable admissions. The unit was established
without a nursing WFM. Although we have seen some reduction in occupancy on the inpatient
area, there is not enough capacity with the ward nursing model to support this. A request was
presented to the establishment panel which will be worked through as part of the planning rounds.
Staffing impacts in paediatrics affect flow through ED, as the escalation model describes capping
beds at 10 so that a nurse to patient ratio of 1:5 is not exceeded. As this is a specialised area
availability of bank and agency children’s nurses is limited.
IPC impact – mixed pathways, speciality mixes
As we navigate the changing landscape during the COVID-19 pandemic, it has been necessary to
respond and adapt to changing Infection Prevention Control (IPC) requirements and to establish
pathways of care for patients. There has been a demand for inpatient beds that can support the
care of patients who have tested positive for COVID-19 and been exposed and require a period of
isolation. Ward 19 has been identified as this area due to the number of side rooms and the ability
to segregate patients. This pathway requires positive and exposed patients to be nursed by
separate teams, which increases the demand for nurse staffing. There is some capacity within the
Acute Assessment Unit to manage this pathway, however this can change and requires
management as per the operational triggers agreed to maintain safety and flow.
6.0 Governance and monitoring

Workforce models are aligned to budgets and ‘locked down’ so that there is no variance without
approval to the planned model. The layout of budgets and workforce models has been revised to
provide at a glance view of staff on shift and budgeted establishment. The Heads of Nursing are
responsible for agreeing any long day factor with requests for changes managed through the twice
establishment review process.
Safe Care has enabled real time oversight of staff on shift with the ability to have a trust wide view
of staffing that supports staff movement and mitigation of risk. Red flag reporting is starting to
provide greater visibility of the impact on care delivery of any staffing issues. Further work is
needed to adopt and embed this.
We have undertaken a piece of work with an external consultant to review workforce planning and
operational management. The objectives of this plan were:









An Executive sponsored plan for 21/22 milestone planning
Evidenced based areas of focus and action planning for improvement
Consistency of management across roster and bank staff processes
Compliance to policies
Improved staffing efficiency through standardised rostering practices and controls with ‘real
time’ data
Improved assurance and auditability of actions and processes
Improved reporting and understanding of trend analysis to enable risk mitigation and
forward planning
Risk and quality impact assessments on relevant actions

The objectives of this project were achieved and a monthly Workforce planning meeting is in place
to continue to progress this work chaired by the Executive Chief Nurse. This is supported by the
ongoing governance arrangements.

Since the introduction of roster sign off meetings KPIS have been consistently met by all inpatient
areas at sign off. Retrospective dashboards have been developed so that there is a senior
overview of any changes made to the roster post approval. The retrospective dashboards also
provide information regarding sickness and absence.
Establishment Reviews
The reviews form a key part of the nurse staffing governance arrangements which have been
strengthened over the last 12 months. Establishment reviews have taken place for all inpatient
areas during December 2021 with findings presented to a panel consisting of the Deputy Chief
Nurse, Associate Director of Finance and Deputy Director of Workforce and OD. The purpose of
the establishment reviews is to provide a forum for a triangulated approach to reviewing staffing
levels in line with NQB principles:




Right Staff
Right Skills
Right Place and time

The establishment reviews considered the level of activity and care each team require delivering
care alongside the capacity and capability there is to deliver safe care. There are many factors that
might influence staffing levels.

Key indicators reviewed through establishment reviews
Quality scorecards

There were some areas of concern identified through the establishment review process:


Medication incidents across surgical areas regarding intravenous antibiotics are a
concern in particular late administration of intravenous antibiotics. The introduction of a
nursing associate into the early and late shift has supported the registered nursing staff by
releasing them to undertake more complex drug regimes in a timely manner. The RN model
at night has also supported, this is dependent on the shifts being filled to model which has
not always been possible due to absence. Additional support has also been provided by the
practice education team with bespoke training sessions delivered regarding the themes
identified.



Falls – slight increase noted towards the end of Q3 associated with increased acuity and
demand for enhanced care and an inability to consistently meet this demand. The medical
division has undertaken a falls summit to refresh the ongoing improvement plan. The
ECSW team is carrying 60% vacancies; the delivery model is under review by the new
Dementia Lead to support a more resilient offer.

Staffing incidents
The reporting of staffing issues is dependent on staff to complete an AEF. Many Ward Managers
report that this data is not a reliable indicator of the impact of staffing issues due to a lack of time to
complete the forms at times of increased activity. We have continued to encourage the reporting of
staffing incidents and this has been variable over the last 12 months. Staffing incidents are
reported when the workforce model has not been achieved or in response to an increase in
demand or acuity. We do know that the reporting of staffing incidents has a direct correlation with
reported incidents of harm as demonstrated by the tables below:

Red flag incidents
The recording of red flag incidents through safe care has been rolled out, although operational
pressures have prevented these from being fully embedded. Unvalidated data has been captured
and reports against the following:



Delay in providing pain relief
Less than 2 RNs on shift





Missed assurance checks
Missed Break
Shortfall in RN time



Unplanned omission in providing
medications
Vital signs not assessed or recorded



Red Flag incidents reported through Safe Care provide a standardised and simple reporting
system that is quick and easy to undertake. Red flags also capture the impact on staff wellbeing.
Work will be undertaken to ensure that a comprehensive red flag report is included in the next 6
monthly board paper.

7.0 Establishment Panel Outcomes
7.1 Surgical Division
Following the June investment into the nursing workforce models were reviewed with a Long Day
factor applied to increase staff on shift at no financial cost. This has been overseen by the Head of
Nursing to agree what shift requires additional support and from which staff group. The division has
also reviewed all WFMs to ensure that budgeted shift times are aligned to the roster. This has
resulted in a very insignificant reduction in WTE across some areas which has had no impact on
the numbers of staff on shift and nurse to patient ratios.
All WFMS have now been locked down by the finance team in line with agree governance
arrangements.
All requests from the division were supported as the rationale was accepted and achievable within
budget.
ICU
The rotational model approved at June board has been working well. 2 surgical nurses have been
supported to complete step 1 competencies over the last 6 months with further planned.
Request to Increase clinical educator post by 0.50 wte working towards GPICS 2 standards and
building in supervisory time for validation of ICNARC data.
Supported at panel as achievable within budget
Wards 6 and 7
WFM working well when planned staff on shift, twilight shifts working well.
WFM has taken longer to embed so only working since Sept 21
Biggest risk identified is the skill mix – 80% workforce newly qualified. Plan agreed to support
clinical educator using HEE funds for 12 months.

Trauma and Orthopaedics
WFM is meeting demand when working to plan. Ongoing demand for additional staff to support
enhanced care needs. Working with enhanced care lead to understand requirements and explore
how these can be met through reconfiguration of current team.
Elective Orthopaedics
No issues identified with workforce model based on current bed base. Request supported to uplift
Band 2 to Band 3 posts to create a hybrid role that will support enhanced recovery and reduce
length of stay.
Elective Surgery
Nursing Associate will be built into WFM Mon- Fri to support theatre activity. Team have a plan in
place to train and recruit. HCSW shift uplifted to Nursing Associate.

Ellipse and Day Surgery
No changes to workforce model requested
7.2 Medicine and Integrated Services
The medical division have undertaken the same process in using the long day factor to increase
staff on shift where needed within the agreed budget. This has supported areas where an
increased demand was highlighted at no additional cost. WFMs are no presented in the
same format aligned to the budget and locked down by the finance team.
The establishment panel considered a number of requests from the medical division. Those where
there was no financial impact were agreed as below:
Ward 5
Revised model working well when delivering at plan. Request supported to move a HCSW from the
night to a LD to support activity and care delivery through the day.
Wards 4 and 10
Impact of ability to deliver enhanced care needs on quality and safety is acknowledged. Collating
data to support review of the ECSW team in terms of building support into WFM.
Ward 1
Plan agreed to reduce length of twilight shift to provide additional HCSW support into the late shift.
AAU no changes to model required.
Winter funding
A request for support to respond to winter pressures was made for wards 19 and, 13 and 14. The
models for these areas work well on the substantive models aligned to the core bed base but
additional nursing staff are required in line with operational winter plans. This request is being
progressed through the planning round.

Staffing requests with additional financial costs attached:
Ward 19
The funded baseline establishment did not include a band 7 ward manager. This leadership role
has been provided from the ward manager for Ward 13 however this is not a sustainable model
and needs aligning to other areas. This request will be considered through the planning round with
mitigating actions agreed if unsupported.
HODU
Additional RN and HCSW support requested to manage increased demand. This request will be
considered through the planning round with recovery funding explored to support.
ED
The increase in activity has impacted on the ability to meet demand with the substantively funded
WFM. Additional support has been in place across ED for the last 12 months with additional HCSW
and RN roles in place. These roles have been difficult to recruit to in view of the non-recurrent
nature. The division has requested that the roles are funded substantively and that an additional
RN is in place to support the minor injuries unit that was established through COVID. As this is a
significant request the Chief Nurse is assessing the risk and prioritising planning requests. Where
requests are not supported a risk assessment will be undertaken to determine mitigating actions.
There was only one area where the request and rationale for changing the WFM was not
supported at panel which was Castleberg Ward. The request was to agree a WFM that planned for
1RN through the night. The panel were not supportive of having 1RN on shift and a request was
made for the team to revisit this request.
Children’s Unit
The inpatient area has been experiencing an increase in demand which is seasonally related. The
current WFM is being used to support the assessment unit which does not have a funded model in
place. A proposal was presented that requests a separate staffing model for this area with an
additional request for the inpatient area for the following reasons:



Development of a supernumerary coordinator per shift, as recommend within RCN safer
staffing, with an expectations these senior staff are available to support clinical staff during
periods of increased acuity e.g. resuscitation of a sick child and bed management.
Children’s unit accepts direct referrals from ED, GP’s and direct to the ward for patients
granted this type of access. In the event of an emergency a nurse is required to support
stabilisation in theatre and transfer to another area.



Children’s unit provides care for children requiring both acute and elective work; this
is within the bed base of the ward. The unit also manages ward attenders and ward reviews
required at short notice.



Children’s unit is seeing an increase in the number of patients admitted with mental health
problems that require acute support. These patients require enhanced supervisions usually
on a 1 to 1 basis at all time or in the case of those admitted with eating disorders during
meal and snack times.

This request will be considered through the planning rounds with associated risk assessment and
plan to manage.
Neonatal Unit
The Matron for this service has undertaken a staffing review against activity in the last 6 months
through the Yorkshire and Humber neonatal network. Most recent review (completed Sept
2021) showed RN deficit of 0.57WTE.
There is a requirement for 70% trained staff to be qualified in speciality (QIS trained). Neonatal
currently at approximately 50% Increase in workforce would support releasing additional staff to do
required training (6 months foundation course followed by 6 months QIS course) with period of
time to consolidate learning in a tertiary centre. £19, 587 ring fenced funding has been granted
from NHSE to support uplift of 0.45WTE band 5

8.0 Risk
There are a number of risks identified as part of the Establishment review process:







Skill mix of workforce- mitigated with appointment of practice educators delivering training
in situ. Development of e portfolios with standardised approach to competencies.
Risk regarding domestic recruitment and pipeline – working with education partners and
workforce team to understand actions needed. Developing workforce plan that describes
pathway from apprentice route to RN. Increasing the number of student nurse placements
with a plan to develop system level long arm supervision models to further increase
numbers.
Managing reset and recovery and multiple pathways due to infection prevention and control
requirements for Covid-19 positive patients – continue to work closely with Infection
prevention and Control team.
Requests related to activity and bed increase require collaborative approach to decision
making through planning – there is an operational risk if requests are not supported as
there would be a requirement to review current plans.
Risk of non-delivery of SNCT tool through allocate to support clear view of CHPPD
requirements as part of staffing oversight– Escalated to allocate CEO and project plan
being developed to manage timescales.

Next steps







Continue to set acceptable registered nurse to patient ratios based upon acuity and patient
safety whilst ensuring workforce requirements are managed within budgetary requirements
To consider how community nursing staffing is presented
Report on review of the enhanced care support team
Report on outcomes of planning rounds
Implement project plan for roll out of SNCT data capture to include in the next staffing
report
Support further adoption and reporting of red flags and provide report for the next staffing
paper




Focus on support and development of new and existing workforce
Roll out HCSW development program

Conclusion
Establishment reviews have been undertaken as per the guidance for all inpatient areas and some
departments. The Establishment panel was assured that workforce models had been reviewed in
collaboration with Ward Managers and Matrons, with evidence of a robust review against Quality
and safety metrics and other key data.
Where activity and bed numbers has remained static the workforce models are working well
although it is recognised that further time is needed to embed the models and recruit to
outstanding vacant posts. The biggest factor in the ability to deliver safe care over the last 6
months has been the ability to achieve the planned workforce models impacted by sickness and
absence. Skill mix continues to impact on quality indicators due to the number of new and
international registrants. The expansion of student nurse placements has delivered an increase in
associated tariff which has been used to support the development of the practice education team.
All workforce models reviewed have been aligned to standardised template with shift times aligning
to the roster in allocate. Further work is needed across children’s services in this respect. The long
day factor has been applied by Heads of Nursing which has positively impacted on the staff on shift
in most areas at no additional cost. This has supported the delivery of safe care at peak times in
the day.
There are a number of outstanding request highlighted through the establishment review process
that will be managed through the planning round. A prioritisation exercise will be undertaken with a
risk based approach to mitigating decisions.
The future focus will be on recruitment and retention and the development of new roles. A
workforce plan is being developed for the next 3 years that clearly describes pathways into
registered nursing posts, building on our existing apprenticeship and nursing associate programs.

Recommendations
The board is asked to:


Note the sustained progress of the implementation of governance processes to manage
and deliver safe staffing levels
 Note the delivery of Establishment Reviews across inpatient areas in line with NQB
guidance.
References:
Guidance on Safe Staffing levels in the UK, RCN, 2010.
Non-invasive Ventilation Guidance, British Thoracic Society, 2016
Safe Staffing for Nursing in Adult Inpatient Wards, NICE, 2014
Safer Staffing Guidance, Royal College of Nursing, 2016
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Name of Meeting:

Audit and Risk Committee

Date of Meeting:

12 January 2022

Prepared by:

Ian Knight Chair of Committee/Non-Executive Director

High
Assurance

Key Highlights from the meeting
Highlight

RAG
rating

1.

Internal Audit (IA) reported on progress on delivering the work programme for the year Significant
to date. Four audits had received significant assurance. An advisory piece of work on assurance
RAAC governance was tabled and a full report with recommendations will be received
by the Audit Committee after completion of the second part of this work.
The audit report on Temporary Workforce was only given Limited Assurance due to
Covid-19 restricting the provision of appropriate evidence and testing. It was agreed
that the People Committee be asked to seek assurance on the untested areas of the
audit and a progress report would be made to the next Audit meeting on 13 April.

2.

A report was tabled outlining progress made in implementing Internal Audit Significant
Recommendations and it was reported that those reports which had not been closed assurance
off were expected to be fully implemented by Year End.

3.

The Waiver of Standing Orders Report and the Losses and Compensation Report Significant
were presented to the Committee and approved.
assurance

4

Grant Thornton reported on the process and timetable for the work programme for the
2022 audit. They also advised that the Trust’s Charitable Foundation Annual Report
and Accounts were due to be completed in a few days and there were no significant
issues to raise. The Committee considered and approved the Charity draft unaudited
accounts.

Assurances gained at the meeting

1.

Assurance

RAG
Rating

It was noted that the Board Assurance Framework would be
updated as necessary after review by the January committee
meetings.

Significant
assurance

2.

The Committee received a progress report from the Internal Audit Counter Fraud Unit Significant
which was noted. This referenced the development by Audit Yorkshire of a Counter assurance
Fraud Champions Network. The Committee were assured that the Airedale Counter
Fraud Champion is very proactive and has good engagement with Finance and other
Trust departments.

3.

Benchmarking Reports on Internal Audit and Salary Overpayment were
Significant
considered and it was noted that the Trust scores very highly against the other assurance
organisations benchmarked by Internal Audit.

Issues or emerging risks
1.

2.

3.

Issues or emerging risks
Limited
Midwifery staffing levels remains concerning due to the ongoing attrition rate of student Assurance
midwives and those approaching retirement.
The risk was reported of losing colleagues due to mandatory vaccination. This would
be discussed at the next Risk and Compliance Group Meeting.
The Committee expressed concern that the level of compliance for reporting
Declarations of Interest remains very low. This has been affected by operational
pressures of Covid-19 and an action plan is being implemented to make significant
progress by year-end.

Any other comments
None.

Level of
assurance
High assurance

Significant
assurance

Limited
assurance

No assurance

Guidance on consistency
This can be given when there is evidence that there is a clear understanding of the matter or
issue to be addressed; there is evidence of independent or external assurance; there are plans
in place and that these have been delivered and there is triangulation from other sources (eg
patient or staff feedback)
This can be given when there is evidence that there is a good understanding of the matter or
issue to be addressed; there are plans in place and that these are being delivered against
agreed timescales; those that are not yet delivered are well understood and it is clear what
actions are being taken to control, manage or mitigate any risks; where required there is
evidence of independent or external assurance.
Limited assurance can be given where there is partial clarity on the matter to be addressed;
some progress has been made but there remain a number of outstanding actions or progress
against any plans will not be delivered within agreed timescale; independent or external
assurance shows areas of concern; there are increasing risks that are only partially controlled,
mitigated or managed.
Management cannot clearly articulate the matter or issue; something has arisen at Committee
for which there is little or no awareness and no action being taken to address the matter; there
are a significant number of risks associated where it is not clear what is being done to control,
manage or mitigate them; and the level of risk is increasing.
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Name of Meeting:

Charitable Funds Committee

Date of Meeting:

11 January 2022

Prepared by:

Rhys Davies Chair of Committee/Non-Executive Director

High
Assurance

Key Highlights from the meeting
Highlight

RAG
Rating
High
assurance

1

The Committee heard a fundraiser story from Naomi Atkinson of St Anne’s School,
Keighley.
As part of their annual curriculum the school holds a Health Week, in February
2021 they combined this with a fundraising opportunity and raised £2300 for our
Charity.
The Charity team then nominated the school for the Telegraph and Argus Star
Awards where they are one of the 3 finalists – the ceremony is to be held in Spring
2022.
Several other engagements have been held with the school since this fundraising.
The importance of this engagement is that it demonstrates in a tangible manner
one of the ways Airedale is actively being an anchor institution through its
charitable work and activities.

2.

The Committee reviewed 3 requests (2 with papers and 1 verbal); approving 2 and High
awaiting further detail on the third as this is an evolving need:
assurance
• Approved:
o ChargeBox Fast charging station; up to £12,000 in year one
(subject to being purchased through normal procurement channels)
and £1,500 in subsequent years. This will provide a secure unit to
enable patients and staff to quickly charge mobile devices.
o 5 x Reminiscence Interactive Therapy Units (RITA); £10,000 (split
£4,000 AAU funds, £6,000 General funds). Building on the success
of a large, immobile unit in AAU, the team requested purchase of
5 mobile RITA devices.
• Referred for further consideration:
o Breast Unit/HODU Refurbishment Update: to be reconsidered once
a suitable location has been found.
Discussion was held re role of the Charity in supporting and enabling the strategy
of the Trust and wellbeing agenda. It was felt that the Charity is delivering well on
these aspirations.

3.

The Committee reviewed the draft Charity Annual Report and Accounts. The High
review of this was exceedingly positive and well received by the Committee as the assurance
Charity Team have had a successful year despite difficult circumstances. The
benefits of this can be seen and felt across the Trust and wider community as the
team supports and enables the Trust’s strategy across all of the 5Ps and is clearly
developing Airedale’s role as an anchor institution in the community.

Assurances gained at the meeting
Assurance
1.

RAG
Rating
The transfer of the investment account to Rathbones completed and they attended High
their first Committee meeting. It was noted that the quality of the reports they assurance
presented; the associated commentary; and their approach were all favourably
received and, so far, it looks like this change will be beneficial.
The Committee received assurance that the draft unaudited accounts are to be
finalised alongside the Annual Report after the January meeting and in time for the
end of month submission.

Issues or emerging risks
Issues or emerging risks
None.

RAG
Rating

Any other comments
Minutes of this meeting and the subsequent board paper were produced late, improvements are expected
for the next meeting.
The Charity Annual Report and Accounts were signed off in time for the month end deadline.

Level of
assurance
High
assurance
Significant
assurance

Limited
assurance
No
assurance

Guidance on consistency
This can be given when there is evidence that there is a clear understanding of the matter or issue to
be addressed; there is evidence of independent or external assurance; there are plans in place and
that these have been delivered and there is triangulation from other sources (e.g. patient or staff
feedback)
This can be given when there is evidence that there is a good understanding of the matter or issue to
be addressed; there are plans in place and that these are being delivered against agreed timescales;
those that are not yet delivered are well understood and it is clear what actions are being taken to
control, manage or mitigate any risks; where required there is evidence of independent or external
assurance.
Limited assurance can be given where there is partial clarity on the matter to be addressed; some
progress has been made but there remain a number of outstanding actions or progress against any
plans will not be delivered within agreed timescale; independent or external assurance shows areas
of concern; there are increasing risks that are only partially controlled, mitigated or managed.
Management cannot clearly articulate the matter or issue; something has arisen at Committee for
which there is little or no awareness and no action being taken to address the matter; there are a
significant number of risks associated where it is not clear what is being done to control, manage or
mitigate them; and the level of risk is increasing.

No
Assurance

Limited
Assurance

Significant
Assurance

Name of Meeting:

Finance Performance and Digital Committee

Date of Meeting:

23 November 2021

Prepared by:

Andrew Dumbleton Chair of Committee/Non-Executive Director

High
Assurance

Key Highlights from the meeting
Highlight

1.

2.

3.

RAG
rating
Operational performance in October was challenging. Demand for Trust services Significant
continued to be very high. Bed occupancy was at around 90-95% in October. There assurance
had been a decrease in the number of COVID-19 cases and levels currently
remained low compared to previous peaks but it was anticipated that they may
increase in the coming months. Flow performance was challenged though was being
managed on a regular basis. The total 52 week waiting list has continued to reduce
with the total waiting list showing a small increase. The number of patients waiting
over 104 weeks has increased slightly. The Committee was assured that this was a
matter of priority for the Trust and that the aim was to have no patients waiting more
than 104 weeks by March 2022.
There continued to be high levels of activity in Accident & Emergency (A&E) through Significant
October. This continues to place significant pressure on capacity in A&E which assurance
mirrors the local and national position. There was a further decrease in the 4 hour
waiting standard performance. The Trust had slipped significantly in the national
rankings. More detail was to be provided in January on how this was to be managed.
Time to triage was 18 minutes behind the standard 15 minutes. The Trust was
heavily focused on managing the time to triage which the Committee gained
assurance from.
Diagnostics performance was challenging as was Cancer, particularly in breast Significant
services. The Committee was advised that other local providers were also assurance
experiencing similar challenges. Breast services were expected to improve by next
month though this would be kept under review.

Assurances gained at the meeting
Assurance

1.
2.
3.

RAG
Rating
The underlying position at month six is a surplus of £130k. The Committee was Significant
assured on the financial position at the end of month seven.
assurance
The Better Payments Practice Code showed continued improvement. The Trust has Significant
now nearly met the target which the Committee was assured by. This will continue to assurance
be reviewed on a regular basis.
The Waste Reduction Programme (WRP) to support savings and improve efficiency Significant
had delivered savings delivered at month 7 of £3.11m, £200k better than plan. assurance
Further work is continued to be undertaken on delivering more recurring savings.

4.

There had been an increase of £800,000 on RAAC spend. This issue had been Significant
escalated to the ICS and the national team. Sufficient funds were available for this assurance
though it was hoped the additional funding would be allocated by the national team.

Issues or emerging risks
Issues or emerging risks

1.

RAG
Rating
There continues to be significant pressure on A&E and this is being monitored Significant
carefully by the Trust.
assurance

Any other comments
None

Level of
assurance
High
assurance
Significant
assurance

Limited
assurance
No
assurance

Guidance on consistency
This can be given when there is evidence that there is a clear understanding of the matter or issue to
be addressed; there is evidence of independent or external assurance; there are plans in place and
that these have been delivered and there is triangulation from other sources (eg patient or staff
feedback)
This can be given when there is evidence that there is a good understanding of the matter or issue to
be addressed; there are plans in place and that these are being delivered against agreed timescales;
those that are not yet delivered are well understood and it is clear what actions are being taken to
control, manage or mitigate any risks; where required there is evidence of independent or external
assurance.
Limited assurance can be given where there is partial clarity on the matter to be addressed; some
progress has been made but there remain a number of outstanding actions or progress against any
plans will not be delivered within agreed timescale; independent or external assurance shows areas
of concern; there are increasing risks that are only partially controlled, mitigated or managed.
Management cannot clearly articulate the matter or issue; something has arisen at Committee for
which there is little or no awareness and no action being taken to address the matter; there are a
significant number of risks associated where it is not clear what is being done to control, manage or
mitigate them; and the level of risk is increasing.

No
Assurance

Limited
Assurance

Significant
Assurance

Name of Meeting:

Finance Performance and Digital Committee

Date of Meeting:

26 January 2022

Prepared by:

Andrew Dumbleton Chair of Committee/Non-Executive Director

High
Assurance

Key Highlights from the meeting
Highlight

1.

2.

3.

RAG
rating
Operational performance in December continued to be challenging. Demand for Significant
Trust services remained very high. Bed occupancy was at around 92-96% in assurance
December. There had been an increase in the number of COVID-19 cases and
although COVID-19 was often the secondary diagnosis the numbers were of concern.
Flow performance was challenged though was being managed on a regular basis.
Due to these pressures, on 13 December 2021, the Trust paused all non-essential
activities including non-priority outpatient and elective activity. The majority of the
theatre footprint was back to normal levels by 24 January 2022 which the Committee
was assured by. The total 52 week waiting list had increased slightly with the total
waiting list also showing a small increase. The number of patients waiting over
104 weeks has also increased slightly. The Committee was again assured that this
was a matter of priority for the Trust and that the aim was to have no patients waiting
more than 104 weeks by March 2022.
There continued to be high levels of activity in Accident & Emergency (A&E) through Significant
December. This continues to place significant pressure on capacity in A&E which assurance
mirrors the local and national position. There was a further decrease in the 4 hour
waiting standard performance. However, time to triage had showed some
improvement and was 18.8 minutes behind the standard 15 minutes. The Trust was
heavily focused on managing the time to triage which the Committee gained
assurance from. The new reporting standards for A&E would be introduced in April
2022. The Trust was working towards the monitoring of these and a further update
would be provided in March 2022.
Diagnostics performance was challenging with increased demand and staffing Significant
shortages contributing to this. The Committee was advised that other local providers assurance
continued to experience similar challenges. Cancer targets showed improvement
with the 2 week wait and 31 day targets being achieved and the 62 day being closer
to target. Breast services had also improved though were still a little way below
target but had improved in the last 2 weeks. The Committee was assured that this
would be kept under review.
Assurances gained at the meeting
Assurance

1.

RAG
Rating
The underlying position at month nine is a surplus of £1.46m. The forecast year end Significant
position is between £1.9m and £4.4m, the difference between the two being assurance
dependent on the level of slippage on elective recovery due to the impact of

2.
3.
4.

5.

6

COVID-19. The Committee was assured on the financial position at the end of
month nine and the forecast year end position.
The Better Payments Practice Code showed continued improvement. The Trust has
now nearly met the target which the Committee was assured by. This will continue to
be reviewed on a regular basis.
The Waste Reduction Programme (WRP) to support savings and improve efficiency
had delivered savings delivered at month nine of £5m, £1.3k better than plan.
Further work is continued to be undertaken on delivering more recurring savings.
The Electronic Patients Record Outline Business Case was presented to the
Committee which included the various options, including the preferred option. The
majority of the required capital funding for the preferred option is external with the
balance being funded internally. The Committee was assured that the funding for
this balance had been built into the Capital Plan. The Committee approved the
Business Case which was due to be submitted to the Board on 2 February 2022.
The final quarterly PLICS progress report was presented to the Committee. All of the
recommendations in the Ernst and Young Audit report have now been completed.
This completes the short term objectives and some medium term objectives of the
Costing Strategy. It gave the Committee assurance that the PLICS system has been
improved to a standard to enable the next phase of clinical engagement and further
improvement to take place. An Apprentice Cost Accountant has been recruited. This
post will provide resilience into the team and enable the roll out of the dashboards to
commence.
The quarterly procurement update was presented to the Committee. This provided
details of the Trust’s performance on sustainability procurement, savings achieved,
prices paid and waiver of standing orders. The Committee was assured that the
Trust was performing well in all areas. It was acknowledged that this year there was
going to be considerable pressure on pricing with higher levels of inflation.

Significant
assurance
Significant
assurance
Significant
assurance

Significant
assurance

Significant
assurance

Issues or emerging risks
Issues or emerging risks

1.

RAG
Rating
There continues to be significant pressure on Patient Flow and this is being Significant
monitored carefully by the Trust.
assurance

Any other comments
None.
Level of
assurance
High
assurance
Significant
assurance

Limited
assurance
No
assurance

Guidance on consistency
This can be given when there is evidence that there is a clear understanding of the matter or issue to
be addressed; there is evidence of independent or external assurance; there are plans in place and
that these have been delivered and there is triangulation from other sources (eg patient or staff
feedback)
This can be given when there is evidence that there is a good understanding of the matter or issue to
be addressed; there are plans in place and that these are being delivered against agreed timescales;
those that are not yet delivered are well understood and it is clear what actions are being taken to
control, manage or mitigate any risks; where required there is evidence of independent or external
assurance.
Limited assurance can be given where there is partial clarity on the matter to be addressed; some
progress has been made but there remain a number of outstanding actions or progress against any
plans will not be delivered within agreed timescale; independent or external assurance shows areas
of concern; there are increasing risks that are only partially controlled, mitigated or managed.
Management cannot clearly articulate the matter or issue; something has arisen at Committee for
which there is little or no awareness and no action being taken to address the matter; there are a
significant number of risks associated where it is not clear what is being done to control, manage or
mitigate them; and the level of risk is increasing.

No
Assurance

Limited
Assurance

Significant
Assurance

Name of Meeting:

People Committee

Date of Meeting:

23 November 2021

Prepared by:

Melanie Hudson - Non-Executive Director/Chair of People Committee

High
Assurance

Key Highlights from the meeting
Highlight

1.

RAG
Rating
People Story
Significant
The People Committee heard from three new colleagues to the Trust and their assurance
experiences starting work in their most current roles. The experiences reported
were broadly very positive and a period of supernumerary, and time to shadow
other colleagues, was clearly welcomed. All three talked about the welcoming
nature of most people they had met and worked with, although there were some
comments about the need for additional considerations required to support
colleagues particularly to those who were new to the area and/or the country
which needed further consideration. Where experiences were not as positive it
was usually related to the lack of early access to the IT systems which would have
been beneficial and this also related to the availability of a Smart Card as early as
possible. This in turn had some impact on the ability to access the E-learning
modules in a timely manner.
Overall, the Committee was advised that the Trust was a lovely place to work, very
friendly and supportive, people felt there was a genuine interest in their wellbeing
and that this was part of the unique selling point that Airedale should share more
widely.

2

Apprenticeship Levy Utilisation and Plan
Significant
The Committee was pleased with the clear progress which had been made over Assurance
the first 12 months both developing and implementing a clear apprenticeship
strategy and plan. There is still further work to develop new areas of
apprenticeship delivery, particularly in some clinical areas, and to find solutions
which can be used more widely to deliver the off the job element of the training in
an innovative manner. Overall, the Trust has 149 learners on programme with no
risk of expiring funds. The system was reviewing the approach to coaching and
mentoring and work was underway to align the Leadership Development
Programme with the Apprenticeship Standard which would be positive for the
further development of the existing workforce. It was also noted that £50,000 was
being allocated to smaller system partners to enable them to appoint apprentices.

.3

People Strategy Implementation and Year 2 Plan
Significant
The Committee heard that the People Strategy Year 2 plan had been developed assurance
with a strategic and tactical focus with some key changes:



The Strategy now recognised Quality Improvement as being key to the
Strategy’s successful delivery;
The plan had been simplified and focused on three key areas: culture,
people journey and employer of choice. It also aligned with the national
people plan;

It was confirmed that improvements had been made in four KPIs, three remained
static and there had been deterioration in three. Two further KPIs were being
developed regarding placed based turnover and student placements.
The Committee considered good progress had been made in delivering the plan.
A discussion took place as to whether there should be an additional KPI regarding
wellbeing, rather than it be something that was a golden thread. The Board is
asked to consider whether they would like some dedicated time to consider this at
a Board Strategy day or whether they would like recommendations from the
People Committee to consider.
Assurances gained at the meeting
Assurance
1.

Medical Workforce Update
The Committee considered the recent appointments made and the considerable
progress that had been made over the last 12 months to review in detail and
better understand the challenges relating to the medical workforce.
Health Education England (HEE) had undertaken its first Senior Leader
Engagement Visit and consideration was being given to how the body might
support the Trust to achieve its strategic ambitions.
The Committee noted the paper highlighted the good progress being made
although the Medical Director reported that whilst momentum was being built
around recruitment, the wellbeing of colleagues in these challenging times was a
concern. Positive recruitment to a number of consultant posts had taken place,
but a good and supportive induction period would be important to retain them.

2.

RAG
Rating
Significant
assurance
in the
actions
which are
being taken
and the
progress
made
although
still an area
of high risk.

The Responsible Officer report had highlighted expectations regarding the
completion of mandatory training.
.
Workforce plan and Submission – 2022/23 priorities
Significant
A detailed report was discussed in relation to the work which had taken place assurance
regarding workforce planning and 2022/23 priorities.
A number of key principles were the focus of 2022/23 planning and work was
underway with divisions to ensure they aligned their financial and quality plans.
The Committee acknowledged that the challenges facing the workforce were
significant and were faced by the NHS as a whole. The Trust had made
significant progress to support its colleagues acknowledging that health and
wellbeing and a work/life balance were key in order that the wide range of
services currently on offer could be maintained and be delivered by a mix of
substantive and temporary workforce.
Issues or emerging risks
Issues or emerging risks

1.

RAG
Rating
A discussion took place in relation to incidents of violence and aggression Limited
behaviours particularly relating to the experiences of some staff who were patient Assurance
facing. It was acknowledged that these reports were being considered by the
Health and Safety Committee and reported into the Quality and Safety Committee
of the Board. The zero tolerance work currently taking place would also help with
this.
It was agreed that this area of importance would be considered at a future joint
meeting between the Committee and Quality and Safety Committee.

Any other comments
The Committee carried out a more objective review of its progress over the last 12 months at the end of
the meeting in particular focusing on the benefit of the work to the Executive Team, the crossover
between the Committee and quality and safety and the impact that the wider team at Airedale made when
producing and presenting papers to the meeting.

Level of
assurance
High
assurance
Significant
assurance

Limited
assurance
No
assurance

Guidance on consistency
This can be given when there is evidence that there is a clear understanding of the matter or issue to
be addressed; there is evidence of independent or external assurance; there are plans in place and
that these have been delivered and there is triangulation from other sources (e.g. patient or staff
feedback)
This can be given when there is evidence that there is a good understanding of the matter or issue to
be addressed; there are plans in place and that these are being delivered against agreed timescales;
those that are not yet delivered are well understood and it is clear what actions are being taken to
control, manage or mitigate any risks; where required there is evidence of independent or external
assurance.
Limited assurance can be given where there is partial clarity on the matter to be addressed; some
progress has been made but there remain a number of outstanding actions or progress against any
plans will not be delivered within agreed timescale; independent or external assurance shows areas
of concern; there are increasing risks that are only partially controlled, mitigated or managed.
Management cannot clearly articulate the matter or issue; something has arisen at Committee for
which there is little or no awareness and no action being taken to address the matter; there are a
significant number of risks associated where it is not clear what is being done to control, manage or
mitigate them; and the level of risk is increasing.

No
Assurance

Limited
Assurance

Significant
Assurance

Name of Meeting:

People Committee

Date of Meeting:

25 January 2022

Prepared by:

Melanie Hudson - Non-Executive Director/Chair of People Committee

High
Assurance

Key Highlights from the meeting
Highlight

1.

RAG
Rating
Nursing Workforce plan and report – The Committee was provided with a clear Significant
and in depth report which identified areas of progress, risk in relation to the assurance
recruitment and retention of the workforce. It was noted that considerable progress
had been made to develop clear staff/patient ratios and improve the process of
rostering, which when in place appeared to have a positive impact on both patient
quality and safety and staff wellbeing. Whilst the current environment made this a
challenge, the Committee noted the importance of ongoing strategies to recruit
and retain staff and to focus on their overall sense of wellbeing. The Committee
was assured that there was a detailed understanding of the challenges facing the
Trust and was taking the best possible actions to develop strategies and plans to
continue to move forward.

2

Freedom to Speak up Guardian – Mid-year review - The Committee received a Significant
clear and concise mid-year review report which identified that the data at the Trust Assurance
was aligned with best practice across the country. The report identified areas
where further work was needed, including further development for line managers,
and a more detailed discussion at the Gender Focus Group following on from
some recent work that had been carried out in response to some colleagues
speaking up. At the moment numbers accessing the service remain static and it is
not known if this is a positive trend or the result of the current workload and
response to the pandemic.

.3

Guardian of Safe Working quarterly report. - This was a focused report and Significant
identified for the Committee areas where there remained concerns due to staffing assurance
levels and the impact that this was having on all grades of staff.
The importance of continuing to develop and introduce new ways of working, and
in particular new roles, was supported by the Committee and it was acknowledged
that more formal plans needed to be developed that were owned across the
clinical teams in order for their implementation to be a success.
The role that Airedale continued to play supporting international doctors was
acknowledged as being a positive factor, however, this was having an impact
during a peak period where additional support was needed for an extended period,
and conversations were taking place about managing the numbers coming to
Airedale each year.
The Committee formally thanked Dr Sam Roberts for the work he had carried out
since taking on this role and providing a clarity of approach and support the Trust
in further developments.

Assurances gained at the meeting
Assurance

1.

RAG
Rating
Vaccination as a Condition of Deployment (VCOD) Implementation - The Significant
Committee had a detailed discussion about the approach being taken by the assurance
Trust to manage the introduction of legislation in relation to the VCOD
regulations. The Committee was advised that there was significant number of
staff (900) within the Trust who there is no record of vaccination. There are
discrepancies between the data held locally and nationally. It was too early to
determine whether any particular service would be adversely affected by the
implementation of the regulations due to the data cleanse needed to determine
vaccination status. A clear approach was being taken in line with that of other
local Trusts and the Committee thanked the HR team for the work they were
doing to support managers to move forward in the most supportive manner. The
risks associated with the guidelines and the impact of further workforce loss
across the region were discussed.

Issues or emerging risks
Issues or emerging risks
1.

RAG
Rating
Risk Register and Board Assurance Framework - The Committee formally Significant
reviewed the updated risk register and BAF and noted the new risk in relation to assurance
the Covid Vaccination legislation. A discussion also took place about how some
risks scores move up and down in a reflection of the external environment even
when clear mitigation is in place.

2.

Audit and Risk Committee Request - The Committee was asked by Audit and Limited
Risk to consider the audit report for the temporary staffing audit and seek assurance
assurance about the approach. The Committee was advised that the Trust had
received a limited assurance internal audit report in relation to the temporary
staffing due to the capacity to provide the data requested to complete the full
scope of the audit. Although the areas audited had received significant
assurance the overall rating was limited assurance as the audit was incomplete.
The outstanding audit is to be undertaken by the Head of Workforce Resourcing
and will be complete by the end of March 2022. The findings of this will be
brought back to the People Committee to review.

3.

Mandatory Training - The concerns about some aspects of compliance with Limited
mandatory training continue to be a focus of discussion from the IBR and a assurance
risk-based approach was discussed to moving some areas forward. The
Executive team were asked to review again and consider how to plan training
into to the workload in some instances so that it could be delivered or accessed
during the next quarter.

Any other comments
The Committee carried out a review of the Terms of Reference which it approved and are attached for
formal board approval.
In line with other Committees, a review had taken place prior to the agenda setting to streamline the
agendas and in this instance there was no People Story.

Level of
assurance
High
assurance

Significant
assurance

Limited
assurance
No
assurance

Guidance on consistency
This can be given when there is evidence that there is a clear understanding of the matter or issue to
be addressed; there is evidence of independent or external assurance; there are plans in place and
that these have been delivered and there is triangulation from other sources (eg patient or staff
feedback)
This can be given when there is evidence that there is a good understanding of the matter or issue to
be addressed; there are plans in place and that these are being delivered against agreed timescales;
those that are not yet delivered are well understood and it is clear what actions are being taken to
control, manage or mitigate any risks; where required there is evidence of independent or external
assurance.
Limited assurance can be given where there is partial clarity on the matter to be addressed; some
progress has been made but there remain a number of outstanding actions or progress against any
plans will not be delivered within agreed timescale; independent or external assurance shows areas
of concern; there are increasing risks that are only partially controlled, mitigated or managed.
Management cannot clearly articulate the matter or issue; something has arisen at Committee for
which there is little or no awareness and no action being taken to address the matter; there are a
significant number of risks associated where it is not clear what is being done to control, manage or
mitigate them; and the level of risk is increasing.
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Purpose of the Report
The report provides a summary and analysis of the speaking up data for the first two quarters and
frames this within the context of the ongoing COVID-19 pandemic. It also gives an update on the
actions taken during the first two quarters to improve the FTSU culture at the Trust, the key learning
points and the proposed next steps moving forward.
Key Points to Note
•
•

•

•

•
•
•

•

A total of ten concerns were raised in the first two quarters of 2021-22, which represents a slight
increase in FTSU case reporting compared to the same time last year (eight cases).
80% of these cases included an element of bullying and unacceptable behaviour. This does not
correspond with the national picture, which has seen a downward trend in bullying and
harassment cases.
60% of concerns were raised by colleagues at AGH Solutions. It is important to place this within
the overall context of very small reporting numbers overall. Further support is being provided by
the People Practices team and the AGH Solutions Board has commissioned a culture review.
The slight increase seen last year in ethnic minority colleagues raising concerns is not reflected in
the data for the first two quarters this year. The FTSUG is working with the Chair and deputy Chair
of the Race Equality Network to ensure that any concerns are captured in the FTSU data.
80% of concerns were raised by women and referenced some form of unacceptable behaviour.
This will be discussed at the next Gender Equality Network in March 2022.
There were no anonymous cases raised during the first two quarters, which is a good indicator
that staff have confidence in the speaking up arrangements.
However, nine of the ten cases were raised confidentially with concerns about disadvantageous
treatment cited as the main reason. So while no one actually experienced detriment as a result of
speaking up, most of the workers who raised concerns during the first two quarters were worried
that they would face disadvantageous treatment if their identity was disclosed.
The trust scored above average in the FTSU Index for acute trusts. Airedale scored 81.8%
compared to the national average of 79.0%.

EQIA – Equality Impact Assessment
This report analyses FTSU within the context of the protected characteristics. As case numbers are
very small, it is difficult to draw any firm conclusions. However, there is no indication that any group is
overrepresented in the data. The FTSUG continues to work closely with the Staff Equality Networks.
Population

Patients

People

Partnership Progressing

Fit with strategic objective
X

X

X

Recommendation
Members of the Committee are invited to discuss and challenge the approach to FTSU at the Trust
including any key learning points and areas for future consideration and development.
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Context/Background
Freedom to Speak Up (FTSU) is core to the delivery of the People Strategy,
supporting the development of our culture at Airedale NHS Foundation Trust and
reinforcing the Right Care values and behaviours.
This bi-annual report provides an update to the People Committee on key themes
and progress in the first two quarters of 2021-22. The format is structured to
meet the guidance published by the National Guardian’s Office (NGO) and NHS
Improvement in 2019 regarding board reporting. To ensure compliance with the
requirements of the guidance and to support best practice, the report has been
structured under the following broad headings:
•
•
•
•
•
•
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The assessment of issues including themes and trends
Patient safety and workers experience issues
National and regional updates
Action taken to improve FTSU culture
Learning and improvement
Next steps

Executive Summary
This report provides an update regarding the FTSU activity at Airedale NHS
Foundation Trust for quarters 1 and 2 2021-22. The report provides a summary
and analysis of the speaking up data for the first two quarters and frames this
within the context of the ongoing COVID-19 pandemic. A total of ten concerns
were raised in the first two quarters of 2021-22, which represents a slight
increase in FTSU case reporting compared to the same time last year (eight
cases). Most of these cases included an element of bullying and unacceptable
behaviour. This does not correspond with the national picture, which has seen a
downward trend in bullying and harassment cases.
The number of cases raised in the first two quarters was too small to
disaggregate the data by protected characteristics. It is important to note that the
slight increase seen last year in ethnic minority colleagues speaking up is not
reflected in the data for quarters 1 and 2. However, eight of the ten concerns
were raised by women and most of these referenced some form of unacceptable
behaviour. There were no anonymous cases raised during the first two quarters,
which is a good indicator that staff continue to have confidence in the speaking
up arrangements. However, nine of the ten cases were initially raised
1

confidentially with concerns about suffering detriment cited as the reason for not
raising them openly.
The report also provides a summary of what is happening at a national and
regional level. It closes with an overview of the actions taken during quarters 1
and 2 to improve the FTSU culture at the Trust, key learning and development
and the proposed next steps moving forward.
3

Assessment of FTSU Issues including themes and trends

3.1

Summary of concerns received:
Figure 1 below provides a summary of all the concerns raised at Airedale NHS
Foundation Trust for quarters 1 and 2 (1 April 2021 to 30 September 2021).
Figure 1 – Number of FTSU concerns raised 1 April – 30 September 21
Number of FTSU concerns for quarters 1 and 2
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3.1.1 Concern rates
Between 1 April 2021 and 30 September 2021, ten concerns were raised through
the FTSU route. This compares with eight concerns raised for the same period
last year and represents a very small increase in cases. The National Guardian’s
Office annual data report for 2020-21 shows a record upward trend in cases
(26% increase on previous year) with workers speaking up about issues to do
with the pandemic, including social distancing, personal protective equipment,
support for workers isolating and shielding, and increased stress and exhaustion.
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Airedale has not followed this national reporting trend and there are a couple of
possible explanations for this. Firstly, this could be linked to the consistent supply
of PPE throughout the pandemic in Airedale and workers who are isolating and
shielding being well supported by the organisation. Secondly, the pandemic has
limited the opportunities for the FTSU Guardian to get out and speak to workers
in person and raise the profile and visibility of the role. While most Guardians
have also been working remotely during the pandemic, many of them were
already well established in their roles, which facilitated the transition from office
to remote working. At Airedale, the FTSU Guardian started in post at the
beginning of the pandemic and has therefore been building relationships and
raising the profile of the role remotely, which has created some communication
challenges.
3.1.2 Types of concerns
Figure 2 – Types of concerns raised 1 April - 30 September 21
Types of concerns
Environmental
10%

Patient safety
10%

Bullying/harassment
10%

Behavioural
70%

It is clear from figure 2 above that in the first two quarters of 2021-22, eight out of
ten cases referenced some element of bullying or unacceptable behaviour. This
does not reflect the national picture where there has been an overall reduction in
the proportion of cases involving elements of bullying and harassment.
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3.2

Themes and trends
The NHS England and NHS Improvement supplementary guidance published in
July 2019 specified that themes and trends regarding FTSU must be published
within Board updates. To support this, the following themes are explored:
Concerns raised by directorate, staff group and by protected characteristics.

3.2.1 Concerns raised by directorate
Figure 3 - Concerns raised by directorate: 1 April – 30 September 21
Concerns by directorate
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Figure 3 shows a breakdown of concerns raised by each directorate for quarters
1 and 2. The data shows that there was a relatively high number of concerns
raised by AGH Solutions colleagues compared to the other directorates.
However, while it is important to place this within the overall context of very small
reporting numbers overall, the data clearly indicates that further support is
required in this area. Following these concerns being raised they have been
escalated into the People Practices team who are supporting AGH Solutions to
develop an appropriate plan. This includes a culture review that is in the process
of being commissioned by the AGH Solutions Board. In addition to this training is
to be provided into the People Practices team by an employment law team
supported by the FTSU Guardian and the place based EDI subject matter expert
to further explore the Trusts response to behavioural concerns.
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3.2.2 Who is speaking up?
Figure 5 - Concerns raised by staff group: 1 April – 30 September 21
Who is speaking up?
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Staff representing a broad range of professional groups speak up at the Trust.
The data in figure 5 regarding who is speaking up broadly correlates with the
cases raised by directorate (see figure 4). As AGH Solutions are overrepresented
in the case data for quarters 1 and 2, it follows that the Estates and Ancillary
professional group is similarly overrepresented.
3.2.3 Protected characteristics
The Freedom to Speak Up review in 2015 found that certain groups of staff were
particularly vulnerable when raising concerns. It specifically referenced Black.
Asian and Minority Ethnic (BAME) groups who often feel more vulnerable and
excluded and are more likely to experience detriment as a result of speaking up.
A case review by the NGO in 2019 at Brighton and Sussex University Hospitals
recommended that the reach of FTSU extends to workers who may be at risk of
exclusion within the Trust.
It is important to note that the slight increase seen last year in ethnic minority
colleagues speaking up is not reflected in the data for quarters 1 and 2. However,
this does not necessarily translate into a good news story, as ethnic minority
workers might be speaking up through other channels such as the Race Equality
Network. The FTSUG has strong links with the Race Equality Network and is
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working with the Chair and Deputy Chair of the network to ensure that the issues
raised by ethnic minority workers are captured in the FTSU data.
It is also important to note that eight of the ten concerns were raised by women
and most of these referenced some form of unacceptable behaviour. In terms of
representation, this corresponds with the proportion of women in the workforce.
However, the fact that most of the women referenced some form of unacceptable
behaviour merits further consideration. The FTSUG will discuss this at the
Gender Equality Network in March 2022.
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Patient safety and/or workers experience issues
FTSU processes are in place to support patient safety and improve staff
experience. The national data from the NGO indicates that more issues are
raised through FTSU in relation to staff experience than patient safety; this is
consistent with the experience at Airedale NHS Foundation Trust.
Figure 6 – Patient safety and staff experience: 1 April – 30 September 2021
Patient safety and staff experience
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There was only 1 patient safety case reported during quarters 1 and 2. The
bullying and harassment data for the Trust combines the bullying and
harassment cases and the behaviour, attitude and relationship cases. This is
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because the NGO advises that this category should include any case that
involves an element of bullying or harassment. It also recommends that the terms
should be interpreted broadly. It is clear from figure 6 above that in the first two
quarters of 2021-22, the majority of cases (80%) referenced some form of
bullying or unacceptable behaviour.
There were no anonymous cases raised during the first two quarters, which is a
good indicator that staff have confidence in the speaking up arrangements.
However, nine of the ten cases were raised confidentially with concerns about
disadvantageous treatment cited as the main reason. So while no one actually
experienced detriment as a result of speaking up, most of the workers who raised
concerns during the first two quarters were worried that they would face
disadvantageous treatment if their identity was disclosed.
5

National and regional updates

5.1

National update
The National Guardian’s Office launched the first module of a new e-learning
package, developed in association with Health Education England in October
2020. The first module, Speak Up, went live at the trust in November 2020 and is
mandatory for all colleagues. The second module, Listen Up, is aimed at all line
and middle managers and is focused on listening up and the barriers that can get
in the way of speaking up. This was launched in January 2021 but has not been
rolled out at the trust as a mandatory module for all line managers. The FTSUG
has been advised by Organisational Learning and Improvement (OLI) that it is
not easy to identify line managers using the current system. The FTSUG is
exploring options with OLI to implement this training including the option of
assigning the module to all colleagues above band 5. The NGO anticipate that
the final module, Follow Up, for senior leaders will be launched by the end of
March 2022.
In April 2021 the NGO published new Guidance – Developing Freedom to Speak
Up Champion and Ambassador Networks.
https://nationalguardian.org.uk/wp-content/uploads/2021/04/Guidance-onChampions-and-Ambassador-Networks-2021.pdf
The guidance sets out principles for the development and support for FTSU
Champion/Ambassador networks. It is being used by the trust to develop our new
network of FTSU Champions.
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In May 2021, the NGO published the Freedom to Speak Up Index report based
on the results of the 2020 NHS staff survey.
https://nationalguardian.org.uk/learning-resources/speaking-up-data/ftsu-index/
The FTSU Index helps build a picture of what the speaking up culture feels like
for workers. It is a metric for NHS Trusts, drawn from four questions in the NHS
Annual Staff Survey, asking whether staff feel knowledgeable, encouraged and
supported to raise concerns and if they agree they would be treated fairly if
involved in an error, near miss or incident. The trust scored above average in the
FTSU Index for acute trusts.
Airedale NHS Foundation Trust - FTSU Index score - 81.8%
National average FTSU Index Score - 79.0%
In line with the People Plan, the NHS Staff Survey has undergone significant
changes. As a result, some of the questions which comprised the FTSU Index
have been dropped. In light of this, the National Guardian’s Office will no longer
be publishing the FTSU Index. Instead of publishing the FTSU Index, the
National Guardian’s Office will look at the results of these questions and others in
the NHS Staff Survey as part of a broader and more holistic view of the speaking
up landscape in healthcare. The National Guardian’s Office is also working with
colleagues to present the results of this year’s NHS Staff Survey on the Model
Health System, so Freedom to Speak Up Guardians will be able to use this tool
to look at results from the survey in the same way they were able to do so with
the FTSU Index.
Last year’s survey included a new question asking whether workers feel safe to
speak up about anything that concerns them in their organisation. The question
remains in this year’s survey and is accompanied by a new follow-up question: ‘If
I spoke up about something that concerned me, I am confident my organisation
would address my concern.’ The National Guardian’s Office recommends that
organisations consider using this question as an indicator of their speaking up
culture and arrangements. Airedale reported on the result of the new question in
last year’s annual report and will use it again together with the follow-up question
to assess the speaking up culture at the trust this year.
5.2

Regional update
The FTSU Guardian and/or the Deputy Guardian attend the virtual regional
meetings and the FTSU peer support where possible. Both the meetings and
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peer support are held on a bi-monthly basis. They offer an opportunity to discuss
FTSU issues and share insight and good practice.
6

Action taken to improve FTSU culture during quarters 1 & 2
A FTSU action plan is in place to support the work to improve the FTSU culture
at the trust (see Appendix 1). It is important to note that the development side of
the role is still challenging because case work is often time consuming and
complex, which leaves less resource to progress the larger projects.
The information presented below builds on the work described in the annual
report:
•
•
•
•
•
•
•
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FTSU policy and process reviewed and published on Aireshare
Worked with AGH Solutions to raise awareness of speaking up including
attendance at SMT and delivering a presentation on the new FTSU policy
Delivered a FTSU session at the AHP Student Virtual Workshop
Increased the visibility of FTSU using a range of communication channels
including screensavers, payslips, posters etc.
Regular attendance at staff network meetings
Developed local FTSU questions to include in the national NHS Staff Survey
2021 to inform the FTSU vision and strategy for Airedale
Worked with Communications colleagues to develop a FTSU
Communications Plan – this requires further development following a case
review at Blackpool Teaching Hospitals NHS Foundation Trust

Learning and improvement
Below is a list providing high level detail of learning points related to the concerns
raised within the first two quarters of 2021-22:
•

As highlighted in previous reports, the majority of FTSU cases at the Trust
include an element of bullying and harassment. Many of these cases result in
formal HR processes, which can be lengthy and often fail to bring the cases
to a satisfactory conclusion for all. The Trust is seeking to develop a cohort of
mediators across the Trust to support the informal and formal resolution of
concerns where appropriate, through mediation as an alternative to HR
Processes and in line with the development of the Trusts fair and just culture
work.

9

•

•
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Line Managers should be the first point of contact for raising concerns. As
highlighted previously, they need to feel confident to respond appropriately
when workers speak up, to support individuals to speak up, and know where
to go for support themselves. The ‘Listen Up’ e-learning module for line
managers will be mandated for all managers as soon as practicable. An
action for this is included in the appended FTSU Action Plan (see Appendix
1).
Where concerns are raised about senior managers, it is critical that any
subsequent investigation is led by somebody who is suitably independent to
ensure that the process has the trust and confidence of colleagues who have
spoken up.

Next steps
•
•
•
•
•
•
•

Develop FTSU vision and strategy using the NHS staff survey 2021
responses to the FTSU questions to start the process
Develop a proposal for a FTSU Champions network at Airedale
Implement the ‘Listen Up’ e-learning for all managers
Develop a new case recording system for FTSU
Support FTSU month in October
Complete the new NGO gap analysis tool
Update the FTSU review tool and share with Board
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Appendix 1

FTSU Action Plan 2020-22
Action

Reference

Progress

Lead

Target
date

Update the FTSU policy to include
the contact details for executive &
non-executive leads.

FTSU review
tool

Complete.

FTSUG

December
20

Review FTSU policy annually.

FTSU review
tool

Complete.

FTSUG

March 21

Consider introducing a people story
to board meetings when FTSUG
delivers reports.

FTSU review
tool

Exploring the feasibility of a
FTSU story at meetings, where
appropriate and where an
individual is comfortable to share
their experience.

Head of
People
Practices to
work with
FTSU
Guardian

April 22

Develop a rolling communication plan
for FTSU.

FTSU review
tool

A Communications Plan has
been developed and is complete.
However, this needs updating
following the case review at
Blackpool hospital which has
recently been published.

FTSUG/Head
of Comms

May 21

RAG
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Action

Reference

Progress

Lead

Launch civility saves lives as part of
the Quality and Safety strategy.

FTSU review
tool

FTSUG to discuss with Chief
Nurse and agree timeframes for
delivery.

Chief
tba
Nurse/Director
of POD

Develop our approach to zero
tolerance for racism, abuse, violence
and aggression to support
colleagues.

FTSU review
tool

Complete. The zero tolerance
statement and promotional
materials have been published
within the Trust along with a
toolkit and reference guide to
support colleagues.

Director of
HR/OD

September
21

Develop a leadership programme that FTSU review
includes Manager skills and FTSU.
tool

Partially complete. The
leadership development
programme has been piloted in
2021 and is being reviewed. The
manager skills training is still in
development

OLI
Lead/Head of
People
Practices

May 22

Explore mandating Manager skills
training for all line managers.

This has been delayed, as it is
FTSUG/OLI
not easy to identify line managers
on the current system. FTSUG is
working with OLI to find a solution
and implement the Follow Up elearning package for line
managers.

FTSU review
tool

Target
date

RAG

April 22

2

Appendix 1

Action

Reference

Progress

Develop a vision and strategy for
FTSU that is embedded within the
People Strategy.

FTSU review
tool/FTSU
Annual
Report

Specific FTSU questions included FTSUG
in the annual staff survey 2021
for Airedale. Awaiting local data,
which will inform strategy
development.

July 22

Update website & intranet content in
line with FTSU vision and strategy.

FTSU review
tool

Will be updated once the vision
and strategy are complete.

FTSUG

August 22

Explore the implementation of a
FTSU Champions model and develop
a proposal.

FTSU review
tool/FTSU
Annual
Report

Research and development has
been completed. A proposal will
be developed and shared at the
next People Committee.

FTSUG

September
22

Set up quarterly triangulation
meetings with patient safety team to
identify any areas for action.

FTSU review
tool

Regular meetings in place with
Chief Nurse.

FTSUG

January 21

Set up quarterly triangulation
meetings with HR.

FTSU review
tool

Regular meetings in place with
HR colleagues.

FTSUG

January 21

Complete.

Director of
HR/OD

May 21

Implement a supervisor of practice for FTSU review
the FTSU Guardian
tool

Lead

Target
date

RAG
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Action

Reference

Progress

Lead

Target
date

Carry out a gap analysis against case
reviews and report gaps to People
Committee.

FTSU Annual
Report

A new gap analysis tool has been
developed and rolled out by the
NGO. This will be completed over
the next couple of months.

FTSUG

May 22

Request peer review and share
learning across the Yorkshire &
Humber regional network.

FTSU review
tool

Still to be progressed.

FTSUG

September
22

Develop and implement a new case
recording system.

FTSU Annual
Report

Research carried out. Meeting
with THIS to look at an existing
portal used at CHFT arranged for
early Feb 22.

FTSUG/IT

June 22

Develop a new electronic feedback
form to include equality monitoring.

FTSU Annual
Report

Complete.

FTSUG

December
20

RAG
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Action

Reference

Progress

Lead

Target
date

Attend staff equality groups &
develop targeted interventions &
messaging.

FTSU Annual
Report

Regular meetings in place with
Chair and Deputy Chairs of Race
Equality Network (REN) to
discuss race discrimination cases
& joint work to encourage BAME
colleagues to speak up.

FTSU

June 20

RAG

FTSUG will attend next REN
meeting to give presentation &
update on FTSU.
FTSUG will attend next Disability
and Gender staff networks to talk
about FTSU.

5

PEOPLE COMMITTEE
TERMS OF REFERENCE

Version:

0.76

Approved by: Board of Directors
Date
February 2021 February 2022
approved:
Date issued: February 20212
Review date:
January 20232

AIREDALE NHS FOUNDATION TRUST
PEOPLE COMMITTEE
TERMS OF REFERENCE
1.

2.

3.

4.

Constitution
1.1

The Trust hereby resolves to establish a Committee to be known as the People
Committee (“the Committee”).

1.2

The Committee will adhere to, and be cognisant of the Trust values and behaviours at
all times.

Authority
2.1

The Committee is constituted as a Standing Committee of the Trust Board (‘Board’).
Its constitution and terms of reference are subject to amendment by the Board.

2.2

The Committee derives its power from the Board and has no executive powers, other
than those specifically delegated in these terms of reference.

Purpose
3.1

The purpose of the Committee is to provide assurance to the Board on the quality,
delivery and impact of people, workforce and organisational development strategies
and the effectiveness of people management in the Trust. This includes but is not
limited to recruitment and retention, education and training, employee health and
wellbeing, learning and development, employee engagement, organisational
development, leadership, workforce development, workforce planning and culture,
diversity and inclusion.

3.2

The Committee will assure the Board of the achievement of the objectives set out in
the Trust’s 5-year strategy and the People Strategy.

3.3

The Committee has established and may set up additional subgroups aligned to key
areas of its activity as it deems appropriate.

3.4

Triangulation with sub-committees of the board to ensure themes are identified and
action are progressed through the appropriate group to support the development of
the people agenda and delivery of high quality services

Powers

4.1

The committee is authorised by the Board of Directors to investigate any activity within
its terms of reference.

4.2

The Committee is accountable to the Board of Directors and any changes to these
terms of reference must be approved by the Board of Directors.

4.3

The Committee is authorised to seek any information it requires from any member of
staff and all members of staff are directed to co-operate with any request made by the
Committee.

4.4

The Committee is authorised by the Trust Board to request the attendance of
individuals and authorities from outside the Trust with relevant experience and
expertise if it considers this necessary.

4.5 The Committee is authorised by the Board of Directors to obtain outside legal or other
specialist ad-hoc advice at the expense of the organisation, subject to budgets
agreed by the Board.
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Duties and Responsibilities
The Committee is required to:5.1
5.2

5.3
5.4
5.5
5.6
5.7

6

Consider and recommend to the Board, the Trust’s overarching People strategy and
associated activity/implementation plan.
Obtain assurance of the delivery of the People strategy through the associated
activity/implementation plan for all trust employed staff including joint ventures i.e.
Pathology and Immedicare.
Consider and recommend to the Board the key people and workforce performance
metrics and targets for the Trust.
Receive regular reports to gain assurance that these targets are being achieved and to
request and receive exception reports where this is not the case.
Review the people and workforce risks of the high level risk register and the Board
Assurance Framework.
Receive reports in relation to internal and external quality and performance targets
relating to people and workforce and associated activity/implementation plans.
Conduct reviews and analysis of strategic people and workforce issues and to agree
the Board level response.

Membership and attendance
6.1

The Committee shall consist of the following members:
o
o
o
o

6.2

Three Non- Executive Directors
Director of People and Organisational Development
Chief Nurse
Medical Director

The following shall be required to attend all meetings of the Committee:

o
o Deputy Director of People and Organisational Development
6.2

Other members/attendees may be co-opted or requested to attend as considered
appropriate.
o
o
o
o
o
o
o
o
o
o
o
o
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6.4

A Governor may attend the Committee in an observer capacity in order to gain a better
understanding of the work of the Trust and to observe Non-Executive Directors holding
the Executive Directors to account for the operational performance of the Trust. The
Governor will be required to declare any interest they may have in respect of the items
being discussed. Papers will be sent to the Governor via email. If paper copies are
required, these will be available at the meeting.

6.5

A register of attendance will be maintained and the Chair of the Committee will follow
up any issues related to the unexplained non-attendance of members. Should
continuing non-attendance of a member jeopardise the functioning of the Committee,
the Chair will discuss the matter with the member and, if necessary, select a substitute
or replacement.

6.6

A report of the effectiveness of the committee will be provided to Board on an annual
basis

Chair
7.1
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Head of People Practices HR Business Partner Service
Head of HR Workforce Resource Service
Head of Organisational Learning and Improvement
Deputy Medical Director
Deputy Director of Nursing
One Operational Director
One Head of Nursing
AHP representative
Freedom to Speak up Guardian
Guardian of Safe Working
Medical Education representative
Inclusion network members

One of the Non-Executive Directors shall act as Committee Chair. In their absence,
one of the other Non-Executive Directors present shall be nominated and appointed as
acting Chair for the meeting.

Meeting Administration
8.1




The Committee shall be supported by the Group Company Secretary and Director of
Corporate Affairs or their nominee, whose duties in this respect will include:
In consultation with the Chair and Director of People and Organisational
Development and maintain the reporting schedule to the Committee.
Collation of papers and drafting of the agenda for agreement by the Chair of the
Committee.
Taking the minutes and keeping a record of matters arising and issues to be carried
forward.
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Advising the group of scheduled agenda items.
Ensuring actions arising from the meeting are circulated as soon as possible after
the meeting.
Maintaining a record of attendance.
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Quorum
9.1

The quorum necessary for the transaction of business shall be 3 members, of which
two Non-Executive Directors and one Executive Director must be present.

9.2

Deputies shall count towards the quorum.

Frequency of meetings
10.1 The Committee will meet eight times per annum (or more frequently if required).
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Meetings
11.1 Items for the agenda must be sent to the Committee Secretary a minimum of 5 working
days prior to the meeting: urgent items may be raised under any other business.
11.2 The agenda will be sent out to the Committee members at least 5 working days prior to
the meeting date, together with the updated action schedule and other associated
papers.
11.3 Meetings, other than those regularly scheduled as above, shall be called by the
Committee Secretary at the request of the Chair.

12

Reporting
12.1 Formal minutes shall be taken of all committee meetings. Once approved by the
committee, a highlight report will go to the next Trust Board of Directors meeting.

12.2 A highlight report of the working groups of the People Committee; Education and
Training Group, People Experience Group and Inclusion Group will be received by the
Committee along with reports as agreed. To be determined on an annual basis.
13

Review
13.1 The Committee’s Terms of Reference shall be reviewed on an annual basis and
approved by the Board of Directors.

14

Monitoring effectiveness
14.1 The Chair will lead an effectiveness of the review on an annual basis.

Appendix 1

Appendix 1 – Reporting Groups

People Committee
Chair: Non-Executive Director
Frequency: eight meetings per year

Education and
Training Group

People Experience
Group

Chair:
Director of People
and Organisational
Development

Chair:
Director of People
and Organisational
Development

Frequency: Bimonthly

Frequency:
Bi- Monthly

Equality, Diversity
and Inclusion
Group
Chair:
Director of People
and Organisational
Development /
Frequency: BiMonthly

No
Assurance

Name of Meeting:
Date of Meeting:
Prepared by:

Limited
Assurance

Significant
Assurance

High
Assurance

Quality & Safety Committee
23rd November 2021
Dr Andy Withers, Chair of Committee/Non-Executive Director

Key Highlights from the meeting
Highlight

1.

2.

RAG
Rating

The Division of Surgery progress report on their divisional priorities was presented
and discussed. This was the first divisional update received by QSC as we
oversee delivery of the Quality & Safety Strategy. The focus was around elective
recovery’ staffing, complaints, critical care outreach and QI plan for radiology.
The Quarterly Learning from Deaths report detailed the significant progress being
made under the new scheme as it beds in. Deaths referred to and reviewed by the
Medical Examiners are increasing and it anticipated that we will achieve the Trust
target. Issues around the ability to issue Deaths Certificates in a timely way to
respect the needs of faith communities have been escalated regionally and
nationally.

High
assurance

High
assurance

Assurances gained at the meeting
Assurance

1.
2.

3.

4.

5.

An update on the Response to the Ockenden Report & CNST progress was
received and it is anticipated that the Trust will be compliant with the CNST
standards for this year.
The difficult decision by the division to suspend Continuity of Carer for pregnant
women was noted. This was due to an inability to achieve appropriate staffing
levels and provide a safe service. In the interest of equity it was decide to ensure
safe staffing levels by reverting to the existing model of service delivery. Continuity
of Carer would be re-instigated when staffing levels permit. NHSE/I are supportive
of the decision.
A verbal update regarding the ease of use of the Quality and Equality Assessment
(QEIA) tools was received. QSC noted that it will be used during the current
planning round and an update would be brought in the spring providing a report on
the ease of use of the QEIA
The IBR was considered and the general high level of performance and
assurance welcomed. Stroke performance was discussed and the ongoing issues
with achieving a higher SSNAP score noted. The Medical Director has raised this
with the MD at BTHFT.
The significant dip in 2 week performance for breast cancer was noted. This is
partly due to the service being a “One stop shop” and assurance was received
that the 28 & 62 day cancer targets are being met for breast cancer.
A verbal update on the prioritisation of patients on the RTT pathway was received.
It noted that P1 & P2 activity was achieved within the target time. Work was
focussed on those waiting >104 weeks and >52 weeks and additional clinical
review was in place to ensure appropriate priority was being given to these people
with an individual assessment performed to ensure the needs of the patient was

RAG
Rating
Significant
assurance

Significant
assurance

Significant
assurance

Significant
assurance

Significant
Assurance

6.

being met. It was anticipated that the RTT total number would continue to
increase over the next few months .
Good progress is being made in installing CCTV and ensuring smart card access
to the mortuary following the recent guidance after the criminal conviction of a
worker at East Kent Trust for sexual assault on deceased patients in their
mortuary. It is expected this should be completed by the end of the year.

Significant
assurance

Issues or emerging risks
Issues or emerging risks

RAG
Rating

1.
Any other comments

Level of
assurance
High
assurance
Significant
assurance

Limited
assurance
No
assurance

Guidance on consistency
This can be given when there is evidence that there is a clear understanding of the matter or issue to
be addressed; there is evidence of independent or external assurance; there are plans in place and
that these have been delivered and there is triangulation from other sources (e.g. patient or staff
feedback)
This can be given when there is evidence that there is a good understanding of the matter or issue to
be addressed; there are plans in place and that these are being delivered against agreed timescales;
those that are not yet delivered are well understood and it is clear what actions are being taken to
control, manage or mitigate any risks; where required there is evidence of independent or external
assurance.
Limited assurance can be given where there is partial clarity on the matter to be addressed; some
progress has been made but there remain a number of outstanding actions or progress against any
plans will not be delivered within agreed timescale; independent or external assurance shows areas
of concern; there are increasing risks that are only partially controlled, mitigated or managed.
Management cannot clearly articulate the matter or issue; something has arisen at Committee for
which there is little or no awareness and no action being taken to address the matter; there are a
significant number of risks associated where it is not clear what is being done to control, manage or
mitigate them; and the level of risk is increasing.

No
Assurance

Name of Meeting:
Date of Meeting:
Prepared by:

Limited
Assurance

Significant
Assurance

High
Assurance

Quality & Safety Committee
25th January 2022
Dr Andy Withers, Chair of Committee/Non-Executive Director
Key Highlights from the meeting

Highlight

RAG Rating

The agenda was shortened to allow Executives more time to deal with Operational
Matters

1.

2.

1.

2.

3.

4.

Patient Safety & Learning Group (PSLG) escalated the issue of implementation of
the new National Patient Safety System across place and the ICS. This will remove
the 60-day limit on reporting of SI’s. There will also be changes to the way the Trust
High assurance
deals with complaints to make them more responsive. There has been over 120
members of staff trained in investigation and responding to issues and further
training is ongoing.
The significant progress in responding to addressing the issues noted by Audit
High assurance
Yorkshire in relation to Learning to Improve, and Risk Management were noted.
Assurances gained at the meeting
Assurance
RAG Rating
An update on the Response to the Ockenden Report , following submission of
evidence the Trust asked for a review of one standard by the regional team, the
review however included the whole evidence submission and resulted in changes
Significant
assurance
to a small number of ratings from green to amber. Despite this it is anticipated that
the Trust will be compliant with the standards for this year that it is within the trust’s
gift to deliver.
The 6 monthly Safeguarding update was discussed. The risk of lack of capacity in
Adult safeguarding and the approval of the business case for a maternity
Significant
assurance
Safeguarding lead was noted. It noted the ongoing discussions to enable the
HIDVA service to continue.
Stroke performance was discussed. The committee was assured that the same
report was received at BTHFT as here. The ongoing issues with achieving a higher
SSNAP score were noted and that these were a priority for Act as One. There is
Significant
assurance
also regional oversight of stroke performance. There is still some uncertainty about
the revised national SSNAP ratings which prevent our service to meaningfully
predict our current score.
The IBR was considered and the operational pressures noted. Specifically, the
suspension of routine elective work apart from P1 and urgent P2, very high demand
in ED causing delays in handovers and transfers to wards, high numbers of people
who do not fulfil the residency criteria in beds and the number of patients in the
trust with COVID, often not as the primary reason. The potential harm to patients
for delay in care in ED was raised as a potential risk.
Significant
The continuing dip in 2 week performance for breast cancer was discussed. This is
assurance
partly due to the service being a “One stop shop”. Assurance was received that the
28 & 62 day cancer targets are being met for breast cancer and that progress
towards achieving all national cancer targets was positive.
The number of C Diff cases attributed to the Trust has reached the NHSE/I
threshold. This was felt to be due to delayed testing of symptomatic patients
following admission and actions are being taken to address this.

The Committee noted the increase in HSMR Mortality ratio, which nonetheless
remains within the expected range. SHMI continue to compare favourably with
other WYAAT Trusts.
The impact of compulsory vaccination of staff was raised. It was noted that a lot of
5.
engagement work is ongoing and that no particular workforce group was
Limited
assurance
disproportionately represented which could impact on quality and safety of care.
This is being actively monitored and overseen by People Committee
The Human Tissue Authority Annual Report was received. The Trust is compliant
6.
High assurance
with all regulations.
Issues or emerging risks
Issues or emerging risks
RAG Rating
The operational pressures in ED and the prolonged time spent in ED by some
1.
patients awaiting transfer to base wards was discussed. There is a risk that the
Limited
different needs of these patients from those usually seen in ED may result in poorer
assurance
outcomes. QSC requested that the Division articulated these risks and a paper
prepared for consideration by Risk & Compliance (R&C) group.
As part of the BAF review QSC noted that “the risk that patients may not be able to
2.
access timely planned care due to the volume of patients waiting for non-urgent
Limited
assurance
treatment resulting in harm” is probably increasing. It is difficult to know how to
resolve this. It will be discussed at R&C group
Any other comments
1. Gavin Miller updated the committee on the CMDU which will supply anti-COVID medication either
orally or intravenously, which should reduce admissions into the trust. There is genotype testing of
COVID samples as the specific strain can impact the efficacy of some of the antiviral treatments
2. The Joint People & QSC committees will discuss the quality impact of Nurse Staffing levels at its next
meeting. It will also explore whether a similar piece of work can be done with regard to junior doctors.
Level of
assurance
High
assurance
Significant
assurance
Limited
assurance
No
assurance

Guidance on consistency
This can be given when there is evidence that there is a clear understanding of the matter or issue to be
addressed; there is evidence of independent or external assurance; there are plans in place and that
these have been delivered and there is triangulation from other sources (e.g. patient or staff feedback)
This can be given when there is evidence that there is a good understanding of the matter or issue to be
addressed; there are plans in place and that these are being delivered against agreed timescales; those
that are not yet delivered are well understood and it is clear what actions are being taken to control,
manage or mitigate any risks; where required there is evidence of independent or external assurance.
Limited assurance can be given where there is partial clarity on the matter to be addressed; some
progress has been made but there remain a number of outstanding actions or progress against any
plans will not be delivered within agreed timescale; independent or external assurance shows areas of
concern; there are increasing risks that are only partially controlled, mitigated or managed.
Management cannot clearly articulate the matter or issue; something has arisen at Committee for which
there is little or no awareness and no action being taken to address the matter; there are a significant
number of risks associated where it is not clear what is being done to control, manage or mitigate them;
and the level of risk is increasing.

Date of Meeting:

Wednesday 2 February 2022

Meeting:

Public Board of Directors – item 13

Title of report:

Integrated Board Report

Author:

Previous Forums:

Prepared by: Neil Scott, Head of Performance and Information and Chris
Walton, Performance Manager
Presented by: Stuart Shaw, Acting Chief Operating Officer and Executive
Team Members
People Committee 25 January, Quality and Safety Committee 25 January
and Finance, Performance & Digital Committee 26 January 2022

Purpose of the Report
The Integrated Board Report measures performance against a range of objectives and performance
indicators, based on key milestones in the Annual Plan or external frameworks. The reports cover the
following areas;
•
Summary of Overall Performance
•
Operational Performance
•
Safety, Quality, Patient Experience and Clinical Outcomes
•
People Engagement and Organisation Development
•
Finance and Activity
These monthly reports ensure there is a rounded view of the current position across a range of key
areas and help assess whether performance in one area is affecting that in another.
Key Points to Note
The report reflects the December reporting period and provides an early indication into January
activity.
During December and into January, following an initial reduction in the number of Covid cases in the
Trust, these have substantially increased again and we have higher number of Covid patients in the
bed base linked to the Omicron variant. At the same time we have experienced at times high demand
for our non-Covid urgent and emergency care activity, which together with a higher level of absence
have created notable pressure points in month. Nationally a Level 4 incident was declared with Trusts
asked to plan for managing a higher number of admissions. Whilst we pleasingly have managed to
maintain some planned care service provision, absence has at times impacted on some of our activity
during December and January and in response, we have now reluctantly had to pause large elements
of non-priority Outpatient and Elective work until 31st January.
Despite the pressures, a number of areas across all four sections of the report are showing consistent,
stable or improving levels of performance. There do however remain a number of challenges, some of
which require a medium to longer term approach around recovery. At all times there is a need to
ensure we continue to take the balanced approach to delivery.
At the Board meeting, Executive Team leads shall highlight the key headlines for each area.

EQIA – Equality Impact Assessment
Risks and Impacts across the areas in this report are considered through the Monthly Integrated
Performance Reviews, with any escalations added to the Trust risk register.

Fit with strategic objective

Population
Y

Patients
Y

People
Y

Partnership Progressing
Y

Y

Recommendation
The Board are asked to receive the Integrated Board Report and note the current position for the areas
highlighted in the report.

Integrated Board Report
January 2022
Reporting December 2021
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Guidance notes
Reporting within this document uses a combination of chart types. Where appropriate, Statistical Process
Control (SPC) charts have been used to aid analysis.
SPC charts
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Summary of Overall Performance
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Operational Performance
Performance Domain:

COVID-19

Executive Lead:

Stuart Shaw

Reporting up to 9th January 2022

Key Indicators for the Board to note

Confirmed COVID inpatients within the hospital bed base (Up to 9th January 2022)

COVID occupancy ‐ % of general, adult beds occupied by COVID inpatients (Up to 9th January 2022)
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Analysis of current performance
Throughout the first half of December, Covid inpatient cases were relatively static (between 20-25). In the third week of the
month, cases decreased to a low of 14 on the 23rd December, but from that point we have seen a rapid uplift. Numbers at the
time are writing are in the mid-fifties (which is around 17% of the total bed base).
In line with the Trust’s winter plan, we had modelled further inpatient peaks anticipated in line with national forecasts between
now and February 2022. The original anticipated scenario was between 40% and 70% of previous demand resulting in 15 45 inpatients during that period, with a peak seen during January and February.
However, the emergence of the Omicron variant has driven the rapid increase in Covid numbers described above and the
Trust is experiencing the impact of high community prevalence of the Omnicron variant. For most people who are positive in
the bed base, Covid has been secondary to their presenting diagnosis. The increasing numbers of positive patients has also
led to an increase in the number of patients requiring isolation as a result of exposure.
The Trust bed base is currently configured for Covid positive and exposed inpatients, with suspected, hot and cold pathways
running through ED and AAU. There is currently a full 28 bedded ward (14) and half an additional ward (18) for Covid positive
patients as well as a flexible number of bed bays in AAU. Maternity and Paediatrics also have patients in their bed base who
are Covid positive. There is a 17 bedded ward of side rooms (19) open for isolating exposed patients. During the early part of
January a number of wards have been closed or running on a reduced bed base due to Covid outbreaks. There is a “super
surge” plan to open ward 2 should additional cold beds be required.
During December and into January non-elective demand and the constraints in the bed base described above have led to a
very challenging position in relation to bed occupancy and flow with an adverse impact on movement of patients from ED. We
have seen an increase in “bed holding” and 12 hour breaches in ED with the occasional ambulance delay of between 30 and
60 minutes. Bed occupancy has been consistently between 92-96% during December and into the early part of January.
This position is significantly influenced by a reduction in the numbers of patients being discharged, particularly people who
required some support on discharge. Work is ongoing with partners across the Bradford and Craven place to implement the
national “criteria to reside” guidance although this is challenging due to limited community capacity across Bradford and
North Yorkshire.
All areas have reported a challenging staffing position during December and into January as a result of Covid illness and
isolation as community prevalence has increased. Community and Therapy services have implemented prioritization and
redeployment plans to support essential services as a result of staff absence which are being closely monitored.
The Trust is now responding to national guidance as it is issued, plans will be developed with partner organisations and put
in place to address;








Implementation of the national Vaccine as a Condition of Deployment (VCOD) programme
A continuation of the vaccination programme to enable all adults to receive first, second and booster doses
Availability of COVID 19 treatments for patients at highest risk of severe disease and hospitalization
Maximising capacity across acute and community settings, enabling the maximum number of people to be discharged
safely and quickly and supporting people in their own home
Supporting patient safety in urgent care pathways across all services and manage elective care.
Supporting staff, and maximising their availability.
Ensuring surge plans and processes are ready to be implemented if required.
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Operational Performance
Performance Domain:

Urgent and Emergency Care

Executive Lead:

Stuart Shaw

Reporting Month:

December 2021

Key Indicators for the Board to note
A&E 4 Hour Wait
National Standard 95%
Trust
62.46 %
Total Attendances
5962
Arrival to Triage (avg.)
National Standard <15
mins
18.8

Arrival to Seen (avg.)
National Standard <60
mins
147.1
Admission Conversion
– Type 1
25.7 %

Analysis of current performance
During December, whilst attendances to ED were slightly lower than seen in the previous month, attendances continued to
average 205. This means we continue to see a 10% increase in attendance from the peak of winter 2019, resulting in continued
challenge within the department during the month.
The overarching message from NHSE and through 2022/23 planning guidance there is clear signaling that national we will
move away from the four hour and emergency care standard and in line with our service development over the past 18 months
to be around the proposed new standards which are clinically focused and specific to the needs of our population. This will
focus on ambulance turnaround times, time to initial assessment (triage), and total time in the department. They will also be
view in conjunction with national flow and discharge metrics.
It is indicated that this will likely change some time in Quarter 1. We are on track to fully submit this and the updated emergency
care data set.

Page | 5

Performance against the national 4 hour standard continued at a reduced level during December. Challenges related to the
complexity and volume of attendances with pressures relating to flow and onward admission becoming increasingly challenged
as we moved through December and into January. This pressure impacted LOS and challenged flow across urgent care
significantly.
Despite the pressures experienced, we continued to offer timely care for those sickest patients accessing our services.
Average time to triage in month was 18.8 minutes – this is an improvement against previous months performance of 19.4
minutes, reflecting the significant pressure services are under and is mainly due to peak surge times challenging the team’s
ability to triage and care for patients in the department. Arrival to treatment increased to 147 minutes; however we continue
to maintain treatment times for our sickest patients attending the ED.
During December significant focus continued on the pressures facing the ambulance service and the implication these
pressures have on service delivery. The Trust continues to monitor and take all appropriate steps to release ambulance crews
as quickly as possible and monitors performance in this area on a regular basis. The Trust’s current performance is c72% of
all crews released within 15 minutes from handover. This is well above the NHSE ask of ensuring >65% of handovers within
15 mins and 95% within 30 minutes.

Improvement actions planned and timescales for implementation
We have continued to undertake a number of actions to manage the increase in activity and to support the clinical team over
December and into early 2022;








Approval of funding to support additional clinical decision makers on late shifts until the end of the financial year.
Increased opening hours of operation within our Ambulatory Care Unit.
Enhanced resource within the Minor Injuries Unit.
Recruitment of increased nursing and health care support workers for the rest of the year
Weekly leadership team and divisional huddles to coordinate supportive measures
Updated internal escalation plan and process for minimizing delay in ambulance turnaround times
Updated internal escalation plan for demand in triage, to maintain and improve time to initial assessment

Medium term plans;
 Snapshot audit of primary care presentations and develop stronger links with primary care leaders
 Develop internal escalation around ambulance delays/actions to minimize the risk of ambulance delays
 Primary care leaders to join governance meetings for shared learning session
 Local Care Direct enhanced GP streaming offer, interim pilot with internal ACPs to commence in January 2022
 Review Middle grade tier of medical teams shift start/finish times to meet demand in the evening completed and time
shifted
 Work with Bradford District Care Trust and the Local Authority to reduce waiting times for people requiring a mental
health act assessment in ED
 Understand challenges and impacts of new UC standards and flow and discharge to improve waiting ties in the ED
for ‘admitted’ patients
 Deeper analysis of the data to understand activity to inform local and system planning.
 Deeper analysis of data quality and monitoring to ensure high quality assurance

Urgent care teams continue to plan for an anticipated further growth in demand for services. This planning includes:
 Continuation of the minor injuries unit (MIU) model successfully trialed during the first COVID peak in the area adjacent
to the ED department – we are reviewing activity and matching workforce model to this to maintain the main dept and
MIU. This has been vital to maintaining social distancing with the increased activity.
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Continued review of skill mix/medical workforce model/shift times to meet changes in demand later in the day and
evening period. This came into effect earlier in the year, we have seen some improvement, but further work planned
to understand attendance patterns and workforce modelling
Continue to develop model for managing ‘primary care’ presentations in to the ED
Review of waiting areas undertaken - screens purchased to segregate hot/cold and adults/paediatric attendances,
now in use and working well
Review of non-elective admission pathway as COVID numbers continue to rise, completed and agreed at CRG/Silver,
in line with increase asymptomatic patients on day three. This was reviewed again in October in light of rising Covid
activity, and updated in response to demand. Has been completed and has IPC/Silver approval.
Continued work trust wide consultation on the new Emergency care standards planned to understand the impacts on
service, people and process to ensure high quality care.
Triage and treatment times remain a key area of focus supporting the quality and safety of the patients we are caring
for. They are working on a joint development and escalation(s) plan to support flow out of the ED and into AAU. A
first draft of this is now completed and strengthened by the operational leaders within Urgent Care.
Using the new Urgent Care Standards dashboard to understand our key areas of focus to ensure safety is maintained
within the department, and wider hospital.

Operational Performance
Performance Domain:

Capacity and Flow

Executive Lead:

Stuart Shaw

Reporting Month:

December 2021

Key Indicators for the Board to note
Bed Occupancy
Local target < 95%
92.59 %

Average LOS (Elective)
Local target < 2.5
2.57 days

Average LOS (Non-Elective)
Local target < 4.3
4.71 days

Analysis of current performance
Hospital occupancy levels increased during December to an average of 92.5%, with occupancy at peak times of between 92%
and 96%. The impact of this meant that at key times admission flow into the hospital was restricted or delayed resulting in a
patients waiting longer within the Emergency Department. At times this resulted in up to 10 patients waiting within the ED at
any time to be admitted to the Assessment Unit or base wards.
This increase was predominantly due to increasing acuity and complexity of non-elective admissions coming into the hospital.
The number of patients who were suitable for discharge but remained in the hospital also increased during November. This
meant that approximately 23% of patients in the bed base did not meet the ‘criteria to reside’. Whilst we continue to benchmark
well, this is a worsening position and led to reduced flow during the month.
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Improvement actions planned and timescales for implementation
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We continue to embed the use of ‘criteria to reside’ among the ward areas and clinical teams.
We have started a piece of work on data quality and reporting with the clinical teams and informatics to ensure
accuracy of the data
Clinical engagement on use of CTR and board rounds to support SAFER actions and red to green days
Planning education package to implement the use of red to green in SystmOne for the clinical teams
We have agreed a pathway for post-acute patients who require rehabilitation with the consultant team on ward 5
(Stroke rehabilitation) which will support the patient journey and flow.
Work continues at a system level under the banner of the ‘Act as One’ Ageing Well program. During the next month
this will include the continued implementation of the system response to the requirement to put an Urgent Community
Response in place. This will support those patients entering crisis who need an immediate response to avoid hospital
admission.
In order to ensure coordination and oversight of the discharge process, daily MDT system calls will continue to take
place. These calls play a crucial role in facilitating safe discharge and improving system working; the calls are highly
regarded by our social care colleagues and go from strength to strength. In September, we had continued support
from the national Emergency Care Improvement team (ECIST) and have also commenced monthly senior system
calls to discuss and plan improvements in flow and implementation of the national discharge policy.
Our weekly ‘long length of stay reviews continue and offer opportunity for ward teams to understand where
improvements can be made and promote timely discharge. The Trust’s flow team has devised a strategy to ensure
focus remains on reducing length of stay and that the SAFER bundle is implemented fully (a nationally recognized
initiative supporting effective discharge planning).
We have launched our new private transport provider and are working closely with them to ensure timely discharge
from hospital.
In September and October we have had a number of system mapping sessions to develop a multi-agency approach
within the discharge hub. These have now mapped an updated ‘way of working’ with our LA teams to be a more
integrated team.
In December commenced joint multiagency triage in the discharge hub to reduce avoidable delays and joined up
discharge planning.
Recruited a therapist into the discharge team to increase senior therapy decision making as a part of our updated
‘multiagency’ approach
We are planning a ‘quality summit for flow and discharge’ for February/early march to understand our internal and
external delays to discharge and how we can reduce these.

Operational Performance
Performance Domain:

Access

Executive Lead:

Stuart Shaw

Key Indicators for the Board to note
18 Week Wait
National Standard 92%
76.0%
Total Waiting List Size
10676
Pathways Over 26 Weeks
1503
Pathways Over 40 Weeks
696
Pathways Over 52 Weeks
441

Outpatient follow up
waiting list
(as at 03/01/2022)
34,429
Total overdue
(>30 days beyond due
date)
(as at 03/01/2022)
7317 (21.25%)
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Reporting Month:

December 2021

Analysis of current performance
As reported last month in response to the national guidance communicated on 14th December declaring a level 4 national
incident the Trust paused all non-essential activities including non-priority outpatient and elective activity until 10th January
2022. Activity has continued to be paused into January as a result of continued staffing and bed pressures.
The theatres operating footprint was reduced from seven (including Obstetrics) theatres down to four operating theatres
(Acutes / Trauma / Obstetrics / Cancer & P2 urgent) as per our previous Covid response.
Daily management continues with teams working with Clinical Directors to provide clinical oversight of cancellations ensuring
risk assessment of clinical priority
At the time of writing the report (19th January) we are now planning to increase the theatre footprint back to normal levels from
24th January, with the exception of Inpatient Elective Orthopaedics activity (which was paused from 13th December) as Ward
18 continues to support the wider hospital bed base.
All patients waiting for treatment, continue to be treated in priority order and by longest wait. Those patients waiting within the
highest clinical priority categories (P1 and P2) continue to receive treatment within the required timescale.
As a result of the pause in activity in December numbers on all key indicators increased. As such progress to reduce the
number of patients awaiting treatment >26, >40 and >52 weeks has been impacted and as anticipated these numbers have
seen an increase respectively in month by 245, 56 and 23 patients.
The number of patients on the outpatient follow up waiting list increased by 295 and the number of patients overdue >30 days
increased by 551.
At the end of December, there were 29 patients on the Trust’s waiting list who had waited >104 weeks for treatment (up from
12 from the end of November). At the time of writing this number has increased to 42 patients, of which 8 have got a confirmed
date for treatment. The remaining patients will be offered a date as we increase the theatre capacity in line with clinical priority
(2xP2 / 31xP4 / 1xP5 / 8xP6).
Due to the significant number of cancellations based on current activity between now and the end of the year there are now
92 patients projected to breach 104 week wait who do not currently have a date for treatment – however, these patients will
be offered a date in the coming weeks as we continue to recommence work in line with our aspiration of having no patients
waiting >104 weeks at the end of March 2022.

Improvement actions planned and timescales for implementation
The Referral Assessment Service (RAS) continues to operate with clinical triage in place. Planning capacity to deliver face to
face clinic activity where necessary remains the key focus across the Divisions working in line with IPC and social distancing
guidance.



Work continues to be embedded within the teams in a business as usual (BAU) approach and across the system
supporting our partners as part of elective recovery.
The planned insourcing model for weekend additional activity commenced successfully on 15th January 2022, running
Gynecology and Plastic (BHT patients) theatres. The in-week model is due to commence 24th January

Specialty teams continue to carry out work to reduce the volume of patients waiting beyond their due date, as well as reviewing
any potential impact of delay for patients, ensuring waiting list validation continues (both administrative and clinical) to identify
and reduce risk where required.
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The Independent Sector (IS) continues to support the elective recovery plan, locally with patients receiving treatment at
Ramsey Yorkshire Clinic (YC) across General Surgery, Urology, Gynecology and Orthopaedics.
Work continues to secure and progress capacity across WYAAT at Harrogate and Leeds (Wharfedale Hospital) for Gynecology
and Breast patients.
Work continues at pace in relation to the new theatre build and remains on track for completion in early 2022.
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Operational Performance
Performance Domain:

Diagnostics

Executive Lead:

Stuart Shaw

Reporting Month:

December 2021

Key Indicators for the Board to note

6 Week Wait
National Standard 99%
80.93%

Waiters Over 6 Weeks
724

Analysis of current performance
Diagnostic performance continues remains a significant challenge with performance reducing from previous performance
levels reported. Increase in demand and workforce pressures continue to be the main areas of issue across the modalities.
Of the 724 (548 reported last month) patients waiting over 6 weeks as at the end of December, 359 have a booked procedure
date, 365 patients do not yet have a confirmed to come in (TCI) date at this stage. The main pressure areas are Dexa,
Echocardiography and Non-Obstetrics Ultrasound:

Improvement actions planned and timescales for implementation
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All Diagnostic services continued to remain fully operational throughout December with the continued support of the local IS.
Teams are working hard to continue to explore all available options to address and to mitigate the current challenged service
areas.
Whilst staffing continues to be the key challenge and theme across all areas, the Endoscopy department continues to operate
a 3-room timetable during weekdays, running weekend sessions as required, staffed internally and where required with the
support of the external insourced agency.
The Cystoscopy service relocated to Ward 2 moved to ward 20 and operated out of main theatres to provide a super surge
ward. However, this service has now moved back to ward 2 and continues to run independently with excellent feedback from
patients and both clinical and nursing staff.
The Radiology team continue to be challenged by the significantly high level of vacancies across the department – work is
progressing at place as planned and the review of all roles and departmental structure is now completed. The proposal for
the restructure of the Radiology department is due to be presented to the Executives towards the end of January
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Operational Performance
Performance Domain:

Cancer

Executive Lead:

Stuart Shaw

Key Indicators for the Board to note

2 Week Wait
National Standard 93%
93.2 %

2 Week Wait - Breast
National Standard 93%
61.8 %

31 Day
National Standard 96%
100 %

62 Day
National Standard 85%
80.6 %

Page | 15

Reporting Month:

December 2021

Analysis of current performance
Performance in December on the 2WW pathway was achieved at 93.2 % with access to the 2WW breast standard improving
to 61%. The breast pathway continues to be pressured, with demand levels above those seen previously. In response extra
capacity has been added into the pathway and prioritisation completed. Further support has been created for January onwards
within the independent sector. This should support us to maintain the 2WW standard.
We have also continued to experience further challenges in month relating to COVID and self-isolation within the 2WW
pathway.
Performance against the 62 day referral to treatment standard was below target at 80.6% but continues on an improving
trajectory. There were 6.5 breaches in the following areas:
- 1.5 in Lung and Haematology
- 1 in Breast, Gynae and Lower GI
- 0.5 in Upper GI
The total number of patients with outstanding treatment waiting >62 days continued to decrease this month, representing an
improvement in the number of outstanding patients waiting for treatment.
Improvements continue within the cancer team, with emphasis on the following areas:
-

-

All cancer sites undertake monthly breach reviews to support an understanding of where learning can be put in
place.
Weekly PTL meetings now commenced to offer weekly review/oversight of the 62 day pathway to reduce any
avoidable delays
Focused development sessions with all stakeholders on key areas of development with cancer services continue,
the next session focused on the 28 day ‘faster diagnosis’ standard. The aim being to engage all the teams in the
development of this pathway.
Specific focus in relation to urology and colorectal pathways has now commenced with service improvement lead
input.
Further improvement work focused on red/green days within cancer pathways. Work supported by the Trust’s new
quality improvement post.
During November we will to continue to target actions to reduce waits for patients waiting >62 days.
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Operational Performance
Performance Domain:

Productivity

Executive Lead:

Stuart Shaw

Reporting Month:

December 2021

Key Indicators for the Board to note

DNA Rate
National Average 9.1 %
(August 2019)
9.85%

Theatre Time Utilisation
Local Target >85%
86.33 %

Analysis of current performance
Outpatient DNA Rates
DNA rates increased in month to 9.85%. Teams continue to monitor this standard by specialty. ENT and Ophthalmology
continue to see the greatest increase throughout December. As previously highlighted, it is believed that this is linked to the
increase in face to face activity and Covid prevalence in the community but this will be continued to be monitored closely.
Theatre Time Utilisation
Theatre session utilisation showed a slight reduction this month. As described the Directorate continues to see major staffing
pressures in theatre, actions to address are in place as required.
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Quality, Safety, Experience
CQC
Inspection
14/03/19:

Safe
Requires
improvement

Effective
Good

Caring
Good

Responsive
Good

Safety – patient safety culture
Executive Lead:

Well led
Requires
improvement

Overall
Requires
improvement

Reporting Month: December 21

Amanda Stanford, David Crampsey

Key Indicators for the Board to note

01/11/21

01/12/21
01/12/21

01/11/21

01/12/21

01/10/21

01/11/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/06/20

01/05/20

01/07/20

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/04/20

Please note that due to divergent reporting
cultures between providers it is not considered
appropriate to benchmark.

01/07/20

Serious incidents in the month
notified to STEIS [count]

9
8
7
6
5
4
3
2
1
0
01/06/20

Trust rate
70.5 /1000 OBD

01/04/20

Median all reported incident rate for
all incidents non-specialist acute trust:
54.5 incidents /1000 OBD

80.0
70.0
60.0
50.0
40.0
30.0
20.0
10.0
0.0

01/05/20

Patient safety incidents – potential
under-reporting [rate per 1000
occupied bed days (OBD)]

6.0%
5.0%

Proportion of all patient safety
incidents resulting in ≥ moderate
harm [actual]

4.0%

Previous month value subject to revision due to
investigation process for actual harm.

1.0%

3.0%
2.0%

Coroner Reg.28/Prevention of
future deaths

Yes/No

01/10/21

01/09/21

01/08/21

01/07/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/06/20

01/05/20

01/04/20

0.0%

01/06/21

Change PU
reporting ‐ Nov
21

Findings where applicable:

Analysis of current performance


Following deterioration in reporting levels in the first wave of the Covid-19 pandemic, adjusted incident reporting
remains within expected levels or better.
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Two serious incidents were reported to STEIS in the last month: ED delay in diagnosis [actual impact
catastrophic/death] and AAU medication incident [actual impact low harm]
The elevation in ≥ moderate harm events between October 2020 and August 2021 has ameliorated notably in
recent months although these returns are subject to revision as investigations are completed. A change in
pressure ulcer reporting in the last quarter is noted. The increase was found to be primarily related to pressure
ulcers/tissue viability issues developing under community care.

Improvement actions planned and timescales for implementation
 The publication of the Quality and Safety Strategy 2020-2025 has three clear areas of focus underpinned by the
Quality Improvement Strategy and a Just and Learning Culture and will provide the framework for the future direction
of the Trust. The three areas are;
- Patient Safety
- Patient Experience
- Clinical Effectiveness
 The formal launch of the Strategy remains in planning with Communication colleagues
 The recruitment to the role of Head of Patient Safety and Learning is progressing as the first step in the creation of a
patient safety team to support the delivery of the Patient Safety focus within the Quality and Safety Strategy.
 The pace for the transfer to the DATIX reporting system will be increased during Q4 with the implementation of the
Success Plan.
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Quality, Safety, Experience
Safety – reduction of harm
Executive Lead:

Reporting Month:

December 21

Amanda Stanford, David Crampsey

Key Indicators for the Board to note

01/12/21

01/11/21

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/06/20

Local target: tbc with lead

01/05/20

Trust rate April 20 →
Five reported falls/1000 OBD.

01/04/20

Rate of all reported falls per 1000
occupied bed days [OBD]

7.0
6.0
5.0
4.0
3.0
2.0
1.0
0.0

25.0%

Proportion of all reported
pressure ulcers that are hospital
acquired
Trust average April 20 → 11.0% of
all reported pressure ulcers C1-4

20.0%
15.0%
10.0%
5.0%
01/04/20

01/05/20

01/06/20

01/07/20

01/08/20

01/09/20

01/10/20

01/11/20

01/12/20

01/01/21

01/02/21

01/03/21

01/04/21

01/05/21

01/06/21

01/07/21

01/08/21

01/09/21

01/10/21

01/11/21

01/12/21

01/04/20

01/05/20

01/06/20

01/07/20

01/08/20

01/09/20

01/10/20

01/11/20

01/12/20

01/01/21

01/02/21

01/03/21

01/04/21

01/05/21

01/06/21

01/07/21

01/08/21

01/09/21

01/10/21

01/11/21

01/12/21

0.0%

30.0%

Proportion of all reported
pressure ulcers that are
community service acquired

25.0%
20.0%
15.0%

Trust average April 20 → 15.1 %
of all reported pressure ulcers C1-4

10.0%
5.0%
0.0%

Page | 20

01/12/21

01/11/21

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/06/20

01/12/21

01/11/21

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

10.0
9.0
8.0
7.0
6.0
5.0
4.0
3.0
2.0
1.0
0.0
01/04/20

Trust average April 20 → five
issues /1000 OBD

Drs' rosters
excluded from
collection ‐ Oct
21

01/05/20

Rate of staffing level issues–
adjusted by 1000 occupied bed
days [OBD]

01/05/20

01/04/20

Proportion of medication incidents
resulting in any type of harm [low,
moderate, severe and and/or
death] April 20 → 18.2%.

40.0%
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%

01/06/20

Medication incidents – actual
harm

Analysis of current performance







Falls, pressure ulcers, medication errors and staffing are some of the Trust’s most frequently reported patient safety
incidents. There is clinical consensus that falls, pressure ulcers and medication errors may largely be preventable
through appropriate patient care whilst research suggests possible links between staffing levels (and skill mix) with
patient safety.
There was one report of a fall resulting in fracture neck of femur in the last month [Ward 5]. One fall with significant
harm was also advised [AAU].
There was one C3 and one C4 hospital-acquired pressure ulcers notified in the last month; seven C3 community
service-acquired pressure ulcers are advised.
All medication incidents were ≤ low harm.
Reported staffing level issues are within expected levels.

Improvement actions planned and timescales for implementation



The Trust was registered with the Royal College of Physicians’ (RCP) to take part in a pilot “Gaining insights from
inpatient falls” which aims to identify early learning. The pilot was conducted on Ward 4 in April 2021 and the results of
the pilot have been submitted to the RCP and results are expected soon.
Evaluation of the FRESH reporting tool which is designed to maximise learning from those falls resulting in fracture.
Feedback from senior sisters has been positive and it will be reviewed and audited by March 2022 (a revised timeline
due to current clinical prioritizing of staffing).
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Quality, Safety, Experience
Safety – reduction of harm associated with healthcare
acquired infection
Executive Lead:

Reporting Month:

December 21

Amanda Stanford, David Crampsey,

Key Indicators for the Board to note
CDI hospital and community onset healthcare associated numbers

Minimising C. difficile
infections
22021/22 case threshold: 22
Trust cases: 22

2021/22 cases

22

2021/22 threshold NHSE&I

22

Minimising Gram-negative
bloodstream infections
hospital onset
E.coli healthcare associated numbers
E.coli
2021/22 cases

22021/22 case threshold: 57
Trust cases: 17

17

2021/22 threshold NHSE&I

57

P. aeruginosa healthcare associated numbers
P. aeruginosa
2021/22 cases

22021/22 case threshold: 2
Trust cases: 0

0

2021/22 threshold NHSE&I

2

Klebsiella spp.healthcare associated numbers
Klebsiella spp.
2021/22 cases

2021/22 case threshold: 13
Trust cases: 5

5

2021/22 threshold NHSE&I

13

MSSA healthcare associated numbers
MSSA

MRSA infections hospital
onset year to date: 2

2021/22 cases
2020/21 cases
2019/20 cases

6
8
15

Hand hygiene compliance YTD: 97.3%
Flu vaccination frontline clinical staff 20/21: 70% [1675/2400]

Analysis of current performance
In July 2021 NHS England and improvement published target thresholds for individual providers to minimise C. difficile and
Gram negative bacteraemia healthcare infection. Thresholds are based on 2019 counts to avoid capturing changes
related to the pandemic.
In December 2021 the Trust reported:
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CDI – one hospital onset
MSSA
2 E. coli

Outbreaks
COVID-19 Outbreak
Ward 4 outbreak reported in November was closed in December. Summary of outbreaks in December provided in table
below.
Outbreaks with Staff
Only
1

Outbreaks with
Patients and Staff
2

Update on Outbreaks
11 patients and 12 staff
members positive

Staff and patient testing has formed part of the outbreak response, along with increased cleaning. The cause of an
outbreak is rarely attributable to one component.
Improvement actions planned and timescales for implementation
Existing measures in place:
 Swabbing protocols for staff and patients
 Weekly COVID-19 audits
 Continued vigilance and challenge for all staff on compliance with infection prevention and control measures and
adherence to PPE requirements
Updated COVID-19 measures for December:
 Trust responded to UKHSA Briefing note - Update on changes to the management of Omicron issued on
December 14th 2021
 In response to Omicron variant and increase in positive cases occurring in green pathway LFTs were introduced in
the Emergency Department to help identify asymptomatic COVID-19 positive patients before they are admitted into
bed base
 In patient COVID-19 testing increased to day 1, 2, 4, 7 and then every 7 days
 Updated national infection prevention and control board assurance framework version 1.8 and Every Action
Counts risk assessment tools C1501 received 24 December 2021 and in process of review
 Trust responded to changes in staff isolation guidance published in COVID-19: management of staff and exposed
patients or residents in health and social care settings 31st December 2021
 IPC guidance issued for use of inpatient beds on Ward 2.
FFP3 fit testing:
The national fit testing team continued to assist the Trust with fit testing throughout December.
Nationally revised guidance, checklists and sit reps continue to be received on a regular basis. These are implemented and
responded to in a timely manner.
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Quality, Safety, Experience
Clinical effectiveness – no avoidable mortality
Executive Lead:

Reporting Month:

December 21

David Crampsey, Amanda Stanford

Key Indicators for the Board to note
SHMI* ratio [observed: expected
deaths]: Aug 20 to Jul 21 is 0.98
and is banded* 2 or as expected.
(*A method of banding or control limit
is used by NHS Digital to help decide
if a SHMI ratio exceeds expected
limits.)
*Excludes COVID-19 activity.

93.69

90

89.96

80
Jul 18 ‐ Jun
19

Oct 18 ‐ Sep Apr 19 ‐ Mar Jul 19 ‐ Jun Oct 19 ‐ Sep Apr 20 ‐ Mar Jul 20 ‐ Jun
19
20
20
20
21
21

*COVID-19 diagnosis group does not fall
within the 56 diagnosis groups included in the
HSMR.

01/12/21

01/11/21

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/06/20

Trust: latest monthly rate is 1.57% of
all episodes of care

01/05/20

Peer benchmarking- England, All
Acute HES [at least two months in
arrears]: 1.29%

National

5.0%
4.0%
3.0%
2.0%
1.0%
0.0%
01/04/20

Crude mortality:

HSMR

01/03/21

*Emergency weekend HSMR =
108.26 [Within expected range]

100

01/02/21



*Emergency weekday HSMR =
106.15 [Within expected range]

106.5

01/01/21



110

01/12/20

HSMR*: Jul 20 to Jun 21 = 106.50
[Within expected range]

Analysis of current performance






SHMI: for the refreshed reference period the indicator is as expected [Band 2]. Of the diagnoses groups with SHMI
banding, all are as expected.
The funnel plot above shows the SHMI for individual WYAAT providers for the updated reference period. The circles
represent the trusts and the extremes of the range [control limits] are indicated by the broken red line. Whilst all
providers have a SHMI within the expected range, Harrogate and Airedale’s SHMI values are below the baseline with
Bradford, Calderdale, Mid-Yorkshire and Leeds above. (Reads left to right with Airedale the first circle left to right).
HSMR: the high-level measures are within the expected range, including emergency weekend and weekday indices.
Mortality in low risk groups has been excluded in the latest release and is no longer and monitored in the CQC’s
Insight Tool.
Crude mortality is 1.57% of spells this month (78 deaths).

Improvement actions planned and timescales for implementation
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Quality, Safety, Experience
Clinical effectiveness – no avoidable morbidity
Executive Lead:

Reporting Month:

December 21

David Crampsey, Amanda Stanford

Key Indicators for the Board to note

VTE risk assessment completed on
admission
Local target
≥ 95%
Trust in latest month
97.51%

Analysis of current performance



National collection remains suspended (from March 2020) to release capacity to respond to the COVID-19 pandemic,
local monitoring indicates the target threshold continues to be met with a performance shift above expected levels.
A significant shift in performance illustrated in the chart above, commencing April 2020.

Improvement actions planned and timescales for implementation




No targeted action is required at this stage.
The high performance in relation to VTE risk assessment does not negate the need to retain focus on avoidable VTE,
and identify potential hospital acquired VTE.
The ambition remains to have documentation of VTE assessment for all eligible patients.
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Quality, Safety, Experience
Clinical effectiveness - Sentinel Stroke National Audit
Programme (SSNAP)
Executive Lead:

Reporting Month:

December 21

David Crampsey, Amanda Stanford

Key Indicators for the Board to note

SSNAP Domain 2: Overall team-centred rating score for
key stroke unit indicator – a composite score graded on a
five point scale (A ‘much better’ to E ‘much worse’) based
on an assessment of three individual stroke unit indicators.

QTR1 2020/21 = C
QTR2 2020/21 = C
QTR3 2020/21 = B
QTR4 2020/21 = C
QTR1 2021/22 = C
QTR2 2021/22 = C
Local target ≥ B

Analysis of current performance


The Stroke Service provisional scores:
November 2021 D – results released 9th December;
December 2021 C – results released 7th January.
Awaiting QTR3 provisional score.
The dataset captured by SSNAP is currently under review nationally; this process has delayed data released to any
organisation during 2021/22.

o
o


Improvement actions planned and timescales for implementation



Areas of concern:
Stroke Unit – challenges in BRI in getting patient to the Stroke Unit, with capacity adversely affected by Covid-19. A
deep dive to look into this is underway in the Stroke Operational Group.
SALT – There have been issues over a long period of time. It is hoped that with the appointment of a new Band 7 at
BRI, things will start to improve.
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Quality, Safety, Experience
Patient experience – patients living with dementia
Executive Lead:

Reporting Month:

December 21

Amanda Stanford, David Crampsey

Key Indicators for the Board to note

Cognitive screening - % of
eligible patients screened
Local target
≥ 90%
Trust last month:
97.10%

Analysis of current performance
To ensure prompt and appropriate referral to specialist services, all patients aged 75 and over admitted as an emergency
are screened for dementia or delirium.
Performance indicates significant and sustained improvement above the average between November 2020 and August
2021. Adverse variation identified within the Surgical division in recent months has been reviewed with a marked
improvement in the last month.

Improvement actions planned and timescales for implementation
Improving care initiatives include:
 Staff education and practice development: mandatory training for clinical and non-clinical staff – including volunteers
and bank – ensures all staff have knowledge and skills in caring for people with dementia. During the COVID-19
pandemic, dementia awareness training has continued via Microsoft Teams as well as the provision of e-learning
packages
 Patient management and assessment: the Enhanced Care Team was established in July 2020. It comprises of a
Senior Nurse lead and a team of Health Care Support Workers. The Team aims to develop staff knowledge, skills and
experience of working with/ caring for people living with dementia whilst providing additional support and personalised
care for people admitted to the Trust who may be living with dementia or delirium. Due to the impact of the pandemic,
the Enhanced Care Team has been temporarily re-deployed to work in other areas – the team structure is under
review and this will be undertaken once the new lead is established in post.
 The new Lead Nurse for Dementia and Enhanced Care commenced on 6 December 2021.
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Quality, Safety, Experience
Patient experience – Formal complaints
Executive Lead:

Reporting Month:

December 21

Amanda Stanford, David Crampsey

Key Indicators for the Board to note

35

Formal complaints [count]
Trust average April 20 → nine
complaints advised per month
In the last month: 5

30
25
20
Change in
process Feb 21

15
10
5

01/08/21

01/09/21

01/10/21

01/11/21

01/12/21

01/07/21

01/08/21

01/09/21

01/10/21

01/07/21

01/06/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/06/20

01/05/20

01/04/20

0

Formal complaint response time:

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

___ 35 day threshold

01/08/20

44 complaints are unresolved and
outside the 35 day threshold.

01/07/20



01/06/20

Trust average response time Feb
21 onwards for resolved complaints:
74.5 days

01/05/20



140.0
120.0
100.0
80.0
60.0
40.0
20.0
0.0
01/04/20

Local target to resolve complaint:
≥ 35 [working] days

Change in
process Feb 21

Analysis of current performance







The recent increase in formal complaints on average returns continues and is as anticipated in view of ongoing
improvement work to develop and improve quality processes. We continue to benchmark performance against partner
organisations’ to monitor variation. The next release of benchmarking data is February 2022.
While the view is taken that a high complaint rate is less desirable, it is also acknowledged that a high complaint rate is
indicative of a proactive safety culture. To factor in the step change in process, the chart’s control limits have been reset.
Of the five complaints advised in the last month, none are risk rated RED. One had previous PALS contact.
To assess timeliness of closure, the monthly average response time is monitored and has likewise been adjusted, in
this case to reflect the change in assurance process.
The average response time from February 2021 is around 75 days. The timeliness of response continues to be
subject to variation, partly due insufficient data points (there is an inevitable lag on the data) and the recalculation as
outstanding complaints are resolved.
There are currently 44 unresolved complaints outside the threshold with the oldest dating to June 2021. This indicator
should be assessed is in the context of increased complaint numbers from February 2021 and a 2020 pandemic
backlog where responses were paused.

Improvement actions planned and timescales for implementation


Weekly complaints panels are now in place in each division, led by HONS and HOM, supported by the complaints lead
to support investigators through each stage of the complaints process –these are starting to positively impact the position
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however a number of training issues have been identified that are being addressed by this process. There is a varying
response to this intervention with some investigators now needing less support to produce a high quality response
Delays still occurring due to the number of changes required through the QA process- training is ongoing and a library
of resources is being developed to support investigators to improve the quality of responses
Targeted work continues to resolve complaints at 50+ days. This includes support with quality assurance of responses
and investigation skills.
Trajectory has been calculated to drive performance in terms of the number of complaints requiring resolution each week
to demonstrate and improvement. The number of complaints closed each week has now been included in the weekly
tracker.
Investigating Well training has now started for a number of PSMs and Band 7s across the organisation. Although this is
not specifically geared towards complaints it is anticipated that learning from this program will support improved
complaint investigations.
Additional support has been sourced for a 6 month period into the PALS time to support improved access and timeliness
of response to concerns
We continue to explore different ways to support divisional teams with improving the quality of investigations and
responses with a ‘buddy ‘system planned for individuals requiring more intensive support.
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Quality, Safety, Experience
Patient experience – Friends and Family Test [FFT] Patient
Executive Lead:

Amanda Stanford, David Crampsey

Key Indicators for the Board to note
Table 1:
Current
snapshot of all
responses
received and
overall score
across the
whole
organisation

“Overall, how
was your
experience of
our service?”
Table 2:
Analysis of
positive
scores fiscal
rolling three
months

Table 3:
Current
month’s top
ten themes
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Reporting Month:

December 21

Sentiment
analysis [the
opinion,
emotion and
attitude]
towards
current month
inpatient
themes

Analysis of current performance





The NHS Friends and Family Test (FFT) is a quick and anonymous way for those using services to give their views
after receiving care or treatment and allows the Trust to understand satisfaction levels within a service and where
improvements can be made.
Table 2 indicates the positive percentage score across services based on a rolling three months and using the first
month as the benchmark. Over the last three months and across all services, patients have reported a positive score
≥ 90%
The Trust-wide response rate is around 14% over the last three months (2191 responses received in the last month).
The sentiment analysis of both positive and negative trending themes in the last month continues to show a positive
skew across themes, particularly in staff attitude, implementation of care, environment and patient mood/feeling.

Improvement actions planned and timescales for implementation
 Training has been offered to all departments. This is further supported with Aireshare SOPS’s. The offer remains
for department specific training.
 Communication screen saver promotes the use of the system and extra training where required.
 Plan being developed to improve response rates. The main element of these is to push QR codes. The use of QR
code scanning is restricted by the Poor Wifi across Airedale Hospital site.
 The patient experience team is configuring customised reports to explore respondent demographic data. An
update will be provided to the Quality and Safety Committee.
 Reports are being developed to support directorate IPR meetings which will cluster together services into one high
level report for the purposes of these.
On going work to ensure FFT is appropriate for individual departments and services. Some work in adding specific
questions to gather specific information for some services.
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Quality, Safety, Experience
Maternity CQC
inspection:

Safe
Good
20/09/17

Effective
Good
10/8/16

Maternity Safety Support Programme:

Caring
Good
10/8/16

Yes/No

Well Led
Good
20/09/17

Overall
Good
10/8/16

Details as applicable:

Perinatal quality – safety
Executive Lead:

Responsive
Good
10/8/16

Reporting Month: December 21

Amanda Stanford, David Crampsey

Any other Maternity Serious
Incidents this month: zero

Perinatal SIRI

Mar‐22

Jan‐22

Feb‐22

Dec‐21

Nov‐21

Oct‐21

Sep‐21

Aug‐21

Jul‐21

Jun‐21

Apr‐21

May‐21

Mar‐21

Jan‐21

Feb‐21

Dec‐20

Nov‐20

Oct‐20

Sep‐20

Aug‐20

Jul‐20

Jun‐20

3
2
1
0

Apr‐20

Healthcare Safety Investigation
Branch [HSIB] notifications
[fiscal] and any other related
serious incidents

May‐20

Key Indicators for the Board to note

HSIB notifications {+ SIRI)

Themes from complete HSIB investigations 2018–20:

Investigations include:
intrapartum stillbirth, neonatal
death, severe brain injury
[NHSR’s early notification
scheme] and maternal death)

Risk
assessment &
appropriate
care planning
23%

Adherence to
national / local
guidance
46%

Escalation of
concerns /
observations
31%

Actions plans are monitored at the Assurance Panel and Women’s Integrated Governance Group.

Coroner Reg.28/Prevention of future deaths

Safety Champion Feedback
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Yes/No

01/12/21

01/11/21

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/06/20

01/05/20

1.0%
0.8%
0.6%
0.4%
0.2%
0.0%
01/04/20

Proportion of all reported
patient safety incidents
resulting in ≥ moderate
perinatal harm [actual
outcome]

Detail as applicable:

Safety Champion Engagement sessions are held monthly. The next safety champion
meeting is scheduled for January 2022. In the month of December 2021 there was
no safety champion feedback. The unit was continuing to respond to previous
feedback relating to staffing challenges.

Analysis of current performance

Improvement actions planned and timescales for implementation
Safety Champion Engagement and Safety Champion Meeting scheduled for January 2022.
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Quality, Safety, Experience
Perinatal clinical effectiveness: no avoidable perinatal and
neonatal mortality
Executive Lead:
David Crampsey, Amanda Stanford
Key Indicators for the Board to note

2
1

Apr‐20
May‐20
Jun‐20
Jul‐20
Aug‐20
Sep‐20
Oct‐20
Nov‐20
Dec‐20
Jan‐21
Feb‐21
Mar‐21
Apr‐21
May‐21
Jun‐21
Jul‐21
Aug‐21
Sep‐21
Oct‐21
Nov‐21
Dec‐21
Jan‐22
Feb‐22
Mar‐22

0

Antepartum stillbirth

Intrapartum stillbirth

3
2
1
0
Apr‐20
May‐20
Jun‐20
Jul‐20
Aug‐20
Sep‐20
Oct‐20
Nov‐20
Dec‐20
Jan‐21
Feb‐21
Mar‐21
Apr‐21
May‐21
Jun‐21
Jul‐21
Aug‐21
Sep‐21
Oct‐21
Nov‐21
Dec‐21
Jan‐22
Feb‐22
Mar‐22

Latest published figures
2021:
Airedale NHS FT: [Jan –
Dec 2019]
4.29 (3.59 to 5.71) ≥5%
of group average
Excluding congenital
abnormalities:
Airedale NHS FT: 3.59
[3.05 to 4.66].
≤ 5% group average.

Count

Stabilised and riskadjusted extended
perinatal mortality rate
(per 1000 births)
MBRACE-UK
Surveillance [reported
annually].

3

Count

Outlier status for
perinatal and or
neonatal mortality

Reporting Month: December 21

Maternal death

Neonatal death ≤ 7 days

Perinatal death 8 to 28 days

Analysis of current performance
NND <= 7 days advised in Dec 21:- 19/40 (antepartum abruption)

Improvement actions planned and timescales for implementation


4 outstanding PMRTs due for completion. Planed for January, February and March in order to evidence compliance for
CNST Safety Action 1.
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Quality, Safety, Experience
Perinatal clinical effectiveness: no avoidable morbidity
Executive Lead:

Reporting Month: December 21

David Crampsey, Amanda Stanford

Key Indicators for the Board to note
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01/12/21

01/11/21

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/08/20

01/09/20

01/10/20

01/11/20

01/12/20

01/01/21

01/02/21

01/03/21

01/04/21

01/05/21

01/06/21

01/07/21

01/08/21

01/09/21

01/10/21

01/11/21

01/12/21

01/07/20

01/08/20

01/09/20

01/10/20

01/11/20

01/12/20

01/01/21

01/02/21

01/03/21

01/04/21

01/05/21

01/06/21

01/07/21

01/08/21

01/09/21

01/10/21

01/11/21

01/12/21

Trust average in last month:
2.84%

01/06/20

Y&H average @ QTR2 2021-22:
3.9% (denoted --)

01/06/20

2) Proportion of women
with an obstetric
haemorrhage of 1500 ml
or more

01/05/20

Trust average in last month:
4.76%

01/04/20

National Maternity and Perinatal
Audit (NMPA) mean (denoted --)
2017/18 England: 3.3% (latest
available intelligence)

01/05/20

1) Proportion of women
who sustain a 3rd or 4th
degree perineal tear

8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

01/04/20

National Maternity and Perinatal
Audit (NMPA) performance
indicators:

01/07/20

01/04/20

Trust average in last month: 26.8%

01/06/20

Y&H average @ QTR2 2021-22
31.3% of delivery episodes
(denoted --)

01/05/20

Overall C-section [C1-4]

50.0%
45.0%
40.0%
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%

8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

3) Proportion of singleton,

01/12/21

01/11/21

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/06/20

Trust average in last month:
2.42%

01/05/20

National Maternity and Perinatal
Audit (NMPA) mean 2017/18
England 1.1% (latest available
intelligence denoted --)

5.0%
4.5%
4.0%
3.5%
3.0%
2.5%
2.0%
1.5%
1.0%
0.5%
0.0%
01/04/20

term, liveborn infants
with a 5-minute Apgar
score of less than 7

Analysis of current performance




Overall C-section rates are within the expected range for the reference period and in line with the Yorkshire and
Harrogate average at Q2 2021/22.
ATAIN case review meeting planned for the 13/1/22. This will identify themes and trends and any learning to be
shared with the teams. Accuracy of data is being reviewed as some inaccuracies have been noted.
1 ICU admission required transfusion. 16yrs old 34/40 PET/Abruption.

Improvement actions planned and timescales for implementation


Ongoing audit of Avoidance of Term Admissions to Neonatal unit (ATAIN) to ensure early identification of trends or
themes. Audit findings are presented quarterly. Themes will be discussed for shared learning. Revised ATAIN action
plans now include the recommendations from CNST Maternity Incentive Scheme Year 4.
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Quality, Safety, Experience
Perinatal patient experience – service user voice feedback
(The Ockenden Review)
Executive Lead:

Reporting Month: December 21

Amanda Stanford, David Crampsey

Key Indicators for the Board to note

Staff
recommendation
[2020 returns]

Would recommend organization as place to work [reported annually]

Maternity: 74%
AGH overall: 69%

If friend/relative needed treatment would be happy with standard of care
provided by organization [reported annually]

Maternity: 71%
AGH overall: 73%

Proportion of specialty trainees in Obstetrics and Gynaecology responding
with ‘excellent or good’ on how would they rate the quality of clinical
supervision out of hours [reported annually]

83.34%
[2020 Survey]

Perinatal - related complaints 2020/21

Community Paeds

1

Paediatrics

1

EPAU

1

W21

1

Obstetrics
Maternity

3
6

Analysis of current performance
Complaints received in December 2021: 21/187 Maternity. Midwifery care reported to be good. Patient felt she had been
discharged from the service too soon and this contributed to re-admission. Key lines of enquiry include rationales for
decisions made around clinical care. Further details are provided in the accompanying Integrated board Report paper that
describes the quality, safety and performance that aligns with the perinatal surveillance dashboard.

Improvement actions planned and timescales for implementation


Please see accompanying IBR Board Paper for additional narrative that describes the planned actions and timescales
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Quality, Safety, Experience
Perinatal Well-led – Governance and Leadership
Executive Lead:

Reporting Month: December 21

Amanda Stanford, David Crampsey

Key Indicators for the Board to note

10 maternity safety standards
Maternity Incentive Scheme –
progress
Year four: Maternity Incentive Scheme
Safety Standards received in the Trust

The Ockenden Review – outstanding
actions

Safety Action1:- Are you using the PMRT to review perinatal
deaths to the required standards?
Safety Action 2:- Maternity Services Data Set
Safety Action 3:- Avoiding Terms Admissions into Neonatal Unit
Safety Action 4:- Clinical Workforce
Safety Action 5:- Midwifery Workforce
Safety Action 6:- Saving Babies Lives
Safety Action 7:- Maternity Voices Partnership
Safety Action 8:- Local training plan to ensure all six core modules
of the core competency framework
Safety Action 9:- Trust Safety Champions
Safety Action 10:- 100% reporting to HSIB & NHS Resolutions
early notification scheme
All Maternity SI’s must be sent to Trust
Board and at the same time to the LMS
for scrutiny, oversight and transparency.
This must be done at least every 3
months
Can you demonstrate that the Trust
Safety Champions are meeting bi
monthly with the Board Level Champions
to escalate locally identified concern?
To introduce an independent Advocate
role who will be available to families
attending follow up meetings with
clinicians where concerns around
maternity or neonatal care are being
discussed.
Trust must ensure that multi disciplinary
training occurs and must provide
evidence of it. Evidence to be externally
validated through the LMS 3 times per
year.
All women with a complex pregnancy
must have a named consultant lead and
mechanisms to regularly audit
compliance.
Workforce Gap Analysis – including the
additional requirements for the Obstetric
workforce, MDT wardrounds, additional
PA’s and review of existing Job Plans
required and criteria for consultant
attendance

Saving Baby Lives

Process being embedded across LMNS

Awaiting further guidance from National
Teams

Process agreed and being embedded
across the LMNS

Internal audit in process and being
embedded. Further guidance being
awaited for referral criteria’s to Maternal
Medicine Centres. Leeds are the
commissioned trust
Leadership structure and workforce being
reviewed. Business case in progress.
Benchmarking taking place to evidence
compliance to the RCOG (2021) Roles
and Responsibilities of the consultant
providing acute care in obstetrics and
gynaecology.

Full compliance to all five elements. Ongoing audit and monitoring of the Saving Babies
Lives Audits. 8th Consultant recruitment in progress (Pre-Term Lead and Fetal Monitoring
Lead

Analysis of current performance
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Training compliance is being closely monitored due to 1) staff absence 2) re-deployment of staff to acute
areas.

Ockenden




Audits now in place and are being tested and amended as required. Compliance is being monitored at Women’s
Integrated Governance Group. The areas of partial compliance will remain until the audits are fully embedded into
practice.
All Standard Operating Procedures relating to Ockenden have been ratified and are now available for clinical
reference.
No further updates from the Local Maternity System or Regional teams in relation to maternal medicine centres or
independent advocate roles.



Improvement actions planned and timescales for implementation
Please see accompanying IBR Board Paper for additional narrative that describes the planned actions and
timescales
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Quality, Safety, Experience
Perinatal Well-led – Safe Staffing
Executive Lead:

Reporting Month: December 21

Amanda Stanford, David Crampsey

Midwifery vacancies (funded
establishment): Dec -20 –
Jun 21

Birthrate Plus acuity tool
Labour Ward workload
Standard: 1: 28 births
Unit diversions YTD:
July 21 – 1
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Dec‐21

Oct‐21

Nov‐21

01/12/21

01/11/21

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/06/20

01/04/20

Standard: 100% (denoted --)

Band 7:
1.64 WTE
Recruitment has taken place

105.0%
100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
01/05/20

Labour Ward coordinator
supernumerary (actual)

Standard

Band 6:
3.0 WTE
Maternity Leave:- 3.56 WTE

Band 5:
0.0 WTE

Sep‐21

Jul‐21

Midwife to woman ratio (Maternity Unit)

Aug‐21

Jun‐21

May‐21

Apr‐21

Feb‐21

Mar‐21

Jan‐21

Dec‐20

Nov‐20

Oct‐20

Sep‐20

Jul‐20

Aug‐20

Jun‐20

Apr‐20

Funded:- 1:22
Actual: 1:30 (Dec 21)

30
24 27 20 24 26 25 25 25 26 25 24 24 22 24 28 28 28 27 27 29
May‐20

Standard: ≤ 1:28

←

Midwife: woman ratio

Low values are good
Midwife:Women

Key Indicators for the Board to note

August 21 – 1
October 21 – 3
November 21 – 4 [two women
diverted]
Dec 21 – 4

Registered midwives –
Labour Ward fill rates
Standard: 90% - 100%

110.0%
100.0%
90.0%
80.0%
70.0%

Day ‐ Registered Nurses/Midwives
90% Threshold

Night ‐ Registered Nurses/Midwives
100% Threshold

105.0%

One to one care in labour (%
based on confinements)

100.0%
95.0%
90.0%

Standard: 100% (denoted --)

85.0%

Obstetric cover on Labour
Ward

01/12/21

01/11/21

01/10/21

01/09/21

01/08/21

01/07/21

01/06/21

01/05/21

01/04/21

01/03/21

01/02/21

01/01/21

01/12/20

01/11/20

01/10/20

01/09/20

01/08/20

01/07/20

01/06/20

01/05/20

01/04/20

80.0%

Current gaps in rota due to less than full time trainees. These have been managed by
Locums who regularly work with ANHST. Consultant rota vacancy occupied by a long
term Locum.

Analysis of current performance




The 1:1 in labour rates remain good at approx. 100%. December has shown a slight decrease in labour ward
supernumerary status. This is reflective of the vacancy rates, sickness absence and maternity leave.
1:1 care in labour has been maintained.
Midwifery Scrub role to be taken over by theatre teams to improve safety and release midwives from this role.
Business case in progress.

Improvement actions planned and timescales for implementation
Please see accompanying IBR Board Paper for additional narrative that describes the planned actions and timescales.
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Quality, Safety, Experience
Perinatal Quality Surveillance Dashboard Summary
Executive Lead:

Reporting Month: December 21

Amanda Stanford, David Crampsey

Key Indicators for the Board to note
Oct 21

Nov 21

Dec 21

Findings of reviews of all Perinatal Deaths using the real time data
monitoring tool

1 Outstanding
PMRT

3 Outstanding
PMRT – Oct &
Nov

4 Outstanding
PMRT – Jan,
Feb and March
2022

Findings of review of all cases eligible for HSIB reporting

N/A

N/A

N/A

Report on the number of incidents graded Moderate and above

1

Zero

Zero

Training Compliance for staff groups in Maternity related to the core
competencies Threshold >90%

Obs Cons: 100%
RM: 92%
Anaesthetists 82%

Obs Cons: 100%
RM: 92%
Anaesthetists:
82%

Obs Cons:
RM:
Anesthetists:

Staffing on Labour ward – absence rate

13.2% Total

10% Total

15% Total

Midwifery Planned vs Actual average

85%

91.5% Labour
Ward

Gaps in Rotas

Yes – absence
rate 13%

Yes –absences
aprox 10%

Obstetric

Yes – absences
approx. 15%

Maternity
Engagement
Event – service
users and MVP

Service user voice feedback

Staff feedback from frontline champions from Safety walk rounds

Staffing and need
for more
admin/HCSW

Staffing and
equipment

Nil reported

External Organisations (g. HSIB/CQC/NHSR) concerns raised for
actions received directly

0

0

0

Any Coroner prevention of Future death reports (reg 28) received.

0

0

0

Progress in achievement of CNST 10 Safety actions.

Ongoing

Ongoing

Ongoing

2020/21

2021/22

2022/23

Proportion of specialty Trainees in O&G repsonding ‘excellenti or
‘Good’ on how they would rate thequality of clinical supervision out
of hourse. (Reported Annually.)
Proportion of Midwives responding’ agree’ or ‘strongly agree’ they
would recommened their Trust as a place to work or receive
treatment (*Reported Annually)
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74%
No change – annual data
83.3%

Quality, Safety, Experience
Performance Domain:

Well-led - Research

Executive Lead:

David Crampsey, Amanda Stanford

Reporting Month:

Well-led: Research and development position at December 31st 2021
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December 2021

Well-led: Research and Development – fiscal year performance against target
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People and Organisational Development
Performance Domain:

Sickness Absence % Rate FTE

Executive Lead:

Jo Harrison

Reporting Month:

December 2021

Key Indicators for the Board to note

Sickness Absence
Rate
Trust Target
4.00%
Trust In-Month
Sickness Absence %
FTE Rate
5.64%
Trust Rolling 12 Month
Sickness Absence %
FTE Rate
4.88%

Analysis of current performance
The chart above shows sickness trend information for the Trust alongside the latest available local benchmark information,
available up to August 2021. The data includes Permanent and Fixed Term employees and all assignment statuses (excluding
Bank and Locum) and is extracted from the Electronic Staff Record (ESR) system.
Total sickness absence for the Trust at the end of December 2021 was 5.64% which is the same as November 2021. When
excluding Covid sickness this reduces to 4.62% and continues the third month on a downward trajectory. The Trust’s rolling
12 month position rose slightly by 0.01% to 4.88% and remains above Trust target of 4.00%. In December 2020 total sickness
absence was 5.58%.
In December, short term sickness increased by 0.25% points to 2.57% whereas long term sickness decreased by 0.25% points
to 3.07%. The same pattern applied when excluding Covid sickness, short term sickness increased by 0.84% points compared
to long term sickness which decreased by 1.19% points.
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The below table shows a divisional breakdown of sickness absence for December 2021 compared to the previous month.

Service

Corporate
Diagnostics
Integrated Care
Surgical
Telemedicine
Women & Children’s

Target (%)

4.00%
4.00%
4.00%
4.00%
4.00%
4.00%

Sickness Rate
for December
(%)
Including
Covid Sickness
3.48%
4.27%
5.90%
5.44%
2.92%
7.03%

% Increase/
Decrease
compared to
previous
month
↓0.34%
↓0.79%
↑0.30%
↓0.21%
↓0.52%
↑0.06%

Sickness Rate
for December
(%)
Excluding
Covid Sickness
3.17%
2.47%
4.79%
4.55%
2.09%
5.84%

% Increase/
Decrease
compared to
previous
month
↓0.32%
↓1.17%
↓0.24%
↓0.84%
↓0.18%
↑0.04%

Consistent with the November position, the Corporate and Telemedicine divisions were below the Trust target of 4.00% at
3.48% and 2.92% respectively. Four divisions had a decrease in sickness absence in month with Integrated Care increasing
by 0.30% points and Women & Children’s 0.06% points. When excluding Covid sickness, all divisions had a decrease in
sickness absence in December excluding Women & Children’s whose rate increased fractionally by 0.04% points.
The Trust’s top three reasons for sickness remain consistent in December. Mental ill health sickness absence decreased
marginally to 23.72% and remains the top reason across all divisions except Diagnostic Services and Telemedicine. Chest &
respiratory sickness absence saw the biggest increase to 20.77%, 83.77% of this was Covid related. Covid sickness
accounted for 17.97% of all sickness absence in month. Cold Cough Flu remains the third top reason at 9.83%.
Weekly reporting of total absence continues. As of 10th January, records show an additional 81 colleagues were isolating due
to Covid, 62 more than the previous month. This accounts for an additional 2.54% of colleagues absent from work bringing
the overall absence of the workforce to 10.16%.
Improvement actions planned and timescales for implementation
Key actions in January:
1. Weekly wellbeing check-ins for colleagues deployed from home supported by the sharing of guidance and support for
colleagues working remotely.
2. Launch of key wellbeing initiatives in response to recent survey, initiatives being considered include a wellbeing annual
leave day for all staff, complimentary therapies, hot drinks for colleagues and access to food overnight.
3. Review of deployment opportunities across the Trust to maximise availability to respond to demands
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People and Organisational Development
Performance Domain:

Turnover % Rate FTE

Executive Lead:

Jo Harrison

Reporting Month:

December 2021

Key Indicator for the Board to note

Turnover Rate
Trust Target
11%
Trust
11.03%

Analysis of current performance
Turnover data is extracted from the Electronic Staff Record (ESR) system and is based on permanent employees, excluding
those who move internally between departments and Doctors in Training. The chart shows the Trust Turnover Rate % (12
month rolling) FTE. The chart benchmarks the Trust data against the North East and Yorkshire region. The average rolling 12
month turnover rate for the North East & Yorkshire Region was 11.0% in November, current benchmarking data for December
2021 is not yet available.
The Trust’s 12 month turnover rate in December 2021 was 11.03%; this has increased from 10.68% in November 2021 and
is above the Trust target of 11%. At a divisional level Diagnostic Management has the highest 12 month rolling turnover at
16.97% followed by Integrated Care Group at 12.47% and Corporate Services at 11.71%; all other divisions are under the
Trust target of 11%.
The tables below show a divisional and staff group breakdown of the turnover rate % FTE for December 2021 and a rolling 12
month position:
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Service

Turnover Rate for December

Turnover Rate (12 month

(% FTE)

rolling) (% FTE)

Corporate

1.47%

11.71%

Diagnostics

1.54%

16.97%

Integrated Care

0.77%

12.47%

Surgical

0.89%

8.11%

Telemedicine

1.94%

5.66%

Women & Children’s

1.80%

10.19%

Staff Group

Turnover Rate for December

Turnover Rate (12 month

(% FTE)

rolling) (% FTE)

Add Prof Scientific and Technic

1.83%

8.10%

Additional Clinical Services

0.26%

10.90%

Administrative and Clerical

1.28%

9.76%

Allied Health Professionals

2.03%

17.46%

Healthcare Scientists

2.59%

13.13%

Medical and Dental

0.73%

7.54%

Nursing and Midwifery Registered

1.49%

10.81%

There were 33 leavers in December 2021, Women and Children Services had the highest number of leavers in month; followed
by the Integrated Care Group and Surgical Services. The professional groups with the highest number of leavers in December
2021 were Nursing & Midwifery registered with 13 leavers; followed by Administration and Clerical with 7 leavers and Allied
Health Professionals with 5 leavers. The staff group with the lowest rolling turnover continues to be Medical and Dental staff.
Of the 33 leaver’s in-month, 8 left due to retirement age, 25 leavers were as a result of voluntary resignations. The reasons
for voluntary resignation include adult dependant, lack of opportunities, promotion, relocation, work life balance and other/not
known. There were no leaver conversations responses received in December 2021. The previous targeted work with Just R
aimed at exit interviews for nursing colleagues has ceased. This will be replaced by the launch of the ESR enabled leaver
questionnaire.
Improvement actions planned and timescales for implementation
Key actions in January:
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1. Writing out to leavers in the last 12 months to see if they would consider returning to the Trust to support the vaccination
programme/winter pressures.
2. The HRBP Team will continue to review monthly leaver survey data and send the electronic link to all leavers with data
collated the following month. Key themes shared with divisional leadership teams.
3. To send out communication launching the Exit Questionnaire functionality using ESR to support the development of a
standardised national data set
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People and Organisational Development
Performance Domain:

% of Filled/Un-filled Bank & Agency
in hours

Executive Lead:

Jo Harrison

Reporting Month:

December 2021

Key Indicators for the Board to note

Analysis of current performance
Unregistered Nursing - In December the overall fill rate was 58.88% which is a decrease to the November fill rate of 61.89%.
Demand has decreased in December by 131 to 2707 shifts (2838 in November). Filled bank shifts in December decreased to
1557 as opposed to 1793 shifts for November. Shifts filled by agency in December decreased to 37 whereas 62 shifts were
filled in November. Of the 2707 shifts, 1113 were unfilled. In terms of the unfilled shifts, 279 were requested within the 6 week
request period for optimum fill rate meaning there were 834 unfilled shifts which were requested outside of the 6 week request
period for optimum fill rate. Out of these 834 shifts, 423 shifts had 7 days’ notice or less. Of these 128 were for long term
sickness, maternity leave, holiday and vacancies. There were 48 requests for Covid, 110 for enhanced care, 15 HCSW to
replace RN and 130 for seasonal pressures, winter funding, initiative and short term sickness.
Registered Nursing - In December the overall fill rate was 50.67% which is a decrease on the November fill rate of 58.58%.
Demand for shifts has decreased in December by 149 to 1954 shifts (2103 in November) with 964 unfilled. Of the 990 filled
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shifts, 777 were filled by bank and 213 were filled by agency. Of the 964 shifts that were unfilled only 69 were requested within
the 6 week request period for optimum fill rate meaning 895 shifts were requested outside the optimum 6 week request period
with 370 of these with less than 7 days’ notice. Of these 123 of these were due to maternity leave, vacancies, winter funding
and long term sickness. There were 81 for Covid and 165 for seasonal pressures and short term sickness.
Doctors – In December the total fill rate is 86.94% which is a decrease on the November fill rate of 92.39%. Demand for shifts
has decreased in December by 70 to 942 (1012 in November), with 123 unfilled. Of the shifts filled in December, 543 were
filled by bank and 276 were filled by agency. Of the 123 shifts that were unfilled only 10 were requested within the 6 week
request period for optimum fill rate meaning 113 shifts were requested outside the optimum 6 week request period with 62 of
these with less than 7 days’ notice. Of these 39 were due to reasonable adjustments, supernumerary practice, vacancies,
winter funding and annual leave. There were 10 shifts for Covid and 5 for short term sickness.

Improvement actions planned and timescales for implementation
Key actions for January:
1. Focus on maximising temporary staffing fill for the winter period, including a potential surge. Collaboration with
recruitment team to focus on increased recruitment to bank roles.
2. The continued roll out of the SafeCare module to support safe staffing for the in-patient areas for nursing is currently
focused on red flags/professional judgement.
3. Continue the development of the Temporary Staffing activity dashboard, Forward Plan dashboard and Retrospective
dashboard.
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People and Organisational Development
Performance Domain:

Recruitment Time to Hire

Executive Lead:

Jo Harrison

Key Indicators for the Board to note
Overall Time to Hire
Trust
44 days
Duration of Vacancy Open
Local Target
14 calendar days
Trust
10 days
Shortlisting to Interview
Local Target
12 working days
Trust
9 days
Interview to Conditional
Offer
Local Target
6 working days
Trust
7 days
Pre-Employment to
Unconditional Offer
Local Target
18 working days
Trust
18 days

Analysis of current performance
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Reporting Month:

December 2021

The above charts identify the number of working days from advertising to unconditional offer for vacancies across the Trust.
It also identifies the breakdown and how the Trust performs against KPIs for each stage of the recruitment process.
In December 2021 68 adverts were placed. The overall time to hire was 44 days on average which is in line with the Trust’s
target and represents a slight decrease from November. The shortlist to interview stage is within the 12 day target for
December 2021 at 9 days, demonstrating improvement in this area.

Improvement actions planned and timescales for implementation
Key actions for January:
1. The vacancy control process via Trac is to be implemented in January. This will allow the Trust to start reporting the
recruitment time to hire end to end from vacancy authorization. This will be effective from March 2022 data.
2. Undertake a deep dive into date relating to the interview to conditional offer period to understand the 1 day breach in
timescales.
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People and Organisational Development
Performance
Domain:

AfC Staff Appraisal Rate (12 Month
Rolling) % Compliance

Executive
Lead:

Jo Harrison

Reporting Month:

December 2021

Key Indicators for the Board to note
Appraisal Rate
Local Target
90%
Trust
51.82%

Analysis of current performance
Appraisal data is based on Permanent and Fixed Term employees (excludes Bank and Locum), including Active assignment
statuses (excludes Suspensions, Career Break, Maternity and External Secondment) and excluding medical staff and NonExecutives. New Starters are excluded from the data for their first three months in post. Data is taken from the Electronic Staff
Record (ESR) system.
The overall compliance figure for appraisals has increased in December 2021 to 51% which is an increase from November.
The table below shows how compliance has changed across each Division, with an overall increase of 6% in the last 3 months.
Recognising the operational pressures being faced across the Trust and as a result of the ‘Reducing the Burden’ document
the Trust is considering a revised approach based around principles of wellbeing to ensure that colleagues are receiving a
PDR. This approach will be considered further by the People Committee.
In support of timely reporting and recording of PDRs the Trust is continuing the roll out of Manager Self Service, with one area
left to roll out. This will allow managers full access to live data for their teams and services.
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Oct‐21
Service
41.89%
Corporate Services
64.03%
Diagnostics Management
57.12%
Integrated Care Group
35.92%
Surgical Services
33.48%
Women & Children Services
44.88%
Trust Total
Improvement actions planned and timescales for implementation

Nov‐21
55.22%
59.86%
60.04%
45.63%
33.57%
49.23%

Key action for January:
1. To discuss/agree strategy to promote using Manager Self Service for PDRs.
2. Review of temporary PDR arrangements in response to operational pressures.
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Dec‐21
63.67%
60.28%
61.84%
50.00%
33.33%
51.82%

People and Organisational Development
Performance Domain:

Mandatory Training % Compliance

Executive Lead:

Jo Harrison

Reporting Month:

December 2021

Key Indicators for the Board to note
Mandatory Training
Rate
Local Target
90%
Trust

87.56%
Please note data is now
being reported excluding
the previous 3 month
exclusion period.

Analysis of current performance
Mandatory Training data is based on Permanent and Fixed Term employees (excludes Bank and Locum) and is taken from
the Electronic Staff Record system (ESR). Data includes Active assignment statuses (excludes Maternity, Suspensions,
Career Break and Doctors in Training).
The data in the above graph shows mandatory training compliance levels across the Trust on a rolling basis. The data below
shows figures for the last three months, allowing for a direct comparison. From November 2021 to December there has been
a further increase, with overall compliance now at 87.56% with compliance in Integrated Care, Surgery and Womens and
Childrens divisions increasing.
External support continues for the provision of Manual Handling with support from departmental key trainers with a
centralised process for recording. The Clinical Skills team continues to deliver classroom sessions for Basic Life Support
(BLS) however pressures continue with DNAs due to current operational pressures.
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Directorate
Corporate Services
Diagnostics Management
Integrated Care Group
Surgical Services
Telemedicine
Women & Children Services

Oct‐21
91.09%
93.11%
86.66%
85.78%
90.88%
85.37%

Nov‐21
92.35%
93.16%
85.96%
86.32%
92.45%
86.56%

Competence Name
Basic Life Support
Blood Transfusion
Conflict Resolution
Consent
Data Security Awareness (Information Governance)
Dementia Awareness (inc Privacy & Dignity standards)
Equality and Diversity
Fire Safety
Health, Safety and Welfare
Infection Prevention (Level 1)
Infection Prevention (Level 2)
Manual Handling ‐ Object
Manual Handling ‐ People
Safeguarding Adults (Level 1)
Safeguarding Adults (Level 2)
Safeguarding Adults (Level 3)
Safeguarding Children (Level 1)
Safeguarding Children (Level 2)
Safeguarding Children (Level 3 Additional)
Safeguarding Children (Level 3)
Safeguarding Children (Level 4)

Oct‐21
Nov‐21
Dec‐21
68.37% 69.54% 69.12%
88.03% 86.99% 87.73%
91.14% 90.92% 91.74%
81.30% 81.30% 83.77%
88.29% 88.62% 89.64%
93.42% 93.49% 94.01%
94.34% 94.05% 94.38%
85.05% 87.76% 87.76%
94.24% 93.78% 94.38%
89.57% 89.54% 89.45%
85.22% 85.91% 86.15%
90.95% 92.87% 93.57%
69.83% 67.65% 66.82%
91.83% 92.47% 92.56%
89.94% 88.70% 88.53%
94.12% 84.85% 82.86%
86.26% 89.28% 89.03%
80.69% 81.24% 81.89%
79.49% 78.95% 86.84%
88.20% 88.66% 88.36%
75.00% 100.00% 100.00%

Staff Group
Add Prof Scientific and Technic
Additional Clinical Services
Administrative and Clerical
Allied Health Professionals
Estates and Ancillary
Healthcare Scientists
Medical and Dental
Nursing and Midwifery Registered

Oct‐21
88.89%
84.84%
91.93%
88.14%
92.42%
86.98%
75.36%
88.54%

Nov‐21
90.48%
84.92%
93.02%
87.26%
92.65%
89.01%
77.28%
88.07%

Dec‐21
91.46%
92.94%
86.29%
87.13%
93.59%
86.82%

Dec‐21
89.95%
86.55%
92.73%
86.35%
92.65%
89.53%
78.62%
87.65%

Improvement actions planned and timescales for implementation
Key actions for January:
1. Engagement with Subject Matter Experts to reintroduce Mandatory Training Group meetings
2. Continue e-learning refresher training for manual handling to complement the existing key trainer model.
3. Increase Manual Handling Initial sessions and find provision to reintroduce update sessions.
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People and Organisational Development
Performance Domain:

Staff Friends and Family Test

Executive Lead:

Jo Harrison

Reporting Month:

December 2021

Key Indicators for the Board to note

Analysis of current performance
The National Quarterly Pulse Survey focus’ (NQPS) on asking colleagues nine engagement theme questions from the
annual NHS Staff Survey to help provide insight into the experience of our NHS people more regularly. All Trusts are now
required to report data to NHS E&I to allow for more detailed national benchmarking. The NQPS compliments the annual
National Staff Survey but is not directly comparable. NQPS Quarter 4 launched on 7 January 2022 and is live until 31
January 2022. Additional questions have been added relating to the Trusts approach to Zero tolerance and freedom to
speak up. The NQPS will provide a representative view of the staff engagement on a quarterly basis.
The Annual National Staff Survey 2021 closed on 26 November 2021, quality assurance checks have now been completed
and the final overall response rate from Picker is 48.8% (1700 respondents from an eligible sample of 3553 staff). Initial
frequency table results have been received as raw data. From February 2022 the Trust will receive detailed analysis of the
results to allow for an internal review to take place prior to the embargo on results being lifted in March.

Improvement actions planned and timescales for implementation
Key actions for January:
1. Promote the Q4 Staff Friends and Family Test survey following the launch on 7th January with additional questions
about zero tolerance approach and freedom to speak up
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2. Begin internal analysis of frequency table data for the national staff survey
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Finance and Activity
Performance Domain:

Financial Key Metrics

Executive Lead:

Amy Whitaker

Reporting Month:

December 2021

Key Indicators for the Board to note

Analysis of current performance
Key Considerations:







The position at month 9 is a surplus of £1.68m, which is £1.68m better than plan. £0.22m of this relates to donated
asset income. The underlying position excluding this is a surplus of £1.46m.
The value of Waste Reduction Programme (WRP) savings delivered at month 9 is £5m, which is £1.3m better than
plan.
Performance against the NHSI agency cap is an underspend of £0.54m.
Cash is £3.2m ahead of plan as at the end of December 2021. The Trust has submitted an updated plan to cover the
second half of the financial year and the December cash position is measured against this revised plan. The majority
of this movement is due to a receipt of capital funding in late December to facilitate a contractual payment in early
January.
Invoices paid within 30 days (target 95%). Achieved 93.79% on number of invoices paid within 30 days, an increase
of 0.19% on the previous month. Achieved 94.92% on value of invoices paid within 30 days, an increase of 0.35% on
the previous month.
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Finance and Activity
Performance Domain:

Capital and Cash

Executive Lead:

Amy Whitaker

Reporting Month:

December 2021

Key Indicators for the Board to note
Cash

Analysis of current performance
The Trust has submitted an updated plan to cover the second half of the financial year.
The Group cash position at the end of December is £3.2m above this revised plan.
The majority of this movement is due to a receipt of capital funding in late December to facilitate a contractual payment in early
January.
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Capital

Analysis of current performance
The actual capital expenditure to the end of December is £13,668k.
The year to date plan is £16,752k, which is £3,084k underspent.
Expenditure in relation to the repair and replacement works has been less than the original plan. This position will be recovered
by year-end.
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Finance and Activity
Performance Domain:

Pay Expenditure and Analysis

Executive Lead:

Amy Whitaker

Reporting Month:

December 2021

Key Indicators for the Board to note

Analysis of current performance
The reported month end pay position is an overspend of £1.76m. This includes ERF (£1.1m), medical & nurse training
(£0.79m), pathology (£0.30m) and vaccination (£0.15m) costs covered by income. A provision relating to the new associate
specialist and speciality doctor contract is included in M9, with a value of £0.31m. The position excluding these items is an
underspend of £0.89m, this is mainly due to nursing and support to nursing vacancies.
Performance against the NHSI agency cap is an underspend of £0.54m. The NHSI cap is based on 20/21 expenditure and
includes the impact of COVID 19. Performance against the Trust’s internal agency plan is an overspend of £0.36m.
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Pay Analysis Medical

The medical pay position is overspent by £1.26m. This includes £0.81m of expenditure related to elective recovery which is
covered by ERF income. A provision relating to the new associate specialist and speciality doctor contract is included in M9
with a value of £0.31m. The position excluding these items is an overspend of £0.14m which relates to locum and agency
cover for vacancies and sickness across a number of specialities and posts covered by education and training income.

The qualified nursing pay position is underspent by £0.7m at month 9. This underspend predominantly relates to vacancies
across wards and theatres, this also partially offsets the adverse variance on the infrastructure pay line which is related to
the waste reduction programme target.

Page | 65

Support to nursing is underspent by £0.1m. This partially offsets the infrastructure pay line and any ward based apprentice
posts.
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Finance and Activity
Performance Domain:

CIP

Executive Lead:

Amy Whitaker

Key Indicators for the Board to note
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Reporting Month:

December 2021

Finance and Activity
Performance Domain:

Elective Activity

Executive Lead:

Amy Whitaker

Reporting Month:

December 2021

Key Indicators for the Board to note

Weekly elective IP activity during December was in line with previous months with the exception of Christmas week. Day case activity was in line with numbers
seen since summer – average of c.550 per week – again with the exception of w/c 27th December (due to reduced working days).
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Finance and Activity
Performance Domain:

Non-Elective Activity

Executive Lead:

Amy Whitaker

Reporting Month:

December 2021

Key Indicators for the Board to note

The number of patients accessing Urgent and Emergency Care pathways was slightly lower than November with an average of 63 admissions per day. Type 2 attendances
dipped during Christmas week but otherwise there has been no significant change.
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A message from our Chair
Rhys Davies

In 2020 we raised
over £560,000 for
the benefit of
Airedale patients
and staff

The last 18 months have been unprecedented. They
have been some of the hardest times we have ever
experienced within our hospital, our country and
the world. These hard times came hand in hand
with some of the most remarkable stories of
kindness, generosity, compassion and support.
These experiences have touched us all in different
ways and will live with us for a long time to come.
I joined and became Chair of Airedale Hospital &
Community Charity in April 2021 but the journey our
Charity has been on over the last 18 months is incredible.
It is a true reflection of the good things that emerged
from a challenging situation. The Charity has grown and
developed remarkably over this period and this growth
would not have happened without the support and
kindness from many of you in our community, too many
to name in person. So, if you were one of the people
that has helped and contributed in so many ways, then
please accept my sincere and heartfelt thank you on
behalf of the Charity and the patients and colleagues in
our Trust that have benefitted from your generosity.
Throughout the pandemic we have witnessed thousands
of you showing your love for Airedale in many different
ways. There were donations of food and drinks to keep
our colleagues going during the hardest of times;
donations of electrical equipment like the fridges and
televisions from Meritec; we received thousands of sets
of scrubs and scrub bags and of course who could forget
the cards and drawings from our local children. The list
could go on.
In total well over £500,000 was raised to support the
Airedale community in a whole plethora of ways: our
50:50 fundraisers took on various challenges to raise
funds to celebrate Airedale’s fiftieth anniversary; 6 year
old Emilia Bailey was inspired by Captain Tom and raised

over £800 by litter picking in her local community; staff
member Lorraine Wass raised over £2,500 selling
rainbow badges; Broadley’s Bistro in Ilkley donated
£1000 after they turned their restaurant into a drive
through shop during lockdown; and Derek Richards who
walked 50 miles and raised £2,500 to thank Airedale for
the care he received.
The money you raised has been pivotal in our response
to the Covid-19 pandemic. With your help we have been
able to support staff wellbeing, ensure colleagues have
comfortable rest spaces, invested in specialist equipment
and helped to keep patients connected with their loved
ones when they could not see them in person.
It is true to say that we would not have been able to
achieve any of this without the help of our amazing
individual and corporate supporters that we have worked
with over the last 18 months. I would like to thank the
amazing team at NHS Charities Together who have been
outstanding advocates for NHS Charities and
championed our cause on a national level.
So, what can we expect to see in the future? Our small
team is growing to enable us to support the Airedale
community and to help our Charity continue to flourish.
Our commitment to Airedale NHS Foundation Trust and
its local community will continue without falter. In
addition to the help provided above, you will also see
investment in a new website and larger campaigns to
support Airedale’s ambitious future plans.
I cannot close this letter without extending my most
sincere thanks to my fellow trustees and our Charity
team who have worked tirelessly to make a difference to
our colleagues and patients.
I am delighted to present to you our annual report for
2020/21 and look forward to working with you over the
coming year.
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A message from our Director
of Corporate Affairs
Victoria Pickles
In early 2020 the Trust Board approved a relaunch
of the Trust’s Charity which had been in place for
several years. The relaunch included the
development of a new Strategy setting out what we
aimed to achieve and our ambition of how the
Charity would support our patients and our
colleagues working in the Trust. We saw 2020/21 as
year 1 of this new strategy and when we launched
the new look and name for Airedale Hospital and
Community Charity in March 2020, we had no idea
just how impactful it was going to be.
The Covid-19 pandemic has been incredibly challenging for
individuals and communities both in and out of hospital. It
has also brought a love and support for the NHS and the
people who work within it that has, at times, been
overwhelming. Our newly relaunched Charity has enabled
us to ensure that our patients and colleagues within the
Trust really see the benefit of the kindness and generosity
of our local community, our patients, and their families.
This support and generosity mean that our Charity has
grown significantly over the last 12 to 18 months.
Airedale NHS Foundation Trust considers itself to be an
anchor institution for our local community. As a Charity we
have been able to support this through making mutually
beneficial connections with local community groups,
schools, and businesses. For example, following the
fantastic fundraising for the Trust by St Anne’s Catholic
Primary School, the Charity nominated them to receive a
bespoke, handmade piece of wooden furniture as part of
the BBC’s Jay’s Yorkshire Workshop programme which
aired in July 2021. And while our colleagues were receiving

very generous donations of chocolates, hand creams, and
hot meals, we recognised that there were people around
us who were adversely affected economically by the
pandemic so we set up a foodbank within the Trust which
we gave to the local community as part of supporting the
needs of the population we serve. Being an active part of
our community and able to give back to those who
support us is an important part of our strategy. You will
read more about our partnerships in this Report. We were
in the fortunate position of being able to provide new
equipment and activities for patients to mitigate some of
the impact of the pandemic on our patients’ hospital
experience.
During 2021 we launched our Acts of Kindness campaign
aimed at supporting our people and their wellbeing, and
our patients, both within and outside the Trust. We hope
to share this more widely with our partners throughout this
year and into 2022 to deliver this in partnership. The Trust
also has exciting building and new infrastructure
developments on site which the Charity will be
contributing to in progressing services and innovation.
I would like to thank everyone who has supported both
the Trust and its Charity over the last 12 months from the
bottom of my heart. Together we have been able to make
a real difference for those who use and provide our
services. From these very strong
foundations, I look forward
to the possibilities that the
future will bring.
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brought a love and support
for the NHS and the people
who work within it that
has, at times, been
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5

What a year it was
2020

April

We launched our Care for Airedale campaign in
response to the Covid-19 pandemic. Virtual quiz
nights, Covid hair cuts and using daily exercise
time to raise funds, our supporters did it all! The
campaign raised nearly £17,000 to help us care
for the Airedale community.
Physical donations also started to arrive with
drinks, snacks, and even electrical appliances like
fridges, microwaves and televisions from Meritec
in Skipton. The list could go on. Our first
emergency grant funding from the NHS Charities
Together campaign arrived allowing us to quickly
support our frontline.

May
The month continued to be non-stop with donations
continuing to make their way to our colleagues including
hot meals for night shift workers like those from the Dog
& Gun in Crosshills.
Fundraisers in our community continued to think of
innovative ways to raise funds whilst the country was in
lockdown. Luke Westerman and friends undertook a 24
hour gaming challenge to support their local NHS during
the crisis.

After the relaunch of our Charity in March 2020 our
growth continued with the launch of our Charitable
Funds Guide. The guide helps readers understand how
our Charity works and explains to colleagues how to
access the funds raised.

June

We have been overwhelmed with donations from
some very talented supporters throughout the year and
none more so than an amazing portrait of Captain Tom
from our colleague Fernandes Varghese who works in
our Sterile Services Department.
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July
Our plans to celebrate the fiftieth anniversary of Airedale
might have looked very different to what we imagined but
that didn’t stop us. Our 50:50 challenge took shape raising
nearly £2,500. Staff members, patients and our local
community all stepped up to undertake challenges all linked
to the number 50 like Katie Lister, Head of Communications
at the Trust, who walked 50 miles over the month with her
husband Graeme. In the spirit of 50:50, 50% of the
donations went to our colleagues at Friends of Airedale.
Staff member Lorraine Wass worked with colleagues to
produce and sell rainbow badges to support our staff. The
team raised over £3,000 and badges made their way across
the globe, even ending up in Australia!

August
The generosity of our supporters meant we could
support our colleagues come rain or shine. When the
hot weather arrived we made sure to keep everyone
cool by providing cold drinks and ice lollies. This
helped keep people hydrated especially when
working in full PPE.

September
We have been proud to be part of
lots of media campaigns throughout
the year. These include TV features
on Look North, Calendar, The One
Show and Lorraine. Our work with
NHS Charities Together was a
featured story in their campaign with
partners Marks and Spencer.
Colleagues told how the Charity has
helped their physical and mental
wellbeing throughout the pandemic.
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October
We were proud to launch our
‘Leaving a gift in your will’ leaflet
for ‘Make a Will’ month. Inspired
by Captain Sir Tom Moore, Sutton
C of E Primary School embarked
on a walking challenge. We
welcomed Keighley Cougars who
visited to donate over £3,000
from the sales of their NHS shirts.

The gardening team took
delivery of 250 saplings donated
by the Woodland Trust. The
work is a sneak peak of things to
come over the next year as
Airedale Hospital & Community
Charity supports the ‘Edible
Airedale’ project.

November

David Gallagher Funeral Directors remembered all those they cared for
during 2020 – and supported Airedale Hospital & Community Charity in
their memory. A Christmas tree was placed at its Airedale House premises,
with a white light representing each person looked after. The company
donated £2,000 in their memory to Airedale Hospital and Community
Charity helping us to support employee wellbeing and improve the
experience of patients.

December
Your generosity during the very different festive period helped us to
continue to care for Airedale. We partnered up with the Principle Trust to
hold our very first Christmas gift appeal. Our annual Christmas sock day
took place and we were able to provide our staff with a picnic Christmas
lunch and chocolate treat as a thank you for all their work.
Fundraising and
donations continued to
pour in with the Financial
Advice Team at Skipton
Building Society
producing a musical
parody to thank Airedale.
Their efforts raised an
amazing £1,235.
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2021

January

As visiting restrictions within the hospital continued
there was an urgent need for extra equipment to
support the virtual visiting programme. We were
able to fund the purchase of 15 additional iPads to
enable patients to stay in contact with their loved
ones during their stay.
We were delighted to receive a donation of £3,000
from Dechra Pharmaceuticals in Skipton after
employees chose us to be one of the recipients for
their Charity of the year donation.

February
In February we were delighted to receive a grant from Asda
as part of their supporting communities grant round. We
collected trolleys filled with over £750 worth of drinks and
snacks for our Covid vaccination centre, clothes to replenish
and restock our hospital dignity room and lots of craft items
to keep our patients busy whilst staying in hospital.

March
Our ‘Make a Splash’ campaign was launched to help raise funds to
upgrade our hydropool facility at Airedale Hospital.
Poppy, Imogen and Jemima came along to present 100 care packs to our
intensive care team on behalf of Giggleswick School.
Throughout the month we helped to coordinate the delivery of over 500
treat boxes from Lord Burlington at the Bolton Abbey Estate. The boxes
were delivered across all of our sites and gave a huge boost to staff.
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About us
Airedale Hospital & Community Charity is the official charity of Airedale NHS Foundation Trust. We support the staff,
patients and communities of Airedale across 700 square miles of West and North Yorkshire and East Lancashire.

SETTLE HEALTH CENTRE

Harrogate

CASTLEBERG HOSPITAL

Craven

SKIPTON HOSPITAL
ILKLEY CORONATION

East Lancashire

AIREDALE HOSPITAL

Bradford
& Airedale

Leeds

Calderdale

Wakefield
Kirklees

What we do
We want everyone who needs our services to receive the best possible care and support. Our mission is to support
Airedale NHS Foundation Trust to enhance patient care and employee wellbeing.
The funds and support we give enable our colleagues to go above and beyond what would otherwise be possible.
Thanks to the generosity of our supporters, we are able to support and invest in areas in line with the strategy of
Airedale NHS Foundation Trust. We do this by supporting our people, putting the patient in the centre of everything
we do, embracing and encouraging progression, actively seeking out and advocating partnership and collaboration
and caring for the needs of our local population.
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Our commitment to you
Our community and supporters are at the heart of everything we do and we therefore promise:

We will always put you first.
We will always respect confidentiality
and your right to privacy.
We will never put you under any
pressure and always respect your
choice.
We will always work in a timely,
effective and cost-efficient way.
We will always use gifts wisely. We
respect our position as custodians of
supporters’ donations.
Even though we don’t know what the
future might hold we will always do
our best to uphold any wishes you
have about the use of a gift
or donation.
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Our team

Victoria Pickles
Director of Corporate Affairs

Jodie Hearnshaw
Charity Manager

Ciara Walsh
Communications & Charity Assistant

Sarah Medus
Charity Accountant

Our committee
Rhys Davies
Chair & Non-Executive Director

David Crampsey
Medical Director

Andrew Dumbleton
Non-Executive Director

Joanne Harrison
Director of People & OD

Andrew Gold
Chair of Airedale NHS Foundation Trust &
Non-Executive Director

Christine Highley
Public Governor

Rob Aitchison
Chief Operating Officer
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Deputy Medical Director
Annie McCluskey
Head of Nursing
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Year overview
Donations
Legacies
Grants
Gifts in kind

Donations
Legacies
Grants
Gifts in kind
Gains on
investments
Dividends
Other

Gains on investments
Dividends
Other

£146,000
£119,000
£197,000
£6,000
£80,000
£15,000
£2,000

Patient welfare
Staff welfare
Staff training
Medical equipment
IT equipment
Ward environment
Gifts in Kind (Distributed)
Patient welfare
Staff welfare
Staff training

£62,000
£50,000
£10,000
£86,000
£13,000
£33,000
£6,000

Medical equipment
IT equipment
Ward environment
Gifts in Kind (Distributed)

Donations received in year may not necessarily be spent within the same financial year.
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Young fundraisers
Young people play an important role for Airedale Hospital & Community Charity. They are inspirational
and full of energy. Our younger generation are a very special part of the Airedale community who have
the potential to make a huge difference in the world. We are proud to have worked with some amazing
fundraising superstars over the year.

Emilia, age 6, raised over £800
litter picking to clean the streets
for her community
Captain Sir Tom Moore inspired a new generation of
fundraisers. We were delighted to receive a special
donation from fundraising champion Emilia.
Emilia was taking part in the national clap to
commemorate the life of Captain Tom when she told
her mum that she wanted to do something to help.
Mum, Saraya, who also works as a Healthcare Support
Worker at the hospital says:
“We went out for the clap for Captain Tom and I
explained to her before we went out why we were
doing it. When we came back in she asked “What did
he do?” I told her and she said “That’s amazing, I
want to do something like that to help the hospital
with the bad bug.” I told her she could do anything
she wanted to do, thinking she’d want to do a bake
sale, but she wanted to do litter picking. She said she
wanted to make the streets nice and clean for
everybody.

Emilia

“It started from there and she was really keen, she was
always wanting to go out and litter pick. Proud
doesn’t even come close, we’re just so in awe of her.
She’s amazing and she’s got the biggest kindest heart.
She is always wanting to help other people.”

Ronnie

“I have Type 1 diabetes so I’m at Airedale a lot. I
always get the best care and help from
everyone that looks after me so I’m always
interested in how I can say thank you and help
other kids like me. I’ve done fundraising before
to buy Nintendo Switches for the Children’s Unit
and in July I took part in Airedale’s 50:50
challenge by walking 50 kms with my dog Frank.
With the help of my friends, family and school I
raised £250 and had lots of fun.”
Ronnie, age 13
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Airedale
superstars!
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In February St Anne’s Catholic
Primary School in Keighley
asked us to join in with their
health week.
Despite the ongoing restrictions the country faced,
St Anne’s were determined to go the extra mile.
The week covered topics such as healthy eating,
online safety, road safety and mental health. As
well as exercising and learning how to stay safe
and healthy, St Anne’s chose to raise money for
Airedale to support those who have cared for their
community throughout the pandemic.

“We thoroughly enjoyed raising money for a local
and such a crucial charity. Not only did they support
us in planning the week, but also donated prizes
and even led a virtual lesson on the different roles
at the charity and the hospital.
We are so lucky to have built this supportive
and long-lasting relationship with not
only the charity but with the hospital
too. We look forward to working
together more in the
future.”

During the week staff took part in a virtual bike
ride, taking it in turns to cycle on an exercise bike.
There were live cycle sessions every day including
assembly time delivered from the bike. The team
kept track of how far they went with regular
updates being posted on their social media and
school website. Families at home were asked to
join in and share pictures and videos of how far
they went.
The Charity team were delighted to be involved in
a live Q&A session covering topics such as NHS
careers, what has the hospital been like during the
pandemic and our favourite question of all from
Harley: ‘Tea or coffee?’

Mr Paul Booth, Head
Teacher at St Anne’s
Catholic Primary School

We were so proud to learn that the whole
school raised over £2,500 and loved
working with them.
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Brendan Brown
with thank you cards
from Sutton in Craven
Community Primary School
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Throughout the year we were delighted to receive £159,000 in
grant funding from NHS Charities Together.
Using funding from NHS Charities
Together we were able to purchase air
flow hoods for our ICU team. Here
Matron Nicky Denbow reflects on the
difference this equipment has made.

By September 2020 our teams on the frontline
of the pandemic had been wearing full PPE
every day for nearly six months.
Most staff members were wearing this PPE for
eight hours a day but some for up to 12 or 13
hours at a time. The experience when using
this amount of PPE was hard on our colleagues’
wellbeing. Skin damage was occurring on
noses and cheeks and the way people had to
breathe in the PPE was heavy and strained.
Warm weather brought with it additional
challenges when trying to keep people cool.
With the help of NHS Charities Together,
Airedale Hospital & Community Charity was
able to purchase 40 air flow hoods for our
critical care team.

So what are the benefits and how has
the provision helped?
The donning and doffing (the putting on and
taking off) of normal PPE is intensive. Donning
can take up to 15 minutes at a time and
requires two people to be involved to safely
equip just one person. The process for doffing
includes the need to hand wash three times
and also takes up to 15 minutes. The time to
put on and take off PPE is time taken away
from clinical activity and being at the patients
bedside so this needed to be factored into
patient care and rotas.
The difference in donning and doffing an air
flow hood is tremendous. It takes one person
just three minutes to put a hood on safely,
meaning that staff members can react quickly
in an emergency. The hoods are comfortable to
wear and they blow filtered, cool air around
the face, reducing the need for suction so
there is no damage to nose or cheeks.
Another impact of wearing PPE is the increased
difficulty in communicating both with
colleagues and patients alike. This has a huge
impact on patient care. The hoods have a clear
plastic front so that the full face can be seen.
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Within 25 minutes of Nicky donning her air flow
hood for the first time she had a remarkable
experience.
“We had an elderly gentleman who was extremely
hard of hearing and had been on our acute
respiratory unit (ARCU) for three days. For those
three days the only way of communicating with
this gentleman was by writing on a whiteboard as
he relied on lip reading to help him get by and he
just couldn’t see anyone’s face behind their mask.
When I went to see him with my air flow hood on
he was able to see my face and for the first time
during his stay he was able to have a
conversation.”
“The ability for patients and their relatives to see
our faces was never more important than when
we were having end of life conversations. For
patients and relatives to see our smile at such a
distressing time means so much.”
The use of the air flow hoods has no doubt also
been better for the environment by reducing the
need for disposable PPE and clinical waste.
Finally, the impact on employee health and
wellbeing is overwhelmingly positive. Every
member of the team received their own hood
which gave them a huge boost. The air flow
hoods also made it easier for staff members to
drink, therefore preventing dehydration and
avoiding urinary tract infections.

As members of NHS Charities
Together we were delighted to
follow Captain Sir Tom’s fundraising
journey. As a local lad we were
proud to see him breaking world
records, making fundraising history
and raising tens of millions of
pounds.
We benefitted from funds raised
not just by Captain Sir Tom, but
also the thousands of people who
supported NHS Charities Together.
As well as the items funded,
Airedale has a lasting legacy to
Captain Sir Tom which stands
proudly in the main reception at
Airedale Hospital.

A huge thank you to NHS Charities Together for
helping us invest in this life changing equipment.
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Look what we have
achieved together
Thanks to the incredible generosity of the Airedale
community we raised more than £500k together.

Gifts in kind
Our community came out in their hundreds to keep our
staff supplied with drinks and snacks, hand cream and
sanitiser, lip balm, easter eggs and scrubs. If you donated
gifts, thank you.

A big thank you
Our most grateful thanks and those of our
Corporate Trustees go to all the patients, relatives,
colleagues, families, businesses and our local
communities who have supported us.
Our colleagues and patients have
benefitted from improved services,
wellbeing and facilities because of
the overwhelming support through
your donations, legacies and
other forms of giving.

“Thank you for giving me the
opportunity to donate, it’s
certainly given me a sense
of pride that I will never
forget. It is a memory
to treasure.” – V

“We came away with
big smiles. We just
wish we could do
more.” – D
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“It made me so proud handing
over the donation from our
group. I am so pleased that
we could give something
to all your fantastic
hard-working
staff.” – R
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How we
showed our
love for
Airedale
Water coolers

Here are just a few of the items
we have provided

We were delighted to purchase and supply 15
new water coolers in a number of areas across
Airedale to increase access to fresh chilled
water. The water is piped through the water
cooler to reduce environmental impact.
One of our elderly wards that has been on the
frontline caring for patients with Covid-19
were one of the first to have their water
cooler installed. Katie Widdop, Senior Sister
gave us her thoughts:
“We have around 35 members of our team on
our ward and that’s not including doctors,
therapists etc who visit the ward every day.
Everyone is benefiting from the water cooler
as it is in a prime place on the ward by the
dayroom and nurses’ station so everyone can
see it and “think drink”. We have cups
provided with a little cup holder and we also
have flavoured juices that everyone can use.
“On average we have around 10 staff on duty
at any one time, around the clock. We
encourage our patients to use the facility too
as it’s by the day room, so when patients are
sat having meals (socially distanced) we offer a
nice cold drink. We use it on our tea-round as
well, especially as the water is lovely and cold
– you just don’t get that out of a tap.
The feedback from staff is that they love it! It’s
easy to use, no mess and because it’s visible it
actually encourages staff to drink which helps
reduce headaches and just take five minutes
to rest.”

Activity boxes
With visiting restricted we saw an increased need for
ways to keep our patients active during their stay. Our
activity boxes were filled with board games, puzzle
books, jigsaws and more.

Bike shelters
As an organisation we are committed to reducing our
environmental impact. Working with City Connect we
secured funding to expand our lockable bike storage
facilities at Airedale Hospital. The new bike sheds give
peace of mind to our colleagues who know their
property is secure and encourages more people to cycle
to work.
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Making the most of our
green space
We occupy a very special location at
Airedale. We are surrounded by green
spaces and peaceful countryside views.
The need for outdoor rest facilities
became even more evident during the
Covid-19 pandemic. Airedale Hospital &
Community Charity donated 20 picnic
benches to encourage colleagues to get
out in the fresh air for their breaks. We
also supported our gardening team to
landscape different areas and plant
colourful flowers across our sites.

Community kit bags

Portable wheelchair scale

Throughout the Covid pandemic our
community services have been
required to develop different ways of
working to ensure they stay safe and
protect our patients too. As a result
there was an urgent need to provide
our community teams with extra
equipment. This equipment was
previously shared between team
members; however the addition of
new equipment has helped create a
truly agile workforce with an
opportunity to increase productivity
and support the increasing complexity
of people in crisis. We were delighted
to supply the teams with over 60 new
complete full kit bags, eight Pulse
Oximeters and various other
equipment.

Our Dietetics team asked us to help purchase a wheelchair
ramp scale. These scales can be transported easily by dietitians
during home visits to accurately weigh patients in wheelchairs.
Until now options for people in wheelchairs to keep an eye on
their weight have been limited and often required a trip to
somewhere with suitable scales, e.g. a trip to a day centre or
the hospital – not always possible and in the current
environment of lockdown and self-isolation, these options are
much reduced. The beauty of these scales is that they will
pack into the boot of a car and can be set up in someone’s
home or any location.
Changes in weight tell us a lot about our health and picking
up changes quickly can help prevent problems such as
infections, falls and lethargy associated with unintentional
weight loss, or diabetes and heart conditions resulting from
weight gain.
Our nutritional needs change with factors such as activity
levels, age and medical conditions. When someone is eating
normally they can increase or decrease what they eat to
compensate – and we have hormones which tell us when we
are hungry or full. People who obtain their nutrition through a
feeding tube usually follow a specific feeding regime which is
not governed by hunger/fullness. For these people monitoring
weight is especially important, so that feeding plans can be
amended. We look after a lot of people who are in
wheelchairs and a good number of these use feeding tubes,
so these scales will get a lot of use. Thank you!
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Looking forward
Thanks to you the future of Airedale Hospital &
Community Charity looks bright.
During 2021 we have continued to develop and grow as an organisation to support
Airedale NHS Foundation Trust and our local community for many years to come.

Some of the key areas of focus for our Charity:
Anchor in the community
Our goal is to be at the very heart of our community, your community. Over
the next year we will continue to work hard to be a bright light for Airedale
NHS Foundation Trust, helping to improve our facilities, patient and
employee wellbeing as well as supporting you, our patients. We also see
our role as an ambassador for the Trust, identifying ways in which we can
work more closely together with local businesses, community groups,
schools and other local charities and give something back to local people
who have so generously supported us.

Work with our younger generation
The development of our Youth Ambassador Programme and Super School
Supporter Club are just two of the ways we are investing in young people.
As our future leaders, supporters and patients they are pivotal to our work
and have huge potential to help us thrive.

Ambassadors
We are keen to link our charity even closer to our local communities and
we therefore pledge to make even stronger connections with the people
who are the voice of your community.

Airedale AOK
Our AOK (acts of kindness) Airedale campaign shows that we put
kindness at the heart of everything we do. We hope our campaign will
encourage others and inspire our communities to be kind, and that it will
become a core focus of our Charity.
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Thank you!
Without you, we wouldn’t be where we are today.
Throughout this extraordinary year, the support of our communities has been
incredible. At a time when it has been more important than ever, it has
provided a real focus on staff and patient wellbeing.

Photograph taken by Amina Abu El Hawa from the ED team.
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A closer look
The Corporate Trustee presents the Airedale
Hospital & Community Charity Annual Report
together with the independently examined
financial statements for the year ended 31 March
2021.
The Corporate Trustee is responsible for preparing
the Trustees’ Report and the financial statements in
accordance with applicable law and UK Accounting
Standards. The law applicable to charities in
England and Wales requires the Trustee to prepare
financial statements for each financial year which
give a true and fair view of the state of affairs of
the Charity and of the incoming resources and
application of resources of the Charity for that
period.

The Corporate Trustee is responsible for keeping
accounting records which disclose with reasonable
accuracy the financial position of the Charity and
enable them to ascertain that the financial
statements comply with the Charities Act 1993, the
Charity (Accounts and Reports) Regulations 2008
and the provisions of the trust deed. They are also
responsible for safeguarding the assets of the
Charity and hence for taking reasonable steps for
the prevention and detection of fraud and other
irregularities.
The Report and financial statements include all the
separately established funds for which Airedale
NHS Foundation Trust is the sole beneficiary.
The Charity has a corporate trustee: Airedale NHS
Foundation Trust. The members of the Board of
Directors who served during the financial year
ended 31 March 2021 were as follows:

Andrew Gold

Chair

Brendan Brown

Chief Executive

Rob Aitchison

Chief Operating Officer

Jill Asbury

Chief Nurse until December 2020

Amanda Stanford

Director of Quality & Patient Safety until
December 2020 (non-voting)
Chief Nurse from January 2021

Andrew Copley

Director of Finance until June 2020

Amy Whitaker

Interim Director of Finance July – October 2020
Director of Finance from November 2020

Joanne Harrison

Director of People & OD

Karl Mainprize

Medical Director until April 2020

David Crampsey

Interim Medical Director May–August 2020
Medical Director from September 2020

Victoria Pickles

Director of Corporate Affairs (non-voting)

Stuart Shaw

Director of Strategy and Planning (non-voting)

Nadira Mirza

Deputy Chair

Rhys Davies

Non-Executive Director

Andrew Dumbleton

Non-Executive Director

Melanie Hudson

Non-Executive Director

David Wharfe

Non-Executive Director

Andy Withers

Non-Executive Director
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Reference and administrative details for the Charity,
Trustee and Advisers
The charity

The Trustee

Airedale Hospital & Community Charity (the
‘Charity’), is a public benefit entity. The Trustee
has regard for the Charity Commission’s guidance
on public benefit as set out in section 4 of the
2006 Charity Act. This report outlines the activities
of the Charity in furthering the Charity’s purposes
for the public benefit.

Airedale NHS Foundation Trust is the Corporate Trustee of
the charitable funds governed by the law applicable to
Trusts, principally the Trustee Act 2000 and the Charities
Act 2006.

The Charity was entered on the Central Register
of Charities on the 15 November 1995 as Airedale
NHS Charitable Funds and was formed under the
umbrella charity model with a number of
subsidiaries. Following structural changes within
the NHS, the subsidiaries were removed in 2008.
The Charity changed its name to Airedale NHS
Foundation Trust Charitable Funds following
Airedale NHS Trust achieving Foundation Trust
status on 1st June 2010. There was a further
name change in March 2020 when the Charity
changed its name to Airedale Hospital &
Community Charity to encompass all aspects of its
strategic aims.
Funds received by the Charity are accepted, held
and administered as funds and property held on
trust for purposes relating to the health service in
accordance with the National Health Service Act
2006 and the National Health Service and
Community Care Act 1990 and these funds are
held on trust by the corporate body.

The Foundation Trust’s Board of Directors devolved
responsibility for the ongoing management of funds to the
Charitable Funds Committee (‘the Committee’) which
administers the funds on behalf of the Corporate Trustee.
This committee was formed on 20 December 2007.
The names of those people who served as agents for the
corporate trustee and were members of the Committee
during the financial year ended 31 March 2021, as
permitted under regulation 16 of the NHS Trusts
(Membership and Procedures) Regulations 1990 were as
follows:

Rhys Davies

Non-Executive Director
(Chair from 1 April 2021)

Andrew Dumbleton

Non-Executive Director
(Chair until end March 2021)

Andrew Gold

Chair of Airedale NHS Foundation
Trust and Non-Executive Director
(joined 1 January 2021)

David Wharfe

Non-Executive Director
(until 30 June 2021)

Rob Aitchison

Chief Operating Officer

David Crampsey

Medical Director

Joanne Harrison

Director of People & OD

Alan Hart-Thomas

Deputy Medical Director

Annie McCluskey

Head of Nursing

Christine Highley

Public Governor

Neil Helm acted as the principal officer overseeing the day to
day financial management and accounting of the Charity
during the year to 31 March 2021. Victoria Pickles acted as
Director of Corporate Affairs and Group Company Secretary
overseeing the governance elements and overall management
of the Charity during the year to 31 March 2021.
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Principal office
Airedale Hospital & Community Charity
c/o Airedale NHS Foundation Trust
Airedale General Hospital
Skipton Road
Steeton
Keighley
BD20 6TD
Principal professional advisers
Bankers
Barclays Bank PLC
77 North Street
Keighley
BD21 5BD

Investment Fund Managers
Castlefield Investment Partners LLP
1 Portland Street
Manchester
M1 3BE

Auditors
Grant Thornton UK LLP
1 Whitehall Riverside
Leeds
LS1 4BN

(until October 2021)

Structure, Management and Governance
Structure

Management

The Charity has one key NHS wide objective:

The Charity’s unrestricted fund was established using the
model Declaration of Trust and all funds held on trust as
at the date of registration were either part of this
unrestricted fund or registered as separate restricted
funds under the main charity. Subsequent donations and
gifts received by the Charity that are attributable to the
original funds are added to those fund balances within
the existing charity.

“The Trustee shall hold the trust fund upon trust to apply
the income, and at their discretion, so far as may be
permissible, the capital, for any charitable purpose or
purposes relating to the National Health Service.”
The Charity also has a number of objectives developed
and linked specifically to the needs and objectives of
Airedale NHS Foundation Trust:
•
•
•
•
•

To support our people and their wellbeing
To improve the patient experience
To progress services and innovation within the Trust
To support services delivered in partnership
To support the needs of the population we serve.

The Corporate Trustee has regard to the Charity
Commission guidance on public benefit in section 4 of
the Charities Act. Accordingly, the Committee ensures
that funds are used for the benefit of, and enhancement
to, the care of patients and well-being of staff. This is
achieved through the provision of medical and
non-medical equipment that otherwise would not be
available for purchase through public NHS funding. The
Charity is also able to fund enhanced patient care by
providing additional nurse training and education which
otherwise would not be available. The benefits of
providing new equipment and enhanced care is available
free of charge to all members of the public and patients
using Airedale NHS Foundation Trust’s service.

The Corporate Trustee fulfils its legal duty by ensuring
that funds are spent in accordance with the objects of
each fund and, by designating funds, the Trustee
respects the wishes of our generous donors to benefit
patient care and advance the good health and welfare
of patients, carers and staff.
The Corporate Trustee and the agents of the Corporate
Trustee have regard to the public benefit guidance
issued by the Charities Commission when exercising any
powers or duties to which the guidance is relevant.
Where funds have been received which have specific
restrictions set the by donor, these have been managed
accordingly.
The charitable funds available for spending are allocated
to specialties within the Trust’s directorate management
structure. Each allocation is managed by use of a
designated fund within the general unrestricted fund.
For example, there are charitable funds for medicine
which include allocations for each of the wards and
within surgery the funds include allocations for
Ophthalmology, Cardiac and Theatres.
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The Director of Corporate Affairs of the Trust who,
under a scheme of delegated authority approved by
Corporate Trustee, has day to day responsibility for the
management of the Charitable Fund and must
personally approve, on behalf of the Corporate Trustee,
all expenditure over £1,000 with an upper limit of
£7,500 using their delegated authority. The Committee
has delegated authority to approve expenditure over
£7,500 with an upper limit of £50,000. Expenditure of
£50,000 and above requires approval by the Trust’s
Board of Directors acting in their capacity as the
Corporate Trustee.

Governance
Members of the Board of Directors and the Charitable
Funds Committee are not individual trustees under
Charity Law but act as agents on behalf of the
Corporate Trustee.
Acting for the Corporate Trustee, the Charitable Funds
Committee is responsible for the overall management of
the Charitable Fund. The committee is required to:
•
•
•

•

•

Control, manage and monitor the use of the fund’s
resources;
Manage and monitor the receipt of all income;
Ensure that ‘best practice’ is followed in the
conduct of all its affairs fulfilling all of its legal
responsibilities, ensuring the Charity operates and
complies with current legislation;
Ensure that the Investment Policy, approved by the
Board as Corporate Trustee, is adhered to and that
performance is continually reviewed whilst being
aware of ethical considerations; and
Keep the Board fully informed on the activity,
performance and risks of the Charity.

The Trust has established separate appointments
committees in line with the NHS Code of Governance –
the Nominations and Remuneration Committee deal
with the appointment of Executive Directors, and an
Appointments and Remuneration Committee deal with
the appointment of Non-Executive Directors.
The Charity has adopted the Institute of Chartered
Secretaries and Administrators guidance for the
production of an induction pack for newly appointed
members of the Board of Directors and the Committee.
This pack provides information about the Charity,
including the governing document, the Committee
terms of reference, trustees’ annual report and accounts,
budgets and minutes, and information about
trusteeship, including Charity Commission booklet CC3,
The Essential Trustee.
The accounting records and the day to day
administration of the funds are dealt with by the Trust’s
Finance Department located at Airedale General
Hospital, Skipton Road, Steeton, Keighley, BD20 6TD.

Risk Management
The risks to which the Charity is exposed have been
identified and are logged on a risk register. The risk
register is reviewed on a regular basis and systems
established to mitigate those risks.

Independent Financial Scrutiny
Grant Thornton LLP (Airedale NHSFT’s external auditor)
undertook a statutory independent examination of the
financial statements for the charitable funds.
Independent Examination is permitted by the Charities
Commission for a charity of this size. Independent
examination is a ‘light touch’ scrutiny wherein the
examiner is only required to confirm whether any
material matters of concern have come to their
attention, and excludes the audit requirement to provide
an opinion on whether a charity’s accounts give a ‘true
and fair view’. They gave an unqualified report on the
accounts.

Principal Risks and Uncertainties
The Corporate Trustee has considered the key risks to
which the Charity is exposed:
1) A fall in income from donations
The trustee has arrangements in place to mitigate those
risks. The Corporate Trustee aims to mitigate the risk
that income will fall by supporting the fundraising team
with increasing the charity’s visibility in the local
community and beyond. The Charity has also undergone
a rebranding exercise to modernise its style,
communications and approach. Robust internal
governance ensures that the Charity is only spending
funds that are available.
2) A fall in income from investments
The investment portfolio is well diversified to help
protect the Charity against any fall in value of a
particular market. The Investment Manager holds a
discretionary mandate which enables them to make
investment and divestment decisions on the Charity’s
behalf. The Charity has benchmarked its portfolio
performance against that of other neighbouring NHS
charities and as a result elected to pro-actively re-tender
for its investment manager in 2021/22.
Both of the above help minimise the principal risks and
uncertainties and allows the Corporate Trustee to
consider the Charity to be a going concern.

Financial statements
Throughout 2020/21 the Charity continued to support a
wide range of health related activities benefitting both
patients and staff. In general, they are used to purchase
a variety of additional goods and services that the NHS is
unable to provide.
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Annual financial statements for the
year ended 31 March 2021
Foreword
These financial statements cover the year from 1 April
2020 to 31 March 2021, and have been prepared by the
trustee based on a going concern basis.
These accounts have been prepared by the Trustee in
accordance with “Accounting and Reporting by
Charities: Statement of Recommended Practice” (FRS
102) issued in October 2019, the Charities Act 2011,
and the Charities (Accounts and Reports) Regulations
2008.

Main purpose of the funds held on trust
The main purpose of the charitable funds held on trust is
to apply income for any charitable purpose relating to
the National Health Service wholly or mainly for the
services provided by the Airedale NHS Foundation Trust.

The trustee is required to act in accordance with the
trust deed and the rules of the charity, within the
framework of trust law. The trustee is responsible for
keeping proper accounting records, sufficient to disclose
at any time, with reasonable accuracy, the financial
position of the charity at that time, and to enable the
trustee to ensure that, where any statements of
accounts are prepared by the trustee under section
132(1) of the Charities Act 2011, those statements of
accounts comply with the requirements of regulations
under that provision. The trustee has general
responsibility for taking such steps as are reasonably
open to the trustee to safeguard the assets of the
charity and to prevent and detect fraud and other
irregularities.

Signed on behalf of the trustee:

Statement of trustees’ responsibilities
Under charity law, the trustee is responsible for
preparing the trustee’s annual report and accounts for
each financial year which show a true and fair view of
the state of affairs of the charity and of the excess of
expenditure over income for that period.

Name: Rhys Davies – Chair of Charitable Funds
Committee
Date:

In preparing these financial statements, generally
accepted accounting practice requires that the trustee:
•

select suitable accounting policies and then apply
them consistently,

•

make judgments and estimates that are reasonable
and prudent,

•

states whether the recommendations of the SORP
FRS 102 have been followed, subject to any
material departures disclosed and explained in the
financial statements,

•

states whether the financial statements comply with
the trust deed, subject to any material departures
disclosed and explained in the financial statements,

•

prepares the financial statements on the going
concern basis unless it is inappropriate to presume
that the charity will continue its activities.
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Statement of Financial Activities for the
year ended 31 March 2021

Note

Unrestricted
Funds

Restricted Endowment
Funds
Funds

Total Funds

2020/21

2020/21

2020/21

2020/21

2019/20

£000

£000

£000

£000

£000

468

0

0

462

383

2

0

0

2

4

15

0

0

15

23

479

0

0

479

410

6

(44)

0

0

(44)

(38)

Grants payable and Gifts in Kind
distributed

7

(260)

0

0

(254)

(141)

Support costs

9

(34)

0

0

(34)

(41)

(332)

0

0

(332)

(220)

Donations and legacies

3

Other trading activities
Investments

5

Total incoming resources
Expenditure on:
Raising funds
Charitable activities

Total expenditure
Net gains/(losses) on investments

13

Net income/(expenditure)
Transfers between funds
Net movement in funds

80

0

0

80

(68)

227

0

0

227

122

0

0

0

0

0

227

0

0

227

122

1,077

0

4

1,081

959

1,304

0

4

1,308

1,081

Reconciliation of funds
Total funds brought forward at
1st April 2020
Total funds carried forward at
31st March 2021

18

The notes at pages 36–45 form part of these accounts.
All gains and losses recognised in the year are included in the Statement of Financial Position.
All the results on the Statement of Financial Activities are derived from continuing operations.
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Balance Sheet as at 31 March 2021
Note

Unrestricted Restricted Endowment Total at 31 Total at 31
Funds
Funds
Funds March 2021 March 2020
£000

£000

£000

£000

£000

580

0

0

580

506

580

0

0

580

506

Fixed assets
Investements

13

Total fixed assets
Current assets
Debtors

14

11

0

0

11

31

Cash and cash equivalents

15

835

0

4

839

616

846

0

4

850

647

122

0

0

122

72

724

0

4

728

575

1,304

0

4

1,308

1,081

Total current assets
Liabilities
Creditors falling due within one year

16

Net current assets/(liabilities)
Total assets less current liabilities

0

0

0

0

0

1,304

0

4

1,308

1,081

0

0

4

4

4

Unrestricted Income Funds

1,304

0

0

1,304

1,077

Total Charity Funds

1,304

0

4

1,308

1,081

Creditors falling due after more than one year

Total net assets or liabilities
The funds of the Charity
Endowment Funds

18

The notes at pages 36–45 form part of these accounts, signed on behalf of the trust by Rhys Davies
(Chair of the Charitable Fund Committee)
Signed:
Date: 26 January 2022
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Statement of Cash Flows for the year
ended 31 March 2021
Note

31 March
2021

31 March
2020

Total Funds
£000

Total Funds
£000

17

202

(193)

Dividends, interest and rents from investments

5

15

23

Proceeds from the sale of investments

13

96

15

Purchase of investments

13

(90)

(11)

21

27

223

(166)

616

782

0

0

839

616

Cash flows from operating activities:
Net cash provided by (used in) operating activities
Cash flows from investing activities:

Net cash provided by (used in) investing activities
Change in cash and cash equivalents at the beginning of the reporting
period
Cash and cash equivalents at the beginning of the reporting period
Change in cash and cash equivalents due to exchange rate movements
Cash and cash equivalents at the end of the reporting period
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Notes on the accounts
1. Accounting Policies
a) Basis of Preparation
The financial statements have been prepared under the
historic cost convention, with the exception of
investments which are included at fair value.
The accounts (financial statements) have been prepared
in accordance with the Statement of Recommended
Practice: Accounting and Reporting by Charities
preparing their accounts in accordance with the
Financial Reporting Standard applicable in the UK and
Republic of Ireland (FRS 102) issued in October 2019
and the Financial Reporting Standard applicable in the
United Kingdom and Republic of Ireland (FRS 102) and
the Charities Act 2011 and UK Generally Accepted
Practice as it applies from 1 January 2019.
The accounts (financial statements) have been prepared
to give a ‘true and fair’ view and have departed from
the Charities (Accounts and Reports) Regulations 2008
only to the extent required to provide a ‘true and fair
view’. This departure has involved following Accounting
and Reporting by Charities preparing their accounts in
accordance with the Financial Reporting Standard
applicable in the UK and Republic of Ireland (FRS 102)
issued in October 2019 rather than the Accounting and
Reporting by Charities: Statement of Recommended
Practice effective from 1 April 2005 which has since
been withdrawn.
The trustee considers that there are no material
uncertainties about the Airedale Hospital and
Community Charity’s ability to continue as a going
concern. There are no material uncertainties affecting
the current year’s accounts.
In future years, the key risks to the charity are a fall in
income from donations or investments but the trustee
has arrangements in place to mitigate those risks (see
the ‘Principal Risks and Uncertainties’ section of the
annual report for more information).

Endowment funds arise when the donor has expressly
provided that the gift is to be invested and only the
income of the fund may be spent. These funds are sub
analysed between those where the trustee has the
discretion to spend the capital (expendable endowment)
and those where there is no discretion to expend the
capital (permanent endowment).
The charity has one permanent endowment fund. The
income of the Winifred Naylor Allen Endowment Fund
can be used for nurse training awards.
Those funds which are neither endowment nor restricted
income funds, are unrestricted income funds which are
sub analysed between designated (earmarked) funds
where the trustee has set aside amounts to be used for
specific purposes or which reflect the non-binding
wishes of donors and unrestricted funds which are at
the trustee’s discretion, including the general fund which
represents the charity’s reserves.
The major funds held in each of these categories are
disclosed in note 18.
c) Incoming Resources
All incoming resources are recognised once the charity
has entitlement to the resources, it is probable (more
likely than not) that the resources will be received and
the monetary value of incoming resources can be
measured with sufficient reliability.
Where there are terms or conditions attached to
incoming resources, particularly grants, then these terms
or conditions must be met before the income is
recognised as the entitlement condition will not be
satisfied until that point. Where terms or conditions
have not been met or uncertainty exists as to whether
they can be met then the relevant income is not
recognised in the year but deferred and shown on the
balance sheet as deferred income.
d) Gifts in kind

b) Funds Structure

Gifts in kind, such as food and care packages are not
accounted for when they are accepted and immediately
distributed unless a single donation is material.

Where there is a legal restriction on the purpose to
which a fund may be put, the fund is classified either as:

The vast majority of items donated to Airedale Hospital
& Community Charity fell into this category.

•

a restricted fund or

•

an endowment fund.

Gifts of tangible assets such as TVs, microwaves and
fridges are recognised as a donation at fair value (market
price) on receipt and charitable expenditure when they
are distributed. £6k has been include in donations and
expenditure to reflect this (2019/20 £0k).

Restricted funds are those where the donor has provided
for the donation to be spent in furtherance of a
specified charitable purpose. At the accounting date,
Airedale Hospital and Community Charity had no
restricted funds.

Where gifts in kind are held before being distributed to
beneficiaries, they are recognised at fair value as stock
until they are distributed. No items were undistributed as
at 31st March or had no fair value.
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e) Incoming Resources from Legacies

•

the charity has made a public announcement about
a commitment which is specific enough for the
recipient to have a reasonable expectation that they
will receive a grant or

•

there is an established pattern of practice which
indicates to the recipient that we will honour our
commitment.

Legacies are accounted for as incoming resources either
upon receipt or where the receipt of the legacy is
probable.
Receipt is probable when:
•

confirmation has been received from the
representatives of the estate(s) that probate has
been granted

•

the executors have established that there are
sufficient assets in the estate to pay the legacy and

•

all conditions attached to the legacy have been
fulfilled or are within the charity’s control.

If there is uncertainty as to the amount of the legacy
and it cannot be reliably estimated then the legacy is
shown as a contingent asset until all of the conditions
for income recognition are met.

The trustee has control over the amount and timing of
grant payments and consequently where approval has
been given by the charitable fund committee, on behalf
of the trustee, and any of the above criteria have been
met then a liability is recognised. Grants are not usually
awarded with conditions attached. However, when they
are then those conditions have to be met before the
liability is recognised.

The incoming resources received from the invested
endowment fund are wholly restricted.

Where an intention has not been communicated, then
no expenditure is recognised but an appropriate
designation is made in the appropriate fund. If a grant
has been offered but there is uncertainty as to whether
it will be accepted or whether conditions will be met
then no liability is recognised but a contingent liability is
disclosed.

g) Resources expended and irrecoverable VAT

i) Allocation of support costs

All expenditure is accounted for on an accruals basis and
has been classified under headings that aggregate all
costs related to each category of expense shown in the
Statement of Financial Activities. Expenditure is
recognised when the following criteria are met:

Support costs are those costs which do not relate
directly to a single activity. These include some staff
costs, costs of administration, internal and external audit
costs. Support costs have been apportioned between
fundraising costs and charitable activities on an
appropriate basis.

f) Incoming Resources from Endowment Funds

•

there is a present legal or constructive obligation
resulting from a past event

•

it is more likely than not that a transfer of benefits
(usually a cash payment) will be required in
settlement

•

the amount of the obligation can be measured or
estimated reliably.

Irrecoverable VAT is charged against the category of
resources expended for which it was incurred.
h) Recognition of expenditure and associated liabilities
as a result of grant
Grants payable are payments made to linked, related
party or third party NHS bodies and non NHS bodies, in
furtherance of the charitable objectives of the funds
held on trust, primarily relief of those who are sick.
Grant payments are recognised as expenditure when the
conditions for their payment have been met or where
there is a constructive obligation to make a payment.
A constructive obligation arises when:
•

the charity has communicated its intention to
award a grant to a recipient who then has a
reasonable expectation that they will receive a grant
or

The analysis of support costs are shown in note 9.
j) Fundraising Costs
The costs of generating funds are those costs
attributable to generating income for the charity, other
than those costs incurred in undertaking charitable
activities or the costs incurred in undertaking trading
activities in furtherance of the charity’s objects. The costs
of generating funds represent fundraising costs together
with investment management fees.
k) Charitable activities
Costs of charitable activities comprise all costs incurred
in the pursuit of the charitable objects of the charity.
These costs, where not wholly attributable, are
apportioned between the categories of charitable
expenditure in addition to the direct costs. The total
costs of each category of charitable expenditure include
an apportionment of support costs as shown in note 7.
l) Fixed Asset Investments
Investments are a form of basic financial instrument.
Fixed asset investments are initially recognised at their
transaction value and are subsequently measured at
their fair value (market value) as at the balance sheet

Airedale Hospital & Community Charity – Annual Report 2020–2021

37

date. The Statement of Financial Activities includes the
net gains and losses arising on revaluation and disposals
throughout the year. Quoted stocks and shares are
included in the Balance Sheet at the current market
value quoted by the investment analyst, excluding
dividend. Other investments are included at the trustee’s
best estimate of market value.
The main form of financial risk faced by the charity is
that of volatility in equity markets and investment
markets due to wider economic conditions, the attitude
of investors to investment risk, and changes in sentiment
concerning equities and within particular sectors or sub
sectors.
All investments are held in a portfolio which is managed
by Castlefield Investment LLP.
Further information on the investments can be found in
note 13.

q) Staff costs and pensions
There are no staff directly employed by the charity.
However, The Charity Manager employed by Airedale
NHS Foundation Trust since August 2019 is considered
to be an employee of the charity employed by a related
party.
Airedale NHS Foundation Trust re-charge the Charity for
support costs which include a percentage of costs for
several members of staff.
These staff members belong to the NHS Pension Scheme
which is an unfunded defined benefit scheme which is
accounted for as a defined contribution scheme. The
recharge from Airedale NHS Foundation Trust includes
the employee contributions to that scheme. For more
information on the NHS Pension Scheme refer to the
Airedale NHS Foundation Trust annual report and
accounts.

m) Debtors
Debtors are amounts owed to the charity. They are
measured on the basis of their recoverable amount.
n) Cash and cash equivalents
Cash at bank and in hand is held to meet the day to day
running costs of the charity as they fall due. Cash
equivalents are short term, highly liquid investments,
held in interest bearing savings accounts.
o) Creditors
Creditors are amounts owed by the charity. They are
measured at the amount that the charity expects to have
to pay to settle the debt.
Amounts which are owed in more than a year are
shown as long term creditors. At the accounting date,
Airedale Hospital and Community Charity had no long
term creditors.
p) Realised gains and losses
All gains and losses are taken to the Statement of
Financial Activities as they arise. Realised gains and
losses on investments are calculated as the difference
between sales proceeds and opening carrying value
(purchase date if later). Unrealised gains and losses are
calculated as the difference between the market value at
the year end and opening carrying value (or purchase
date if later).

2. Related Party Transactions
Airedale NHS Foundation Trust is the corporate trustee
of the Airedale Hospital and Community Charity and is
its main grant beneficiary – they are therefore related
parties. Grants paid by the charity to Airedale NHS
Foundation Trust are detailed in note 8. Airedale NHS
Foundation Trust makes a number of clerical and
transaction services available to the charity, inaccordance
with a service level agreement. These include:
•

fundraising services at a cost of £15k (£21k in
2019/20) – see note 6.

•

financial administrative services at a cost of £29k
(£35k in 2019/20) in support of the charity's grant
making activities which are included within support
costs – see note 9

The charges made by Airedale NHS Foundation Trust for
fundraising services constitute the costs of the Charity
Manager. The amounts paid for administrative services
are due under a service level agreement and are set at
an amount which allows Airedale NHS Foundation Trust
to recover its costs.
None of the members of the Airedale NHS Foundation
Trust board or parties related to them has undertaken
any transactions with the Airedale Hospital and
Community Charity or received any benefit from the
charity in payment in kind. Board members received no
honoraria, expenses or emoluments in the year.
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3. Income from donations and legacies
Unrestricted funds

Restricted funds

Total

2020/21

2019/20

2020/21

2019/20

2020/21

2019/20

£000

£000

£000

£000

£000

£000

Donations

146

341

0

0

146

341

Legacies

119

40

0

0

119

40

Grants receivable

197

2

0

0

197

2

6

0

0

0

6

0

468

383

0

0

468

383

Gifts in Kind (material)
Total

Donations contains corporate donations and gifts from individuals, i.e. members of the public, relatives of
patients and staff.

4. Role of Volunteers
Like all charities, the Airedale Hospital and Community
Charity is reliant on a team of volunteers for its smooth
running. Our volunteers perform the following role:
•

fund advisors – there are between 70–80 Airedale
NHS Foundation Trust staff who support the
charitable funds committee when deciding how the
charity's designated funds should be spent. These
funds are designated (or earmarked) by the
charitable fund committee to be spent for a
particular purpose or in a particular ward or
department. Each fund advisor has delegated
powers to use the designated funds in accordance
with the committee's wishes. The committee
determines what each fund can be spent on and
the amount that can be spent in a year.

In accordance with the SORP, due to the absence of any
reliable measurement basis, the contribution of these
volunteers is not recognised in the accounts.

5. Gross investment income
Unrestricted funds

Investments listed on Stock Exchange
Other investments
Total

Restricted funds

Total

2020/21

2019/20

2020/21

2019/20

2020/21

2019/20

£000

£000

£000

£000

£000

£000

15

20

0

0

15

20

0

3

0

0

0

3

15

23

0

0

15

23
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6. Analysis of expenditure on raising funds
Unrestricted funds

Restricted funds

Total

2020/21

2019/20

2020/21

2019/20

2020/21

2019/20

£000

£000

£000

£000

£000

£000

Charity Manager*

15

21

0

0

15

21

Youth Volunteer Coordinator**

21

9

0

0

21

9

Other

8

8

0

0

8

8

Total

44

38

0

0

44

38

*Employed since August 2019 by Airedale NHS Foundation Trust.
**Entirely funded by monies received for that purpose by the Pears Foundation.

7. Analysis of charitable expenditure
The charity did not undertake any direct charitable
activities on its own account during the year. All of the
charitable expenditure was in the form of grant funding.
Grants were approved in favour of Airedale NHS
Foundation Trust, to carry out activities that will benefit
NHS patients and their families.
Grant funded activity

Total

2020/21

2019/20

2020/21

2019/20

£000

£000

£000

£000

Patients welfare and amenities

62

66

62

66

Staff welfare and amenities

50

30

50

30

Staff training

10

20

10

20

Medical equipment

86

13

86

13

IT equipment

13

1

13

1

Ward environment

33

11

33

11

6

0

6

0

260

141

260

141

Gifts in kind (material – distributed)
Total

8. Analysis of grants
The charity does not make grants to individuals. All
grants are made to the Airedale NHS Foundation Trust to
provide for the care of NHS patients in furtherance of our
charitable aims. The total cost of making grants,
including support costs, is disclosed on the face of the
Statement of Financial Activities and the actual funds
spent on each category of charitable activity, is disclosed
in note 7.
The trustee operates a scheme of delegation for
charitable funds, under which fund advisors initiate the
day to day disbursements on their projects in accordance
with the directions set out in standing orders and
financial instructions:
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Institution receiving grant support:

Total amount paid

Total amount paid

2020/21

2019/20

£000

£000

Airedale NHS Foundation Trust

254

141

Total

254

141

9. Allocation of support costs and overheads
Support and overhead costs are allocated against
charitable activities. Governance costs are those support
costs which relate to the strategic and day to day
management of a charity. The bases of allocation used is
as follows:
•
expenditure: this is a proportion based on the
average fund balance during the year. This is used
where the trustee considers this is a more equitable
treatment to avoid disadvantaging funds with high
volume, low value transactions.
Charitable activities

Basis

2020/21

2019/20

£000

£000

External audit

2

2

Expenditure

Investment management

2

3

Expenditure

Financial administration

29

35

Expenditure

1

1

Expenditure

34

41

Bank charges
Total

There are no staff directly employed by the charity.
Recharges are made for Trust staff time. The recharge is
shown on the Financial Administration line.
Unrestricted funds

Restricted funds

Total

2020/21

2019/20

2020/21

2019/20

2020/21

2019/20

£000

£000

£000

£000

£000

£000

Charitable activities

34

41

0

0

34

41

Total

34

41

0

0

34

41
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10. Analysis of staff costs and renumeration of key management personnel
2020/21

2019/20

£000

£000

Salaries and wages

13

17

Social security costs

1

2

Employer’s pension contribution

1

2

15

21

2020/21

2019/20

£000

£000

506

578

90

11

(96)

(15)

80

(68)

580

506

Total
The average number of full-time equivalent employees
(employed by a related party) during the year was 0.6
(2019/20: 0.6), providing fundraising services to the
charity.
11. Trustee remuneration, benefits and expenses
Members of Airedale NHS Foundation Trust board give
their time freely and receive no remuneration for the
work that they undertake in relation to Airedale Hospital
and Community Charity.
12. Auditor's remuneration
The auditor’s remuneration of £2k (2019/20: £2k) related
solely to the audit with no other additional work being
undertaken (2019/20: £nil). Independent Examination is
permitted by the Charities Commission for a charity of
this size. Independent examination is a ‘light touch’
scrutiny involving the examiner checking for specific
matters only. Because it is narrowly defined and does not
involve forming an opinion as to whether the accounts
are ‘true and fair’, the fees are reduced.
13. Fixed asset investments
Movement in fixed asset investments
Market value brought forward
Add: additions to investments at cost
Less disposals at carrying value
Add net gain (loss) on revaluation
Market value as at 31 March
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Fixed asset investments by type
UK Equities & Equity Funds
Global Equities & Equity Funds (ex UK)

2020/21

2019/20

£000

£000

268

192

15

48

102

97

Global Equities & Equity Funds (incl UK)

48

0

Direct Property & Property Funds

36

54

7

7

Multi-Asset Funds

104

108

Total

580

506

Fixed Interest & Fixed Interest Funds

Other Assets

All investments are carried at their fair value.
The charitable funds committee sets 5% of market value as at 31 March as the threshold for reporting
material investments. As at 31 March 2021 the following investment was considered material:
Investment

2020/21

2020/21

2019/20

2019/20

£000

%age

£000

%age

Castlefield Best Sustainable Income fund

234

40%

171

34%

Castlefield Real Return fund

104

18%

109

22%

Mayfair Capital in Property Income Trust for Charities

36

6%

54

11%

Castlefield Best Sustainable UK Smaller Companies Fund

34

6%

22

4%

408

70%

356

70%

Total

The main risk from financial instruments lies in the
combination of uncertain investment markets and
volatility in yield. The impact of Covid-19 on the financial
markets continues to be a concern.

Following a competitive exercise in May 21, Rathbones
LLP were appointed as the charity's new Investment
Manager. The portfolio was transferred across from
Castlefields to Rathbones in October 2021.

The value of fixed asset investments is expected to
improve when the economy improves but it is not known
how long this will take in the wake of the Covid-19
impact.
Liquidity risk is anticipated to be low as all assets are
traded, and the commitment to intervention by
policymakers and central banks, who have shown a clear
willingness to do whatever it takes to support the global
economy through these extraordinary times.
Airedale Hospital and Community Charity manages these
investment risks by retaining expert advisors (for 2020/21
– Castlefields Investment Partners LLP) and operating an
investment policy that provides for a high degree of
diversification of holdings within investment asset
classes. All investments were made in companies listed
on a UK stock exchange or incorporated in the UK and
therefore all investments are treated as investment assets
in the UK.
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14. Analysis of current debtors
Debtors under 1 year

2020/21

2019/20

£000

£000

Other debtors

11

31

Total

11

31

2020/21

2019/20

£000

£000

819

580

16

36

4

0

839

616

2020/21

2019/20

15. Analysis of cash and cash equivalents

RBS Bank Account
Barclays Current Account
Investment account (cash held)
Total cash and cash equivalents

16. Analysis of liabilities
Creditors falling due within 1 year

£000

£000

Other creditors

122

72

Total

122

72

Other creditors represent sums owed at the year end by
the charity to a related party, Airedale NHS Foundation
Trust, for costs incurred by the Trust on behalf of the
charity in the furtherance of the charity's objectives.

17. Reconciliation of net income/(expenditure) to net cash flow from operating activities

Net income/(expenditure) for 2020/21 (as per the Statement of Financial Activities)

2020/21

2019/20

£000

£000

227

122

Adjustments for:
(Gains)/Losses on investments

(80)

68

Dividends, interest and rents from investments

(15)

(23)

(Increase)/decrease in debtors

20

(30)

Increase/(decrease) in creditors

50

(330)

202

(193)

Net cash provided by (used in) operating activities
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18. Analysis of charitable funds
a) Analysis of endowment fund movements
Fund balance
brought forward
1 April

Income

Expenditure

Fund balance
carried forward
31 March

Gains and Losses

2020/21 2019/20 2020/21 2019/20 2020/21 2019/20 2020/21 2019/20 2020/21 2019/20
£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

W. N. Allen

4

4

0

0

0

0

0

0

4

4

Total

4

4

0

0

0

0

0

0

4

4

b) Analysis of unrestricted and material designated fund movements
Fund balance
brought forward
1 April

Income

Fund balance
carried forward
31 March

Gains and
Losses

Expenditure

2020/21 2019/20 2020/21 2019/20 2020/21 2019/20 2020/21 2019/20 2020/21 2019/20
£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

General Trust Fund

295

82

96

292

(56)

(65)

26

(14)

361

295

Airedale Breast Unit
Fund

90

105

15

10

(8)

(17)

7

(8)

104

90

0

0

148

0

(61)

0

0

0

87

0

Haematology Legacy

82

91

1

2

(3)

(4)

7

(7)

87

82

HODU Legacy

82

91

1

2

(3)

(4)

7

(7)

87

82

Diabetic Fund

0

0

50

0

(1)

0

4

0

53

0

Cazaux Legacy

0

0

48

0

0

0

0

0

48

0

Allum Legacy

0

0

40

0

0

0

0

0

40

0

60

84

0

0

(24)

(24)

0

(4)

36

60

3

0

25

0

0

0

1

0

29

3

Pears Foundation

21

35

30

0

(24)

(14)

0

0

27

21

Cancer Research Legacy

31

25

0

9

(5)

(3)

0

0

26

31

Gastroenterology Fund

23

25

0

1

(1)

(1)

2

(2)

24

23

HODU Trust Fund

51

53

8

24

(38)

(22)

3

(4)

24

51

Operating Theatre
Equipment Legacy

18

20

0

1

(1)

(1)

1

(2)

18

18

321

344

16

69

(106)

(64)

22

(25)

252

321

1,077

955

478

410

(331)

(219)

80

(73)

1,304

1,077

Fund name

NHS Charities Together

Diabetes Legacy
Pathology Research

Other (20/21 balances
under £15k)
Total
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Purpose of the Report
This annual report on Health and Safety is intended to inform the Trust Board of Directors of activity
relating to all aspects of Emergency Planning from 1st April 2020 to 31st March 2021.
The report brings together the requirements for Health and Safety, particularly:






Compliance with the requirements of key health and safety legislation
Requirements of HSG 65 (Health and Safety Guidance)
Achievements of 2020-2021 objectives
Adverse incident reports including RIDDOR (Reporting of Injuries, Diseases and Dangerous
Occurrences Regulations 2013
A summary of the health and safety related work undertaken throughout the Trust including that of
AGH Solutions.

Key Points to Note
Health and Safety requirements were met by the Trust ensuring a high level of safety was achieved
for patients and staff.
During 2021, the Trust employed an interim Health and Safety Manager enabling the Trust to fulfil
their legal requirements and to provide that assurance to the Board.
Improvements in internal incident reporting and that of RIDDOR was evidenced.
Developments in training deliveries and applications was introduced enabling staff to undertake a
programme of learning without the need for face to face training.

EQIA – Equality Impact Assessment

There are no differential equality impacts resulting from these areas of work at this point

Fit
with
objective

strategic Population
X

Patients

People

X

X

Partnership Progressive
X

Recommendation
The Board is requested:
-

To RECEIVE AND NOTE the Emergency Preparedness, Resilience and Response Annual
Report.
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Executive Summary
Health and Safety (H&S) is recognised by Airedale NHS Foundation Trust (ANHSFT) to be
fundamental in the delivery of safe services for staff, patients, carers and visitors.
This report is therefore produced to provide assurance to the Board that the Trust:
 Has an appropriate governance structure for H&S.
 Is compliant with H&S legislation and policies.
 Has in place suitable and sufficient arrangements to ensure the Trust reports and learns
from reported incidents.
The annual plan for 2021-2022 will continue to progress management of health and safety
across the Trust, with particular focus on:
 Working with AGH Solutions Ltd to ensure adequate arrangements are in place to
assess, monitor and provide assurance that all premises are fit-for-purpose.
 Ensuring the analysis of trends and themes in adverse event reporting continues, and
any resulting lessons are identified and implemented.
 Undertaking the self-inspection audit, which was delayed by the Covid-19 pandemic and
consider a more user friendly yet detailed way to undertake the audit going forward.
 Risk assessing non-clinical staff areas within the Trust, highlighting areas of concern in
relation to the possible contracting and spread of Covid-19.
 Raising the level of mandatory training attendance across all aspects of H&S, including
on-line and face-to-face sessions.
 Monitoring policy compliance and addressing any resulting issues related to health and
safety.

1. Background
It is a requirement that the Trust Board of Directors receive an annual Health and Safety
(H&S) report covering the Trust’s H&S activities. For the purpose of this report, the following
statutory requirements of the Health and Safety at Work Act 1974 (HASAWA) are referred
to:
 Section 2 - Duties of employers to employees;
 Section 3 - Duties to protect people who are not its employees from being exposed to the
risks of its activities (e.g. patients, members of the public);
 Section 4 - Duties as a landlord by being in control of premises;
The Management of Health and Safety at Work Regulations 1999 (MHSWR) extend the
provisions of the HASAWA, in particular the requirement to undertake suitable and sufficient
risk assessments and provide adequate training and supervision. Further regulations cover
specific aspects of H&S, for example the Control of Substances Hazardous to Health
(COSHH) Regulations.
Whilst not included under the HASAWA, fire safety remains an essential requirement to
ensure the health and safety of people present on our sites. The Regulatory Reform (Fire
Safety) Order 2005 (RRO) became law in 2006 and covers all fire legislation. Alongside the
RRO are the Fire code suite of documents, various British Standards and the Building
Regulations. Together these documents form the basis of all fire safety on site, including fire
risk assessments, fire safety training and emergency evacuation.
Radiation protection across the Trust is carried out in conjunction with Radiation Physics
Advisors from Bradford Teaching Hospitals Foundation Trust, monitored by the Ionising and
Non-Ionising Radiation Protection Group meetings with assurance presented to the Health,
Safety and Resilience Committee via regular reports.
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2. Introduction
The Health, Safety and Resilience Committee (HSRC) has delegated responsibility from the
Board for all issues relating to health, safety and fire and oversees the overall health and
safety strategy to ensure it meets the standards required by the Health and Safety Executive
and statutory regulation. The purpose of this report is to inform the Trust Board of Directors
of activity relating to all aspects of H&S from 1st April 2020 to 31st March 2021.

3. Key Legislation for 2020-2021
Amendments were previously made to a range of H&S legislation during the 2019-2020
period to remove references to the EU as a result of EU Exit. There remains no expectation
that the EU Exit will result in wholesale changes to H&S Legislation. The Government’s
default position remains to ensure continuity by ensuring post-Brexit UK legislation meets if
not exceeds standards currently governed by the EU. There remains no firm indication that
the Government will prioritise the development of new health and safety standards. The role
of the Health and Safety Executive (HSE) will remain unchanged.
Although the HSE reviewed certain legislation throughout the year, with focus on Covid-19,
staff working from home, work-related stress and the process of risk assessment, there were
no key legislation changes that were deemed directly relevant to ANHSFT.
Were the HSE to implement new legislation, all necessary actions shall be taken swiftly by
the Trust’s H&S Manager to ensure full compliance.

4. Health and Safety Requirements
The HASAWA and the HASAWR require that ANHSFT has a system in place to proactively
manage and control risks. In order to meet these legal requirements ANHSFT manages its
risks based on the Health and Safety Executive model published in ‘Successful Health and
Safety Management’ (HSG65) which is one based on the ‘plan-do-check-act’ approach (see
figure 1)
Figure 1. The Current HSG65
H&S Management Approach
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The following provides an overview of activity at the Trust referenced to HSG65
requirements
Table 1 ANHSFT Evidence for HSG65 Compliance
HSG 65
ANHSFT Evidence monitored by the HSRC
Requirement
The Health and Safety Policy previously approved by Board
Plan – determine
remained in force throughout this period, however it is recognised it
your policy / plan
has passed its review date. The policy has been rewritten and
for
awaits PDRG approval. The COSHH Policy also awaits PDRG
implementation
approval. Both policies are being monitored to ensure no
unnecessary risks are realised until approval has been confirmed.
In addition, the following policies were updated/amended/reviewed:










Manual Handling
Work Experience
Confined Spaces
Water
Electrical Safety
Fire Safety
Display Screen Equipment
Slip, Trip Fall Policy for Staff, Visitors and Others

The Trust has relevant policies in place for all recognised relevant
areas to ensure risks are as low as reasonably practicable and
relevant advice, guidance and support is available.
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HSG 65
Requirement

ANHSFT Evidence monitored by the HSRC

Do - Organise for
H&S
Implement your
plan

The HSRC meets bi-monthly and provides assurance via the
Trust’s Quality and Safety Committee in the form of a chairs report
following each meeting.
Its work is supported by specific sub-groups:








Slips, trips and falls group
COSHH Assurance group
AGHS Fire, Health and Safety meeting
Manual handling group
Radiation Protection Board encompassing Ionising Radiation
Protection and Non-Ionising Radiation Protection, Security,
Violence and Aggression Group The Chief Operating Officer is
responsible for chairing the Trust’s Health, Safety and
Resilience Committee, reviewing health and safety
performance, progress and agreeing plans for improvement
Staff side health and safety representatives are involved in all
aspects of health and safety decision making, this includes
membership on all health and safety groups and committees.

Mandatory and local training are provided for the following,
although it is recognised that the preferred school of learning (faceto-face) has been substituted by on-line training sessions as
necessary. This has assisted in compliance rates remaining high
and ensured staff receive a form of recognised training during
times where Covid-19 has led to face-to-face sessions being
suspended:
 Quality & Safety;
 COSHH Awareness;
 Manual handling;
 Infection prevention;
 Conflict resolution;
 Incident reporting; and
 Fire Response team.
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HSG 65
Requirement

ANHSFT Evidence monitored by the HSRC

Do –
Profile risks

To minimise hazards and reduce risk, requires an effective health
and safety risk management system. Risk assessments, using the
Trust’s Risk Assessment process, support this approach and are
used to prioritise areas of identified risk or hazard to inform
organisational objectives.


Full site risk assessments are in place for:
o Slips, trips and falls;
o Fire; and
o Security;



Where appropriate, risk assessments are completed for:
o Manual handling;
o Lone Working;
o Stress;
o COSHH;
o Covid-19;
o Expectant Mothers; and
o Display screen equipment.
o Others as appropriate and when realised



A series of monthly risk assessments have been completed for
risks arising from the Covid-19 pandemic including non-clinical
areas and for those staff considered vulnerable.
It should be noted that estates related health & safety issues at
community sites are under the control of NHS Property
Services (NHSPS). Whilst the Trust can influence H&S risks
by completing risk assessments and sharing these with
NHSPS, we are not able to control the outcome and the risks
remain their responsibility. To ensure the health and safety to
our staff and others, risks are closely monitored by Trust
management on each site and via the Trusts H&S Manager,
and escalated to NHSPS and AGHS when necessary. To
further support and escalate issues/risks, regular meetings take
place throughout the year between those controlling community
sites and the Trust via the H&S Manager providing assurance
to the Board via the HSRC.
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HSG 65
Requirement

ANHSFT Evidence monitored by the HSRC

Check – Measure
performance
(monitor before
events,
investigate after
events)

Proactive monitoring assesses the achievement of plans and the
extent of compliance with standards.
 Dissemination of relevant safety alerts from organisations such
as the Medicines and Healthcare products Regulatory Agency
(MHRA), DH Estates and Facilities Department and the
National Patient Safety Agency (NPSA)
 Monitoring of action plans by the leads from each sector to the
HSRC, for example those resulting from risk assessments or
gap analysis to revised guidance or regulations
 Due to COVID-19 the self-inspection audit (SIA) process was
delayed. Further work on the SIA is being undertaken and an
improved method of self-inspection will be in place in 2022. The
rollout and monitoring of this audit will be undertaken by the
HSRC.
Reactive systems monitor accidents, ill health and incidents:
 Currently Adverse event reports are entered onto the Ulysses
database; regular reports are produced for the HSRC and its
sub-groups.
The Trust intends to move its reporting
mechanism from Ulysses to Datix in 2022, which shall allow
greater and swifter identification of incidents to become evident
and actions considered/taken. Further bespoke reports are
produced when specific risks are identified. A summary of the
H&S findings for this period is presented in section 6.

Act – Review
performance, Act
on lessons
learned

Periodic reviews, investigations, review of policies with Subject
Matter Experts (SME’s) and inspections are undertaken to provide
assurance that performance is consistent across the Trust and
meets annual objectives.
ANHSFT ensures, by regular reporting to the HSRC that we:
 Learn from experience;
 Improve performance;
 Develop the health and safety management system; and
 Respond to change.
The results of these are reported to the HSRC.

5. Achievement of 2020-2021 Objectives
Objective

Status / Progress



The Trust has supported staff, where possible, to work
from home during the Covid-19 pandemic. Advice,
guidance and support for these staff is provided to
ensure their wellbeing and method of communication
remains good and is evidenced by members of the
HSRC

Dealing
with
issues
relating to Covid19 and EU
Exit, this will include
identification of issues
resulting from increased
homeworking.
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Objective

Status / Progress



Continue to provide a
range
of
responsive
Employee
Health
and
Wellbeing
services
to
manage and reduce the
number of stress related
incidents

In addition to the review of current practice, Covid has
placed an additional level of stress on the NHS as a
whole. Reduced staffing levels and staff working from
home has been challenging and has led to close work
with H&S, IPC, HR, COMMS and others being
undertaken to reduce the risk to all concerned.



When safe mandatory
training
presentations
resume (post-Covid) we
will pro-actively continue to
ensure that compliance
level, once again, exceed
the trust’s 90% target

Face to Face training presentations have not yet
returned as before Covid was been authorised to be
delivered due to the risk from Covid. Online training
sessions are encouraged along with H&S related
subjects i.e. COSHH Awareness and Risk Assessment
training presentations being incorporated by OLI to form
part of their digital induction programme and online
options



Work with the quality and
safety team to support a
high reporting, no-blame,
AEF culture. This may
include setting targets for
reduction
in
incident
numbers or severity.

Work continues to improve the reporting and cause
identification of incidents. Specific criteria have been
added to Ulysses allowing a more precise method of
investigation to take place and swifter allocation of
resources.
Initial preparation work is underway to ensure incident
transportation of incidents data and correct criteria is
accurate and available as the Trust move to Datix in
2022.

Work has continued during the past 12 months to ensure close working with colleagues from
AGH Solutions. Specifically relating to Health & Safety practice to further develop individual
policies with a clear line of sight as to the assurance AGHS shall provide to the Trust and
through which channels.
Improvements particularly in the reduction in the severity of incidents have been evidenced.
The Health and Safety Executive (HSE) require certain incidents to be reported to them via
the route of Reporting of Injuries Diseases and Dangerous Occurrences Regulations
(RIDDOR). Overall numbers of incidents have slightly reduced and time off work following
incidents followed a similar pattern to the previous year.
The Trust successfully appointed an interim H&S Manager in February 2021 to further
develop strategies, procedures and enhance ways of working at Strategic, Tactical and
Operational level. Although difficult to measure success at this time, this report evidences
the positive impact this post has achieved and shall continue to do so.

6. Adverse Events Reports 2020-2021
All incidents and accidents occurring on Trust premises, or affecting Trust staff, are required
to be recorded. These reports are collated and analysed using the Trust Incident
Management system (Ulysses). Quarterly incident reports demonstrating trends and themes
are presented to the HSRC. In addition, specific quarterly reports are discussed at subgroups covering slip, trip, falls, COSHH and Manual Handling amongst others. The lessons
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learnt during the last year are summarised below for the main categories of health and
safety adverse event reports.

6.1 Numbers and Types of Staff Health and Safety Related Incidents Reported
The Trust has encouraged managers and their staff to actively report incidents throughout
2020-2021. The range of incidents received are categorised by “Cause 1” allowing further
analysis of the reports. Cause 1 categories are used to record individual incident causes, for
example security is divided into 10 individual causes. This allows the incident to be
categorised in a more accurate way and reduces any misconception at a later stage. It also
enhances the reaction time for investigations to take place and reduces risks in a timely
fashion as resources are directed to the cause of the incident rather than the impact. All
reported incidents are then grouped together to provide high level incident causes and allow
trends and themes to be identified. Table 3 provides all reported incidents received by
Quality and Safety for the 2020-2021 financial year and the previous year.
Table 3: All Reported Incidents by Cause 1
Cause 1

2020- 2019Trend
2021 2020

Anxiety/stress/depression/psychiatric occurrence

570

N/A

Verbal Abuse on Staff (inc. racial abuse)

64

77

▼

Contamination Injuries*

65

63

▲

Waste disposal

81

63

▲

Slip/Trip/Fall

22

33

▼

Manual Handling Incident

26

33

▼

Collision With Object

28

33

▼

Sharps - Cuts In General (Inc. Insect/animal Bites)

29

27

▲

Violence No Injury on staff

32

25

▲

Work Related Risk Concerns (e.g. Noise, Vibration, Heat)

23

21

▲

Exposure/contact With Hazardous Substance (staff)

16

15

▲

Violence With Injury (on staff)

21

13

▲

Incorrect radiation dose**

12

11

▲

Traffic Accident (staff)

3

4

▼

Burns And Scalds (staff)

2

3

▼

Display Screen Equipment Issues

1

6

▼

Dermatitis - Suspected (Staff)

2

1

▲

Total

427

428

▼

N/A

* as reported via infection prevention
** as reported via Bradford Radiation Physics

The total does not include row one (Anxiety/stress/depression/psychiatric occurrence total of
570) as this is the first year this Cause 1 criteria group has been reported within this format.
The overall number incidents for 2020-21 is static when compared to 2019.
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Covid-19 and its affects have increased stress levels in part due to new working practices,
working environments including home working which can cause isolation and confidence
issues. Detailed analysis of the main cause 1 groups can be found in section 6.3.

6.2 Grade (severity) of incidents
Part of the reporting process is to allocate a grading of severity to the incident.
The grading used is the Trust’s standard consequence and impact scoring system as
defined in the Risk Management Procedure. To ensure a level of consistency in the
appraisal of incident severity, grading is a core component of both induction and mandatory
training. Managers are advised to re-review the grade and work collaboratively with staff.
The severity level of incidents over the year has been similar to the previous year.

6.3 Top Health and Safety Incident Causes
6.3.1 Work Related Anxiety / Stress / Depression / Psychiatric Occurrence
Employee Health and Wellbeing have continued to work with the HR team to ensure that
managers are referring their staff to Employee Health in a timely manner so that individuals
are supported promptly and effectively.
The number of cases reported to HR through ESR has continued to be the most accurate
method to capture perceived work-related stress and this data has been used for this report.
It is planned that the breakdown of Anxiety/stress/depression/psychiatric occurrence shall be
formalised and implemented within 2021-2022 which shall provide a higher level of accuracy
and allow immediate causation to be identified.
Section 9.0 of this report provides further context specifically relating to Covid.
2020-2021 summary:
 Continued promotion of the employee assistance programme (EAP). Within this service
staff can seek support for work related stress and up to 6 sessions of telephone and face
to face counselling. The EAP service has a good knowledge of local support groups and
networks and can signpost employees as necessary to these.
 The EAP service has a website which has wealth of information about stress, the causes
and guidance to seek self-help and support. In addition, the EAP service provides fact
sheets and staff can access webinars on the subject.
 Continued promotion of the Day 1 service to support staff experiencing work related
stress and mental health issues on their first day of absence
 Maintaining good access to the Employee Health and Wellbeing Service (EH&WB) for
Nurse, Occupational Therapist and Physician appointments
 To further provide specialist mental health support, the Trust welcomed a Clinical
Psychologist to their EH&WB team.
 Enhanced the provision of the Mental Health Support Officer.
 We are a recognised Disability Confident employer
Plans for 2021-2022:
 Continue to build on the previous year’s achievements
 Exploring the introduction of People Experience Champions
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Looking to further expand provision for the Clinical Psychologist support into EH&WB.

6.3.2 Violence and Abuse (all types)
Violence against staff is managed by the Head of Transport, Logistics & Security (TL&S) and
is reported through the AEF system using Ulysses, this is then reported into the HSRC. The
group monitors any incidents and continued to develop strategies that reduce the risks to
staff throughout 2020-21.
2020-2021 summary:
 Conflict resolution training (CRT) was suspended during the pandemic as no face-to-face
training was permitted, however this was replaced by awareness training which was
available via the online training platform. CRT due to commence 2022.
 A Training needs analysis was undertaken to establish the staff groups that require
additional training.
 Physical Restraint, Breakaway, and basic self-defence sections were reviewed and shall
be added to the CRT for front line staff when face to face training is resumed whenever
safe to do so.
 Upgraded CCTV equipment has been purchased and has arrived on site. This awaits
installation (this includes ANPR to improve security across the site) which shall provide a
more accurate way to record incidents and act as a further deterrent from acts of crime
taking place.
 Door access upgrade including door proximity readers has taken place in key priority
areas.
 Head of TLS attends the HSRC meetings and reviews all related incidents reported
through AEF system.
Plans for 2021-2022:
 Continued upgrades to the software for the CCTV system to enable the use of more
CCTV cameras.
 Security improvement of updating proximity access readers and door access
 Head of TLS security to consider the need for a new security group meeting to ensure
the further development of the violence reduction strategy
 Further development of the new Violence & Aggression policy
 Further development of the Zero Tolerance Group
 Continue to improve communication between the Security Department and the
Emergency Department in particular, to improve reaction time to incidents and provide a
greater security presence within the department. In addition to attending regular
meetings to help reduce incidents
 Continue to review the impact of free parking for staff and the number of vehicles on site
with the aim being to ensure the car parking bays are being used an intended and that
those most vulnerable are able to utilise specific bay provision. This should improve staff
experience, reduce stressful situations and improve on swift access to/from the
department.
 Review options to reduce the number of vehicles on site and present options to the Trust
for consideration.
 Install upgraded CCTV and ANPR to allow better management of the parking facilities

6.3.3 Contamination injuries / Sharps
The number of contamination injuries in the year increased from 63 in 2019/20 to 65 in
2020/21.
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Due to the COVID-19 pandemic and reduced staffing levels in Employee Health and
Wellbeing the Contamination Injuries Working Group (CIWG) was suspended in February
2021. It was agreed at the Health, Safety and Resilience Committee in March 2021 not to
reinstate the CIWG as the ICC maintains oversight of contamination injuries on a quarterly
basis.
The annual audit of sharps containers usually undertaken by our supplier was not completed
in 2020/21 due to the pandemic. This is intended to resume when possible and safe to do
so.
The IPT continues to monitor key trends and sharing of lessons learnt through mandatory
training sessions and quality and safety newsletters.
Table 3: Contamination Injuries at ANHSFT 2020/21

Wording in blue highlights incidents that occurred during surgical procedures



Incidents recorded as ‘During phlebotomy’ accounted for the highest number of
incidents. It was difficult to mitigate the risk as several incidents were from patients who
physically moved during blood collection.
The second highest incident cause occurred during disposal. A number of these
incidents related to used needles discarded by patients following administration of their
own insulin. It is recommended that a sharps box be taken to the bedside for the patient
to dispose of their used needles directly.

Plans for 2021-22:
 Company representatives will continue to support training as deemed necessary in the
Trust and complete an annual sharps container audit.
 To bring us in line with other organisations a new process for the management of staff
contamination injuries will be established; in hours staff will report to EHWB and out of
hours the Emergency Department.
 Implement disposal recommendation identified above
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6.3.4 Slips, Trips and Falls (including collision with object)
The figures have remained steady from the previous year. Following a review by the
slip/trip/fall group, no distinctive trends were identified.
2020-2021 summary:
 Capital monies identified for tarmac work around the Trust and for repairs to paths has
enabled further improvement works to be undertaken and by doing so the risk has
reduced. This is monitored via the external risk assessment and AEF process.
 Road marking works to support safe pedestrian movement around the perimeter road
are now in place and at the entrance to the Trust.
 Review of external risk assessments at Airedale General Hospital, Skipton General
Hospital and Settle Health Centre have been undertaken as required.
 Although Corporate training has been affected by Covid-19, the sessions emphasise the
requirement for prompt reporting of slip, trip, fall hazards and risks including faulty
equipment.
 A fully comprehensive gritting contract with Bradford Council (including out of hours
response), remains in place with regards to gritting during prolonged wintery weather.

6.3.5 Healthcare Waste
Waste management incidents have seen an increase to 81 from 63 in the previous year
mainly due to waste collection problems. These collections are Trust wide and include office
and ward/department areas. Discussions and contract review meetings are held to look to
alleviate these problems and improvements made.
The Trust agreed a new contract with Sharp Smart in November 2020 for the disposal of
Clinical Waste produced on the Airedale General Hospital site. Waste Management of the
outlying hospitals now falls under the remit of NHS Property Services.
Throughout the Covid-19 crisis a number of Standard Operating Procedures (SOP’s), were
received from NHS England and NHS Improvement which gave guidance on how to deal
with waste produced on site. This led to actions being developed and implemented. As we
return to Business as usual, waste shall be segregated in line with HTM/07/01 Safe
Management of Health Care Waste. Audits undertake revealed there remains work to be
undertaken as waste issues identified on site continue to be identified affecting waste
streams. The Waste Manager and Ward/Department Managers are working together on
resolving these issues.
2021-2022 summary:
 Extension of the waste compound – this will hold offensive waste ready for collection by
Sharp smart and sent to Energy From Waste.
 Trial of reusable sharps containers on site – only the contents of the sharp’s container
will be incinerated, the plastic receptacle will be sanitised and reused, providing an
environmental and cost benefit.
 The platform on which the waste compactors are held is to be ‘caged in’ for security and
safety reasons
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Domestic Waste
The contract with Associated Waste Management was extended for a further 6 years from
January 2020. Initiatives, particularly Drymixed Recycling Initiatives, shall be considered at
the Waste Action Group.

6.3.6 Manual Handling (MH)
MH incidents have seen a reduction from 33 to 26 incidents this year. The Manual Handling
Assurance Group continues to concentrate their time focusing on MH Adverse Event Forms
(AEF) on a quarterly basis. Part of the group’s task is to confirm that all AEFs are
investigated, and there are appropriate outcomes and or actions relating to the specific
incident and chase up any additional information. The group also monitor the AEFs to
identify if there have been any common themes or patterns.
This group is supported by a smaller MH Sub-Group which looks at incidents in greater
depth and often identifies weaknesses in a process at an early stage. Both groups are
supported by the Trust’s H&S Manager.
The effect of Covid-19 on the Trust and particularly on the wards has been challenging. The
delivery of manual handling face-to-face training sessions has been affected as has the time
spent on the wards to watch, advice and guide staff to undertake tasks of a complex nature.
That said, during 2020-2021, where possible:






Additional Initial People Handling sessions have been supported on a month-by month
basis to support with the recruitment of International Nurse, Bank Recruitment, Trainee
Nurse Associates and Apprentice Health Care Support Workers as well as maintaining
sufficient availability to meet the demand of substantive recruitment of clinical staff to
improve the induction process
Work to grow, develop and support the key trainer model, increasing the number of Key
Trainers in both the hospital premises and within our community teams with the aim
being, that each area would have access to a specifically trained expert in manual
handling who can contribute to risk assessments and training specifically to their areas.
Continued development of a standard list of manual handling equipment to improve
continuity of equipment throughout the Trust, minimising any confidence or competence
issue from ward to ward. This reduced probable risks of injury to both staff and patients
and enhanced patient experience.

Plans for 2021-2022:




Continue to further developments noted above during challenging times
Monitor training development for staff and ensure that information on-line is up to date,
useful and credible until face to face training resumes
Key trainer numbers (paper submitted to Board) should increase numbers and improve
numbers of trained staff on site and allow manual handling issues to be dealt with swiftly.
This should also provide greater assurance to the Trust as the Single Point of Contact
(SPOC) shall be supported and a higher level of competence available throughout the
Trust each year (including annual leave).

6.3.7 Work Related Risk Concerns (e.g. Noise, Vibration, Heat)
A small increase in AEFs from 21 to 23 has been evidenced. Similar to 2019-2020, a
number of temperature issues have been reported which may be down to the structure of the
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buildings and poor environmental design. Noise (internal and external works) and
unpleasant smells cover the majority of incidents.
The Health and Safety Manager continues to monitor AEFS to identify any trends and
themes. Any trends noted will be escalated and investigated as required.

6.3.8 Incorrect Radiation Dose
There have been 12 incidents where a patient has received an incorrect radiation dose. Two
of these incidents involved CT scans and 10 involved X-Rays.
Previous changes in the Governance structure ensured clearly documented guidance on
how issues should be addressed and how reporting and learning from incidents across
Radiology is acknowledged by all staff.
2020-2021 summary
 Regular monitoring of AEF trends in relation to radiation incidents and distribute “lessons
learned” posters throughout the departments.
 Attendance at the Trusts HSRC meeting through the year.
 Working closely with the medical physics team in Bradford to audit and ensure that
safety procedures are fit for purpose and relevant within the working environment and to
minimise and monitor the radiation dose wherever possible.
 The provision of Duty of Candour training so that DOC would start immediately if a
radiation incident occurs
 Delivered minimising radiation dose training within department
 Although it is felt that the area the Trust is positioned in will generated a low reading,
Radon detectors were strategically positioned throughout the Trust in June 2021 to
determine presence of Radon. These detectors shall be collected in December 2021 with
the results initially being fed back to AGHS Fire Health and Safety Manager who shall
escalate accordingly.

6.3.9 RIDDOR reporting
ANHSFT are required to report specific injuries and any absence of over a defined period to
the Health and Safety Executive (HSE) via the RIDDOR reporting system. The following
table indicates the total number of staff incidents reported for 2020-2021 compared to 201920 (it also includes RIDDOR reports submitted by AGH Solutions on behalf of the Trust).
Table 4: RIDDOR Reportable Events
Q1
Q2
2019-2020
4
1
2020-2021
3
1

Q3
4
1

Q4
3
1

Total
12
6

The number of RIDDOR reports within this time period has reduced from 12 in 2019-20 to 6
during 2020-2021. There is no obvious reason for this decrease in numbers from a
Trustwide perspective, however it is recognised that manual handling risk assessments and
use of correct principles have been widely used and the numbers may be partly due to this.
The reason for the reports fell mainly in 2 categories:
 Manual handling related issues
 Staff being assaulted by patient
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The actions to address these are described within the relevant sections above.

7.0 Fire
All fire assessments remain in place and reviewed as per agreed specification, however
remedial actions are still being implemented, specifically relating to fire stopping which
includes compartmentalisation, and emergency lighting. The action plan is on schedule with
each sector being identified and addressed appropriately as necessary.
Of the 47 fire system activations throughout this period, 1 (light fitting burnt out in the
electrical switch room) was categorised as a fire.
The Fire and Rescue Service did not visit site between 2019-2020 specifically in relation to
undertake fire inspections. However, they did visit to familiarise themselves with the
investigation of RAAC locations and proposed works going forward.
The rationale for the Fire and Rescue Service not visiting the Trust for fire related issues was
that they felt they had greater areas of priority to inspect i.e. high rise buildings and did not
feel the risks involving the Trust were of the same priority rating. However, the Fire Officer
recommended that the Fire Service shall recommence these familiarisation visits from 2022
onwards.
Work to assess and determine fire compartmentation risks is on-going. The Trust receive
regular updates/in relation to this at the HSRC.

8.0 Reinforced Autoclaved Aerated Concrete (RAAC)
The Trust is over 50 years of age and materials used in its original construction are
surpassing their life expectancy. Throughout the UK, many Trusts and indeed buildings now
experiencing concerns and heightened areas of risks with material used (RAAC). Measures
are in place along with continual monitoring of the concreate walls and ceilings by AGHS,
plans for future work and development are being considered. Risk assessments and
business continuity plans are in place in the event of a collapse of one or more aerated
concrete panels. RAAC sits on the risk register as a 25 and is discussed at each HSRC in
addition to other more technical and specific meetings led by the Trust and AGHS. The
Board received regular reports on this issue.

9.0 Covid-19
Whilst the majority of the Covid pandemic sits outside the timeframe of this report, it would
be wrong to not reference the impact and effects of Covid-19 on the Trust, its staff and
others associated with the Trust.
Social distancing, ways to improve natural ventilation, wearing of correct PPE, inoculation
process, working from home, reduction in face-to face training, a reduction in staff numbers
on site and indeed confidence has presented the Trust with hurdles which they have
overcome.
Support from H&S and IPC have aided service provision to continue at a high level with risk
assessments, new SOP’s, procedures and ways of working adopted to meet business needs
and ensure the health and safety of all concerned is met.
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10.0 Assurance
Health and Safety topics covered within the Trust are extensive and evidence of
assurance and how that assurance can be demonstrated and by whom is confirmed
in Appendix A.

Conclusion
Health and Safety is recognised by ANHSFT to be fundamental in the delivery of safe
services for staff, patients, carers and visitors. Progress to ensure that the organisation
meets the requirements for health and safety legislation was consistent throughout 20202021.
Moving forward, the annual plan for 2021-2022 will be to continue to progress management
of health and safety across the Trust, with particular focus on:
 Dealing with issues relating to Covid19 which shall include identification of issues
resulting from increased homeworking.
 Continue to provide a range of responsive Employee Health and Wellbeing services to
manage and reduce the number of stress related incidents
 The Trust will continue to ensure that compliance level, once again, exceeds the trust’s
90% target.
 The COSHH awareness session shall be added to the Trusts online digital induction
training package. In addition, all staff shall have access to this short session for further
advice, guidance and information. Throughout 2022, the Organisational Learning and
Improvement Department (OLI) shall coordinate a series of COSHH Advanced training
sessions for certain groups of staff within the Trust based on risk and frequency of them
using COSHH related products/undertaking risk assessments.
 The Trusts current incident reporting system, Ulysses, shall be superseded by the Trust
moving to the Datix system. The H&S Manager is working with key individuals to ensure
the transition is as smooth as possible and the criteria topics used cover all eventualities.
 Work with the quality and safety team to support a high reporting, no-blame, AEF culture.
This may include setting targets for reduction in incident numbers or severity.
Paul Matthews
Interim Trust Health & Safety Manager
October 2021
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Appendix A
H&S Responsibilities
Topic
AEF report production and extraction
Annual reports
Artificial Optical Radiation
Asbestos
CDM / All H&S relating to construction works
Claims
Clinical Sonography
Compressed gasses
Confined spaces
Contamination injuries / sharps
Contingency – loss of utilities (power, gas,
steam, water)
COSHH – substance used by Trust
COSHH – substances used by AGHS
Cytotoxic drugs
Dashboard production
Diesel and fuel stores

Owner
AGHS
Trust & AGHS
Trust (via Bradford Medical Physics Dpt)
AGHS
AGHS
Trust
Trust – Radiology
AGHS
AGHS
Trust (Infection Prevention Team)
Coordinated by Trust – provision of specialist
knowledge from subsidiary, for all EPRR
aspects plans, exercises, response etc
Trust
AGHS
Trust – Pharmacy / clinical users
AGHS
AGHS

Assurance evidenced
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee

Topic
Display Screen Equipment

Owner
Organisation who are responsible for staff
exposed to the risk
Drugs & Alcohol
Trust - HR
Dust (exposure, management, cleaning etc)
AGHS
Electrical Safety
AGHS
Electromagnetic Fields
AGHS
Expectant mothers
Organisation who are responsible for staff
exposed to the risk
Fire
Subsidiary
First aid
Organisation who are responsible for staff
Gas (all aspects of gas safety, except for their AGHS
clinical use)
H&S policy
Individual Organisational Policies are required
H&S Warning signs
AGHS
Health Surveillance
Organisation who are responsible for staff
exposed to the risk
Lead
AGHS
Lifting equipment (hoisting training)
Trust
Lifts / hoists (management and maintenance) AGHS
Lockdown – site and departmental
AGHS
Lone workers
Organisation who are responsible for staff
exposed to the risk
Mandatory training / training
Organisation who are responsible for that aspect
of H&S
Manual handling activities
Organisation who are responsible for staff
exposed to the risk
Manual handling training
Trust - HR
Metalworking / fume
AGHS
MHRA reporting and management
AGHS

Assurance evidenced
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
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Topic
Migrant workers
Noise
Pathology COSHH
Personal Protective Equipment (PPE)
Pipelines and pressure systems (inc.
pneumatic transport systems)
PUWER / Non-medical and IT Equipment
Radiation
Respiratory Protective Equipment (RPE)
RIDDOR
Risk assessments – as per the owning topic
Road safety
S/t/f – patients in clinical areas
S/t/f – staff / visitors / environment
Security
Self-Inspection Audit
Sickness
Skin at work (dermatitis / Latex)
Smoke / smoke generating activities
Staff consultation
Stress

Owner
Organisation who are responsible for migrant
workers
Organisation responsible for the noise
generating activity
Pathology
Organisation who are responsible for staff using
the PPE
AGHS
AGHS
Trust - Radiology
Organisation who are responsible for staff using
the RPE
Both
Organisation who are responsible for staff
exposed to the risk
AGHS
Trust
Subsidiary
Subsidiary
Subsidiary
Organisation who are responsible for staff
reporting sickness
Organisation who are responsible for staff
exposed to the risk
AGHS
Both
Organisation who are responsible for staff
exposed to the risk

Assurance evidenced
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
Health Safety & Resilience Committee
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Date of Meeting:

Wednesday 2 February 2022

Meeting:

Public Board of Directors

Title of report:

Board Assurance Framework – item 15 (i)

Author:

Victoria Pickles, Deputy CEO

Previous Forums:

Audit and Risk Committee, Finance, Performance and Digital Committee,
People Committee, Quality and Safety Committee.

Purpose of the Report
This report provides an update to the Board on the key aspects of governance and internal control in
the Trust.
Key Points to Note
The BAF forms a key part of the Head of Internal Audit Opinion which forms part of the year end
reporting arrangements.
The BAF was discussed at the Audit and Risk Committee and the individual risks discussed at each
relevant Committee in January.
All key risk areas identified on the BAF are included on the agenda for discussion at this Board of
Directors meeting.

EQIA – Equality Impact Assessment
As part of the assessment of each risk on the BAF, colleagues are asked to consider the impact on
equality across all protected characteristics.

Fit with strategic objective

Population

Patients

People

X

X

X

Recommendation


To review and comment on the BAF

Partnership Progressing
X

X

Board Assurance Framework
Board of Directors
1. Current position
1.1. Over the last year, there has been significant work to improve the Trust’s Board Assurance
Framework based on learning from good practice and recommendations from Internal
Audit.
1.2. The BAF forms a key part of the Head of Internal Audit Opinion which forms part of the
year end reporting arrangements. Internal Audit have commenced their annual review of
the BAF and the assurances within it and will make recommendations next month.
1.3. All key risk areas described on the BAF are covered by the agenda of this Board meeting
and these have been set out on the attached table
Recommendations
The Board of Directors is asked to:
-

Review and discuss the Board Assurance Framework.

Ref

Risk Description

Strategic Aim: Patient‐centred ‐ Providing personalised, safe, high quality care and experience
Risk that patients do not receive high quality, safe care due to limited compliance with internally and
01/21
externally set quality and safety standards resulting in poor patient experience or patient harm
Risk of those engaging with our services of having a poor experience due to a lack of a compassionate
02/21
person centred care being delivered consistently
03/21
Risk that patients may not be able to access timely access to planned care due to the volume of patients
NEW
waiting for non‐urgent treatment resulting in harm
Strategic Aim: Supporting our people to thrive and flourish in all that we do
Risk of not being able to deliver the workforce plan due to the national labour market shortages and
04/21
increased turnover, resulting in an inability to deliver safe, effective and responsive care for patients.
Risk of increased sickness absence and loss of productivity due to the recovery of services and the on‐
05/21
going impact of the Covid‐19 pandemic resulting in an inability to deliver a high quality services
Risk of decisions being made that are not culturally sensitive, due to a workforce and leadership
06/21
population that is not representative of the communities we serve resulting in a lack of inclusive
NEW
employment practices and care pathways
Strategic Aim: Services that are progressive through continuous improvement, innovation and development
Risk that we do not deliver achieve our digital ambition due to a lack of a comprehensive programme of
07/21
technology enabled transformation, adequate funding and available capacity and expertise.
Risk that the current IT processes and systems are not fit for purpose and / or vulnerable to cyber
08/21
security breaches
Risk that the Trust will not deliver the longer term financial plan due to reduced income, inability to
09/21
deliver the cost improvement plan and additional pressures resulting in regulatory intervention.
Strategic Aim: Working in partnership with others, delivering transformation and future sustainability
Risk that the Trust will not secure sufficient capital funding to mitigate the risk aligned to the Reinforced
10/21
Autoclave Aerated Concrete (RAAC) and therefore an inability to maintain facilities over the longer term
to meet safety and regulatory standards
Strategic Aim: Meeting our populations’ needs ‐ Involving and engaging our communities in providing health care
11/21
Risk that governance arrangements at an ICS and Place level will reduce the Trust’s decision making
powers impacting on the provision of services for our local community
12/21
Risk of unexpected collapse of a RAAC panel due to lack of clarity in behaviour of RAAC panels and
therefore action being taken which will not address the issue

Initial
Score

Current
Score

Target
Score

Lead

Lead
Committee

Agenda Item at
this meeting

12

12 =

8

AS

Q&S

IBR – item 13

9

9=

6

AS

Q&S

IBR – item 13
Q&S – item 12

15

15

6

RA

FPD

IBR – item 13

12

12

9

JH

People;

People – item 12

9

15

6

JH

People

IBR – item 13
People – item 12

‐

12

6

JH

People

People – item 12

16

16 =

12

PR

FPD

15

16

10

PR

FPD

16

12

12

AW

FPD

20

25 =

9

AW

Board

CEO Report –
item 7
STF – item 9

15

8

4

BB

Board

CEO Report –
item 7

20

20

15

BB

Board

STF – item 9

CEO Report –
item 7
HLRR – item 16
FPD – item 12
IBR – item 13
FPD – item 12

BOARD ASSURANCE FRAMEWORK 2021/22
Board of Directors 3 Nov 20212 February 2022

Our strategic aims are:
 Patient-centred - Providing personalised, safe,
high quality care and experience
 Supporting our people to thrive and flourish in
all that we do
 Services that are progressive through
continuous improvement, innovation and
development
 Working in partnership with others, delivering
transformation and future sustainability
 Meeting our populations’ needs - Involving and
engaging our communities in providing health
care

SUMMARY RISKS
Ref

Risk Description

Strategic Aim: Patient‐centred ‐ Providing personalised, safe, high quality care and experience
Risk that patients do not receive high quality, safe care due to limited compliance with internally and
01/21
externally set quality and safety standards resulting in poor patient experience or patient harm
Risk of those engaging with our services of having a poor experience due to a lack of a compassionate
02/21
person centred care being delivered consistently
03/21
Risk that patients may not be able to access timely access to planned care due to the volume of patients
NEW
waiting for non‐urgent treatment resulting in harm
Strategic Aim: Supporting our people to thrive and flourish in all that we do
Risk of not being able to deliver the workforce plan due to the national labour market shortages and
04/21
increased turnover, resulting in an inability to deliver safe, effective and responsive care for patients.
Risk of increased sickness absence and loss of productivity due to the recovery of services and the on‐
05/21
going impact of the Covid‐19 pandemic resulting in an inability to deliver a high quality services
Risk of decisions being made that are not culturally sensitive, due to a workforce and leadership
06/21
population that is not representative of the communities we serve resulting in a lack of inclusive
NEW
employment practices and care pathways
Strategic Aim: Services that are progressive through continuous improvement, innovation and development
Risk that we do not deliver achieve our digital ambition due to a lack of a comprehensive programme of
07/21
technology enabled transformation, adequate funding and available capacity and expertise.
Risk that the current IT processes and systems are not fit for purpose and / or vulnerable to cyber
08/21
security breaches
Risk that the Trust will not deliver the longer term financial plan due to reduced income, inability to
09/21
deliver the cost improvement plan and additional pressures resulting in regulatory intervention.
Strategic Aim: Working in partnership with others, delivering transformation and future sustainability
Risk that the Trust will not secure sufficient capital funding to mitigate the risk aligned to the Reinforced
10/21
Autoclave Aerated Concrete (RAAC) and therefore an inability to maintain facilities over the longer term
to meet safety and regulatory standards
Strategic Aim: Meeting our populations’ needs ‐ Involving and engaging our communities in providing health care
11/21
Risk that governance arrangements at an ICS and Place level will reduce the Trust’s decision making
powers impacting on the provision of services for our local community
12/21
Risk of unexpected collapse of a RAAC panel due to lack of clarity in behaviour of RAAC panels and
therefore action being taken which will not address the issue

Initial
Score

Current
Score

Target
Score

Lead

Lead
Committee

Risk
Appetite

12

12 =

8
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Q&S

TBC

9

9=

6
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Q&S

TBC

15

15

6
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TBC

12

12

9
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TBC

9

15

6

JH

People

TBC

‐

12

6

JH

People

TBC

16
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12
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FPD

TBC

15

16
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FPD

TBC

16

12

12
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FPD

TBC
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9
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Board

TBC

15

8

4
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Board

TBC

20

20

15

BB

Board

TBC

HEAT MAP

LIKELIHOOD
(frequency)
Almost certain (5)

Insignificant (1)

CONSEQUENCE (impact / severity)
Minor (2)
Moderate (3)
Major (4)
03/21 Access to care
05/21 Sickness

Extreme (5)
10/21 RAAC Capital

Likely (4)
06/21 Equality

07/21 Digital
08/21 Cyber

02/21 Engagement

01/21 Quality of care
04/21 Workforce shortage
09/21 Finance

Possible (3)

Unlikely (2)
11/21 Governance

Rare (1)

12/21 RAAC management

Q1

Q2

Q3

Q4

Strategic Aim: Patient-centred providing personalised, safe, high
quality care and experience

Assurance Rating:

Risk Description

Risk that patients do not receive high quality,
safe care due to limited compliance with
internally and externally set quality and safety
standards resulting in poor patient experience or
patient harm.

Risk
Ref: 01/21

Committee Lead

Quality and Safety Committee

Date Added:

1 April 2020

Lead Director

Executive Chief Nurse/Medical Director

Date Reviewed:

17 January 2022

Lead Manager

Assistant Director, Healthcare Governance

Last discussed:

Board of Directors, 3 November
2021

Consequence
4
Gaps in Controls

Likelihood
3
Assurances

Score
12
Gaps in assurance

(Where are we failing to put systems in place)

(How do we know if it’s
working)
First Line
 IPRs show good
performance with quality and
safety measures
 QRG/Patient Safety
Learning Group/Divisional
Quality Safety Board
meetings
 Complaints Panel and
reporting
 Internal peer review process
 Serious Incident Assurance
panel
Second Line
 Quality and Safety
Committee/Board reports
show good compliance
 Integrated Board Report
(IBR) significantly enhanced

(What additional assurance do we
need)

Current Risk Rating
Controls
(What are we doing about the
risk)
 Strengthened governance
structure in place
 Good compliance with
mandatory and essential
training
 Quality dashboard report
 Good levels of incident
reporting
 Quality Review Group (QRG),
Divisional Quality and Safety
bards, and Patient Safety and
Learning Group now
embedded and meeting
regularly
 Quality Strategy approved by
the Board
 Internal audit programme
better aligned to Quality
priorities









The embedding of consistent governance
processes within individual departments
needs further work
The ward to Board assurance framework
needs further embedding
Roll-out of Quality Strategy impacted by
Covid-19
Alignment of clinical audit schedule to
Quality priorities and National Standards
Ready access to data for improvement
within clinical and operational teams
Absence of an electronic patient record
Capacity and capability for crossorganisational quality improvement







Non-Executive Director
Safer Patient Initiative (NED
SPI) walk arounds
compromised by Covid
Some local and national
audits paused due to Covid
19
Consistent Equality Quality
Impact Assessment (EQIA)
approach to service change
Consistent key performance
indicators (KPIs) for ward
level assurance




Immediate Actions




and agreed at Board
Internal audit reports show
good compliance
Third Line
 CQC rating – currently
`requires improvement’
 External peer review process
 CQC Insight report

Risk management processes
within individual directorates
and divisions strengthened
Upskilling in patient safety and
experience response

Define Divisional Quality
priorities
Improvement in complaints
trajectory
Improvement of risk approach



Timescale
September 2021
December 2022

Lead
Medical Director/Executive Chief
Nurse
Executive Chief Nurse

December 2022

Executive Chief Nurse

Longer term actions
 Quality Improvement methodology and embedding
 Quality assessment of reset plans and winter plans to be confirmed
Links to Risk Register:
None
Consequence
Residual Risk Rating

4

Likelihood

Score

2

8

Q1

Q2

Q3

Q4

Strategic Aim: Patient-centred providing personalised, safe, high
quality care and experience

Assurance Rating:

Risk Description

Risk of those engaging with our services having
a poor experience due to the lack of
compassionate person-centred care being
delivered

Risk
Ref: 02/21

Committee Lead

Quality and Safety Committee

Date Added:

1 April 2020

Lead Director

Executive Chief Nurse/Medical Director

Date Reviewed:

17 January 2022

Lead Manager

Deputy Chief Nurse

Last discussed:

Board of Directors, 3 November
2021

Consequence
3
Gaps in Controls

Likelihood
3
Assurances

Score
9
Gaps in assurance

(Where are we failing to put systems in place)

(How do we know if it’s
working)
First Line
 Patient Experience Group in
place
 Friends and Family Test
(FFT)
 Robust data analysis from
complaints
 Walk arounds
Second Line
 Patient experience and
complaints information in
Integrated Board Report
(IBR)
 Annual Complaints report to
Quality and Safety
Committee
 Patient Experience report to
Board
 Internal Audit report on
complaints process

(What additional assurance do we
need)

Current Risk Rating
Controls
(What are we doing about the
risk)
 Revised and formalised
complaints process in place
 Risk assessment in place for
complaints
 Patient Advisory and Liaison
Service (PALS) in place
 Patient Experience and
Engagement Strategy
embedded within the Quality
and Safety Strategy
 Part of the West Yorkshire pilot
developing experience and
access improvement for
people with learning disabilities
 Internal peer review
 Patient representation on
Patient and Public Experience
and Engagement (PPEE)
Group
 Patient story to Board and







Revised complaints and PALS process still
being embedded
Quality team structure requires review to
support complaints handling in divisions
Cross organisational learning from
complaints and PALS not robust
Capacity and capability in complaints
response
Learning disability nursing capacity for
oversight/improvement







Non-Executive Director
Safer Patient Initiative (NED
SPI) walk arounds
compromised by Covid
Some local and national
audits paused due to Covid
19
Consistent Equality Quality
Impact Assessment (EQIA)
approach to service change
Consistent key performance
indicators (KPIs) for ward
level assurance



divisional groups
Service level litigation reviews
for learning

Immediate Actions




Continue to implement
Complaints Improvement plan
Continue to develop patient
engagement and experience
approach
Develop business case for
learning disability nurse input

Third Line
 National Inpatient Survey
and patient experience
surveys show positive
results
 Patient Led Assessment of
the Care Environment
(PLACE) survey undertaken
on an annual basis
 Parliamentary and Health
Service Ombudsman
(PHSO) referrals
 CQC inspection and
engagement enquiries
Lead
Medical Director/Executive Chief
Nurse
Medical Director/Executive Chief
Nurse

Timescale
September 2021
March 2022
September 2022

Medical Director/Executive Chief
Nurse

Longer term actions
 Develop a real time approach to collating and understanding patient experience
 Appointment of LD Nurse is not anticipated to be approved until April 2022
Links to Risk Register: Nurse
staffing risk relating to skill mix and
staffing levels
Consequence
Residual Risk Rating

3

Likelihood

Score

2

6

Q1

Q2

Q3

Q4

Strategic Aim: Patient-centred Providing personalised, safe, high
quality care and experience

Assurance Rating:

Risk Description

Risk that patients may not be able to access
timely planned care due to the volume of
patients waiting for non-urgent treatment
resulting in harm

Risk
Ref: 03/21

Committee Lead

Finance, Performance and Digital Committee

Date Added:

23 August 2021

Lead Director

Chief Operating Officer

Date Reviewed:

17 January 2022

Lead Manager

Operations Director, Surgery & Diagnostics

Last discussed:

Board of Directors, 3 November
2022

Consequence
3
Gaps in Controls

Likelihood
5
Assurances

Score
15
Gaps in assurance

(Where are we failing to put systems in place)

(How do we know if it’s
working)
First Line
 Weekly Access meeting
 Data Quality Group
 Integrated Performance
Review – Directorate and
Divisional (involving
Executives)

(What additional assurance do we
need)

Current Risk Rating
Controls
(What are we doing about the
risk)
 Resumption of operating
activity at Airedale in line with
Trust recovery process
 Oversight of waiting list
position via forums including
weekly Access meeting and
Integrated Performance
Reviews.
 Clinical prioritisation process in
place – Systmone now able to
capture and report P1-P6
status of admitted patients.
 Place-based working to
coordinate elective recovery
including utilisation of
independent sector.
 Additional theatre capacity
coming on line from January









Efficiency of processes continues to be
impacted due to ongoing management of
COVID (e.g. pre-assessment testing,
throughput of theatres)
Small number of patients without a clinical
prioritisation status or overdue their see by
date
Workforce – absence and challenges
recruiting in a small number of specialities
has the potential to limit the level of work
undertaken (e.g. anaesthetics)
Lack of appetite amongst the workforce to
undertake additional capacity outside of core
job plans.
Further surges in acute demand disrupting
the ability to continue operating due to need
to redeploy staff groups.

Second Line
 Finance Performance and
Digital Committee via
Integrated Board Report
 Board of Directors via
Committee Chair Report
and Integrated Board Report
 Internal Audit of waiting list
management (taking place



Internal Audit of waiting list
management due to take
place in Q3 of 21/22.

2022 when new theatre block
is complete.

Immediate Actions


Internal Audit of waiting list
management
 Incentivisation of weekend
working
 Completion of new theatre
build
Longer term actions
 None applicable
Links to Risk Register:
Residual Risk Rating

in Q3 21/22)

Timescale
Q3 21/22

Third Line
 NHSE/I reporting
 External benchmarking
 Quarterly System Review
Meeting (QRM)
Lead
Chief Operating Officer

Q2-Q4 21/22

Chief Operating Officer

Q4 21/22

Chief Operating Officer

Consequence

3

Likelihood

Score

2

6

Q1

Q2

Q3

Q4

Strategic Aim: Supporting our people to
thrive and flourish in all that we do

Assurance Rating:

Risk Description

Risk of not being able to deliver the
workforce plan due to the national labour
market shortages and increased turnover,
resulting in an inability to delivery safe,
effective and responsive care for patients.

Risk
Ref: 04/21

Committee Lead

People Committee

Date Added:

1 April 2020

Lead Director

Director of People and OD

Date Reviewed:

17 January 2022

Lead Manager

Deputy Director of People and OD

Last discussed:

Board of Directors, 3 November
2022

Controls

Consequence
4
Gaps in Controls

Likelihood
3
Assurances

Score
12
Gaps in assurance

(What are we doing about the risk)

(Where are we failing to put systems in place)

(What additional assurance do we
need)





(How do we know if it’s
working)
First Line
 Successful recruitment to
hard to fill posts
 International nurse
recruitment
 People Strategy and
Strategic Key Performance
Indicators (KPIs) agreed
and reviewed

Current Risk Rating














Ongoing recruitment campaign in
place including international
recruitment for nursing and medical
roles
Daily and weekly staffing meetings
Agency and bank process in place
E-rostering system
Monthly roster sign off
Vacancy control process
Establishment review process (for
Nursing)
Temporary staffing team
Nurse Incentive payment
Safe care tool
Interim bank payment for medical
Workforce plan and trajectory for
Nursing
Medical escalation process for hard







Onboarding for international
recruitment in medical roles including
pastoral support
Medical and AHP e-Rostering
Safe care acuity tool
Triangulation and alignment of the
vacancy position across finance and
HR systems
Recruitment branding not in place
Consistent approach to retention
across the Trust

Second Line
 Safe Staffing report to
Board meetings
 IBR
 Internal Audit gave
significant assurance on
recruitment and temporary
staffing
 People Strategy approved







Review of retention for
international recruits and
across key staff groups
Delivery of the NHS
England/Improvement
levels of attainment for
eRostering
Safe care reporting through
Board linked to safer
staffing and birth rate plus
Reporting of Rostering Key
Performance Indicators
(KPIs) with oversight from
People Committee



to recruit to posts
Nursing and midwifery workforce
development programme





at Board
Nursing and medical
workforce reports to
People Committee
Workforce plan monitored
by People Committee

Third Line


Immediate Actions


Timescale
December 2021March 2022

CQC raised must and
should so actions in
relation to staffing (-ve)
Lead
Executive Chief Nurse

Conclude international recruitment
for registered nurses
 Launch new recruitment branding
October 2021
Director of People and OD
with Just R partner
March
2022
Director of People and OD
 Roll-out of e-rostering
Longer term actions
 International recruitment to midwifery through LMS – Chief Nurse
 Pilot new retention approach to Nursing – March June 2022 – Director of People and OD
 Recruitment trajectory for medical roles – March June 2022 – Medical Director
 Roll out of e-rostering – March 2022 – Director of People and OD
Links to Risk Register:
2017-014 – Shortfall in acute
paediatricians (16)
MAT09/2019 Midwifery Staffing levels
(20)
HRKD-12 Workforce plan (12)
Paeds 05/2021 Paediatrics staffing (15)
Consequence
Likelihood
Residual Risk Rating

3

3

Score

9

Q1

Q2

Q3

Q4

Strategic Aim: Supporting our
people to thrive and flourish in all that
we do

Assurance Rating:

Risk Description

Risk of increased sickness absence and loss
of productivity due to the recovery of services
and the ongoing impact of the Covid-19
pandemic resulting in an inability to deliver a
high quality service.

Risk
Ref: 05/21

Committee Lead

People Committee

Date Added:

1 April 2020

Lead Director

Director of People and OD

Date Reviewed:

17 January 2022

Lead Manager

Deputy Director of People and OD

Last discussed:

Board of Directors, 3 November
2021

Controls

Consequence
3
Gaps in Controls

Likelihood
5
Assurances

Score
15
Gaps in assurance

(What are we doing about the risk)

(Where are we failing to put systems in place)

(What additional assurance do we
need)





(How do we know if it’s
working)
First Line
 Inclusion network groups
meeting
 Divisional IPR people
indicators
 Sickness absence data (ve)
 Relaunch of the health and
wellbeing offer
 Staff Psychological support
post in place

Current Risk Rating









Employee Health and Wellbeing
service in place and promoted
Freedom to Speak Up/ Guardian
of Safe Working in place
Staff Psychological support in
place
Daily sickness absence reporting
Weekly monitoring and monthly
reporting of absence rates and
trends through Gold
Wellbeing at work lead in the HR
Business Partering team
Wellbeing Guardian NED role
implemented at the Trust
Risk assessments in place to
support individual and
department need







Occupational Health Nurses vacancies in
Employee Health and Wellbeing service
Mental health awareness and support
offer
Approach to temporary workforce risk
assessments
Implementation of wellbeing conversations
18% of colleagues no record of
vaccination and potential for the
Government to mandate vaccination
Reasonable adjustment toolkit

Second Line
 Freedom to Speak Up
Guardian and Guardian of
Safe Working reports to
People Committee






Recruitment of additional
Occupational Health
Nurses
Evaluation of pilot of Staff
Psychologist role
Mental Health Awareness
training and education to
be developed
Evaluation of Employee
Assistance programme






Immediate actions:





Covid-19 and flu vaccination
programme
Long Covid programme for staff
support
Wellbeing at Work policy
Looking after our People
workstream as part of Place
based People Plan.

Timescale
September – November 2021
October 2021

People story at People
Committee
 Staff Survey action plan
report to People
Committee and Board
 Integrated Board Report
containing people
indicators
 Internal audit on staff
wellbeing gave significant
assurance
Third Line
 Staff Survey and Staff
Friends and Family Test
 Model Health System
wellbeing dashboard
Lead
Director of People and OD
Director of People and OD

Promote Staff Survey
Wellbeing focus at People
Committee
November 2021March 2022
Director of People and OD
 Recruitment of additional
resource to support staff
Psychologist
December 2021March 2022
Director of People and OD
 Recruitment of Occupational
Health Nurses
Director of People and OD
 Refresh of Health and Wellbeing March 2022
offer
Longer term actions
 Evaluation of Staff Psychology service – March April 2022 – Director of People and OD
 Mental Health Awareness training and education – March April 2022 – Director of People and OD
 Evaluation of Employee Assistance Programme – March April 2022 – Director of People and OD
Links to Risk Register:
HRKD2 – Health and wellbeing of
our people (15)
HRKD8 – Employee Health and
Wellbeing service capacity (12)
Consequence
Likelihood
Residual Risk Rating

3

4

Score

12

Strategic Aim: Supporting our

Assurance Rating:

Q1

Q2

Q3

Q4

Risk Description

Risk of decisions being made that are not
culturally sensitive, due to a workforce and
leadership population that is not representative
of the communities we serve resulting in a lack
of inclusive employment practices and care
pathways.

Risk
Ref: 06/21

Committee Lead

People Committee

Date Added:

July 2021

Lead Director

Director of People and OD

Date Reviewed:

New17 January 2022

Lead Manager

Deputy Director of People and OD

Last discussed:

Board Strategy Day, July 2021o
Directors, 3 November 2021

Consequence
3
Gaps in Controls

Likelihood
4
Assurances

Score
12
Gaps in assurance

Current Risk Rating
Controls
(What are we doing about the
risk)
 Inclusion Staff Networks
 Inclusion Sub-Group of People
Committee
 Black, Asian and Minority
Ethnic (BAME) focus groups
(part of Covid response)
 Anti-racism campaign – we
stand together against racism
 Executive and Non-Executive
participation in Inclusion
groups
 Inclusion golden thread in
People Strategy
 Workforce Race Equality
Scheme action plan
 Workforce Disability Equality
Scheme action plan
 Zero tolerance approach to
discrimination and toolkit to

(Where are we failing to put systems in place)










(How do we know if it’s
working)
First Line
 Line manager escalation
Leadership profile which does not reflect our
workforce profile
 AEFs
Second Line
Inclusion Network for Neurodiversity
 Strategic KPIs for People
Promotion of colleagues lived experience
Strategy reporting bithrough existing staff network campaigns
annually to People
No dedicated Inclusion role within the Trust
Committee
Lack of dedicated expert for Inclusion
 Staff Survey action plan
network leads to take forward the work of the
through People Committee
networks
 Serious Incident completed
Board diversity does not reflect our
in relation to failure to
workforce profile
make reasonable
Shadow Board at ICS and Trust level
adjustments and
Reasonable adjustment toolkit
associated action plan
 Freedom to Speak Up
Guardian report

(What additional assurance do we
need)




Develop and embed first
line assurance measures
Report on leadership and
workforce profile in
comparison to local
community via the Inclusion
Sub-Group



support
Receiprocal mentoring
programme

Immediate Actions


Timescale
December 2021March 2022

Third Line
 WRES and WDES metrics
–ve
 Gender Pay Gap reporting
– ve
 Staff Survey metrics
Lead
Director of People and OD

Exploring dedicated time for
Inclusion networks to support
the development of actions
December 2021March 2022
Director of People and OD
 Develop a series of videos to
highlight colleagues lived
experiences and how we will
support them
December 2021March 2022
Director of People and OD
 Swartz Round dedicated to
Inclusion.
Longer term actions
 Exploration of Associate NED role to support diversity – January March 2022 – Director of People and OD/Director of
Corporate AffairsDeputy Chief Executive
 Establish a network for Neurodiversity – March 2022 – Director of People and OD
 Develop and embed first line assurances for Quality and Safety team – March 2022 – Director of People and OD
Links to Risk Register:
HRKD7 – Inclusion (12)
Consequence
Likelihood
Residual Risk Rating

3

2

Score

6

Q1

Q2

Q3

Q4

Strategic Aim: Services that are
progressive through continuous
improvement, innovation and
development

Assurance Rating:

Risk Description

Risk that we do not achieve our digital ambition
due to a lack of a comprehensive programme of
technology enabled transformation, adequate
funding and available capacity and expertise.

Risk
Ref: 07/21

Committee Lead

Finance, Performance and Digital Committee

Date Added:

1 April 2020

Lead Director

Chief Digital and Information Officer

Date Reviewed:

2 September 2021

Lead Manager

Deputy Chief Digital and Information Officer

Last discussed:

Board Strategy Day, July 2021

Consequence
4
Gaps in Controls

Likelihood
4
Assurances

Score
16
Gaps in assurance

(Where are we failing to put systems in place)

(How do we know if it’s
working)
First Line
 Ability to roll-out IT/digital
processes at short notice
during Covid-19
Second Line
 Reports to Finance,
Performance and Digital
Committee and Board
 Digital Strategy discussed
and agreed at Board
 Establishment of the Digital
and Data Transformation
Committee

(What additional assurance do we
need)

Current Risk Rating
Controls
(What are we doing about the
risk)
 Digital Strategy refresh agreed
and programmes in place
 In-year funding 2021/22
agreed
 Initial funding from NHS X
secured to support a full
business case for an
enterprise EPR
 More integrated and aligned
resource management with
BTHFT

Immediate Actions


Recruitment of a Deputy






Unclear process from the Centre in relation
to capital funding at current point.
Funding for future years not clearly defined
Small team based on individual expertise
Clear focused leadership required with
expertise in IT/digital

Timescale
December 2021

Third Line
 Digital Maturity Assessment
(-ve)
Lead
Chief Digital and Information







Short term recruitment
pressures into key roles
Key individuals still impacted
by Covid19
CQC report noted a number
of record gaps and controls
that would be supported by
Digital
Future reporting on CQC
digital maturity



December 2021
NHS X business case
submission
Longer term actions
 Fully integrated digital and data service between Airedale and BTHFT (April 2022)
 Fully funded digital strategy at ICP (April 2023)
Links to Risk Register:
EPMA Risk
Infrastructure risk
Residual Risk Rating

Officer

Consequence

Likelihood

Score

4

3

12

Q1

Q2

Q3

Q4

Strategic Aim: Services that are
progressive through continuous
improvement, innovation and
development

Assurance Rating:

Risk Description

Risk that current IT processes and systems are
not fit for purpose and/or vulnerable to cyber
security breaches.

Risk
Ref: 08/21

Committee Lead

Finance, Performance and Digital Committee

Date Added:

1 April 2020

Lead Director

Chief Digital and Information Officer

Date Reviewed:

23 August 2021

Lead Manager

Deputy Chief Digital and Information Officer

Last discussed:

Board Strategy Day, July 2021

Consequence
4
Gaps in Controls

Likelihood
4
Assurances

Score
16
Gaps in assurance

(Where are we failing to put systems in place)

(How do we know if it’s
working)
First Line
 Digital Governance Group
monitors performance
 Shared team across trusts
implemented
Second Line
 Significant assurance
provided by Internal Audits
regarding IT processes
Third Line
 Data Security and Protection
Toolkit (DSPT) assessment
showed good compliance
 Cyber risk assessment
Lead
Chief Digital and Information
Officer

(What additional assurance do we
need)

Current Risk Rating
Controls
(What are we doing about the
risk)
 Team structure that works
closely with other partners
 Cyber Risk Assessment
showed strong processes in
place
 Board undertaken Cyber
training
 Strong controls on access
 Actively engaged with NHS X
and NHS D cyber expertise

Immediate Actions







Absence of a comprehensive and up to date
baseline position re digital infrastructure
Governance for IT decisions/issues
resolution needs to be clearer
Lack of clear capital plan to support IT
infrastructure investment
Cyber security not fully understood, and
responsibilities embedded across the Trust

Timescale
November 2021

Comprehensive infrastructure
assessment being undertaken
with external 3rd party
Longer term actions
 Fully integrated digital and data service between Airedale and BTHFT (April 2022)




Little resilience in a small
team
Recent serious incident
reported regarding IT outage

Links to Risk Register:
IT-2020-03 – Increased risk of
cyber attack during Coronavirus
pandemic (12)
Residual Risk Rating

Consequence

Likelihood

Score

5

2

10

Q1

Q2

Q3

Q4

Strategic Aim: Services that are
progressive through continuous
improvement, innovation and
development

Assurance Rating:

Risk Description

Risk that the Trust will not deliver the longer-term
financial plan due to reduced income, inability to
deliver the waste reduction plan and additional
pressures resulting in regulatory intervention.

Risk
Ref: 9/21

Committee Lead

Finance, Performance and Digital Committee

Date Added:

1 April 2020

Lead Director

Director of Finance

Date Reviewed:

23 August 2021

Lead Manager

Deputy Director of Finance

Last discussed:

Board Strategy Day, July 2021

Consequence
4
Gaps in Controls

Likelihood
3
Assurances

Score
12
Gaps in assurance

(Where are we failing to put systems in place)

(How do we know if it’s
working)
First Line
 Integrated Board Reports

Second Line
 Finance reports to the
Finance, Performance and
Digital Committee and Board
Third Line
 Discussions with External
Auditor on position and
actions
 System reporting and
planning process in place
 `Use of Resources’
assessed as Good by the
CQC

(What additional assurance do we
need)

Current Risk Rating
Controls
(What are we doing about the
risk)
 Waste Reduction Plan in place
 Budgetary control processes
 Detailed income and activity
monitoring
 Currently on block income
contract
 Authorisation processes for
recruitment and agency spend
 Reporting of each division
through IPRs
 Gold Command structure to
manage Covid costs.
 Planning beyond a one year
timeline







Lack of clarity on recurrent funding position
Activity significantly reduced and recovery
position will be challenging
Premium staffing costs increasing in clinical
roles due to lack of supply
Current financial regime requires delivery
across the whole West Yorkshire Integrated
Care System
The need to invest in Digital infrastructure









Lack of clarity regarding
future years funding and,
therefore, expected waste
reduction levels
Lack of clarity on recurrent
support for the recovery of
elective work
Awaiting technical detail
around the allocation of
elective recovery income
Unclear on whether the
increased demand for nonelective work and future
levels of Covid cases will
remain at current higher
levels, despite reductions in
Covid income.
Further work required with
Place and ICS on potential
short-term deficits aligned to



Immediate Actions


Review of financial plan
assumptions against revised
income for second half of
2021/22income allocations for
2022/23
Longer term actions
 Review of national planning
guidance against Trust
assumptions
 Revisit future years waste
reduction target to ensure
deliverability
 Review position within wider
Place and ICS for any required
financial support
Links to Risk Register:
Fin-2017-13 – CCG income at risk
–6
Fin 2017-16 – Controlling costs – 6
2019-02 – Financial obligations - 6
Residual Risk Rating

Timescale
October 2021March 2022

Lead
Director of Finance

March 2022

Director of Finance

March 2022

Director of Finance

March 2022

Director of Finance

Digital investment
High risk that we will not be
able to deliver within the
financial envelope in future
years, and the need to
understand how this will be
managed within the new
Integrated Care System
framework.

Consequence

Likelihood

Score

4

3

12

Q1

Q2

Q3

Q4

Strategic Aim: Working in
partnership with others, delivering
transformation and future
sustainability

Assurance Rating:

Risk Description

Risk that the Trust will not secure sufficient
capital funding to mitigate the risk aligned to the
Reinforced Autoclave Aerated Concrete (RAAC)
and therefore an inability to maintain facilities
over the longer term to meet safety and
regulatory standards.

Risk
Ref: 10/21

Committee Lead

Trust Board

Date Added:

1 April 2020

Lead Director

Director of Finance

Date Reviewed:

23 August 202117 January 2022

Lead Manager

Managing Director, AGH Solutions Ltd

Last discussed:

Board Strategy Day, July 2021of
Directors, 3 November 2021

Consequence
5
Gaps in Controls

Likelihood
5
Assurances

Score
25
Gaps in assurance

Current Risk Rating
Controls
(What are we doing about the
risk)
 Liaising with NHS England/
Improvement to enable the
progression of a Strategic
Outline Case for a new
hospital build
 Undertaken ALARP
assessment on current
building
 Capital asks identified through
business planning process and
prioritised based on current
information
 Capital and Investment Group
meetings to discuss capital
priorities
 Approval of £15 million for
2021/22next three years
funding: £20m, £15m, £15m

(Where are we failing to put systems in place)

(What additional assurance do we
need)











(How do we know if it’s
working)
First Line
Flexibilities for capital as a foundation trust
 Finance reports to Capital
no longer available
and Investment Group
Long term (beyond three year `fail-safe’)
regarding prioritisation
capital processes remain unclear
 Emergency planning
No nationally identified funding for rebuild/
exercise on RAAC held with
regeneration
system partners
Lack of clarity on ability to access
 Reports to Executive RAAC
emergency funding if value exceeds the
Assurance Group
ability for the ICS to support
Second Line
Approved value does not include
 Reports to the Finance,
contingency, creating a risk to the internal
Performance and Digital
capital plan
Committee
National team has advised there is no further
 Clear stakeholder plan of
option to request more capital in 2021/22,
engagement around the
despite the risk faced
risks and need for funding
Third Line
 System planning





The Trust is not currently
part of HIP planning
position, despite the RAAC
position and is awaiting
confirmation of success in
NHP bid
Structural engineering report
has shown the building
requires replacement earlier
than originally thought.
However, it is unclear what
the next stages are to
progress the business case
and there is no clear
process for securing capital
funding for new build
Research on managing
RAAC panels is limited



Expression of interest
submitted for a new hospital £680 million
 Submission of four year
`failsafe’ plan
 Submission of plan or
regeneration of site,
eradicating 85% of RAAC
(outside of new hospital
programme)
 Executive Response Group
meeting weekly
 Working group with further five
trusts with RAAC related
issues and no HIPP support
Immedicate actions:


Continue stakeholder
engagement
 Continue to submit bids for
funding
 Continue to review expert
advice as learning progresses
Longer term actions
 Progress Strategic Outline
Case/Outline Business
Case/FBC or alternative
regeneration of site through
alternative funding
Links to Risk Register:
RAAC1 – Aerated concrete – 25
RAAC1a – Deflection in RAAC roof
panels in Education Centre and
Finance – 15
RAAC1b – Deflection of RAAC roof
panels in Ward 9 – 15
RAAC1c – Deflection of RAAC roof
panels in Ward 15
AGHS E004 – Aging Estate - 12




Timescale
Ongoing

arrangements regarding
capital
ALARP report showed
manageable risks
North of England and ad hoc
meetings with NHSE/I
colleagues

Lead
Director of Corporate
AffairsDeputy Chief Executive

Ongoing
Director of Finance
Ongoing
MD, AGH Solutions Ltd
To be confirmed nationally

MD, AGH Solutions Ltd



which leaves the future
position unclear
New defects and updated
guidance continue to arise,
requiring a different
response.

Residual Risk Rating

Consequence

Likelihood

Score

3

3

9

Q1

Q2

Q3

Q4

Strategic Aim: Working in
partnership with others, delivering
transformation and future
sustainability

Assurance Rating:

Risk Description

Risk that governance arrangements at an ICS
and Place level will reduce the Trust’s decision
making powers impacting on the provision of
services for our local community

Risk
Ref: 11/21

Committee Lead

Trust Board

Date Added:

20 September 2021

Lead Director

Chief Executive

Date Reviewed:

NEW

Lead Manager

Director of Corporate AffairsDeputy Chief
Executive

Last discussed:

Board Strategy Day, July
2021Board of Directors, 3
November 2021

Consequence
4
Gaps in Controls

Likelihood
2
Assurances

Score
8
Gaps in assurance

Current Risk Rating
Controls
(What are we doing about the
risk)
 Ensuring we have a voice and
influence over the design of
new governance arrangements
through:
o Chief Executive part of
Future Design and
Transition Group
o Chair attends fortnightly
development meeting
o Director of Corporate
Affairs part of the ICP
Governance Development
Group
o Senior leadership part of
variety of workstreams
across West Yorkshire and
Place
 No delegation of decisions
 Full partner in the Strategic

(Where are we failing to put systems in place)

(What additional assurance do we
need)









(How do we know if it’s
working)
First
Line
Not clear on new arrangements for provider
 Chief Executive and Chair
alliances
reports to Board
Detail of delegations of authority and
Second Line
assurances mechanisms not yet clear
New governance arrangements to be tested  Strategic Partnering
Agreement
Guidance not yet issued on all aspects of the
Third Line
new arrangements


Not yet got finalized
governance arrangements at
West Yorkshire or Place
level.

Partnering Agreement
Board discussions on system
governance arrangements and
direction of travel
Immediate actions:





Discussion at Board Strategy
workshop

Longer term actions
 Receive paper on alignment of
West Yorkshire and Place
governance arrangements with
Trust decision making
processes
Links to Risk Register:
Residual Risk Rating

Timescale
October 2021

Lead
Director of Corporate
AffairsDeputy Chief
Executive/Director of Strategy,
Planning and Partnerships

March 2022

Director of Corporate
AffairsDeputy Chief Executive

Consequence

Likelihood

Score

2

2

4

Q1

Q2

Q3

Q4

Strategic Aim: Working in
partnership with others, delivering
transformation and future
sustainability

Assurance Rating:

Risk Description

Risk of unexpected collapse of a RAAC panel
due to lack of clarity in behaviour of RAAC
panels and therefore action being taken which
will not address the issue

Risk
Ref: 12/21

Committee Lead

Trust Board

Date Added:

10 October 2021

Lead Director

Chief Executive

Date Reviewed:

NEW

Lead Manager

Director of Corporate AffairsDeputy Chief
Executive

Last discussed:

NEWBoard of Directors, 3
November 2021

Consequence
5
Gaps in Controls

Likelihood
4
Assurances

Score
20
Gaps in assurance

(Where are we failing to put systems in place)

(How do we know if it’s
working)
First Line
 Reports to RAAC assurance
group

(What additional assurance do we
need)

Second Line
 Risk summit discussions
 Meeting with NHS England
national RAAC team
(05.10.21)
 Monthly Securing the Future
report to Board





Current Risk Rating
Controls
(What are we doing about the
risk)
 Monitoring of all load bearing
panels ongoing
 Remote monitoring of some
panels in place
 Mapping of defects including
deflection, spalling, cracking,
end bearings and cut panels
completed
 External survey reports
completed by Sweco; Curtins
 Acrow propping and other
remedial works complete
where required
 Fire alarm arrangements
amended to reflect patterns of
evacuation to meet expected
needs of panels
Immediate actions:







Lack of clarity over behaviour of panels
Research unlikely to cover floor panels
Research on impact of fire only just
beginning
Initial feedback on RAAC behaviour in a fire
demonstrates concerns with wet panels
which may also impact on fire management
Insufficient funding to address the defective
panels identified in reports and by the
surveying team

Third Line
 SWECO report
 Curtins report
 Initial fire service review

Timescale

Lead




Awaiting final structural
engineering report
Research delayed and not
clear on reporting timetable
3rd risk summit delayed
Require fire service review
Not yet on the New Hospital
Programme so no clear
indication of when the risk
will be eliminated




Follow up discussion with fire
service
Review of complete plan of
panels and agree remedial
actions

Longer term actions
 Follow up on research
programme
Links to Risk Register:
Residual Risk Rating

October 2021

Emergency Planning Lead

November 2021

MD AGHS

January 2022

MD AGHS
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Purpose of the Report
This report provides the Audit and Risk Committee with an update regarding the high levels risks and
mitigations in place within the organisation along with the detail of movement since last reporting at
the October meeting.
Appendix 1 contains the detail of all risks graded at 15 and above at 17 December 2021.
Key Points to Note
There are 19 high level risks, the highest risk relates to the structural impact of aerated concrete
across the Trust, scored at 25. In addition to this overarching risk there are a four additional risks
relating specifically to the aerated concrete risk.
Staffing risks in nursing across medicine and surgery relate to the skill mix due to recent recruitment
initiatives and the potential risk for impacting on the quality of patient experience and delivery of
care.
Midwifery staffing risk is scored at 20 and is due to vacancies and sickness absence in the
department impacting on midwifery staffing numbers. This has been mitigated by pausing Continuity
of Carer and redeploying community teams to ensure safe midwifery staffing levels on Labour
Ward.
There have been improvements in risk scores relating to:
 Paediatric Consultant staffing
 ED attendance – although this is being kept under review
 Serious Incident Investigations

There are a number of new high level risks that are due for review at the February Risk &
Compliance Group for the first time, these include:
 Paediatric Nurse Staffing
 Neonatal name band software risk
 Community accommodation for midwifery teams
 Testing for gestational diabetes

EQIA – Equality Impact Assessment
No impact identified

Fit with strategic objective

Population
x

Patients
x

People
x

Partnership Progressing
x

x

Recommendation
To note changes since last reporting
To consider, challenge and confirm emerging risks

High Level Risk Register
Trust Board, Wednesday 2 February 2022
Introduction
The Risk and Compliance Group review risks rated 15 and above and since last reporting has met
once on 10th November. During this meeting, assurance was received for a number of risks to
influence any change in scoring along with robust challenge to the assurances given.
Whilst there is mitigation in place, the impact could have a direct bearing on requirements within
the NHS Improvement Accountability Framework, CQC registration or the achievement of Trust
policies, aims and objectives should the mitigation plans be ineffective.
At the time of reporting and following the decisions taken at the Risk and Compliance Group
meetings, there are 19 risks scoring 15 or above on the Trust High Level Risk Register.

Background / Context
The governance structure is the vehicle for the assurance of robust risk management from ward
and department to Board and as part of this the Board receives a report on the high level risks –
those scoring 15 and above at each meeting.

Current Position
Med 98 Nurse staffing in medicine
As previously reported, the Deputy Chief Nurse reviewed and included the current position in
relation to skill mix, the health and wellbeing of our people and the potential impact this will have
upon the quality metrics. It is important to note that approximately 25% of the nursing workforce
across the inpatient bed base is now made up of international nursing colleagues; this is also
having a short term impact on skills whilst they are working through induction, education and

training. Mitigation is the appointment of a number of fixed term Practice Educators to ensure there
is effective support for both international and newly qualified nursing colleagues. Further detail was
requested to the controls to include the work planned to update the workforce models and the
establishment review process.
Risk score remains at 15.

MAT 09/2019 Midwifery staffing levels
The Divisional Governance Group reviewed this risk in response to the increasing midwifery gaps
and the impact of this on the provision of maternity services; a recommendation was made to
increase this score.
Risk and Compliance Group requested clearer articulation of the impact of vacancies and sickness
absence in the midwifery staffing workforce and why this risk should be scored higher than the
nurse staffing risks. Whilst there is assurance that the level of absence is being managed and 1:1
care in labour is being maintained the impact is being seen through the inability to maintain a
supernumerary labour ward co-ordinator role. A business case is being developed in conjunction
with surgery with a view to releasing midwives from Elective C-Sections – with a target date of 30
November 2021, this has now been through the Divisional Integrated Performance Report and
approved. The Risk and Compliance Group agreed to the increased scoring of this risk on receipt
and discussion of the extra information.
Risk score increased from 15 to 20

IG01/18: Inability to provide Information Governance Service
Following last reporting the issues have been articulated and the mitigations strengthened however
further discussion was needed regarding the longer term resource requirements for this service
including the required establishment for the digital directorate and any financial implications. The
output was expected at the Risk and Compliance Group meeting scheduled for 4 January 2022,
but this has been stood down in response to the operational pressures. It will be received at the
meeting in February.
Risk score remains at 12
Pharm 86: Failure to complete and send discharge letters on SystmOne
There has been a reduction in the backlog in response to the warning box added to SystmOne. In
the three months since last reporting, 4,500 of the 7,000 letters have been reviewed and removed
with assurance received the current letters are being actioned appropriately. Divisional progress is
reported at the IPR meetings. However whilst it was noted and commended the work undertaken
to date, the rating remains the same as there is no funding for additional staffing or a specific job
role to reduce the number further. It was also noted colleagues from pharmacy are assisting where
possible. It is anticipated that the risk score may be reduced if the progress is maintained.
Risk score remains at 16

RAAC1 Aerated Concrete
The Executive Directors Group is monitoring this risk following the collapse of a ceiling within the
Trust late in 2020. Emergency funding was requested and granted to complete the required
estates work. There remains no final confirmation of funding for a new hospital and therefore the
financial resource that may be required to sort the problem long-term will need to be requested
from elsewhere. Oversight of this risk remains with the Executive Directors and continues to be
reported to the Board.
Risk score remains at 25

IHR R 0031 SystmOne Tasks not being actioned in timely manner
Improvements are being seen in this with Information Services issuing weekly reports that support
the Divisions in responding to the position. The mapping exercise continues to ensure tasks are
assigned to the correct Division to support action. The Divisional Directors were to present their
improvement plans to the Risk and Compliance Group meeting scheduled for 4 January 2022, but
this has been stood down in response to the operational pressures. They will be received at the
meeting in February along with a discussion to review the risk score. However scrutiny and
oversight of performance is through IPR and it is anticipated that this risk score will reduce when
reviewed at the Risk 7 Compliance group in February 2022.
Risk score remains at 16

Q&S010 Trust Procedural Documents
The Assistant Director of Healthcare Governance and the Deputy Chief Nurse have commenced a
piece of work to “cleanse” the procedural documents page within AireShare to ensure all
documents are relevant with no duplications, have the correct identified author and then to ensure
the documents are cited within the correct Director portfolio. It is anticipated this initial
benchmarking will be completed by 31 January 2022, then the plan will be finalised for the
reviewing and updating of the procedural documents within the Trust. Following this, the risk will be
reviewed at the Risk and Compliance Group to agree the score.
The score remains at 15

Changes to previous high level risks
2017- 014 Shortfall in the number of acute Consultant Paediatricians
There was a request made to maintain the risk core of 16 despite the appointment of an eighth
consultant. This was challenged by the members of the Risk and Compliance Group along with the
suggestion that a separate risk assessment should be undertaken to address any further concerns.
However following the successful appointment of a ninth consultant the score has been reduced
with the anticipation of closure following their starting in post.
Risk score reduced from 16 to 12

EDOC Increased attendance in the Emergency Department
There was a new risk reported to the last Audit and Risk Committee relating to increased
attendance and activity in ED and was awaiting divisional review. The Risk and Compliance Group
requested a clearer description of the risks affecting the delivery of clinical services including the
increased numbers of patients in the waiting room and the impact upon the staff health and wellbeing. The Divisional team reviewed this in line with the Risk and Compliance Group request and
with the mitigations including psychological support for staff recommended a reduction in the score
which was agreed
Risk score reduced from 16 to 12
Q&S011 Serious Incident Investigations
The staff vacancies within the Quality and Safety Team and the Governance Lead for Medicine
were recruited to and the plan agreed with the commissioners for submission of the serious
incident investigations realised with the exception of one. This risk has now been mitigated and
therefore the recommendation to reduce the score was agreed.
Risk score reduced from 15 to 9
Emerging Risks
The following two risks were noted and assurance received of the control measures in place. Each
risk will be discussed within relevant the division and updates were scheduled for the January
meeting of Risk and Compliance. However as noted above this has been stood down and
therefore will be received at the meeting in February 2022.
SD/Breast/21 Potential of Delayed Breast Cancer Diagnosis
Risk that patients referred with breast cancer symptoms may have a delayed diagnosis if they wait
in excess of the 2 week diagnostic cancer target for clinical assessment. This will be reviewed at
Divisional Quality and Safety meetings and the outcome presented to Risk and Compliance Group.
Initial risk score 12
Trauma Audit & Research Network (TARN)
An audit is required to understand the potential backlog of TARN submissions. The planning and
development of the risks associated with this was discussed at a meeting in November 2021 with
an update scheduled for presentation at the January meeting of Risk and Compliance; this will now
be discussed in February.
No risk score – awaiting confirmation of score from divisional team at next Risk & Compliance
Group in February 2022

Next steps
All high level risks will be reviewed at Risk & Compliance Group, Wednesday 9 February
2022

Conclusion
There is now an established governance process for reviewing risks, controls and gaps in
controls at divisional level and at Risk & Compliance Group. High level risks are also
discussed at the relevant committees and there is increased scrutiny and challenge
through these processes

Recommendations
The Board are asked to:
To note the changes since last reporting
To consider, challenge and confirm the emerging risks

HIGH LEVEL RISKS 07/12/2021
Consequence
5
RAAC1 Aerated Concrete
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Risk Description
The catastrophic collapse of one or more aerated concrete panels causing multiple casualties and subsequent service interruptions that result in a full hospital evacuation.
Loss in confidence and trust that the hospital is safe

Controls
Structural engineering surveys
Desk top multi agency emergency planning exercise undertaken
National RAAC Group, Undertaken ALARP , Cleaning roofs from moss/stones etc . Inspection routine, gulley
cleaning, Radar testing, Bearing inspections, Realtime monitoring, Acro-props ready to support panels

Likelihood
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Initial, Current and Residual Rating

Executive Lead: Chief Executive
Date Added to RR: 19/10/2020
Last reviewed date: The risk is monitored by Executive Directors and is regularly reviewed at Executive Directors
Group meetings
Committee reviewed at: Board of Directors/Executive Directors Group

Gaps in Control
Draft SOC and strategy to replace hospital not supported by NHSI/E and Treasury
No funding for OBC/FBC
Significant delays to hospital replacement plan
Identify all modified panels and structurally support
Unknown how panels will degrade over time, awaiting national research
Unknown how panels will perform in a fire

Consequence
4
MAT 09/2019
Midwifery Staffing Levels

Initial, Current and Residual Rating

Mitigating Actions Since Previous R&C Group
May update: A request for emergency funding to manage the RAAC risk has been escalated to NHSI/E
to cover the next 3 years. The risk is monitored by Executive Directors and is regularly reviewed at
Executive Directors Group meetings.
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Risk to quality of patient care due to persistent low staffing levels. Risk to staff morale and well-being due to sub-optimal care provision and exhaustion
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Executive Lead: Executive Chief Nurse
Date Added to RR: 19/97/2019
Last reviewed date: 10/11/2021
Committee reviewed at: Risk and Compliance Group

Controls
All shifts offered to bank. Overtime offered. Agency scrub nurse requests. Business case being drafted for 100%
backfill of maternity leave. All staff on non-clinical days are utilised whenever necessary, however this can then
impact management work.
1.8 WTE theatre ODP seconded to maternity to support the theatre scrub role. this will allow midwives to be
released to provide midwifery specific roles and responsibilities.

Gaps in Control
Minimal available staff to pick up bank shifts
Inability to use Agency for midwifery shifts

Mitigating Actions Since Previous R&C Group
Monthly staffing data - planned versus actual fill rates
Daily/Weekly monitoring of E Roster - Managers/Deputy HOM. All shifts out to bank/agency scrub OT
offered. Escalation guidelines. On Call Hospital Midwife
This risk is an escalation from a risk scored at 12 which has now increased. This risk is still to be
reviewed and worked through the division with an update due at the September Risk and Compliance
Group meeting.
November 2021 update: Trust Incentive Scheme being offered to midwives to incentivise picking up
additional shifts. This is applicable to part time staff. Business case to
be developed with surgery to release midwifes from Elective C Sections. Target date end Nov 2021.
Continuity of care teams reconfigured to release some midwives back into the unit to support pressures
on labour ward. Trial of midwifery manager on-call commenced to provide additional support tot the
labour ward coordinator when diversion of services is required

Impact: Quality and Safety

Consequence
4
IHR R_0031
SystmOne Tasks not being actioned in
timely manner

Likelihood
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Risk Description
SystmOne Tasks may contain any nature of clinical information about a patient's treatment. If they are not responded to in a timely fashion, there is a risk that patients may come to harm

Executive Lead: Chief Operating Officer
Date Added to RR: 13/12/2019
Last reviewed date: 10/11/2021
Committee reviewed at: Risk and Compliance Group

Controls
1a. A manual report is distributed on a fortnightly basis to PSMs, ADOs, Heads of Nursing and other nominated
staff which details the number of open tasks (to the level of which members of staff are the recipients, grouped
by organisational directorates etc.)
1b. A regular meeting is scheduled with ADOs and A Sheward, J Tuggey and T Keene to raise the profile of the
issue and to provide forum for queries.
1c. The status of SystmOne tasks is monitored as a standing agenda item at the Divisional meetings (W&C
Division)
2. Staff training in place
3. Training has been offered to staff in how to use and respond to tasks, and user guides are available for
dissemination.
4. Testing of Shared Administration, that may allow users to access Tasks from within different SystmOne units,
is being carried out (Requested by J Tuggey, IT Helpdesk 61132). Test setup to be activated 18/5/20
5. Audit being completed of Task User Groups that do not have any members; these groups will either have
members added or will be removed from the system.
6. Leave and redirection functionality to be evaluated by IHR / CST Task and Finish group for Tasks and
communicated to the organisation.
7a. Oct 2020, TPP have made Tasks data available in Strategic Reporting Extract, which will allow greater
flexibility of reporting on Tasks from the data warehouse.
7b. Information Services will evaluate the accuracy of the Tasks information in 7a and develop a method for
sharing

Gaps in Control
1a.The report was first distributed out in March 2019, and 1100 tasks had been open for over two
weeks. This dropped below 800 in July 2019, and has since risen to over 1200 (Jan 2020).
Increased to 1600 during Covid and reduced to 900 with renewed focus in Summer-Autumn 2020.
Plateaued around 900 in October 2020.
1b.This meeting is taking place every two weeks. Attendance has been mixed.
2. Assurance has not been confirmed with IPRs
3. Some areas have not responded to offers of training, even though it has been specifically
requested. Training is not mandatory. Clinical Skills Training Team are now able to pick up clinical
systems training for clinical staff, which should reduce this risk.
4. Trial of shared admin has not begun (due 18/5/20), awaiting TPP switch-on of functionality
(Updated 10/7/20). Delays from TPP re: setup of Shared Admin continued until start of October
2020. Now the Trust has been told that shared admin can NOT be turned on at all. 13/10/20: J
Tuggey / T Bates seeking assurance from TPP about next steps.
5. TBC
6. Oct 2020: Redirection functionality has been risk-assessed and can be used within SystmOne
without posing any risks.
7a.Completed - evaluation ongoing for accuracy (N Scott, T Keene)
7b. Ongoing - to be developed in conjunction with other clinical system information reporting.

Consequence
4
Pharm 86
Failure to complete and send discharge Likelihood
4
letters on SystmOne

Mitigating Actions Since Previous R&C Group
November 2021 update: Mapping exercise continues and tasks are being assigned to Divisions improvements are being seen. Information Services issuing weekly reports that support the Divisions in
responding to the position. The mapping exercise continues to ensure tasks are assigned to the correct
Division to support action.
Reduced to <60 31/10/2021. Divisional Directors continue to discuss action plan improvements and will
review the risk score given the work that is taking place.
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Risk Description
Discharge letters contain important information regarding a patient’s admission, treatment and any follow up required. Omission of this written information to the patient or other healthcare professionals could potentially result in patient harm.

Executive Lead: Chief Digital and Information Officer
Date Added to RR: 26/08/2020
Last reviewed date: 10/11/2021

Committee reviewed at: Risk and Compliance Group
Controls
1. Training of staff to use SystemOne including moving the patient's record on in the discharge workflow and
completing a discharge letter to send to GP
2. Other communication systems to the GP to inform of a clinical event or procedure in maternity and baby
summaries.
3. Day attenders receiving injections / treatment on ward 20 for whom letters are sent at the start and end of
treatment courses (however, there will be several admissions where a letter is not needed but they are added to
a workflow automatically when the patient attends the ward)
4. The manual processing of supplementary letters have been raised numerous times (via email, discussions,
E&T sessions) and posters highlighting this issue have been disseminated.

Gaps in Control
1. Patient's record not being moved on in the discharge workflow and not sending a completed
discharge letter to GP
2. Day attenders receiving injections/ treatment on ward 20 for who letters are sent at the start and
end of treatment courses (however, there will be several admissions where a letter is not needed
but they are added to a workflow automatically when the patient attends the ward).
3. Not all specialties send discharge letters through SystmOne after day case procedures

Mitigating Actions Since Previous R&C Group
November 2021 update: Progress continues to remove discharge letters and targeted work is taking
place where required. Reports are being created for Divisions to identify the number of cases
outstanding each month. The rating remains the same as there is no funding for additional staffing or a
specific job role to reduce the number further - it was noted colleagues from pharmacy are assisting
where possible. It is anticipated that the risk score may be reduced if the progress is maintained.

Impact: Finance Perfomance and
Digital, Quality & Safety
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4
Paeds 06/2020
Likelihood
Gap in Psychology support for Children 4
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Risk Description
Children and young people who have diabetes are receiving a reduced psychological support due to insufficient resource within the psychology service resulting in potential delays in them either accepting their diagnosis or in managing the long
term effects of their condition.

Controls
Diabetes team in contact with all patients on case load at least 4 times per year.
Any patients identified as developing issues relating to their mental health are supported by the diabetes team
and if required referred onto school nurse or CAMHS for support
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Executive Lead: Operations Director Women, Children and Specialist Services
Date Added to RR: 11/12/2020
Last reviewed date: 10/11/2021

Moderate Risk
4

17

Impact: Quality & Safety

Committee reviewed at: Risk and Compliance Group
Mitigating Actions Since Previous R&C Group
November 2021 update: Business case presented to IPR October 2021 seeking funding for this
post which was approved. Currently there is a 0.2 establishement. Each patient with a diagnosis
receives contact from the diabetes team at least 4 times per year. Any patients identified as developing
issues relating to their mental health are supported by the diabetes team and if required referred onto
school nurse or CAMHS for support. Management information provided to parents

Gaps in Control
Diabetes team are not trained in psychology
Increasing difficult in referrals been accepted by CAMHS due to their work load pressures
School nurses do not have specialist training in managing young people with long term medical
conditions such as diabetes

Consequence
3
MAT 03/2019 Lack of accomodation for
Likelihood
community midwifery clinics
5

15

Residual
Rating

Significant Risk

9

10

High Risk
11

Residual
Rating

12
Initial
Rating

Risk Description
Lack of accommodation for the community midwives to provide antenatal and postnatal care in the community will have a reputational risk as it will affect the accessibility of care for women. This may lead to women failing to attend vital
appointments and affect the continuity of care for women. Midwives being relocated has a financial implication to the trust as there is a cost to possible relocation
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Executive Lead: Executive Chief Nurse
Date Added to RR: 15/02/2019
Last reviewed date: 10/11/2021
Committee reviewed at: Risk and Compliance Group

Controls

Gaps in Control

Mitigating Actions Since Previous R&C Group

Previously affected clinics have been relocated within GP surgeries or available Children's Centres space.
Community Midwifery Scoping Paper with financial implications - Shared with Finance Department other clinic
rooms have been sourced on an ad hoc basis.

Additional clinics are now being affected by further requests to relocate. No further options of
November 2021 update: Ageed with radiology to use their suite at Ilkley Coronation from 1
where to relocate and further financial implications. Local Government now looking at the number October to 31 December to maintain community clinics. Long term booking confirmed for
of community clinics held in their venues, with a view to charging for the accommodation.
Keighley HC. The Division will review the risk scoring.

20 25+

Impact: Quality & Safety

Pharm 69 EPMA System (electronic
prescribing and medicines
administration)
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Risk Description
Risk to patient care and patient safety from medication errors due to prescribing and administration errors. This includes the risk of duplicated therapy and incorrect doses prescribed and/or administered leading to under/over dosing; drug-drug
interactions; dose delays and omissions; incorrect dose intervals; wrong product of medication being prescribed; delays with MHRA drug alerts being actioned; increased workload as paper business continuity cannot be optimised
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20 25+

Executive Lead: Chief Digital and Information Officer
Date Added to RR: 16/04/2019
Last reviewed date: 10/11/2021

Committee reviewed at: Risk and Compliance Group
Controls
The EPMA group meets monthly and has good MDT representation
EPMA AEFs, or incidents where EPMA may have mitigated patient risk or harm are tabled at the EPMA
Governance group
TPP(SystmOne) developments are assessed and tabled at the group. Developments identified as essential are
being prioritised and actioned.
New S1 developments which require local implementation by Clinical Systems Team (IT) are logged with the IT
helpdesk
Formulary maintenance including e.g. new regimens in response to user requests is ongoing within pharmacy
and escalated to the EPMA group when necessary
Strategic approach to training for EPMA is in place, and the EPMA group reviews and approves any training
materials. EPMA group now reports to the Drug and Therapeutics Group, which has some key benefits.

Gaps in Control
See embedded document: this is included as Appendix 2
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Ligature risk across the organisation
Committee
summary sheet\
2021\2021-06-22\
Risk Description
Pharmacy 69 Risks
Risk of self harm due to lack of oversight and process to manage the risk of ligature points across the organisation resulting in harm or death.
and Mitigating
Actions.docx

Controls
Enhanced care pathways
Ligature awareness
120 hooks removed from the toilets within AGH (400 removed within other areas of the Trust)
Knowledge of hooks within toilets and bathrooms at Castleberg Hospital
300 anti-ligature hooks ordered for AGH toilets and bathrooms
Person centred assessments in place
Ligature cutters within crash trollies in all wards
Supervision care pathway for acute paediatric admissions (referred with a history of self-harm) identifies the
level of risk and intervention required.

Mitigating Actions Since Previous R&C Group
EPMA Governance Group. Reduction in AEFs. Improvement in EPMA staff survey
Reduction in backlog of outstanding EPMA developments to be implemented within the Trust. EPMA
availability within all in-patient and out-patient areas EPMA reporting to drive quality improvements.
November 2021 update: Complex infusions and off chart meds revisited to assess if anything can be
done without developments or inputs from TPP. Ascertained that within the constraints of the system
no further complex medication cannot be added without these developments. Working with TPP to
develop this functionality.
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Gaps in Control
Hooks remaining in place at Castleberg hospital
Current mental health screening tool does not identify adult patients with an intention to selfharm. Lack of a standardised mood assessment tool in the Trust
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Executive Lead: Executive Chief Nurse
Date Added to RR: 11/06/2020
Last reviewed date: 10/11/2021
Committee reviewed at: Risk and Compliance Group
Mitigating Actions Since Previous R&C Group
Trust policy developed and ratified. T&F Group established to address the issues identified. Allocation
of a programme of trust-wide walk round to establish the baseline position and identify ALL hooks
Ligature cutters ordered and received for distribution throughout the Trust. Mood assessment pathway
developed and requires approval prior to piloting in the Trust.
November 2021 update: The Ligature Risk policy has been approved and uploaded to Aireshare. Work
is also ongoing to ensure that all patients receive a mood assessment on admission to identify patients
who may be at risk of self harm and ensure assessment by appropriate specialist team. This piece of
work requires a review and refresh to ensure that its original remit has been met.

Impact: Quality & Safety
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Health and Wellbeing of our People
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Risk Description
Due to increasing pressures in the context of Covid and reset, there is an increased risk of colleagues not maintaining their health and wellbeing with the potential to lead to higher levels of sickness absence which could impact on the ability to
deliver high quality services

Controls
•Robust support available via the Employee Health and Wellbeing service, including access to an Employee
Assistance Programme.
•Rapid access MSK service.
•On-going support and encouragement for people to take appropriate breaks and periods of annual leave.
•An increased commitment to psychology input through a dedicated role funded through charitable funds.
Commenced in post April 2021
•A robust approach to supporting colleagues who were shielding to return to work, 2 colleagues remain
shielding in August 2021
•Risk assessment process now embedded as part of the new starter process and offered to all bank staff
•Access to a number of initiatives available as part of the 2021 health and wellbeing offer.
•New isolation exemption guidance launched August 2021
•Financial support and advice available through the Bradford Credit Union.
•Staff reward and recognition arrangements in place including monthly and annual awards.
•Network groups for protected characteristics including; BAME, LGBTQ , Gender, Disability.
•Staff Survey / Staff FFT action plans

Gaps in Control
•Improve mechanism to listen and respond to our people’s experiences
•Do not yet fully understand the impact of Covid-19 on health and wellbeing of workforce e.g. long
covid
•Vacancies in Employee Health and Wellbeing service / local and national labour market conditions

12

15
Initial and
Current
Rating

16

17

Significant Risk
18

19

Executive Lead: Director of People and OD
Date Added to RR: 29/07/2020
Last reviewed date: 10/11/2021

Committee reviewed at: Risk and Compliance Group
Mitigating Actions Since Previous R&C Group
Development of health and wellbeing indicators - early warning signs
Launch of 2021 health and wellbeing offer. Staff engagement network groups meeting
Divisional IPR people indicators. People and OD Governance Group
Sickness absence data. Increased health and wellbeing actions implemented during Covid-19
Psychology service evaluation and outcome measures. Report to People Committee from FSUP
Guardian and Guardian of Safe Working. People Story at People Committee / Board
Staff Survey Action plan report to Board and People Committee. IPR shows people indicators
November 2021 update: Agency support for nursing within Employee Health and Wellbeing which
includes therapy support. Launch of reasonable adjustments toolkit and wellbeing onversations.
People Committee meeting dedicated to Wellbeing Guardian principles.

20 25+

Impact: People

Consequence
5
Likelihood
RAAC1a Deflection in RAAC roof panels
3
in education centre and finance
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Risk Description
Collapse of the roof panels
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Significant Risk
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Impact: Board

20 25+

Executive Lead: Managing Director, AGH Solutions Ltd
Date Added to RR: 23/02/2021
Last reviewed date: The risk is monitored by Executive Directors and is regularly reviewed at Executive Directors
Group meetings.
Committee reviewed at: Board of Directors

Controls
Deflection surveys have been carried out in several areas across the Trust, Deflections in excess of L/100 have
been recorded in ward 9, 11, education centre and finance.

Gaps in Control

Mitigating Actions Since Previous R&C Group
070621 First 2 rooms complete, work commenced on next phase of rooms

National guidance from the BRE and NHS E/I is that panels deflected over L/100 are considered to be structurally
damaged and steps should be taken to remove or support these panels.
160321 £10m has been secured for 21/22; currently planning a decant programme so panels can be
strengthened. 190421 Structural support work to begin in May
Consequence
5
Likelihood
RAAC Deflection of RAAC roof panels in
3
ward 9

Low Risk
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2
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Risk Description
Collapse of the roof panels
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Significant Risk
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160321 £15m has been secured for 21/22; currently planning a decant programme so panels can be
strengthened
190421 Working with operations to formulate a decant programme so the work can take place in 21/22
170521 Modular wards due in early 2022 would facilitate decants

20 25+

Executive Lead: Managing Director, AGH Solutions Ltd
Date Added to RR: 23/02/2021
Last reviewed date: The risk is monitored by Executive Directors and is regularly reviewed at Executive Directors
Group meetings.
Committee reviewed at: Board of Directors

Controls
Gaps in Control
Deflection surveys have been carried out in several areas across the Trust, Deflections in excess of L/100 have
been recorded in ward 9, 11, education centre and finance.
National guidance from the BRE and NHS E/I is that panels deflected over L/100 are considered to be structurally
damaged and steps should be taken to remove or support these panels.

19

Mitigating Actions Since Previous R&C Group
070621 First 2 rooms complete, work commenced on next phase of rooms

Impact: Board

Consequence
5
Likelihood
RAAC Deflection of RAAC roof panels in
3
ward 11

Low Risk
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High Risk
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Risk Description
collapse of the roof panels

15
Initial and
Current
Rating

16

17

Significant Risk
18

19

Impact: Board

20 25+

Executive Lead: Managing Director, AGH Solutions Ltd
Date Added to RR: 23/02/2021
Last reviewed date: The risk is monitored by Executive Directors and is regularly reviewed at Executive Directors
Group meetings.
Committee reviewed at: Board of Directors

Controls
Deflection surveys have been carried out in several areas across the Trust, Deflections in excess of L/100 have
been recorded in ward 9, 11, education centre and finance.

Gaps in Control
Deflection of RAAC roof panels in Ward 11

Mitigating Actions Since Previous R&C Group
070621 First 2 rooms complete, work commenced on next phase of rooms

National guidance from the BRE and NHS E/I is that panels deflected over L/100 are considered to be structurally
damaged and steps should be taken to remove or support these panels.
160321 £15m has been secured for 21/22; currently planning a decant programme so panels can be
strengthened
190421 Working with operations to formulate a decant programme so the work can take place in 21/22
170521 Modular wards due in early 2022 would facilitate decants

MED 98 Nurse Staffing in Medicine

Consequence
3
Likelihood
5

Low Risk
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High Risk
11
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Rating

Risk Description
Insufficient nurse staffing in place due to revised workforce model resulting in a risk of being unable to deliver effective nursing care within wards and departments. Although there has been significant recruitment into vacancies this has resulted in
high numbers of inexperienced staff on a number of medical wards resulting in a poor patient experience with medication administration delays and poor communication with patients and families. A negative impact on staff wellbeing is also
evident.
Controls
Matron of the day model to oversee nurse staffing, undertake risk assessment and deploy staff as appropriate.
Additional Practice educators approved, interviewed and appointed. Roster sign off meeting in place monthly to
ensure that roster have NIC appointed each shift, even skill mix and allocation of unfilled shifts that then
automatically go out to bank when roster is approved. Safe care implantation is ongoing.

Gaps in Control
Practice educators not fully established within all wards
Safe care not fully rolled out - acuity not yet monitored and reliant on professional judgement.
WFM at night mean that late sickness can result in depletion of staffing in other wards or at worse 1
RN on duty overnight. Enhanced care team currently support in patient bed base therefore
enhanced care requirement add additionality to bank requirements

15
Initial and
Current
Rating

16

17

Significant Risk
18

19

Executive Lead: Executive Chief Nurse
Date Added to RR: 24/03/2021
Last reviewed date: 10/11/2021
Committee reviewed at: Risk and Compliance Group

Mitigating Actions Since Previous R&C Group
Individual ward and department risk assessments to be completed to fully understand the risk within
their area to work with corporate nursing team to test the draft establishment review process. Daily
matron huddles, Ward level risk assessments. Update establishment reviews
November 2021 update: Controls are being taken which included working through the safer staffing
tool and safe care implementation is ongoing.

20 25+

Impact: Quality & Safety

Consequence
3
SD 01-2021 Nursing Workforce Surgery Likelihood
5
and Diagnostics Division

Impact: Quality & Safety
Low Risk
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High Risk
11
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Residual
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Risk Description
Risk of harm to patients, risk of poor patient experience and negative impact on the health and well-being of nursing staff due to failure to achieve planned staffing levels and skill mix of rostered nursing workforce

Controls
Daily oversight of nurse staffing issues by the Matron of the day, effective roster signed off with oversight of
Head of Nursing/Matron for Surgical Services to manage risk across areas, monthly monitoring of key
performance indicators including safety metrics inclusive of hospital acquired pressure ulcers, falls, medication
errors and complaints. Utilisation of bank/agency to backfill gaps due to vacancy/sickness or due to acuity.
Education and training of staff to maintain mandatory and specialist skills within workforce

Gaps in Control
Work force model delivers ratio of 1:15 within Trauma Orthopaedics and due to vacancy and short
term sickness this is also likely within the Acute Surgical and Gastro wards. Average actual fill rate
for RN staffing <85% of planned.

Consequence
3
Q&S010 Trust Procedural Documents

Likelihood
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Executive Lead: Executive Chief Nurse
Date Added to RR: 05/05/2021
Last reviewed date: 10/11/2021
Committee reviewed at: Risk and Compliance Group

Moderate Risk
4

17

Mitigating Actions Since Previous R&C Group
November 2021 update: Review of deployment of RN to ICU and unable to increase at this time due to
skill mix / vacancy. Quality Safety dashboard action changed In light of Matrons Assurance session. KPIs
to provide assurance going forward.

Low Risk

15

15
Initial and
Current
Rating

Significant Risk

9
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Risk Description
There are a number of procedural trust documents (policies, SOPs and guidelines) overdue for review due to lack of capacity and ownership resulting in the potential of care provision being out of best practice recommendations.
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Executive Lead: Exeutive Chief Nurse
Date Added to RR: 10/06/2021
Last reviewed date: 10/11/2021
Committee reviewed at: Risk and Compliance Group

Controls
Gaps in Control
Reminder system in place to alert document authors at 6 and 3 months prior to expiry date to review and submit lack of response to the out of date reports. No formal notification of personnel changes to ensure
for approval. Review of the document register at each PDRG meeting
correct document owner for future reviews.
List of overdue documents issued to Clinical Divisions and departments monthly
List issued to corporate IPR meetings 1/4ly
PDRG members update document author names / titles as staff change
Agreements made with HR regarding a planned approach to the review of out of date documents underpinned
by a risk assessment and prioritisation.
Extension requests documentation available and approved to support the capacity for the required document
reviews

Mitigating Actions Since Previous R&C Group
Raise at July Risk and Compliance Group for advice and support.
November 2021 update: The Assistant Director of Healthcare Governance and the Deputy Chief Nurse
have commenced a piece of work to “cleanse” the procedural documents page within AireShare to
ensure all documents are relevant with no duplications, have the correct identified author and then to
ensure the documents are cited within the correct Director portfolio. It is anticipated this initial
benchmarking will be completed by 31 January 2022. Following this the plan will be finalised for the
reviewing and updating of the procedural documents within the Trust. Following this the risk will be
reviewed at the Risk and Compliance Group to agree the score

Impact: Quality & Safety

Paeds 05/2021
Inability to provide safe and effective
care on the paediatric ward due to
reduced nurse staffing and increased
activity

Consequence
3
Likelihood
5

Impact: People
Low Risk

15

0

1

2

3

Moderate Risk
4

5

6

7

8

9

10

High Risk
11

12

Residual
Rating

Risk Description
The paediatric nursing workforce are experiencing heightened activity as predicted nationally at a time when they have vacancies due to unfilled maternity leave and increased absence of staff. This will affect the quality and safety of the care
provided on the paediatric ward
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Executive Lead: Operations Director Women, Children and Specialist Services
Date Added to RR:08/07/2021
Last reviewed date: 10/11/2021
Committee reviewed at: Risk and Compliance Group

Controls
Children's unit Escalation Guideline
Opel level scoring

Gaps in Control
Continued periods of absence due to maternity leave, staff leaving, increased sickness absence.
Inability to divert away from the services activity over the safe levels of capacity and staffing

Consequence
3
ND21 Nursing Workforce

Likelihood
5

Mitigating Actions Since Previous R&C Group
Escalation guideline. Daily Bed Managers Meetings. Site Managers/Senior on Calls. Children's
Governance. Integrated performance review group.
November 2021 update: Business case presented to IPR Oct 2021 for Paediatric Assessment area. A
nursing establishment review needs to be completed for Paediatric area.
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Risk Description
Risk of inability to deliver safe and effective nursing care due to a high number of inexperienced nursing staff in some areas resulting in a poor patient experience and increased number of red flag staffing issues, poor health and wellbeing and
deterioration in quality metrics.
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Executive Lead: Executive Chief Nurse
Date Added to RR: 30/06/2021
Last reviewed date: 10/11/2021
Committee reviewed at: Risk and Compliance Group

Controls
Review of preceptorship policy and process. Practice Educators in post supporting learners and
regsitrants aswell as IR support. Speciality specific training is being delivered in some areas. Scoping out IT
solutions to support a blended learning approach.

Gaps in Control
Lack of robust LNA to inform educational strategy. Capacity of teams to release staff for training

Mitigating Actions Since Previous R&C Group
Non medical education group planned – developing TORS. PE have
started across all areas now except paeds. Working with ICS to develop and submit
LNA which will inform SSPRD and support ANHSFT planning for CPD
allocation.
November2021 update: A number of competency frameworks have been developed and a Training
and Education Group established. Turnover is high across some areas which places added pressure on
teams to support new staff and a more challenging skill mix however skills gaps are being reviewed on
each ward.

Impact: People

Consequence
MAT 01/2018 Universal GTT not being 4
offerred as per NICE Guidelines. HbA1c
Likelihood
and Fasting Plasma Glucose testing
4
performed through COVID 19 pandemic

Impact: Quality and Safety?
Low Risk
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High Risk
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Controls
Gaps in Control
Extended criteria for diabetes screening to later gestations and NICE diagnostic criteria for GDM have been
No offer of a GTT. Inaccuracies in results. Inaccuracies in diagnosis/management
implemented. We are monitoring stillbirths to see if there is a peak due to failure to do Universal GTT. Followed
the RCOG COVID-19 Gestational Diabetes Guidance

Paeds 03/2021 Neonatal Namebands Software Issue
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Executive Lead: Executive Chief Nurse
Date Added to RR: 03/05/2018
Committee reviewed at: Risk and Compliance Group
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Risk Description
Inability to print legible namebands for neonates due incompatible software resulting in potential miss identification. The printed Zebra name bands used within neonates does not allow for the patient details to be seen when placed around the
neonates limb. This is due to the name band having to be made small enough to remain secure on the infant and not fall off.
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Significant Risk
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Current
rating

Executive Lead: Chief Digital and Information Officer
Date Added to RR: 06/04/2021
Last reviewed date: 29/12/2021

Committee reviewed at: Finance, Performance and Digital
Controls
Written name bands placed on the infant and the printed ones secured on the cot or incubator
Staff perform a daily check at commencement of their shift to check that a name band is in situ
Clinical care not performed if positive patient ID unable to be performed

Gaps in Control
None identified

20 25+

Mitigating Actions Since Previous R&C Group
AEF reporting. Perinatal mortality and morbidity meetings.

Low Risk
16

16
Current
Rating

Risk Description
That women will not be accurately diagnosed with Gestational Diabetes throughout pregnancy which could lead to pregnancy complications and possibly stillbirth. There is also a risk that women will be inaccurately diagnosed which will lead to a
over medicalization and mismanagement of pregnancy. This potentially leads to a wider yearly screening of these women.

Consequence
4
Likelihood
4

15

Initial and
Residual
Rating

Significant Risk

Mitigating Actions Since Previous R&C Group
Twice daily check list in use which includes checking name band in situ
AEF completion and monthly matron audit to check compliance with name bands
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Impact: Finance Perfomance and
Digital, Quality & Safety

